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Abstract
Research has demonstrated children in out-of-home care have experienced trauma and a significant proportion are in 
need of behavioral health services (e.g. Casaneuva et al., NSCAW II baseline report: Child well-being, US Department of 
Health and Human Services, Washington, DC, 2011). Accessing services requires interagency coordination between child 
welfare and behavioral health professionals; however, challenges to coordination and collaboration may result in lack of 
service utilization for many youth (Hanson et al. 2016). Utilizing a mixed methodological approach, this paper describes 
the results of a study conducted five years after full state-wide implementation of processes designed to promote the 
use of evidence-based practices to inform decision-making for youth dually served by the child welfare and behavioral 
health systems. Outcomes from the study were used to develop strategies to address programmatic concerns and rein-
force implementation supports. Study findings may aid organizations seeking to reinforce data-informed practices and 
employ strategies for addressing barriers at the worker and agency level.
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1  Introduction

Children entering out-of-home care (OOHC) are at greater risk for significant trauma and resultant behavioral health chal-
lenges [12]. In a study conducted by Griffin and colleagues [23], 95% of youth in OOHC experienced at least one type of 
trauma. However, their behavioral health needs often go untreated [1, 32]. Child welfare agencies who are responsible for 
their care must identify potential behavioral health needs upon placement so that referrals can be made, and appropri-
ate trauma-based treatment is obtained [44]. Given the exigency to address the trauma experienced by these youth, a 
trauma-informed care approach emphasizing interagency or system collaboration is required to meet those needs [16].

In response to the collaboration necessary to address the trauma services required for children in care, the Chil-
dren’s Bureau funded a series of grants to install standardized screening and functional assessment of children in OOHC 
through collaborative initiatives of child welfare and behavioral health systems (e.g. [29, 30, 34, 55]). Project SAFESPACE 
was initially a federal grant project that concluded in 2018. The interventions that were implemented during the federal 
grant have since been sustained statewide for five years, and designed to promote the use of evidence-based prac-
tices to inform decision-making. For this state-wide initiative, child welfare (CW) workers complete universal screenings 
for trauma and behavioral health needs for youth entering OOHC using standardized instruments measuring trauma 
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experiences and behavioral health symptomatology, and behavioral health (BH) clinicians complete a standardized 
functional assessment and measurement of progress over time using the Child and Adolescent Needs and Strength tool 
[41]. Subsequently, these youth level data are used to inform treatment selection and case planning. The purpose of 
this paper is to describe the results of a mixed methods study conducted five years after full implementation of Project 
SAFESPACE to identify factors that contributed to implementation drift and those that could influence greater fidelity 
to underutilized behavioral health interventions.

1.1 � Interagency collaboration between child welfare and behavioral health

CW workers are not mental health professionals and rely on the expertise of (BH) clinicians to assess the mental health 
treatment a child requires [47]. However, child welfare and behavioral health organizations can face obstacles related to 
information gathering and exchange that may inhibit using relevant data to inform decision-making regarding place-
ment and treatment decisions for youth in OOHC [15, 26, 27]. Behavioral health agencies reported they rarely receive 
necessary information during the referral process to assess a child’s trauma history and determine treatment needs [35]. 
It is likely that CW workers do not understand the level and type of information that would be useful to their colleagues 
in partner agencies [30].

The establishment of interagency policies or agreements to guide information sharing may be necessary to secure 
needed treatment [17, 20, 28]. Technological solutions can be developed to facilitate interagency information exchange 
to meet children’s needs [43]. Initiatives designed to facilitate interagency coordination and collaboration processes for 
behavioral health services for children in OOHC have been implemented at a growing rate (e.g. [5, 13, 48, 49]). Kerns and 
colleagues [30] found standardized screening and interagency collaborative behaviors resulted in increased receipt of 
mental health services. Other studies found service coordination resulted in improved access to services and evidence-
based treatments [25], integration of therapeutic interventions [11], and improvement in MH symptoms [4, 6, 45].

1.2 � Standardized screening and functional assessment to inform decision‑making

The growth in use of standardized instruments to inform child welfare and behavioral health decisions has increased 
over the past two decades [14, 31, 42, 53]. Use of standardized screening and assessment tools may be associated with 
early identification of behavioral health needs [9]. Standardized screening by CW workers has been found to identify 
behavioral health needs and yield access to treatment which may result in reduced risk of placement disruption [2, 52]. 
Similarly, standardized assessment is a form of evidence-based clinical practice that supports case conceptualization 
and treatment decision making by behavioral health clinicians [40]. Research suggests use of standardized assessment 
tools are more useful for treatment planning compared to unstructured assessment techniques [3]. Use of standardized 
screening by CW workers and functional assessment by BH clinicians may support referral and treatment decisions as 
well as facilitate interagency information exchange that supports child wellbeing.

1.3 � Use of implementation studies to promote intervention fidelity

The use of implementation science to promote installation and ongoing use of practice initiatives has become the 
norm, and can be defined as studying the factors that promote or impede the complete use of practice innovations. 
Blasé and Fixsen [7, 8] asserted that in order to achieve desired outcomes from practice initiatives, promising innovations 
can be multiplied through intentionally applied implementation supports. The organizational, or inter-organizational, 
context in which practice initiatives are implemented is also an important factor and should be examined [51]. A num-
ber of implementation frameworks have been established (e.g. [38, 39]). The Active Implementation Framework used 
for installation of Project SAFESPACE [36] describes the unique aspects of each stage of implementation (including full 
implementation in which the initiative has become day-to-day practice), the drivers that facilitate fidelity, and the use 
of improvement cycles involving tracking implementation and utilizing course correction strategies when required.

Implementation studies associated with interagency initiatives to promote receipt of behavioral health services by 
children in OOHC have begun to emerge to assist the field in understanding how to promote the optimal opportunity 
for success (e.g. [2]). One such study of a specific collaborative behavioral health initiative documented successful imple-
mentation including interagency training, supervisor and leadership support, establishment of referral, communication 
processes, and buy in from relevant staff [22].
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1.4 � The current project

1.4.1 � Screening and assessment process

When a child enters OOHC (ages 0–17), the CW worker completes the appropriate screeners based on the child’s age 
within 10 business days of entry. The screening instruments include the Young Child PTSD Checklist A (ages 0–6), Young 
Child PTSD Checklist B (ages 1–6) [19], Strengths and Difficulties Questionnaire (ages 2–17) [21], Upsetting Events Survey 
(ages 7–17) [33], Child PTSD Symptom Scale V (ages 7–17) [19], and CRAFFT (ages 12–17) [18]. If the child meets clini-
cal criteria for further assessment based on the outcome of the screening, the child is referred to a behavioral health 
provider agency for a CANS Assessment. The BH clinician has thirty days to complete the initial CANS, which is used to 
inform evidenced-based treatment (EBT) selection and case planning. As long as the child receives services from the 
agency, CANS updates are completed every 90 days. If a child does not meet clinical criteria when the initial screener is 
completed, there are several circumstances that would indicate the need for additional screening including placement 
disruption, permanency goal change, repeat maltreatment, and any time the worker feels that screening and assessment 
would benefit the child. The intended outcome of these process is to identify behavioral health needs and enhanced 
placement stability and permanency. See Fig. 1 for an overview of the screening and assessment process.

A technological interface enables direct transfer of data between agencies and the data systems each employ. Demo-
graphic data regarding the children to be assessed are transferred to the information system utilized by BH clinicians, 
and the results of the CANS assessment including recommendations for treatment and, progress made for children in 
treatment are transferred into the CW management information system. This exchange of information is intended to 
facilitate evidence-based decision-making by both groups.

Less is known about the effectiveness of implementation strategies in facilitating interagency BH initiatives [25]. One 
study examining an initiative to promote collaboration between CW and BH  found that projects requiring substantial 
change may not see the outcomes associated with enhanced collaboration until long after implementation has been 
achieved ([49]). Although trauma screening and CANS assessment practices have been fully in place for five years, imple-
mentation compliance was inconsistent creating a need for further study. Data for the current mixed methods study 
were collected to assess the continued use of these practices to inform decision-making, factors influencing ongoing 
implementation and ways these processes can be improved. There are three research questions in which this study was 
designed to answer:

Fig. 1   Overview of the screening and assessment process
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1)	 To what extent are screening and assessment practices being implemented with fidelity to protocol?
2)	 What are factors influencing screening and assessment practices?
3)	 What are ways screening and assessment can be improved?

2 � Methodology

This mixed methods study combined analysis of aggregate data collected from the CW information management system 
with data from focus groups of professionals working in CW and BH  agencies. Institutional review board approval was 
obtained for the study. Before each focus group, participants provided consent to participate.

2.1 � Administrative data analysis

To answer research question 1, the public CW agency provided the research team with an administrative dataset which 
included child level data associated with screening and assessment over the five years since the conclusion of the federal 
project, at which time the state reached full implementation in all service regions. Once data were cleaned, a dichoto-
mous variable was created for each screening instrument with yes = the child met the clinical threshold for a referral to 
behavioral health and no = the child did not meet the clinical threshold. A second dichotomous variable was created 
with yes = the child received a CANS Assessment and no = the child did not receive a CANS Assessment. To determine the 
percent of children who were screened, the number of children in OOHC were compared with the number of children 
who were screened by one or more of the screening instruments. To determine the proportion of children who met clini-
cal threshold for a CANS assessment, the number of children screened were compared with the number of children who 
met clinical threshold on one or more screening instruments. To determine the proportion of children who received a 
CANS assessment, the number of children who met the clinical threshold on one or more screening instruments were 
compared with the number of children who received a CANS assessment. Each of these indicators were analyzed by year 
from June 1, 2018, through December 31, 2022, to assess change over time.

2.2 � Focus groups

2.2.1 � Procedures

To answer research questions 2 and 3 focus groups were conducted with individuals who worked for the CW and BH  
agencies. The project staff, BH agency leads and CW regional administrators promoted participation in the focus groups 
among staff in their organizations. Potential participants received an email inviting them to register to participate in a 
virtual focus group, with the informed consent document attached. Focus groups were completed by university employ-
ees unaffiliated with the project. Data were transcribed and cleaned before being turned over to the research team for 
analysis. Researchers employed a semi-structured interview guide using a priori codes developed from intervention 
fidelity markers. Questions asked of participants were parallel in that questions asked of child welfare focused on the 
screening process while those asked of behavioral health focused on the assessment process. In addition to practice spe-
cific questions, participants were asked about their understanding of the purpose of the practice they were intended to 
perform, what factors influenced the specific practice (facilitators and barriers), how information was gathered to inform 
the practice and from whom, and the extent to which the information gathered or provided by the other professionals 
were used to inform decision-making.

2.2.2 � Participants

Focus groups were conducted with a purposive sample of CW workers and BH clinicians from each of the nine regions 
of the state. Eleven focus groups were completed with BH clinicians from private child placing agencies, community 
mental health agencies, and independent providers. An additional eleven focus groups were conducted with CW work-
ers in each of nine service regions. Two groups were held with CW  staff who serve as liaisons between the CW  and BH  
agencies for the screening and assessment process See Table 1 for information about the participants.
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2.3 � Data analysis

The purpose of this study was exploratory in nature, and we did not attempt to generate or confirm theory or hypotheses. 
Instead, thematic analysis was conducted to describe the perceptions of participants in such a way that could be useful 
to the field. Written transcripts (n = 24 artifacts) were de-identified and uploaded to the Dedoose qualitative analysis 
software which was used to code and categorize the data into themes within the responses to each of the questions 
[24]. Line by line coding was conducted using Braun and Clarke’s [10] six stage process: initial review of data to familiar-
ize the researcher with it overall, generating preliminary open codes, identifying, reviewing and defining themes, and 
reporting of results. Themes were generated inductively and refined through iterative review and revision of coding 
through constant comparative analysis [46]. Memoing was used to keep a record of the decisions and changes made 
during the initial and subsequent coding processes. To demonstrate the extent to which specific themes were observed 
across multiple agencies, frequency counts were used to identify the number of times that participants mentioned 
certain themes [37].To mitigate bias, three researchers met weekly to code and categorize data into themes within the 
responses to each of the interview guide questions.

3 � Findings

3.1 � Administrative data analysis

For analysis of data related to screening, of the 34,863 children for whom data were received, 13,061were excluded for 
reasons such as being screened before full implementation began (full implementation was reached on May 31, 2018, 
thus data for this year are from June 1, 2018 through December 31, 2018) or being in OOHC less time than would yield 
a screening. Screening analysis included 21,802 children and functional assessment analysis included 16,170 children, 
the difference representing the number of children who were screened by child welfare and did not meet clinical cut off 
on one or more screening instruments.

3.1.1 � Children screened by child welfare

The overall number of children in OOHC were compared with the number of children who were screened by one or 
more of the screening instruments. See Table 2 for findings. On average, over half of children in OOHC were screened 
for trauma or behavioral symptoms.

3.1.2 � Children who met clinical threshold

The number of children screened were compared with the number of children who met clinical threshold on one or 
more of the screening instruments. See Table 3 for findings. Over time, there was a consistent increase in the percent of 
children who were screened for trauma or behavioral symptoms and met the clinical threshold on one or more screen-
ing instruments.

3.1.3 � Children who received a CANS assessment

The number of children who met clinical threshold on one or more screening instruments were compared with the 
number of children who received a CANS assessment. See Table 4 for findings. As seen in Table 4, the number of children 

Table 1   Focus group 
participation

Participants Number of participants Number 
of focus 
groups

Child Welfare staff n = 49 n = 11
Behavioral health clinicians n = 50 n = 11
Liaisons n = 8 n = 2
Total sample N = 107 N = 24
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who met the clinical threshold for a referral to behavioral health and subsequent CANS assessment increased over time. 
However, the percent of children who were eligible for a CANS assessment and actually received one decreased over time. 
There was a consistent decrease in percent of children who met clinical threshold on one or more screening instruments 
and then received a CANS assessment.

3.2 � Focus groups

A summary of significant themes generated from analysis of indications of fidelity to screening and assessment prac-
tices as well as factors which may be influencing implementation is included below. Quotes are provided to illustrate 
the nature of identified themes. To demonstrate the extent to which specific themes were observed across multiple 
agencies, frequency counts were used to identify the number of times participants mentioned certain themes and are 
provided in parentheses after the theme or subtheme. The themes reported here are focused on those that may be 
useful to understand how to best support fidelity and implementation of such practices. Only those themes with five 
or more observances are provided.

Table 2   Children in Out-of-
home care compared with 
those who were screened

% reported within row; 2018 repreents data from 6.1.2018 through 12.31.2018

Year Children in OOHC Children who 
were screened

2018 8157 3818 (47%)
2019 9810 5526 (56%)
2020 8290 4334 (52%)
2021 8711 3848 (44%)
2022 8344 4276 (51%)

Table 3   Children who 
were screened compared 
with those who met clincal 
threshold on one or more 
sceening insruments

% reported within row; 2018 repreents data from 6.1.2018 through 12.31.2018

Year Children screened Children who met 
clinical threshold

2018 3818 2387 (63%)
2019 5526 3863 (70%)
2020 4334 3316 (77%)
2021 3848 2930 (77%)
2022 4276 3674 (86%)

Table 4   Children who 
were screened compared 
with those who met clincal 
threshold on one or more 
sceening insruments

% reported within row; 2018 repreents data from 6.1.2018 through 12.31.2018

Year Children who met clinical threshold Children who 
received CANS 
assessment

2018 2387 1499 (63%)
2019 3863 2422 (63%)
2020 3316 2001 (60%)
2021 2930 1603 (55%)
2022 3674 1751 (48%)
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3.2.1 � Understanding of the purpose of the practice

Screening. CW workers had a bifurcated understanding of the purpose of the screening process. While certainly assess-
ment and treatment are related, there is a nuance here that is notable.

Screening Informs Referral to Behavioral Health for Treatment (16). Twice as many CW workers viewed screening 
as a gateway to treatment.

To assess the past history and trauma of a child coming into foster care to see what services and treatment track they’re 
going to need.

Screening Informs Referral to Behavioral Health for Assessment (8). Others recognized that screening is to determine 
if a behavioral health assessment of the child was indicated.

To assess the children and see what trauma they’ve been through or what experiences they’ve had and what they might 
need, and then with the CANS assessment, it checks it overtime, so to see what progress they’ve made.
A quick, almost temperature check to see if any further assessments need to be completed…a less invasive quick check-in 
to see if anything needs further observation and assessment.

Assessment. Behavioral health clinicians were asked what their understanding was regarding the purpose of the 
periodic use of the CANS. Five different, but certainly related, purposes were offered.

Facilitate Getting Services Children Need/Informing Treatment (20). The strongest theme related to determining 
and responding to clinical needs of the child.

The CANS assessment gives us this kind of shared understanding across every facet for the adolescent as to what this 
child is needing and where their strengths are.

Facilitate Communication Between Child Welfare and Behavioral Health and Courts (15). The second most common 
response involved facilitating information exchange as opposed to a more clinical purpose.

It gives the workers, and the judge the same language that I have in understanding treatments, barriers, and strengths 
the same way that I do.

Periodic Measurement of Needs/Risk (9). After the initial assessment, some noted that completing the CANS on a 
regular basis enabled the clinician to revisit the child’s needs.

I’m a big supporter of when it comes to the reassessment of the CANS. I definitely see the value in that. Looking at being 
able to show … how things have improved, or …maybe have worsened in certain areas. I definitely see the value in that, 
and to be Abe to lay that out for the clients to see how things have changed.

Track Progress/Outcomes (8). Relatedly, some recognized that by periodically completing the CANS they could meas-
ure the extent to which the child was making progress on clinical outcomes or their functioning.

[The CANS] is supposed to aid in case care planning really. Seeing what that child needs, serve as a baseline, the initial, 
and then to monitor progress.

3.2.2 � Information gathered to inform the practice

Screening. A few respondents stated they had one source of information, which was sometimes the case file or prior 
CW workers. However, the vast majority of respondents spoke about having a multi-pronged approach to completing 
the screening instruments: the child (21), the biological family (19), the case file or other CW workers (13), and school or 
collateral contacts (7).

I typically do the screeners with the older children and even middle school and elementary school. I think [a] barrier 
though, is honesty, especially the older children. So, I typically try to go back over some of these questions also with 
parents.
I usually just talk to the child. I do try to build a rapport first, if they’re younger you have to kind of break it down to where 
it’s age appropriate. If [the youth are] nonverbal you have to get that information from the caregiver.
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In order to make it easier to complete in real time and also reduce duplicative data entry, the agency enabled 
workers to use computers or other devices directly to do the screener. While eleven respondents reported using 
computers or devices, the majority (20) conduct paper-based screening—printing off the form, completing it, and 
then entering it into the computer system.

I’ve done both. I’ve found that paper works because going in there the first time with the tablet is kind of intimidat-
ing. If it’s a baby, I’m gonna take my tablet. If it’s a 16-year-old, I’m gonna take paperwork so they can see what I’m 
doing and be a part of it.
I always try to use my tablet whenever I’m going over the questions because it’s easier to input the information as I’m 
asking the questions. And then I don’t have to do an extra step…that’s one piece that’s out of the way.

Assessment. BH clinicians were asked how much they actually use screening results in functional assessment as 
intended. Respondents were split on this resulting in two subthemes.

Providers Do Use Screener Information to Inform the CANS Assessment (13).

It’s a wealth of information. I think that [the clinicians] are looking the screeners over before they meet with the family, 
then helping them understand the background. The client doesn’t have to tell their story again and we can be more 
sensitive to the things that are going on. We file all that in electronic medical records so we can reference the screeners.
I download them and send them to our staff, and we review all those things together…There is information in there 
that sometimes we didn’t know…It’s a collaboration process and that’s key with all of this.

Important Information is not Provided in the Screening Information. Some BH clinicians indicated that they 
did not receive information that would be useful in the assessment (12).

Recently, I got a boy who was supposed to be getting sexual offender programming, and we probably wouldn’t even 
have accepted [him] if we had known that because we don’t have anybody at this time that can do that treatment. 
But that information was nowhere, and it wasn’t until we actually two week-ed him and then got into a meeting 
where they’re questioning why he isn’t getting services. So that also makes the agency look bad, because we never 
had the information to be able to provide him the appropriate services.
The information we get for our CANS referrals are pretty much just demographic and noting that they may have 
flagged rated high in this area. That would denote why they needed a CANS assessment, but it doesn’t tell us what 
they flagged high in or why, so the information we get that’s not just demographic related it doesn’t really help us 
inform treatment in any way.

BH clinicians were asked from whom they obtain information to complete the CANS. Most frequently listed were 
families (28), followed by the youth (17), other or previous assessments (17), CW workers 16, and school personnel (6).

3.2.3 � Facilitators of implementation

Assessment. Clinicians described three factors or processes that facilitated completion of the functional assessment.
Internal Tracking Systems or Identified Staff Who Manage the CANS Processes (18). The most common response 

provided examples of processes established in BH agencies to facilitate the process.

Every time a quarterly [assessment] is due for the level of care for the youth then we expect the CANS to be done as 
well.
I make my own CANS due date a week prior to when it’s actually due. That way I can get it to the therapist and also consult 
with them, so that we can use things directly from the CANS to come up with goals and objectives for the treatment plans.

Assistance from the CW Agency Liaison (10). These liaisons served as an important source of information from BH 
clinicians especially when they had difficulty reaching CW workers.

I’ll usually just shoot (CW Agency Liaison) an email and say, hey, do you have a child ID number for this kid? And usually, 
I mean I’d say 99.8% of the time she does, so I will say that (CW Agency Liaison) is a huge resource for us. I will say that I 
love her so much.

Need to be Re-certified in Use of the CANS or Attend Training (5). Periodic skill refreshers were seen as facilitating 
practice.
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So now I added it to the end of the training to where we all sit together and take our test. I can have folks be certified and 
that way all of our time is beneficial.

3.2.4 � Barriers to implementation

Since barriers often referred generally to both screening and assessment, all of the themes from both groups are listed 
here together with reference to whether it was based on CW or BH perceptions.

BH Clinicians do not Receive Screeners or Other Important Information in the Referral Process to Inform the 
CANS (40). While clearly this is a concern shared across BH providers, variations of the theme are noted. Some noted 
rarely receiving screeners from the CW worker at all.

Honestly, if we get a Screener, it’s usually after the 1st 30 days and so it was kind of irrelevant and so we’ve already done 
the CANS, so it just gets uploaded in their file. Really don’t really look at it.

Others struggled with not getting critical information for the behavioral health assessment.

So a lot of those times we’re not even given the information as to why they’re removed, other than there was a trauma. 
We don’t know a lot of details about what that child’s been through with that family … ’cause sometimes children are 
placed fairly quickly.

In other cases, the information received was out of date or inaccurate.
Recently I’ve noticed, and this doesn’t happen like very often, but sometimes we will have the [referral form] completely 

inaccurate [regarding]the kid. …Maybe it was accurate at one point, but we had a kid that really struggled with hygiene and 
that was very apparent. But on the [form] it said that like they really took pride in their appearance and that they worked really 
hard on personal hygiene. So, it was just like completely opposite. And come to find out it had been something that they had 
been struggling with for a while. So that’s kind of one thing that is a little bit tougher here because it just hits hard with the 
CANS assessment–kind of nowhere to start if like the problems aren’t identified.

Concerns About the Quality of the CANS Assessment or Clinician (34). The most common barrier reported by CW 
workers related to their distrust of the quality of the assessment conducted or the clinician who completed it. Some of 
this may include an underlying factor related to the CW worker’s lack of understanding of how to use the information 
in the CANS report.

The CANS have no information. For staff it’s like, what is the purpose? You send [kids] to these agencies and then we’re 
supposed to get the CANS that’s supposed to help us with case planning, and it literally has no information. Maybe one 
sentence at the end.
I don’t see that the therapist is taking the initiative to try [and]ask about history [or] about what’s going on. [For example] 
‘What is up with the parents? Are the parents working a case plan? What does that look like? Let’s bring the parents in 
and try to work on family therapy’. It’s a disservice to our kids.

BH Clinicians have Concerns Regarding the Established Timeframe for CANS Completion (24). Some of these 
were assertions that the timeframe is problematic for clinical reasons while others point to workload and agency capacity.

Then they’re kind of in that honeymoon period [where] you can do the CANS and you know things look like it’s pretty 
smooth sailing. And then just a couple weeks, if not less than that, the honeymoon period is over and you’re seeing all 
of these behaviors that truly exist, and then you’re like… Shoot, you know my CANS is out the window because you just 
didn’t have the information and they were in that phase where they weren’t showing true behaviors yet.
Our agency had policies set in place at the treatment plans complete within a certain time frame, and so typically … the 
clinician could complete on that first visit, … a 45 minute to an hour session is not going to be conducive to do everything 
else you got to do and do a CANS assessment as well. Just it’s not possible.

Concerns About Timing of Screening or Assessment (13). Another barrier noted by CW related to the time frames 
within which the policy dictated that the process occur.

[For] the screeners, give [us] more time to get them done. Lots of times, at removal, the parent is irate.

CW Worker Workload and Turnover (22). A significant barrier to implementation had to do with staff vacancies and 
workload, preventing them from conducting the CANS process as intended.
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We’ve got either very seasoned workers [who] are really, really tired, or you’ve got new staff [who] are panicking because 
they’re like, ‘Oh my God, what’d I walk into’, because it’s just, it’s kind of a bit of a mass mania right now of robbing Peter 
to pay Paul kind of thing.

Lack of Understanding of the Process (34). Some respondents within this theme indicated CW worker confusion 
in terms of the intervention protocols, but others related to not seeing screening and assessment having value to them 
in meeting the needs of the child. Some saw this as just another paperwork requirement rather than a valuable clinical 
tool. The first quote came from a liaison whose job it was to track referrals to BH provider agencies for assessment.

I’ve had specialized investigators come to me and say, ‘Hey, can you show me where to find the screener information in 
[the computer system]?’ ‘Can you show me how to go about filling this out?’ We’re admin specialists, we should not be 
training workers how to do their jobs. I think there’s a big difference in interpretation, as far as how to answer some of 
the [screener] questions. One of our specialists brought to my attention on the screener that checks for trauma, a lot of 
the [workers] are marking ‘no because they’re not thinking of the fact that just for a child to be removed from a home, 
that in itself is trauma.

Similarly, a group of BH clinician responses indicated they too do not understand the screening and assessment 
process, or perhaps see value in it.

Wanting more training on how to understand when you’re doing the comparative analysis and you’re seeing the numbers 
go up and down. Like how significant of a deviation is that or of a success is that? Maybe more training just around how 
do we, when we’re looking reflectively at them, how should we be interpreting that?

Technology/Computer Challenges (18). Some of these responses related to old or inadequate computer equipment 
in the BH agencies. Others related to issues associated with the functioning of or inaccurate information in the data 
system into which CANS or referral data is entered.

Unless you actually run the reports showing that a CANS is due for reassessment or discharge … no one is going to let 
you know. … And it’s just affecting their deficiency reports and stuff like that. …You don’t get an automated message. 
… so this system itself is not terribly user friendly either.

Concerns About Screening Younger or Low Functioning Youth (17). The next theme involved CW workers believing 
that screening was inappropriate for certain children, despite policy.

I don’t think [the screener] should be a requirement for children, maybe under the age of three or under the age of two. 
Sometimes we have children that are literally one month old that we’re referring for mental health. It’s a lot of work on 
the workers time because they have to fill out a 15-page referral for an infant. When really, what type of [mental health] 
service are you providing to an infant? I wish that that wasn’t a requirement, but unfortunately our policy mandates that.

Questions on the CANS Don’t Fit Specific Children (7). Similar to CW workers questioning whether screening is 
appropriate for young children, BH clinicians question using the CANS for young or developmentally delayed children.

Once a child is over the age of 4 and we switched to the older version of the CANS, there are some things that don’t 
necessarily apply, especially if there are developmental delays. [The CANS questions] don’t seem to match kids who are 
developmentally delayed.

BH Clinicians see the CANS as Duplicative of Other Required Assessments/Screeners in their Agency (15). For 
some agencies, clinicians were required to complete additional tools and here was not an appreciation of the added 
value of the CANS.

We have approached our agency higher ups to see if we could utilize the CANS as our assessment and alleviate some of 
the other assessments [to] not to have so much cumbersome paperwork on the client. We’ve had several meetings with 
the board to figure that out. It’s not been approved yet, but we’re constantly advocating for that.

BH Clinicians Don’t Find the CANS Useful in Treatment (14). Some did not see standardized measurement such as 
this process as assisting them in providing clinical services.

I think people resent it, and they’re just marking stuff down. It’s not … taken seriously anymore.
Treatment plans are designed to be person-centered. If the client’s personal goals are not in line with what we get from 
the CANS, then its [not person-centered].
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Concerns About Items on the Screening Instruments (13). Some responses related to the wording of items on the 
instruments.

When the workers are [completing the screener] with the family, the family members don’t understand why we’re doing 
it and they’re trying to break it down into layman’s terms, but it’s hard. The questions that talk about sexual abuse; they 
feel they have to reword it for them to understand because they don’t really get it.

BH Clinicians Think the CANS is Subjective (12). Some did not find the CANS to provide an objective measurement.

I struggle using the CANS for that measurement since. It’s everyone’s opinions.

Difficulty Accessing Information from Child or the Parents to Complete Screening (25). Some CW workers indi-
cated that parents are sometimes unavailable to inform the process, or children are unavailable.

We have kids [who] are moving very rapidly. I fill out the paperwork [and] send them for their CANS, then three months 
later realize there’s no CANS completed. Then you find out the kid’s had three placement changes since that time, and 
nobody lets us know.”
When kids [who] are AWOL, you’re not able to do a screener with them, so the worker gets dinged on reports because 
they can’t do the screener.
I was in a situation where the parents were under the influence so much [so] that they were like zombies that evening. 
They couldn’t even tell me where the kid went to the doctor. I didn’t have hardly any information to go off of and there 
was no [other] family.

Relatedly, BH clinicians also expressed concerns about accessing the family when scheduling a CANS assessment.

I think sometimes one of the barriers is, you know, if they’re out of home placement, we may not have a really good num-
ber contact for that biological family. And if the goal is for them to return back home, we want to be able to, you know, 
include that caregiver, as part of that assessment, to help determine some of those goals for the social worker, and so it 
could just be hard sometimes making contact with some of the families.

Availability of CANS Assessors (11). Some agencies did not have enough clinicians who were certified to use the 
CANS.

I think one of the limitations is having few people trained in it, and oftentimes those clinicians aren’t even … the identified 
provider for somebody ongoing. … But then if it’s identified that they need a CANS, they’ve been shuffled off to another 
clinician to do that. So, sometimes rapport is a little bit of a barrier.

Providers are hesitant to use assessments completed by others (7). A few noted that they were uncomfortable 
relying on assessments they had not completed themselves.

Some people want to start from scratch. Some therapists feel like they want their own story and want to assess this child 
based on what [they] see, not on what someone else put down.

3.2.5 � Ways Information Gained was Used to Promote Child Wellbeing

Use of the CANS by BH Clinicians. The vast majority of responses involved reporting ways that they in fact used the 
results of the CANS clinically (54) in three different ways: treatment planning (21), clinical decision-making (16), and 
measuring progress (15).

We have a treatment team meeting once a month that has myself the LDDC care counselor, the administrator, the treat-
ment administrator, the nurse and the schoolteacher. We all meet once a month and when I do the CANS, I always bring 
the results of that with me to present during treatment meeting. Because that helps us determine where they’re at in their 
program and what milestone they should be placed. So, we use it in that respect, and I have 21 days from the day they 
come in to do that first comprehensive treatment plan. So, the CANS getting it done prior helps a whole lot in trying to 
figure out where we’re going to go from here.
Our clinicians formulate [the] clinical decision and then it’s supported in the results on the CANS. I would say more often 
than not it supports when the [youth] don’t necessarily need ongoing services. It’s just sometimes due to the age of the 
child. How young they are... Finding the right fit for service and helping clinicians determine that or even seeing where 
we have capacity to serve that age and if not, where to refer them to.
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I’ll do the CANS and then the therapist, she actually writes the goals and objectives after reviewing them. We’ll 
choose certain ones to work on for the initial [treatment plan] … Then we review that with the foster parent and 
the child so that they know exactly what they’re working on and why they’re working on it. And then we meet as 
a team once a month to check their goals and see how they’re doing on it. So that way when it’s time for the next 
one to be done in three months, we can make adjustments to not only the goals, but also to the CANS assessment 
if we’re ready for that.

CANS Report use by Child Welfare (13). One of the most common themes was that workers reported they were 
able to access the CANS report in their data management information system.

In one instance recently, there were some questions about past trauma, and I was able to pull the CANS assessment 
up in [the data management system] and share it on the screen for everyone in the meeting to review it.

In terms of how the information was used, CW workers most commonly indicated they were using it for case 
planning (13), and in supervision and consultation (9), although nearly as many indicated they did not use this 
information in supervision or consultation (7).

[At] the monthly consultations, you discuss every case aspect. As far as the screeners and CANS go, the only thing 
that we really would discuss during consults is if they were due or past due.
At the 6-month case planning conference [having] a checklist [to say] ‘Hey, did you look at the CANS and what did 
you incorporate?’. When progress is made, I want to show the parents and the kids [by] updating [the case plan]. I 
[am] fond of [the CANS] now because I actually understand the benefit of them.
I’m an investigator so typically by the time we get the CANS assessment back, we’ve already had monthly consults 
for the month or it’s time for the case to go to ongoing. I’ll staff with my supervisor [and] once the case transfers to 
ongoing, I sit down with the ongoing worker, and [discuss] what all happened, the screeners and CANS assessments. 
That way they have a more accurate picture of what’s going on.

3.3 � Suggestions for process change to promote implementation

CW workers offered recommendations that fell into three themes, some of which represented strategies that had 
already been employed to facilitate the process in their area:

Create a Tickler System for the Screening and Assessment Process (16). The most commonly offered recom-
mendation involved systems for reminding CW workers when these were due. The first quote comes from a liaison.

Each week, we send an email to the workers and supervisors [who] have missing screeners.

A suggestion example came from a CW worker.

A tickler to remind the worker to complete the behavioral health [referral] or the release of information if they 
screened in for a CANS would be good.

As was noted above BH agency-specific tracking and processing systems were noted as a facilitator for the 
assessment process.

Modifications to the Timing of When Screeners are Completed (8). Some recommended changing policy in 
terms of when the screening process must be done.

You may learn something three or four weeks down the road on these kids that you didn’t know initially when these 
screeners get completed.

Modifications to the Screening Instruments (5). A few responses suggested revising the instruments them-
selves such as adding open text fields:

I wish some of the Project SAFESPACE screeners had an observation box for us to put what we observed.

Others recommended revision of the items included in the instruments.

I think the [screening instruments] need to have more relatable questions [with topics like] drugs and poverty.
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4 � Discussion

Results from this late-stage implementation study illustrate the value of examining implementation drift and inter-
vention fidelity several years after a process had been fully implemented and purportedly embedded in day-to-day 
practice. Implementation studies are more often completed during the installation and early implementation stages 
of a program [36]. The results of this study suggest that some CW workers and BH clinicians believe that the use 
of standardized instrumentation does contribute to case and treatment decision-making as has been previously 
asserted in the literature [2, 40, 52]. However, the current study results also illuminate a need for re-establishment 
of implementation supports across a number of areas.

Between 2018 and 2022, over half of children in OOHC were screened for trauma or behavioral symptoms. During this 
same time frame, there was an increase over time in the percent of children who were screened for trauma or behavioral 
symptoms and met the clinical threshold on one or more screening instruments. However, there was a decrease in per-
cent of children who met clinical threshold on one or more screening instruments and the received a CANS assessment. 
These findings suggest fidelity to protocol is increasing over time for children who were screened for trauma or behav-
ioral symptoms. In contrast, findings also suggest implementation drift may be occurring for children who met clinical 
threshold on one or more screening instruments and the received a CANS assessment. Certainly, factors unrelated to 
implementation may have influenced intervention fidelity such as the impact of COVID-19 on practice behaviors and staff 
turnover; however, findings such as these suggest the need for a reintroduction of implementation supports. Regarding 
factors influencing application of screening and assessment results in practice, CW workers use results of screening and 
assessment in case planning and during supervision and consultation, while BH clinicians incorporate these processes in 
treatment planning, clinical decision-making, and measuring client progress. However, this was not universally observed 
across all participants, and barriers were noted such as professional beliefs about standardized instrumentation in clinical 
decision-making. Ways to improve the use of standardized screening and assessment instrumentation in decision-making 
include having an internal tracking system or identified staff to manage processes, training on the clinical use of stand-
ardized instrumentation, addressing contextual barriers such as use of standardized instruments with some children, 
and employing a multi-pronged approach in gathering screening and assessment information.

Results demonstrated that for most CW workers and BH clinicians there is understanding regarding the intended 
purposes of the screening and assessment process. However, it was revealed that some BH clinicians see the purpose 
of the CANS to be meeting the needs of CW workers and the courts rather than to inform their own clinical decision-
making. This finding aligns with a narrative review of treatment decision-making models in behavioral health practice 
which found that the use of information from standardized decision-support tools is less attractive to some clinicians 
who favor a more naturalistic approach [50] In addition, there appeared to be baseline understanding of basic com-
ponents of the practice protocols that are important to facilitating such interagency initiatives [28]. For example, for 
both screening and assessment it was clear that a substantial portion of BH clinicians understood the importance 
of gathering the data to complete screening instruments and the CANS from the child, if age appropriate, supple-
mented by a variety of other sources. However, a subset of clinicians may be relying on shortcuts such as completing 
the instruments based on the case record or prior records only, rather than in addition to, original data collection.

The initial implementation of the project involved some organizational supports which may not have had the full 
expected impact. For example, the screening system was set up to enable device-based data entry in real time to 
avoid duplication of efforts, but many CW workers preferred to print off paper copies and then enter the data into 
the system subsequently. However, another example demonstrated other support may have a greater than antici-
pated impact on ongoing implementation, particularly since prior research has indicated that issues associated with 
information gathering and exchange in such interagency initiatives [26]. The role of the child welfare agency liaison 
in each region seems to be critical to tracking completion of screeners and facilitating referrals to behavioral health 
and organizational information exchange. Focus group data revealed the liaisons also play the role of trainer and 
practice consultant for those in their agency, and a source of important case-related information for BH clinicians.

Implementation studies such as these provide agencies an opportunity to revisit initially established policies and 
procedures which may benefit from adjustment. A few examples of this were revealed in the current study included 
revisiting timeframes for completion and reconsidering how much value is truly added by specific instrument mod-
ules or scales. While it is not appropriate to rewrite or remove specific instrument or scale items that CW workers see 
as challenging, support tools or tip sheets could be developed to assist in providing follow up prompts for workers 
to better explain the purpose of certain items and help children understand what they are being asked.
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In an effort to streamline the information coming to very busy CW workers, the intervention protocols were developed 
to make the amount of information coming to child welfare in the CANS Assessment report very short and to the point. 
However, CW workers indicated in the first implementation study [54] and in the present study that the information 
they receive from behavioral health is not detailed enough. The screening system is designed to determine whether a 
behavioral health assessment is indicated based on whether or not ychildren meet the clinical threshold from a validated 
screening instrument—removing the requirement for the CW worker to make the decision whether or not to refer on 
their own. To save effort, CW workers are not asked to provide any sort of narrative regarding their observations during 
the screening process or detail on what they learned form the child that resulted in the score received. Some CW work-
ers have indicated that they want an open text field to be able to write a narrative as well. Similarly, some BH clinicians 
reported they are not getting enough detail in the screening report and referral and they may appreciate additional 
information collected by the CW workers to inform the CANS. This finding is consistent with prior literature suggesting BH 
clinicians often do not receive sufficient information from child welfare in the referral process to inform their assessment 
[35] and that CW workers may not understand what information their colleagues really need to support their work [30].

Training needs were also identified. During the transition from the federal grant period multiple days of training were 
provided between initial implementation and full implementation at which time multiple training days were no longer 
feasible. After full implementation raining was reduced to a small part of new CW worker trainings about the forms that 
are required when children enter OOHC. It is little wonder that some CW workers see the CANS as a paperwork func-
tion rather than a valuable clinical tool. For both CW workers and BH clinicians there appears to be a need for ongoing 
advanced training to keep workers aligned with how to use the information from these tools in a way that meaningfully 
supports case and treatment decision-making. In addition, some CW workers indicated the results of screening and 
assessment are not used in supervision and consultation which, along with training, can be an important tool for rein-
forcing practice [22]. Focus groups revealed suggestions for process improvements that seem to be related to fidelity to 
intervention protocols in some agencies. Agency-specific tracking and facilitation processes were developed in some 
agencies to ensure that screening and assessment practices are being completed on time and information is exchanged 
according to interagency protocols. Implementation supports could work to spread these strategies to other agencies and 
promote interagency collaboration on successful initiatives that improve compliance. Similar protocols could be devel-
oped to support high quality use of the data from these processes in treatment and case decision-making as intended.

The current study provides an exemplar of the wealth of information that can be gained from conducting implemen-
tation studies routinely after practices have reached full implementation. However, one of the themes that arose from 
both CW workers and BH clinicians was that some practitioners fail to appreciate the value of standardized decision-
support tools such as the screeners and CANs to meet the behavioral health needs of the children for whom they are 
responsible. Of note, the lack of appreciation for standardized decision-support tools was also identified in this project’s 
implementation study conducted at the end of the federal grant period [54]. Sadly, this finding persists and seems to be 
much harder to address than the other actionable areas revealed from the study and highlights the need for education 
in both child welfare and behavioral health to be able to integrate standardized tools and practice experience in their 
decision-making processes. What do you do to address that, particularly in fields like child welfare where turnover and 
workload seem to be perpetual concerns.

4.1 � Limitations

The current study focuses on statewide implementation of interagency interventions in one state, so the results cannot 
be assumed to be generalizable in other settings. Many of the areas in need of additional implementation supports are 
likely due to circumstances and weaknesses in this particular state context. Data were collected from a convenience 
sample of child welfare and behavioral health staff; therefore, it cannot be assumed the findings are representative of all 
employees within these organizations. Moreover, other factors such as time related to workload and other internal and 
external pressures may have influenced responses to focus group prompts. Though strategies of rigor were applied when 
analyzing focus group data, the research team did not conduct member checking to validate themes. The focus group 
findings were also limited by challenges associated with how some of the focus groups were conducted, as inadequate 
attention was paid to some questions and a lack of follow up prompts in some groups meant that the depth of response 
to some questions was limited, likely due to lack of extensive understanding of the practices, which resulted in missed 
opportunities to better understand CW worker and BH clinician perceptions. Were the research team to have conducted 
the focus groups personally this may have been avoided. Descriptive findings were reported using administrative data. A 
more robust analysis would allow researchers to answer in full questions of fidelity to screening and assessment practices.
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5 � Conclusion

In these complex fields, organizations struggle with strategies for promoting evidence-informed decision-making inter-
nally and collaboratively with other agencies. While results of this study are encouraging regarding one state’s implemen-
tation of a complex practice initiative, use of these data as intended remains a challenge in some areas despite having 
embedded standardized decision support for over a decade. Prior research has suggested that it can take a very long 
time for the outcomes of interagency initiatives to be realized, so efforts to promote implementation must be sustained 
[25]. The results of this study have implications for organizations seeking to reinforce data-informed practices in terms 
of strategies for addressing barriers on the worker and the agency level. Additional research is needed regarding how 
managers can establish infrastructure and cultural supports to promote the use of data to inform practice decisions.
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