


ABOUT RMQIC 
The Rocky Mountain Quality Improvement Center (Grant # 90-CA-1699), one of six Quality 
Improvement Centers funded by the Children’s Bureau of the US Department of Health and 
Human Services, Administration for Children and Families, Administration on Children, Youth 
and Families, addressed the significant need in this region for strengthening families at the front 
end of Child Protection Services (CPS) that are struggling with child maltreatment and substance 
abuse. Through a competitive proposal process, RMQIC chose to fund four programs, which 
operated during 2003 – 2005.  Two Colorado programs were community based; of these one (The 
Recovering Together Program, Cortez, Colorado) developed an intervention based on gender-
specific treatment and skill-building for women with their children, while the other (The Denver 
Family Resource Center) served urban American Indians. The Idaho Department of Health and 
Welfare (in the PreTreatment Program) served parents or caregivers who had been referred to CPS 
and were waiting for substance abuse treatment, and the Ada County Family Violence Court 
implemented a collaborative approach by the courts and CPS in Ada County, Idaho, in which 
families reported to a central court to receive a consistent, accurate, and coordinated court response 
through the Supreme Court. All four programs provided intensive case management and either 
provided or brokered substance abuse treatment services to their client families.  This present 
publication forms part of an array of materials designed to disseminate findings and 
recommendations from each of the four programs. 
  
 
DISCLAIMER 
This document was made possible by grant # 90-CA-1699 from the Children’s Bureau, 
Administration on Children, Youth and Families, Administration for Children and Families,  
U.S. Department of Health and Human Services.  The contents are solely the responsibility  
of the authors and do not represent the official views or policies of the funding agency.  
Publication does not in any way constitute endorsement by the U.S. Department of Health  
and Human Services.   
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INTRODUCTION 
Initial problem statement 
Urban American Indian families that are involved in the child welfare system and also 
have substance abuse issues often face seemingly insurmountable challenges. In the 
experience of the Denver Indian Family Resource Center (DIFRC), these families are 
among the most vulnerable and multi-problematic in public child welfare systems. Few 
educational and job training programs in the human services arena provide workers 
with adequate understanding of Native people’s cultures, their value systems, and the 
contemporary contexts of their lives. This understanding, however, is a critical piece of 
working effectively with American Indians. 

 
Description of the program 
The purpose of the DIFRC’s Rocky Mountain Quality Improvement Center (RMQIC) 
project is to prevent removal and out-of-home placement, or to promote timely return 
home of Indian children who have become involved with the child welfare system due 
to parental substance abuse and child neglect or maltreatment. The underlying 
assumption driving the program is that by implementing and strengthening culturally 
appropriate services for Indian families referred by county departments of human 
services, families will be strengthened and out-of-home placements will be avoided. In 
cases in which children have been placed out of home, culturally appropriate substance 
abuse and case management services will assist in expediting family reunification.  

 
The primary goals of the DIFRC RMQIC project are: 
• Improve child well-being by preventing removal of American Indian children from 

their homes due to abuse and neglect and, if removed, to expedite reunification. 
• Accelerate the willingness of parents or caregivers with substance abuse issues to 

engage in treatment to improve child safety. 
• Reduce or eliminate parent or caregiver substance use to improve family functioning. 
• Engage an extended, culturally appropriate network of support for families to 

improve family and child well-being and increase child safety. 
 
American Indian families appropriate for this program are referred from the child 
welfare departments in the seven-county metropolitan Denver area (i.e., Adams, 
Arapahoe, Boulder, Broomfield, Denver, Douglas, and Jefferson counties) and have 
been identified as having both parental substance abuse issues and child protection 
concerns. County departments of human services have an active case with these 
families, are working with them on a voluntary basis, or have elected not to open a case 
as long as families participate in the program. Some children have remained in parental 
homes, while others have been placed temporarily with kinship providers or are in 
short-term out-of-home care with the intention of an expedited reunification. 

 
Partnering agencies supporting the DIFRC RMQIC project include DIFRC’s formal 
partners, Denver Indian Health and Family Services, the Denver Indian Center, Native 
American Counseling, and Casey Family Programs. In addition, DIFRC collaborates 
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with the seven county departments of human services and with substance abuse 
treatment agencies that serve the target counties or are affiliated with tribes and Indian 
Health Services. Several American Indian mental health and substance abuse providers 
partner with DIFRC to provide individual and family counseling to program 
participants. Finally, DIFRC partners with American Indian community members to 
provide cultural connectedness and support for family members. 
 
DIFRC’s RMQIC project is a new approach to improve child and family outcomes for 
urban American Indian families with substance abuse and child protection challenges. 
The program expands upon DIFRC’s ongoing Indian Child Welfare efforts in the areas 
of family reunification, family preservation, and family support services. 
 
Literature Review 
American Indian families have a history of difficult and unfortunate interactions with 
child welfare systems. A survey by the Association on American Indian Affairs found 
that by the 1970s, 25% to 35% of all American Indian children born in the 20th century 
had been separated from their families and adopted by non-Indian families (Fischler, 
1980; Mannes, 1995). More than 25 years after the passage of the ICWA, American 
Indian children remain overrepresented in the child welfare system, especially in out-
of-home, non-kinship foster placements. High rates of removals of American Indian 
children have continued in many U.S. communities despite the requirements of the 
ICWA (Bussey & Lucero, 2005). 

 

 
Group memories of widespread loss of children and other historical traumas remain 
strong in tribal groups and American Indian communities (Brave Heart, 1999; Horejsi, 
Craig & Pablo, 1992) and have resulted in many contemporary families being unable to 
trust and engage with their child welfare workers in ways necessary to reunify with 
their children (Halverson, Puig & Byers, 2002). Years of oppression have damaged 
many American Indian parents’ capacities to trust and accept help from CPS workers, 
and other parents become so frightened and intimidated that they flee in terror and 
seemingly abandon their children (Horejsi Craig & Pablo, 1992). This mistrust and fear 
is exacerbated by the child welfare system’s ignorance of American Indian cultural 
values and practices, the imposition of dominant culture norms as the standard of child 
well-being, and the lack of knowledge of resources and strengths of American Indian 
communities (Cross, 1986). 
 
Evaluation Design and Approach  
The evaluation design for DIFRC’s RMQIC project built upon an earlier program 
evaluation design for the work of DIFRC as a whole. This design included examination 
of outcomes using quantitative pre-post measures (North Carolina Family Assessment 
Scale-American Indian version), documentation of consumer input (American Indian 
Family Survey [AIFS] and satisfaction survey), and measurement of safety and 
permanency outcomes gathered from DIFRC administrative and case records 
(presence/absence of child maltreatment, number of families with termination of 
parental rights, and number of children reunified or placed with relatives or tribes 
versus in non-relative, non-tribal settings). In the original design, these measures were 
gathered on 100% of cases. In addition, qualitative interviews were done with a sample 
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of outside collaborating agency personnel (i.e., DHS caseworkers, legal personnel, 
partner agencies, and American Indian community members), with case record review 
to document service use, client participation, and progress toward outcomes done on a 
random sample of open cases.  
 
The original evaluation design for the RMQIC project proposed keeping all these 
elements, increasing the coverage of some, and adding new elements: 
 
• The quantitative pre-post measurements (NCFAS-AI) and consumer input (AIFS and 

satisfaction surveys) continued to be done on all new cases. Likewise, data on safety 
and permanency were gathered on all new cases. There was a focus 

to strengthen 
communication  
and collaboration 
among DIFRC, 
county departments 
of human services,  
and other key 
providers. 

 
• Three existing elements were expanded: For RMQIC participants, 100% of case 

records, rather than a random sample, were reviewed for service use, client 
participation, and progress toward outcomes. Because these participants were 
expected to receive more intensive substance abuse evaluation, the case record 
review also covered all materials sent by DHS and by substance abuse evaluators and 
service providers. In addition, caseworkers for RMQIC participants were contacted 
for interviews. Finally, DIFRC staff collected and documented biological 
measurement results by substance abuse providers as an indicator of parental 
substance use reduction or elimination. 

 
Formulation of research questions 
Initially, the key program interventions of the project were identified as:  
1) conducting a safety planning conference followed by a family group decision 

making (FGDM) meeting for service planning;  
2) conducting family assessment and planning through strengths-based processes;  
3) using a case management approach to assess needs and facilitate receipt of needed 

services/treatment; and  
4) ensuring that services are culturally appropriate, either by referrals or by providing 

services in-house such as parenting classes.  
In addition, there was a focus on to strengthen communication and collaboration 
among DIFRC, county departments of human services, and other key providers. At the 
end of the first year, programming was adjusted to better meet the needs of families 
(Figure 1). It was hypothesized that these four interventions would lead to the 
following key long-term client outcomes:  
1) child safety;  
2) child well-being;  
3) reduction/elimination of parental substance abuse;  
4) increased child permanency; and  
5) improved family functioning, along with specified system improvements. 
 
After the first year, the use of family conferences as a follow-up meeting (after 30 days 
of enrollment) was discontinued. The program team made that decision after hosting 
two and attempting one additional family conference. The reasons identified by project 

 6



staff included: participants had intentionally left their reservations and moved to an 
urban area in an attempt to free themselves from the “interference” of family or 
community members who pressured them to stop their substance use; family 
conferences were organized with invited family members who agreed to attend but 
ultimately did not show; some family members whom the client considered supportive 
refused to participate; or no supportive family members could be identified, often due 
to extreme levels of intra-family violence or substance use severing connections to 
nuclear and/or extended family.   
 
The project did, however, continue to use an emergency planning meeting or Team 
Decision Making (TDM) meetings hosted by county child welfare systems. The team 
also decided, based on their experience, that families would best be served by creating 
and implementing a pre-treatment substance abuse support group to increase 
participants’ readiness to address their substance abuse issues and/or enter treatment.  
In addition, the team decided to adjust the case management approach to be intensive 
and to include the services of a family advocate. Figure 1 is an adjusted logic model 
that illustrates key program elements and the connected outputs and hypothesized 
outcomes. 
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EVALUATION APPROACH AND ACTIVITIES 
Overview of approach 
The program evaluation design for the RMQIC project included both quantitative  
and qualitative elements to provide as much information as possible to document the 
effectiveness and impact of the program. Quantitative methods included caseworker 
and client surveys, biological drug testing (urinalysis), and a review of case files  
for child outcome data (safety and permanency). Qualitative methods included case 
record reviews, observations, interviews, and focus groups with clients, staff, and county 
caseworkers. In addition, a time-methods study was done to gather data on the dosage of 
intervention required in intensive case management to clients. Table 1 provides a summary 
of activities to illustrate the project’s interventions after the first year adjustment.  

 
Description of tools and data gathering processes 
The following quantitative tools were used to measure process and outcomes for the 
RMQIC program: 
• Pre-post tests of client functioning—The Social Worker filled out the North Carolina 

Family Assessment Scale, which was modified for American Indian families 
(NCFAS-AI), at intake, every six months, and at case closure. T-tests were used  
to look at the differences in functioning between intake and the first six months  
re-assessment. When enough families were assessed at three or more time points, 
Repeated Measures were used to look at the progression in scores longitudinally.  
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 The NCFAS-AI was used to assess families’ environment, caregiver capabilities 
(including items on substance use and mental and physical health), family 
interactions, child and family safety, and child well-being. The instrument thus 
addresses all four long-term program outcomes: child safety; child well-being; 
reduction or elimination of caregiver substance use; and improved family 
functioning.  

  
 The modifications to the NCFAS-AI made for the American Indian population did 

not change the structure of the instrument, the number of items, or the scale values, 
but they did affect the wording of the scale values, and of some items and anchors 
for those items. In addition, the instrument was modified to include separate ratings 
for two caregivers, if appropriate, to track progress on substance abuse, mental 
health, and parenting abilities. The modified version has been shared with the 
original NCFAS scale authors. Reliability analyses described in more detail in the 
results section indicate good reliability for the total NCFAS-AI (Alpha = .91) and  
for each of the subscales.  

 
 Since the ultimate goals of the program include child safety, case record 
reviews were used to assess recurrence of substantiated maltreatment for 
families. 

 All clients were administered periodic random biological drug testing in the 
form of urinalysis as a measure of substance use. 

• Client satisfaction surveys—As part of DIFRC’s regular follow-up with former 
clients, client satisfaction surveys were administered after case closure by mail and 
by telephone (using social work student interns).  

• Positive Indian Parenting (PIP) Class surveys—RMQIC participants who chose to 
take the PIP classes filled out pre-, midway-, and post-surveys on attitudes, parenting 
behaviors, and satisfaction with the classes. 

• Stages of Change surveys—Participants in the pre-treatment group were asked about 
their readiness to change as they began the sessions, during Week 1, and at the end 
of the group. 

The qualitative design used a variety of methods to provide more context and further 
understanding of the quantitative findings as well as to contact external project 
partners: 
• Case record review—All RMQIC client charts were reviewed to document the client 

demographics, types of initial problems, types of services received (both from 
DIFRC and from other agencies), notes on client participation in comparison to 
recommended services and orientation toward change, formal assessments from 
DHS and outside substance providers, and court reports. The paper and computer 
database case records provide an initial framework for constructing case narratives 
about client progress. Case records also contain the documentation of any safety 
issues, re-reports to DHS, and records of biological testing for substance use. 
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• Caseworker interviews regarding the process and progress of RMQIC project 

participants—The Social Worker who works directly with the families has a wealth 
of knowledge about the family dynamics and background in addition to the history or 
summaries of contacts found in the agency case record.  

 
• Observation/documentation of EPC/TDM meetings—Information about meetings 

initially was obtained from the facilitator’s reports of the meetings. Wherever 
possible, evaluators attended a sample of EPC/TDM meetings. One successful 

element to the 
evaluation was 
the use of the 
NCFAS-AI as 
an outcome 
measure. 

 
• Observation of formal outreach trainings—Evaluators attended and documented the 

training process with community partners and DHS agencies.  
 
• Interviews with partner agencies, referral sources, and collaborating agencies—DHS 

caseworkers for each RMQIC case were surveyed annually to document their 
perceptions of the collaboration. The partner agencies and substance abuse provider 
agencies involved with these cases also were interviewed.  

 
• Time and Effort Study—This component used a mix of quantitative methods 

documenting the frequency and duration of case management/direct client service 
activities, as well as the “intensity” of the work, with the more subjective perceptions 
of the Social Worker about the nature of the client contact, emotional tone of the 
contact, and coping skills needed for multifaceted client life challenges. 

 
Database development and data storage 
All quantitative data, including client demographics, NCFAS-AI, and self-report 
survey results were entered into an Excel file by DIFRC case managers. Project 
evaluators cleaned the data files and exported the files to SPSS for analysis. All client 
data were stored in password-protected secure network files with the client names 
removed from the files to ensure further protection.   
 
Challenges and successful strategies 
There were several challenges to the evaluation methodology. First, the program 
activities changed significantly during the first year, impacting the evaluation methods. 
For example, DIFRC discontinued FGDM meetings after convening two and 
attempting to coordinate a third, and hosted a limited number of EPCs or attended a 
limited number of TDMs organized by the county CPS agency. Therefore, qualitative 
data about the content of these meetings were limited. There also were limited data 
from partner agencies despite attempts by evaluators at several points to schedule 
interviews. One successful element to the evaluation was the use of the NCFAS-AI as 
an outcome measure. This modified tool was shown to be a valid and reliable measure 
of family functioning for American Indian participants. 
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PROCESS EVALUATION RESULTS 
Program startup 
DIFRC began program implementation in January 2003. The agency had been 
providing Indian Child Welfare services to families and collaborating with county 
departments of human services on Indian Child Welfare (ICW) cases since July 2000. 
The RMQIC project was designed to build upon DIFRC’s efforts to bring about 
systemic change and break new ground in ICW services for urban Indian children. The 
RMQIC project was implemented to test a service model with a specific segment of 
DIFRC’s ICW population—families with both substance abuse and child protection 
issues. 
 
Changes and adjustments to program elements 
To address immediate challenges, program elements were modified during the first 
year and new interventions were implemented in the second year of the grant. Intensive 
case management was added as a program intervention to support participants in 
connecting with additional services to meet their needs. A pre-treatment support group 
was developed to increase participants’ readiness to address their substance abuse 
issues in appropriate treatment. The pre-treatment group began in Spring 2004 and met 
weekly for two hours per session.  
 
All participants entering the program were encouraged to attend the pre-treatment 
group. The group allowed individuals to identify issues underlying their use of 
substances and used a curriculum designed around a group-therapy model that 
incorporates Prochaska and DiClemente’s Stages of Change framework. Included also 
within group discussions were topics relevant to the issues underlying participants’ use 
of substances. These topic areas represent issues that impact participants’ abilities to 
fully engage in working on their substance abuse such as childhood physical and sexual 
abuse, abandonment, sexual assault, interpersonal conflicts, and unresolved trauma, 
grief, and loss.  
 
In DIFRC’s original RMQIC proposal, participants were to progress through a series of 
steps, from an initial EPC/TDM; to case planning, substance abuse evaluation, a family 
group conference, and substance abuse treatment; and then to culturally appropriate 
parenting classes, substance abuse prevention classes, and cultural and spiritual 
strengthening classes. Early in the implementation phase, it became apparent that 
participants entering the program had intensive challenges just managing day-to-day 
life issues. At the same time, most also were at the pre-contemplation stage of change, 
thus lacking readiness to begin addressing their substance abuse issues. As a result of 
these two factors, participants remained for a long time at a stage where intensive work 
was necessary to increase their readiness to change.  
 
As a result, DIFRC’s project model eliminated the program elements of substance 
abuse prevention classes and cultural and spiritual strengthening, and replaced them 
with a focus on intensive and individualized case management services. Positive Indian 
Parenting classes still were offered to participants who wished to attend the bi-weekly 
classes. However, if attending the classes seemed overwhelming or prohibitive to 
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participants, the Social Worker or Family Advocate was able to assist by teaching 
parenting skills as part of the ongoing clinical and case management contact with 
participants. Opportunities to strengthen families’ cultural ties also were incorporated 
into the intensive case management services. In addition, parenting skills and cultural 
connectedness were addressed in discussions within the pre-treatment support group.  
 
Program timeframes 
DIFRC served its first family in the RMQIC project in late January 2003. A second 
family entered the project in early March 2003. Recruitment of families through the 
first year of the project was difficult and referrals were affected by budgetary cuts and 
restructuring in county departments of human services, most notably at Denver 
Department of Human Services (DDHS). At the end of the first year of the grant, six 
families were participating in the project. The final participant entered the program in 
March 2006. In total, 49 families were served during the program funding period.  

 

 
Building partnerships 
DIFRC was created in 2000 through a collaborative partnership of agencies serving 
American Indians in the Denver-metro area. These formal agency partners are the 
Denver Indian Center, Denver Indian Health and Family Services, Native American 
Counseling, and Casey Family Programs. The DIFRC Board of Directors comprises 
representatives from each agency, along with at-large community representatives. 
DIFRC’s formal partners supported the RMQIC project, and Denver Indian Health and 
Family Services and Native American Counseling agreed to provide services to project 
participants.  
 
Since its inception, DIFRC focused on efforts to establish and maintain collaborative 
working partnerships with the six county departments of human services in its target 
service area. A new county, Broomfield, was incorporated in the Denver-metro area in 
2001 and was included in DIFRC’s service area. The counties in DIFRC’s service area 
are Adams, Arapahoe, Boulder, Broomfield, Denver, Douglas, El Paso, and Jefferson. 
 
In its working relationships with these county departments of human services, DIFRC 
stressed the importance of early identification of American Indian families that become 
involved with the child welfare system; encouraged and facilitated tribal notification on 
ICWA cases; provided consultation and training on ICWA and culturally responsive 
services; worked collaboratively with caseworkers and families to ensure the provision 
of culturally appropriate services, and when possible, the quick reunification of 
children with parents or kin; and assisted county DHSs in identifying and supporting 
kinship placements. 
 
A formal Memorandum of Agreement existed between DIFRC and DDHS at the 
beginning of the RMQIC project. This MOA subsequently was refined and revised to 
support the RMQIC project with specific protocols for referring families from DDHS 
to DIFRC. Efforts at establishing similar agreements with the additional county 
departments of human services have been undertaken since DIFRC’s inception. 
Jefferson County DHS established a fee-for-services contract with DIFRC, and initial 

 12



discussions regarding a formal agreement with Adams County DHS began in 
December 2004. Despite the lack of formalized agreements in most counties, DIFRC 
continues to work informally with them on the same elements as those listed earlier. 
 
The RMQIC project added a refined and focused service for families with both 
substance abuse and child protection concerns that were involved with the county 
DHS. However, it became clear early in the project that it was confusing and difficult 
for county DHS referral systems to determine whether families should be referred to 
the RMQIC project or to DIFRC’s other child welfare services. As a result, DIFRC 
decided to focus recruitment efforts with the counties on the message that all American 
Indian families should be referred to DIFRC, and the agency then would work with 
families and determine the most appropriate services, including enrollment in the 
RMQIC project, if families consented.  
 
Building community awareness and involvement 
Public education efforts of the RMQIC project were most appropriately targeted at 
county DHS systems. DIFRC’s efforts in this area focused on the importance of early 
identification of American Indian families involved with the child welfare system, 
timely referral to DIFRC, and culturally appropriate services for these families. DIFRC 
conducted trainings for caseworkers, supervisors, and administrators at DDHS, Adams 
County DHS, and the annual Colorado Child Welfare Conference regarding the 
provision of culturally responsive services for American Indian families. These 
trainings were one strategy for educating public child welfare systems on how to better 
serve American Indian families as well as inform them of the RMQIC project. In 
addition, all workers at Savio House, a contract provider for DDHS and El Paso 
County DHS, received the same training in culturally responsive service delivery. 
 
Several of the counties in DIFRC’s service area remained somewhat closed to 
DIFRC’s efforts to educate them about working with American Indian families. To 
meet this challenge, DIFRC staff requested meetings to build relationships with county 
staff and to educate them on the importance of incorporating culturally appropriate 
services into family service plans. DIFRC attempted to gain deeper cooperation by 
stressing to county DHS staff that collaboration with the agency can make 
caseworkers’ jobs easier and can ease the burden in areas traditionally difficult for 
DHS workers, such as bridging with tribes and engaging with families.  
 
DIFRC was supported by a Service Delivery Advisory Council (SDAC) comprising 
representatives of agency partners, other service providers from the Denver Indian 
Community, and providers from agencies that serve American Indians. These 
representatives met on a monthly basis to share information and support the ongoing 
development of DIFRC’s ICW services. The proposal for the RMQIC project was 
initially presented to the SDAC, and the group was updated regularly on the progress 
of the project. Several SDAC representatives are formal partners in the RMQIC 
project, such as Denver Indian Health and Family Services and Native American 
Counseling.  
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Summary of project startup challenges and successful strategies 
In the initial proposal for the project, DIFRC had planned on using its formal partner, 
Denver Indian Health and Family Services (DIHFS), to provide substance abuse 
evaluations and treatment to program participants. DIHFS receives its funding from 
Indian Health Services (IHS) and follows IHS guidelines regarding patient eligibility, 
specifically that patients be enrolled members of federally recognized tribes and show 
verifiable proof of tribal enrollment at the time of services. 
 
One unexpected challenge was the high number of participants in the RMQIC project 
who had difficulty meeting the tribal enrollment requirement for service. Participants 
either did not complete their tribal enrollment or did not have the documentation 
required by DIHFS and were delayed in receiving services until documents could be 
obtained from their tribes. Since DIFRC understood that many program participants 
came into the project without their tribal enrollment in order and were unable to use 
DIHFS services, the project sought other providers for substance abuse evaluations 
and/or treatment. SIGNAL, the evaluation provider for DDHS, and an individual 
practitioner were added as partners to expand the options for substance abuse 
evaluations for program participants. DIFRC’s Clinical Supervisor, a certified CAC III, 
also conducted some of the evaluations. 

  
Additionally, it was determined that many program participants were coming into the 
project with chronic, and often untreated, mental health problems. To address this 
issue, DIFRC partnered with several American Indian mental health clinicians for 
mental health services for participants. 
 

PROGRAM IMPLEMENTATION 
Clients and their characteristics 
Implementing the program as planned was challenging due to unanticipated 
characteristics of the client population. Participants came into the program with 
numerous and very challenging issues of daily living, such as homelessness, serious 
and chronic mental health problems and domestic violence issues, and criminal/legal 
involvement. These issues appeared to prevent participants from addressing their 
substance abuse issues (e.g., participating in a substance abuse evaluation, entering 
appropriate treatment). Commonly, participants reported to the Social Worker that they 
would be able to address their substance abuse once these other issues became more 
manageable. As a result, the Social Worker spent a great deal of time with each family 
in intensive case management activities, as well as doing clinical family work and 
teaching parenting skills. The intensity and duration of time with each family was 
much greater than originally anticipated, and families did not move through the steps 
of the program as quickly as expected.  
 
Referrals 
Receiving program referrals was an ongoing challenge in implementing the grant. 
During the first three months of Year 1, referral protocols were developed with DDHS. 
At the same time, however, DDHS and other county departments underwent major 
budgetary cuts and restructuring that affected their ability to collaborate with DIFRC 
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