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I. Executive Summary 

FAMILIES ACTIVELY IMPROVING RELATIONSHIPS (FAIR) 

The FAIR program was developed to address the complex and interrelated needs of parents referred to 
the child welfare system for parental substance abuse and child neglect. Using a well-specified 
behavioral approach, treatment is individualized to fit the unique circumstances and needs of families 
presenting with methamphetamine and opioid abuse. FAIR coordinates with child welfare staff to 
ensure that parents are meeting their child welfare treatment plan goals. Parents are incentivized for 
working toward their treatment goals that increase child safety and permanency. The model allows for 
delivery of evidence-based practice within a flexible environment including meeting times and places. 
Sessions occur in the community where clients have the opportunity to practice success, and other 
places most likely for parenting to occur (e.g., home, school, playground). The FAIR team is available 
24/7 for on-call support and ongoing engagement strategies.  

Treatment involves four major components, supported by ongoing purposeful engagement: 

1. Teaching and supporting parenting skills including nurturing and attachment, reinforcement, 
emotion regulation, supervision, structure, non-harsh discipline, and nutrition. 

2. Delivering substance abuse treatment including contingency management and positive 
reinforcement, frequent urinalysis, relationship building, day planning, healthy environments 
and peer choices, and refusal skills. 

3. Delivering mental health treatment including 
cognitive behavioral therapy, developing healthy 
coping skills, emotion regulation strategies, 
exposure therapy, and referral for medication 
management. Behavioral strategies are used to 
support cognitive behavioral interventions.   

4. Resource building and provision of ancillary 
supports including assistance with securing 
housing, education, employment, and support with 
court and child welfare attendance, and other 
probationary requirements. 

 

ACCESSING FAIR 

FAIR currently is being delivered throughout Lane County, Oregon. A team of seven clinicians and a full-
time supervisor serve approximately 130+ families annually, in a Medicaid only billable environment. At 
a given time, caseloads range from 30-60% of families experiencing housing instability or homelessness.  

Figure 1. FAIR Program. 
Integrated treatment for parents involved in the child 
welfare system for substance abuse and child neglect.

 

FAIR PROGRAM
Integrated treatment for parents involved in the child welfare system for 
substance abuse and child neglect.

Mental 
Health

Ancillary
Substance 

Use

Parenting

Engagement

Engagement



FAIR was designed, as part of a NIDA-funded K award, 
to fill a critical gap identified by a range of child 
welfare involved stakeholders from varying regions in 
the United States. Regardless of region, stakeholders 
identified their greatest challenges were related to 
parental substance abuse and child neglect. The goal 
of FAIR is to provide evidence-based interventions 
within real-world contexts, to an extremely difficult to 
engage population. FAIR addresses the shared 
correlates of, and interplay between, substance 
abuse, mental health, and parenting needs, and 
operates off of a treatment plan addressing a 
comprehensive set of child welfare goals.   

PREVIOUS OUTCOMES 

Building toward becoming an evidence based practice, FAIR first was feasibility tested (n = 5), followed 
by a randomized pilot (n = 31). Parents referred to FAIR showed extraordinary treatment engagement 
(94%) and completion rates (87%). Treatment lasted on average 8 months. Compared to treatment as 
usual, at 12-months post-baseline, FAIR participants showed significant reductions in substance abuse, 
cravings, anxiety, depression, trauma symptoms, parenting stress, and child behavior problems, and 
significantly more days employed.  

CURRENT PROJECT 

In 2015 the ODI Clinic opened to evaluate the effectiveness of 
FAIR in a fully Medicaid billable environment. A dynamic wait-
listed design was used for a rigorous efficacy evaluation of FAIR 
(n = 99) demonstrating successful replication of feasibility and 
pilot outcomes. On average, treatment was 8.7 months. 
Engagement (95%) and completion rates (72%) were high.  

Referral behavior included 70% methamphetamine, 1% Heroin, 4% Opiates, 25% Dual, 25% Drugs and 
Alcohol. At baseline, more severe use was identified; parents tested positive and self-reported length of 
use for methamphetamine (99%; 1-30 years), heroin (30%; 1-9 years), and other opiates (64%; 1-21 
years). Many reported preferred route of administration as IV-use (23%).  

CHALLENGE. By design, FAIR is particularly 
well-suited for rural populations. Data 
suggest that, once engaged, FAIR can 
successfully address the myriad needs of 
families referred with substance use. The 
challenge, however, is delivering an 
intensive, home-based program under an 
exclusively Medicaid environment that 
does not reimburse for mileage. This 
project has highlighted the need for a 
cross-systems approach for funding in 
order to sustain a financially viable 

Figure 2. Engagement Strategies 
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ENGAGEMENT STRATEGIES
Creating a reinforcing treatment that can compete with 

substance using lifestyle 

•Flexible Scheduling

•Non-traditional Treatment Sessions

•Food and Beverage

•Providing Support with Child Welfare/Probation

•Reinforce Attendance by Assisting with Basic Needs

•Include Other Supports/Family Members

•Never Stop Engaging

•Use of FAIR BUCKS and trips to the FAIR STORE 

Table 1. Eligibility Criteria  

1. Substance Abuse other than exclusive 
THC and/or Alcohol, in the last year 
2. Child Welfare Involvement or Referral 
3. Reunification or In-Home Plan in Place 
4. Child Any Age (0-18) 
5. Medicaid 
6. Lane County resident 
7. Parent of any age 

Table 2. Change over time in FAIR participants (n = 99); 
Intent-to-Treat 

 



program that is not consistently stressed, and that can deliver the level of service demanded by this 
population.  

Of note, a cost analysis has not yet been conducted due to ongoing difficulties with the state of Oregon’s 
database. Once system data are verified, analyses will include effectiveness of reducing time in out-of-
home care, re-entries, and reunification.  

II. Introduction and Overview of Study 

A. Overview of Community/Population/Problem 

A 2012 review of child welfare services suggested that several programs have shown promise in 
addressing the needs of neglectful parents who abuse substances, but few have been evaluated 
rigorously (Pecora et al., 2012). Moreover, none have integrated the comprehensive needs of this 
population known to contribute to long-term positive outcomes. Many typical programs focus first on 
parental substance abuse without addressing the other needs of many CWS-involved parents, such as 
parent skills training, mental health treatment, and help with ancillary services (e.g., housing, 
employment, medical and legal services). Although commonly recommended in treatment plans, 
current CW practice typically refers parents to such services in a piecemeal manner.  

Ancillary services have been found to contribute to the success of parents referred for neglect in their 
substance abuse treatment and reunification. For example, mothers who received more or more 
comprehensive services accessed more services overall with lower substance use (Smith & Marsh, 2002; 
Marsh & Cao, 2005). Matching services to address basic economic needs such as housing also has been 
found to decrease the risk for child maltreatment (Ryan & Schuerman, 2004). Further, a recent review of 
125 substance abuse treatment programs across the U.S. indicated that only 43% reported some form of 
parent skills training, and only 3% utilized a curriculum (Arria et al., 2013; note: curriculum was not 
necessarily evidence-based). This gap in integrated parenting and substance abuse services likely 
contributes to the number of families who do not achieve reunification, or who experience re-entry into 
the CWS, particularly for those referred for child neglect.  

The Presidential Drug Control Strategy (OOP, 2013) called for the development of treatment programs 
specific to the needs of parents involved in substance use. This includes addressing neglectful parenting 
practices and other comorbid risk factors. Meeting this population’s specific complex needs may address 
some of the interwoven barriers to successful treatment completion. Mothers who use substances and 
are involved in the CWS demonstrate low rates of substance abuse treatment completion; only 10–22% 
successfully complete treatment (Choi & Ryan, 2006) compared to 46–62% of women in general (Brady 
& Ashley, 2005). When caregivers enter substance abuse treatment more quickly and complete at least 
one treatment episode, children spend fewer days in out-of-home care and are more likely to be 
reunified (Green, Rockhill, & Furrer, 2007; Smith, 2003). Thus, a treatment that successfully retains CWS-
involved parents and addresses co-occurring parenting and substance use needs might result in a 
significant reduction in the number of children who reenter the CWS as well as an increased rate of 
reunification. 

 

B. Overview of Logic Model and Program Components 

Families Actively Improving Relationships (FAIR) is an intensive community-based treatment model that 
integrates components of two evidence-based behavioral interventions: 1) Parent Management Training 
(PMT; Forgatch & Patterson, 2010), developed at Oregon Social Learning Center (OSLC) to increase 
parenting skills, teach and support positive family interactions, and address mental health problems; 



and 2) Reinforcement Based Therapy, a community reinforcement approach of contingency 
management (RBT; Jones et al., 2005) to address adult substance use.  

FAIR LOGIC MODEL 

The FAIR program was designed to address barriers identified through qualitative research including 
focus groups and formal discussions with child welfare stakeholders (caseworkers, supervisors, judges, 
attorneys) regarding the perceived greatest needs for the populations they served (Saldana, 2015). The 
program is intended to target the circled area on the logic model (Figure 3) by offering an integrated 
intervention that actively engages and supports caregivers to achieve success in each of the 
recommended/mandated services areas. FAIR was designed to provide evidence-based treatment 
approaches shown to achieve positive proximal outcomes (improved parenting, sobriety, mental health 
functioning, stability), with the intended distal outcome of increased rates of family reunification/ 
preservation and child welfare outcomes.  

The logic model reflects stakeholders’ descriptions of cycles experienced by families, including a bi-
directional relationship between child neglect and substance abuse. Stakeholders identified the 
treatment needs to move families from the cycle labeled “A” toward the trajectory of positive outcomes 
(“B”). Stakeholders agreed considerably on recommended/mandated services, but consistently noted 
that families with the neglect/substance use profile were the most difficult to engage and retain in 
services, and thus rarely received them. Stakeholders acknowledged multiple barriers to participation in 
services experienced by referred families, and identified that, often, the existing piecemeal services are 
confusing to navigate, have conflicting treatment goals, and are not of high quality.  

 
FAIR PROGRAM COMPONENTS 

FAIR is a community-based, outpatient, intensive behavioral treatment that integrates 4 major 
components: 1) Teaching and supporting parenting skills including nurturing and attachment, 
reinforcement, emotion regulation, supervision, non-harsh discipline, and nutrition; 2) Delivering 
substance abuse treatment including contingency management, relationship building, day planning, 
healthy environments and peer choices, and refusal skills; 3) Resource building and provision of ancillary 
supports including housing, employment, support with court and child welfare attendance; and 4) Use 
of incentives for success with all treatment components; all within ongoing and active engagement 
strategies. The FAIR team includes counselors, a resource builder, and a clinical supervisor. A single 

Figure 3. Logic Model. 
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supervisor can support up to 6 counselors, with a part-time resource builder serving families across 
counselors. Because the majority of services are delivered in the community, the FAIR clinic space is 
minimal. A key element of the program, however, is the FAIR store—a reinforcing environment stocked 
with donated goods, where families are provided the opportunity to spend FAIR Bucks earned for 
positive treatment progress.  

The principles for counselor-family interactions are based on elements that have demonstrated success 
in engaging families in EBPs such as PMT and KEEP (Forgatch & Patterson, 2010; Chamberlain et al., 
2008). Counselors engage parents in their natural home and community environments and reinforce the 
use of prosocial strategies to accomplish the parents’ goals. Sessions are action oriented and often 
involve role plays and hands-on teaching of new skills in the environments in which they will be used, 
followed by practice assignments. Counselors are trained to find opportunities in every interaction to 
reinforce parents for positive gains (Saldana et al., 2014). Counselors maintain frequent (at least 
monthly) contact with child welfare caseworkers to provide updates on progress and to ensure that 
treatment includes the goals targeted on the CW treatment plan. 

 

C. Overview of Methodology 

The real-world context of this study presented a number of challenges for the research design. Due to 
the preliminary success of the FAIR program, the local CWS requested that the study protocol maximize 
the potential for referred parents to receive the FAIR intervention. That is, they requested that families 
randomized to “control” still maintain the opportunity to eventually receive FAIR within the federal 
guideline time-periods for the CWS to create a permanency plan (i.e., 18 months from case opening). 
This request exemplifies one of the challenges of conducting research with child welfare populations; 
CWS involved families are operating under the Adoption and Safe Families Act (1997) aimed at 
establishing stability in children’s environments and achieving permanency in a timely manner. If an 
intervention shows promise in meetings these goals, it is a disservice to the system and involved families 
to randomize them to a true control group. For this study, we used a dynamic wait-listed design, which 
provided a strong evaluation of the realistic real-world conditions under which FAIR can be delivered to 
families referred to child welfare for child neglect with comorbid substance use. The basic statistical 
model is rather straightforward, and the analyses provide multiple sources of evidence regarding the 
effectiveness of the FAIR program. 

EVALUATION OF PRIMARY RESEARCH QUESTIONS. The analyses evaluated the efficacy of the FAIR program in: 

(1) Improving the parenting skills of parents involved in the CWS for child neglect with co-occurring 
substance abuse.  

(2) Reducing parental substance use.  

(3) Improving mental health and ancillary needs of referred parents. 

(4) The potential for the FAIR program to impact more distal outcomes relevant to the child welfare 
system. 

DATA COLLECTION PROCEDURES. A combination of paper and pencil measures and computer-assisted data 
collection were used for this project. All assessments were collected by the trained research assessors at 
times that were convenient and in the parents’ homes or places of their choosing, including the OSLC 
offices.  

In addition to in-person assessments at Baseline, 4-, 8-, 16- and 24-months, brief monthly assessments 
with parents were collected via telephone for the first 15 months of the study. As expected, repeated 



attempts often were needed to arrange in-person appointments and complete monthly data collection 
from participants. In instances where contact was not made successfully via telephone, the research 
team made efforts to locate the parents at home, work, or other community settings. Table 3 shows the 
number of attempts that were needed to maintain our successful participation rates.  

The participating parents were compensated for their time with gift cards to commonly utilized stores or 
gas stations. Payments were $100 for each major assessment time-point, and $20 for each monthly 
assessment.  

PARTICIPANT TRACKING. The 
participating parents were 
followed for 20 to 24 months. 
Using various strategies, such as 
conducting assessments in client 
homes, the monthly phone 
interviews, providing snacks 
during in-person assessments, 
providing change-of-address 
cards, connecting via social 
media, and using alternate 
contacts (releases were 
obtained at baseline), the 
research team managed to 
successfully engage and retain 
study participants.  

TRACKING PROGRAM COSTS. As described, the FAIR program is an intensive treatment program, and 
therefore costly. In order to inform the future transportability and scalability of the program into a 
billable environment, the FAIR program components were tracked and costed. Program costs were 
tracked under the assumption of a Medicaid-billable environment. Due to the limited scale of this 
evaluation, costs were not obtained for families who do not receive the FAIR intervention, and thus a 
cost-effectiveness evaluation was not proposed. However, this project did allow for an evaluation of 
program costs to understand the capacity and infrastructure needs necessary to yield a financially stable 
and sustainable program.  

DATA MANAGEMENT. Assessment measures were programmed into a software package called SNAP 
Surveys, and all responses were entered directly into a computer during the assessments. The SNAP 
program allowed for field parameters to be set to ensure that items were not missed and that invalid 
codes were not entered. Using this system, data quality and integrity was ensured from the point of 
collection. Changes to data due to entry errors could only be made by the data manager. The measures 
for each interview were linked by a participant identification number, and only one interview was 
allowed per session to avoid errors. The data were stored on an encrypted removable storage device 
and then transferred to the secure server at OSLC. After the data were cleaned, they were immediately 
exported to SPSS files for further data verification and processing. Back-up copies of the data sets are 
locked and stored in separate locations as a precaution against loss due to unexpected circumstances. 
 

III. Project Implementation/Process Evaluation 

This study was designed to evaluate the effectiveness of the FAIR program as well as the interrelated 
nature of treatment needs and success. 

Table 3. Percentage of contacts initiated by the study versus the participating 

client, and the forms of contact utilized across the study period. 

 



PARTICIPANTS. The sample for the study included 99 parents involved in the CWS due to child neglect and 
substance abuse. The eligibility criteria included the following: (a) identification of child neglect as 
determined by child welfare, (b) a finding or other indication of parental substance abuse, (c) child(ren) 
remaining in the home or having a plan for reunification, and (e) the parent is English speaking. Parents 
must have reported problems with substances other than THC and/or alcohol alone. The reason for this 
exclusionary criteria was the contingency management approach to treatment: alcohol alone is too 
difficult to reliably detect, and THC remains in the system too long; in both cases, it is too difficult to 
provide immediate reinforcement. There were no exclusionary criteria related to parental age, 
race/ethnicity, or child age.  

Of those enrolled in the study, 74 were mothers and 25 were fathers. The majority were non-Hispanic 
(86.9%); 72.7% reported being White/Caucasian, and 22.2% reported being multi-racial. The average age 
of participants at baseline was 31.34 years old (range = 15-51), and their average number of children 
was 2.41 children (range = 0 to 6). One mother reported 0 children at the time of her baseline 
assessment because she was pregnant with her first child.  

The majority of parents (70%) were referred for a history of abuse of amphetamines, or more than one 
drug (24.3%): 

70/99 (70.7%) were referred for amphetamines 
1/99 (1%) was referred for heroin 
4/99 (4%) were referred for other opiates/analgesics 
24/99 (24.2%) were referred for more than one drug 
 
92/99 (92.9%) were referred for one or more drugs with no alcohol 
7/99 (7.1%) were referred for alcohol in addition to one or more drugs 

 

REFERRALS, CONSENT, AND RANDOMIZATION. Referrals were made directly to the Clinical Coordinator, who 
screened for the presence of eligibility criteria. When the parent met eligibility criteria, the coordinator 
set up a meeting with the parent to describe the study and review the IRB-approved informed consent 
and protocol.  

Once the parent(s) agreed to be in the study, they were assigned to either FAIR or the Waitlist (WL). The 
selection to the FAIR condition was based on the availability of a spot in the Clinic. Once those assigned 
to FAIR terminated the intervention (i.e., either treatment completion or drop-out), thereby creating an 
opening on the FAIR caseload, the next parent on the WL was contacted to determine if (s)he had 
engaged in Treatment as Usual (TAU) services and, if not, if (s)he is still interested in receiving FAIR.  

Importantly for the dynamic wait-listed design, parents were not notified when they were “next in line” 
in order to avoid the potential of them not engaging in TAU based on the hope that a FAIR slot would 
soon be available. Parents who were assigned to WL were provided TAU referrals by the coordinator. 
Moreover, the CWS caseworker was notified to ensure that steps are taken as usual to provide parents 
with TAU interventions.  

 

 

 

 

 



 Table 4. Recruitment Summary.   

Recruitment Status Total  

Screened 124 

Eligible 108 

Declined* 9 

Signed Consent 99 

*  Note: “Declined” is defined as those who have actively declined to participate in the study, along 
with those who passively declined by failing to respond to contact attempts by the assessment 
team to schedule a meeting to obtain consent and conduct the baseline assessment. 

 

Table 5. Treatment & Waitlist Assignment Summary. 

Assigned Condition Total To Date 

FAIR Services 59 

Waitlist Only 8 

Waitlist to FAIR 32 

 99 

 

ASSESSMENT. Regardless of condition, a baseline assessment was scheduled within 72 hours of agreeing 
to be in the study. Following assessment, the initial sample of parents randomized to FAIR were 
introduced to their counselor. For those who spent time on the WL prior to transitioning to FAIR (WL-
FAIR), a second baseline assessment was conducted prior to being introduced to their counselor. 

The dynamic wait-listed design assumes multiple baseline assessments, with each baseline assessment 
occurring prior to initiating the intervention. Once enrolled in FAIR, parents were assessed for 20 to 24 
months post-final baseline.  

The target population for this study was extremely difficult to engage in the first place and even harder 
to maintain contact with for a longitudinal study. Despite these challenges, our assessment team used 
gentle persistence and a variety of strategies to successfully re-engage participants who missed 
assessments (see Table 3 above and Table 6).  

Table 6. Assessment Completion Rates. 

Major Assessment # Expected # Completed % 

Baseline 131 131 100% 

4-month 102 90 88% 

8-month 99 88 89% 

16-month 96 78 81% 

20/24-month 92 86 93% 

    

 # Expected # Completed % 

Monthly Assessments 1,222 817 67% 
* Note: Due to the dynamic wait-listed design of the study, the number of assessments is greater 
than the number of active study participants. Thirty-two individuals completed a second baseline 
after moving off the Waitlist to FAIR treatment, along with subsequent Major and Monthly 
assessments. 

 



INTERVENTION PARTICIPATION. Of the 99 participants, 91 study participants were invited to receive FAIR 
services, 59 immediately after entering the study and 32 after first being placed on the Waitlist. 
Seventeen of the 91 had more than one treatment attempt with FAIR; their most recent case progress is 
reported in Table 7. 

 Table 7. Intervention Invitations and Treatment Tracking.  

 Invitation Status Case Status 
 

Close Reason 
 

FAIR      
 

Accepted Services  
 

86   
Closed  

 
86    

 Completed 48    
 Discontinued 24    
 FAIR + Referral to Inpatient 14  

Declined Services  
 

2  
No Response, Never Opened  

 
3 

   
 

 
91 

 

IV. Results/Findings 

Study outcomes are promising, with all areas of target (parenting, substance use, mental health) 
showing significant improvements from baseline, both when and when not controlling for waitlist, aside 
from parental stress. That is, at 20/24 months post-baseline, the parental stress index is similar to 
baseline levels of stress. This points to the potential need for further attention during treatment to 

Table 8. Intent-to-Treat Analyses, Controlled for Waitlist. Outcomes related to receipt of the FAIR intervention for parents 
referred for substance abuse and child neglect (n = 99).  Preliminary outcomes at 4, 8, 16, and 24 months post-baseline. 

Note: ASI = Addiction Severity Index; BCAP = Brief Child Abuse Potential inventory; BDI = Beck Depression Inventory; PSI = Parental Stress Index; 
TSI = Trauma Symptom Inventory; Past-30 day analyses control for BL (lifetime baseline).  



factors related to parental stress and sustainable interventions to address these factors. However, it is 
noteworthy that this increase is not correlated with a relapse in substance use.   

Due to delays with receiving expected state administrative data, we are not yet able to report on system 
outcomes including reunification, time in out-of-home care, and re-entries. These outcomes are 
forthcoming despite being outside of the study period.  
 

COST-RELATED OUTCOMES 

This project afforded the opportunity to examine strategies for optimizing the program delivery of FAIR, 
to maximize efficiencies within a Medicaid billable environment. The FAIR clinic operates throughout the 
community, with a large demand for rural services.  

Table 9 provides data on the average total cost of a client over the course of treatment. The FAIR team is 
comprised of a mix of Qualified Mental Health Associates (paraprofessionals) and Qualified Mental 
Health Professionals (hold a Masters or above). Only QMHPs are allowed to conduct intake assessments 
and to complete the required semi-regular 
clinical assessments required by Medicaid. 
Using an average for 30 completed cases, 
costs for QMHA and QMHP services were 
estimated. Outcomes suggest a cost of 
$8,000 - 9,000 per client, over an average 
treatment length of 8.7 months.  

Within Lane County’s Medicaid 
environment, we have determined the 
amount of reimbursable cost for treating a 
client. Medicaid reimburses for QMHAs and 
QMHPs at different rates. Reimbursements 
were tracked by provider type.    

CHANGING CONDITIONS 

Throughout the course of this project, our local Medicaid provider was bought by a new organization 
and reimbursement conditions changed (multiple times). Analyses have continued to evolve over the 
course of the grant period to maximize program efficiency under different environments. One lesson 
learned is that successful FAIR implementation, with inclusion of rural clients, demands some level of 
subsidization outside of Medicaid. Even when reimbursed at the top of the Medicaid range, the FAIR 
program still demanded 13% of program costs to be funded through foundation funding. One potential 
solution would be to partner with child welfare systems to support a braided funding program. This 
potential will be more likely if system-level effectiveness is demonstrated once reliable data is obtained 
from Oregon DHS.   

Families who are served by FAIR often live in rural or highly mobile conditions. Table 10 shows an 
analysis of travel costs for FAIR, with figures adjusted for no-show appointments. An average QMHP trip 
20 miles away roundtrip nets $7.30; yet, for a trip 84 miles away roundtrip, there is a loss net -$72.14. In 
order to break even with these out-of-office scenarios, counselors have to travel to settings 20 miles 
away or less, 10 times, to cover a trip to our most distant location. As over half of FAIR clients are 
located in isolated and rural environments, the foundation funding has been necessary to offset the 
expenses (mileage and non-billable drive time) associated with serving rural participants.  

Table 9. Average Client Cost for Treatment by Month. 



Table 10. Treatment travel costs.  

  Trip Expenses   Average Trip Revenue   Profit 

 

Round 

Trip 

Miles 

Total 

Travel 

Cost   

Clinical 

Wage 

Cost   

Average 

Units 

Billed 

Average 

Revenue 

Adjusted 

Average 

Revenue*    

Adjusted 

Revenue 

minus 

Expenses 

Breakeven 

% Rate 

increase 

QMHP                       

 84 $132.20  $86.00  6.3 $208.66 $146.06  -$72.14 49.39% 

 45 $67.75  $90.11  6.6 $218.59 $153.01  -$4.85 3.17% 

 20 $28.92  $51.88  3.8 $125.86 $88.10  $7.30 -8.29% 

QMHA           

 
84 $114.20  $68.01  6.3 $169.79 $118.85  -$63.36 53.31% 

 45 $58.75  $71.25  6.6 $184.49 $129.14  -$0.86 0.66% 

  20 $25.17   $41.02   3.8 $108.00 $75.60   $9.41 -12.45% 

Note. *Includes the 30% no-show rate for trips made without any billable units. 

 
Finally, we have also learned the cost of running the program per clinician. These figures do not take 
into account additional expenses such as training and turnover costs, emergency funds provided to 
clients from foundation funding, or additional mileage expenses that extend beyond the reimbursable 
rate (also currently paid with foundation funding).  
 

Table 11. Cost of a QMHA Clinician per Month. 

Clinician Costs       

  Clinician Salary & Fringe ($22hr) $4,920   

  Phone $100   

  Travel Reimbursement $480   

  Session Expenses $180   

Clinician Cost Total     $5,680 

Fixed Costs       

  Claims Billing Expense $4,400   
  Supervisor Salary & Fringe ($29hr) $6,508   

  Program Rent $1,300   

  Medical Doctor Expense $375   

  Administrative Support $2,775   

  Claims Software $450   

Total   $15,808   

Clinician Fixed Cost Total (Divide by 7 Clinicians)   $2,258 
CLINICIAN MONTHLY TOTAL     $7,938 

 

V. Conclusions 

This project was successful in demonstrating the effectiveness of the FAIR program, replicating and 
expanding upon previous randomized pilot outcomes. Under a Medicaid billable environment, families 
referred to FAIR as a result of child welfare involvement related to parental substance abuse 



demonstrated successful treatment engagement and completion. Outcomes suggest reductions in 
substance use, depression, anxiety, trauma, parental neglect, and ancillary needs. Relation to system 
level outcomes are forthcoming. Despite these outstanding clinical outcomes, the delivery of FAIR under 
a purely Medicaid billable environment is incredibly challenging and requires effort to consistently 
modify and adapt program efficiencies under new contexts.  

VI. Implications of Results and Recommendations 

Driven in part by the rise in child welfare referrals resulting from parental opioid abuse, the Family First 
Prevention Services Act (HR 1892; FFPSA) was signed into law in February of this year. Through the act, 
federal child welfare financial streams allow “federal reimbursement for mental health services, 
substance use treatment, and in-home parenting skill training.” The goal of the act is to incentivize 
systems to provide comprehensive services to families, and encourage children remaining within the 
family systems rather than entering foster care. For those who do enter into care, rapid reunification will 
be sought. Given the significant and consistent clinical outcomes, and the lessons learned regarding 
program delivery and efficiencies, outcomes from this project positions FAIR to be responsive to systems 
and organizations attempting to align with this mandate.  

With the release of the FFPSA, systems will be seeking intervention models to fit within the FFPSA 
mandates. This provides a prime opportunity for scale-up of FAIR outside of its originating county. FAIR 
meets the criteria for potential inclusion on The Administration for Children and Families supported 
Clearinghouse of evidence-based practices in accordance with the FFPSA. The Clearinghouse will 
“identify promising, supported, and well-supported practices for mental health and substance abuse 
prevention and treatment programs, and in-home parent skill-based programs.” It is thus anticipated 
that, once final analyses are conducted and made available demonstrating FAIR’s status as a 
“supported” treatment, opportunities to implement FAIR and evaluate its implementation effectiveness 
are promising. Opportunities to evaluate FAIR completely when implemented independent of the 
originating location should be leveraged when identified.  
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