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Family dependency treatment courts (FDTC) have recently emerged as an innovative model for addressing
the needs of families involved with the child welfare system and affected by substance use disorders. The cur-
rent study examined the effect of participation in an integrated FDTC on family reunification, time to perma-
nency, and re-entry into care. Propensity score methods were used to match a group of 95 FDTC participants
to non-FDTC participants from a demographically and geographically similar comparison county. Findings
indicated that FDTC participation increased families' likelihood of reunification and decreased the odds that
children would re-enter care within 12 months of achieving permanency. However, FDTC participation also
significantly increased time to permanency. Implications of these findings for research, policy, and practice
are discussed.

© 2012 Elsevier Ltd. All rights reserved.
1. Introduction

Between40–80%of substantiatedmaltreatment cases in theU.S. occur
in the context of parental substance use (Jones, 2004; Semidei, Radel, &
Nolan, 2001). Children raised by substance-using caregivers are signifi-
cantly more likely to experience abuse and neglect than children raised
in families without substance use (Appleyard, Berlin, Rosanbalm, &
Dodge, 2011). These children are alsomore likely to use substances them-
selves (Biederman, Faraone, Monuteaux, & Feighner, 2000) and experi-
ence negative life course outcomes, such as low academic achievement,
poverty, and engagementwith the juvenile and/or criminal justice system
(Cleveland, Feinberg, Bontempo, & Greenberg, 2008; Wills, Schreibman,
Benson, & Vaccaro, 1994).

Treatment can support improved clinical and functional outcomes for
families, particularly if services are initiated soon after families first be-
come involved with the child welfare system and include a wraparound
component (Grella, Needell, Shi, & Hser, 2009; Howell, Heiser, &
Harrington, 1999). For example, prior research has shown that tailored
substance abuse treatment programs can decrease substance use, reduce
co-occurring mental health symptoms, improve self-reported health
status, and increase employment rates of participants (Ashley, Marsden,
& Brady, 2003; Marsh, D'Aunno, & Smith, 2000). For families involved
with the child welfare system, swift entry into treatment and completion
of at least one treatment episode can increase the likelihood of
reunification and decrease the amount of time children spend in substi-
tute care (Green, Rockhill, & Furrer, 2007). Unfortunately, many
+1 619 594 6112.
.

rights reserved.
substance-using caregivers never engage in treatment (U.S. General
Accounting Office, 1998). A major contributing factor is the limited avail-
ability of treatment programs that address both the substance use disor-
der(s) and ancillary service needs of the predominantly female
caregivers involved with the child welfare system (Ashley et al., 2003).
Such programs have been shown to significantly improve treatment initi-
ation, retention, and outcomes (Marsh et al., 2000; Osterling & Austin,
2008), but their long waiting lists, and/or high program expense make
themdifficult for caregivers to access and completewithin the permanen-
cy timelinesmandatedby the1997 federal Adoption and Safe FamiliesAct
(ASFA) (Folkman, 2005).

Under ASFA, caregivers have as little as one year to comply with
reunification requirements, including recovery from addiction, before
risking permanent termination of parental rights. This legislation
seeks to promote children's safety and well-being by reducing the
amount of time children spend in non-permanent placement settings
(Stott & Gustavsson, 2010). However, ASFA has been criticized for
failing to take into consideration the amount of time required for
substance-using caregivers to complete treatment and achieve sobri-
ety (O'Flynn, 2000). Conflicting permanency and substance abuse
treatment timelines make it difficult for courts to serve these families
effectively, and these difficulties are often exacerbated by the differ-
ing priorities, perspectives, and information-sharing processes of the
child welfare, court, and substance abuse treatment systems (Green,
Rockhill, & Burns, 2008; Young, Gardner, & Dennis, 1998).

1.1. Family dependency treatment courts (FDTC)

Over the last decade, family dependency treatment courts (FDTC)
have emerged as an increasingly popular method for dealing with
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substance-using caregivers whose families become involved with the
child welfare system (Boles, Young, Moore, & DiPirro-Beard, 2007).
FDTC, also known as family drug courts and drug dependency courts,
were first adapted from the adult drug court model in the mid-1990s
as a means of providing a less adversarial judicial environment for
substance-using caregivers and their families (Hora, 2002). In the
mid-2000s, an increasing number of counties began implementing
FDTC, and they soon grew to encompass counties in more than 38
states across the United States (Huddleston, Marlowe, & Casebolt,
2008). Recent statistics provided by the National Drug Court Resource
Center indicate that there are currently 343 FDTCs in operation today
(NDCRC, 2012).

There are currently three different types of FDTC: integrated, dual-
track, and parallel. All three FDTC variants include a collaborative
team of representatives from the child welfare, court, and substance
abuse treatment systems working closely with substance-using care-
givers to provide intensive judicial monitoring, timely and integrated
treatment and wraparound services, frequent drug testing, weekly or
biweekly court hearings, and rewards and sanctions associated with
treatment compliance (Edwards & Ray, 2005). However, the integrat-
ed, dual-track, and parallel FDTC models vary in their approach to
how dependency petitions and caregiver compliance with substance
abuse treatment orders are managed by the court system (Young,
Wong, Adkins, & Simpson, 2003). Under the integrated FDTC model,
a single family court judge oversees both parental compliance with
substance abuse treatment orders and all dependency-related peti-
tions for that case. In the dual-track model, FDTC judges monitor
compliance with substance abuse treatment only for those caregivers
who initially failed to participate in court-ordered services; depen-
dency petitions are handled in a separate court. Finally, in the parallel
FDTC model, dependency case proceedings are conducted in family
court, and a specialized court officer oversees parental compliance
and recovery management services (Boles et al., 2007). Since all
three types of FDTC contain program characteristics previously
shown to improve treatment outcomes and reduce danger and con-
flict in high-risk families, e.g. intensive cross-systems collaboration,
monitoring, case management, and integrated service provision
(Coll, Stewart, Morse, & Moe, 2010; Marsh, Smith, & Bruni, 2011),
all are expected to result in better treatment and child welfare out-
comes for substance-using caregivers and their families than tradi-
tional dependency court.

Unfortunately, despite the popularity of FDTC, current empirical
research as to their impact on treatment and child welfare outcomes
remains limited. Over the last decade, only five articles reporting
comparison data have been published in the peer-reviewed literature.
These five articles focused on six county-level FDTC, all implemented in
thewestern region of the United States: Pima County (AZ); Sacramento
County (CA); San Diego County (CA); Santa Clary County (CA); and
Washoe County (NV). Three of the examined FDTC were integrated
FDTC models, two were dual-track, and the other was a parallel FDTC.
Findings from all five articles suggest that FDTC models can improve
short-term treatment outcomes among substance-using caregivers,
including greater engagement, retention, and satisfaction with services,
aswell as improved clinical and social functioning (Ashford, 2004; Boles
et al., 2007; Green, Furrer, Worcel, Burrus, & Finigan, 2007, 2009;
Worcel, Furrer, Green, Burrus, & Finnigan, 2008).

Study findings also suggest that families involved with FDTCs are
more likely to successfully achieve reunification than those served
by traditional dependency court (Boles et al., 2007; Green et al.,
2009). However, evidence as to the impact of FDTC on other child
welfare safety and permanency outcomes is much more limited:
four of the five articles found either no impact on time to permanency
or a significant increase in time to permanency due to FDTC participa-
tion (e.g. Green, Furrer, Worcel, Burrus, & Finigan, 2007). Only one
study examined the impact of FDTC on children's risk of experiencing
recurring maltreatment following reunification, and that study failed
to detect significant differences in re-entry rates between families
participating in a parallel FDTC and families that became involved in
the child welfare system prior to the implementation of the FDTC
(Boles et al., 2007).

1.2. Study objectives

The current study contributes to the literature by examining
whether caregiver participation in an integrated FDTC in a southeast-
ern county (Hillsborough County, FL) positively impacted three child
welfare outcomes: reunification, time to permanency, and re-entry
into care. In the current study, caregivers are defined as parents or
other permanent caregivers facing allegations of abuse or neglect.
The three child welfare outcomes were selected based on their rele-
vance to child welfare practice. Current federal guidelines prioritize
reunification of removed children with their biological parents when-
ever safe and possible (Wulczyn, 2004). Time to permanency is
important because extended stays in out-of-home settings can
adversely affect children's development and well-being (Freundlich,
Avery, Munson, & Gerstenzang, 2006; Plunkett & Osmond, 2004).
Re-entry into care is a major indicator of whether family safety and
service needs were adequately met prior to reunification and is a
measure of child welfare system functioning evaluated as part of
the federal Child and Family Services Review process (Childrens
Bureau, 2010; Connell, Bergeron, Katz, Saunders, & Tebes, 2007;
Shaw, 2006). To the best of our knowledge, this study is the first to
examine effects of an integrated FDTC on re-entry into care.

1.3. Hillsborough County FDTC program

The Hillsborough County FDTC was first implemented in 2007 as
the result of the need for a specialized court to work closely with
caregivers of children whose lives have been affected by substance
use disorders. With support from a three-year grant from the Center
for Substance Abuse Treatment of the Substance Abuse and Mental
Health Services Administration (SAMHSA), the court formed a collab-
orative, multidisciplinary team consisting of a judge; court-employed
case managers; local substance abuse treatment providers; the local
child welfare agency; Guardian Ad Litem personnel; defense attor-
neys; and the state Office of the Attorney General. This team works
together to provide a holistic treatment approach to substance abus-
ing parents involved in the child welfare system. As an integrated
FDTC, a single judge is responsible for overseeing both dependency-
related petitions and caregiver compliance with substance abuse
treatment orders, and follows the child welfare case from initial tem-
porary custody proceedings to final disposition.

In order to be eligible for entry into the Hillsborough FDTC pro-
gram, caregivers must meet the following criteria: (1) substance
abuse or dependence problem; (2) referral to the program by a
dependency judge, drug court case manager, or state attorney;
(3) child(ren) removed from the home after initial child welfare
investigation and placed in kin care or foster care; (4) no serious
and unstable mental illness such as schizophrenia or other psychotic
disorders; (5) no prior convictions for violent or sexual offense or se-
rious offenses resulting in incarceration; and (6) family reunification
as a case plan goal (Green et al., 2009). Caregiver substance abuse or
dependence problems are assessed using the Global Appraisal of Indi-
vidual Needs (GAIN) Short Screener, which is administered by a FDTC
case manager prior to referral as well as via a full face-to-face biopsy-
chosocial assessment conducted by treatment agency personnel
following caregiver entry into the FDTC program (Dennis, Chan, &
Funk, 2006). Before reunification can occur, FDTC participants must
successfully complete court-mandated treatment, i.e. graduate from
the treatment program, and satisfy other court requirements such
as attending required status hearings.
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2. Methods

To examine the effects of FDTC participation on child welfare out-
comes, we utilized a quasi-experimental nonequivalent group re-
search design in which propensity score methods were used to
match FDTC participants with control cases from a demographically
and geographically similar county with no FDTC program.

2.1. Study design and sample selection

2.1.1. Hillsborough County FDTC program
We collected data on 95 caregivers that were enrolled in the

Hillsborough County FDTC program between March 2007 and March
2009 and subsequently received 9–12 months of intensive outpatient
services from a local substance abuse treatment agency. As part of
their intensive outpatient therapy, participants received 8 hours of
group counseling and 1 hour of individual counseling each week.
These group counseling sessions also included an evidence-based
trauma-informed psycho-educational counseling component (TRIAD;
Clark et al., 2004), aswell as an intervention to foster parental nurturing
(Nurturing Parents; Bavolek, Kline, &McLaughlin, 1979), both intended
to promote families' safety and well-being.

FDTC participants were also required to attend weekly Alcoholics
Anonymous/Narcotics Anonymous self-help groups, undergo three
random drug screens each week, and make bi-weekly court appear-
ances. Other services provided by the treatment agency on an “as
needed” basis included psychiatric counseling, vocational counseling,
and GED courses. Bus passes also were available to participants on an
as needed basis. Consistent with previous research suggesting that
FDTC have a positive impact on short-term treatment outcomes, pre-
liminary examination of six-month treatment outcomes among FDTC
participants enrolled during the first year of the FDTC program indi-
cate significant reductions in substance use, anxiety, and depression
among participants, as well as high rates of treatment satisfaction
(Moore, Barrett, & Young, 2012).

2.1.2. Comparison group
Child welfare administrative data on a comparison group of fami-

lies from a neighboring county without an FDTC program were
obtained from the Florida Department of Children and Families. The
neighboring county, Pinellas County, is both geographically and de-
mographically similar to Hillsborough County (U.S. Census Data,
2010). To be eligible for inclusion in the control sample, caregivers
in Pinellas County had to meet similar criteria to the Hillsborough
County FDTC participants: (1) involved with the child welfare system
between 2007 and 2009; (2) verified maltreatment resulting in child
removal from the home; (3) parental substance abuse or dependence
affecting caregivers' ability to adequately care for children; (4) no pa-
rental incarceration; (5) no serious and unstable mental illness such
as schizophrenia or other psychotic disorder; (6) no immediate ter-
mination of parental rights; and (7) family reunification as a case
plan goal. Families that did not meet all of these criteria were elimi-
nated from the sample. Application of these inclusion criteria reduced
the control sample from 958 to 424 cases.

2.2. Study measures

2.2.1. Child welfare outcomes
Reunification was measured as a dichotomous variable (0=no,

1=yes) indicating whether children were reunified with their pri-
mary caregivers/parents after discharge from out-of-home care.
Time to permanency was defined as the number of days it took to
achieve final case disposition (reunification or adoption). Re-entry
into care was a dichotomous variable (0=no, 1=yes) measuring
whether the child experienced a subsequent removal from the
home within 12 months after permanency was achieved.
2.2.2. Demographic and background variables
Four caregiver demographic and background variables potentially

affecting FDTC participation were measured: caregiver age in years;
caregiver male gender (yes/no); caregiver non-violent criminal histo-
ry (yes/no); and caregiver race and ethnicity: African-American,
Hispanic, and white or other (referent) (Huddleston et al., 2008).

2.3. Analyses

To minimize selection bias and permit the estimation of causal
effects, propensity scores were used to match FDTC participants
with comparable control cases from Pinellas County (Guo & Fraser,
2010). In general, propensity score techniques involve three steps
(D'Agostino, 1998). The first step is an estimation of the propensity
score using conditional variables known to impact FDTC participation.
The second step involves matching FDTC participants (“treated”
group) to comparison cases (“untreated” group); the resultant sam-
ple is typically a re-sampled subset of the original sample (Guo,
Barth, & Gibbons, 2006). Finally, the third step is analysis of the mat-
ched sample to determine the effect of FDTC participation on the se-
lected outcomes, reunification, time to permanency, and re-entry
into care.

In the current study, we utilized a propensity score matching (PSM)
technique known as nearest neighbormatchingwith calipers andwith-
out replacement (Guo et al., 2006). The calipers refer to the size of the
common support region used to identify the control case with the clos-
est propensity score. As suggested by Rosenbaum and Rubin (1985),
calipers were defined as one quarter of the standard deviation of the
propensity score. Reunification and re-entry into care were analyzed
using logistic regression. Cox regression, also known as proportional
hazard modeling, was used to examine effects of FDTC participation
on time to permanency. Cox regression allows for the calculation of an
unobserved variable known as a hazard rate, which translates the
length of time it takes an event to occur (i.e. permanency) into a rate ex-
pressing the speed at which it occurs (Cleves, Gutierrez, Gould, &
Marchenko, 2010). Under this framework, the longer it takes to achieve
permanency, the smaller the hazard rate (Wells & Guo, 2006). Cox re-
gression was selected due to its ability to make use of information
from censored observations, i.e. those participants who did not achieve
permanency during the study period (Cox, 1972; Singer & Willett,
2003). In thematched sample, the Kaplan–Meier product-limit method
was also used to generate survivor functions to describe the elapsed
time to permanency between caregivers that did and did not participate
in the FDTC. All analyses were conducted using Stata 12.0 and
incorporated the Huber–White correction to ensure coefficients with
heteroskedasticity-robust standard errors as well as an adjustment for
the potential clustering of children within families (StataCorp., 2011).

Propensity score matching is sensitive to selection of appropriate
conditioning variables (Thoemmes & Kim, 2011). Due to the nature of
administrative data, only a limited number of conditioning variables
were available. Therefore, we tested for potential bias in the use of pro-
pensity scores by rerunning all analyses in the full, unmatched sample.
These models did not include propensity score adjustments, but con-
trolled for differences in caregiver demographic characteristics. We
also conducted post-hoc sensitivity analyses to test the robustness of
study findings to slight variations inmodel input. These sensitivity anal-
yses involved rerunning allmodels using two additional PSM techniques:
(1)Mahalanobismetricmatching including the propensity score and (2)
propensity score weights. Mahalanobis metric matching is similar to
nearest neighbor matching in that it also involves a three-step matching
process (Guo & Fraser, 2010). Propensity score weights, however, oper-
ate somewhat differently. When propensity scores are used as sampling
weights, the estimation process is reduced to two steps instead of three
(Guo & Fraser, 2010), because the second step (“matching”) is removed.
In this method, calculated propensity scores are used to re-weight treat-
ed and control participants to make them representative of the



Table 2
Logistic regression results: reunification.

Overall, unmatched Matched

O.R. Robust S.E. O.R. Robust S.E.

⁎ ⁎⁎
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population of interest for stratified sampling. In the current study, pro-
pensity scoreweightswere used to calculate the average treatment effect
(ATE) of FDTC participation on selected outcomes. None of these post-
hoc analyses altered the direction or significance of the findings (not
shown but available from the authors upon request).
FDTC participation 1.69 0.42 2.12 0.66
Caregiver criminal history 0.82 0.21 – –

Caregiver age 1.02 0.14 – –

Caregiver is male 1.25 0.47 – –

Race/ethnicity: African-American 0.95 0.28 – –

Race/ethnicity: Hispanic 0.64 0.31 – –

⁎ pb0.05.
⁎⁎ pb0.01.
3. Results

In the Hillsborough County FDTC sample, approximately 53% of
children were reunified and 2% of children re-entered care within
12 months after achieving permanency. However, it took families an
average of 495 days (s.d. 300) to achieve permanency. In contrast,
42% of children in Pinellas County were reunified with caregivers,
12% re-entered care within 12 months after achieving permanency,
and families took an average of 395 days (s.d. 208) to achieve perma-
nency. These differences were statistically significant (pb0.05).

Table 1 presents descriptive statistics for caregiver demographic
and background variables before and after matching. On average,
caregivers in both the treatment and control groups were between
29 and 30 years old, and the majority of these caregivers (75–80%)
were non-Hispanic whites. Differences between counties in the per-
centages of African-American or Hispanic caregivers were not statisti-
cally significant. However, FDTC participants in Hillsborough County
and control cases in Pinellas County differed significantly in the per-
centage of caregivers with criminal history and in the percentage of
male caregivers, suggesting a potential need to control for selection
bias as an extraneous factor in the analytic process. After propensity
score matching, there were no significant differences between the
“treated” and “untreated” groups on the identified demographic char-
acteristics of caregiver criminal history, age, gender, or race/ethnicity.

Tables 2–4 show the results of regression models conducted on
both the full unmatched and matched samples. Participation in the
FDTC program was significantly associated with odds of caregiver-
child reunification in both the unmatched sample (odds ratio or
O.R., 1.69, pb0.05) and the matched sample (O.R. 2.12, pb0.05).
These findings suggest that even after accounting for the identified
caregiver demographic and background variables FDTC participants
were approximately twice as likely to be reunified with their children
as the controls. Results also indicated that FDTC program participa-
tion decreased the odds that children would re-enter care within
twelve months after achieving permanency. This finding was consis-
tent in both the unmatched (OR 0.16, pb0.05) and matched
(OR 0.12, pb0.01) samples. However, FDTC participants took signifi-
cantly longer to achieve permanency in both the unmatched (hazard
ratio 0.50, pb0.01) and matched samples (hazard ratio 0.52, pb0.01).
As depicted in Fig. 1, these results indicate that FDTC participants
achieved permanency at a slower rate than families that did not par-
ticipate in FDTC. Using the KaplanMeier method, differences between
the survivor functions for these two groups were statistically signifi-
cant (pb0.05) on the Breslow, Tarone–Ware, and log-rank tests.
Table 1
Demographic characteristics of caregivers in the overall and matched samples.

Overall,
untreated
(N=424)

Overall,
treated
(N=95)

Matched,
untreated
(N=91)

Matched,
treated
(N=91)

Criminal history (yes/no) 78% 67% 67% 67%
Caregiver age (years) 29.2 29.7 29.6 29.6
Caregiver is male (yes/no) 9% 24% 22% 22%
Caregiver race/ethnicity:
white and other (referent)

75% 80% 84% 82%

Caregiver race/ethnicity:
African-American

21% 14% 12% 13%

Caregiver race/ethnicity: Hispanic 4% 6% 4% 5%
4. Discussion

Previous research on family dependency treatment courts (FDTC)
has provided preliminary evidence of FDTC effectiveness at improv-
ing treatment outcomes for families, including swifter entry into
treatment, longer treatment duration, and greater likelihood of suc-
cessfully completing treatment (e.g. Green, Furrer, Worcel, Burrus, &
Finigan, 2007). Examination of short-term treatment outcomes for
caregivers in the Hillsborough County FDTC also indicated that FDTC
participation resulted in significant reductions in caregiver reports
of past-month substance use, anxiety, and depression as well as
high rates of treatment satisfaction (Lesperance et al., 2011; Moore
et al., 2012). However, research examining the impact of FDTC partic-
ipation on child welfare outcomes is much more limited, particularly
with regards to the effect of FDTC participation on children's likeli-
hood of re-entering care. The one study that examined the impact
of FDTC participation on re-entry rates was conducted in a parallel
FDTC and found no effect (Boles et al., 2007).

In the current study, participation in an integrated FDTC was
shown to have a positive effect on two key child welfare outcomes:
reunification and re-entry into care. FDTC participants were signifi-
cantly more likely to be reunified with their children than caregivers
from the comparison county who did not participate in the FDTC.
More critically, children of FDTC participants were also less likely to
re-enter care within 12 months after permanency was achieved.
Recurrence of maltreatment and re-entry into care are problematic
because they suggest that the issues that triggered families' involve-
ment with the child welfare system were not adequately addressed
prior to permanency. Analysis of a multi-state foster care data archive
indicated that average state-level re-entry rates are quite high, rang-
ing from 21% to 38% (Wulczyn, Hislop & Goerge, 2000). A more recent
study involving Florida child welfare administrative data indicated
that between 2005 and 2007, approximately 11% of children in Florida
re-entered foster care less than 12months after a permanency decision
wasmade (Vargo, Armstrong, Jordan, et al. 2009). Therefore, thefinding
that children of FDTC participants were only 0.12 times as likely to re-
enter care within 12 months of achieving permanency as children of
matched non-FDTC participants is a particularly encouraging sign.
Table 3
Cox proportional hazards model results: time to permanency.

Overall, unmatched Matched

Hazard ratio Robust S.E. Hazard ratio Robust S.E.

FDTC participation 0.50⁎⁎ 0.09 0.52⁎⁎ 0.10
Caregiver criminal history 1.05 0.13 – –

Caregiver age 1.00 0.01 – –

Caregiver is male 1.02 0.22 – –

Race/ethnicity:
African-American

0.99 0.12 – –

Race/ethnicity: Hispanic 0.85 0.16 – –

⁎ pb0.05.
⁎⁎ pb0.01.



Table 4
Logistic regression results: Re-entry into care.

Overall, unmatched Matched

O.R. Robust S.E. O.R. Robust S.E.

FDTC participation 0.16⁎ 1.29⁎⁎ 0.12⁎⁎ 0.95
Caregiver criminal history 0.77 0.32 – –

Caregiver age 1.04 0.02 – –

Caregiver is male 1.56 0.79 – –

Race/ethnicity: African-American 0.32⁎ 0.18 – –

Race/ethnicity: Hispanic (dropped)a – – –

⁎ pb0.05.
⁎⁎ pb0.01.
a Hispanicity perfectly predicted failure to re-enter care and was dropped from the

model.
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Why did the current study find that FDTC participation reduced
re-entry rates when the previous Boles et al. (2007) study did not?
First, the current study examined an integrated rather than a parallel
FDTC. While parallel and integrated FDTC models utilize a collabora-
tive team of representatives from the child welfare, justice, and sub-
stance abuse treatment systems, the integrated FDTC is unique in
that a single FDTC judge oversees both parental compliance with sub-
stance abuse treatment orders and all dependency-related petitions
for each case. Cross-systems collaboration is notoriously challenging,
particularly for child welfare and substance abuse treatment agencies
with differing priorities and timelines (Chuang & Wells, 2010;
Drabble, 2007). Thus, one possible explanation is that having a single
judge to which both agencies are accountable and with which care-
givers interact regularly may result in improved service coordination
and greater family engagement than a FDTC model where account-
ability is dispersed.

Another possible explanation for the differential effect of FDTC
participation on re-entry rates in the two studies relates to the
average time to permanency in the two programs. In the current
study, the average time to permanency in the overall sample was
406 days, with FDTC participants taking approximately 27–29% longer
to achieve permanency than non-FDTC participants. In contrast, Boles
et al. (2007) found that in the parallel FDTC court the average time to
permanency was 285.3 days and there were no significant difference
in time to permanency for the treatment and control groups. In the cur-
rent study, longer time to permanency and lower re-entry rates among
reunified families could be attributed to increased monitoring of risky
behaviors throughmechanisms like randomdrug screening and judicial
status hearings. ASFA legislation places pressure on child welfare
Fig. 1. Time to permanency by FDTC participation in the matched sample.
agencies to achieve permanency for children in less than a year. For
families affected by substance use disorders, this timeline often conflicts
with the time needed for caregivers to achieve sobriety and may nega-
tively impact family well-being in the long term (Semidei et al., 2001).
Certainly evidence suggests that children with short lengths of stay in
out-of-home care re-enter care at higher rates than children who
remain in care for longer periods of time (Frame, 2002; Wells & Guo,
1999). Thus, while more costly in the short term, it is possible that the
increased time to permanency in the Hillsborough County FDTC pro-
gram may be more beneficial for families and less expensive for the
state in the long-term by decreasing the need for re-entry into care.

Finally, the integrated FDTC program examined in this study may
also differ from other FDTC models in its explicit inclusion of
evidence-based therapy and wraparound services. Previous research
has shown that child welfare caseworkers often have little under-
standing of the addiction experience or of caregivers' wraparound
service needs (Akin & Gregoire, 1997) and that provision of substance
abuse treatment alone cannot reduce re-entry rates for child welfare-
involved children unless those services are appropriate and evidence-
based (Barth, Weigensberg, Fisher, Fetrow, & Green, 2008; Guo et al.,
2006). The intensive outpatient services received by participants in
the integrated FDTC in this study included a trauma-informed group
psycho-educational curriculum tailored specifically to the needs of
low-income women (Clark et al., 2004) as well as wraparound ser-
vices such as transportation assistance, vocational counseling, and
GED courses. Tailored treatment and provision of wraparound ser-
vices have both been associated with more positive substance abuse
treatment outcomes (Campbell et al., 2007; Friedmann, Lemon, &
Stein, 2001); thus, another plausible explanation for lower re-entry
rates among FDTC participants is that these individuals received
more effective treatment. Previous studies of FDTC programs have
not provided much detail about the type of treatment received by
participants; Boles et al. (2007)'s study of a parallel FDTC program
discussed the use of a voucher program, but the other FDTC studies
did not discuss the treatment provided in any depth, only the speed
of entry, duration of treatment, and intensity of services received.
Given a growing body of research questioning the effectiveness of be-
havioral health services received by families involved with the child
welfare system (e.g. Guo et al., 2006), the type of treatment received
is a topic that should be examined more closely in future studies.
4.1. Limitations

Several limitations must be taken into account in interpreting cur-
rent study findings. First and foremost, the quasi-experimental non-
equivalent group research design utilized in the study was feasible
and cost-effective but cannot match the rigor of a randomized study
design involving larger sample sizes. Propensity score matching tech-
niques were utilized to help adjust for potential selection bias, but can
only account for bias on the observed variables. The use of child wel-
fare administrative records to identify control cases limited our ability
to control for a wider range of other variables that might also influ-
ence child welfare outcomes, such as service delivery features, child
behavioral or physical disabilities, or other family demographic and
background characteristics. Finally, the current study focused on
child welfare outcomes for caregivers whose scores on the GAIN as-
sessment resulted in their initial placement into intensive outpatient
therapy at a single local treatment agency; we did not analyze out-
comes for caregivers receiving treatment at other local treatment
agencies. While the treatment services offered by the two other treat-
ment agencies in the county were determined to be very similar due
to strict eligibility requirements for serving as an FDTC treatment pro-
vider, the use and focus on FDTC participants from a single treatment
agency does limit the sample size and generalizability of study
findings.
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5. Conclusion

Despite the limitations described above, the current study is the
first to offer evidence that an integrated family dependency treat-
ment court (FDTC) offering evidence-based substance abuse treat-
ment with a wraparound component can improve reunification
rates and reduce the likelihood of children re-entering care. However,
study findings also suggest that achieving these positive outcomes
may be contingent on offering effective treatment programs and on
courts allowing longer time to permanency for caregivers to achieve
sobriety. Given the increase in FDTC in the United States over the
last decade, additional research is needed to better understand the
precise mechanisms by which FDTCs produces these positive child
welfare outcomes and the extent to which they are affected by differ-
ent service delivery and case characteristics. Future research could
also extend current study findings by examining how FDTC participa-
tion affects child and family well-being as well as safety and perma-
nency over a longer period of time.
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