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ment Act (P.L. 93- 247) was signed into law. Thé act estab-
lished for the first time within the federal government a
National Center on Child Abuse and Neglect. Responsibility for

On January 31,1974, the Child Abuse Prevention_and Trrnr

the activities of the Center was assigned to the U. S. Department of =

Health, Education, and Welfare, which, in turn, placed the Center
within the Children’s Bureau of the Ofﬁce of Child Development.

The Center will provide national leadership by conductmg
studies on abuse and neglect, awarding demonstration and re-

. search grants to seek new ways of preventing, identifying, and

treating this nationwide problem, and by giving grants to states
to enable them to increase and improve their child protective
sFrvices.

&
.

One of the key elements of any successful prograni is public
awareness and. understanding, as well as the provision of clear

and practical guidance and counsel. to those working in the fie|d. .

Jdt is for this reason that the National Center on Child Abuse and

~ Neglect is publishing a series of booklets—three comprehensive

and related volumes (of which this is one), and three shorter
booklets dealing with the diagnosis of child abuse and neglect
from a medical perspective, workmg with abusive parents from
a psychiatric viewpoint, and setting up a central reglstry

While some material in all these publications deals with studies
of specific local programs as opposed to generalized approaches,
they arenot intended to represent categorical or functional models

" upon which other programs should be based in order to be effec-.

tive. Rather, they are intended to provoke thinking and considera-
tion, offer suggestions, and stimulate ideas. Similarly, the views of
the authors do not necessarily reflect the views of HEW.




tnthve present serles, Chifd Abuse and Neglect: .The Problem
and Its Management, Volume 1 presents an overview of the prob-
lem. It discusses child maltreatment from various perspectives,
including characteristics of the parents and children, effects of
abuse and neglect, a psychiatrist’s view of the problem and a
discussion of state reporting laws. It also examines the many prob-
lems that make the abuse and neglect of children so difficult

- to comprehend and manage—from problems of definition and

lnc:dence to deficiencies within our system of child protection.

"In Volume 2, the roles of some of the many professionals and

agencies involved  in case management are discussed: those.
working with abusive parents; child protective service agencies;.

physmnans and hospitals; the police; and teachers and the schools

Volume 3 presents a desc'nptxon of community coordination

. for managing and preventing child abuse and neglect Within the

context of the “community-team approach,” various resources
for identification and diagnosis, treatment, and education are dis-
cussed. The volume includes suggestions for developing a coor-
dinated community program, examples of existing programs, and
some current-ideas on the preventlon of child abuse and neglect.

ThlS series of three volumes includes descnptlons of many
agencies and programs involved in managing the problem of
child maltreatment. /\gam each such descnptlon is intended as an
example rathe: than asa model.

We hope that everyone concerned with detection, prevention,

~and treatment of child abuse and neglect will -find some, if not.
-all; of these publications of use in the vital work in which they

are’engaged. We hope, too, that thése materials will be of use to
those individuals and organlzatlons wishing to become involved.

v
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PracticéT_r‘gEn,vaImost by definition, deal with the crisis of the
‘'moment, leaving the problems of‘t&mérrow to take care of them-
selves. Scientists, by contrast, tend tazbe impatient of piecemeal -
solutions, and try to show us the larger picture into which the
present crisis fits as only one piece of the jigsdw puzzle: C

“Scientists are*likely to refer to practical men as “short-sighted.”
Practical men return the compliment by calling scientists "vision-
~ *ary.” We can do wijthout the pejoratives, for we neéd both sorts
of vision and action. Present crises, often demand immediate
action, eVen though it be only palliative. A symptom may be more
than a symptom: it may become a cause if it serves as the stimulus 3
or excuse for other ‘evils. ‘Short-sighted. action is ¢ften required;
but let us expect no more than short-term benefits from it..

3 - - ’
. i -
L.

. ; ‘ _'—CQGarreft Hardin ‘
, ~ Population, Evolution, and Birth Control
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Chapter 1
.The Commumty-Team Approach

\'
~

from atleast two perspectlves Itis obvrouslyethe immediate

-—.JJ o ' “ *
Chrld maltreatmerﬂ lrke other social problems, can be.viewed

.and individual problgm of any famrly in which it occurs—

child by an‘aduttunder stress,periodic child torture or batterrng,‘
or long-term physical or emotronal neglect
C e

But from apother per"spectrve the abuse and neglect of chrl-
dreh is a reflection of more pervasive problems. According to Dr.
Ell Newberger the symptoms these children present can be seen

""as an artifact of a system of child-rearing which encourages
physical force and urges parents to coerce their children to con-
, form to, certain behavioral horms.”' In strll broader perspective,
“he adds that maltredtmens can be viewed as ‘ithe final, tragic
expression of a culture- which d fives many young famrlres of

child development day care, and adeguate housing—and for the

goods of society.” // T e

~

The goals of those concerned about the problem similarly span

is the one-time abuse of a -

a<ontinuum from the rmmedlate to the visionary. At one extreme

is the most basic goal: to save children’s lives and  to protéct
identified children from further-injury. At the other end is a goal

which may be stated in various ways. Some say it is to create a -

world free from all forms of violence. Foi others, it is to develop
_mechanisms: to counteract the alienation, the. destructrve chrld—

rearing patterns, the disintegration of: famrly life, and the eco- 7

nomic and social stresses from which we all suffes to some degree.
However it igworded, the visionary’s goal is to effect a radrcal

change in.the way we live as a society. ..
] -
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Between these two extremes lies a Wide range of intermediate :
- goals. While in many communities the most basic goals seem as C
. unattainabté-as the most. Visionary, other communities are-ad- , -
dressing themselves to tasks somewhere in between. Some aré
attemipting to develop appropriate identification, intervention, v
and treatment programs for families in whi~h children are mal-
ctreated Some are frying to provide both cnisis-oriented and on-
-going social services for all famlhes——the abusive and ne,glectmg,’
as well as those in which, thildren haye not yet been<hurt. Still
. others are working toward an increased awareness by profes:
sionals and public alike of the causes, nature, and- outcome of
. child mallreatment . . - ,

o . -

) - Ly

The approach which a number of communities are takipg to

reach these goals is that of community-wide coordinationand"

, c00peragron—the “community-team approach.” This approach
has been variously defined—from: “people simply talking to each '
other,” 2to "a multrdrscrplmary diagnostic/treatment/and preven- '
tive program for families and children who have or are likely to N
. have the problem of abuse and/or neglect.”” ? For the purposes of
s this book, a community team is defined as a body of professionals
~" . and the representatives of setvice agencies and groups who-work-
‘together, using some form of coordination, to epsure more effec-

tive management of cases of abuse and\neglect. _

Tz

“ay

However it is Jefmed the pnmafy purpose of thé corimunity . - -
team is to:upgrade the quahty of protection for children and ser-
vice to families. To qu..te Dr. Edmund Pellegrino of the National .
Academy of Sciences, Institute of Medicine: "The purpose of the
group or team approach is to optimize the special contribution
in skills and knowledge of the team members so that the needs
of the persons served can be met more efficiently, effectively,~
competently, and more conSIderately than would be possiblé by
- mdependent and individual action.” * S o

Community ‘teams are fashioned by people within the com- -
munity to meet particular local needs. Altholigh the members
vary with the community, téfivs-generally include sc .ial workers, -
doctors, lawyers, juvenile or family court judges, psychologists,
public health nurses, teachers, police officers, day care workers—
inshort, representatlves of the agenCIes and groups that work with




children and families. Many community teams include private
citizens as well.

Since group structure, tasks, and specific objectives will vary
with the individual team, it is doubtful that any two community
programs will be the same. Nevertheless, there are certain ele-
ments of service that each community must provide if children
are to be protected, families are to be helped, and the ¢ buse and
neglect of children ultimately contained. These elements fall
roughly into three groups, each of which is discussed in detail in
Chapters 2, 3, and 4 respectively.

* The first has to do with identification and Uiagnosis: fami-
R lies having the problem of child abuse or neglect have.to
be identified—either through self-referral or by a third-
persdn report—if they, are to be helped; they-mu ive
appropriate social, medical, and psychological assessment;
and a treatment plan for each family must be devgloped.

e The second required group of services relates to treatment:

- identified children must be protected and given any neces-
sary medical, psychological, and emotional.care, and their
parents must be provided with appropriate. therapeutic
and support services. The treatment plan for the family may
‘include provisions for ady number of services of any type
—-fgom long-term_psychiatric services for the parents, an
.emergency loan, or visits by & parent aide, to temporary
or permanent placement of the children, or their involve-
ment in therapeutic day care. , :

. . e The thirc service element each cggﬁmunity should provide
is edication: the community must be informed about child
maltreatment both to broaclen the: base of potential re-
porters and to ensure public awareness of available help;
professionals working with children must. be taught to
identify the signs and symptoms of abuse and: neglect;

“and those direcfly involved ‘in case management must
receive additional specific training. T

Identification and diagnosis, treatment, and education are ¢com-
ponents essential to a successful ‘community program. Dr. Ray
Helfer, in cooperation with both the Infant and Preschool Com-
mittee of the American Academy of Pediatrics and the National
Center for the Prevention of Child Abuse anc Neglect in Denver,.

.
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A-—Ildentification and 1—Casge .Coo:rdin.ation

 Diagnosis . 2—Professional Training
B—Long-Term Treatment and Recruitment
C—Education, Training, 3—Public and Professional

Public Relations X . Education; Professional

e Training

4—Program Coordination

Figure 1. Helfer's Model of the‘Community-Team Program.
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has developed a model of the community-team program* based
on these three components.® As the diagram of this model in
Figure 1 shows, coordination is the central interface of the pro-
gram’s component parts. ' T

In common usage, community can refer to any area from per-
haps a five-family village to the city of New York or Lds Angeles.
For-the purposes of program coordination, however, Helfer feels.
that regionalization is necessary; and he defines as a “community”
any geographic area with a population of 200,000 to 500,000. This
number of people allows the necessary array of services to be
developed while facilitating their optimum use. A program devel-

« oped for a population smaller than this, would lack either the
variety of services individual families may require, or the clients
needed to make the various services cost-effective. On the other
hand, attempted coordination of a large metropolitan area such
as Chicago, Los Angeles, or New York would lead to “undue
frustrations and stumbling blocks.” * By Helfer's definition, New
York City would require some 20 community programs; while,
in some states such as Wyoming, Alaska, or Vermont, there would
be only one. : : '

The discussions in this volume revolve around a central ques-
tion: How can a community develop and coordinate its services .
in atternfpting to manage and prevent child abuse and neglect? -
While.every community will; of course; have to answer this ques-
tion for itself, this volume presents practical information about
various -aspects of the community-team approach. It includes
discussidhis of -alternative identification, treatment, and educa-
tional resources; a section of glidelines. on community coor-
dination; several examples of community teams functioning in -

_. different parts of the country; and some current ideas about

R primary prevention. The purpose is, to offer information, alterna-

. tives, and encouragement to those' working to help reintegrate
families being shattered through ingdequate parenting and to

. PR - ‘

*While the literature on child maltreatment is extensive, little has been written

. on the community-team approach. Models of hospital teams and discussions of
. the problems inhibiting community-wide coordination are abundant, but actual’
’ models of coordinated community programs are few. Helfer's model has been
chosen because it is .comprehensive, without being restrictive. In fact, as a ‘gen-

eral framework, it may be found to have value in the management of various

social problems in addition to the maltreatment of children.

[
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those working toward tomorrow’s goal of preventing the abuse
and neglect of children.
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Chapter 2
Identification and Diagnosis .

he first component of the. community-team program includes .
all the people, procedures,.and resources involved in- the
initial phase of case management: the identification and .

“tliagnosis of families in need of protective intervention, and the
. dev.e}égment of a coordinated treatment plan for each.

Pr},me responsibility for case mariagement in this initial phase
lies with the child, protective service (CPS) agency or, in some .
states, with other mandated-agents such as the police. However,
other persons are necessarily involved, Identification, for exam-,
ple, is the responsibility of all those mandated by law to report,
generally professionals—physicians, nurses, teachers, social work-
“ers, and. others—who have difect contact with children. Ina -
broader sense, everyone in the community shares the responsibil-
ity for identification. Evenrthose who. are not legally required are

often encouraged by their state’s law to report.

Since some reported children require medical assessment and .
care, physicians and nurses are also directly involved in case - -
management. .The parents may require psychological evaluation
by a psychiatrist, psychologist, or psychiatric. social worker. The
protective service caseworker, after evaluating the family, may
need to consult an attorney on the handling of the case. In

« . . .. ) .?.>
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some cases, the police will have to make an emergency removal
of'a child from the home. If temporary or permanent placement
of the child is indicated, the case will--usually have to be re-
ferred for ad;udrcatron and disposition to the juvenile or family
court .

In the identification and diagnosis component, essentially five
procedures are involved: reporting, investigation, intervention,
- assessment, and disposition. To be effective, these procedures

must be viewed as an interrelated process.

Reporting. In most communities, the public child welfare agen- |

cy is mandated-to receive and investigate reports of suspected
abuse and neglect. However, as noted in Volume 1, Chapter 3,

many states divide this responsibility among twa or more agen-.

cies. ' “

When the responsibility for accepting and investigating reports.

is divided, the community is in danger of having "everybody's
business become nobody’s responsibility.”, Every community
should designate one agency to receive, initially investigate, re-
fer, and follow up all reports. The Final Report of the New York
City Mayor’s Task Force on Child Abuse and Neglect recommends
fhrs. practice for two reasons: one central agency would have
“prime responsibility for knowledge of a particular case”; -and
the centralization- of this knowledge would facilitate “the most
effrcrent flow of information.” !

: "’Prime responsibility” would, in most cases, reside with the
public child protective agency—the only public agency :specif-
ically addressed to the problem of child maltreatment. But there
are communities where another of the legally mandated agenci€s
fills this role. In Los Angeles, for instances, the police depart-
ment’s Abused and Battered Child Unit handles the recelpt
vestigation, and referral of all reports.

Regardless of which agency is designated as having prime - ‘

responsibility, it should meet certain criteria: it should be able
to accept reports 24 hours a day, seven days a week;-ideally, it
should be able to-investigate emergency reports within an hour,
and other reports within a day; it should- maintain, at the local
or state level, a .central register of reports; and it should have

.»:a | : | 18 ' ) .
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of communication with other agencies throughout the commu- =~ |
nity.2 :

To facilitate reporting, (the agency could provide a single tele- -
phone number as a 24-hour reporting line. Several states, includ-
ing Florida.and New York, have initiated statewide reporting sys-
tems which use one’toll-free number for reports from anywhere
in the state. Under such a system, reports are entered into the
state’s central register, correlated with any previous information
about the family, and immediately transferred from the. central
intake office to the local CPS unit for investigation.

However, there are dangers ‘inherent in efforts to facilitate re-
porting. One of the prime risks is the generation of an-unexpected -
increase in reports before resources are developed to handle the
increased caseload. Florida’s experience wrth this situation is
discussed in Chapter 4.

lnvestrgatlon As noted in Volume 1, Chapter 3 child protective
agencies rely on fairly routine procedures in handhng reports.

. Following an intake process in which the report’is screened to
determine whether CPS investigation is appropriate, the case is
assigned to a field worker who must determine whether the re-
port is valid and what if any action is necessary to protect the :
child and help the family. The investigation of reports requires 8
both skill and experience. Discussion of rnvestrgatlve‘techmq?ues : :

~and considerations is beyond the scope of this volumle; detailed
information s presented in The Fundamentals of Child Protec-
tion* by 'Vincent De Francis, as well as various other sources.

One point that deserves mention here concerns the informa-
ation generated through investigation. In addition to the investi-
gating agency, other professionals involved in a family’s assess-
ment and treatment require information about the case. To avoid
unnecessary duplication, information gathering 'should be stan-
dardized. The following is an example of what theoretically can

.~ happen to a case of abuse reported by a hospital in New York
. City.

*See bnblrography for complete source information.
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An investigation is made by the Bureau of Child Welfare
(under most circumstances disregarding the hospital report
other than the medical findings) and more information is
elicited from the parents. If the case is known to Public As-
sistance or to the SPCC, it is possible for them to involve
themselves to protect the other children in the family, call-
ing for one or two further intake investigations. Each new
. investigation may or may not start at the beginning—disre-
garding information obtained previously. The abused child
may be placed away from his own family temporarily through

"~ remand, until a finding of abuse is made. '

Probation also has an, intake procedure during which es-
~ sentially the same information is obtained again. . . . It is

also probable that with all the investigations made thus far,

no service has been given the abusing parents—though they

have now recounted their possible traumatic (to them_as well)
. story five times.? ‘

Ideally, all relevant basic information collected about a family
should be available and<acceptable to any other pfofessional in-
volved in the case. To approach this ideal, involved agencies
‘should mutually determine the information generally needed,-
develop an intake form to include these data, take steps to ensure
that information already collected is used by other agencies, and
- formulate procedures to ensure that the family’s right to confi-
~ dentiality is respected.? i

" Intervention. If initial investigation indicates a need for pro<.
tecting the child, the investigating caseworker has three” imme-
diate, alternatives, .depending on the severity of the case: the
child.can be hospitalized; can remain at home under _protective
supervision and with support to the parents (homemakers, parent
aides, or other such services); or can be removed to an emergency
shelter or other temporary facility. ” -

. 1
(»_

Kempe and Helfer stress that any child under the age of six, as
well as most older children, stiould be hospitalized if there is a
suspicion of abuse.® The American Academy of Pediatrics Com-
mittee on“the Infant and Préschool Child advocates. hospitaliza-
- tion as a means for providing the necessary time and resources
“for complete diagnostic evaluation.® In addition, until a more

’
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thorough evaluation can be made, the hospi»talizecul child is pro-
tected, while the parents are at least temporarily spared the shock
of having their child removed "by the state.”

B

Whatever form intervention takes, the professionals involved
should be open and honest with the parents at all times. Sanders
suggests that the initial contact between the parents and a pro-
fessional can “affect the way the parents will later respond to
suggestions for help.” ” The parents should be told that a report
has been or will be made, and all decisions affecting the case
should be explained and discussed with them. Through the ex-
pression of concern for the parents and the emphasis of their
needs as well as those of the child, treatment begins the moment
the diagnosis of abuse or neglect is considered.

Above all, the parents should never be accused of abusing or
neglecting their child nor should they be cross-examined. As
Kempe notes, the professional is not in'a Position to “play detec- -
tive, looking for confession.” ® With patient and sensitive inquiry
and respect for the family, the interviewer should eventually be
‘able to determine the nature of the home situation. . .

Assessment. Probably the most critical step in case manage-
ment, adiessment includes the diagnosis of the child and the eval-
“uation of the parents. If the family is found to be in need.of child = -
protective services, the caseworker must develop a. coordinated
familv treatment plan on the basis of. these evaluations.
In some cases, assessment requires medical diagnosis of the
child and psychological or ‘psychiatric evaluation of the parents,
in addition to the CPS worker’s evaluation of the dynamics in the
“home. Particularly in severe or difficult-to-diagnose cases, assess-
ment can be shared by members of a multidisciplinary diagnostic
consultation team. Such teams often includethe CPS caseworker,
a pediatrician; a psychiatrist ot psychologist, a nurse, and some-
times a hospital social worker. and a lawyer. Each professional
evaluates the child, or the parents, or the family as a whole; to-
gether they recommend to the caseworker the most feasible
. treatiment plan. . ' C

Disposition. The 'help and advice of multidisciplinary consul-
tants can be an invaluable asset to protective service deciston’




making; nevertheless, ultimate responsibility for developiﬁg and
implementing a family treatment plan rests with the CPS case-

worker or, in some cases, with the juvenile or family court judge.

Terr and Watson emphasize the importance of the “sequence
of planning” treatment’ The first issue that must be settled is
whether the child can safely remain in the home. If the child's
safety is in question, even with careful protective supervision, and
~ the parents refuse voluntary foster placement of the child, then

the case should be referred to juvenile, court. The next issue is

the type or types of treatment best suited to the family. Whatever

treatment plan is implemented, all rehabilitative and support ser---
vices should be coordinated; treatment should be individualized

to the needs of the child, the parents, and the family as a whole;
and the case should be maintained as long as necessary.

In addition to the people and procedures involved in identifi-
cation and diagnosis, there are various resources that can facili-
tate the initial phase .of case management. Two of the most
important, central registers and hotlines, are discussed in Ldetail
below. - : o )

. Central Registers* -

A céntral register is essentially an index of cases handled by an
agency or a number of agencies. Registers of child abuse cases
existed in Denver,. Los Angeles, and New York. City as early as

~-=1964,and in_Cincinnati and Milwaukee by 1965." By 1966, Cali-

fornia, Illinois, Virginia, and Maryland .had statewide registers
. established by law;'" and Colorado, Florida, North Dakota, and
sUtah maintained registers as a matter of administrative policy."?
" By early 1974, 46 states and the District of Columbia had central
registers;. of these, 33 were established by law, and 14 by admin-
istrative decision.” The number of statewide registers had in-
creased almost 500 percent within a period of eight years.

The Présent Status of Central Registers
~To-say that a state has a central register says little about the

"*This section has been adapted from a. booklet on Central, Registers, written
by Douglas }. Besharov for the Office of Child Development in 1975. Some of
the material in this section was originally published in Mr.+Besharov’s juvenile
Justice Advocacy (New York City: Practicing Law Institute, 1974), and is used
here.with the permission of the publisher. ' -

¢




‘central register of reports.

P

kind' of facility it maintains. Registers vary in scope and purpose
from thgse such as Indiana’s, which merely collects statistical re-

. ports from county welfare departments each month, to tthose

like New York's, which is set up for researchand policy planning

and for the diagnosis, ‘evaluation, monitoring, and coordination

of cases. In Georgia, the central register is a handful 0 3 x 5 index
cards in a shoebox-size file. In contrast, Tennessee’d ‘register will
soon be expanded into a sophisticated, on-line, electronic .data-
processing system, with remete terminals for inputiand for access’

- via cathode-ray tubes and computer printouts. In some states,

such as California and illinois, feports are made to local agencies
which forward copies to the central register; in others, such as
Florida and New York, reports are made directly to the register.
Although most central registers are the responsibility of the state
social service agency, California’s register is maintained by the
State Department of Justice, Bureau of Criminal Identification and
Investigation; and the District of Columbia’s by the Youth Division
of the Metropolitan Police Department. In South Carolina; each
county’s department of public welfare is- mandated to have a

In light of the pr'olifératiorr of central°registers broad-and the -
uses to-which they are put, the origins of the concept of a register

of child abuse reports are surprisingly unclear. There was :no
outstanding -research finding, publication, or national groupthat

_introduced the concept: In fact, since 1963, only three articles

have been published on the subject. None of the early model
child ‘abuse reporting laws made reference to a central register,
or even to a.single repository for reports within a given jurisdic-
tion. To date, the American Academy of Pediatrics Committee on

‘the Infant and Rreschool Child appears to be the.only nationwide.
group that has specifically recommended the central register.:

In 1966, it_prepigsed. that the -agency that receives legally man-

“dated reports “should establish<a central, register of all such

cases.” " . .

_ Though its otigins are not documented, the central' register
seems to have grown from two quite different conceptual .and
professional Trameworks.-One was the medical conception of a

_register to assist the diagnosis of suspicious injuries by providing

a record of previous suspicious injuries. The other was the social.
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science conception of a register to assist in understanding the
problem of child abuse by providing statistical data. As a diag-

nostic tool, the register would provide a means of locating prior

reports on a particular child or family; as a research aid, it would

provide data on the characteristics of reported cases.
7
Most existing central registers, particularly those, established
by law, are said to have either a diagnostic Gr a statistical pur-
pose, or both. But in their present condition, most registers are
unused and unusable. Because the data in .most registers are in-
complete, inaccurate, and out-of-date, the typical central register

Jisa largely ignored appendage of the state’s child protective sys-

tem. As a special committee of the American Academy of Pediat-
rics. commented, "In, general,  communities and states lacking
registries ‘would, like to have them; but those that have them
are dissatisfied.” " o :

-

ing central registers made specific references to the register's di-

p agnostic purpose; "7 and several other states had administrative

provisions for using thé régister to assist in diagnosis. Neverthe-

< less, no state.can point to more than a handful of instantes where
© . a proféssronal has requested the register’s assrstance to diagnose
suspicious .circumstances. In most states, the regrster has never

been used as a dragnostrc aid, N .

"

¢ .

In fact, few states have registers which could quickly provide - .

requested information. Typically, there is insufficient -staff ds-.
signedoto the register; locating specific information usually rte-

_ quires a manual seaich of files; and personnel are generally un-,

qualified or too~busy to provrde diagnostic consultation. Because
few registers include follow-up information on reported cases,

_the recorded data are usually incomplete, inaccurate, unverified,
- and outdated. (One state’s computerized register was inadver-
B tently programmed so that every report automatically érased any
+ prior report on the same child.) In addition, most central registers

.operate only during regular busrness hours—9 a.m. to 5 p. m.,

weekdays

‘Although several states provide for telephone access to the

~ register, a greater number require that requests for information.

1
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The Diagnostic Purpose. In 1974, 27 of the 33-state laws creat-




be made by mail. If the register contains a prior report, some
states will notify the inquirer by telephone, but others respond
only by mail. The professional who must make an ihmediate de-
cision about the safety and welfaré of a child obviously cannot

< afford to wait the three days to three months needed for a re- -

“sponse from the register. The following incident, which occurred v

before New York’s Child Protective Services Act was passed in
. 1973, rllustrates the potential dangers of the mail-notification
qystem . a :

s e -

. In Erie County, New York, a case brought before the fam-

ily court as”a result of a report to the counly’s department
* of social services was dismissed for lack of sufficient evi-
dence. More than two monthg before, the, department had

v

cerning prlor reports on the child-or the family. Three weeks
after the%case was dismissed, the department received the
* register’s response: a report of abuse hac been.made about
the. child some 10 months earlier. Because thé& report had

»  been made in Westchester County, because the register’s-

operation was slow and Pecause mail-notification was used,

County. By that time, the department Kad had to close the
¢ case and was unable to \locate the famlly again.

The Statistical Purpose. At least 27 state laws specrﬁca'lly men-
.. tion research or planning as a purpose of the register." But as -

presently organized, most -central registers cannot provide the
kinds of comprehensive and sophisticated data which agency

managers and planners need to develop and improve child pro-
tective and treatment services. Rather than being used as‘a means

to learn"“more about the problem of child maltreatment and to’

« 2 gauge the impact of the reporting process, the typical central
register is little more than a statistical index of past and current
cases. The. only real use of most registers is in the preparation
of statistical reports addressed to the mpst rudimentary questions:

How rany reports? From whom? Reporting what type of abuse?

. Even the-data portrayed in these simple reports are madequate
for statistical use., . .

= e~

Because of fragmented and comphcate,‘d reporting procedurés,
' many reports received by local agencies are never forwarded to

P . N . 3.
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requested information from the state’s central register con-

the information took_mdre than three months to reach Erie
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"7 the central register." In some states, the data in the registog are

neither complet: nor consistent because the state does nof pro-
vide printed forms for reporting to"the register. In California, for
example, ordinary arrest reports or “/injured child reports,” which .
differ with the community, ‘are sént to the central register.’

The scope of most registers is further narrowed by the exclu- *
sion of nonmandated reports—reports made ‘to an agency. other
_than that specified in the state’s reporting law, made by a person
‘who is not designated by law to report, or made about a form
of maltreatment not covered in the.legal definition. In 12 states,
reports of child neglect are not expressly mandated;'? and in 30
states, private citizens are not sub;ect to the mandatory reporting
law. The exclusion of either of these categories of reports from
a central register would clearly have a serious impact on the
statistical picture of chrld maltreatment in a state. A

CompoUnding the problems caused by hayphazard and incom-.
plete collection of feports is the paucity of infarmation in the reg-

ister’s files. The forms uscd to send information to the register . -
-are quite brief, containing little more than the basrc data required

by the reporting law. Data are typically limited to the identifica-
tion of the child (age, sex, and address); a description of .the
alleged maltreatment; and the name of the suspected perpetra-

tor. (In-at least one state; the l4tter is purposely not collected.)

Figures are therefore avarlable for.the number of cases reported,
the ages ‘and sex of children involved,.the incidence by geo-
graphic area, the types of maltreatment reported; and the rela-
tionship of suspected perpetrators, to the childre . Such limited
information tells little about. the children and families involved.
Data that would explore asid ‘document the patterns of abuse and i
neglect and the variations in family status, tfeatmeht programs
and dispositional aiternatives are lackrng

Most registers cannot even reveal elementary operational needs.
The reports they generate present a narrow ‘and distorted picture
of the child protective system, and provide little guidance for-
service evaluation-and planning. For example, ceritral registers -
often do not reveal problems such as what one state calls the
bank” or what another calls the “pending caseload”—reported
cases that have not yet been investigated.
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Generally, even the limited data that the register contains are
not readrly accessible for use and evaluation. Electronic data pro-
© cessing and immediate retrieval capablllty are rare. When a state

reports that its register is computerized, this usually means that

data on manual records have been key-punched for srmple nu-
merical tallying. ‘

t
.

Rethinking the Central Register

Various developments since the early 1960s have served to -

downgrade the original diagnostic and statistical purpose of cen-
tral registers. For example, becdause of broadly expanded child
abuse reporting laws, the register’s original diagnostic function—

to "enable the doctor qr hospital to record concern thatthe child -

may be in an unsafe environment before the evidence is suffi-
ciently specific that it can be reported” *—is no Ionger necessary.

Reporting is now required when maltreatment is suspected the . .

reporter does not need specific "evidence.” o

Stmrlarly, improved chrld welfare and. social service ' record-
keeping has outshone the register’s statistical function in many
respects. Some states are rapidly moerg toward comprehensive
social service information systems which provide more statistical
data on all aspects of social welfare,.including child protective
services, than any but the most ambltlous central regrsters

e

It appears that. many of the functions that have been aSsrgned
to registers might be fulfilled equally well or better by other com-
munity resources. Diagnosis and case management, for exfx@ple

may be assisted as well and with less duplication by such devices

“35 thé social Service ‘exchange,- the state social services informa="
tion systems, or the,agency master index. The same devices and

- rapdom sampling of cases would certainly be sufficient for almost
all statrstrc:al purposes. -

- -~ 4

Exrstrng register systems are in a state of flux. Every year, 10 to

15 states amend their child abuse laws,- including the provisions
< for central registers. At least two states, Maine and Minnesota,
are dismantling their registers, apparently because of cost, dupli-.
‘cation, and fears about the misuse of data. Yet many more states
——ncludrng Connectlcut Florida, Idaho, New Jersey, New York,

Tennessee; and Texas—aré rapidly upgrading their registers’ scope

° a
o
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and capabilities. However, states that choose to upgrade the

- register generally do so without rethinking its role in light of re-
cent developments. As a consequence, these. registers are likely
to be as irrelevant to improved child protective services as their
smaller and less costly predecessors.

Further refinement of central registers can be expected in many

states. One reason.is that the 1974 federal Child Abuse Preven-

tion and Treatment Act, Public Law 93-247, provides for “tech-

nical assistance «{(directly or through grant or contact) to public
and nonprofit private agencies and ‘organizations to assist them
in planning, improving, developing, and carrying out programs
and activities relating to the prevention, identification, and treat-
“ment of child abuse and neglect.” :

In addition, the activities of The Américan Humane Association
. in testing the feasibility of collecting official child abuse and ne-
glect incidence data from all states is having a catalytic effect in
"moving states to vitalize their registers and record-keeping sys-

tems. The associatior;, which is collecting information on the in-

cidente and nature of child maltreatment nationwide, has cre-
ated an obvious need for “accurate, co_v[nplete, and uniform” data
from the individual states.?' = ;

" There is‘no "true” or "pest” approach to the operation of a
central register. Each state must rethink the concept of the regis-
ter in light of its own needs and capabilities, and must tailor its
* regfster system to its particular situation. The following pages pre-

sent alterndtives and considerations in the use and organization
of central registers. o e

Uses of the Register

Properly organized and used, the central register can serve as
one means to begin upgrading child protective services. The reg-
ister<is a largely untapped resource which could be used to ‘co-
ordinate many aspects of a system of child protection. It can be
a prime too] for both immediate and long-term planning. If it
keeps track of prior reports and treatment efforts, the register can

" provide immediate, concrete decision-making assistance to .child

protective workers and other professionals directly involved in
cases. If it stores data on ‘how reports are.handled, the register




v

can monitor and measure the system’s overall perfdrmance and
can present at least an eléementary picture oj the problems in the
system , . .

Specifically, the uses of a properly operated central register in-
clude:
* Assisting dlagnosus and evaluation by/ providing or locating
information on prior reports and prior treatment efforts

e Providing convenient consultation to chlld protective
workers and potential reporters.

] Provrdxng feedback to reporters . I

.»_Measuring the performance of the child protective service

by monitoring follow-up reports ﬂ

e Coordinating community-widg treatment efforts’

* Providing statistical data on the handhng of reports to fa-
cilitate research planning, and program development

=e Providing a focus for public’ and professxonal education .
campaigns. :

Diagnostic and Evaluative Assistance. By providing i,nfr:r.rhation
on_prior reports-involving a child or his or her siblings, the cen-
tral register could facilitate the identification of abuse or neglect;

“and could assrst in the diagnosis of; danger to the child. =~ .

Itis often dxfﬂcult and-sometimes impossible to know for cer-
tain whether a child has been maltreated. In general, the diag-

tvosis of-child-abuse or h’é"g’leét"‘me’aﬁ?fﬁéﬁ' baséd op cértain signs L
or. indicators (obtained through evaluation of the child’s con- '

dition, of other members of the family, of the home, and of the
psycho-social forces operating within the family), a professional
has formed an opinion that the child has been maltreated. This

- decision, if seen realistically, is tentative and at times uncertain.

In one survey, over ong-third of the protectlve workers incer-
viewed admitted their- dxfflculty in verifying- reports of. abuse and
neglect.? :

Smce child abuse and neglect are usually part of a repetitive
or contmumg pattern, information on the existénce of prior in-
juries or other manifestations of ‘maltreatment-could help pro-

s
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fessionals differentiate between the isolated "accident and a
condition that is part of a series of injuries or reports suggesting

abuse or neglect. Knowledge of a previous incident, similar in

. kind, could turn doubt into relative certainty.

Some abusive parents “hospital shop,” taking the child to a
different doctor or hospital each time there is 2 need for medical
care. As a result, a physician or other professional who sees the
child for the first time will probably be unaware of previous in-
juries or suspicious circumstances. By providing such information,
the central register can facilitate diagnosis. As an example, two
hospitals in Albany, New York maintain and share information
from files on suspicious traumatic injuries in children seen.in the
emergency room. Although their files are of more limited geo-
graphic scope than most central registers, and although the rec-
ords™list cases about which there is too little suspicion to report,

the hospitals have identified 75 cases by pattern rather than by -

‘specmc itctelents.?

In sorﬁe\ cases, a protective worker, ph'ysicia'n or other profes-
sional recognizes that a child is abused or neglected, but cannot
assess thé degree of risk in the home or the family’s treatment
needs. Knowledge of prior.reports and their outcome can help
gauge the seriousness of the family’s situation and can be an.im-
portant factor in determining whether_the child should be im-
mediately removed and which services the famlly neéds.

it per——

- 'William Ireland descrrbes how the reglster can aid in evaluating
a report and determmmg a family’s service needs.

Sihce the Central Index on Child Welfare Services and the
Central Registry on child abuse are closely correlated, the
same inquiry may elicit information on whether or not the
child or family is being or has ever been served by the de-
partment or any of the voluntary child welfare agencies
licensed by and reporting to it. This optional procedure may
be interpreted as a diagnostic aid or simply as a means of
reducing duplicated efforts. It is diagnostic in the sense that

a child or family that has been reported previously on sus-*

picion of abuse can be identified and the worker directed to
the source of more detailed information. Even if no previous

20
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report of abuse has been made on the family, a cross-check
with the index on child welfare services will reveal whether
the family has previously been served by a child welfare
agency and so may make it possible to get further back-
ground information to assist in diagnosis or service.”

»

Statewide registers can fulfill an added functlon——locatmg fam- .
ilies who have moved from one county to another. While school,
welfare, employment, and driving records are often helpful in
Iocating individuals or families, they are sometimes unavailable

“or incomplete. In some cases, a statewide index is the only re-

source a worker has to .uncover prior data on a famlly
i

_ Many people question the need for wisdom of using the central

. register as a dlagnostlc tool. Their rationale is that the presence
‘or absence of prior reports is used as a crutch by those who do
not take the time or trouble to evaluate the family carefully. They
fear that many children who should be reported will not be, and
others who should not be reported will be.

But as others point out, the existence &f a.previous report
should be only one factor in such decision making, just as the
absence of previous reports or the fact that a prior report was
unfounded should amount to only one factor to be weighed.
Though information from the register accounts for only a small

.. part of the diagnostic. decision,the-availability-of-the-information "

“ T Tis important. The existence of prior reports can effect a decision
to report or to remove a child by revealing.a pattern of injuries =

or incidents suggestive of maltreatment—a pattern that mlght

otherwise not be recogmzed

If a register is to be used for. diagnostic. assistance, it must- in-
clude information on the outcome or present status of previously )
made reports. Lacking such information, the decision’ maker is . *
left in the tenuous position of knowing that a prior report was
made, knowing that many reports are unfounded, but having no
idea whether the report on the child in question was valid. The
_following example of the difficulties this situation can create oc-
. curred in the emergency child welfare service of a large city:

At nine p.m. on a Friday night, a case of suspeéted child
“maltreatment was reported. The caller ‘identified herself as

21 . .
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the aunt of three children, aged 12 months to five years, who
. were home alone while their mother was out on the town.
A check of previous reports showed that two weeks before,
a similar report had been made by the same aunt. However,
“because the agency did not include information on the out- s
come of reports in ite central information system, the worker
would have had to wait until Monday morning to learn what
had happened from the caseworker’s file.

! -The worker had no choice but to request that the police -
mvect:gate the report. The police went to the apartment,
located in a rough neighborhood, and knocked. Hearing
footsteps but receiving no response, they broke down the
door. Cowering in the corner were the three children and
their terribly fr:ghtened 14-year-old babysitter. The follow-
" ing Monday, the vindictive nature of the original report was
revealed.”

The dlagnoqtlc potential of the central reglster has never been
adequately revealed. Due to, administrative failure to organize
registers properly, to widespread concern over- personal data
banks, and to ambivalence about the underlying premise of di-_ o
agnqstic need, central registers have not yet been used to assist
diagnosis and evaluation.

. 7 . .

Consultation. If the register’s staff has training and, préferably
field experience in protective services, the register can serve as - ©
a means for convenient consultation. Both professionals and pri-
vate citizens ran often benefit from advice on whether to report,
how to handle a particular situation, or what their icgal rights and
responsibilties are.-The advantages of -such consultation_can bhe
almost immediate in terms of mare accurate: dlas;nosw and im-
proved handhng of cases.

Feedback to Reporters. A person who reports suspected abuse
or neglect is rarely informed of the disposition of the report, or
even whether it was verified upon investigation. Requests for such
information are sometimes refused on grounds of confidentiality.
As a result, the reporter may feel isolated from effogts to pretect °
the child. Unsure of the validity of his or her suspicions and of
the consequences of the report, the person may hesitate to report
again in the future. . i

Aruitoxt provided by Eric:
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If the law permits sharing the results of investigation with the.

original reporter, the register can be the vehicle for such feed-
back. Th&® amount of information provided would, of course, be
limited by the family’s right to privacy and the 'source of the re-
nort. Only minimal feedback would go to nonprofessional sources.

Feedback on the validity of the original report can Vr'evfine the

reporter’s ability to use the register for diagnostic purposes, and °

can thus improve the quality and accuracy of any future reports

* the person might make. Similarly, the return of information can
alsq increase the acctiracy of the data in the register by provrdlng

“double check” on the information supplied.

Measuring Child Protective Service Performance. The central

register is more than a compilation of reports of suspected child

“abuse and neglect; it is also an index of past failures of the child

protective system. Every subsequent report on a family, unless

made for malicious reasons, reflects a. prior failure of the system .

to treat or ameliorate the family’s_problems. In New York state,”
for example, 20 to 30 percent of all reports involve previously
reported families.” In this light, the register is hard-and-fast proof

that children and families are not being helped enough. But the

register is not only a critical measure of agency performance; it

"can be a prime tool for improving child protective services.

Protective workers often have dfficulty making the decisions

their role requires. Because, in most states, there is no review of
worker’s decisions, a worker will sometimes avoid making a dif-
ficult decision—by convincing the parents to “voluntarily’’ accept
services, including foster care, without determining their need .
for the services; by referring the case to the juvenile court for
dlsposmon or by keeping the case open indefimtely “for serv-
ices” or “"counseling,” not because the family is being treated

‘or helped, but because the worker cannot make an alternite de-
cision. Such avoidance techniques not only violate families’ rights;
they also make program planning impossible, since agency man- -

agers cannot know the size of the actual ‘caseload and cannot
gauge actual service needs.

" Recruitment of sufficiently qualifieci staff and improved worker
training will be needed to raise the adequacy of child protective

services. But, for the short term at least, the. central register can .

¥
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be used to help protective workers better understand and meet
their responsibilities. For example, workers could-be required to
~send to the register follow-up information on reports. This prac- .

tice would not only help structure the workers’ decision making,

but if the register monitors these follow-up reports, it could en-
sure that reports are investigated, that children are protected
and families helped

The Wisconsin register reviews follow-up forms in order to as-
sure their completeness, to follow up on missing-or unclear infor-
mation, and to identify and notify appropriate regional agencies
of incidences of unmet needs (such as inappropriate interven-
tion). Similarly, Alabama’s Department of -Pensions and Securities
maintains on each child abuse case a central file which includes.
the report of abuse as well as correspondénce from the county
department relating to the family situation and the. protective
service being offered. If the department.feels that appropriate
protective action has not* been taken, it follows up by letter or
telephone :

‘In New York, protective service workers are reqmred to send to
the register a prehmmary report of the investigation within seven
“days, and follow-up reports at regular intervals. This requirement
prevents workers from avoiding difficult decisions on how -to
manage individual cases. In addition, -the inclusion of casework
 reports in the register allows statewide monitoring of cases, pro-
_ vides a centralized and constantly updated picture of the man-
agement of each case, and lessens the danger of lost referrals and
lost rnformatron

Of course, using the register to follow up on reports requires
a sophrstrcated tabbing system. A regrster with follow-up capabil-
ity is an unparalleled tool for managing and monitoring the han-_
dling of cases. With automatic review capability, the register can”
help éstablish agericy and worker accountability A system that
requires progress reports from. intake through disposition en-
courages workers to make early‘and precise decisions on the serv-.
ice needs of individua! clients. It can. also generate case-manage-
"ment data that can be used to measure such variables as the
-.;length of each stage of the protective decision-making process;

" services given as compared to servrces requested; and total case- -
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worker time spent with each ‘case, classmed by~type of case and
type of actmty

”

Coordination of Treatment Efforts. Therapeutic and rehabilita-
tive services are delivered by a social service system that is frag-
‘mented and uncoordinated. Scarce resources are shared, divided,
and duplicated among local child protective agencies, police,
juvenile-.courts, hospitals, and various other public and private
agencies. Referrals for treatment must be followed up if sufﬂCIent
protective and rehabilitative services are ta be assured.

Used as a case—management and case-monitoring device,. the
central register can lessen the barriers between agencies by pro-
viding a constantly updated picture of the present handling of
individual cases. Protective workers making referrals to commu-
nity-based treatment programs could feel secure in knowing that
the register will follovw up on the family’s progress in treatment.
Because-it will have an up-to-date picture of primary case respon--
sibility, the register will further lessen fhe danger of Iost referrals

,and information. o .
N

Research, Planning, and Program Development. After one hun-%
dred years of organized child protective efforts, many of the fun-- .
damental questions about child maltreatment remain unanswered.

*No one knows why some parents maltreat their children while
" other parents, in the satne situation, do-not. We are not even
“sure how best to structure crisis intervention. .

The child’ protectlve system lacks mea mgful data on the char-
acteristics of its clients and how they.are served. Agency planners
lack a sufficient information base forintelligent planning and

- program development. They need statistical data to gauge the

~ effects of different services and treatment approaches.” Virtually:
all efforts to plan and develop services are hampered by a per-
vasive lack-of adequate, objective, and quantifiable information
about the incidence of child maltreatment, its effects on the va--

_rious individuals involved, and how agencies handle these cases.
Without objective evaluation of the methods of treatment, it is
difficult; if not impossible, to make rational choices about what ,
kinds of treatment programs should be developed and to whom ‘
they should be directed.

Q
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No activity, process, program, or administrative procedure in

- thenchild protective system operates so.smoothly that it could not

benefit from systematic scrutiny, evaluation, and improvement.

The impact and effectiveness of reportirig laws, the deployment

of emergency services, the operation of central registers, and the

impact of different intervention and ‘treatment techniques are

part of a broad range of procedural.and treatment issues needing
to be further studied and understood: :

" Central registers, created in part for this purpose, have so-fapy
failed to provide the necelsary data. As a “result, planning for
children and-families cannot be conducted in a predictable or
reasoned pattern. In general, agency planners cannot ‘give the
comprehensive direction that child protective services need. They
cannot maximize the effectiveness of existing resources; cannot
assign priorities in the development of additional respurces; and

' cannot point to a concrete record of accomplishment or need.

.

Organized and operated properly, a central register could
analyze the extent, nature, and demography of reported child
- abuse ard neglect; reporting patterns ‘and compliance with the
.reporting law and administrative procedures; the use of the reg-
~ ister for diagnosis and evaluation; the deployment and effective- .
ness of child protective personnel; and the impact of treatment
programs. : S :

-~

. But a central register is no better than the quality of its data
and their potential for useful application. In the past, too little
attention has been paid to what should go into the register, and
how it should be collected and entered. If the register is to be
used only for research or planning purposes, there is no need to
accumulate data on every case. All reported cases do not have to
be examined in order to determine, in a statistically valid manner, _
the age distribution of the children reported, the distribution of
the nature of abuse reported, and so forth. Raridom sampling of

»  the caseload will suffice. If a sampling of 1400 households can

“lead to a prediction of the outcome of a presidential campaign
within one or two percentage points of accuracy, it is not neces-
sary to read every file or to have a printout on every case reported
to the register. R \

. . Modern information systems can generate 'great quantities of
. data without providing the information needed by management

~
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in a usable form. The statistics, charts, and reports a central reg--
ister can generate have“the potential to overwhelm managers
with enormous quantities of data, much more than they can pos-
sibly ever read, let alone use. If unchecked; the mania for collect-
ing statistics can be the undoing of central registers. S

Finally, statistical information must be pursued and used with
caution. Conclusions about cause-and-effect relationships in the
real world of child maltreatment can be superficial. True relation-
ships are complex and inextricably interwoven with many differ-
ent, and sometimes hidden, factors. Even now, the most basic rela-
tionships are poorly understood. For example, it is often mislead-
ing to attempt to apply scientific measures of cost effectiveness to
child protectivé procedures. Even numerical costs include both
direct and indirect burdens that cannot always* be  discovered:
Furthermore, numerical measures tend to oversimplify and dis-

. tort issues, since considerations such as justice, individual liberty,
rights of privacy, and humaneness are Seyond the realm of quan-
tification. The cost-effectiveness approach should not be used to
decide questions invol¥ing unmeasureable human values.

Public and Professional Education. By collecting, analyzing, and
disseminating statistics and other information ofi’ the incidence-
and severity of child maltreatment, the central register can help
alert people to the nature and extent of the problem*locally. In
addjtion, if the register serves as the 24-hour recipjent of all re-
“ports, it can become a convenient and dramatic focus for public
- and professional education. Instead of presenting a complicated
discussion of where and when to report a particular-type of mal-
treatment in a particular community, the campaign’s’ message
could be: ”If you suspect that a child is abused or neglected, call.
the central register.” . Co :

3 S

Organizational and Operational Considerations

-

Most state laws, with a few exceptiops, do mot specify the
operations of the register. In genetal, they provide only that a
specific state agency “maintain a central register of reports,”” note
_its diagnostic or statistical purpose, and in some states describe
- the data that are to be contained. The register's organization and
its mode of operation are left to administrative decision.”

P
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accepted decisions about its functions and operations should be

_made. On the following pages, some of the issues that warrant

careful consideration are dlSCUSSEd

- The A.gency Responsible for the Register All but a few eéxisting

central registers are maintained by the social service agency hav-
" ing prime child protective tesponsibility in the state. It would be
advisable for all states (and communities operating registers) to

adopt this practice. If one agency receives, investigates, and fol-

lows up en reports but does not maintajn the register that stores
them, there is a greater risk of misuse of the register and greater
hkellhood that the register will not be used at all. For example, it
would be lmpractlcal if not impossible to use such a register for
- casework monitoring. In effect, protective workers would have to

‘Before a central register is established, concrete and‘bréaaly

o

-make follow-up reports to another agency which would, in turn,
have to supervise their day-to-day activities. « : B

Geographic Scope. Central registers now operate at ‘the city,.
county, or state level. There are currently 46 statewide registers.

In South Carplina, registers are countywide in scope. Somé states
have a two-fier system, with registers at the city or county level
in addltlon to one er the entire state, s

In dectdmg geographlcal coverage, at least three considerations
must be balanced: the transience of the population; the cost of
maintaining the register; and the confldentlahty of the names and

-histories. recorded. . :

Like US families in general, families in which children are -
abused and neglected are geographically mobile. Although their

movement sometimes results from the desire to escape detection,
their transience for the most part appears to stem from the same
social and economic forces that cause Americans in general to
“move. Since abusive and neglecting families move not only within
cities, counties, and states, but throughout the country as a whole,
‘local ‘and even statewide registers seem to have limited value for
dlagnostlc purposes. To maximize the diagnostic function of
~ registers, it.would seefy most appropriate to have a system of data
exchange between the registers of individual states. Some states
are already encouraging such cooperation. Texas law, for example,
states: “The department may adopt rules and regulations as are

28
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necessary in carrylng out the provrsrons of this section. T{;-gp rules * |
shall provide for . . . cooperation wrth other states m exchanging

The strongest argument i favor of broad geographrc coverage
concerns cost. Economrcally, it is unrealistic to establish a” 24e
hour, seven-day-a-week service that miay be needed after hours -
only once a week, as probably would be the case in any small-
population area. New York's statewide operation serves a popula-
tion exceeding 18 million, handles more than 70,000 cases
annually, and costs over $4OO Q00 a year. To reproduce the state-
wide system in Erie County, New York, which has a population of
1,200,000, the cost would be almost $200,000 a year."While New
. York law permits any county to set up.jts own register system,
only one county outsrde of New York City.has done so. to date . &

The hroader the geographrc coverat,: of the,regrstgr, the

 can deteriorate. In addition, because the larger quantity of data

greater the potential to match previous reports for diagnostic
and evaluative pyrposes, to ensure inbiased monitoring of the . -
protective process, and to achieve economres of scale. But there
are disadvantages to increased coverage. As the register's geo-
graphic scope expands, the bond of local ceoperation and trust

%attracts more. attention, and because broader coverage requires
‘the register’s staff to respond to inquiries from distant and un-
known callers, there is greater danger of unauthorizeg access to
confidential rnformatron errtedsgeographrc)covera makes it -

easief to"secure the confidentiality of recqrds and facilitates
cooperative, trusting relationships between the register's: staff
and local child protective professionals. (Measures to protect the °
rrghts of reported families are drscussed later in this chapter)

“m

Contents. If thé central register fis to fulfrll its prescribed, func—
tions, its contents must' be complete -and accurate. Because of
the often hazy distinctions between abuse and neglect, the regis®
ter should include data on all cases of child maltreatment, even
those not specifically,covered in the state’s reporting law. In
some communitiss, as muc‘j‘r as 90 percent of the total CPS .case-
load involves cases of maltreatment other Ithan physical abuse.
To limit the register's contents to-particular cases of maltreat- _ -
ment would -produce a highly_inaccurate prctuf'e of the local
incidence of abuse and neglect Hurdreds orperhaps thousands
of endangered children would be excluded from the’register’s

k]
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rds. In turn the dlag,nostlc statistical, and momtormg func-

.tlons of the register would suffer..

o
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Similarly, the contents of the register should not ewclude
reports on the basis of ‘the reporting sourée or the _agency to
whjch they are made. Urless the register receives all reports of
suspected child maltreatment made to any local or state agency,
protective workers and other professionals cannot rely on the
register for diagnostic assistance, agency administrators .cannot
rely on it to measure agency performance, and planners cannot
rely on its data to.assess programmatlc needs.

Each record in the centrzrl register should contain at a minimum.
the follnwmg information: :

=

ldentiflcanon and demographic data, mcludmg the name,
address; dge, $ex, and race of *the child and of his or her

. parerits or guardians; the name of the person or persons ,
responsnb]e for "the suspected maltreatment; and family
comp@s{tlon and economic status

{ o
e Information about the initial report, including the nature

- and extent of the child’s injury or condition; as well as

any evidence of prior injuries, abuse, or maltreatment to
the child or his or her siblings; identification of the
reporter, his or her occupation or relation to the family
(fi 1d, relative), and where the reporter can be contacted;
a ...nmary of the actions taken by the reporting source,
such as taking photographs and X-rays, placing the child®
*  in protective custody, or notifying the medical examiner
" or coroner; and the date and time the repdrt was received

o Information on the handling of the report, including an -

inmitial evaluation by the child protective agency of the
family situation and the risk to the child and his or her
siblings; the actions taken or contemptated; whether the
report was unfounded or indicated; the plan for family
treatment; services offered and services accepted; and an
evaluation of the child protective and ‘treatment process .
including, when indicated, an evaluation of the family’s"
needs that have not heen met, needed services that are.
not available, existing services that are unsuitable, and the
. family’s need for ddditional services,

\
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Mode of Operation. As noted earlier, registers can be operated
‘in various ways. They range from index-card files to sophisticated
computerized systems. They may be open a few days a week
during regular office hours or may operate on a ‘round-the-clock
basis. Their design and operation are, of course, determrned by
their functions. - -

Although most child protective decision making is safely made
between 9 a.m. and 5 p.m. weekdays, situations requiring access
to the register do arise after regular office hours and on week-
ends. To provide diagnostic and evaluative assistance, the register
must be conveniently available at any hour, any day. To facilitate -
both reporting and access to the register, many states use a -
statewide, toll-free telephone number for the register that is open
24 hours a day.

A computerized central register combined with a statewide
system of remote access terminals, much like Tennessee’s devel-
oping system, would be an optimum system for many states with
large child protective caseloads. But it is not a necessity. An
upgraded central regrster can be operated satisfactorily with
electronic data-processing. assistance. For example, during the
first year of operation of New York state’s new register, some
60,000 initial reports and ever 75,000 progress reports were
‘processed manually. The register’s staff was never more than
one or two days behind in its workload—which is generally equal
to or perhaps less,than the lag in a computerized system of the
same size. .

All the operations of a central register depend on the skill of
and the resources available to its staff. If there are too few
workers to receive and enter reports and to respond to personal
inquiries, if staff members are not adequately qualified or trained,
or if there are' not enough incoming and outgoing telephone
lines, the effectiveness of the register will be compromrsed and
its work may grind to a halt.

Access. Information in the central register should be confiden-
tial; it should be made available only to certain specified persons
under specified conditions. Limiting access to the register clearly
limits its use; yet broadening access increases the possibility of
its misuse. :




*
3

Although several stites allow all mandated reporters direct

access to the register, most states severely limit access. Direct
access to the register’s information is often restricted to child
protective workers.. Of 27 state laws that assert a ‘diagnostic
purpose for the register only 12 allow access by physicians B

The reason for Ilmrtlng access involves a twofold concern over

the misuse of the register’s information. First, large-scale access -

to the personal and family data in the register unreasonably com-

promises the right to privacy of those whose names and histories -

are recorded. If all mandated reporters are allowed access, there
would be immense practical problems in guarding_against unau-
thorlzéd disclosure of information. One alternative would be-to
give an identifying code number, much like a credit card number,

to each person mandated to report. To obtain information from ]

the register, an individual would first have to recite his or her
code number together with a password. (Tennessee will require

this procedure for access to its.computerized central register;"

but in Tennessee, only protective workers are granted access.)
Fraser suggests a simpler but less secure system.® The person
requesting data would have to glve his or her name and address.
Once the requested information is obtained, the operator can
~ check the given identification with the Ilstmg in the city’s tele-

phone directory. If the name and address can be cross-referenced. -

and if the person is mandated by law to have access to the

information, the operator.will telephone the |nqu1rer and give -

the requ ested data.

The second concern over misuse of the register is that many
individuals may not know how to use the data intelligently. As

discussed earlier, a potential reporter could use the presence or
absence of a.prior report as the sole determinant for reporting
~or not reporting a child. Many states therefore withhold from
. ‘poténtial reporters information about previous .reports, partic-

: ularly since the law requites the reporting of reasonable sus-’

picions only

Both these arguments lead to the conclusion that direct access
should be limited to protective workers. But the issue of access

to the registér cannot be settled so easily, since other profes- -

sionals must often exercise child protective responsibility. For
instance, in all states, the police have the legal authority to place
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children in prétective custody; and, in many states, physicians
also have this authority. A doctor seeing a bruised or emaciated
child in-a hospital emergency room must determine not only
whether the case should be reported but also whether the child
should be allowed to return home. One part of the physician’s
decision relates to the possible risk to the child between the
“time the family leaves the hospital and.the protective worker’s
visit to the home; an equally serious risk, particularly in urban
areas, is that the famrly will disappear into the anonymous city.
. Professionals havrng decision-making responsibility similar to
that of CPS workers should be allowed access to the same infor-
" mation that protective workers can use. Although the sharing of
information between professionals is often a-suitable alternative
to direct access to the central register, it is not a practical solution
for the police officer or physician who needs particular informa-
tion qulckly or at times other than during regular working hours.
To minimize poténtial misuse of information, those duthorized to
- have access, including protective workers, should be trained in
the register’s use; records should be updated with' follow-up
reports; and unfounded reports should be removed. Any other
professional having contact with an abused or neglected child
should be able to obtain needed information through consulta-

tion with local protective workers.

If the register is to be used for monitoring and research, its
data should be available to such individuals as academic research-
ers, policy planners, and legislators. Child protective services need
the advice and assistance of universities, corporations, and various
other institutions and groups. There is no sharp line drvrdrng the
research that agencies can do internally from that which is more
appropriately performed by independent researchers. But those
outside the child protective system are generally better able to
question its long-accepted assumptions, to explore new modes
of action, and to conduct long- range research which could lead

to basic alterations in the system’s structure and functioning.

fn an effort to protect the rights of families about whom data
are recorded in the register, agency managers should not lose
sight of the legitimate informational needs of outside researchers
and investigators. An agency’s mistakes and weaknesses can easily
remain hidden behind the cloak of confidentiality.

- 33
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The subjects of a report in a central register—that is, any
reported child and his or her parents or guardians—should also
be granted access to the register. They not only have a right to
know the recorded allegations concerning their family situation,
but only with knowledge of the contents of the record can they
pursue their legal rights to have the record amended or removed.

Protecting Civil Liberties

Although some people are unduly concerned about the exis-

. tence of data banks, there is no question that they pose a poten-
.tial threat to: families’ individual liberty and ability to reform.
Central registers often contain the unverified suspicious of thou-
sands of individual reporters. Many reports received, stored, and
made easily accessible by central registers prove to be unfounded
—depending on' the community, between 10 and 60 percent.

" Sometimes, neighbors or relatives report for ‘malicious reasons;
more often, well-intentioned reporters are simply mistaken in
their suspicions. But whether the reports in the register are con-
firmed or unfounded, it is essential tg protect the rights of those
reported. The register containis information on the most private
,aspects of personal and family life. There is a definite risk that
‘improper disclosure or misuse of these personal data could
stigmatize reported children and families.

As an example of the potential danger, a worker from Mas-
sachusetts noted that some automobile companies are identifying
high-risk groups as_a means of determining potentially poor

“insurance risks, and that one of the factors being examined is
family stress. Without appropriate provisions regarding dis-
closure, it is impossible to be sure how information released

- from the register may be used. '

The coming computerization of registers, with easy electronic
retrieval of information magnifies the potential dangers as well as
the potential benefit of registers. As more states seek to improve
the accessibility and usefulness of the ‘information in their regis- .
ters, greater consideration, must be given to the uses to which
the material is put and the conditions under which it is used.

In most states, at present, those reported are not informed
that their names have been entered into the central register; -
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they are not permitted to see their files; they cannot have un-
founded information removed; and they have no right to appeal.
- Often, there'is no provision to erisure the security or confiden-
tiality of the register’s data.

A typical response to these facts is that the protection of
children inevitably results in. the compromise of parents’ rights.
However, both the law and-the central register, while “designed
to protect endangered children, can also protect the .legitimate
tights to privacy of reported children and. families. There are
legitimate needs to maintain central registers, but the need to
. store and use personal information about individuals and families
should not forestall efforts to prevent the register’'s misuse. All ..
the civil libertarian criticisms of central registers (with the excep-
tion of the generalized fear of -personal data banks) can be
avoided through mtelhgent planning.

After studying the competing needs of administrative efficiency
and citizen’s rights, the U.S. Department of Health, Education,
and Welfare’s Secretary’s ‘Advisory ‘Committee on Automated
Personal Data Systems made a series of recommendations con-
cerning the maintenance of social data records. The following
recommendations of the committee are directly apphcable to
central reglsters

e There must be no personal data record- keeplng systems
whose very existence is secret. a

. There must be a way for an mdwxdual to find out what
“information about him is.in a record and how lt is used.

o There must be a way for an individual to prevent informa-’
tion about him- that was obtained for one purpose from
being-used or made awvailable for other purposes without
his consent.’ .

e There'must be a way for an individual to correct or amend.
a record of identifiable mformatlon about him.-

. Any organization creatmg, maintaining, using, or dls-
seminatipng records of identifiable persenal data must
assure the reliability of the data for their intended use
and must take precautions to prevent misuse of the data. -




.There should be civil and*criminal penalties for unau-
thorized use of informatién.*

It should be noted that such protections are parallel to those
being established for credit and financial records.” '

In order to protect the subjects of a report in a central register,
there is a need to ensure the accuracy and integrity of the infor-
mation recorded, and a need to limit the use of recorded data
to the register’s relatively narrow functions. .o®

, To ensure accurate information, the subjects of a report should
have the right to review the contents of their file and to make
appropriate application to amend or remove the material. In
Connecticut, welfare department regulations provide that the
parents of a reported child may request that the welfare com=
missioner remove the child’s name from the register; if the
request is refused, the parents will be notified in writing of the
reasons for the refusal. New York’s 1973 Child Protective Serv-
ices Act guarantees children, parents, -and other subjects of a
_report the right to receive a copy of all information contained in
the central register. However, the state commissioner is autho-
rized to prohibit the release of data that would identify reporters
or anyone who cooperated in 1 subsequent investigation, if the
commissioner reasonably finds that such disclosure will jeop-
ardize their safety or interests. In addition, the subject of a
report may request that the commissioner amend, -seal, or
expunge the record of the report. If the commissioner refuses
to comply within 30 days, the subject has a right to a fair hearing
to determine whether the record should be amended or expunged
on the grounds that it is inaccurate: or being maintained in a
manner inconsistent with the law.
Statutory provisions in at least four states’and administrative
* provisions in others require that records be automatically sealed
or removed if they-are unfounded or otherwise inappropriately
‘made or kept. In addition, some states have provisions to seal
or remove a record once the child reaches a particular. age,
usually 18 years. L

In order to restrict the use of data in the register to a narrowly
defined group of persons having a legitimate need for the infor- -
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mation, 13 states have legislation limiting access to the central
register. As noted earlier, these laws generally grant access to
child protective workers and sometimes to physicigns, police,
and the courts as well. In eight other states, the register’s records
are confidential, and the agency that maintains the register is
authorized to allow ‘access to certain persons. Some states have
no specific statutory provision regarding the confidentiality of
the register, but rely on the general confldennahty of. social serv-
ice records to limit access to records in the register. In addition
to limiting access to specific persons, some states prohibit tele-
phone access to the register. Finally, an increasing number of
states are enacting provisions for criminal and civil liability for
the unauthorized disclosure of information from the register. _

Legal restrictions on the use of the register are essential. The
central register can prove to be an invaluable asset to a com-
munity’s efforts to manage child abuse and neglect. But unless
its function is explicitly defined, its design and operation care-
fully planned, and its information closely guarded, the register
can prove to be a device that not only wastes money and stores
useless data, but compromises the rights of children and families.

The central register is an attractive technological solution to a
complex social problem. But its potential is easily exaggerated
and its utility easily' compromised. The mere establishment of a

“central register, even if it is the most elaborate and promising of

systems, is not the end of the .process of improving:child pro-
tective services. But it is a good beginning.’ :

Hotlings*

" Several weeks before the Child Abuse Listening Mediation
(CALM) hotline started up in 1970, Enid Pike visited a number
of Santa Barbara agencies to explain the new service that she-~
helped create and ta solicit their cooperation. She was surprised
to discover a good deal of skepticism. The purpose of the hotline
was to; recejve reports of suspected child abuse and to offer
direct assistance to callers who feared harming their own chil-

e e o e e

*MucH of this section has been adapted from material. written by William E. .
Howard for the Office of Child Development in 1974,

’
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dren. It was the self-referral part of the service that professionals
questioned: “What parents would pick up the phone and admit
to a stranger that they -had hurt or even contemplated clobbering.
their children?” Yet in CALM’s first year, 30 percent of the hot-
line’s. calls were self-referrals from parents. The proportion of
self-referrals has since risen to 72 percent of the total number
of calls CALM receives. :

The CALM hotline incorporates‘the functions of the two basic
types of telephone hotlines: the reporting line, set up to facilitate .
reporting of suspected child maltreatment; and the crisis-inter-
vention line, aimed at helping parents who call out of fear of
hurting their children.

This section deals primarily with the crisis-intervention hotline,
but this focus should not imply that the reporting line is without
value. Florida, New York, and Illihois are among the states having

- public-supported reporting hotlines; and many metropolitan wel-

fare departments operate similar ‘round-the-clock services. These
telephone-reporting systems tend to be well publicized and
focused on immediate investigation and intervention. But while
reporting lines have produced. an often-dramatic increase in

“reports, most receive relatively few self-referral calls from parents.
‘As Jeanette Dille, the executive director of Connecticut’s Child.

Care-Line, a citizen-run hotline, has observed: "Few people-are
going to call an official hotline and say they need helj; to prevent
them from hurting their children. They are too afraid that there’ll
be a policeman or a social worker at their door and that they’ll

find themselves in a-worse mess.” .

The crisis-stervention line, on the other hand, is specifically
designed to reach these parents. It is similar in many respects to
other special-purpose. hotlines, such as those providing crisis
intervention for suicide prevention, drug abuse, teenage prob-
lems, and, venereal disease. The crisis-intervention line provides .
an instant outlet for the distressed parent through the listener

. or answerer on the other erit] of the line. The caller can maintain

his or her anonymity, knowing that there is no obligation to
accept the assistance offered.

The crisis-intervention line has a déci_dedlym‘ore complex
function than the reporting line. The ultimate purpose of both
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is to provide help for parents a'.nd‘protection for children. Yet

the reporting line functions specifically as a resource for iden-
tification of abusive and neglecting families, while the crisis-
intervention line can serve as a therapeutic and preventive

resource as-well as an identification device. The hotline functions

therapeutically when the listener can provide immediate under-
standing and support for parents in a time of crisis. It functions
as a preventive mechanism when parents can release their frus-

trations through talking with the listener rather than through vent- -

ing their feelings on their children. And it serves as a resource for
identification by allowmg ‘parents in peed of heIp to identify
themselves.

Individual hotlines vary in the services they provide. Some
function”mainly as a referral service—they refer callers to appro-
priatg, community services and check back to confirm that the

referral contact,was made and whether alternate. or additional
referrals are needed. Others with professional listeners supple-

ment refefrals with crisis counseling over the phone. Still other’

hotlines provide volunte‘ers who visit the parents in their homes.

The followmg drscussmn makes no attempt to present a model

of the ideal service. Rather, it focuses on the problems one can’

expect ‘and the issues one should consider in plannmg and
operating a hotline. - .

How to Set-Up a HOtIine

There are no hard-and-fast rules for setting up a-hotline, but
there are a number of organizational and operational issues that

have to be considered. As a first step, several basxc questxons

should be answered:

e |s the service really needed? Wl” it duplicate an existing
service?-

s What area will the hotline Serve? What is the poteniial
number of callers?

e Is the service preparéed to deal with every type of call
relating to child maltreatment—from parents in need of
help. and from others reporting inciderits of abuse or
neglect? = — :

T
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* Can the hotline be integrated .with other community serv-
ices to provide meaningful assistance to families?

As a means of answering such questxons the founders of sev-
eral present hotlines began by conducting careful surveys of hot-
lines operating locally. Surveys can be invaluable for determining
potential duplication of service. In addition, experienced hotline
administrators, even those functioning in a different area of crisis
intervention, can provide practlcal suggestions and guidelines on
defining the area and populatlon to be served, handling calls,

" setting up the phone service, obtammg funds, and otRer opera-

tional concerns.

Anothér helpful preliminary step is to review the literature on
hotlines. While little- has been written on hotlines for abusive

“and potentially abusive parents, there are mumerous articles on

the development, operation, and impact of other types of crisis-
mterventlon lines. .

LY

Having some understanding of the problems lnherent in operat-

ing-a hotline, one should answer the following question honestly: -~

How well equipped am | to sustain such a service professionally,
emotionally, and physically? It is easy to be misled by the
“glamour” of starting a hotline. However, establishing and

- operating a hotline has to be seen realistically—it is a commit-

ment to an endless amount of difficult work. The experience can
" be rewarding, but oply if 'the service lS truly responsive to the
needs of callers. -

t
N

Authorities at the National Center for the Prevention ‘and -
Treatment of Child Abuse and Neglect in Denver feel formation
of hotlines by well-meaning but inexperienced groups should be

_ discouraged. As one Center offxcnaLexplalns "We hear too oftgn

" about some housewives raising money through a bake:sale, set-

ting up a telephone, and advertising the number between the -
T.V. soap operas. When they start to get calls from parents in

trouble, they become frantic—they don’t know what to do with -
them. As far as I'm concerned, private-group hotlines are almost
worthless unless they have professional backup or the ability to
coordinate resources and make referrals.in the, community "

Officials at the Center suggest that hotline llsteners should
ideally be pro?essxonal social workers. They also emphasnze the

«

40

50




A
[

‘need for structured handling and follow-up on calis: there should

be a standard procedure for a social worker or a trained volun-
teer to make the initial contact.with the parent, for review of
the case (perhaps by a- muItxd:scupImary team), and for making
decisions regarding the assistarice given to the parent. A hap-
hazard.handling of calls should be avoided at/fall costs.

Geographic Service Area. The target area arjd client population
defined for s2rvice ‘should match the servi es the hotline can
provide. If service is to be-limited to referfals, the hotline can
serve a larger population than can one relyin prlmanly on volun-
teers to personally assist parents who call fo help.

There may be a temptatlon to start with a wide geographlc .
area or a large population, particularly if local services are lacking
or scarce. But'a new program can easily be overextended. It’
‘usually takes several montns for-a hottine to become known in a.
communlty, as word oa the servicerspreads, the number of calls
‘can_increase dramatically. If unprepared, the service may find"
its effectiveness decllnmg -The quality of the service is more
important than the size of the population served, éspecially in
the beginninrg stages of the program. If resources are limited,. it-is

\advisable to start with a small ‘service area and to expand as

. rersonnel and funds develop o :
rgamzahon In terms of organization and operation, there are

three basic types of hotlines: those operated by a parent orga-
nization, such as*a hospital. or protective service 'unit; those
affxllated with another organization; and those that are totally
mdependent Each type has its advantages and drawbacks.

‘The prlmary advantage of a hotline run by a larger organiza-"
tion is its secure source of funding. In addition, the parent orga-
nization “may ‘offer more. credibility for the service with other
community agencies and may provide resource personnel .and
consultants. But there may be a price for these benefits. The
parent organlzatlon may stipulate rigid management. practices, .
such as in the employment of personnel, and may limit the num-
ber or types of services provided. Also, potential callers may
doubt the confidentiality and helpfulness of a hotline run by a
large organization or a public welfare agency.

Partially or totally independeth hotlines enjoy considerably
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more freedom. They can set their own operating standards, and
can select their own personnel and training methods. Once
established, the service may gain even more credibility with the
communlty than the hotline run by another organization. The’
main drawback to the affiliated or independent service is_the
almost continual need to write’ proposals and solicit funding.
All the resources needed—from office space and telephone

. equipment to listeners and other! personnel—have to be planned
- for and budgeted.

-~

¥ While the type of organlzatlon is essentlally a matter of choice, N
- the various alternatives should be thoroughly 1nvest1gated before <
+a final decxsron is made. : '

. Funding. There are many ways.to obtain hnancxng, but- most' .
demand both time and_effort. In general, competition for funds .
is bl‘lSk Sources of start- up and operational .monies-include pri-

vate foundations; various community and business groups that
regularly allocate money to social service agencies; and affiliation
with a civic group, a hospital, or an educational institution.

‘Several hotlines have been started on demonstration grants
from state and county mental health departments a few.have
managed to obtain-increases in these ‘grants and to maintain
them on a continuing basis. But public funding has i€ disadvan- -

- tages, being subject to budgetary cutbacks and annual Justxfxca-
tions. s

‘Regartlless of how financing is obtained, fund raising.tends to
be an ongoing activily of any independent service. The task can
be handled most efficiently if delegated to a specifc person or

- group—perhaps to, the service’s board of directors, or to an
auxiliary group that can -conduct bazaars and other fund -raising -

events. :
- . [} '\'
- Before prospective funding sources are approached, it will be -
- necessary to develop a budget. Get firm figures on the costs of
-rent, utilities, insurance, phones, paid staff, consultants, -office
supphes and expenses - for volunteers if they are to be used. To
show that these costs are reasonable, it may be hetpful to have
the budget of-a comparable hotline in hand. - o
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At the administrative level, a hotline, must be run like any
other business. *Responsible accounting practices should be
develaped early ‘for the income and outgo of funds. It is also
important to maintain records of both the number and ¢ype of
-calls received and the services delivered. These records can be
-used to keep track of cases ana their disposition; and will provide -
valuable statistical data to support fund-raising requests.

<

Managemen®. It is generally recommended that the administra-
tor of the hotline be a professional such as a social worker or a
psychologist. In addition, a decision-making body or advisory
group can be extremely helpful. Some hotlines have boards of:
directors .drawn chiefly from their own staffs; others are man-
‘aged by groups comprising Various specialists in case manage-
ment as ‘well as community |eaders. The. broad-based advisory
group offers two specific advantages: its professional members
can provide the service with readily available consulfants; and’
community leaders can be influential in raising funds. One hot-
line service is considering the establishment of two boards—one
to provide professional consultation, the other to manage fund
raising.. P ' o ' E .

. ,

Type of Service Provided. The decision on the type of service
the hotline will provide has to be based on the needs of the
. community and the number and quality of services already avail- .
" able locally. Connecticut’s -Child Care-Line provides some tele-
phone counseling along with referrals to appropriate community
. agencjes; the Parental Stress Service of Berkeley, California sup-
plements its referral service with direct in-home work.by volun-
teers, three therapy groups for parents, and a speakers bureau.

.+ "Other hotlines, lacking syfficient professional backup among their
"« ,own personnel, have ‘established links with local*CPS units, and

call on their staffs when needed. County welfare departments
prqviding this type of backup place a certain number of case-
workers on 24-hour call and rotate them on a weekly basis.

_ As-inditated earlier, an initial survey of the.community and its
existing resources can be invaluable in determining the type of
services,needed. Here again, there are advantages to beginning
conservatively and adding new services as additional funds and
personnel become available. T
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.Making Referrals ind Using Consultant\s.: Among the prerequi-
sites for success is that the hotline be fully integrated with other
community service agencies, particularly the child protectide
service unit. In order to provide appropriate assistance to callers,
an up-to-date referral list of all relevarit community services—
from mental health clinics, to alcohol‘and drug treatment centers,
to day care centers—has.to be developed and maintained. The
list should include the names of key personnel, the addressand
the telephone number of each facility, and a brief descrip-

' tion of every service. The administrators of each: agency should

criteria for accepting refeyrals, operating hours, and other relevant
matters; in addition, the agencies must be informed that they
will be used for referrals. : v

be contacted for infom\ation about the services provided, their

.

~ The real test of how well the sertice has been prepared comes
when community agencies are approached to integrate their
services with the’hotline. No hotline can survive in a vacuum. The
people in other agencies must know and trust the hotline’s ser-
vice if there is to be an exchange of referrals. Agency administra-
tors will probably want to know the professional qualifications
of the hotline’s staff; the goals,sphilosophy, and standatds of the -
program; and the types of sérvices that will be offered. Expect

“tough questions, and do not be surprised if some agency admin-

istrators perceive the hotline’s services as an encroachment on
theirs. o :

o
o

in a’ddition' to the referral fist, it is important to develop a list
of on-call consultants, particularly, psychologists and psychiatrists,
who are available iri emergencies and on short notice. Consul-
tants can be used in various ways: to expedite problem solving,
they can be brought in on a telephone conference-tall; -in an
emergency, they may be needed to provide immediate assistance

" to the parent at home; in a less ¢ritical situation, they may agree

to see the parent in their office the next day or within a short time.
Some consultants may reduce their fees far people with low in-
comes or may provide counseling over the phone without charge.
As noted earlier, some hotlines use professionals from their boards

. of directors as consultants. This is probably the most effective

way to obtain consultants who understand the goals and policies

» of the service and who are committed to its success.

-4
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. Recryiiting the Staff. A teléphone call from an anguished parent
may mean life or death for the child involved; the person taking
the call must know how to handle the situatten responsibly.
Whether a professional, a paraprofessional, or a lay -volunteer,
each staff member must be professionally ‘competent. It is also
important that the staff be as permanent as possible to assure
continuity of service and to reduce the need for repeatedly
trammg new personnel.

»

-

" The staff of the hotline deals with parents who typically are
isolated, of low self-esteem, and in a period of crisis. In general,
the callers need support and friendship, a kind of mothering
that will help restore their own self-respect and dignity. The
type of personnel hotlines generally seek are mature, compas-
sionate, patient, and able to apply common sense to family
probléms. Voice tone is important, as is the individual’s ability
“to deal with people in a- sympathetic, nonjudgmental way.
Preferably, staff members are successful parents whe have had
the advantage of being raised by a loving family.

Many hotlines employ a combination of key professional socia
workers, paraprofessionals, and volunteers. The composition o
the staff and the personal characteristics of the workers will
reflect the phllosophy and goals of the service. Choosing the
right people is essential, since the success or failure of the hotline
“will ultimately rest with its staff. _ e

4
»

Professionals. Most hotlines hire’ as their key professionals
social warkers .who are experlenced in child protection and
mental health-and who are famiiliar with social services in .the
community. Ideally, they are skilled at training paraprofessional
listeners and volunteers, and are able to conduct educational
programs for schools and communlty groups.

The fu’st step in recruntmg professxonal personnel is to des:gn
a job app\lncatlon form that will highlight the individual qualities
sought and aid in the initial screening of applicanits. It is impor-
‘tant to’ cons:der spec:al characteristics of the population to be
served. For example, is it necessary to hire one or more bilingual
staff members? Professional consultants might be asked to help
devglo,p the application form. = . o

I




Applicants can be . obtained in various ways: throvgh news-
paper advertisements, through employment agencies, or simply
by informing other service agencies that positions are available.”
‘A sufficient number of applicants can often be obtained by word
of mouth alone. - . . : '

The screening of applicants should be professionally and care-
fully handled. It may be helpful to have consultants in mental
health; child protection, and family counseling participate in the
screening process. Interview applicants personally as well as .
over the telephone to gauge how well they will communicate
with callers. ‘ '

Paraprofessionals. Some hotlines employ paraprofessionals, with
on-call professional backup, as listeners at night and on week-
ends; and referral services frequently hire paraprofessionals as
full-time employees. The qualities generally desired in the para-
professional are much the same as for .professional” workers.
Hiring procedures are also similar to those described above,
although the screening process may not have to be as stringent.

— e

olunteers. In most communities, volunteers can be recruited
quite easily through community service organizations. However,
careful screening is needed if volunteers are to meet the special-
ized needs of the hotline service. The administrators' of one
hotline require candidates to complete a very- long application
form that includes probing questions about their childhood and
parenting -experiences. With this technique, two-thirds of the
applicants requesting the form never return it; most of those who
do complete the form pass the screening process. :

-

The volunteer program should be designed with care. Decide
exactly”what duties volunteers are to perform, and be certain
‘they know whiat is expected of therh. One program requires alt
volunteers to make a time commitment of ope year, including a
certain .number of hours each week plus two training sessions
each month. Volunteers should be kept busy without being over-
worked. Limit the number to those actually needed.

_Training the Staff. A well-planned training program is important.
Appropriate training can enable the staff to share information
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clearly, can improve telephone- commumcatlon technlques and
can enhance sensntwnty and awareness.

Training - sho ld begin W|th a thorough orientation to the
problem and rmanagement of child maltreatment, followed by a
specific orientation to the service itself. For example a reading
list of general books and articles could be prepared for trainees,
and professionals in various aspects of case management could
be asked to conduct seminars for the group. The designers of
tle hotline could then instruct new staff members in the philos-
ophy and goals of the hotline service.

Trainees m,ust'become familiar with the resource files and
must learn how to make referrals, when to call in professional
backup, when to consult with a supervisor, and how to use con-
sultants. They should also be given firm guidelines on the use
and extent of their decision- making power.

Staff can betrained in telephone-listening techniques through
role playing—with the instructor playing the part of the parent
in hypothetical telephone conversations—and by listening to
actua! recorded calls. When the trainee is felt to be prepared,
he or she can be allowed to take hotline calls with the instructor
monitoring the conversations. Complete training may require
three or four months.

Many hotlines conduct regular in-service training sessions once
or twice a month for the entire staff, including volunteers. While
these sessions sometimes consist of lectures by the service’s
consultants, followed by question-and-answer periods, the -time _

is primarily used for .discussion of the handling and progress”™.

of actual cases. Through case.discussions, administrators are kept
informed of the staff’s performance, and staff members obtain
support and guidance. In planning, these sessions, it is helpful
to ask the staff what they need in térms of additional training. -

Offices. Most independent hothnes operate out of small, cen-
tral offices. Frequently, the space is donated or made ‘available -
at a low monthly rate. While the office does not have to be
large, it should accommodate desks and filing space for all on-
duty listeners without crowdmg In addrtlon it should be rela- -
tively free from outside noise. :




Some hotlines keep the specific location of their offices confi-
~ dential for security purposes. But many that are affiliated with

or run by other organizations cannot conceal, their address.
Still others do not regard security as a nproblem and even provide
group therapy sessions at thexr offices.

Operatmg Hours. To determine operating hours, one must con-
sider the philosophy of the service; the availability of staff,
backup services, and supervision;_ the operating hours of other
emergency services in the community; and budgetary con-
straints. |f there are times when the hotline will not be in
service, attention should be given to how the phone is answered.
An unanswered phone will hurt the “helping” image of the
service; by its nature, a hotline means instant contact between
one person and another. If a commercial answering service is
used, it should reflect the philosophy of the hotline and provide
callers with an .alternate emergency number.

The Telephone System. Hotlines can be designed to, meet
various needs. Since individual calls can last an hour or more,
many hotlines. covering wide geographic areas have toll-free
numbers to eliminate financial barriers to callers. Some hotlines
use one outgoing and two incoming lines. Some provige ear-
phones for listeners in order to free their hands for wrltmg and
for checking files and resource lists.

The opérating hours can influence the design of the telephone
system. Some 24- hour hotlines, for example, employ- listeners
in their homes for night and weekend duty. This requires an 3
extension in each listener's home—an additional expense that
eliminates transportation costs to the listeners and allows them
freedom about their homes between calls.

Telephone companies can help in designing such systems and
in saving money and time. The company may also be able to
list the hotline number with other emergency- -service numbers
“in the front of the telephone directory.

Legal Counsel. Before the hotline bec'omesi operational; an
attorney should be consulted regarding personal liability with

respect to malpractice and false-counseling lawsuits, types of
insurance needed to-protect the agency and the staff, and m- .
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- corporation of the service. Most hotlines incorporate, susually’
to obtain tax benefits as nonprofit concerns. However, incor-
poration should.be examined in light of state operating laws.

Confidentiality vs. Reporting. Most crisis-intervention hotlines
have built their reputations on the confidential services they
provide. The Child Abuse Listening Mediation hotline, for ex-
ample, receives a large share of its calls from its ad in the
“personals” column of the Santa Barbara, California News-Press:
“Anxious about an unruly child? CALM’s confidential listening
referral service can help.” Accordrng to Enid Pike, the director
of the service, confidentiality is the reason people call: “We've’
built up a very strong reputation in the community for keeping
information in the strictest confrdence,,and we tell our callers
that we wrll never use what they say”in* any way without their

. permission.” .

But in most states, the operators of hotlines are included under
mandatory reporting laws. They have to draw a line on-confi-
* dentiality if they learn that a child has been hurt or is in danger.
To safeguard the child, they must immediately report these cases -
as required by law. In actual experrence the need for reporting
is rare Wlth self referral calls.: : .

If a report of suspected. abuse -or neglect is received via the
hotline, the listener must relay it at once to the legally designated
agency. Depending on the state, the oral* report may have to
be followed by a written report. If available, forms for written
reports should be obtained and kept on hand.

Hotline operators must be famlhar with the provisions of all
applicable laws and must institute procedures in line with their
legal responsibilities. . . '

Promotion and Education. If it is to reach the parents it
proposes to serve, the hotline must be well publicized. Once
the line becomes operational, press releases should be prepared
and distributed. Radio and television' stations will likely agree
to broadcast free public-service announcements. A brochure
describing the service can-be developed and distributed at
schools, P.T.A. meetings, ‘churches, supermarkets, and various
other places that parents may frequent. Notices can be posted
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in laundromats and drug stores and on the bulletin boards of
churches, schools, .and service organizations. Ads in the "per-
sonals” column of newspapers may also be effective.

"With the increasing public interest in the problem of chlld

abuse and neglect, many hotlines have created speakers bureaus’
with the twofold objectlve of public education and publicity

of the hotline service. Members of the staff and the board of
directors can appear before community groups, on radio and

television talk shows, and as participants in seminars with pro- .

fessionals from other commumty agencies.

As part of its educational efforts, at least one hotline has
found students in junior and senior high schools quite résponsive

when asked: “What kind of parent would you like to be?” The -

thrust of the program-—which includes the film The Battered
Child, produced by the National Center for the Treatment and
Prevention of Child Abuse and Neglect in Denver—is to make
young people aware of parents’ responsibility and/ long-term
commitment in raising a child. As one official ofr/the agency
- explains: “We don’t try to dispel the idea that pareriting can be
a beautiful experience. But we do try to get thfm to think .~
realistically about their responsibilities and expey/tatlons And
we stress that any parent can be a bhetter parent w; h the proper™
trammg

/ and the staff
the following

, Evaluation. Regular evaluation of the service

should be carefully planned. Questions such
should be examined: Is the service meeting
What is its overall effectiveness? What does
Should some: part or parts be eliminated or c
sultants and referrals being used effectively? 1§ there a need for
additional or alternate training? s each staff fiember performing
in accordance with the goals and philosephy of the service?
The answers to such questions are essential if the quahty of
& serv1ce is to be maintained and lmproved /

fhe service lack?
anged? Are con-

Telephone Listening Techniques

leads him or her to place the call. Acdordingly, it is important
p them learn what makes

o’

Every caller to a hotline has a umq%é set of problems that

- that listeners develop techniques to he}

— . 4

fts stated goals?”




the particular caller unique, clarify the situation in the home,
and determine what help is needed. The techniques discussed’
below are examples of some basic approaches to what is some- -
times-called “creative listening.”

The key to being a good listener js to hear and grasp the
meaning of what the caller is actually saying. It is often difficult”
to listen creatively to a stranger over the telephone, particularly
if the caller is distraught. . R

: Creatlve Ilstemng begins with assessmg the emotional state
of the caller and the intensity of the crisis in order-to determine
whether the child is in immediate danger. In some cases, this is
extremely difficult, since many callers will sound czﬂm and,
rational when they are in fact close to the breaking point. Con-
siderable expertise is needed to determine whether immediate .
intervention is required. One must listen for clues—the inflection
. of the voice; pauses, inconsistencies—while asking gently probing
questions to draw. out the caller’s fears and troubles.

Vi Handlmg the Crisis Call. The caller in the following srtuatlon is

2 wornan, so upset she can hardly speak.

“If 1 don’t talk to somebody right now, I’'m going to hit my
baby again.” (She says the word “again” almost lnaud:bly, but
the listener catches it.) ,

“How old is the baby?"

" “Seven months.”

“Where is he now?”’

“In "his playpen.”

“Is he feeling all right?”’

. "Oh, yes. He’s making noises to himself. But there’s some-
: thing wrong with me. | have a lot of bad feelings about him.
He makes me angry most of the time, and | feel like I’m going
to hurt him. I can’t control the feeling.”

“Did you hurt him when you hit him?”

“No ...l didn't hit him .". . I said | felt like | was going
to hit hlm ,
~ “Well, what do you thmk is the reason for your feelings

* toward your son? A lot of our callers have those feelings and
it often helps to talk about them.” '

“I don’t know exactly . . .”




£

In this case, the listener would assess the risk to the child
as high. The woman probably did hit but did not injure the
child. If the listener. had tried to make her admit striking the

child after she had denied it, the caller would probably have

felt accused and might have hung up. The listener was correct
in shifting the conversation to the woman's feelings and encour-
aging her to talk about them. By discussing her frustrations with
the listener, the caller is less likely to strike her child again.
But since the risk of abuse remains, the listener should suggest
some type of treatment, perhaps asking the woman how she

feels-about joining a mothers’ group where she can discuss and
" be helped with her feelings and frustrations. -~

If the caller had said under questioning that the child ‘was
bleeding or uncohscious, the-listener would have to provide
immediate aid. The listener must be prepared to act quickly in
an emergency—to act calmly, keep the caller on the line, and

“obtain the correct name and address. Once the caller is identi-

fied, the child protective service agency or the police -can be *
called. Alternately, if the volunteer is available to make a personal
visit to' the home, the listener could use the following approach:

”As you probably know, this is a confidential service. But
" it seems that your baby is hurt, and we really must help him.
Let’s do this: I'll send one of our volunteer helpgrs to your
house or, if you prefer, I'll’ come myself, and we’ll take the
baby.to the hospital. Now, this will involve the welfare depart-
ment (or the police) because the doctors will have to make a -
report. But I'll stay with you the whole time, and we'll work
this  out together . . .” ’

Situations such as the following may occur where it could be .

unwise to involve the police initially. : '

“I'm frightened,” a woman tells the listener. "I hurt. both
my children last night. I'm alone with them in a motel room,
and I’'m afraid I'm going to kill them.” o

Under questioning, the woman reveals having recently been
under care in a psychiatric hospital. Shortly after her discharge,
her husband left her. She is now nearly penniless and desper-
ate, alone with the two children, aged-two and three. From
the way she talks, incoherent at times and sobbing uncon-
trolfably, she appears to be suffering a breakdown.
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“You, said you'd been in a hospital. Would you like to talk "
z o to a doctor?” - . .

’  “Something is happening to me. I don’t know . .. A doctor?
What kind of doctor?” ‘ : :

“A therapist. Someone who can help you.” . )

“| feel this terrible pressure on.my head. Yes. Yes, | would
like*to talk to someone . . . here.” ‘

“| know how it is to be alone and upset. But we’ll get you .
over this. I'll have a very helpful doctor over to see you in a
few minutes. Now, give me the name of your motel and your
room number. After | make the arrangements with the doctor,
I'll call you pack, and we'll talk until he gets, there’”

_ The listener had the option of calling protective services or

_the police to take custody of the children. But the woman could-

- have become more frightened and upset if someone -she did

not see as a helping person arrived at the door. By getting her to

agree to admit a doctor, assuring her that she was about to

receive help, and keeping her on the Tine until the doctor arrived,

the listener helped avoid a threatening situation and lessened her
distress as well as the risk to her children.

_ Calming the Caller. It'is important to put the callers at ease.
. . The listener should let parents know that they can stay on the
line as long as needed and can discuss whatever they want. If -
the caller is upset or-is being interrupted by children, the listener
could suggest that he or she get a cup of coffee or, if possible,
send the children out of the house. Most important, each caller -
should be given time to think through his or.her problems.

Clarifying Feelings and Options. The listener’s general role is
that of assisting callers in clarifying their feelings and options.
For example, a caller. may state: "My new husband seems to

- resent my daughter. He wants me to spank her for the slightest

" reason.” To help clarify the situation for both the caller and
* the listener, an appropriate response would be: “Have you and.
your husband ever discussed his feelings about her? . . . How
well-do you and your daughter get along when you “husband

~isn’t home?” With a caller who says, /I don't feel the same about

- my kids since my husband left me,” the listener could ask:
Do you mean you don’t love them as much, or are you wofried
about carrying the burden all alone?”
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Particularly when depnved of meamngful adult relatronshlps
Jparents of young children often become depressed by the
“monotony of their lives, They feel “closed in” and can see no

. - means for change. In such cases, the listener can often help make

callers aware of available optlons, as the following examples :
illustrate:

Caller: "Before | got messed u_p*with these kids, | was making
pretty good money - and enjoying myself “as a sales
representative in a ‘clothing store. | don't seé how l

. could get back there, much as iI'd like to.”

Listener: “Have you thought about placing your children in a
day care center? Or, if you'd like, perhaps. we could
help you find a good sitter. Then you. could work it
least part-time.” .

Caller:  “My son Larry is always hiding from me and won't mmd
at all. I can’t teach him to do anything.”

" Listener: "'/ know of a mothers group that holds discussions on
’ child behavior problems. Maybe you 'd like to join. If

that doesn’t -help, I could put you in touch w:th a good
- child psychologist for your son.’

: Preventlng “Lost”’ Calls. Among hotlines’ blggest woyrles are,
“lost” calls—where the parent reveals a need for. help yet refuses
to identify him--or herself, hangs up, and never calls again. As
a rule, listeners try to obtain each caller’s identity so they can
" send immediate help if needed and can follow up on referrals.
Obtaining this information requires patience and skill.

In the midst of an emotional crisis, anonymous- callers may
talk freely about their personal behavxor and their relations with
intimates and may admit that they have mistreated their children.
But as the conversation progresses and the -caller begins to

“cool off,” he.or she may become uneasy about the admissions -
and may be reluctant to identify him- or herself. To avoid losmg
“the call, the listener must take the initiative. One approach is
. to swing the conversation momentanly away from the parent and
" onto the service itself.

"Do you know anything about thls hotlme serv:ce? How
lt operates?”’

~




”No, not how it operates. | just heard about it and got the-
number.” .

"Qkay. Let me tell you exactly how we function.” (Here, the
listener briefly describes-who operates the hotline—private citi-
zens, a church group, a welfare agency, discusses the confiden-
tiality of records; and mentions the kinds of services available,
either directly or through referral.) "We’re here to help you, not
to embarrass you or give you any more problems. I’'m sure you

. also understand that if we’re going to help, you’II have to trust
‘us and tell me who you are and where you live.”

The key, of cetrse, is to gain the caller’s confidence. This can
often be facilitated by mentioning how the sepvice has helped
others. For example: ”I_got a call last week from a wornan in a
situation similar to yours. One of our volunteers is now visiting
her every day and helping her with her children .. .” One hotline
listener tells new callers that some-of the parents she works
- with réfer to her as “mother” and that.she thinks of them as her
children. She has -lost very few calls

Limiting the Call. Some parents become regular clients of a
hotline; they call-daily, often staying on the line an" hour or
more, but retusing to discuss substantive issues. Some hotlines
never set limits on calls, regardless of frequency. Others find it a
‘problem if the line is tied up by relatrvely few callers

Thére are several ways of limiting excessive calls, such as
examining whether listeners are- encouraging over- dependence
in the callers; establishing guidelines with the regular caller on
what is to be discussed; and. putting the caller in touch with a
worke# from the hotlrne service or another agency, perhaps with
a volunteer who can-spend some time with the parent each day

but who knews how to limit the duration of visits or calls.

With experrence, every good hatline lrstener develops a per-
sonal styie of ustenlng and responding.- Experienced listerters
should note the telephone ‘techniques that work well for them
and- should share their skiils both with trainees and with other
exper enced workers. Helprng troubled parents is a skill that
can aiways be improved. : SRR
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Examples of Hotline Services

The Parental Stress Service. of Berkeley, California and Con-
necticut’s Child Care-Line illustrate some of the various functrons
a hotline servrce can incorpdrate. .

‘Parental Stress Service.* A staff member describes the Parental
Stress Service and its clients as follows: "Most of our calléers -
are alone and isolated. They don’t have a car or money to pay .

babysitters, and they lack what we call a ‘support system’ of

friends and relatives. They're really stuck. What they need more _

thar anything is a friend, and that's what we try to provrde——
a helping friend.” ) -

" The Parental Stress Service (PSS) of Berkeley, California was
begun: by Carol Johnston, a former abusive parent. Like the
parents PSS now serves, she knows the feeling of being alone
and isolated and “stuck.” While living in a,remote part of the
- state of Washington, she was aware of her need for professional
assistance, yet was afraid to. seek help .

After movmg "to Berkeley, Johnston drd obtain therapy, -and
began ‘working for the Alameda County Juvenile Court. There
. she saw numerous battered and neglected children, and she
_ saw the pain and ‘confusion of their parents as.well. From this
,ahd her own experience, the idea for a hotline grew—a line
any parent could call anonymously to talk to someone who could
provide support, :

. ‘PSS was launched in the spring of 1972 on a $15,000 demon-
~ stration grant from the California Department of ‘Mental Health.
By 1974, the Service was incorporated into the state ‘mental
health program and was receiving-double.its initial funding. PSS
now has two satellite offices in Alanieda County, a rapge of
follow-through services in addition to its:hotlipe, and a pro;ected
annual budget of $84, OOO .

In Berkeley, cases. of abuse and neglect are handled by the
Alameda County protective service unit, the county juvenile
- court, and the police. But with protective setvices limited to

*For further information, contact: Parental Stress Servrce, P, O. Box 9266,
‘Berkeley, California 94709; (415) 845 6243
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welfare families and with parents reluctant, for fear of punish-
ment, to seek aid from the court or the police, PSS has become
virtually the-only local resource for parents caught up in a crisis
with their children. : ' s -

x
« .

~“lts 24-hour toll-free, hotline covers all of Alameda County and
part of neighboring Contra Costa County. The Service currently
receives about 60 crisis-intervention calls a month—70 percent of

" awhich are self-referrals—and maintains an active caseload of

about 50 fam‘i'lies; More than half the client-families are headed
by single parents. : ’

Staff. The staff includes eight paid members—a director, an-
assistant director; an agministrative assistant (all.professionally -
trained in social workj, a secretary, three: coordinators,” and a
community-outreach - worker——and about 60 volunteers. Each
volunteer must make a year-long commitment to work four -
hours a week—answering the hotline or working directly with -
" - client-families—and to attend two training sessions a month.
Their training is Kandled by the professional staff and members
of the PSS board of directors, which inclddes child psychologists,
marriage counselors, therapists, and a registered nurse.

PSS sets no age limit for volunteers. While the,Service has
found that experienced parents are most successful, there are
some’ childless people and a few former clients among the
volunteers. Administrators of the Service match up each volunteer
and client, and volunteers are not given a choice about taking a_
particular case. " . S

. . y

Volunteers are instructed to act as helping friends who assist
clients in dealing with their problems and-improving their lives.
PSS administrators feel their biggest problem is training volunteers
to set limits with their clients on the time spent:with the parents
and the issues to be discussed.»Volunteers-have to define their ‘
rdle in terms of their own time and energy to avoid overextending
themselves and, in turn, rejecting the parent. Yet many find it
difficult to restrict_their time With people whose needs are great.

Those working directly with clients may provide various serv-.
ices. On occasion, the agéncy sends two volunteers to a client’s
home-——cne to mind the children while the other talks with the

3
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parept. When a parent is sick, in a penod of crisis, or going out

- of tdwn a few days, volunteers may take the chlldren into their
own homes, stay wxlth them in the client’s home, or take them

to a pljyground forNgeveral hours. They may also help parents

negotiate with the welfare department and other agencies. While.

the volunteers do not act as counselors, they do. encourage =~

parents to seek psychxatrrc or other professional. help "when -

- necessary. :

-~

PSS volunteers work under- very close supervmon and are
given continuous support with each case. They frequently disguss
the progress of clients with their supervisors, and case dis-
cussions constitute a-large part of the twice-a-month. training:
sessions. The supervisors also work to-increase thé volunteers’
sensitivity to clients and. their awarepess of, personal’ feelings
that might cause them to reject a cllent The volunteers have
to be prepared to fxght off discouragement-when the help they
" give is not reflected in a client’s behavior.

k]

Ancrllauy Services. In addrtxon to its hotlme counselrng and
volunteer service, PSS sponsors a referral service, three parents
groups, and a’ speakers bureau ‘ 4 R

-

Having integrated its service with other-comrunity agencies,
PSS repeatedly refers callers and clients™to these resources. In
return, it receives many referrals from the county family service . ¥
agency and other local agencxes : DR

.

Professronals from the staff and the board of dxrectors conduct
the three therapy groups for parents. There is one group for
single mothers; one for single fathers, and one for couples.
The purpose of the groups is to create an atmbsphere of trust |
among the parent members in order for them to discuss and
léarn to cope with their problems PSS initially conducted. the
group meetings on_a drop-in. basis, but this did not work well.
Group members must now agree to attend meetings for at
‘least two months. The ‘parents have -responded. better to the
. consistent, well-defined program. ‘ : .

o .

As part of the.Service's publrcxty efforts——whrch rnclude radio

and televxsxon public:service announcements oqcasronal news-
T M.

"o
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paper articles, and the posting of the hotline’ number in places
that- parents frequent—a speakers bureau is maintained. Staff
members are on call to speak to community groups about the
"problem of child maltreatment and the agency’s efforts toward
prevention. ‘

Q

PSS officials feel the future of the Service is secure. They have
not only acquired operational funding status from the state,
but they point to the continual increase in self-referral - calls
as evidence that the Service is filling a real, local need. ~

Child Care-Line.* A combination reporting and crisis-interven-
tion line, Child Care-Line was set up by the Connecticut Child
Welfare Association—a private, nonprofit, citizens’ group—as a,
demonstration project in 1973. Connecticut’s reporting law was
expanded that year to include virtually all of the more than
100,000 professionals having contact with children in the state.
The Association, which had backed passage of the law, saw a
need for a 24-hour, statewide communications system to aid
in the reporting of cases and to provide a crisis-oriented resource
for parents. The line is toll free from anywhere in the state’ to
the Association’s headquarters in Hartford.

One reason behind Care-Line was to provide a means of
‘educating professionals about their reporting responsibility and
how to make a formal report. But the Association also'wanted to
demonstrate that existing reporting procedures needed to be
-improved. The state’s Child Protective Services Division accepted
telephoned reports from 8:30 a.m. to 4:30 p.m., Monday through
Friday, and had no emergency number for evenings, weekends,
and holidays. As Jeannette Dille, the executive director of the
Association, commented, “The state seemed to assume that
children are abused and neglected only during offrce hours on
work days.”

Before faunching the hotline, Dille surveyed the entire state
to avoid duplication of existing services. Although there were
a number of hotlines for drug and other types of crisis counseling,

- ;Fdr furlhcr information, contact: Child Care-Line,’ Connecticut Child Welfare

Association, Inc., 1040 Prospect Avenue, Hartford, Connecticut 06105; (203)
236-5477.
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there was no statewide network that could be adapted to_the
problem of child maltreatment

Care-Line officials feel their service has proved its worth.
In its first year of operation, there were 2,359 calls to the hotline,
including 255 “crisis” calls. Between the hours of 5:30 and 11:30
p-m., the service received 45 percent of its total number of calls,
and 65 percent, of those considered crisis calls. Moreover, calls
from abusive or potentially abusive parents have been’ steadlly
increasing. During a recent six-month period, self-referrals
accounted for 16 percent of the calls to ‘he hothne

Budget. One of four ‘demonstration projects sponsored by the
" Association, Care-Line was begun on a $25,000 grant from a
private foundation. The budget has since risen to $60,000 a
year, and there has been some difficulty in obtaining continuing .
sources of funds.

Among other costs, the budget covers the’salaries of three
professional staff members, secretarial help, and three parapro-
fessional listeners who - work out of their own' homes. The
statewide telephone system-—which includes three toll-free lines
(two incoming and one outgoing) and extensions to the listeners’
homes—costs approximately $1,000°a month.

&7

Training and Backup. One of the three paraprofessional listeners
is on duty from 4:30 p.m. to 9 a.m. each weekday and ‘round-
the-clock over the entire weekend. The three .re on a four-day
rotating schedule, and each is on duty every third weekend. All
three are women; two are married and have children. One

listener.is b:hngual in Spamsh

L3

Selected for their ability to deal with people via the telephone,
their commor- sense, and their patience, paraprofessional listeners
are trained by the professional staff. With the initial group of
listeners, the trainers used hypothetical cases to demonstrate lis-
tening techniques and how to obtain needed information from
callers. The trainees were also instructed in self-awareness and
sensitivity. New listeners are now given some initial indoctrina-
tion training, followed by several days in Care-Line’s office, where®
they take actual calls' with a staff member at their side. The
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trainer listens in on the calls and gives advice on how to handle
each.

When on duty in their homes, the listeners have constant
professional backup. One of the three professional staff members
is always on call and is consulted whenever the listener believes
the police or a caseworker should be brought into a case.

Reporting. Care-Line advertises its services through radio and
television public-service announcements, a speaker bureau, and
a- brochure. All its publicity stresses that Care-Line is a non-

* statutory service, not affiliated with any official agency. However,

as professional social workers, the hotline’s three admlnlstrators
are mandated by law to report.

The listeners encourage pers‘ons calling with ‘a complaint of
child abuse or neglect to report directly to protective services

~and inform them of how to.make the report. The Care-Line

. staff follows up on such calls to ensure that the report to CPS

was made. If, for any reason, a caller refuses to make the report,
Care-Line will report if there is sufficient information. Since the
reports’that come to Care-Line’s attention are legally. “second-
hand” or “hearsay,” the service is still trying to formulate criteria
for filing its own written reports to CPS. .

L)

' Care Line’s pohcy regarding parents who call in themselves

“is to act as an “inforimed good neighbor.” The listeners respond

in a sympathetic, nonjudgmental, nonthreatening way. Self- -
referrals are not reported to the police or CPS, and callers are
encouraged to remain anonymous if they wish. As Marsha
Levinson, Care-Line’s program assistant, explained: "The real
benefit .of‘a citizens’ group operating a line like this is that
the callers know we are not the police. We've never reported
any of these parents to the authorities. We're not willing to
sacrifice the trust they place in us by sending in a report. But,

without question, if we knew: that a child had been injured:

and we knew where that child was, we would immediately send
for emergency protection.”” According to Levinson, there has
been only one self-referred case for which -a professional staff .
member/believed a report to CPS was indicated. The listener
encourgged this mother to call CPS herself and she did.
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Referrals and Counseling. Care-Line maintains a book of re-
ferral resources and emergency services in every town in the
state..In addition to providing referrals to parents for professional
assistance in their own communities, the service is prepared to
mobilize emergency protection for an endangered child via an
immediate call to the police or protective services.

Professional staff members will also counsel parents over the
phone. Levinson, who is a psychologist by profession, notes that
the hotline counseling she provides “is not a substitute for on-
going professional help, but it is a half-way measure until we
can get the caller to the point of obtaining professicnal help.”
" She adds that hotline counseling is also a good addendum to
treatment, since many of the agencies to which callers are referred
operate an an 8:30-to-4:30 schedule. "We act as a buffer in
between times. Some people pick up the phone and call us
instead of hitting-their children.” ¢

Even if the hours of the state child abuse register were length-
ened, Gare-Line officials expect that their hotline would remain
in operation. They are convinced of the continuing need in Con-
necticut for a privately operatéd, confidential service for troubled
parents. As evidence, they cite the increasing number of calls
from parents who frankly admit they would never seek assistance
from a public agency.
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Chapter 3
Treatment

k]

f the three components of the community-team program—
O identification and diagnosis, treatment, and education—
treatment tends to be the most notably lacking. It is not
uncommon for a community 'to develop extensive identification
and diagnostic resources and then to find itself ill-equipped to
help identified families. Even communities with a wide fange of

“therapeutic resources may lack effective alternatives to meet a

family’s individual needs. More often than not, existing resources
have to be modified.

For example, Dr. Richard Galdston, in describing the Parents’
Center Project for the Study and Prevention of Child Abuse,
rotes the tendency of agencies to promote.a “treatment tech-
nique” rather than to respond to families’ needs: “We have had
patients who have been picked up by other “agencies for day
care treatment, night care treatment, job retraining, neighbor-
hood activities, group therapy, psychotherapy, rehabilitation,
Montessori training, and psychotropic pharmaco-therapy. In many:
instances the patients were dropped by the agency involved .
when it bacame obvious that the patients’ problems were not
amenable to or suitable for the treatment offered.” ! .

Professiorials and agencies that provide therapeutic services

- have .traditionally assumed that "if people want help, they'll

show up.” This assumption, however, does not always apply to
abusive or neglecting parents. For them, the .request for help
may take a more subtle form—Iike bringing a beaten or mali-
nourished child to the hospital emergency room. Since these

" parents are typically- untrusting and afraid of bexng "branded

as 'bad’ and then hurt by. the authorities,” 2 they miss scheduled
appointments; discourage help; and are generally recalcitr;kr;:,

hostile, and unresponsive to traditional service methods. In sho
. > . .
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they require” “reaching-out” services as well as individualized
care. '

As Dr. John Reinhart of Pittshurgh’s Children’s Hospital ex-
plains: “You can’t sit back and expect these people to.come in
for help. You've got to go out to them.” Therapists, for example,
often have to modify their practice by occasionally seeing the
parents at home, chasing them down the hallway, and seeing
them at odd times—like two weeks late.””? :

In. most communities, modification df traditional resources

and procedures—--something Reinhart feels “every system has to

learn”-—must go hand in hand with the development of addi-
tional treatment resources: This is  the work ‘of the community

program’s “'therapeutic development group”—-to encourage
groups and agencies to offer innovative treatment programs
geared to the needs of families in the community. Its members

may, for example, try-to “sell” the idea of parent aides to pro-

tective services; or speak to a church’group about expanding an
existing day care program to include crisis nursery facilities; or
encourage public schools to offer courses in parenting skills,
child development, or family life education as part-of their adult
-education program.

The therapeutic development group functions as a facilitator.

“in initiating and helping set up new programs. Since. its members

neither operate nor acdminister these programs, they require no
particular qualifications other than "selling” skills. Dr. Ray Helfer
emphasizes that therapeutic development is not a job for protec-
tive service workers or‘any other professionals involved in the
identification and diagnosis component-—"they’re too busy put-
-ting out fires.” * On the other hand, Vincent De Francis, director
of the Children’s Division of The American Humane Asscciation,
feels that the development of therapeutic resources is the respon-
sibility of the protective service agency: "CPS is doing this sell

~job all the time.” Whether it is CPS or some other agency, group,

or.individual, unless someone in the community is responsible for
this role, effective therapeutic alternatives are likely to remain in
short supply. : ‘

Most of the available therapeutic pr(')grams that have proved

successful share at feast three basic assumptions:
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e That child maltreatment is a “serious manifestation of
abnormal rearing within a family structure”®

e That while the child must be protected and the parents
given help, the family as a whole must be the prime focus
. of treatment -

o That with present therapeutic techniques, there should be
- a significant improvement in approximately 70 to 75 per-
- cent of all the families entering treatment within six to
nine months.®

The following sections discuss various therapeutic resources.
that should be developed, modified, or at least considered bv
every community program. ' '

Treatment for the Parents*

' while no two parents who abuse or neglect their children are
" exactly alike, the majority share to some degree,the following
' characteristics: a special form of immaturity and associated

dependency; tragically low self-esteem and a sense of personal
incompetence; difficulty in seeking pleasure and finding satis-
faction in the adultworld;3ocial isolation and reluctance to seek
help; significant misperceptions. of the infant; a fear of spoiling
© children; a strong belief in the value of punishment; and a
serious lack of ability to be empathically aware of and to respond
appropriately to the child’s-condition and needs. With the cumu-
lative effect of these factars and the dynamic interactions among
them, it is extremely difficult for the parent to maintain equa-
nimity and to be successful in meeting the demanding tasks of
child care.** -

Parental actions that result in the abuse and neglect of children
do not fall into any standard diagnostic category of psychiatric
disorder, nor should they be considered a separate psychiatric

*Much of this section has been adapted from the booklet Working with

Abusive Parents from a Psychiatric Point of View, wrilten by Dr. Brandt Steele
" for the Office of Child Development in 1974, ‘

*+See Volume 1, Chapter 2-for discussion of the personality” factors and
characteristic traits pfominent in abusive and neglecling parents, an outline of
the pattern of child cafe that characterizes maltreatment, and the main factors
in the early life of the parents that lead them to follow this pattern.
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disorder in themselves. As noted in Volume 1, child maltreatment
is a problem of abnprmal parenting, a distorted pattern of child-
-rearing, rather than a psychiatric disorder. This.does not mean
that these parents are free from emotional problems or mental
illness. Among abusive and neglecting parents, the incidence
+ and distribution of neuroses, psychoses, and character disorders
are much the same as in the general population. But such psy-
chiatric conditions tend to exist more or less independently of
the behavioral patterns expressed in the abuse and neglect of’
children., ' :

. Less than 10 percent of the parents suffer from such serious
psychiatric disorders as schizophrenia, serious postpartum or
other types of depression, and incapacitating compulsive neu-
roses. Since these parents may be either temporarily or perma-
nently unavailable for treatment of the more subtle problems of
maltreatment, they should ideally be screened from the regular
treatment program and given in-patient or out-patient care as
necessary. Similarly, those parents who suffer from severe alco-
holism, abuse of narcotic and nonnarcotic drugs, or significant
sexual perversion or who -repeatedly exhibit serious antisocial
violence or criminal behavior need much more intensive and
prolonged- psychiatric care and rehabilitation than the usual child
protective program can provide. Until such basic problems have
been treated, it is futile to try to alter the parent’s pattern of
child-rearing. In such cases, it is often necessary to remove the
children either temporarily or permanently from the home in
order to protect them. o

Psychiatric consultation and proper psychiatric screening pro-
cedures ensuré that the parents will receive appropriate help
and that workers will not have to expend time and energy on
problems requiring treatment that they are ill-equipped to pro-’
vide. Working with the seriously disturbed parent should never
be delegated to workers in child protective agencies. Not only
is this practice unfair to the child, the parent, and the worker, .
but the results are rarely satisfactory.

In addition to those parents with serious psychiatric and social
‘problems, there is a small but significant number who were
~abused or neglected in their earliest years and, as a result, suf-
fered -organic brain damage due to either head trauma or mal-
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nutrition during critical growth periods. Because of brain damage,
these parents had perceptual-defects, diminished 1Q, and sig- .
nificant delay in language development—deficits. that may pro-
duce in later adult life such characteristics as significant lack of
basic knowledge and attitudes of helplessness, immaturity, ‘and
dependency. If such organic problems are suspected, careful
evaluation through appropriate psychological testing and psy-
chiatric examination should be conducted. Parents who are
organically impaired will not respond easily, if at all, to the usual
methods of treatment; whereas those whose immaturity and
dependency are essentially functional in nature—related to emo-
tional deprivation during childhood-—are much more responsive
to intervention. If parental dysfunction due to brain damage is
documented, therapeutic goals can be appropriately revised and
limited, avoiding much unproductive effort by the worker.

Goals of Treatment

_Abusive or neglectf'ul behavior is related to a life-long pattern
deeply embedded in the parent’s character structure. Accord-
ingly, treatment or alteration of such behavior is a difficult and
probably long-term prOJect
The primary goal of treatment is to help the parents replace ‘
an abusive or neglectful pattern of child-rearing with a method
of care that is both more rewarding to them and conducive to -
their children’s optimal development. Treatmentincludes réopen-
ing channels of growth for the parents in order to help them
develop beyond their présent limitations and the hampering -
residual effects of their-own early lives. In short, the basic goal
is to help the parents become more mature.

&

Subsxdlary goals necessary to the parents’ development include
building self-esteem; developing basic trust and confidence;
learning to make contacts with other péople in the family, neigh-

v borhood, and community in order to establish personal supports;
' ’ and developmg the abxhty to epjoy life and to have rewarding and
pleasurable‘experiences in the adult world.

In treatment, parents should learn new ways of Iookmg at-
themselves, the world around them, and their relationship to
that world. Subsequently, they should learn new techniques of
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living so as to improve the lives of themselves and their families.
~ Their learning should focus on attaining the ability to try some-
. thing and, in spite of mistakes, to try again in order to eventually
find the most effective technique to gain desired ends. The
' parents very much need to leardi-that mistakes are a ‘mnormal
* fact of life. ‘ o
~  Woarkers, in turn, must accept errors in both themselves and
~others and must be ready to give approval and praise for even’
minimal success. Guidance and education toward improving the
parents’ ratio of successes to failures is one way of describing
the treatment process. The worker is not an indoctrinator but a
teacher who makes it possible for the parents to learn. '

General Problems and Considerations =~ -

Whether, they come voluntarily or under some pressure, abu-
sive and neglectful parents usually enter treatment hampered by
a set of characteristics that makes the therapeutic relationship
difficult. They do not expect to be listened to; understood, nor
really helped. Rather, they fear being criticized -and punished
by woftkers who will not care.about them. As a rule, they have
already felt accused or attacked by someone—a doctor, social
worker, policeman—who has discovered and described their
behavior as abuse or neglect. Thus, in entering treatment, they
are reliving a new edition of their life-long nightmare of being
* criticized and punished for failing to do well.

o

Particularly in the initial contacts, the worker should bear in.
mind how the parent must be perceiving the situation. Suspicion
~ and reluctance to become involved. should not be interpreted as
irrational or “paranoid” behavior but, rather, as the inevitable
-tesult of past life experience.- In addition, workers should not
- expect the parent to recognize or appreciate their good inten-
tions. It is not unusual for a parent to question why help is
offered or even to ask what the worker. expects in. return. The
worker should not be dismayed if offers of help are spurned.
Some parents are openly angry, argumentative, ‘obstructive,
rejecting, and evasive, and their behavior can be an almost
insurmountable obstacle to developing a helpful relationship.
Often, there is, little the worl§er can do except to wait patiently
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without retaliation, trying"to find time to be supportive and
, ‘appropriately helpfull 2 ' X

On the surface, the anger appéars to be quite inappropriate
« and irrational, but it can also be undersiood as evidence of the
* parent's attempt to undo’the past and work toward a healthier
| ot pattern of hehavior. In a way, the parent is saying: “I will not be
| \ o controlled, managed, and interfered wigh as | was in childhobod.
I am going to become independent-and run my own life.” In
3 addition to this element of rebelling against the past and attempt-
ing to estahlish independence, there is also afr-element of the
. parent identifyirg with his or her own authoritative’and_aggres-
sive parents. In trying to be and act like an,adult, the parent
simply used the model of adult behavior legfnec; in childhood.
. Secing parental anger in thig pers;‘é“éctiveratlg tnan taking it as
" a direct personal-attack allows the worker to deal with the situa-

< tion more comfortably-and constructively.

These situations can sometimes be lessened or avoided if
the thefapeutic worker is not active in the repprting or investiga-

" tion of the:family. Thos¢ who have heen involved in the iden-
tification and diagnostic process can then remain the primary
target of parental anger, leaving the therapeutic worker a better

~ chance of being seen as a helper. If parents remain severely

’negative, it may be helpfil to share treatment responsibilities -
between two workers, one to maintain office contacts and the .
other to make home visits. The participation ‘of two workers may -
convince the parents that others are in fact concerned about

them, while easing the,burden for each of the workers involved.

o as , : e

Men are notoriously reluctant to accept help, but the presence

of male workers encourdges some to .accept either group or

\‘.’-. individual therapy programs. 1f'possible, it is important that both

~_ the mdther and the father be invélved in treatment. Child abuse

~.and neglect is a problem that involves the whole family, even if

anly one parent actually maltreated the chilfl. As Elizabeth Elmer

notes:, “[Tlhere_is no such thing as abuse without collusion.

Although one member of the family may he the active abuser,

his behavioe has 1o be tacitly accepted by other adult family
members.” 7 : ’ . : 3 Lt u

~ . v
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There are some parents ‘who are quite agreeable, docile, and
cooperative at the beginning- and well into treatment. Occa-
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'sronally, these are people who experienced relatrvely little distress

in childhood and are able to respond quite readily to an- honest,
helpful worker who offers some measure of liking and support.
But more often, these are parents who learned early in life how
to respond approprrately toa s:tuatlon in order to avoid criticism
and punishrment.” They can perceive what will please others and

srmply act accordingly. 5 ‘ ' e

~

Itis impor‘tant that the worker not be misled by this superficial
appearance of progress. Feeling that the parents problems are

-being solved and that the family’s life is improving, an unsophis--

ticated worker may end therapeutlc contact much too soon, with
the possible result of further injury to the children. B)J;maintain-
ing a high index of suspicion, an-observant worker can-pick up
clues to disturbing family situations that may have been glossed
over ahdthat make further contact essential. Home "visits are a
valuable technique for determining these unspoken problems.
Here, tco, the sharing of treatment contacts between two workers
can be quite valuable; since the parent may unthtmgly present

quite drfferent pictures of family life to each.

Parents who present inadequate or inaccurate information
should not be seen as trying to outwit and manipulate the worker;

srather, they are more like frightened children, "telling stories
“that are untrue” in.order to protect themselves from being hurt.

~

It is not uncommon for a worker to learn, after several months"
of treatment, the full story of what happened between the parent
and the child. In general, this will only happen when the parent is
able to trust the worker. Pressing the parent to tell the truth or to

_produce facts is, in most cases, probably unwise and pointless,
Strenuous efforts in this dlrectxon are more likely to produce de- -

fensive and.evasive maneuvers than useful, accurate information.

N : o :

For example, as discussed in Volume 1, Chapter 2, the parents
tend to have significant misperceptions of their children, Only
with great caution should the worker directly confront the parenit:
with the rllogrc of "these misperceptions. Unless the treatment

‘relationship is solid, comfortable, and trusting, the parent is very

likely to feel mrsunderstood criticized, and -acctised of being
crazy. It is-usually more profltable for the worker to use skillful ,
and “gentle questioning to help the parents explore the bases of |

.their. rdeas and to find out. for themselves how unrealistic therr
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per"{ceptions are. In fact, parental miisperceptions may not. need
. to be dealt with directly. The parent who is treated with sen-
sitivity and empathy will, in turn, become more empathic. As
he views his child with more sensitive awareness of the child’s
real character, the misperceptions should gradually diminish.

_The issue of parental misperceptions becomes complicated
‘when there are real abnormalities in the child. Workers have to
understand and deal with “reality”” problems differently than
they deal with parental misperceptions, even though either may
be th'e basis of the parent’s dissatisfaction with the child.

o ) One of the intermediate goals of therapy is to help the parents

. find more satisfaction in the aduit world by overcoming their

fear and distrust of people and finding new sources’ of | leasure.

Only after the parent has succeeded in obtaining at least minimal

satisfaction, will he or she be able to allow the child to experience

pleasure. One criterion of success in treatment is for the child

to become less restricted and inhibited and to show more
pleasurable activity than before.

Another potential problem is that many parents, in obvious
need of guidance, may freely ask for advice. To comply diréctly
with this request, the worker not only unwittingly repeats their
own parents’ mistake of telling them what to do and how,to do
_it, but can also perpetuate their apparent helplessness and lack
of seif-reliance. Or the other hand, by not responding to such
requests, the worker repeats’another of their parents’ omissions:
“not listening to them and not responding to théir thoughts, feel-
ings, or needs. This is a difficult situation, for the worker must
listen and show clear understanding of requests, but offer usefui
support and information rather than controlling advice.

One area in-which the parents may request advice involves the
haridling of crises. A major task for the worker is to help the par-
ents understand the impact of crisis in their lives, and to provide
support as they develop new techniques for anticipating’and han-
dling crises. The worker must keep in mind that what may appear
%o be a minor, easily managed problem may be an unmanageable
disaster to the parent. The worker’s ability to be sympathetically
understanding and helpful with even minor crises is sometiines

LI
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the first step toward developing a therapeutic relationship with
the parent and the beginning of the parent's rehabhilitation. [

A differer}t kind of problem in establishing and maintajning
a therapeutic relationship involves working with parents of a
different race or from a significantly dJifferent cult. al or eco-!
nomic hackground. In such cases, parents often have a profound
distrust of the worker and tend to feel strongly that they will not’
only be misunderstood because of racial, social, or economic|
“background differences, but will probably be criticized and deni-|
grated as'well. Their mistrust can be a significant obstacle that:
requires mych time and patience to overcome. This situation is
particularly difficult with a pagent whe was severely abused of
negle;t?’ a5 a child; it resembles and reinforces the pattern, oé

being whable to obtain undeistanding and sympathy, of receiVing
only /riticism and punishment. The worker will require great
sengftivity to separate these two closely allied patterns of distrusﬁ
—gne resulting from the different backgrounds of the parent ani
the worker, and the other from the parent’s childhood expe'tfi-
ences. Despite their similarity, the two patterns must be recog-
nized as having different origins and meanings and must be dealt
with separately. The most important guideline is for the worker

~ to accept the parent as an individual with a right to personal ideas
and to meet the parent on his or her own ground as comfortably
as possible. : ‘ 3

Effective treatment can bhe handled by people from many dif-
ferent disciplines and walks of life, using various therapeutic
techniques. Special training and experience in a specific profes-
sional or paraprofessional field are invaluable assets, but' the .
varker’s character and personality are of equal importance. It
is. useful for a worker to have a nonchalant ability to accept
markedly different patterns of human behavior, without having
to criticize, control, or manage; an ability to adapt to the parents’
needs and to try to satisfy them without being self-sacrificing;

“some knowledge . of child development and behavior; “and,
ideally, experience in having raised children successfully. Most
important, the personal life of the worker has to provide erough
.satisfaction so that the worker’s own self-esteem will not depend

| on the behavior and progress of the parents. )

One of the p‘rimary requisites in working with abusive and

»
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neglecting parents is respect for them as individuals. Feeling’
respected, the parents can learn to respect themselves and can,
in turn, more readily develop the ability to be empathically caring
for their children. "

tn addition, workers must be more available than is usually
considered necessary in therapeutic work. They must be willing
to accept telephone calls or emergency contacts outside of reg-
ular office hours; and should never be out of town or unavailable
without adétuate notice to the parents. To develop and maintain . -
a reliahle tfierapeutic relationship in which the parent is able to
trust and depend on the worker, the worker must avoid any
semblance of desertion or abandonment. Such a relationship can
involve large expenditures of time and emotion for the worker—
a fact that again suggests advantages to involving two or more
workers with each family in which abuse has occurred. Although
some agencies have found this praclice to be disruptive, sharing
the hurden of dependency, anxiety, and responsibility can make
treatment contacts easier as well as more effective.

The most valuable ingredients that enable parents togrow and
develop are time, attention,-tolerance, and recognition of their
worth-as-individual human beings—all of which the worker can’
provide. C '

Treatment Modalities .

The matching up of parent, worker, and treatment modality
is difficult and usually managed on a less than ideal basis. Since
the parents are often extremely reluctant to become involved in
any form of treatment, the selection of a treatment method may
be determined by what the parents will accept rather than bx
theoretical reasons for a specific choice. In addition, the selectio
of a therapeutic worker_or a mode of treatment is often more
influenced by availabilit?: than by theoretical ideals.- At present,
‘there .are no data derived from thorough, comparative, studies
indicating how or why any one mode of treatment is more effec-
“tive than another for a particular parent. Yet, even in the face of
rather haphazard selection, remarkably good results havg been .
. produced by various treatment methods.. ‘

By far the greater part of (reatment for parents is handled by
public and private social agencies in which the traditional values
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and methods of social casework are maintained. There is, how-
ever, increasing use of other techniques and of paraprofessionals
working under supetvision. Various therapeutic approaches are
discussed in brief below.

Community Mental Health Agencies. A family treatment plan
may call for any of a number of mental health services—individ-
ual counseling, family counseling, group therapy, play therapy,
or psychiatric services. To many families, perhaps most, these
services may be either unavailable or economically out of reach,
unless there is an active mental health agency in the community.

The mere existence of a community mental health agency does
not ensure adequate service. Dr. Lewis Thomas observes that
-“several decades of Mental Health have not made schizophrenia
go away, nor has it been established that a Community Mental
Health Center can yet -maintain the mental health of a com- .
munity.”” ® Moreover, the availability of the‘mental health resource
does not ensure that the family needing this service most will be
helped. Parents having. the problem of abuse or neglect rarely
seek. out mental health services; and it is not uncommon for
those referred through protective services or the juvenile court
- 'to keep no more than a few appointments.

.Respondents to a survey conducted in California included
recommendations for “aggressive mental health services reaching
into the community to effect prevention as well as treatment.” ?
To improve the delivery of mental health services in New York
City, the Mayor’s Task Force on Child Abuse and Neglect recom- °
mended that “social services be considered the most important '
ancillary (back-up) service available to abusing and neglectful -
. parents who utilize mental health facilities.” ' The Task Force ad-
- vocated that a caseworker be assigned to each family under treat-
-~ ment by mental health services. The caseworker would maintain
close liaison with the mental health facility both to ensure that -
appointments are kept and to provide whatever services are needed
to solve or ameliorate problems that arise during treatment.

E One means of providing more active "“outreach” mental health
services ‘is through a visiting psychiatric service, another recom-
mendation of the Task Force. They suggested that "a staff of
home-visiting mental health specialists be developed to treat

©
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those parents whose personal isolation precludes regular office
visits.” "' This service could be staffed by various professionals—
psychiatrists, clinical psychologists, or psychiatric social workers.
The Task Force report indicates that while the cost of, such a
service would be high, it might be moderate in comparison to
the combined "costs’” of parents without the help they need—
the costs to themselves, their children, and society as a whole.

Psychotherapy. Various modes of psychotherapy have been
used in the treatment of abusive parents. Although there has been
some success with classical psychoanalysis, the general character
structure and life-style of most abusive parents tend to make this
procedure impractical and usually unsuccessful. On the other
hand, psychoanalytically oriented dyr.amic psychotherapy, when
handled by skilled therapists, has proved extremely successful
in many cases.

In general, the therapist must be more willing to adapt Lo
patient needs and to allow greater dependency than ,is ordi-

" narily considered approprrate Intensive_psychotherapy that skill- -

fully utilizes transference, with avoidance of a full transference
neurosis, can stimulate major growth and deep structural change.
in parents despite their severe immaturity and developmenta|
arrest. The parent tends to respond ‘best when psychotherapy is
accompanied by supportive services provided by a child protec-

" tive servic® or by individual social workers, lay therapists, or

group therapy. Skilled and experienced psychologlsts can also |
work successfully as counselors and therapists in both individual
and group situations. : .

‘Group Therapy. Group therapy has at least one special advan-
tage for parents with the prcblem of abuse or neglect: it brings
these typically isolated people into contact with others. The
Final Report of the New York Mayor’s Task Force comments that
“the very structure of the group serves to eliminate feelings of
isolation by providing a ‘common ground’ for peer support.” @

_Parents who have the courage and ego strength to enter a
group program can be_helped through the process.to express
their- emotions: more openly and to léarn to accept criticism.
As members find opf that they are not alone in their troubles,

their self-esteem proves And as they can understand and
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respond to each other’s feelings and "problems, they can have
the experience, perhaps for the first time, of trusting someone
else and even being able to extend help. In addition, since the
therapist works with a number of clients at once, group therapy
helps ameliorate. the shortage of professionals specxflcally tramed
to deal with cases of abuse and neglect.

By itself, however, group therapy is seldom adequate for the

person or family with overwhelming social problems, since the
~ therapist cannot provide the social services that may bé needed.
Moreover, experience suggests that one-to-one contacts outside
the group, either with group leaders en—an—individual basis or
with workers from other agencies, are oftéen necessary for the
parent’s optimal development and improvement.

Must groups are formed and led by professienally trained
group therapists such as p%ychologists psychiatrists, other mental
heal 'h workers, and social workers in protective agencies. It is
often wise to have at least two leaders, preferably-a man and
a woman, especially if the group consists of couples.

Since its introduction in 1955, group psychotherapy has been
used in the treatment of almost every psychiatric disorder. While
its use in the treatment of abusive and neglecting parents is on
. the increase, there is as yet a déarth of published reports detail-
ing either techniques or long-term results.

Much of the available literature ‘s based on the group therapy
program of the Ghild Trauma Intervention and Research Project
at UCLA’s Neuropsychiatric Institute. The project is staffed by
10 members of the Departinent of Psychiatry, five of whom
work with the group therapy program. Dr. Morris Paulson, clinical
psychologist and principal investigator for the project, descrlbes
the group program as “multidisciplinary, multithearetical, and
eclectic treatment of abusive parents through the vehicle of
group psychotherapy “ " The program has been operating for
six years and has served some 115 parents to date. There are
two separate therapy groups, cach conducted by male and female
co-therapists. A child psychiatrist and a public health nurse lead
. one group; a clinical psychologist and a psychiatric nurse Jead
the other. A psychiatric social worker provides liaison contact
with the professional community.  * .
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Group members are either referred through the Department,
of Social Services or the juvenile court, or come through self-
referral. Though rhot required by law to attend, many parents
are strongly encouraged. The program insists that both parents
attend, if both are present in. the family. The intake procedure
includes interviews with two staff rgembers and a day-long psy-
chological examination. There is no specified time for termination
of therapy. The abused children of group members are generally
in foster placrment or with relatives, and most of the parents

~ continue to attend meetings until their children are returned.
+ There has been only one recurrence of abuse among the parents
in treatment, and this child was a sibling rather than the child
originally dbused

The goals of the program are emotional growth, insight, and,
ultimately, successful termination oftherapy. Initially, the indi-
vidual parents were suspicious of the therapists. As the meetings
‘progressed, the members of each group increasingly began to
trust the therapists and one another, acknowledge their need
for help, and place the therapists in the role of parent surrogates.

As Dr. Paulson and several of his collea;,ues note: “For every e
step toward growth in therapy that could be attributed to the -
co-therapists, there were ten steps attributable to the group and

its members. This was, for the therapists, confirming evidence of

the power and the effectiveness of group psychothenpy "

" According to Dr. Paulson, many of the parents proved to be
“incredibly. ignorant of child development; they had no concep-
tion of what a three-month-old infant was capable of.” The
program,was therefore expanded to include half-hour sessions
dealing with facts about child development and child-rearing.
These weekly sessions preced€the two-hour therapeutic meetings.

Since many of the parents had problems arranging for the
care of their children while they attended group meetings, the
program added an in-house "’baby-sitter’—a trained worker who
also functions as an observer of the children’s behavior. Behavioral
observation includes notes on how the child separates from
the parents, other facets of parent-child interaction, and the
chllds manner of relating to other children. These data gfve
the therapists valuable clues about the family’s progress.
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The therapists give their telephone numbers to clients, remain
on call 24 hours a day, and sometimes make home visits. As
Dr. Paulson explains, these practices help illustrate their phil-
osophy: “When you're panicked, in despair, and have no place
to.turn, that may be the time when the child is injured. You've
got to have 2 number td call you've got to have somewhere
you can go

Parent Aides (Lay Therapists). To the parent in need of help,
. access to psychiatrists, psycholtigists, and social workers is some-
times limited by waiting lists and often by cost. In many cases,
nonprofessionals can help to meet parents’ needs. Kempe and
Helfer hold that the great majority of parents “can benefit
significantly from an intense relationship with a nonprofessxonal
- therapist.” ¥ .

Professional opinion is divided on the issue of parent aides.
Dr. Frederick Green of Children’s Hospital, Washington, D.C.,
notes that some professionals are skeptical whether this kind
of” nonprofessxonal person dealing with a critical . problem may
raise issues which he is not capable of handhng " But Dr. Vincent
. Fontana, discussing the parent-aide program in Denver, does not
seem to agree: “Are there not dangers in letting amateurs ven-
ture where perhaps even some psychiatrists may fear to tread? . . .
No. The Aides are carefully chosen and work under the super-
vision of social workers and in consultation with pediatricians
and psychiatrists. . . . [Tlhe entire family structure is carefully
evaluated and the parent or parents psychiatrically tested before
any sort of therapy is initiated. The ill receive treatment, and the
immature get motherly visitors.” '* The New York City Mayor's

Task Force suggests that, while lay therapists are inapproptiate -
for use with parents suffering severe psychiatric problems, they
can be "highly effective” with the parent plagued by isolation."

There are: dlfferent concepts of "lay therapists,” and variations
in the nature of their ‘relationship to the client, the kinds of
services they provide, and the intended results. But most such
programs are consistent.in their description of the parent aide
as someone who displays warmth and understanding, who listens
uncritically, and.offers support. While Dr. Green prefers the
term "friend of the family,”” others describe the role as that of
“parenting’”’ or "“mothering” the parents.
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Ideally, a parent aide is willing to become deeply -involved
with a family for a period of eight to twelve months or longer;
can make weekly or twice-weekly visits during that period; and
can relate to the parents from a listening, approving, noncritical
point of view, rather.than from a position of authority.

The goals of lay therapy are necessarily limited.. While pafent
aides cannot be expected to undo the harms of the past, they
can help the parents to a point where the child can safely live
at home; where the parents can see and even enjoy the child as
an individua!; where they can recognize impending crises; where
they can ask for as well as offer support; and where, eventually,
they are no longer dependent on the primary therapist.'®

Within the broad concept of lay therapy, various programs
have been developed. R

Denver. The Parent Aide Program, based at Colorado General
“Hospital, is staffed by men and women who were’ raised by
loving parents, who are themselves parents, and who are ready
to take on the care of another adult. They come from all economic
and social groups, and their backgrounds are carefully matched
to those of their clients. They work part-time and receive a small
hourly wage. '

Parent aides informally visit one or both adults in the family

" once or twice a week. They are encouraged to fit into the life-
style of the family—to have a cup of tea or coffee in the kitchen—

and to listen with interest to-the problems af the parents. Between

visits, they are available for help in crises; the client has the aide’s

. phone number and that of an-alternate aide. As therapy pro-

gresses, they generally begin to function as"mature and reliable

friends, rather than solely as visiting helpers. . -

Since parent aides need close and continuing supervision,
* Kempe and Helfer recommend that they be based in a hospital
or other agency that has the necessary professional support."” Every -
two weeks, the parent aides attend a group therapy session where
. they are encouraged to express to the professional staff their
. inevitable feelings of frustration, anxiety, and ahger. The emo-
tiona! stress of working with abusive parerits makes it necessary
to limit caseloads to~two or three families each. °
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-One social worker can supervise several parent aides and’
still carry a limited caseload, which substantially reduces the
cost of treatment and increases its availability. Clinical results—
provided the initial diagnosis of the family’s needs was correct—
have been outstanding. Fontana suggests that if “the. Aide is
successful in establishing a supportive relationship . . . is able -
to build up the parent’s self esteem and sense of personal worth
. . . to develop a relationship of mutual trust . . . to ease the
parents through crisis situations and truly understand the parent’s
feelings, then she is not only helping the parents but the entire
family and protecting the child in the most effective way
possible,” 0 ‘ : :

San Diego. Dr. Kent Jordan, with-a grant from the California -
Department of Mental Health, is attempting to implement the
Denver lay-therapist model in the San Diego Department of Social
Services. In addition, he intends to expand the lay volunteer pro-
grams already underway and to develop training materials. The
program will eventually include 200 carefully selected volunteer
lay therapists, each handling one case, with one client visit per
week. As a control group, there will be clients who receive
identical treatment except*for the provision of the lay therapist. .
Dr. Jordan hopes to determine, among other things, the charac-
teristics of an effective lay therapist?' - :

‘Lansing, Michigan. Lansing's Parent Aide Program puts relatively
greater emphasis on friendship than on therapy. The 21 parent
aides are mostly young married women. According to Helen
McGuire, the program’s supervisor, they are untrained, but care-
fully screened: “We look for individuals who -have a . good
marriage, have children with normal problems that the parent
can handle, are nonjudgmental and outgoing, and have a capacity
for 'loving people.” They are not paid for theit work, but do
receive expense money. '

Working under the supervision of a social worker from Catholic
Social Services, each parent aide is assignecf one family—usually
a multiproblem family that reyuires more attention that the case-
worker can give. Their primary role is that of an understanding
friend, needed to' break through the family’s isolation. In emer-
gencies, they provide services such as transportation or babysit-
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ting. Since most of the parent aides are young, they are more like
sisters than surrogate mothers to the parents they work with.

Sometimes the parent aide and her husband and children ° -
get together with the client-family. socially. As Helen McGuiges
explains, “They're basically free to do anything they want—and

't‘hey‘re\rgs&ﬁreeful.” . -

»
#

Arkansas. SCAN (Suspected Child-Abuse and Neglect) Volunteer
Service, Inc.,.was organized in Pulaski County, Arkansas-by Sharon, -
Pallone in 1972. Her reason for founding SCAN was that not one
local agency, public or private, could meet the ne'ed§ of an

-abusive parent she knew. Available professiortal help was frag-
mented, skow, and generally unable either to meet a crisis _or
to produce Asting results.? ‘ '

~‘ SCAN is currently staffed by 13 full-time employees and about
‘55 volunteers. The volunteers, mostly women without full-time
“jobs, provide emergency intervention, as well as long-term coun-
seling ancl supportive services. Each contributes an average of 20
hours a week and is reimbursed $50 a month for expenses.

The volunteers are carefully selected and given an initial 40
hours of training, conducted by-doctors and other community
professionals. Among the topics covered in training are medical
evidence of’abuse and neglect, legal aspects of the problem,.
marriage counseling, counseling techniques, transactional analysis,
and group therapy. In-service training consists of staff meetings
every other week and professional consultation as needed.

‘Under, " contract with the Arkansas Social Service Division,

SCAN receives referralsefrom the Division, the community, and

) Arkansas Children’s Hospital and cooperates extensively with
N the University of Arkansas Medical Center. The Service recently
expanded from its base in Pulaski County to neighboring Wash-

ington, Garland, and Jefferson Counties as a result of a demop-

-+ stration grant from the U.S. Department of Health, Education,

and Welfare (the grant was awarded jointly by the Office of -
Child Development apd the Social Rehabilitation Service).

in all fourlcountiesl,' every report of suspected abuse or neglect
is investigated within an hour by a SCAN volunteer. The, volun-
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teer has no legal authority to remove a child but, through close
cooperation with the prosecutingattorney-and the Sogial Service
Division, is able to offer the parent the alternative of working *
~ with SCAN or facing law enforcement officials and. possible fostef
- placerhent of the child. ‘

-

g
)

:Mdst of SCAN’s .work ,consists of “mothering” the parents, /
thereby teaching them fo be better fathers and mothers. The .
volunteér focuses on the problems of the parents, providing
support and noncritical coupseling acecording to their needs. As
Sharon Pallone explains: “The volunteer’s work may be as simple
_ as convincing a mother who beat her child bécause she didn't
' mop the floor that two-year-olds can’t be expected to mop floors. . / )

»,But it may be much tougher—improving housing, getting food

stampsor money, arr%nging fox adequate health care. We work

. with every agency. in attempting to solvé the problem that
spawned the crisis.” .

-

The maximum caseload for a volunteer is four families, includ- .
ing no more than two active cases. The volunteers initially spend =
a great deal of time with each family at home. Their involvement
tapers off as the situation improves, although cases are maintained

as long“as necessary. .

K

v * Initially, professionals in the community were slew_to accept,
the volunteer organization. But as,a result of the skill of SCAN's
volunteers—who, since*August 1972, have provided service to
well over 200 families—the’ Segvice has the full cooperation of
both the professional community. and local governmer. Even- - -
tuatly, SCAN plans to operate statewide. - ~

o .

"« - Public Health Nurses. Many communities dlréady have a rich
resource for therapeutic and “follow-up- care: Vvisiting public
health nurses. Early .in the diagnostic process, the nurse can
provide the protective service caseworker with \valuable infor-
mation about the family and about the interaction between par-
ents and children. By training and experience, most public health
nurses are comfortable entering the homes of clients and talking
with them in a relaxed, coffee-in-the-kitchen way. Seme, in addi-
tion, have a great capacity for caring for the parents of abused
or neglected children. : : \
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To function therzﬁalest\cally, the -nurse’ must be noncritical, .
nonjudgmental, and prepared to commit herself to a deep invelve-

- faght'in the family’s life. She should be @ sympathetic, under-
~standing listener, rathef than an advisor or’teacher? The nurse’s
role is to provide needed “mothering.” She should focus not on...

the ‘child but on the parents, offering them an opportunity to' !

break out of their isolation, to develop trust in another adult,
and to raise their opinions of themselves. Without an excess of
advice or lecturing, she may be able to help the parents begin
to understand and even enjoy their children. :

« S
Dr. Morris Paulson and several others from the staff of UCLA's
Neuropsychiatric Institute describe why such a relationship can

. develop: “While both male. and female therapists [in their group
- therapy program] were regarded with increased warmth and con-

sideration, the female nurse co-therapist was much more identi-

fied jn this surrogate J[parent] role. Her information input in the

important areas of child development, her practical knowledge in

‘the. caring and nursing of the infant and growing child, and.

her. numerous homp visits all defined the "greater degtee of
intimacy and personal involvement in the life experience of these
families.”” ) '

)If~possible,: the nurse should informally visit'the fémily once.
or twice a, week-—twice weekly at first, then tapering off as the.

" parents progress. It is important that the relationship, once begun,

. homemakers can as
. in which “mothers

not be cut off tod soon. The visits should continue .until the
child is no longer at risk—preferably for a year or longer if nec-
essary, but seldom”for less than eight or nine months. Despite
the atmosphere of‘ifriendliness ard informality, the nurse’s visits
are an important ¢lement of treatment, and a decision to ter-
minate, should be;made jointly by the nurse, the protective
service worker, and any other professional directly involved with
the family. . 7 / ‘ e
o, , : ~

Q. REd
oo "

Homemaker:Horj\e Hea’kh'Aidé‘Ser,v_ices. Homemaker services

have been recomm
stress, as an alternd
the home, and as a

all the demands ofi

snded and used as a support to families under
tive to temporary removal ,of the child from
way to facilitate.- a child’s return. In addition,
sume a preventive role, if-available to<families
simply do not have the strength to cope with
several children.”” * A homemaker who can

0

%

s

. .
o ﬂ\

ks




e

frt into the famrly—not to run_the household, but to work. aloog
wrlh and support the parents, helping with the house and children *
. as needed—can help relieve at least some of the famrly’s stress.
The exact role of the’homemaker varies. accordrng to the needs = M
\t_\ ~ of the family and the goals of the treatment plan. One possible . '
‘ role for the homemaker is mentioned by Paulson and Btake: like
- the-visiting nurse, she can help the social worker evaluate the
famrly strengths ‘and weakpesses - through, daily observation of
rnterperst‘)nal relatronshrps and patterns of Irvrng25

. The report of the New York Mayor s Task Fbrce points out that
a-homemaker who cleans, shops cooks, ard cares for the chil-
dren can be valuable and " evén necessarh‘ to many farp?res .
including those whose children are neglected,.and can in"the fong "~ * \

« run decrease the costs of service-to the family. But, the report
" adds, such a homemaker is seldom needed by abusive parents
and would be .of no help in altermg destructive patterns oft
- behavior. The Task Forée recommends that the most qualrfred
- homemakers be trained as parent aides "to address the emotional -
~rather than the materlal/logrstrc drffrcultres experrenced by the
abusing parent"“‘ : -y
. o
Kempe and Helfer note that the homemaker can be part of the ®
therapeutic team, helping to.provide the parents with understand-
ing and emotlonal support.” If the community has a parent aide
program, homemakers.could be included in their in-sérvice train-
ing sessions to garn professronal support and advrce : . !

< .7-/:

Whatever the role of the homemaker in a famrly, it should be

« made clear to the parents from the start. Othérwise, the home- .
maker’s presence ‘may. lead to confusion, suspicion, and even -
. greater stress for the parents. ‘.

“Parents Anonymous. "I started PA becausé of my ownﬁpb—
lems, because of my own pain, my own anguish.”” ® This is haw
Jolly K., a former abusive pareht who had been abused as a-
. child, explarns the beginning of Parents Anonymous, a self-help -
organization for abusive—and-potentially abusive parents. After
repeatedly approaching established agencies for help that she
never received, jolly Kgstarted P.A. as a way to he1p herself and
others. - Lt : N : N
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Today, three and a half years lateg, P.A. includes some 112-i

chapters* and approx1mately 1200 members throughout the
United States. Each, chapter is headed by a chairperson—a parent
from the group—and a professional sponsoy who is usually a

“social worker, psychlatrlst or psychologist. However, as Dr. Vin*

cent Fontana observes, “P.A. does not suffer from any goggle-
eyed reverence for professmnals "2 The main emphasis 'is on

. parents helpmg one another.

Members. attend weekly meetmgs at Wthh they exchange
family experiences, both good and' bad, in a noncritical, sup-
portive atmosphere. Since all the members have expenenced the

- stress and. anger that can lead to abuse, they can discuss each

cdther’s problems with understanding and without moralization.

‘Parents typically, unable to communicate with others learn to

share therr {eelings with the ‘group.

An additional’ focus of P.A. is on crisis intervention, which

typically comes as the result of a'telephone call for help. Members’
- exchange first names and telephone numbers. When a  parent
under stress feels in danger of_abusing a child, she or he can.

call another member, day or nlght Help may take several forms:
discussion and reassurance over the-phone,:a personal visit, or
sometimes temporary care of the chitd by another parent. There
is a general feeling that giving help--actually being -useful to
someone in a time of cr|SIs——can be as therapeutic as receiving

help . ‘-

Since about 80 percent of P.A.’s members are self—referred
some professionals—while lauding the success of the organiza-

tion—would like to see closer ties between local P.A. chapters -
and protective service agencies. Protective services could then

monitor and be accountable for the child’s safety and could pro-

vide support serwces if needed, whlle the . pafents contmued‘
‘with P.A.

Crisis-Oriented Services. As discussed in Volume 1, Chapter 2,
crises tend to play a SIgnlflcant role in"the lives of famlhes in

‘Parents Anonymous has recently reteived an OCD grant to expand to 200

chapters.

-
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which abuse or neglect occurs. For some famllles the crisis may -
be of a physical nature—the lack of food, clothxng, transportation,
or shelter. In such cases, addressing the famxly s physical needs—
through, for example, the provision of an emergency loan, tem-
porary housing, or needed clothing—may be an important first
step toward treatment, by relieving a stress- producing situation
that may have no other solution. Such action-may establish the
worker as a person who is sensitive to the “real” needs of the

parent and_can reinforce the parent’s feelings of being cared for.

. . . K . 2.
But for many parents, ‘crises are not so much the result of

material need-as the product of momentary frustration and stress.
The breakdown of the television, an arBument with one’s spouse,
the child’s breaking of a lamp——these ate among the everyday
‘crises. that can precipitate abuse. To help both the parent and
the child in such a situation, emergency services should be avail-
able around-the-clock: These could include a 24- hour crisis-
intervention iine (see Chapter 2), crisis nursery facilities (see.the
following section, ""Treatment. for the Children”), or the tele-
phone number of a worker who can be called at any hour.

Education in Parenting. Treatment that uses cogn.itive learning
techniques is based, at least in part, on the assumption that the

parents have difficulty because they have not been given proper °

opportunity and knowledge to develop adequate parental atti-
tudes and skills. To some extent, this is true; but, in general, the
deepest deficit in' the parents is in the, emotxonal or affective .
rather than the cognitive sphere

Some parerits, paiticularly ‘those who neglect or only 'mildly

~abuse a child, may profit from instruction in parenting tech-
niques. But- thlS should not be a standard or exclusive treatment -

method for -the majority of parents. In many cases, even those
" involving the serious abuse of a child, the parents are able to

¢

provide good care for other chlloren in the family. It is evident *

from such situatiorts that the parents do not suffer a lack of

_ factual knowledge, but rather emotional difficulties’ lnvolvmg

specific attitudes toward and mxsperceptions of an individual -
child. _ ) - A

- For those parents lacklng child-care skills, classes in a school
s or hospxtal or lndWIdual instruction by a° pubhc health nurse

~
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could be an extremely valuable part of the parents’ treatment.
Such instructiqh) could include learning how to diaper, feed,
pick up, and play with children; how and when to discipline a
child; and some facts about chlld development. The content and

nature of the instruction” will, of course, be determined by the
needs and abilities of the |nd|V|dual parent. . ..

Behavior-Modification. Behavior modification techniques—the
use of positive or negative feedback to modify behavior—have
been found to effect changes in the attitudes and actions of abu-,
sive parents in relatively short periods of time. However, it is
not clear whether such ,techniques -have vahdlty for long-term

~ rehabilitation. 2

To some extent, positive reinforcement is an elementincluded
in almost all modalities of treatment for the parents. But the use
of negative-feedback techniques to induce change has been
seriously questioned, even though there has been superficial
success with such techniques. Negative feedback is essentially a
repetition.of the childhood experience of most.of.these parents, a

-repetition of the very process that helped lead them to abuse or

neglect their children.

Treatment for the Children*

While the care of abused and neglected children has beén the
concern of health and welfare agencies in this country since the

-late 1800s, much of the professional emphasis has been limited

to medical treatment and physical protgction. In many cases,

- protection-has been synonymous with removal of the child from '
.. the home. But more and more- professronals are recognizing that

. the child as well as the parent requires direct help if treatment is

to produce optimal rehabilitation of the- famlly

The purpose of this section is to descnbe several methods of

'Much of th|s section ‘has been adapted from material written by Elsa Ten . .

Broeck and Steven Stripp for the Office of Child Development in 1974. Many

- of the points discussed are based on the authors’ experience at the Extended

Cu

Family,Center, San Francisco. Except where ‘indicated, the subsection “Removal
of the Child”+has been adapted from material written by Douglas }. Besharov
jor OCD in 1975.Much of this subsection-ic based on the April 1972 Report

.. of the New York State Assembly Select Committee on Child Abuse of wh:cb
2 Mr. Besharov is the executive director.

~
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direct treatment for the very young (up to age five) child. This
discussion does not attempt to set treatment for children apart
from treatment fog parents. While it focuses on children, it
emphasizes the family setting, the effects of children’s treatment
on the parents,.and the need to Coordlnate treatment for all
family members. ™ T ‘

-

@
Sy

In this section, aspects of treatment, in a (Iay care setting are

" the . primary fScus. There are severaltredsons for narrowing the
“discussion to this seétting: little has been-written about therapeu-

tic nurseries, many older childrep in need of treatment can be
referred for individual child-psychiatric services, whereas the
very young child.cannot; and finally, emphasis has to be placed
on providing therapéutic intervention for children .as early as
possible. = '

I

“

Before discussion of actual treatment modalities, it is im}ortant
to look at the role of out-of-the-home placement of the child
as.part of the family’s treatment plan,

Removal of the thld : o - T ;.

agement of child abuse and.negléct, the involuntary removal of
children from their parents is amfong the most volatile. There are
some families.in which children cannot safely remain. For these
families, temporary or permanent refpoval of the child, accom-
pahied by appropriate treatment for the parents, is the only
viable alternative. However, because of inadequate casework

fempora’ry Removal. Of the m mjny difficult issties in the man-

- and administrative practices, insufficient funding, and lack of
~trained, experienced workers in some’ child welfare agencies,

foster carc——-the placement of children with a foster family, in
a group home, or in an institution—is the primary mode of .

_“treating” the problems of abuse and neglect’in some com-

munities. As a result, some children who could remain in their -
own homes are placed in foster care, and too, many children .
remain in foster care for too Iong

~ The increasing use of foster placement in recent years has |
led to a general lowering of standards fqr recruitment and approv-
al_of foster. parents. It is a "seller's market,” in a sense; more
strmgent standards, even if they could be enforced would leave

. - . . 90
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‘many children without homes. In some cases, the quality of
foster-care is.not significantly better than. theéﬂre the children
received from their natural parents. There are, for example, cases
where foster-parents at)‘gse the children placed in their care.

ot T pnadequate record-keeping in some agencies only aggravates
thé problems of substitute care. One agency,- for instance, suc- - °
cessively placed and ihen removed seven children from a foster
home is the space of one year. Since lher_e"\was no record to
explain why these children were unable to get along in the home,,

- it was impossible to determine Which, if any, children could be .

placed there in the futuré. o : i

The child's position in" foster care is complicated by policies
in some agencies prohibiting excessive emotional involvement
with the foster parents. The rationale is that foster care is tem- -
porary, the ‘ultimate objective being the return of the child to
the natural parents; undue affection by the foster parent could
cause emotional ambivalence if. and when the child is returned
honle. When foster parents follow such guidelines—providing a
warm home, but a_home without too much love—the children:
often perceive the foster parents as they do their own parents,
unale or unwilling to love them enough.

-

*

It is $ot unusyal Tor an agency to remove children from a
foster Home because they are shown too much love. One agency
uded this reason to remove two children, nine and eleven years
of age, from a foster family in which they were thriving after
three years of placement. The children ‘were pi~rced ir‘an institu-
jon, and the foster parents brougF\t the matter to court. Nine
months later, the case was resolved in the foster parents’ favor;
but by this time, the children felt so rejected and ‘confused that

* they refused to return ‘to the foster home. Although both chil-
dren had an I1.Q. of about 120, they .remain in the institution
. where 90 is the average Q.

Once the abused or neglected child is placed in foster care,
many agencies make little or no effort to work with the natural
parents. This is not only dangerous for-other children who may
remair: in the home without services or protective supervision,
it also allows foster care to become a more or less permanent
situation for the children who are removed, Ther_e are, of course,

e
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so\n&agencnes that do creative and highly constructlve rehabili+
tative work with the natural parents, but these seem to be excep-
tions to the typical practice. :

Planning for families does not seem to occyr in any predictable
or reasoned pattern. For example, it is not uncommon for chil- '
dren to be plaged in foster homes far from their natural parents.
Under such an arrangement, -meaningful contacts between chil-
dren and their natural families are almost impossible, and suc-
cessful rehabilitation of families becomes unlikely.

In a research project headed by Dr. David Fanshel, director of
the Child Welfare Research ,Program at-Columbia University’s
School of Social Work, 624 children who entered foster care for
the first time in 1966 were followed for five years. At the épd of
three and a half years, 46 percent of the children were still in
substitute care.® Commenting on their findings, Dr. Fanshel and
his, colleagte Dr. Eugene Shinn write: "It is our impression that

+ too many children slip into long-term foster care careers with -

" the passage of time and their statuses become frozen through

.« a process of default rather than through a consciously arrived at
decision that alternatives to placement are not feasible.” 3" - '

A 4 This failure to consider alternatives to placement is particularly
~alarming in light of the often damagmg effects of foster care.
Even when the quality of care is adequate, placement can be
troubling to children. As Dr. Ner Littner explains: No matter
what the realistic feason for the separation, the child seems to-
experience first—either consciously or .unconsciously—a feellng .
of abandonment, which contains elements of loss, rejection,
humiliation, com'plete insignificance and worthlessness.” * Foster :
» care places children in-a painfully. ambiguous situation in which =~ -~
they are unsure of their future. Children frequently blame them-
selves for the separation from their parents, and they harbor feel-
ings of guilt. If they relate the separation to some fault of their
parents, their identification with the parents can result in their
‘seeing themselves as similarly ""bad.” : :

The very nature of foster care adds.to children’s concerns
about their worth. Children in institutions may feel “different”
because they do not have a family; those in foster homes have
.names different from the foster family, a constant reminder that

. Lo
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’ -they do not really belong. Eugene A. Weinstein :nvestlgated foster

children’s grappling with four questions: Who-am’12 Where am

- 1 Why am | here? What is going to happen to me? ** His findings:

Y " these are confusing, anxiéty-laden questions for children'in foster

care; however, children who had more contact ‘and were pri-

~marily identified with theif natural families-showed a statistically,

. - greater understanding,of [b&i'rxfoster placement. These findings
- -poiht not only to the difficu

~ impose-on a child but also ’fo the continued importance of the

natural family to the child’s well bemg

-

In 1971, the Davidson County (Tennessee) Department of Pub-

* lic Welfare (DPW) began a three-year project in the metropolitan
Nashville area, addressing many-of the problems of foster care.

" The project, Comprehensive Emergency Services for Children in
Crisis; provides. 24-hour emergency services—including intake,
f(:gter homes,. caretakers, and homemakers—to enable neglected
d dependent children to remain at home or, when removal is
‘necessary, to minimize the traumatic effects of placement. During
its first three years, when the project was funded by the U.S.
Children’s Bureau, emergency placements were reduced from
approximately -480 to 70. Funding is now handled by the state
and county DPW. In addition, the Children’s Bureau is now
funding a follow-on project to disseminate information about the
Comprehensive Emergency Services program. To date, some 20

\communities-‘ar’e committed to installing similar programs.*

" Among the recommendations of the Massachusetts Committee
on Child Abuse were four suggested components of an adequate
foster care system: the 24-hqur availability of highly tompetent

.professional foster homes”; a mechanism for recruiting, review-
ing, and supporting ““good quahty foster homes; the innovative
use of day care; and the development of alternatlve group care

“that, when place nent is unavoidable, foster-home care ”is often

‘For further information, contact Patrlcna Lockett, Director of the Nanonal

37210; 1615) 259-5371
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ambiguities that placement can -

facilities. These recommendations are based on thé assumptlon"

preferable” to and “less expensive” than institutional care’ In
a foster home a child should receive temporary but uninter-

Center for Comprehensive Emergency Services, Nashville Urban Observatory, -
320 Metro-Howard Office Buuldmg, 25 Middleton Street, Nashvnlle, Tennessee
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rupted care, while his or her parents are im treatment or until
permanent placement IS arrang d. ' - e,
~ a ’ ‘ -

Foster parents often pride themselves on taking oetler care qf

achild than 'the child’s natural parents. This feehng—wﬁlle it is
gratlfymg for the foster parents and helps té compensate for
poor pay and fong hours—can further disrupt the natural parent-
child relatlons‘np by reinforcing the parents’ poor image of them-
selves. However, through caieful selection and professional sup-
port, foster parents can be a source of help for the natural
parents as well as for the children. The following example illus-
".trates the supportive and therapeutlc role the foster' parent can

U 3Y - : ) { R
" Throughout the investigation and court hearing,-Erica main-
- tained that she did not know the cause of her five-month-old
daughter’s_severe injuries. She felt that the psychiatrist and
the social workerswho were assigned to “help” her were
-unfair and insensitive,sand she was not_able 1 benefit from
the contacts. Her daughter Jennifer had beefi# aced ina fos-
ter home, which Erica avoided because she was afraid of
what the foster mother would .think>of her. Her husband
Tony did not visit cither, feeling little ﬁtachment to the baby
and no responsibility for her care.

Erica finally decided to visit her daugh'ter; she worried that

by. staying away she would be thought an unfit mother..To -

_M-h.gqr._suppanihe._fggtpr mother was mum qvmna!hem‘ She

LX3

talked with Erica about the baby’s behavfor not about what
Erica ~’had done.” The foster mother sewed a kerchief for
Erica and -occasionally invited her and Tony for meals. She
encouraged them to bathe Jennifer and to take over other
parental tasks, which not only helped them to feel close to
- the baby, but also- relieved the foster mother of much of

~

Jennifer’s care. As soon as possible, Erica and Tony were -

allowed to take the baby home for short visits. These visits
gradually lengthened untlI the rhllcl wac permanent/y and
safely returned.* -

©

‘Adapted from material written by Ellzabelh Davoren for the Office of Child

Development in 1974.
Q
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Permanent Removal. Unlike Erica ang Tony, somé€ parents of
“children in foster care will never_,J,gave the interest or capacify-
to care adequately for their children. In cases where the cHild's -
return is unlikely, the possrbrhty of* adoptron should be actrvely
2 explored :

.
. i - . o
v‘ o N -

o . , .
o Freeing Children for Permanent Placement is a projeét begun -
‘|n Oregon in the fall of 1973 to deal with the problem of children
‘remarnrng in foster care, offen for years, because alternatives tos
"temporary” placement had not previously been explored. Funded,
" ——by-the 1).S. Children’s Bureau, the project began.by identifying -~ ¢
. children i foster family care who had little chance -of returning
to theif naturgl homes, and by examining their filés to determrne,‘ 2
- _if an honest effort had been made to work with the natural .
’ parents. Treatment sérvfces were theh provided for’those parents . . .
" whd séemed likely to be able to, reqpond +In the.preject’s first '
year, over 10 percent of the children in the study population v
were returned to their natural homes; others were “adopted by
their foster parents; and, for others, adoptive homes were re-,
“cruited. The pro;ect——whrch covers 10 of the state’s high-popula-
tion .counties and a sampling of rural counties—is also working
to educate judges and attorneys about the lmportance of freeing
children for adoption when there is little” possrbrlrty of their
return to their parents* v o o .

T o

I

In recent years, adoption haﬁ become possible for an- increas-
. . ing range of children; those who are available fof adoption now
stand d better chance of finding a home. There are several reasons
for these changes. Because of more widely practiced birth control ¥
.and the legalization of abortion,” and pecause more unwed
mothers' now keep their children, there are increasingly fewer
unwanted children. Interracial adoptions and the adoption of
.older; children-have become more common .as the number of
white“fnfants available for adoption:has decreased: In addition,
y subsidized adoptrons have lessened the financial burden to fam-
' rlres with Irmrted lncomes »
Nevertheless, many child welfare agencies rarely, if ever, con-
sider adoption as an alternative for children in their care. In the

*For further informiation, ‘contact Victor Pike, Project Director, Freeing Chrli
dren for Permanent Placement, T415 SE 122nd Street, Portland,”Oregon 97216;
. (503) 257-4344,
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Fanshel study, less than three percent of the 624 children_jin

foster care were adopted in the period of three and a half years,®

‘Many smaller agencies are &imply unequipped to handle adop=
tions. In one case, although the foster' parents wanted to adopt
the child and the natural mother agreed to terminate parental
“rights,- the agency did not know how to go about the adoption
process. Other agencies refuse to assist in adoption proceedrngs

- on the grounds that their attorneys time rs not reifnbursed.””

B
.Even after the decision to terminate parental rights, adoption
-can be torturously slow. New York City’s Department of Social
Servrces studied time variations in the adoption process, using
"a sample of 274 children from 19 agetcies.’* The time between a
“child’s. placement with an agency and completed legal adoption

ranged flom 713.4 months to 28.1 months, with an average of .

22.1 months. The mean interval from placement with an ?gency
to/placement in an adoptive home was approximately eight
months. This Study is of interest not only because it shows the
adoption procéss to be unnecess¥vily lepgthy, but also because

thé time variations among the 19 agencies indicate that the*quality

of management can prolon'g,or expedrte the process.

The adoptability of a child can be greatly influenced by the
length of the adoption: process. Prospective adop;rve parents

generally prefer. infants. Although this preference is becoming.
B Iesg rigid, it still. limits-the possibjlity of adoption for children
.« ovelr three or four years. of age, _particularly for minority-group

children. More important, @ lengthy adoption process. places

children in a kind .of limbo in which they are denied consistent

mothering in their formative years. Judge Nanette Dembitz -of

the New York Family Court warns that “children are kept in
foster care for year after year after year; if finally by the age of

seven or’ten or twelve the mother has completely abandoned”

the child, it is too late—and frequently the child is too maladjusted
or too involved in juvenile delinquencies—for adoption.”*

-

. There are at least two specific mechanisms that could facilitate

. the adoption process. First, since some agencies avoid adoption

in favor of prolonged foster care because of such -expenses. as’

legal fees, private welfare agencies could be reimbursed for the
costs involved rn@rmmatmg parental rights and pl‘acmg a child
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for adoption. Second, laws could be ‘enacted authorizing the
juvenile .court to immediatel{ free children for adoption when, .
in Judge Dembitz’s words, “the possibility of the mother’s ever
beihg able to give the child decent care is zero or very, very
slight.”” % - -t .

Treatment Modalities R o .
Within the last -decadle, a variety- of services for-abused and
neglected chilffren has been developed to.supplement inzhome
treatment services for the family. The intent of these services
is to support the child’s expression of feelings, to meet the child’s
emotional negzds,'a.nd to offer direct treatment. * ’

D
. ~

’

Play ‘groups generally meet a*few hours a week, often while
parents are attending therapy sessions: Frequently staffed by vol-
unteers gnder the supervision of & professional, the play group
has as its major advantage the opportunity for diagnostic observa-
tion of the €hildren. : oo C

o

‘Crisis, nurseries offer immediate relief to -parents who are

temporatily unable to care for.their children. The primary func-
tions of -the crisis nursery are to protect the child and help

stabilize the home by providing the parents short-term relief. -

from child-care responsibilities.

. Therapeutic day care centers hayev;t,éveral important functions.
From four to,ten hours.a day, the center,functions as a refuge

for the children; and is a support to tiaatment for the parents -
vides diagnostic observation of and intensivc, long-term therapy

for the children; and is a support to treatment for the parents

* by allowing them the needed-time to develop and pursue other

interests. - ‘ . »

Family. shelters offer intensive 24-hour residential. care for,
the entire family. Such cdmprehensive treatment provides "an’
ideal setting for intensive diagnostic study and ‘round-the-clock

intervention. Residential treatment is usually limited to a few -

months, followed by. out-patient s,up‘ervi_sion. An example of
a family shelier is the Temporary Shelter at the New York Found--

ling Hospital.*. . . . 5
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Behavnor Characterlgtlcs and Dynamlcs -

Brief contact ‘with abused and ‘neglected children has led to
descriptions of placid, slow-learning infants and overly friendly
preschoolers who form indiscriminate attachments to “adults.
These descnpnons support the opinion thzi the children, though
quiet or oveily friendly, are generally ‘‘ncrmal, A But through
long term daily contact,’ this initia] “normal” and in particula¥,

"good"’ behaVIor can be seen to be only,one of several defenses
against the “very troubled envnronmems' in which maltreated -
children develop . ‘ . ‘o

“In day care settlngs, abused chlldren have displayed aavarlety

of behaviors that are noticeably different from those of offer.

. ‘childrerr of the same age and in simila: settings.** The abusél

children evaluated in one study were found to be four to eigh
months behind their peers in language development.” In general,’
-the children’s coordination skills, both gross and fine, are less
" deveéloped than would be.expected- for their age; those who are
-'mobile tend to be accideént-prone. As a group, abused children
-are sick more often and for longer periods of time than infants

-+ and preschoolers in other group settings.

.

Their behavior tends toward extremes of introversion or extro-
version. The degree to which the children were.abused seems
.to be in alignment with both their symptoms and their respon- -

" siveness to treatinent. When abuse is severe, the children tend

to display extremely introverted symptoms; when abuse is mild,
they tend to- dnsplay « variety of extroverted symptoms soon’
after the first week in a center.

lntr'overted symptoms include passivity,. withdrawal, jnhibited
verbal or crying responses, and’ nmmoblhty Extroverted symptoms;
include hyperactxvrty, very short attention span, and’seemingly
unprovoked aggression. The, initial symptoms_of the introverted
children tend to resolve into more, varied repertOIres of behavior

. within the first three'months in a center; for the extroverted group, ,

the initial behavior changes, may occur in a few weeks or less.
In general, children who are initially timid and passivz eventually
begin to express more anger anll defiance, while those who are
initially aggressive and hostile gradually bégin"to express sadness
and fear. Timid children who, originally require a great deal of

Y
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physical holding become more willing to explore on their own,
* whereas those children who at first cannot tolerate physical
X contact beg,rn to allow it. } ‘ N

“ Even after children have attended a center for several- months
and some of their initial behavior has changed, certain charac-
teristics remain. For example, separation is difficult, from parents
in particular; and-transitions in general are very threatening.
Arrival at the center is a difficult time of the day. Although
many of the.children overtly seem to have no fear of. leaving
their parents, they express their attachment-anxiety- nonverbally
once’ they are in the center. It is not unusual to find.children
climbing over or hiding under tables, hanging on to the front

. door, walking almlessly around the room, or refusrng to take
off therr coats.

«

« O

Far many of the children, resistance to change continues
throughout the day. Daily events, even those occurring with -
regularity, are cohtinually resisted until the children begin- to

v ~ develop trust and become willing to take risks. Nap time can
be particularly difficult. The children tend to be very tense and |
unable to relax, They resist .confinement in a bed or crib- and -~ .
~ become upset and fearful when restrained. Despite thejr resis-
. tance, most of the children do need a nap; and, with Indrvrdual
: attentron and physical contact, they do® fall asleep,

. Another promlnent characteristic is the chlldrens unusual

, ~ propensity for violence.* Many ’respond ‘with aggression to
o anxiety, threats, and confusion. It is not unusual to observe a

' v toddler, who is unable to join in a game, simply* destroy the
game Tather than’ accept exclusion. Many of the children express
violence éven without provocation. Destructive behavior tends 7
to ‘be characteristic of those who have suffered chronic anger
and rage from disrupted rdpport or trust with their parents.
These children are often vulnerable to tantrums and rage as .
well as to destructive acts when confronted with the limits and
dlscrpllne of the center. ' :

3

. ' "Some chrldren in treatment have dlsplayed Well developed
skrlls at frustrating-and provoking both adults and other children.
Those who Have experrenced chronic shame and fear—by being -
drscrplmed through name- Calhng and requrred to perform beyond

: . L4 . ) S,
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their age and developrnentel capabilities—tend to humiliate and
terrorize other children. Those who have suffered chronic dis-
tregs—by having ‘satisfaction of their needs delayed or only

. partially met due to negative parental feellngs-——often seek to

frustrate others.

2

. ")
.. Periodically, some of the more severely abused childyen exhibit
autistic-like behavior. They appear to desensitize themselves to
certain auditory, kinesthetic, and visual stimuli. In a conversation,
these children listen and respond ‘but when being dlscxphned
they refuse to acknowledge or respond to their own names.
They sometimes collide with objects, as if the objects did not

exist. And despite frequent accidents, they exhibit no signs of -
pain and seem to have’ only a hazy awareness of their physical

environment. Much of this desensitization is believed to be
defensive behavior developed to cope with the physucal pain
these very young children experienced early in hfe

Treatment Considerations

A center for abused. and neglected chxldren needs to offer

_.the_ nurturing and._care most children receive. at-home; in addi-
tion, it has to help the: children develop skills to cope with the
above average demands. of their homes. Two goals of treatment
~are for the children to develop their ability to trust and to develop

positive self-images. Both can be reached more easily- if the

“therapeutlc environment glves the children a sense of safety

and positive feedback.
;t is” important to create a .personal space for each of the
children, a space where each*is reminded-of his or her unique

'ldentlty A picture of each child in his or her part of the room
is helpful; and mirrors, particularly small hand-mirrors, are not '

only interesting to chxldren but help them initially in developxng
their self-images. Such measures can help the children develop

a positive sense of themselves that will allow them to maximize -
_ their ablhty to grow and develop. . '

A consistent routine helps ‘the children percexve the ‘center .

as a "safe” environment where they,can test feelings-and actions
and begin to trust themselves and others. To facilitate the ‘devel-

opment of trust, the’ staff’ should be consxstent ln their actions

L w
| 110 -

s . v
° R N e

£

o




e

and should always prepare the children for transmons through
verbal explanations. It is important to verbalize even routine
transitions, such as feeding and. changing. This technique is
partrcularly helpful with the nonverbal child and has encouraged
speech in children who are old ercugh to talk but who have
previously. remamed nonverbal.

Verbahzatlon between the staff and the children can also.
help the children recognize and deal with theiy feelings, particu-
larly feelings of rage and terror. Once the predominance of these
negative feelings lessens, the child can -begin to learn to deal
effectlvely with the environment.* .

, :

The center’s program must also teach the chlldren how to deal
~ with various settings and surroundings and how to obtain satis-"
faction from a variety of sources. The children quickly learn that
certain behaviors and expressions which are denied them at home
are allowed in the center. Abused and neglected children .learn,
at an earlier age than most, the reality of contradictions in life -
and the types of adjustments they must make. Without extensive
longitudinal research, it is impossible to assess<the effect of this
knowledge, at such a young age, on children’s emotional growth
and development.. Nevertheless, it is clear that unless the chil- -
dren are removed from their: parents; they: must learn to cope -
with 90‘me"degree of emotlonal trauma.

= A side benefit of all day care_ programs is that they expose
preschool children to adults who can supplement parental care.
This exposwte helps children realize that there are adults ther
than their parents who can provide for, their needs. The sharing
*of parental responsibilities, including ¢hild care and nurturing,
is a basic principle of the extended family. The re-establishment
of this principle can be an effective means,of assuring the phy-
sical and emotional survival of the maltreated child.

, o -

- A therapeutxc environment in a day ¢are center, coupled with
intensive parent treatment, is often the most effective means to
help the children maximize their development. Without having
to endure the trauma of total sepdrdtion from their parents, the
n the coping skills needed to minimize the nega-
aining in a home where their emotional needs




Planning a Center

a therapeutic day care center.

s

Following is a list of some practical considerations in planning

H

e Choosing a population ' . ;

(1)
@

(3)

Determine the age group of ‘children to be served.

Develop, designate, or coordinate with programs to

provide treatment for the parents of client-children.
Determine the types of cases to be served—whether
preventive, suspected, or identified.

(4)* Develop a referral process.

e Choosing a site

M

(6)

(7)

Become famlllar with all federal, state, and local codes

_relevant to group child care, such as welfare, fire; or

health department codes that will impact on particulars

of the age group-te-be-served, required. indoor and
outdoor, space, required plumbing, required isolation -

space, requ1red access to the building and yard, and
needed renovations to the existing building. . -

0

v Obtain zoning requirements needed to establish a day

care center in the chosen sita.

Evaluate the site in terms of transportatlon to and from

the center.—.. ......

Evaluate the avallable space in terms of future requ;re-
ments. For example, in a long-term program, more
space will be needed when ‘infants reach the toddler

. stage.

Choose assite that lncludes adequate separate space

within the center for parents to meet with each other

and with the staff. Preferably, there should be enough
space to accommodate groups of parents.

Apply for and obtain all licenses required by- state and
local laws. Be prepared for delays in processing such
applications.

Negotiate a lease with an open -ended optlon to renew.

. Equnppmg a site’

m

Spaces thaf should be created include a space-for

isolating disruptive children, a space where children -

“can express aggressive feelings, and a particular space

1
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that helps the child feel safe an.d not overwhelmed

by emptiness or overcrowding. ‘

. " (2) Suggested equipment and supplies |nclude

' ‘ (a) Strong durable toys that.can “withstand great
amounts of physical attack yet cannot be used
as weapons.

’ ' (b) Eqmpmentthat allows*for the expression of feql— ,

' ings, such as barrels (for hiding); poundmg ‘
boards; large foam-rubber blocks; musical in-
struments, especially drums and bells (careful

‘ superwsron is required with these); a record
‘player and ‘records; dolls and a doll house; a.
television cabmet (w:thout the picture tube or
the accompanymg electrical equipment) that
the children can use for dramatic play; dress-up

~ clothes; and toy kitchen equipment.

" (c) Equipment that encourages group play, such as
a water table, a rocking boat, a sand box, a-~
three-foot-wide slice, and an auto-tire swing.

(d) Equipment that encourages active play, such as_
climbing boatds, climbing structures, tncycles

o *and a padded tumbling.area ‘

~ (e} Equipment that encourages verbalization, such
as books, records, blocks, and a fish tank (prop-
erly anchmecl and carefully quperwsed)

"o Suggested daily’ routing -~ B R

1) Arrival . :
(a) Greet the parents and children.
. (b) Put cnats and personal belongings away, allow *
© , for therexpression-of separation: feelings (verbal
' ’ _and- nonverbal and prepare for breakfast,
(2) Breakfast: e
" (a) Preparatlon set the table (the chlldrens par-
thlpatlon should be encouraged, toilet the chil-
"dren, help them to wash their hands.
~ (b) Eating: allow for messiness, but take precaUtions
» to protectthe children’s clothing; stimulate con-
<~ “versation about home and the day ahead. ‘
() Inm; cleamng up,, the: chileren’s partICIpatlon
should again be encouraged Toilet the children
after breakfast. .

i}
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(3) Morning activity . “
(@) Include group activity to encourage peer rela-
tionships, activities to help children in individual
areas, and activities to enhance development
~ skills.
(b) Where possible, allow for sxmultaneous group
and individua! actxvmes with staff avaxlable for .
both. "
(4) Lunch " -
(a) .Freparation (same as breakfast).
(b)" Eating (same as breakfast):-
(c) After cleanmg up, prepare the children for their
naps. _ .

’

(5) Nap. B o
(a) Preparation should include outside activity to
release energy, preparation of the sleeping area, -
toileting, quiet time with books and puzzles,-
verbal preparation, and individual physical con-
o tact such as.rocking and patting to encourage,
relaxatign and sleep. "
. (b} Waking up should be followed by toiletirig, then
music or quiet activities.
(6) Afternoon activity should include free -play out-of-
. doors, supervised group games, and mdlvrdual use of,
. Space. " "
(7) Departure .. o
(a) After toileting, have chrldrens personal items
- together and the children cleaned up pnor to
their parents’ arrival. T e
(b) Verbally prepare the children for departure. ' '

~

. (0 In greeting the parents, ask about their day and 3 e
inform them of the events of the child’s day." ‘ .
(d) Give support to the children as they leave. If - w
necessary to aid in the transition, allow a child :
to take somet'hmg from the center home. = 7 X
Staffmg - IR Y ~ “

Staff Selection. The selection’ of appropriate staff is the most
crucial ingredient-in a successful program. Although all the char-
acteristics of a successful teacher cannot yet be defined, limited
experience shows that a teacher should have good health and

104
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stamina; be patient, flexible, and consistent; have a cheerful
disposition; and, most important, have special sensitivity for both

" the child and the parent. It is a rare-and valuable teacher who
can give the needed emotional support to the children and still
support and empathize with the parents. .

. The teacher must perform many parental functions—such as
showing the children tenderness and affection, and setting rea-
- gonablelimits—and must often help the child cope with instances
of parental rejectlon resentment, inappropriate expectations, and
even brutality. Yet, at the same time, the teacher must be sensi-
tive to the parent’s ability to nurture the child ahd must be
willing to turn that responsibility back to the ‘parent. The center
must create an envitonment where the parent and the child can
relate en a level that provides for the maximum growth of each. -

When interviewing prospective*teachers, questions such. as the
followmg should be asked:

-« How would you handle a parent who is angry because you
allowed his child to behave in a manner that the parent
does not allow, at.home? ’

e DG you feel that the peeds of abused ch|ldren differ from

those of children" who have not been abused? If so, how .=
oo they differ? e e .

: . ¢ How would you handle the following situation in the cen-
... . __.ter:-a child, in front of her parents, tells you that she -
doesn’t want to go home?

e What would you ‘do’ifa parent “Began ’to“sp'mtrher chrtd~ e
B excessrvely in front of you in the center?

e How would you, as a teacher, discipline a chlld in .the -
center?

- » How would you respond to a three-year-old in the center
requesting a bottle at nap time?

¢ What would you'do if a parent refused to allow you to do
certain things for his child that you felt were.important to
~the Chlld'S development? '

Staffmg Patterns and Support The requ;red chlld/staff ratios
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of traditional day care agencies—4:1 for. infants, 5:1 for pre-’

~ schoolers*—are not adequate to meet the physical and emo- *
tional needs of abused children."Working with abused children
requires total involvement. They frequently need individual
attention, and they require constant supervision. The work can
be physically’and emotionally exhausting.

R Day care personnel traditionally schedule breaks and- staff
) meetings dyuring nap time or scheduled group-activities, times
that usually allow for low staff/child ratios. In therapeutic day
o care settings, however, these are the times of greatest tension .
for the children. The budget should permit enough supplemental
help to provide the full-timesstaff with relief, planning:time, and
meeting time away, from the children. o C.
Faced with- limited resources to hire the needed full-time
- staff, the typical therapeutic center must use volunteers and part-
time help. For example, the Extended Family Center in San .
~ Francisco ha$ successfully’ used two mentally retarded adults in
" the infant-center program. Other alternatives for providing sup-
plemental care intlude using high school students and neighbor-
hood youth groups; college students majoring in education,
nursing, or social work; and senior citizens. A large staff offers
the additional benefit of -allowing the .children to-relate to a .
number of adults who give them consistent nurturing.

@43

‘Ideally, the staff should include both men and women of a—
wide range of ages and of various ethnic backgrounds. If pos- ..
-sible, one or move staff members should work exclusively with ’
the parents.. in addition to maintaining a large corps of pari-time

and volunteer nelp, it is important to provide the full-time staff
with ongoing training and ways to handle their own inevitable .
frustrations. ' - - - . e

+

Therapeutic Interventions and Games

«  The staff of the Extended Family Center-uses specific--inter-
" ventions and has developed games to help the children begin
to recognize and deal with their feelings and alternative forms —
of behavior. Several examples follow. ' .

Therapeutic Interventions. Preverbal infanfs may“exhibit rage -
B ‘e . A . f.- - - T L}
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- and tantrums through uninterrupted crying or lack of respon--
, siveness to holding, feeding, burping, and changing. These -
. behaviorsare-eften the result of repeated force-feedings or being
ignored when quiet or crying. Appropriate mterventions include
gentle rocking in an automatjc swing, singing,~feeding in a feed-
ing table with a large tray, or encouraging feeding by allowing
natural exploration with soft, colorful food such as fruit cocktail.

‘The verbal child may exhibit rage through,tantrums .or destruc-
tive acts, Such rage may be the result of-the parents’ anger with
the child’s expression of needs or their arbitrary interruption of -
the child’s pleasurable activities. For the verbal child expressing

. 'rage, several types of intervention are: consistent verbalization

~ of limits; forceful verbalization of unacceptable destructiveness;
encouraging both the “injured” child and the aggressive child
to verbalize anger; acknowledging the child’s fear’of rejection;
and giving the child space to have a tantrum, then encouraging
him or her to rejoin the group once the tantrum is ended.

! As'a result of parental anger and threatened punishment in
" reaction to a child’s express.si of needs, the child may exhibit
symptoms of withdrawal: passivity, immobility, meek crying, or
extreme shyness with adults and children. Appropriate interven--
- tions would include: establishing a protective environment for
the child; one-to-one, adult-to-child contact;. holding; rocking,
N and eye contact; singing; and encouraging the child to explqre = -
various objects. . v ' e e T

Finally, for children who terrorize others through unprovoked o
threats, taking toys from other children, taunting, or risk-taking, - ¢
several interventions can be used: consistent and appropriate -
_setting of limits, encouraging the child to verbalize feelings, or
offering the ‘child alternatives to these behaviors. Such actions
are often the result of either parental expectations that the child

. .. perform beyond his or her ability, or repeated criticism’and ~ °,
threats. . . oL IR SR O
.Dramatic Play. Games based on' dramatic play should first be
practiced by the teaching staff, then introduced to a few children .
‘ at a time. Usually, the teacher will go through the dialogue and
- actiors two or three times, leaving appropriate pauses, unti} the "
‘children gradually respond and imitate: Slow, clear dialogue and -
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consistently repeated actions facilitate -the children’s learriing. “
. Some children may simply watch for a time before joining in. =

L The following dramatic play, “The Glum Ghost Lives- in the
: *Zeon. Pit,” is particularly helpful for chlldren whoL exhibit rage
and tantrums. ,

Introduce the game by ask:ng the children:
“Do you want te play ‘Glum Ghost'?"

Teacher “Thls is what the Glum Ghost says: o ,
I'm busy -being busy, being busy’ " °
N (This is said while pomtmg in the air and turnlng
- ¢ in a circle.)

K

" Teacher: (Points at one of the children.) ' .
: “Don’t you laugh!” '

. Répeat; this time going in the opposrte dlrectron After some
. practice, employ the “Cloze” technique and omit the word
‘ “Iaugh " The. children generally supply the word with glee

‘Teacher (After two crrcular walks.)
e ' : “Where does the Glum Ghost live?”

~* Teacher: (Stooping.) "Way down, down, down in the Zeon -~
_ Ptt” And what do you hear from the Zeon Pit?"

‘Teacher: (In a whmy, angry tone.) “I want to bé happy yes- o
U . terday! [ want to"be happy yesterdayl" .

. Teacher: (Stands sIowa while mrmlcklng a pair of glasses -
. with his/her hands and looks .at each child.)
““Are you in the Zeon Pit? . No, you're smrlmg
~ Are you in the Zeon Pit? S

Chlldre’n enjoy this game and. frequently ask to replay it. Some ST
of the parents have’borrowed it to play with their children at '
~ home. The game can be used .as a treatment technique when ‘.
employed at the anticipation orionset of a child’s tantrum. The
‘teacher can use the hands formed as,glasses to clue the child’s
.memory of the game. Next, the 'teacher. can say: “You're falling
into. the Zeon Plt' When you're through belng mlserable come
join us. -

A

“Poor, Pity-Me Parrott” is a dramatic play for childi’en who -
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exhibit -withdrawal; it is particularly effective for children who
eXhlblt chronic anxious imitation of others.
‘ Teacher: (Arms folded to simulate wings; head. roIIed in a
bird-like gesture.) “Awrtk! I'm not here! Awrrk!
A I'll. do what you do ... . maybe you'll Irk" me!"”

Repeatmg the phrase walk backward . untrl hrttrng a wall.

Teacher: ""Ouch! Why drd I hit my head? Oh why? Oh,
pity mel”’ A
Many children play and replay this game with laughter for

® relatively long periods of time. Those whe enjoy if often ask
their parents to play “Glum Ghost” as well.

For children-who terrorize others the dramatic play ”Stupld
Stlck” is especrally useful. , .

Teacher (Holdrng a suck vertrcally) “I'm aII alone. | dont

need help! Forward march!” (Begin moving back-"

" ward.) “I'm all alone.'| don’t need help!" (Back into

. wall and hit"head.) "Quch! It's your fault! It’s your

‘ . fault!” (Mimic strrkrng someong next to you-and

*-\- * . end game with:) “I'm not a stupid strck Are you

\ . a stupid strck?” S ‘. -

' ’The play can Be used as“an lntervenfron by asking a child who
is threatenmg another if he or-she is a ”stupld stiek.”

Imphcatlons for Parental Treatment . -

Therapeutie nurseries are best offered as one component of
.'a comprehensive treatment program for the family.%.Direct care.
~of the child can, ’in fact;:create additional problems ‘for the
" parents and should not be offered unless some type of sup-
. portwe treatment is avarlable .

M 4

il (

- For example 0he of the classic symptoms of abusive parents v
is'an often extreme need for nurturing..Unless the parents receive
individualized treatment, they bften-resent the care-and treatment
their children’ receive. §t is pointless to create a pos:tlve environ-"
ment for a child eight hours a day only to have him ar her return

,each evening to'jealous and resentful parents. |
q

- 4 . ©
° . - .

Treatment for the children can-also have a;negative irnpa_ct on

-
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to the center as an illustration of their failu

-..
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: . Ca
the parentsagha cterrshcally low self- esteem A parent’s sense
of inadequacy tehds to increase when the child enters therapeutic
day care. The mother and father typically-integpret the- referral

6;% to be "good”

parents.’Feelings of inadequacy arg -most often expressed through

_resistance and hostility toward’ the center's staff; the parénts tend

to be critical of the care the child receives.and appear to rejoice .

- . Wwhen staff members make mistakes. Even parents who seek lp

voluntarily tend to resent the staff because competent profées-

“sionals make them feel more madequate

- ‘A'lthough threatening, therapeutic day care is a yaluable service
that- offers tangible help to the parents. Many parents, in fact,
seem to “dump’’ their ¢hildren on the staff, and frequently forget *

or even refuse to. come for the children in the evening. These -

reactions generally reflect the parents’ inability to tolerate the
dependency of. the.child; they ‘diminish as -the parents, own
dependency needs are met in treatment

Another advantage of the therapeﬁtlc nursery is that it offers
parents the opportunity to see their children in a group and to

.' begin observmg them and their behavior if a-new.way. The

nursery is also an ideal setting for parent edueation "programs
staffed “by workers trained to deal with the special needs of
parents. Timing is a primary factor in the success of parenting
education: the parents can use information on child develop-

ment and child care only when"they afe ready to nurture their -

children, and this occurs only when their own needs begin to
be satisfied. At this time, the parent will usually ask voluntarily

for needed information, about the child’s. development. Parents’
“who continually reject solutions to their.child-care problems, may
,snmply be stating that they are not yet ready to deal with the child.

In treatment there is sometimes confhct beween the needs _

of the child and the needs .of the parent The followipg case:is

an example

Elaine was three months old, when diagnosed tor: fractures
of the jaws, ribs, and extremities' resulting from abuse. After
seven months in the home of refatives, she was returned to
the custody. of her parents on the conditions that she be
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. placed in day care a( the Extended Family Ceriter and that
her parents partlc:pate in lhe center’s parent-treatment pro-
gram. , . .

2. [ W v : '
~Initially, Elaina Was,extreme/y w:thdrawn She would not -
. move.unless picked up, by a staff member, and she rare/y

- _cried. When handled by an adult, she became.fearful and
whimpered quietly. Nap_time was most difficult. Desplte all
attempts to. help her relax,*Elaine rarely.slepeeThe' Yonly ob/ect
that gave her comfort was her bott/e W

After the fam:/y had been in treatment fer about four
months (Elaine was then 14 months old andujust begmnlng
to walk), her mother demanded that the staff rfo:longer give
the bottle to the child. For ahout a week, the teaching staff
and social workers at the center discussed with the parents,
the child’s need for the bottle. But the mother remamed
adamant that Elaine was old enough to be weaned*she felt

“ that the center was spoiling her daughiter: “It’s a hard world,

and it’s time*for Elaie to learn how to be tgugh ih order to -
" -survive.” The. mother.and. father, concerned whether. they as

= parents could control the care of their child, finally threat-

ened to remove Eldiné from’ the center if their expectation

was hot met. .After conferring- -with the center's’ consultant,

.« the staff reluctantly agreed not to give E/alne a bottle at pap

- ume . “ .. .-.5 :
T ) . v‘ "J o -

-

There are no spec.‘,c guidelines for these situations. other than .
to warn of their existence and to‘note that it is.important for-
the staff to be aware of the entire famlly s needs and to consider -
both the jmmediate and the long-term conseguences of all deci-" -

-

sions. In the case described above,, it was.decided that insisting - o

on the child’s having the bottle. would result in-the patents’ rejec-

-tion of treatment; this would»place Elaine at a greater risk than

was warranted by the consequences of depriving her of the bottle.

.. Such confllct situations can-sometimes.be avoided if staff mem-
. .bers respect the parents’ opinions about the care of their chlldren '

r

and allow them to arr concerns and gnevances

A related problem that must be antlcrpated when planmng a
farmly -oriented center is the potential conflict between staff

b
.

-
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members who work with the parents and those-who work with
the children. Siuich conflict easily develops unless definite times
and procedures are designated for communication between the
-two groups. Exchange of information among all therapeutic work-
ers is essential for understanding both the children’s and the
parents’ behavior and for offering approprlate consistent -treat-
ment.

References -
1. Galdston, ”Vrolence Begins at Home: The Parents Center
" Project for the Study and, Prevention of Child Abuse,” pp.
346—-347.

2. Sanders, "Resistance to.Dealing with Parents of Battered

~ Children,” . 855.
3. Dr. Ray Helfer, personal communrcatron 1974.
" 4. Helter, Self-Instructional Program on Chzld Abuse’ and Ne-
© glect, Units, '
5. Helfer and Kempe, "The Consortium: A’ Communlty -Hospital,

" Treatment Plan,” in Helping the Battered "Child and H/s '

‘Family, ed. Kempe and Helfer, p. 177.

6. Helfer, The Diagnostic Process and Treatment 'Prog,rams,'p. 40;
7." Elmer, ""Child Abuse: Th mily’s Call for Help,”,p. 338,
8. Thomas, "Aspects of Biomedical Science Policy.”

9: Davoren, The Battered Child in California: A Survey, p. 4

0

_ pp. 78-79.

11. Ibid., pp. 77-78. : R
. 12. 1bid., p. 71. . ' : ,
Paulson et al., ""Parents of-the Battered Child: A Multidis-

ciplinary Gro"o Therapy Approach to ere-Threaténmg Be-

# havior,”” p. 26. _ .

14. Ibid., pp. 24-25. ' ' '

15. Kempe and Helfer, “nnovative Therapeutrc Approaches,’” i

Jy
w
n

" Helping the Battered Child and His Family, ed. Kempe and .

Helfer, p. 42.

16. Fontama, Somewhere a Chrld Is. Crying: Maltreatment——= \

.Causes and Prevention, pp. 173-174.

. ' 17.- Mayor’s Task Force on Chrld Abuse and Neglect, F/nal Report '

p. 74
' -§ o Ce
112, "

CpRIC, o 1z2

: Mayor’s Task.Force on Child Abuse and Neglect Final Report




-3

.
A

-

r 7 18. Kempe and Helfer, ”lnnovatlve Therapéutrc Approaches

Helping the Batteredfhlld and His Famrlv, ed. Kempe and
Helfer, p. 42. . _ C,
19. Ibid., p. 45.. ' : Lo ’
20, Fontana, Somewhere a Child ls Crying ..., p. 174. : . :
21. Davoren, The Battered Child in Califorria .. o p-7
22. The Washington Consulting Group, Inc¢., Uplift: What‘PeopIe
Themselves Can Do, pp. 358-—359. : o
23. Paulson et al,, “Parents of the Battered Chlld Jp. 25 y
24. Kempe and Helfer “Innovative Therapeutic Approaches"’

"o Helplng the: Battered Child and His Famrly,ged Kempe ‘and .y >

_ Helfer, p. 47, ° s
25. Paulson and Blake, “The Phxsxcally Abused Chrld A Focus.s
on Prevention,” p. 95. + f
26. Mayor’s Task Force on Child Abuse and Neglect .F/nal Rex "
_ port, pp. 40-41, 74-76. x
" 27. Kempe and Helfer "Innovative Therapeutnc Approgc’_tg{/ in '
Helping the Battered Chrld and His Family, ed. Kempe and - "
. Helfer, p. 47. - s
28. Jolly K., from a.seminar at Pomt P/rk Co”ege Prttsburgh L
\ Pehnsylvanla November13 1974. Much Q{the data included
“in this discussion was obtained at this seminar. - .
-29._ Fontana, sSomewhere a Child Is Crying .. ., p. 179
30. Fanshel ""The Exit of Children from Foster Care: An laterim

- '

> Research Reports” pp. 65-67. 1, - Thegh e .
31. Fanshel and'Shinn, Dollars ar(d Sense in the Foster Ca@of "
Children: A Look at Cost Factors, pps 30-371, <
32. Lrtt—ner Some Traumatic Effects of Separati nv.gylacement, I
p- 8. - .
33. Weinstein, The Self- lmage of the Foster Child. - e .
. 34 Newbergér, Haas, and Mulford, "Child Abuse in Massachu-‘
b setts)’ pp. 34 and 37.. :

35. See, -for example, Gentrle "Subsrdrzed Adoptron in New P
. York: How Law Works—And Some Rroblems.”
36. Fanshel, "TheExit of children from Foster Care . °p. 67 '
37. Fora general analysis of the effécts of absence of rermburse- ' .
. ment, see Allen and Young, Cost ‘Barriers in Adoption. =~ Y\
« 30. New York City Department of Social Services, Length of
Var:ous “Intervals_in Adoption Process mlmeographed Janu- .
ary 1972. J : . : ~




39

40. o
. See Fontana Somewhere a Child Is Crying . .

42
.43,

44,
45,
© 46.

47,

*Reference not mcluded in b}bhograp.hy

‘Away from Home
programs are the Parents and Child Cé&nter and the Guildare

4
New York City Hearmg, December 7, 1971,
p. 11.x
Ibid.; pp. 10-11.%,

transcription,

.. pPp. 181-—192
Maitland, #¢hild-Abuse Cure Sought in Mothers.”
Galdston, ""Violence Begins at-Home ...,” p.*339.

Stripp, unpubhshed dlagnostlc data from a study at “the Ex-

tended Family Center, San Francisco, Califorria.
Galdstoh, "Violence Begins. at Home . /" p,339.
See Ginot, Betwgen Parent and Child.

State Department of Social Welfare, Statevof Cahfornla, Ad-:-

ministrative Code 22.
See Ten Broeck, ""The Extended Family Center: A Home
Two dther examples of family treatment

w4

Day Care Center both in Boston, Massachusetts '

A ’

e




. ; N
Chaptqr4 o ; e,
Education and Training* 4 _

community-team program. Like the identification and diag-
"= o0sis component and the treamtent component; education and
training is essential to a-community pragram’s success. The devel-
opment of.educational programs Gan involve any of a number of
people and groups—an educational specialist from the commu-
nity mental health center, the department of social services, a *
unjversity, or the-school system; professionals skilled in working
with groups; someone experienced in the productioh of audio-
visual presentafions; an advertising agency; -or groups such as the
League of Women Voters or the Junior League. The work of
these people—the education component of the community team
—falls into four basic areas: education of the public; education
of professionals who deal with children; the training of those™
directly involved in cases; and public relations. Their efforts will
determine, at least in part, the effectiveness of case management
" insthe community. ) ' :

E‘du”chtio’n and training is the third essential component of the

Public Education

Children are abused in the privacy of the homeé: Their families
are typically isolated from friends and relativés; and neighbors, -
not wanting to become involved, may simply ignore a child’s
screams, scars, or neglected condition. As late as 1966, one
authority, Elizabeth Elmer, wrote of the “social taboo” surround-
ing child maltreatment: "We resent the evidence that vindictive
impulses exist in others and may therefore exist in ourselves.
Hence, the ‘cloak of silence’ and the determined actions to
_ eliminate or disregard.the evidence.” '

*Adapted from material written for_thg Office of Child Developr‘ne'nt in 1974
by Deborah Adamowicz and Donald Depew, Brandegee Associates, Inc.,
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As long as people are reluctant to accept the reality and
seriousnéss of child maltreatment, children in need of protection
are likely to remain at risk, and parents in need of help are
likely to remain isolated with their problems, The public needs
to be informed that abuse and neglect can occur in any neigh-
borhood-and in any family. They need .to understand the necessity
of reporting their suspicions .that a child may be at risk. They
have to be informed about the procedufe for making a report:
- And, most important, they need to be familiar with the types of
services available to families with the. probleni of.-abuse or
neglect

Dr. Vincent Fontana suggests an addmor‘al focus for publlc ‘
education: public awareness of the problem of maltreatment
should include awareness of the need for people to reach out—
in a persofial, caring way--to-isolated families. Public education- -
could perhaps include promotion of "the-idea of neighbor
“helping neighbor or running next door to offer coffee and sym-
- pathy.”” 2 This focus would not only.clarify the “helping” aspect
of the community’s approach to cases of maltreatment, but might
-also help to prevent the abuse or neglect of a child. '

This level of knowledge.and awareness in the general public
might well be the object of a long-term educational program.
In the shorter term, a brief but intensive information campaign
can sensitize the public to the problem. There is evidence that
public information programs can have a tremendous impact on
‘reporting. - Florida, for example, conducted a statewide, total-
media public information campaign from October 1972’ through
December 1973. During the first 12 months of the campaign,
there was an increase of more than 200 percent over the previous
year in-the number of reports phoned in through the state’s
reporting line. In total, more than 29,000 reports were received
durmg this period. A dxscussron of the Florida ¢ampaign, includ-
ing guidelines for conducting a public mformatlon program, is
presented later in this. chapter . -

S

: Profess:onal Educatlon

Doctors Tnurses, social workers, teachers, and all other profes-
sionals who work wlth children need more extensive information
than the general public. Many professionals are unaware of their




.

legal responsibility to report suspected cases. Others, though
aware, simply fail to report for any number of reasons or report
only the most extreme cases. ] '

Professional education, like public educa/ti,on, can take various
forms. For :example, a manual—including general social and,
physical characteristics indicative of abuse and neglect, legal
responsibilities, and reporting procedures—could Be developed
and. distributed to professionals locally or statewide. :

Short-term courses and seminalé could be held for professional
" groups in the community; perhaps these could be included as
pdrt of the in-service training programs teachers, social workers,
and other professionals are required to attend. Sympathetic pro-
fessionals could be enlisted to address professional meetings. A

- - well-known physician or the head of a state agency, for instance,

could address local meetings of the medical profession, empha-

sizing both ptofessional considerations and the legal obligation

to report. A lawyer might be asked to address groups of profes-
sionals to &xplain the legal aspects of the problem. Or members

of the community program-could speak to various groups about

the extent of the problem locally, the services available in the

community, and how they as professionals can help.

University departments of medicine, law, social work, nursing,
and education could be encouraged to-include in their curricula
general information—or even specific training—on the detection
and handling of cases of abuse and neglect. Pgofessionals from the
community program could help design these_curricula and might
even arrange to speak.to classes or conduct seminars for. the
students. In addition, state licensure boards and pediatric spe-
cialty boards could he encouraged to include on' professional
examinations questions on the problem of child maltreatment
and the state’s reporting law. E

Professional Training

.er

Professionals directly involved in case management require
specific training on their roles and responsibilities. For instance,
protective service caseworkers and police officers have to learn,
among other things, how to evaluate a home in terms of the
child’s safety. Physicians and others sharing diagnostic respon-.

17




on how to work with the famrhes

sibilities have to be trained on the specifics of their roles “And
those involved in treatment—from psychiatrists and psycholo-
gists, to homemakers and parent aides—reed to be instructed

2

While specific information on roles and responsibilities will

vary with the particular discipline or agency, the general content
of . training workshops could include discussion of the psycho-
dynamics of child maltreatment, recognition and diagnosis "of
the problem, interview techniques, legal aspects, involved com-
munity agencies and their functions, and the roles and respon-.
sibilities of all professionals participating in case management.
To encoutage interdisciplinary. cooperation, various professionals

‘could jointly conduct workshops for different groups. For exam-"

ple, members of the Los Angeles Police Department's Abused
and Battered Child Unit attend an intensive, eight-day trainirg
program that includes speakers from U.G.L.A.s Neuropsychiatric
Institute; the Children’s Hospital, and the Department of Public

Social Services. If people qualified to direct such training are

not available locally, professronals from diagnostic consultation
teams, child protective services, and- community programs .in
nearby cities or states may be willing to conduct seminars and.

. workshops in the community.

Training in the practical aspects of case management should
be supplemented with regular meetings focused on the.emo-
tional aspects of the job. Elsa Ten Broeck, director of the Extended

Family Center in Sah Francisco, explains: “Child abuse hits at

the: most persanal level, and creates incredible _anxieties. It's
hard to deal with., people who can injure or kill a kid. To be

‘successful, you have to deal with your own anxieties and emo-

tions. As we, as professiorials, begin to support and deal with
each other on a more real basis, services wrll improve.”

Public Relauons

Public relations activities are a natural outgrowth of educatronal‘

- programs. Public awareness of the’ community-team program will

likely generate interest among laypeople and professionals as
well as increase communrty involvement in the program. But

" members of the program’s education component should also take

specific steps in the direction of publjc relations.
118
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The press should be kept informed of program accomplish-
ments€and activities—the establishment of a protective gervice
unit or a parent aide program, notices of symposiums, or ‘the:
creation of a crisis-intérvention "hotline.” Members of the pro-
gram should try to obtain the support of local professional asso-
ciations, and should actively seek to involve both professionals
and interested laypeople. .

Fund raising is another ohvious PR activity. Members .of the
program will have to obtain funding for the salary of a program
coordinator, the expenses of volunteer parent aides, the salaries

" or expenses of members of a speakers bureau, and various other

expenses. But, as discussed in the.guidelines in Chapter 5, fund .

~raising for the program should not be attempted until the three-

program components have been established and- the members
of the community team are able to work together smoothly,

Public "relations might also focus on legislative activity. In

° Montgomery County, Maryland, for example, members of the

Executive’s Task Force on Child Abuse promoted legislative revi-
sions which were subsequently included in the state’s child abuse
statute (see the appendix). In addition, community leaders should
make legislators on the local, state, and national levels- aware of
the problem of child maltreatment and the need for appropria-

‘tions for programs and trained staff.? ‘ '

_ -n-'lih@kinds«o.f‘..pub‘lic relations work a community programIUn-
dertakes, like every other facet of the program, will be deter-
mined by the needs and resources of the community.

.

The Florida Public Information Campaign

The following pages describe the brief, but intensive public
information campaign conducted by the state of Florida from
Septembor 1972 through December 1973, While Florida's pro- -
gram is not-necessarily- the ideal model for all public information
efforts, it is.a good example of one state’s success in heightening
public awareness about the problem of child maltreatment. This
discussion is presented as a case study that illyminates some of
the methads, the problems, and the possible impact of a coor-
dinated, statewide information campaign. ‘ '

o
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<Before the Campalgn

. a statewide basis. In 1970, only 27 child welfare units

3 ‘ -

Although it was, s not the first state to make a publlc information .
effort, the Flonda campaign was outstanding in its scope and-

quahty Florida had already initiated a statewide protective ser-
vice program; a-toll-free, 24-hour telephone system for reporting;
and ‘a central register to receive, relay, and store information
about reported families. The statewide, total-media campaign
was- intended fo enhance these. existing resources. It had two
principal objectives: to increase public awareness of the' prob-
lems of abuse and neglect; and to inform the’ public of an easy
means for reporting. In practical terms, these objectives came
down to one goal: to make the reporting line ring.

.o

Between September 1970 and September 1971, 17 reports of
abuse and neglect were filed in Florida’s ’ central register,” a
small box in the Jacksonville office of the Division of Family

Services (DFS). This box was the only statewide record of reported

cases. At the time, both reporting and investigation were handled
through local juvenile courts, whose personnel were instructed

“to notify DFS of all reports received. But because the system .

lacked coordination, most reports never reached Jacksonville, and
it was not possible fo obtain-an accurate, statewide picture of the
incidence, reporting, and management of abuse and neglect.-

perated,
in the state’s 67 counties, and only three areas within the' DFS

“Like reporting, child welfare services were uncoord’;/rLated on”
organization had specialized protective service units. " /

Florida’s approach to managing abuse -and neglect began to
change in 1970, when the legislature took the position that the
state, rather thah the counties, should hawe overaII respon5|b|I|ty
for child welfare services. The next year, several legislative
changes enabled the Department. of Health and Rehabilitative
Services (DHRS), of which DFS is a part, to begin building a state-
wnde protective service program.

One of these changes was the revision of the state’s Chlld

' "Abuse Act (Section- 828.041, Florida Statutes). Previously, only

doctors and other medical per_sonnel were mandated to réeport:
abuse, and there was no requirement to report neglect, Under the
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amended act, effective July 1971, doctors, nurses, teachers, social
workers, and employees of any, pubhc or private facility serving ,

children are reqmred to report suspected abuse or neglect directly

to DHRS, which is to investigate all reports immediately. The act -
also called for the Department to establish a central register as
part of its overall mandate "'to protect and enhance the welfare
of abused children, and ... other chilren potentially subject to
abuse [when] detected by a report. S

During the same -‘legislative session, the Juvenile Court Law:
{Section 39, Florida Statutes) was also. revised. As part of the

.amendment the Division of Family Services was given specific

responsibility for dependent children, with DFS personnel autho-
rized to fake a child into temporary protective custody if the
child is in immediate danger in the home. v

As a result of these legislative changes, DFS issued a Statement’

" of Intent on.Jjune 29, 1971, .which providéd“that DFS would

administer the Child Abuse Act; establish a centralized reporting
system; coordinate & protective service prog“ram for the entire
state; and conduct a statewide, public-service puthIty,cam-u
paign. According to Geraldine Fell assistant chief of the Bureau
of “Children’s Services, DFS, “The main difference in protective "
services since 1971 is that, for the first time, protective service -
workers are located in each county in the state, making services

~ available to children and families 24 hours a day, seven days

a week.”

" In October 1971, the Division set up- a central register and
telephone hotlme——called the Florida Child Abuse Registry Wide-
Area Telephone System (WATS)—as the core of a statewide
reporting and investigative system. When the hotline system was
first installed, thousands of letters explaining the reporting pro-
cedure. were sent to Florida professionals mandated to report.
Follow-up postcards and telephone.stickers with the WATS-line

number were sent within a month of the beginning of operation.

Several newspaper editorials on abuse and neglect and the state’s
réporting system appeared at this time, in addition to occasional
news releases issued by the DlVlSlon Although- the system re-

*Under the legislative defirition, the term ”abuse includes neglect and faxlUre
to provide sustenance, clothing, shelter, or medical attention.
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ceived no other publlclty, 19128 reports of abuse and neglect-
- -were entered in the-register the first year; 4955 came in through
- the WATS line, and 14,173 through the local DFS offices.

r-r. . o

" . . The Campargn . *

i

With the hotline system in operatron DFS lmtlated plans for
. the statewide information campaign required by its 1971 State- .
' " ment of Intent. In mid-1972, the Division retainéd Franceschi
Advertrsrng, Taliahassee to produce the publlc servrce program.@

" The Concept The advertrsmg ageney’ s proposal was to blanket
the state for a period of one year with high-quality materials for
television, radio, outdoor advertrsrng, and. neWSpapers as well.

. as collateral items. . .
Their original concept was to capitalize on the shock value of-.
abuse. They felt that pictures of abused, children er models made
-up to appear battered——chrldren with bandaged heads, scarred
-bodies, Blackened eyes;” and broken" arms—with_ "Stop Child
,Abuse” as the campaign’s theme, would command their audi-
ence’s attention, Initially, the DFS staff liked the concept. But
\ " after further considération, the agency reversed its opinion and ~
- rejected the idea. They reasoned that the public was being so.
~saturated with violence by the news media that further exposure
to brutality might “turn off”” the people they wanted to reach.

After several mere creative sessions, the agency developed

- the concept of using pictures of healthy, appealrng childrén to

contrast with the headline “Who would hurt & Ittt'e child?” This
“question became the campaign ‘s theme. .

Basrcally the same headlines and body copy were used for all

media. Alternate headlines were “Who would ... murder, rape,

« starve, torture, burn, neglect...a little child?” The copy an-

, swered the headline question, brrefly explalnrng the problem in

«  Florida, and stressed the need for reporting. Each piece of copy
- ended.with the toll-free WATS number, followed by one of two\
“tag lines: “You could save a young Ilfe” or "l\ft a finger to save

a chrld " ’

A

-Si‘nc_eall media were to be used, continuity of theme was

. . . .
) - . . - .
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essential, Duane Franceschi, who supervised production of the
*  campaign, believes that repetition of the theme among the var-
ious media helped reinforce the campaign’s message: “The ideal -
situation would have been.for a person to hear a radio spot while
having breakfast, to-see a billboard while driving to work, to
notice one of the ads in the afternoon paper, and then to see a
public-service spot 6n television that evening. This was the kind
of reinforcement we hoped for. We didn’t expect anyone to copy
down the WATS number after seeing or hearing one of the ads. -
We simply wanted to make people aware that child abuse is a
reality and that there is a reportmg number available.””

- Samples of CampalgnfMaterlals The samples reprlnted here :
. illustrate how the*campaign’s theme was carried throughout the
" different media. Following are scripts for two of the 60:second
radio spots, the first introduced by original music written for the -
- campaign. In all, nine radio announcements of different lengths
- were produced :

. MUSIC: ~ . Hold the chrldren ih your arms . Onl)fyou\‘
' e can kéep them safe and free from harm .
Keep them warm . : &
' “(Under) . .

ANNOUNCER:  Who would beat a little child? Last year
' ' thousands of people throughout Florida did.

They beat them, starved them, tortured them,
raped them; neglected them...and even
‘murdered them .

" These parents are sick. And therr children
need help; desperately:

- Now you cdn help. If you know of a case of
child abuse, call us toll free, any time, day or .
night. Call Child Abuse, 800-342-9152 ...

You could save a younglife. “ ~

‘ MUSIC: Only you can keep them safe and free from’:-:'“ 7
harm ... Keep them warm.

ANNOUNCER 1: Here are some numbers we think you should
~know: :

«
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ANNOUNCER. 2: Sexual abuse . . . 523. Beatings . . . 2,663.
e ‘Medical neglect .. ..1,115. Abandonment .
844. Unattended . . .-4,541. Broken bm-
.. (Under)

ANNOUNCER 1: This is not a cadualty list for Viet Nam , . . It's
) --a-list of actual reported cases of child abuse
*in Florida. Last year, over 19,000 ‘children
were  beaten,- battered, burned, raped,
starved, tortured, neglected, and murqered.

3

_ANNOUNCER' 2: Deadonarrival ... 13" - . . v
" ANNOUNCER 1: Who would hurt a Ilttle ch:ld? You’d be sur- | ’
g . ~ prised!" s

If you know of Chlld abuse, call thls number,
any time, day or night, toll free . . . 800-
s 342-9152. You won’t have to get any more
involved than a phone call. . . 800-342-9152.

" You could save a yOung life: °

The followmg television scrlpts were used for two of the six .
professionally produced color spots. The first is a 30-sécond -an-
nouncement; the second runs one mmute '

~ VIDEO o AUDIO —7 L
- . Openon extreme cIose -up of  Who would rape a little child? - ',
- little girl sobbing. Slow pull  Last year, throughout Florida, ' —

back to reveal she is sitting- there were over 400 reports of
.on.bed. Camera very selec-  children who were raped by a

tively pans on girl. parent. .
K , _ " If you've never thought much .
: - about child abuse before this, == *
.we hope we've got you think-"-
. - ing now. ‘
. SUPER: Call Child Abuse " If you know- of an abused or .
- 249 ‘ *neglected child, call us toll free
800-342-9152 " at 800—34\2-9152, any h\%ur, day
You Could Save = or night. '
i A Young Life. " You could save a young me '

3
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..
: VIDEO ~ AUDIO
o Two-frame quick cuts of SFX: Coniputer noises. R

children’s heads

ANNOUNCER 1: Here are some
- numbers you should know.

" Numbers super over children. K
Total changes with each new ANNOUNCER 2: Broken bones L
number. ' ... 149. Beatings, .-. . 2,663.

4 ‘ . Sexual assaults . , . 523. Ur’)a’t- .
_ . tended ... 4,541. Neglected . .
. . " 1,115. Abandoned . . . 844. DIS-
o : _ ’ S orgaruzed family life .

Freeze frame on I'astcbild ANNO UNCER 1: Last year ' v
" throug/,out Florida there weres -~
SUPER Call Child Abuse _over 19,000 reports of abused
i
800- 342 9152 ch dren And remember, these .

. are nGt just statistics . . . théy're
You Could Save . = children Here’s ahother num-. -
A Young lLife. . . ber you'd better know.

'If you know: of an abused orne- °

S . glected child, call Child Abuse
\ , « toll free at 800-342-9152, any . -
' ce L - hour, day or: night. - o

)
!

The copy samples below were used‘ respectlvely, in full -page ~

and small-space newspaper ads
WHO WGULD HURT A LITTLE CHILD? )
In"the last year, thousands of people throughoyt Florrda drd .
They beat children, burned them, starved therg, raped them,
Y - .neglected them, tortured them mentally, and murdered thtem
BT " These people are sick. v . c)
K These children'neéd help. Desperately : "
' ‘What can you do? o o
We're worklng on ‘the theory that somebody l<nows about
almost every child who is abused or neglected .
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° N ’ » :

v _"'If.yo_u’re that scmeb‘o_dy, it's import'ant that you tell us. You

don’t have tc get anymore invialved than makiffg a phone call.

" Call Child Abuse toll free amy hour, day or ‘night at 800-
342-9752. o, :
" -As soon as we hear from you, we'll act. If a child is in imme-
diate danger, we'll take it to safety. If the parents of the child
-need help adjusting, we’ll arrange. it..The important thing is
.+ wecan’t help unless we know aboutTt. -~
- Sqif you know of-an abused or neglected child, or, if you
haye feelings of uncontrollable rage toward a child, call us.
wWho would hurt a little child? .
- You'd besurprised.. "~ - a
LCAIL CHILD ABUSE: 800-342-9152

1

You could save a young life> . Y _
g AR ’” ] O " #

WHO wWOULD MURDER A LITTLE CHILD?
- Last year tthughouf Florida, there were 13 child abuse case%
that resulted §n death. : -
Maybe you could have stopped them. , S e

~ If you know an abused or neglécted child, call us toll free any

hour, day or night..~ o . " . .
- CALL “HlL}p ABUSE: 800-342-9152. ° e,

_ " Liftatingertp savea child. .~ .. -
. A R

The’copy for posters prepér‘ed for distribution to proféssionals

o

© was essentially a shorter version of the full-page nigwspaper ad.
© There was only one-significant-change: after the final question,

“Who would hurt a little child?” is the line “Do we have té

. remind you?”’ . . d
: h : . .

- Costs. The production. of these materials required almost. six
months. It has been estimated that if the agency had charged

regular commercial rates, the cost of producing the campaign.
would have been close to $’10‘0,000—_-—tv“€/ice the amount they were - * -

paid. '
o Professional advertising is expensive. For'iristanqce, the televi-
. L o ‘

. . N
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=
sion materials alone cost some $20,000 to produce. Production”
units were hired to do the radio and television commercials, and
a songwriter was contracted to write music for some of the spots.

All the children pictured in ads were professional models; and
only professional radio and television announcers were used. In
addition to a creative director and a writer brought in from out

of state, -eight members of the advertrsrng agency’s regular staff

worked on the campaign.

Franceschi, whose background mcludes work in television and
radio, feels that such professronahsm is essential in any public-
service campaign: "We wanted to be sure we did it properly,
+ particularly since we were planning to use donated media time
and space. V've found that if radio and television stations are
given a good-quality, professronally produced, publlc-serwce.
announcement, they'll use rtr

The cost of media time and space for the statewide campaign,
if purchased at then-prevailing rates, has been estimated at,
$2 million. To buy 30 seconds of prime time on television, for
“example, would have cost from $900 to $1400 at 1972 rates.
Public service waS“obvrously the only feasible. way to run the
campaign. “

v

<3

Distribution In September 1972, with production completed,
a brochure explaining the campaign and the importance of media:
cooperation was mailed to all newspaper publishers, outdoor ad-
vertising companies, and radio and television stations i the state..
The media were asked to use the campaign materials throughout
1973. Three days later, complete public-service kits contalnrng
the ready-for-use materials followed. .-

In addition to the media publicity, DFS arranged to have Girl
. Scouts deliver 50,000 campaign posters to professionals including
doctors, nurses, teachers, social workers, and day care workers
throughout Florida. The Division had earlier begun airangements
to have the state’s 16 telephone companies list the WATS-line
number in their directories, both inside the front cover with
other emergency numbers and in two places in the white pages— -
under "Child Abuse Registry” and "Florida, State of, Chrld Abuse °
Regrstry
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Media Exposure. To ensure the widest possible media eprsure,

each medium was given a choice of materials. For example, some
radio spots were developed for stations with a “top 40” music
format, some for “easylistening’” stations, others for talk shows.
‘Each included T0-, 30-, and 60-second versions. Newspaper lay-
outs ranged from full-page to one-sixteenth-page ads. For tele-

vision, there were six.different spots, with 20-, 30-, and 60-‘second‘_

versions-of each. ‘ B}

. . ) 4 .
As Franceschi explains, each medium was able to adapt its use

of the materials to the space or time available: “We knew that

television stations, for example, wouldn’t use a 60-second public-

service announcement in prime time when blocks of 20- and
30-second units.are sold.*So we shortened our 60-second 'spots

for prime time use. The longer versions, we knew, could gain

fringe time.”
. A . - . A
Although no formal follow-up was used to determing the extent
of media exposure, Franceschi feels that television was the rnost
effective medium for the campaign; outdoor, second; and radio,
third. But he was disappointed in the relative lack of cooperation
from newspapers: “Several college papers did publish the full-
page ad, and several wéeklies the small-space ads. But | never
saw nor heard of a major daily using any of our material.”

He gave several reasons for these differences in time and space
donations: “Radio and television stations are required by the
Federal Communications Commission to.’set aside part of their
programming for public service. This was a great. help in getting
our material” on the air. And outdoor advertising companies,
though not required to grant free space, will post a public-service
message on an unrented unit for 30 days, provided they’ve been
giveén the poster paper. Newspaper publishers, on-the other hand,
rarely donate space.” Unlike the other media, .which have a
certain amount of time or space to be filled, the length of each
issue of a newspaper varies with its content. If a radio or tele-
7 vision station has a 30-second unit that has not been sold, they
- will use ar public-service spot to fill the time. But newspapers
“have little excess space; extra space can easily be filled with news

or editorial copy. . i :

Though the campaign had officially ehdéd, some announce-

¢
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" ments still appeared well into 1974. Both the advertising agency
and the DFS officials are pleased with the widespread. exposure
campaign materials have received. As Mary Ann Price, a con-
sultant to Florida’s protective service program, commented,
"There’s noi a region in the state that hasn’t reported coverage
of the campaign through radio, television, or outdoor ads.”

' ot
Effects of the Public Information Campa:g,n e .

The campaign’s effects have been basically two: it has con-

tributed to increased reporting; and the greater volume of reports
* has’increased:the caseload for DFS personriel.
Increased Reporting. The main goal of the campaign had been
to make the Child Abuse Registry WATS line ring. For the year-
long period beginning Qctober 1972, which included,12 months
of the information campaign, 52 percent of all reports came in .
through the WATS line. The total number of reports had increased
55 percent over the previous 12 months—from 19,128 to 29,686
—and reports called in through the WATS line had more than
tripled. (Figure 2 shows a breakdown of results by reporting
periods; Tables 1 gmd 2 present complete reporting figures.) ,

The public information campaign unquestionably had an im- -
pact on statewide reporting, and it did in fact make ‘the 'WATS
line ring. Unfortunately, the campaign’s impact cannot be mea-
" sured precisely, since callers were not asked what prompted them

to report of how ;they learned of the WATS-line number. To
evaluate its effect, it may be helpful to examine several explana-
. tions that might account for the dramatlc increase in reports
during the campaign.

‘The increase in reports could reflect an -actual -increase .
in the number of incidents of child abuse and neglect. This
explanation seems highly improbable. There is no other evidence
-of a 55-percent increase in child maltreatment in one vyear.
Some small increase might have occurted, but this would account
for only a minor rise in reports. It seems far more likely that’
many of the reports were based on. pre-existing conditions or
on incidents that had occurred .previously but had not been -
reported. This would indicate an. increase in public -awareness
and willingness to report.
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The increase could be attributed to increased reporting
on the part. of professionals required by the state’s amended

_Chijld Abuse Act to report suspected abuse ahd neglect. Although » -

this explanation could apply to.the initial 12 months of the
state’s reporting system (Reporting Period 1), it seems to have
had little effect on the increase during much of the campaign

_(Reportmg Period 2). In fact, the greater part of this increase

in ‘reports did not come from professionals, as Table 3 shows,

~but from neighbors, relatives, and others who may be termed

-

the "general public.” = + =+ . .

The minimal increase in reporting by professionals does not
necessarily indicate lack of concern. For example, reporting by |
social workers actually declined in the second reporting period—
probably not because of any slackening in effort, but because

"more people were reporting directly to Jacksonvrlle rather than

channeling their reports through social workers. There are per-

-haps other reasons that explain the small ehange in ’the volume

of reports from professnonals

“In any .event, the point is clear that the greatest increase in

reporting has come from the general pUbllC which was the

- primary target of the lnformatlon *campaign.

. Finally, it is probable that many of the reports are traceable

"to Florida press coverage of several sensational ‘cases of abuse
-dyring the "early operation of the hotline and register. It is

hard to believe that reports of child torture and editorials -
on the problem of abuse in Florida could have failed to have

. some effect in sensitizing' the public to the need for reporting

suspected cases. But the magnitude of this effect is-unknown.

Even though hard supporting data do not exist, jt seems
apparent that the public information campaign, together with |
press coverage, spurred most-of the reports by the general public.

From October 1, 1973 through September 26, 1974, the date

‘of the most recent compilation. of reports, reporting has dropped

off slightly—from a daily average of 81.3 reports during Reporting
Period 2, to an average'73.4 per day during Reporting Period 3.
Nevertheless the number of WATS-line reports has remained
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Table 3
_Reports by Source i
ot . Reporting Period®*** Change ~
. R‘s‘;?,','c': & ! = | Cumulative] x‘:\;‘eue:!
Oct.- April-. | Years 2 3 (as of [|Periods 1 &2
. ’ March Sc:pl. Total - 9/26/74) | (Percent)
PUBLIC : 1496 . | 8,596 |10,002 [ 20,033 |18,435 | 48,560 99
Neighbors 326 | 2308 | 2634 | 7,299 | 7345¢| 17,278 77
Refatives o 374 | 1845 | 2219 | @342 | 3751 | 10312 96
Parents* 315 | 1,679 | 1994 | 2760 | 2265 | 7019 | --38
Anonymous 141 1167 | 1308 | 2,895 | 3,006 | 7299 | 121
Other . 340 | 1,597 | 1937 | 2737 | 1978 | 6,652 41
PROFESSIONALS 2,019 | €917 | 9036 | 9653 | 8065 | 26754 7
Doctors 57 318 375 414 323 | 1,112 10
Nurses - 102 332 | 434 486 a1 | 1,361 12
Hospitals 56 163 219 386 457 1,062 76
Palice ) 376 | 1746 | 27122 | 2,654 | 2389 | 7,165 25
‘Attorneys 1 * 30 31 13 9% 240 265
, Courts 47 | 327 | 474 222 01| 797 -53
D.Y.5.* 183 763 9467 989 790 | 2,725 5
Schoals 485 | 1087|1572 1924 | 1651 5147 22
Social Workers*** 661 | 1949 | 2610 | 1,804 | 1,348 | 5762 -46
Clergy 16 48 64 99 75| 238 55 .
Day Care Centers 14 91 105 121 171, 397 15
Children’s Residential ’ i .
tnstitutions 21 63 84 441 223 748 425

'Usually one parent reporting the olher
**Division of Youth Services, DHRS, which provides intake services in )uvemle courts
s*»[ncludes all social workers in all state agencies,
s***Reporting periods. are: Period 1—October 1971 through September 1972
Period 2—October 1972 through September 1973
Period 3—October 1973 through September 1974
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constant, with 42.5 reports now called in each day compared to

421 per day during the second reporting period. A decline in .

reporting followmg a bnef campaign is predictable, but reports
from the genera. public'seem to be holding up particularly well.

Incfeased Caseload. "Whatever the direct contribution of the
campaign to increasing the caseload,” said Geraldine Fell, “what ,

" we now have is a program that has outgrown its>staff.”

Between October 1971, when the hotline’ was opened, and
July 1972, the DFS added 90 workers to the protective service
staff. The Division had hoped to -add 200 caseworkers the
following year but, because of a cut in state appropriations, lost
58 instead. The net result was an increase of about 11.5 percent

_.in staff to handle an increase of about 55 percent in reporting. .

The protective service program now has a staff of 249 case-
workers, 51 unit supervisors, and 11 regional casework super-
visors. This staff of 311 people handles protective services for
the entire state of Florida, which has a population of approxi-
mately 2,116,000 children under the age of 17.

In'some areas of the state, the problems of understaffing have
become acute. In Dade County, for example, "there was a four- -
~fold increase in reported cases between Septerrber 1973 and
September 1974; during this same’ period, the county’s pro-

“tective service staff was reduced 10 percent. A recent informal

survey of three Florida counties showed a rapidly increasing
“'pending” caseload——reported cases not yet |nvest|gated thh
some reports more than 60 days old. :

The shortage of CPS personnel is a statewnde problem caused
by lack of funding. Before the state’s reporting law was revised -
in 1971, both the legislature and the governor 'expected :that
federal Social Security Act funds would reimburse Florida for
75 percent of the cost of the proposed. protective service pro-
gram. However, in 1972 Congress placed a nationwide ceiling of
$2.5 billion on'social service funding to the states. Florida, like
most states, was caught short of money. The problem of under-
staffing is now so pronounced that further public educatlon
efforts have been terminated. .

@

~ CPS staff shortages have impacted the provision of services

<

135

- 145




- to -identified families as well as the investigation of reports..
When -a report of child abuse or neglect is found to be valid,-
the DFS staff must be ready to take prompt action to protect
the child and help the family. Despite the dramatic increase in
reporting,-the confirmation rate on reported cases has dropped
only slightly since the campaign began. For the first reporting
period, the confirmation rate was 63 percent; for the next year-
long period, 60 percent and is currently about 56 percent

For conflrmed cases, the protective service program is to
provide a combination of counseling, referrals,” and services
such as emergency shelter care and foster care. If investigation
of a case indicates the need, a' caseworker, may temporarily
remove the child from- the home. Within 48 hours, if the child.
.cannot be returned home, the Division must petition the Juvenrle‘

"« court for temporary custody The child ‘will then remain in

-

shelter care, be placed with relatives, or in some cases will
eventually be placed in a foster home. Caseworkers may also
arrange for homemaker services for'the family or may provide
referrals to day care centers or mental health clinics. -

Counseling is the caseworker’s primary function. Whether or

- not the child is removed from the home, the:-DFS staff works

with the family to alleviate the tensions that provoked the abuse -

or neglect. Many families require long—term counsellng, which

can last for months or even years. Buf with-increasing caseloads.

and the reduction in staff, caseworkers are often unableto
provrde the in- depth counsehng needed.

Scarce and inadequate treatment resources further hamper'
the Division’s efforts to help identified families. Although many
cases should be referred to mental health clinics, very httle
out-patient treatment is available in Florida. The few existihg
facilities are often ill-equipped to deal with either the childrep
or the parents. According to Fell, “These are often isolated
people who need to be reached in ways that are. beyond the
present capabrhtres of mental health units.”

As Florida’s experience shows, reporting alone is no remedy
for abuse and neglect. An increase in the volume of reports,

without a commensurate increase in the capacity to deal with.
" identified casés, has limited value.

- 1496 a‘




The revision of the Child Abuse Act, the establishment of the
reporting and investigative system, and the sponsoring of the
public information campaign are, to date, the primary examples
of Florida’s effort to coordinate an effective statewide protective

" program. Mary Ann Price of the protective service program ‘feels
that, as a result of these first steps, children -are now better
protected. “But,” she adds "hopefully, we will’ contmue to
improve on our services.”

-

Guidelines for a Public Information Cémpaign»

'The Florida public information campaign has attracted interest
in a number of other states. DFS has received many requests for
information, and the adVertising ‘agency . that produced the

campaign has been approached by 15 other states mterested in
a public information program.

Those plahning to conduct a campaign to inform the public .
about child abuse and neglect may find the following guidelines
useful? They are based on suggestions from those who planned " -

\ and produced the Florida program and, in part on the guidelines
oposed in an article by Duane Franceschi.* These guidelines
\)hould ‘not be taken as hard-and-fast rules. Rather, they are -
.présented "as suggestions that may help others beneflt from
Florida sexpenence

The Yirst and -most important step in planning any public
mformathn effort is to determine the campaign’s focus. Geraldine
Fell, one of three DFS officials who helped plan Florida’s cam-

. paign, defines this step as determining how to present “the:
philosophical base you're working from, te ‘the audience you're
trying to reach.” -

It may be helpful to begin by, posmg and answering some
hasic questions. .For example: Who s the intended audience? -
Is the campaign to be <irected only to the general public, or
to ptofessionals as well? Will the campaign also attempt to
reach parents who have the problem of abuse_and neglect or
who fear the potential in themselves? What is known about
the local incidence of child abuse and heglect? How much does
the public already know about abuse- and neglect, the local
reporting procedure, and local protective services?~What are,
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people’s attltudes about child abuse: and neglect, about reportmg,
about intervention and treatment? As discussed in Chapter 2,
data from the central register could be invaluable in helpmg to
focus the campaign.

The most effective way to determme the public’s knowledge ,
and attitudes on the problem and management of child maltreat-—
ment is to conduct a statewide survey. The necessary time and -
money will be far better mvested in such a survey than in a
misdirected campalgn :

Cost will vary according to the size of the state and the
scope and depth of the survey. A Chicago market research firm
estimated that a statewide survey could be developed and
administered for approxnmately $7,500 at 1974 rates. If the
‘budget for the campaign is limited, perhaps a local firm wrlI
donate its services or agree to-a reduced fee.

A

One: approach' to such a.survey would require ‘a sample -of
300 to 400 respondents, each interviewed for 15 to 20 minutes
by phone. The questionnaire might be based on the ene used in
Dr. Da+id Gil's nationwide survey, designed by Brandeis Uni‘
.versity and administered by the University of Chicago s National
: Opinion Research Center. during October 1965.° A post-carnpaign
poll, similar to that used before the campargn should also be
"considered in order to evaluate the campaign’s success and to
determine whether continued or alternate public .information
methods are needed.

< Formulate spectflc measurable goals for the campa:gn One
goal ‘might be an increase in public knowledge or a change
in public opinion, measurable by “before and after’” surveys.
Another, as in Florida, might be "to make the reporting line
ring.”” A major goal could be to build public. support for more
and’ better protective service units and treatment programs.
Other possnble goals includg raising the percentage of validated
reports; reaching specific forelgn language or cultural groups to
assure’that all state residents are informed; increasing the number
of parents who ask for and receive help; ot stimulating formation
" of local self-help groups. Goals should be’ determined by specific
conditions within the state and the most, urgent statéwide needs.
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Whatever the goals, provide a neans to évaluate the cam-
paign’s success. Only through objective measurement and evalua-
tion can you decide whether the campaign has been .effective,
| whether it was worth its cost, whether it should be repeated,
. . and whether in repetition it should be chahged. Cbjective mea-
surement will permit you to report the results of the gampaign to

s the funding source and will be invaluable if you intend to -ask
* 7 for additional funding. Negative results will guide you in making
positive -changes; positive results—nows or later—will ingrease
public and government confidence in your operation.
N ~ -~ . 4 - Q

, - The means for measuring tesults may Kave to.be incorporated

e in thie .operations of state agencies. In Florida, for example,, the |
impact of the campaign would now be known more precisely if
the WATS-ling. procedure -had included a question to callers'on
why they were. reporting or how they had learned of thesWATS

- number. Other possible goals, such as increasing the validity .
rate ‘or increasing the requests for-help fram, parents,.can be * -
measured through agency. records if these data are recorded.

Thoroughly evaluate the material to be presented for its impact

_ -on the target audience and for possible unintended implications.

. Several DFS officials have indicated that if they, were to conduct ,
the campaign again,” thley would make at ‘least two cRanges.
One would Be .eliminating the copy line “These ‘people are
sick,’ referring to those who abuse or neglect children~ Instead
of castigating the parents, they would make a greater effort to
inform them that "help is available. “The ‘other major change
would-be to play down protection of the reporter from involve-

- ment. The campaign told the public that “you don’t have to get -
any more involved than making a phone call”;.but Florida’s
experience has been that, if the case goes to court, the reporter

“may be unable“to avoid some ‘degree of involvement. '

Another recommendation is to coordinate the information cam-
paign statewide. This' would be difficult or impossible in a state
with a city- or county-based system for reporting and investiga-
tion. One DFS official suggests that such statés consider the.ad- .-
vantages .of statewide coordination, since both reporting and
intervention can be more effective at the state level. A statewide
system can use one telephone number for the entire. states bring

»
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all reports dlrectly into one central register, ahd handle all inves-

tlgatlons through one state agency.
f‘\ o
In- planning and producing the campatgn be profess:onal

Flonda s experience shows the value of professionalism in, gain-

ing maximum exposure for campaign materials. The media are far
- more likely to use top- quahty material than amateunsh produc-
tions, no matter how worthy the cause. ‘

To develop and produce a campalgn as extensxve as that'in

Florida, hire a professional adverttsmg agency or public relations

firm. If - full professional fee is beyond reach, a local agency

may.be ‘willing to develop the basic concept. and assist with pro-
duction and distribution at a reduced fee. People from the agency

“could then suggest where professional help could be obtained

for producing the actual materials. For instance, a local television
station might agree to produce télevision spots, and a radto
station mlght record radio announcements.

]

Plan Li.2 campaign in close cooperation with the communica-

tions specialists who will develop and produce the materials. Your-

continuing direction will keep their efforts in line with your. goals.

In turn, they can advise on the strategies most llkely to be sucs -

cessful and on the results to expect.

If you cannot obtain professional help, contact local .media

representatives to- -find "out if they will be willing to use cam-

paign materials and, if so, the format that is most acceptabile.
Franceschi, for- example before beginning production, consulted

with the Florida Association of Broadcasters, the. Florida Press

Assocratlon and sik outdoor advertising companles .

Once the campatgn materials are produced, plan d:str:bmron to
ensure that-the materials are used. For maximum publicity, an-
nounce the-campaign with a press conference conducted by the
governor or some other state official. A press conference will

-be more effective than_a brochure to inform the media of the -

.campaign and to gain their interest and cooperation. To further
assure media cooperation) use personal contacts rather than the
mail to distribute the materials!

If possible, arrange for personzgl follow-up contacts with“each

L4
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outlet—each radio or TV station, newspaper,.and outdoor adver-
tising company—to check if the materials have been received,
to supply additional ma'terials if needed, and to answer any ques-
tions. These contacts might be made 30 days after the materials

“are distributed, and again after 90 days. The follow-up could also *

be used to determine roughly the media exposure of the mate-
rials. Each outlet could be asked if the campaign materials are
being used and, if so, how often. This information would provide

" a basis for evaluating the impact and. the effectiveness of the

campaign. -

In addition to advertisin\g media, consider usjng other means to
publicize the campaign’s message. For examplk, although adver-
tising space in the Florida press was found to ba a basically jnef-
fective medium for the campaign’s public-service\ads, newspaper
reports and editorials seem to have spurred public reporting in
the state. Additional publicjty might be generated by periodically
informing the press and other news media of the results of the
campaign. -

Personal appearances are another valuable means of publicity. .
Representatives of the state’s protective service agencies could
appear on radio and television interview- programs and “call-in"’
talk shows. Most voluntary groups such as PTA’s and community

. associations are on the lookout for good speakers. A speakers .

bureau can be a welcome and effective way of reaching these,
groups and answering questions that cannot bggddressed in
detail by the materials produced for the advertising media. Per-
sonal appearances are also opportunities to distribute literature

. or to'make audiovisual presentations.

©
1

A
The list 'of possible alternatives. contains many other inexpen-
sive and effective mechanisms for furthering public information.
Whether these are intended to supplement the campaign or to
stand alone, they should be planned and carried through with
the same care and professionalism as the advertising media

\ o , -

\ . , .
A final ’gu}ﬁdeline-: Keep the campaign itself in focus. A cam-

paign that attempts everything may be too diffuse to accomplish

anything. Don’t hope to alleviate abuse and neglect through

information alone, and don't attémpt a thorough program of

- R 7Y
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public education within the short term format of an information
campalgn Unless the specific .goals of the ‘campaign are kept

in sight, resources of time and money may be spread too thin.

Not every community will be able to conduct a program as
extensive as the Florida campaign. But public education can take,

“various forms. Whatever form a community’s- education efforts
take( think of the program as one link In a chain. Its purpose

is to bring the other links together—spectflcally, to stimulate
public awareness, action, and support. Each step-in the campaign, -
each expenditure of time or’ money, should be directed toward.
eliciting a public response that is appropriate to local needs
and compatible with the state’s reporting, recording, and inter-
vention fatilities. .

Information is a means, not an end. The real measure of its
worth is what it contributes to the protection of children, to
help for parents, and to the long-term goal of eliminating the
conditions that'lead to child abuse and neglect.
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Chapter 5
Coordination ind Gurdellnes*

As illustrated in Chapter 1, the community-team program’

comprises three interlocking components—identification
and di'agnosis, treatment, and education. Among the three
components, coordination is the central link.

To be effectivé coordination has to function on two levels.

“ At the programy level, there must be coordination among_ all the

people, resources, services, and procedures involved in the

- mapagement of abuse and neglect in the community. At the

case level, the delivery of services, to each family. in need must
also be ‘oordinated.

Pr_ogram _Cpordination

'!n a well-coordinated program, gaps and duplication among

‘services are minimal, and the role of each worker and agency

is well defined. In such a ‘program, cases of abuse and neglect

‘can be handled in a systemic way, but with individualized man-

agement, planning, and treatment.

Program coordination can involve any number of administra-
tive. tasks, including identifying problems in the community;
handling problems between agencies; overseeing the develop-
ment of new services, such as a diagnostic ‘consultation team or

‘parent aides; obtaining funding for the program; maintaining

liaison with the .agencies involved; and recommending changes
in services, policies, and procedures as needed

“In most community programs coordination is erther handled
by a designated person or an inter-agency committee, or is
shared between the two. For example,.in Toledo, Ohio, coordi-

‘Adapted from material written for the Office of Child Development in 1974

by Deborah Adamowicz, Brandegee Associates, Inc.
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nation is handled by an advisory committee—consisting of
administrative_-representatives of the agencies involved .in the

~ program—and by a full-time program coordinator, who is paid
- by a private agency but accountable to the committee.

If coordination is handled by one person, the coordinator -
should coordinate rather than direct the people and agencies
involved in the program. If ‘an interagency committee coordi-
nates, it should ideally comprise both agency udministratory and
people from the communily who have necessary administrative
skills—a banker or a businessman, for example. Rebecca Schmidt,
the coordinator.of the Toledo program, feels that professionals

involved iri case management—social workers, doctors, nurses—

should not be included on a coordinating committee: "That’s
Tike putting a faculty member on a university's board of trustees—
there are too many conflicts of interest.”

7

Case Coordination

At the case level, both short-term and long-term coordination
are needed. Short-term coordination extends from the time a
case is identified until a treatment plan is developed and imple-

- mented. This-phase of coordination, handled by caseworkers

from the protective service agency, involves seeing that the
child is protected and the family assessed, and arranging for
the treatment that is best suited to the family’s needs.

Long-term coordination begins as the family is being feadied

for referral for treatment and extends until the case is closed,

which may be months or years later. The function of long-term
coordination is to ‘prevent families from “falling through the
cracks”—to ensure that treatment appointments are kept, that
the treatment planned is followed through, and that additional- -

_or alternate services are provided if needed.

Various professionals hold that protective service caseworkers
are and should be responsible for both short- and long-term case
coordination. Since caseworkers: have the mandated responsi-
bility to protect children, they must be in charge of case
management from the time a case is opened until treatment
is completed. . '



" Others, however, point out that there are risks in having one
person handle both types of case coordination. In many. com-
munities, various factors—such as excessive caseloads or regula-
tions that cases be closed within a certain time—prevent the
casgworker from handling lohg-term “coordination effectivelv.
In addition, protective service caseworkers are specialized ir.
crisis management. Once a family has been referred for treat-
ment, it may be more éfficient for long-term case coordination
to be handled by someone who has the time and commitment
to regularly follow up on the progress of each family, rather
than to have the caseworker handle this fairly routine though
essential job. If problems should occur during treatment, the
case coordinator would, of course, refer the case back to the
protective service worker. In this sense, the long-term case
coordinator functions as both a support to protective services
and a resource to-ensure that each family receives the services

* that are needed.

Guidelines for Developing a Community-Team Program

Given the complexities of a good community program, the
question is where and how to begin. Who initiates planning and
action toward a communlty program, and how does one go
about it? ° . .

The following guidelines are offered to those who want
to initiate or improve a community-team program. This is not a
set, of how-to-do-it instructions. The guidelines are practical
suggestlons to facilitate the task of developing a working program
in most communities. They are no one’s exclusive ideas; rather,
they reflect the thoughts and experiences of many professronals
throughout the country.

&

The first suggestion is to bear in mind that .there are three
components of a complete community program, as discussed in
Chapter 1. The full effectiveness of each component depends on
the effectiveness of the. others. Plan to move toward all at once,
at approximately the same pace of development. 1f some of the-
elements are already present in the community, remember the .
probable need to modify or adapt them to the speciz! problems

~of child abuse and neglect, and to coordinate them with new.

elements as they come into being.
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A “prime mover” has to get things going. The first step in -
creating a community team is forming a small, interdisciplinary
planning group. This initial group should be quite informal and,
ideally, should comprise a member of each.profession involved
in case management. Thé prime mover who gets this group -to
begin meeting can be one individual or several. The person or

~ people need not come from any particular background or pro-

fession. The prime mover is a facilitator, not an authority figure,
and can.be anyone with the will, the energy, and the patience to
organize several initial small-group meetings. Some people feel

. the prime mover should come from a social service background;

others recommend that it be someone from the medical -pro-
fession; to still others, the prime mover should be.n a position
of neutrality among the professions. There is something to be
said for all three points of view. But the most important thing
is that someone devote the time and energy necessary to initiate
a planning group. ’ : : :

Developing realistic .understanding and trust among profes-

.sionals is the first job of any group that gets together to plan

community coordination. The planning group must be multi-
disciplinary - if it-is to be effective. Despite the traditional

~autonomy of the different professions, the members of the group

must find ways to work together effectively. Probably their most
important task in the beginning is simply to listen to one another.
Since part of their mission is to teach families to break through

their isolation and to begin to trust, they themselves must learn
to- be interdependent and trusting. :

Don’t expect instant results. Real understanding and trust be-
tween members of different professions,.previously isolated and
keenly aware of their own prerogatives, takes time. Coordination,

- in most- communities, is not a simple matter.of dividing up and

delegating duties. According to Dr.. Robert S. Stone, former

-director of the National Institutes of Health: “The development

of a team, as distinguished from a collection of health care

. professionals who happen to work in the same building, is a

question of interaction between people—of each. influencing

- the others constructively, and of each permitting himself to be

influenced by the others.””' Real coordination on a complex
and demanding job has to be worked out in practice, sometimes




painfully. Don’t expect to develop a functioning team in months; -
think in terms of two to three years.

Getting acquainted and establishing a common ground for dis-
cussion should occupy at least the first few meetings. Don't try
to solve problems in these early meetings; spend them getting
to know each other’s backgrounds, problems, points of view, and
competences. ’

Define the goals of the group: and the roles of the professions
and agencies represented. The expressed goals will, of course,
have a pronounced effect on what the group does. Some goals
are nearly universal—for example, to facilitate earlyidentifica-
tion and appropriate intervention and treatment. Subsidiary goals
vary, depending on the needs and existing resources of the
community. For example, one group may. focus on treatment.
for the parents, while another may concentrate on better medical-
diagnostic facilities.

Again, bear in mind that the program’s three basic components
- should be developed in unison. The program as a whole will be
crippled if some components are missing or weak. For example,
sophisticated reporting and diagnostic resources will have little
if'any value if treatment facilities are in short supply. Likewise,
well-developed treatment programs will have less than optimal
effect "unless the public is informed of their existence and
appropriate .reporting and diagnostic resources are available.

The roles of the various professions in the ‘community may
seem self-evident to the planning group at first, even though
there may be overlaps in what is actually done and gaps among
the services offered. One way to begin clarifying roles is.to ask
each professional in the group to list, in turn, the things he or
she does when handling a case. The point is not to discuss or
justify, but simply to list. Then, as a. group, list the procedures
and services which ideally should be available, regardless of who
provides them. A comparison of this ideal list against the lists
of actual services each profession provides should point out gaps
and duplications among services in the community.

D_evélop a definition of child abuse and neglect. While, the
state’s legal definition controls the action of the court, a broader

\
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typology of abuse and neglect is required for casework and pre-’

ventive intervention. Definitions tend to vary according to the
backgrounds and customs of the community; and the definition
adopted will determine the kind of action taken, particularly in
case identification, referrals among agencies, and the approach to

treatment planning. Some state laws, for example, define-certain™

types of maltréatment—such as overt physical injury, -inflicted
nonaccidentally—as abuse and as a criminal action. The obvious

response is prosecution and punishment of the parents. A quite

different definition—"a-family crisis which threatens the physical,
or emotional survival of the child”?>focuses on resolving or
preventing family crises.

~ The extremes of physical abuse and neglect are easy to define—
fractures, burns, serious malnutrition, or death. Other forms of

maltreatment which can be equally serious, such as psychological _
abuse or emotional neglect, are hard to define and identify and-
even harder to write into law. Nevertheless, their recognition in.

the community’s definition can make a great difference in the

scope of services provided. (See Volume 1, Chapter 1 for a more

extended discussion of defining child maltreatment.)

#,eﬁne the. "commumty" that the program is to serve. Accept-

ing-a political entity—a city or a county—as the community
does present the possibility of local government backing for the
program. For maximum program effectiveness, however, the
community should be defined primarily by the population served

_rather than by geographical or political boundaries. Helfer's

concept of regionalization, discussed in Chapter 1, focuses on
the effect of the size of the community’s populatiom on the
program. A region should be big enough, he says, to provide

" the, necessary services, but not so big as to be unwieldy. Co-

ordination by regions—each comprising 200,000 to 500,000
people—would, in his opirion, allow for optimal service delivery.
From this perspective, program development is generally imprac-

" tical and often impossible when based on the county unit: only

127 of the nation’s 3,000-odd counties have populatlons of

. 250000 or more.

ldentlfy the problems in the community. Pinpoint the most
significant gaps in services and the greatest obstacles to the

,development of a quality program. A. list of m"leI’ problems
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might include the punitive approach of the local police; the
disastrous understaffing or absence of a child protective service
unit; or the near-automatic removal of threatened children from
their homes because of the lack of treatment programs for
parents. : :

Get down to. earth by consulting on actual cases early in the
planning process. Different members could bring-cases to the .
group for discussion. And even at this early’ stage, members
can consult with one another on cases without any serious com-
promise of the autonomy of the professional primarily respon-
sible. The families will probably benefit from the consdfltation,

while the professionals will gain real-world insights into each
‘other’s problems, methods, and assumptions. Most important,
by werking together, the members will probably discover that
they need each other—that none of them alone can adequately
handle a case. : ‘ S :

.

_Inform the ‘agencies represented by the members of the plan-
ning group of the purpose and progress of the meetings from
the. start. Their understanding will be needed later for support,
in the form of money and personnel. _ :

Identify “advocates”- in the community who can help solve
prohlems. Having established mutual confidence and a common
point of view, the group can begin to involve others as needed.
A juvenile court judge or a district attorney may help to modify

. punitive legal practices; a school teacher or principai may help
. with identification of abuse and neglect in the schools; an
editor or advertising agency may help with public information
work; a legislator or mayor may wo?k toward improving laws
concerning abuse and neglect; the administrative heads of
agencies can help smooth out coordination of services, -

Among the advocates®should be representatives of citizens -
.in the community. The program must reflect community as well
as professional standards. No service can reach its greatest
effectiveness without community support. Dr. Edmund Pellegrino
has observed that “the health professional is always in danger
of extending his authority in technical matters pver the patient’s
‘system of beliefs and values.”® Many ways to involve citizens
in the planning process have been suggested, ranging from form-
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ing a citizens council which would act as an advisory group, to~
membership of laypeople—including former abusive parents— -
on committees or planning and evaluation teams.

Delegate specific tasks to individuals or small- groups. A suc--
cessful program will require the input of various people. People .
will be needed to develop training programs and .a public
information program, to establish diagnostic teams, and to set
up a therapeutic development group. Once the planning-group
has established trust and a shared view of the goals and purpose
of the program, it can seek out groups and individuals to assume
such responsibilities ‘with little concern about possible bias or
“slanting”” of the results toward the interests of one profession -
or agency. . ' T

Approach the administrative heads of .agencies for help. By
this time—perhaps a year or more since the initial meeting—
the planning group should be well informed about community
problems and resources and accustomed to cooperating acress
discipline and agency lines. What the program needs now is
some key full-time personnel, including a program coordinator
-and a case-coordinator, and funds to get proposed programs
‘under way, If administrators have been kept informed of the -
. group’s progress from the beginning and .are convinced. of the
. program’s importance,. they should be amenable to working
together as a group—as an advisory committee or board of :
directors—to handle the specifics of obtaining and assigning
funds and personnel. .~ '

It should be noted that funding is not necessary early in the -
development of the program—it may, in fact, create obstacles.
When money for program davelopment is sought before planning
. is well under way, unnecessary conflicts can arise on how to
allocate and spend it. Fund raising should probably not bestackled-
until at least the second year of program development. By then,
plans for the program should be fairly sound, and agency admin-
istrators should be meeting as-an advisory group or board .that
can coordinate funding needs. ‘ ' :

~ A final guideline is to'plan and implement programs of primary

prevention. With the.aid of community support, personnel and”
funding, ‘careful planning for the needs of the community, and
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trust and understandmg between professions and agencxes-——all
of which should now be on a sound basis—the various com-
ponents of the community. program should be functioning as a
well-ordered system. At this time, expansion of the program to
. include mechanisms of primary prevention should be considered
‘(see Chapter 6). If the community attempts to initiate a full-
scale prevention program before diagnostic, treatment, and edu-
cation programs are_established, the program will-most likely
“fall flat.”” On the other hand, a community with a well-function-
ing program that ignorks primary preventnon is side-stepping the
issue that is the logical next step in the management of child
altreatment o v

These guxdelmes are ‘not intended. to make the process of
program development sound easy. On the contrary, expect it to
be long and difficult. There will likely be problems with people
~and resources in the gommunity; and there may be problems
. whose sources are outside the community and difficult to influ-
ence—state laws, for example, or funding sources with conflicting
ideas about the use of funds. These guidelines are not offered
-as a solution to all problems, but as a logical approach which
may help to multiply the effectiveness of people—professional .
" and ‘lay.alike—in serving the needs of. the commumty and its
famlhes

References

1. Stone “Education for Life-Styles: A Role for the Health Care
Team.”

2. -Newberger, Haas, and Mulford, “Child Abuse in Massachu-»
setts,” p. 32. - o

3. Pellegrmo “Educating the Humanist Phy5|c1an An Ancient
Ideal Reconsxdered " p. 1290




: ‘ Chapter6 - ° | o
| 'Prlmary Preventlon* v R |

i omewhere between the goals of practical men and those of
Svnsnonarles lies the area of primary prevention. A community
with a well-coordinated program of identification, treatment,
andeducation directed toward the problem of child maltreat-
ment has already initiated preventive méasures, although thése
can prevent abuse and neglect in only a secondary way—by —
‘limiting its extent and recurrence. Primary prevention focuses
on preventing the first occurrence of - child abuse or neglect
in a family. R . .

«

Some professnonals doubt that complete prevention of child

- maltreatment is even possible. It would require, they say, a
total change in our social fabric, the creation of Utopia. Others
consider primary prevention a*more or less reachable goal.
- They propose that, while the abuse and neglect of children may.
never be completely ehmmated there are definite steps a well-
coordinated community can take i in the direction of this’ objectlve

This chapter examines, in the context of the commun:ty team .

" program, various preventive steps th fg‘)(ave been propcsed. None
of these measures is new or‘uniquef}J Many have been suggested
elsewhere, often for specific purposes other than. the prevention
of child maltreatment. But for at least three reasons, there have
. been few attempts to implement most of the measures discussed
in this chapter. First; preventive ‘action requires a well-coordinated
community effort, and community coordirfation is still telatlvely
rare. It also requires an effective service- delivery system, quite °
the opposite of our typical communlty services, which can-seldom
meet even chronic or-emergency family needs. The third and
probably most basic reason for the current scarcity of preventive:
action is that primary prevention of child abuse and” neglect
will require a change in attitudes and priorities—in commumtxes
and institutions, and in people as well.

“

“Adapted from matenal written for the Offlce of Child Deve!opment in 1974
by Deborah Adamowncz, Brandegee Assoc1ates, Inc.
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For these reasons, a community-team program may be the
most effective base for developing and.implementing a local
program of *primary prevention. In a community with a well-
" functioning abuse and neglect program, the various professionals
and agencies involved in case rnanagement -have already coordin-
.ated their efforts-and should be working together with relative

" functioning effectively; there should be few, if any, gaps in

already be aware of the problem of maltreatment and of the
services available to*families locally. In such a community where
mechanisms for identification, treatment, and education .are
coordinated and functioning, the ground has already been™laid

gram components.

2

treatment, but two points deserve comment. One is that primary
prevention should be planned with the same care given to any
other aspect of. the community-team program. Second, preventive
mechanisms, like all other services and resoutces, have to be
" selected and developed according to the needs of- the.com-
munity. -Itsis «quite possible -that few or perhaps none of the
points discussed below will be used by a particular community.
But if these ideas stimulate thinking as to what“form local
preventive action ¢an and should take, this discussion will have

¢

fulfilled its purpose.

Identification ‘ ‘ ‘

"The identification of families having the problem of abuse
or neglect generally occurs through identification of the child
or children. The injury or*condition of the child is what usually
jeads people to sdspect and report maltreatment: But jn the
preventive sense, identification focusgs mainly on parents with
the potential to abuse or neglect their children. ' '

. Like reporting, preventive identification should not be an
‘accusatory- action, but a means of reaching out to families in
need -of help. To ensure that .reach-out mechanisms do not

become devices for meddling, surveillance, or unwarranted inter-

vention, it is important that the identification component be
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smoothness. In turn, the delivery of services to families should be - -

" needed services and.little duplication of effort. The public-should -

to incorporate preventive. aspects into each of these three pro-

+ * This chapter contains no guidelinés for.prevé'nting child mal-

.
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carefully planned and coordinated. Questions such as the follow-

ing should be considered: Who is to. be identified? That .is,

what are the charjcterustrcs and factors that suggest a famrly

is at risk for abuse o% neglect? How are families to be identified

—through a’ report: to' the child protective agency or to a

multidisciplinary team, or perhaps through interagency referrals?
~Is formal ldentlfrcatlon even necessary? What happens once a
" family is identified? How will ‘they be. helped? What h,appens

if a family refuses help? ) >

" There are various possrple approaches for-identifying famijlies
with a potential for -child maltreatment: for example, through
- general ‘identification resources, through the use of predigtive
_models and through the rdentrfrcatron of "specral” chrldren

Identification Resources. Any professnonal who has cantact ‘

‘with parents in the pre-, neo-, or postnatal- stage is a potential : ‘
* identification resource—obstetricians, public health nurses, pedi-
atricians, public “welfare workers, the staffs .of prenatal and
well- Daby clinics, ‘day care workers and teachers, to note &
few. The -actual effectivenéss of any professional in this.capacity
is-determined by his or her sensitivity toward parents” problems, :
N and knowledge of factors that can rnfluence abuse and neglect.

 For instance, durmg regular office visits, the pedratrrcran could
make a peint of asking each miother and father how.they are
. getting along: Are they having any particular problems with
their children? How do they feel aboyt their children? When
there are problems in the family, do the parents havé someone
to turn to for support? Do the parents help and suppdrt one ..
another, or does one carry the burden of child care.alone? Such,
gently probing questioning can serve a dual purpose: it shows
concern for the parents, and it helps the professional detect -
R . problems that the parents might not otherwise mention. With
' -knowledge=of thé family’s problems and needs, the professional .
" can then refer the parents to appropriate communrty servrces

L Any well- publrcrzed therapeutrc service equrpped to handle |

S _self-referrals can also function as.an identification resource. - ..
Examples include crisis-interventiori hotlines, Parents: Anony- '
mous, therapy groups, homemaker. services, therapeutrc day care

- centers—in fact, practically any_of the-treaiment-modalities dis--
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cussed in Chapter 3. If parents are aware that such services are
available to any family in need of support, they may refer them-
selves before their problems reach a crisis stage. Having ap-
proached ‘one group or agency, the parents could then be
directed to additional or alternate services if necessary.
Predictive Models. The development of screening programs to
identify families in which child maltreatment is likely, even
though it has not yet occurred, raises both practical and ethical
questions. Dr. C. Henry Kempe, for example, notes that on the
basis of data now available, there is no certainty that an adequate
screening tool can be developed. According to Dr. Vincent De
Francis, the likelihood of coming up with a truly predictive scale
is not very high. Dr. Ray ‘Helfer, on the other hand, speculates

_ that effective early-identification instruments will be validated

and used within the next decade.

While various screening tools are currently being developed,’
ethical. questions remain. The problem is not with screening and
identification. per se, but with the method and quality of inter-
vention once a person or family has been identified as having
thé{ potential for abuse or neglect. Professionals agree that the
most acceptable form of intervention would be the provision of
needed educatfonal, therapeutic, and social services to families
willing to receive them. But what if the family refuses? Does
protective services or any other agency have the authority to-
intervene before a child is_born or before there is-evidence:that
a child may be at risk? The answers to these questions will
undoubtedly influence our ability to prevent the occurrence- of
abuse and neglect. : ,

The “Special”” Child. As discusged in Volume T, Chapter 2, chil-
dren who are abused and neglected tend to be misperceived by
their parents as “bad,” “stupid,” ”mean,” or in some way differ-
ent from other children. Dt. John Caffey has pointed out that
deformed, premature, multiple-birth, adopted, foster, and step-
children—those who are,. in reality, different—run a higher risk
of maltreatment than "normal” children do.? :

- A program of primary prevention could include early identifi- -
cation. and follow-up of high-risk “’special” children and the pro-
vision of educational and social ﬁervices to their families. For
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example, the parents of a physucally or mentally handicapped
child could be provided appropriate diagnostic, treatment, and

- educational services. In such families, regular visits by a pubhc

health nurse or a homemaker-home health aide couid prowde
valuable parental support.

Treatment

Once a community-team program "begins to incorporate pre-
ventive measures, the program’s freatment component may"
assume a far broader role than before. The focus ‘of treatment
has to be expanded to include families identified as having a
potential for abuse and neglect. Depending on the specific needs
of the parents and children, the family may require any of the
therapeutic resources mentloned in Chapter 3.

" In a broader sense, treatment can be focused on the commu-

nity itself—on the external factors that may influence a parent’s

potential for abuse and neglect. The preventive mechanisms
discussed below involve hospitals, schools, businesses, neighbor-
hoods’, and the community as a whole. The discussion includes
three' basic categories of preventive action: modifications in the
health-care system, measures to support family life, and ways to
help people manage personal crlses more effectlvely '

Before discussion of these areas, it is |mportant to Iook at how
preventive measures can be developed and implemented. One
way is for the community program’s therapeutic development
group, discussed in Chapter 3, to expand its scope to include
prevention. In much the same way that the group approached
therapeutic development, it could encourage grqups, agencies,
and institutions tg modify their practlces and offer prevention-
ortented programs.

Ae another alternative, preventive actlon could be planned and
implemented by a group devoted to increasing community sup- -
port for families. For example, Forum 15 of the 1970 White
House Conference on Children recommended that each commu-
nity form a Council for Families and Children as a means to make

the community a more favorable environment for familylife

Such a council would include representatives’ of child- .and-
family-oriented institutions and agencies, businesspeople, parents,
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teenagers, and preteen children. The concerns of the council
would extend beyond child maltreatment alone, but it could be
affiliated with the community’s abuse and neglect program, and
many of its activities,could amount to preventive treatment.for

~ the:community.

Modifications in the Health-Care System. Various studies indi-
cate that a significant number of abused and neglected children
were low-birth-weight (premature) infants.* As a group, their mal-
treatment may indirectly result from the traditional hospital
practice of isolating low-birth-weight babies from their parents,
often for long periods of time. Elizabeth Elmer of the Pittsburgh
Child Guidance Center notes that “very early separation can be
damaging to the mother” and that studies point to this as one
of the prime factors in later maltreatment.

While hospitalization of premature infants is necessary, isolat-
ing them may thwart the parents’ development of positive feeling
for the child. When mothers of premature babies are allowed
very early contact with their children and are allowed to par-
ticipate in their care, twofold bénefits can result: the infants
tend to progress more rapidly, and their mothers relate to them

more easily.® As Dr. Ray Helfer notes: “The results show up -
.maybe two years later. Mothers having early contact with their

newborns develop a different way of talking fo, relating-to thejr
kids than those who are denied this contact.” The effects of
early isolation on the mother-child bond suggest the need for
changes in our system of protecting all newborns from infection.

Many hospitals now provide prénatal classes for expectant
parents. With several modifications, these -classes might prove
effective in preventing the maltreatment of children who are not
yetborn. Prenatal classes could be extended to include both moth-
ers and fathers, from early in pregnancy to at least several months
after the baby’s birth. Ideally, they would be available in any
hospital or clinic providing prenatal or obstetrical care. Gynecol-
ogists and obstetricians, informed of the existence and impor-
tance of these classes, could urge couplés to enroll as soon as
pregnancy is determined. In class, couples could be instructed in
prenatal and newborn care; perhaps more important, they could
be emotionally prepared for the role and responsibility of being
parents. : :

Ll
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The continuation of classes beyond the child’s birth is impor-
tant for several rcasons. Most new parents require more infor-
mation and support after than they do before the baby is born.
Postpartum depression, a colicky baby, and other factors that
the parents may have calmly anticipated before delivery can take
on unexpected proportions once they are alone with the child.
In class each week, along with their own and other newborns,
many parents will be able to see that their child and their prob-
lems are not unique; and, & jn many group programs, they may
provide one another with mutual uﬁderstanding and support.
Either formal or informal predictive screening programs could be
used in these classes as a way to detect and treat various famlly
problems early. )

The classes for parents could be affiliated with an infant and
child health program in the same hospital or clinic. During reg-
ular pediatric visits, the parents are likely to feel more comfort-
able in asking questions and discussing problems if they are
already familiar with the facility and the staff. In turn, the staff’s
knowledge of the parents’ problems and needs, obtained through
their participation in the classes, sh()uld result in more individu-
ahzed care. -

The development of such comprehensive pre- and postnatal
programs and their accessibility to all expectant parents—in
“terms of both location and cost—should have a definite impact
on reducing infant mortality as well as on preventing abuse and
neglect. In some cases, mortality during the first year of life may
be related to inadequate prenatal care. In the mid-1960s, federally
- funded projects for maternal and infant care were developed in
poverty areas in 14 cities.* Within four to five years, infant mor-
tality rates in these areas dropped sharply—in one case, by more
than half. Among those served by these projects, the number
of premature births and unwanted pregnancies also declined.

Still another preventive measure is the use of the health visitor,
a practice common in several countries. In Scotland, for example,
it is required that all preschool children be seen-periodically in
their homes by a health visitor.” Should there be a developmental
problem with a child, the visitor either works with the parents
or refers them to appropriate services. A health visitor program
could be invaluable in the identification and treatment of condi-,
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tions that could lead to abuse or neglect, and could offer a means

for personal contact and periodic health checks to even the most.

isolated families.

Support to Family Life. According to. Dr. Morris Paulson, prin-
cipal investigator of UCLA’s Child Trauma Intervention and Re-
search Project, “people are beginning to look beyond the concept
of child abuse, to see it as just one example of the breakdown
in family life.”

There are various data pointing to the fact that the American
family is indeed breakmg down.? In Massachusetts, 50 years ago,
at least one adult in addition to the parents was included in half
of all families; today, only one family in 25 includes an addi-
tional adult. Nationwide, the percentage of children whose par-
ents are divorced has almost doubled in the past 10 years.
Between 1965 and 1970, day care enrollments increased by 50

percent; nevertheless, the number of children who return from-

school to an empty home. is said to also be on the rise.

Ve

Other research findings suggest that even intact families are
losing much of their traditional cohesiveness. For example, a

recent cross-cultural study of the uses of time indicates that, com-
pared to their European counterparts, American parents who are
employed and married spend the highest ratio of free time alone
rather than with family members.” Even when parents and chil-
dren spend time together, meaningful contact between them
may be minimal. For instance, a sample of middle-class fathers

claimed to average 15 to 20 minutes a day playing with their

year-old infants; yet one study found that the mean number of
daily interactions between fathers and infants was 2.7, and that
. the average time spent interacting was 37.7 seconds a day.'

Dr. Urie-Bronfenbrenner, professor of human development and
family studies and. of psychology at Cornell University, names
~various factors that serve to isolate parents and children from
: relatives, neighbors, and other traditional support systems—and

from one another ‘as well. Included are the decline of the ex-

tended family, the functional breakdown of the neighborhood,
occupational mobility, the demands of a "rat-race” culture, and
“the increasing professionalization of child care.!' These are also
among the influences Bronfenbrenner refers to when he calls
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child maltreatment a piuduct of "the circumstances in which
people are forced to live” From his perspective, prevention

- requires the reinvolvement of adults and children in each other’s
lives: “Any device which furthers such involvement could func-
tion to reduce child abuse by providing essential emotional sup-
port to those who care for children.”

To facilitate prevention planning, Bronfenbrenner suggests
that an initial audit be conducted to determine what the com-
munity is doing and what it is not doing to support family life.
Any number of specific questions could be raised: Where are the
children and who takes care of them? How many children are
left unattended because their parents are working or otherwise
occupied? Does the community have enough adequate maternal
and child health services, day care facilities, recreational facili- -
tiest What opportunities are there for real interaction among
various age groups? The questions asked and the answers ob-
tained would determine where and how preventive action is
directed. ‘ .

Neighborhoods. In many communities, the functional neigh- *
borhpod is a thing of the past. Interaction between neighbors
tends to be limited to a passing nod, and often neither knows the
other by name. In such neighborhoods, family isolation is com-
mon, and children are more likely to be abused and neglected.

The redevelopment of fuhctional neighborhoods could prove
to be a key element in the prevention of child maltreatment. One
possible approach is through the use of “block parents.” 2 Loca]
schools could be asked to identify one or two parents in each
block who are well known among their neighbors. These people
would then be asked to assume the role of block parents. They
would get to know their neighbors, identify the problems in their’
blocks, and organize neighborhood-based activities. In short, -

_ their task would be to initiate the concept of neighborliness—
o people knowing and helping one another, ‘

Other devices for revitalizing neighborhoods include neighbor-
hood family centers where “leisure and learning and community
problem-solving” programs could be provided for people &f all
ages, and where legal aid, child care, health, welfare,*and other
family-oriented services could, be obtained;" recreational and -
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day care facilities located in areas easily accessible to families;
and public places throughout the community where children and
adults can walk and talk and sit together H

Busmess Any community attempting to prevent the maltreat-

ment of its children, and concerned about upgrading the quality
of family life, Should include business and industry as potentially
strong allies. The report of Forum 15 of the 1970 White House
Conference on Children explains: "“To an extent not generally
recognized, the patterns of life of Americanfamilies are in-
fluenced by employment policies and practices. Employers, both
public and private, can make a significant contribution to placing
families and children at the center rather than on the periphery of
our national life,”” '*

Specifically, as the -conference report indicates, - employers
could ‘be made aware of the need for minimizing out-of-town,
weekend, and overtime obligations; reducing geographic moves;
increasing the number and status of part-time jobs; making work
schedules as flexible as possible; giving leave and rest privileges

. to pregnant women and new mothers and fathers; and locating
day care facilities at or near the parents’ place of employment.'
Such actions could benefit employers as well as workers: the
potential economic advantages include m()re and better produc-
tion, and lower turnover and abqenteemm

Employers may also be amenable to more innovative ap-
proaches to fostering adult-child interaction and understanding.
Children_are generally excluded from the world of work and
responsibility. Rately are they®able to observe their parents, or
any adult other than teachers or pediatricians, at work. To coun-
teract work-related segregation of children from adults, Forum 15
recommencled a practlce common in the USSR: that business
firms or departments “adopt” a group of children—a school
classroom, a nursery school class, a-Boy or Girl Scout troop.” The
workers could periodically visit the children’s' group and, on:
accasion, could invite the children to their place of work. The
objective is not vocational education, but to acquaint children
with working adults, and workers with children and their families. - .

B . . . -
An example of such a program is depicted in the film, A Place,
to Meet, A Way to Understand; produced by Forum 15. The pro-

-
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gram it documents was”arranged on an experimental basis be-
tween the Detroit Free Press. and the sixth-grade classrooms of
two public schools—one in a slum area, the other in a middle-

class neighborhood:

Schools. As it operates today, our educational system may be
failing both children and families in various ways. Urie Bronfen-
brenner observes that children are drilled in subject matter, while
the “development of a child’s qualities as a person—his values,
motives, and patterns of social response’—is virtually lgnored
schools purport to prepare children for "life,” ‘yet rarely equip
them with either education for parenthood Qr_vtraining for re-
sponsibility, decision making, and problem solving."” Just_as

“business and industry separate children from adults, our educa-

tional system isolates them—and their teachers—from both adults
and children of other ages. Although schools could have a major
impact in reducing ‘the potential of future ‘parents to maltreat
their children, at present they do little to suppor family life. ,

There are a number of things that schools could do as part of
a community’s program of primary prevention. Probably most .
important, school systems could institute a mandatory human
development curriculum, including education for parenthood* -
and family life for students. from kindergarten through high
school. The curriculum could incorporate varioys studies: from
hygiene and family planning to human interaction and how com-

‘munities function. While the specifics of the curriculum would

vary with the community, the general objective would be to -
better prepare children to become responsible adults—r—mcluthng,
of course, preparation for parenthood. : 4

 Vincent De Francis suggests that, for very young children, such

-education could take a subllmlnal form. Readers, for example

could contam stones about Mama and Papa Bear, their mter-

[ 3

‘Under a grant to the Education Developm’ent Center, Cambridge, Massa-
chusetts, the Office of Child Develppment, in cooperation with the Office of _
Education, has developed-a curriculum in education for parenthood fér use in
grades seven through twelve. The curriculum is being used in a ‘humber of
schools across the country. In addition, seven youth-serving organizations have
received OCD grants to design their own parent-education curricula for use
outside the schools (for example, the Boy and Girl Scouts and 4-H Club mem-
bers). For further inférmation, write to the Office of Child Development.

"
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~ actions with their little bearsy their realistic handling of crises, and

their next-door neighbors who love children dearly but have
decided against having any of their own. As children progress,
the curriculum could become more formal. They could learn not
only about the practical aspects of parenthood—how to feed and
diaper a baby, basic child development, what to expect of a
child at a particular stage—but about the emotional aspects
as well.’ ,

For example the curriculum could include.among its goals a
change in the current permissive attitude toward physical dis-
cipline of children. In school, children could be taught that anger
ancl frustration play an unavoidable part in parenthood, but that
there are ways to cope with negative feelings; that through even
mild corporal punishment, the young child can be injured; and
that there are more constructive forms of discipline than spanking
and physical force. But children learn through example as well

as through instruction. The child who is physically disciplined in

school learns that the use of force against children is considered
acceptable, and may later apply the lesson to his or her own
children. Elimination of corporal punishment in schools, and
substitution of other forms of motivation, would demonstrate

- the €éommunity’s concern for nonviolent drscrphne and provrde

examples of methods.

Children couid also learn that, in bearing and raising a child,
one assumes a highly responsible role—a role that not everyone

should undertake. Accordingly, sex education and birth-control -

. information should be included in the curriculum. With the in-

Jif not earlier,
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creasing rate.of births among girls aged 10 to 14,* it is obvious
that such information should be provided in 1umor high school
¢ Y

The location of day care ‘centers, crisis nurseries, and other
preschool programs in or near secondary. schools could serve a
threefold puipose. Older stuclents could gain both practical

experience and course credit by working, on a regular basis, with’

the younger children. They could be entrusted with actual respon-

‘Accordmg to the 1974 Statistical Abstracts, the rate of live births among this

age group rose from .8 births per 1,000 population in 1960 to 1.2 per 1,000 in.

1970, the latest year for which data are available. In actual figures, there were
6,657 live births among girls aged 10 to 14 in 1960,  compared to 12,246 in 1970.
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SIbllntles—as opposed to customary ”dutles —-requmng Judgment
and decision making, such as involvement in planning and
operating the programs. In addition, such programs would begin
to replace the traditional age-related segregation in our schools
“with interaction between young children, adolescents, and
parents and other adults.

Schools could also develop and publicize classes for. adults in
parenting education and family Iife. Classes availahle both in the
daytime and the evenlng would allow for more flexible enroll-
ment and for a mixture' of adults and teenagers in the classroom.

- While the classes would be directed toward strengthening "'nor-
mal”families, they could also serve as a therapeutic resource
and as a-means to identify parents with a potential for abuse
or neglect, v

Crisis-Management. Crisis occur in every family. Ih the abusive
or neglectful family, they are often a way of life. The parents are
characteristically unable to plan ahead, to anticipate crises and
head them off and to attack problems anajytically. They are also
unlxkely to deal with problems at all untll they have reached the’
crisis stage.

et
These typxcally isolated families get little or 'no outside support
~ with their problems. Since the parents often have a tragically low
opinion of themselves, they are vulnerable to anything that may
diminish their self-esteem. To them, an incident that other fami-
lies might regard as minor—a child breaking a lamp or a marital
argument—may be the overwhelming “last straw” of a perpetual
series of crises, and may trigger abuse.

It is impossible to prevent all crises. What can be attempted at "~
the community level, for the short term at least, is the provision
of services and facilities to help families cope with crisis and to
help relieve stress. ‘For example, a 24-hour crisis-intervention
hotline, as discussed in Chapter 2, could give a distraught parent
somewhere to. turn. Understanding and support over the tele--

L. ‘phone can help-in many cases; but callers could also be directed
to other %ervtces for additional ongomg help.

. Crisis nurseries or a free crisis-babysitting service, available 24

C hours a day, could help relieve some of the stress of a mother
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.dren .of isolated families, but a way to relieve parents of the -

in a time of CI’ISIS and would protect her ch||dren until the danger ,

is past. Family crisis centers, an extension of the concept of the .

crisis nursery, could provrde a temporary refuge for the whole
family—safety for the children and support and counsehng for’
the parents.

Day care ideally offers not only social stimulation to the chil-

seemingly endless burden of child care. As Bronfenbrenner ex-

" plains: "Taking care of kids can be very, very hard work. When
. you have to do it essentially 24 hours a day, and are under the

demands of a very young child, and there’s nobody else to spell
you off ... then you.can go batty. That's when child abuse comes
in.’” For day care to play a preventive role, the cost and location
of facnhtles would have to be within the reach of all famrhes

Poverty is almost Unlversa||y recognized as an aggravatmg in-

- fluence to families at or near the point of crisis. Dr. David Gil

points out that "environmental stress and strain are considerably
more serious for persons living in poverty than for those enjoying -
affluence” and that "the poor have.fewer opportumtles than the.

nonpoor for escaping occasionally from chlld rearlng responsi-
bilities.”” *

+

There may be limits to what one community can do about
poverty, but much can be done to relieve its impact. For examp|e
depending on its size, a community can provide a certain number
of additional jobs for those who-are unemployed. It can arrange
for crisis-oriented financial support, provided without long wait-

ing or excessive investigation. Crisis housing can be prearranged,

ready for emergency use. In .addtion, a communlty can work
with and support local social service agencies to make the de-

livery of services to the poor less chaotic, more ,reliable, and

more sppportive to the personal . dlgmty and self-esteem of the

recnplent

9

For the |onger range, commumt;es can help prepare their
members to deal with crises more effectively. Local school sys-
tems can be induced to*put far more emphasis on learning, about
values, learning to make decisions, and -developing the “ability.
and’ the habit of accepting responsibility. Children, “from the
earliest elementary grades, could be given actual respon5|b|ht|es

5

2

<
.

Sy

-~

A Y




~could be*broadened to include’ increasing people’s awareness

-
K
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in both the school and the community. They could be -taught
problem-solving skills and crisis-management techniques. They
could also be involved, far niore than at present, in group activi-
ties—with peers as.well as children and adults of all ages—so
that they can learn constructive-interdependence.

" Education and Training

With the addition of a preventive focus, the community pro-.
_ gram’s education and training component would not be essen-
' tially changed. The function of those comprising this component
would_be much the same as before: to educate the community;

to train professionals involved in cases, and fo conduct public
~relations work. The main difference would. be in the expanded
-fogus of education and training. L

a

For example, the goals of public and professional education

of primary prevention. The public should know what steps the
. community is taking to prevent abuse and neglect, and how
individual citizens can became involved. All parents should be
aware, of the services available to any family in need of support.
Professionals who wotk with parents and children should be -
‘aware of the characteristics of high-risk families, the services
.available to these families, and how to fefer a particular family

for_help. . : 2

Education could be directed toward specific groups to inform
them of their potentially valuable role in eliminating child mal-
treatmen'&. One project tould be%to convince school boards, the
~ state board of education, and individual teachers of the need for
changes in the educational system. Another could be to help
employers' recognize and modify their impact on family life. A
program oS primary prevention will require the involvement .of
the community as a whole. Appropriate education and training
are essential to producing a climate in the community for preven-
tive action to.succeed. : oo o
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The proposals in this chépter do not constitute a design for-

Utopia. They are not guaranteed .to_prevent family crises nor to
eliminate the ?buse.and neglect of children. But, together, they-
: d _ _ ' :
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- could help make any communrty a better anc safer place for
' chrldren and families to live.

-

Blaise Pascal, the seventeenth. century French philosopher .and
scientist, is known to have made a wager in which he bet on the
existence of God: His rationale was that he would lose nothing
if he were wrong, but would gain heaven if he were right. In
much the same sense, no one can he-certain whether the mal-
treatment of children can ever be prevented, fior what form pre-

~ ventive action-should take. But, like Pascal, the community that
wagers in favor of preveptive measures has riothing to lose but
has very much to gain. -

A
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7. Reinhart et-al.; ”Chl]d “Abuse .. .,"” p. 100.
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606-607. . -

10. " Reported by B,ronfenbrenner ”The Origins of Ahenatton "

¢ p.54. -

11."Brontenbrenner “The Origins-of Allenatlon~ p. 54.

12.  The use of "block parents” was suggested by’ Dr. Urie Bron-
fenrenner in a personal communication and is based on a
proposal developed by one of his graduate students. .

13. White House Conference on Children, Report to the Presi-
elent, p. 245..

"13. Bronfenbrenner, “The Origins of Alienation,” p. 61.

15. White House Conference on Chlldren Report to the Presi-
dent, p. 248. . . ) '

16 albid, pp. 248 .and 254. ) . o

17. 1bid, p. 255. ) ,

For further discussion jee White House Conference on Chil-
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20. Gil, in Influences on Human Development ed Bronfen-
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- e
o 3 b
L P , -
. .“‘ 4 e
169 . o




Appendix
Examples of Community Programs*

.

Following are four examples of communities that are making:

a coordinated effort to deal with the ‘maltreatment of children.
While various communities in the United States have programs
- thatrwould serve as excellent examples, the four included here
were selected hecause they illustrate a range of different types
of communities; alternative techniques for program develop-
ment; and various structures, services, and objectives.

- The program in Honolulu is centered on a strong pro-

~ tective service unit that functions as the agenc§ of prime
responsibility; a children’s hospital; a multidisciplinary
consultation team; and strong community support.

* In Greater Lehigh Valley, Pennsylvania, the child abuse

. -program has two ynique features: it is based on a two-

county unit and, unlike many communities, has developed
a strong and innovative therapeutic component.

* Montgomery County, Maryland is a suburban county hav-
ing one of the highest per-capita income levels in the

United States. The development of its program was sparked °

by work of the local 4-C Council and the backing of a
strong county executive,

e Uptown Chicago is in some respects the opposite of
Montgomery County. Part of an “inner city,” it has a
relatively large population of*day laborers, poor people,
and transients. The program here is an example of coordi-

< nation in a large city. ‘

Each of these communities has found its own way of working
toward a community program. based on its own needs and
resources. No community’s program would be ideal for any other.
These examples are presented not as prepackaged models that
can be installed in any community, but as programs that have
"been adapted to local needs by concerned. people within the
. community. ' -0

*Adapted from material written for the Office of Child Devélopment in 974

by Deborah Adamowicz, Brandegee Associates, Inc. -
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Honolulu County, Hawaii'

l
Q% 5 .
To me, Honolulu has the ultimate in coordination and
, in what may be called a "team approach” . This is
a classic example of what ought to be in terms of a
sound proteclive services program.

" Vincent De Francis, Director of
the Children’s Division, The American
Humane Association

relativély new, even among professionals. Yet on the island of
QOahu, Honolulu County, Hawaii, both have been developing
for years. .

In 1937, Hawaii established the Department of Public Welfare
(DPW)-~the predecessor of the present Department of Social

Services and Housing (D$SH)—to protect children and prevent |
family breakdown. In 1956, the DPW, the juvenile court, and'

the police department jointly doveloped “Operation Help,
outreach program to initiate social services on a 24-hour basxs
to families in crisis.

Th enactment of a mandatory child abuse reporting law in
1967' was the first of a series of events that culminated, two
years later, in the establishment of a multidisciplinary. protective
- service center for the island. With the passage of the reporting
faw, the DPW lacked sufficient staff to handle the increasing

caseloads. The result was predictable: needed services were not
being provided. Community accusations that the Department’s
C)ahu branch was not ade cting children resulted,

in 1969, in special state legislative action providing for additional
~ staff positions, the re- -establishment of the protective service unit
" (created in 1957 but later discontipued), and funds for a colla-
borative .team. Late in 1969, DSSH ,estabhshed the Children’s
Pirotective Services Center.’

Thegf()ncepts “protective services” and ‘‘team approach” are
I

I
i
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Serving the 640,000 people of Honolulu County, Qahu, the
Center is housed in a rented building on the grounds of Kaui-
keolani Children’s Hospital (KCH), As Figure 3 shows, the Center .
comprises three components: the DSSH Oahu Branch Protective
Service Unit, Kauikeolani Children's Hospital, and a community
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advisory committee. An annually negotiated contract befween
DSSH and the hospital clearly delineates responsibilities between
the social work and medical components of the Center. Funding
presently comes through state and federal monies.

According to Dr. Vincent De Francis:"“The beauty of the
Honolulu program is that it can be replicated anywhere. It
~does not fequire any enormous investment of funds, provided
there’s an existing protective -service operation. All it needs
is the designation of the unit and the procuring of consultants.”
But Dr. George Starbuck, the medical director of the Center, -
notes that while many hospitals use the- collaborative team
“approach, he is not aware of any community program that
replicates the Oahu model in its entirety. - ’

The DSSH Protective Service Unit .

Oahu’s protective service -unit includes eight caseworkers, a
supervisor, a social worker aide, and clerical support. Crisis
oriented, the unit is responsible for the social work assessment
of reported families and for transferring each case, within 90
days, to an appropriate unit for ongoing treatment and follow-up
care. The average monthly caseload per social worker is about
- 20 families; to date, the social work turnover has averaged three
positions a year. C

The unit receives_all reports. of suspected abuse and neglect
through the hospital’s 24-hour switchboard. Table 4 is a sum-
marized list of cases reported from 1967 through 1973 and of
the number of confirmed reports each year. (Hawaii’s reporting .
law includes emotional deprivation and sexual abuse as report-
able conditions.) ‘

Table 4
Reports of Abuse and Neglect, Oahu

| 1967 | 1968 | 1969 | 1970 | 1971 | 1972

Received 88 67 1 3751 9247 934 | 1051

455 480

Confirmed 69 | 49| 204 455
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‘both pagents and chlldren

-of the Center. ‘

Kauikeolani Children’s Hospital

The medical component -of the Center includes a fullstime
salaried medical director, a full-time nurse, two psychiatrists, °
two psychologists, and a secretary—all paid through annually
negotiated DSSH-KCH budget funds. The .hospital, through its

‘medical staff, is responsible for conducting the diagnostic study -

of children and parents and for providing medical treatment and
hospitalization when needed. (This is modified if a family prefers
to have the medical workup done privately.) In addition, mem-
bers of the medical staff serve as consultants to protective service,
workery, both from the Center and from outside units.

® The medical director reviews the medical aspects of each
case and all-diagnostic workups; can obtain ‘medical information
for a socdial worker if necessary; is available to professionals
throughout the state for medical advice about . cases; discusses
medical diagnosis, prognosis, and treatment with reported fam-
ilies; and, if the caseworker desires, can=act as a counse.lor to

-

.

Multi‘diSciplinary C'ollaborative Teams. In addition to these -
various functions, the medical director has established and
maintains two collaborative teams. The original team has been
meeting since December 1969 to” provide recommendations “to
caseworkers on one or more generally complex cases a week;
the second team was formed in response to the increasing work

Team members include the Center’s social” work supervisor,
the medical director, a pediatric nurse, a state deputy attorney
general, a pediatric psychiatrist, and a pediatric psychologist.
In addition:to these fixed members, team case reviews include
the social worker tn charge of the case and sometimes physicians,
lawyers, teachers, school caunselors, public health nurses, police, .~
or others whose knowledge of the family may be. needed. A$
part of an. outreach” effort, the teams -peripdically meet with

social workers from units outside the Center. and from, private

. agencies to mneult 0N’ Casgs.

o

© .
9 v

. s . .
The function of Lbe“?collaborati,c teams is-to recommend:the
most feasible treatment plan for the family. However, the social

.

o ' 175

o183




worker presenting the case retains final responsibility for decid-
ing on and implementing the treatment plan, prior to referring
the case for ongoing treatment and follow-up.

If a parent or child requires therapy, it is arranged if possible
with someone who has not done the diagnostic workup of the’
family. Protective service workers typically attempt to involve
the parents in the problem solving process. For example, if
removal of the child is indicated, most caseworkers will recom-
mend temporary separation to the parents and will suggest -
possible alternatives such as placement with friends or relatives,
in the protective service unit’s emorgency’ﬁwfter—or in a foster
home. :

X @

The Research Advisory Committee. Through the lmtlatrve of
the medical Jirector, the Center has also established a Research
Advisory Commiltee, consisting of the medical director, a nurse/
research coordinator, and professionals in maternal and child
health, psychiatry, psychology, and social services, The Com-
mitteg has reviewed. pertinent literature; organized a retrospec-
tive Gtudv of certain cases; and assisted in. developing forms for
requesting the services of the collaborative teams and for record-
ing team recommendations, the protective service disposition,
and follow-up reports.

The Community Advisory Committee

| The third component of the Children’s Protective Services
Center, the Commudiity Advisory Committee represents a cross-
section of the community including various family-serving agen-
cies. The Committeccan deal &ith the conimunity at large in
-a-manner not possible for DSSH. For_example, it can seek public
funds to support increased community services. The Committee
can also review and assess problems in the community and pass
its-recommendations.on to DSSH or the Center; in turn, through
the Commiittee, the Center can seek help from commumty groups.-
As part of the Conter s community services, tHe medical direc-
< tor, social work- supervisor, and nurse conduct an “extensive
education program--fortschools, physicians, nurses, social works
ers, the_police, ambulance drivers, and hoth public and prlvate
commumty organizations., : -
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Future plans for the Center include the possible~addition of
a therapeutic and féllow-up unit, group therapy, and a parent
aide program. In addition, there are plans to develop a program
geared to the prevention of renewed abuse in reported families
and to the study of low-birth-weight infants who are. at high
risk for abuse and neglect. The lalter phase of this program is
~already underway. :

In a paper presented at.The American Humane Association’s
Second National Symposium on Child Abuse, held in October
1972, Rade Awana, social work supervisor of the Children’s
Protective Services Center, listed the following as results of the
program: children and. families’in crisis are being served quickly
and more efficiently; the ‘Center’s interdisciplinary apptoach™ -
contributes to “more healthy family functioning”; and each par-
ticipating ‘profession continues to.fearn from the others.2

Slowly, the Center is moving toward its objective of providing,
in Awana’s -words, “the best protective services to children and
tveir families in Honolulu.” S "

Gr‘ea‘t_ér Lehigh Valley,'Pennsylvqnia

Coordination Across County Lines

Lehigh and Northampton Counties are two of the most affluent
in Pennsylvania. Together they comprise the Greater Lehigh
Valley. The population of approximately 470,000 includes all
socioeconomic levels and a variety of ethnic and cuitural groups.
The urban centers of Bethlehem and Allentown are .surrounded
_by extensive rural areas. : ’

_ In the late 1960s, Dr. John Wheeler, an Allentown pediatrician,
was seeing in his private practice repeated incidents of abuse in
middle-class families. Rather than putting the incidents out of
his mind, Dr. Wheeler decided to find out what the agencies'in
his county were doing about the problem. The aaswer: not only
did Lehigh County.lack a specific program for abusive families,
but the typical community response to the parents was punitive.

. L
Wheeler then ~ontacted a former medical school classmate,
Dr. C, Henry Kempe, who is now director-of the National Center .

177 o
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for the Prevention and Treatment of Child Abuse and Neglect
in Denver. He obtained information on developments in the
field of child protection, community-based program models, and -
therapeutic approaches. His inquiries eventually led to a series
of meetings among the directors of the Lehigh and Northampton
Counties Children’s Bureaus, the director of the Base Service
Unit of Lehigh County Mental Health/Mental Retardation (MH/
MR), and, Dr. Raymond Seckinger, a psychiatrist in private prac-- _
tice. Their purpose in meeting was to consider a specific group ,
therapy- program for parents. In“late November 1969, .the first
local therapy group was formed, under the sponsorship of the
Lehigh County MH/MR Base Service Unit..

The Child Abuse Group, as the group therapy progfam is
called, and the administrative meetings that led to its establish-
ment, were the beginnings of a coordinate two-county program
for the Greater Lehigh Valley. While many of its components
have been developing over the®past five years, much of the
Coordinated Ghild Abuse Program is still in thé formulative stage.
The “description below includes functioning aspects as well as
some new and some proposed additions-to the Program. Begin-
ning in October 1974, the expanded Program is being partially
funded over the next three years by the Pennsylvania Department
of Public Welfare. . ‘ '

o .

The Program, provides services only to families who have the
problem of child abuse or who refer’ themselves as potentially
abusive. For families in which children are neglected, the Chil-
dren’s Bureau in each county provides protective services; how-
ever, services to these families are separate from the Child Abuse
Program. The 1974 statistical accounting of child abuse reposts
.is not complete as of this writing, but an informal survey is

“ o " :

presentedin Table 5 below.

Table 5

Child Abuse Reports, 1974 ‘
. _, | validated | validated | indeterminable [ Total] -
g T T e rmina (
o Comy |t |
\ Northampton . : ; »
County . . j'w 13 : 4 o 8 L 25 -




Objectives

The Coordinated Child Abuse Program has six broad objec-
tives: ' .

* to préveﬁt the abuse of children by effecting psychologi-
cal changes in parents and responsible adults

e to enhance childien’s development

* to,modify the home environment so as to lessen stresses
that may precipitate abuse ! ’

e to improve the effectiveness of the Program’s training
component : -

e to conduct research that will add to the understanding of
both the etiology of abuse and the effectiveness of dif-
ferent treatment modalities o

e to further educate the community in order to create a

more favorable climate for positive family change.
s -

Coordination and. Administration

According to Dixie Bair, supervisor of the child abuse unit of
the Lehigh Counly Children’s Bureau, community cooperation

~and the coordination of services are the "key” to the Chiid

Abuse Program. Coordination functions at several levels, as Fig-
ure 4, an organization chart of the proposed Program, shows.

At the administrative level, the Program in each county is under
the auspices of the respective county’s Children’s Bureau, with
the Bureau’s director or designated assistant responsible fer
administration. In addition, a program coordinator—resporisible
for supervising the integration of all components of the county’s
program-—has been added to the staff of each Children’s Bureau.
Their specific duties include: maintaining communication among -

“the agencies and resaurces involved and resolving any internal

conflicts that- may develop within the Program; developing
tiaison with other local, state, and federal programs; proposing
changes in, administrative policies and procedures; developing

“training programs; spearheading community educatfon; arrang-
-ing consultations and case conferences on specific cases; coor-
~_dinating the work of all involved agencies once a' treatmenit plan

°
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has been developed for a family; providing ongoing follow-up
an all cases; overseeing the collection of statistics on abuse’
cases; and handling information requests concerning abuse and -
the Child Abuse Program. o
» The coordinating mechanism between the Iwo counties is
PROTECT—an unincorporated, nonprofit association of profes-
sionals and interested individuals from the community. Beguf in
1973, PROTECT, functions as an advisory group.to the agencies
and professionals.dn the Program. There are currently 32'members -
representing various disciplines and every agency involved in the
Program.- .

.
.

Repoqt'ing and Djagnosis

In Northampton County, all reports of suspected child abuse
are handled initfally by intake workers at the county’s Children’s

_Bureau. In Lehigh County, initial handling is shared by Chil-

dren’s Bureau intake workers'and caseworkers from the child
abuse unit. All reports are received . by the ‘intake department;.
but approximately 5C percent, particularly those resemibling “clas-
sic” child abuse cases, are forwarded to-the abuse unit super-

~ visor, who assighs cases for immediate investigation to the unit’s

caseworkers. In the future, the child abuse unit may possibly
receive andinvestigate all child abuse referrals in addition to
providing ongoing services for accepted cases. ' .
If a report is made by a neighbor, relative, or other nonmedical
source, the intake worker will visit the reported family within 24 .
hours and, if necessary, take thé child for medical evaluation.
If an apparently abused child is seen first at a hospital dispensary,
the attending physician will-admit the child, begin a thorough
medical work-up, and make an immediate oral report to the
Children’s Bureau. The hospital’s social service department will
later contact the Bureau and, if indicated, will file a written
report. Within 24 "hours of receiving' the written report, the
Children’s Bureau intake worker will visit the child in the ward,
speak with the attending. physician; and then meet with the:
parents. o S ~ €
Upon receipt of a written report from any source, intake
workers ‘make an immediate oral report to the local police, who

[}
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file the reported information. In Lehrgh County, the polrce take
no further action unless requested; in Northampton Comthe

local police department and the Children’s Bureau ally
decrde if and how the police: should be involved in the’

o

Within 24 hours after receiving a written report, the intake
worker begins 'a comprehensive psychosocial evaluation .of the
family. Based in part on this evaluation, the Bureau must deter-
mine whether placement of the chrld——erther voluntary or court

- ordered—is necessary. The.next decision is whether or not the

parents, are “group material”’—can, they function in and benéfit

from the group therapy program? A “Custom-fitted”” treatment

plan-is developed for every family. . .
i - A

The “intake process ends once the parents are referred sfor
treatment and planning for the child is completed. A child abuse
unit' caseworker is then assigned thé case, if it has not already
- been -assigned to the unit during the intake précess. Currently,
the average caseload per abuse unit caseworker in Lehigh County
is 20 famrhes in Northampton County, 15.

The Greater Lehrgh Valley P?ogram also mclude‘ya child abuse

consuliation service, available to any physician at no charge to -
the patient. Heaeed by Dr. Wheeler, the service will assist - |
attending physicians in the evaluation of children and.the course

of action to be taken.

[ >
.

Treatment ' . y

v o8

Since the initiation of the Chifd Ahuse Group, an in reasrng
array of family-oriented treatment services has been developed
in-the Greater Lehigh Valley. . : »

Parent Groups. The orrgrnal-pa'r‘ent Otnerap.y grotrb, led by
‘psychiatrist Raymond Seckinger, was open to parents from both

+ counties, with caseworkers involved with the families participat- -

_ing’in the group. A year later, the clinic director of the MH/MR
Base Service Unit, Helen Ruch, a psychiatric social worker, joined

.the group as co-leader«o provrde individual counselrng to group ‘

members. Approximately 18 months after the rnrtratron of the

* group, one protective casewotker from each county »\/as assigned ¥

-
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\ o handle all abuse case‘;,'ar\w}}\each became a permanent member
\of the group, Abuse unit. caseworkers are now_assigned to the
‘groups. . - .
\ [} ]

Child abuse reports in the Greater Lehigh Valley increased
-about 900 -percent between 1969 and 1974, and two additional
therapy groups have been formed. ‘Northampton County now
has its own group;and Lehigh Counfy has two. Group, individ-

ual, and.family therapy, as well as marital counseling, ar& avail- -

.able to parents in both counties. A future goal is to have bilingual
staff provide caseworl service for Spanish-speaking families.

The broad goals of the therapy groups are to “refine” and
“remodel” aggression; to irfcrease self-identity; to guide in family
planning: to define and refine interaction between nuclear- and

extended-family members;vand to improve marital and parent- |

grandparent relationshigs, parepting  capabilities, child-rearing
practices, and impulse control.”The groups‘are also concerned
with ‘prevention—aiming to prevent further abuse in-member

families that have previously been reported and to prevent the

first incident in se!f«ref?rred families that have identified them- '

_selves as potentially abusive.

.

" The success of the groups is illustrated by the recidivism rate:

previously over 50 -percent, it has: dropped to zero for parents
who have completed the entire therapy program. However, there
have been four or five instances of repeated abuse——in ti¥e.form
of physical inju'r'»)',»deveflopment of a “failure to thrive’ condition,
or emotional disturbance affecting the child—in familjes who
withdrew prematurely }f'rom the treatment progfam against pro-
~fessionai advice. E ; ’ P
5 i' J S
* The Children’s Bureau caseworkers assigned to famities in the
therapy program provicﬂe various servicés. They initidlly prepare,
the -parents for the prc
to and from the weekly. group sessions; and, when appropriaté,

-~

provide individual. thprapy, marital counseling, and f'ar'{".ily.‘

therapy. Caseworkers 430 utilize any . available community re-
source to help the fa:%ily. If necessary, caseworkers help the
parents .manage a budget or secure. better* housing, transport,
them for medical attention, and provide them with child deveh’_

gram; transport them and their children -




opment information. Once the 'parents have successfully'com'-' R

pleted. the therapy program, the caseworker maintains service
contact for approx1mately six months

Parent Educatlon. Among the recent additions to the Child
Abuse_ Program is a pilot program_in which parent-educators, -
employed and trained by the-local’ Head Start program, prowde
supportive and preventive services to-parents. The goals of the
program are two: To increase the parents’ self-confidence dnd
self-esteem by increasing their-teaching skills and enhancing 'the
_learning ‘environment of=the home; and to indrease the learning
« capacity, self-esteem, and emotional well- being of the children.
There are plans to expand the program in it§ second year to
fnaclude education of foster parents who are ‘caring for- chrldren
prevvously abused by their natural parents. :

. S — .

“For, approximately one and a half hours every other week,
‘parent-educators "focus” op a specific preschool child of the
family (although other children from. the family and the neigh-
- horhood are included in “activities) and the parents in their home.
The parents are taught skills to facilitate their children’s devél-
“opment,” behavioral expectations appropriate to the children’s

developmental level,-and constructive methods of rewarding and™."

disciplining children. The program will also include group meet-
ings for mothers,-th lectures and. discussions on such toplcs

as nutrition,. health, and psychologrcal problems. , .

1
., - -
o

Treatment for Chil‘dren When one of the parent. therapv '
groups meets, the preschool children from each family are
brought to a "’play” group,_ for group activities, social stimulation,
and observation by« volinteers. These groups are’ sometimes
videotaped for diagnosis by the «child-psychiatrist consultant, for
playback to the parent group, or for training purposes.

There are also plans to expand the ‘availability of therapéutic -
day. care for abused ‘children and ‘their siblings;, to develop a
, 24-hour crisis nursery that would include temporary, “rooming-in”
i facilities for mothers and children; and to develop in each county
a dayscare facility i in the Base Service Unlt (or wherever the parent
- groups meet). L E

e




Education and Training ' . v

The education component of the Loordinated Child Abuse
Program includes both public education and the training of
professionals. T : .

- As David Lehr, program coqrdinator for cLehigh County, ex-
plains, child abuse is not the problem of welfare agencies
alone; “What we hbpe to do is to educate the community to
the fact that this. is a community problem—that everybody has
to pitch in. A particular point emphasized to the community is
that child abuse can happen in anybody’s family and that all

. parents are vulnerable.” Though newspaper articles and a bro-
chure describing the program are used, speakers are the main
source of public education..The program coordinators’and pro-
fessionals from PROTECT regularly speak to church and PTA
groups, junior and senior high school classes, college students,

_ hospitals, medical societies, and other community groups.

. Training for professionals had been conducted on a somewhat
""hit-or-miss” basis in-the past, but has becorne increasingly more
formal. Currently, there are plans to*develop a comprehensive
training program over a three-year period. In 1975, the first year,

“all professionals, including medical .and school pérsonnel, and

parapfofessionals involved in-case management are receiving

in-service training—including workshops, observation of other

programs,- consultation with™ professionals outside the Lehigh

" Valley, and ongoing training conducted. by local professionals.

In the second year, training will be provided for a limited number

~ of professionals throughout the state. In the third year, the Pro-

gram intends to make available a comprehensive “training pack-
age” that can be adapted to the needs of any community.

Research and Evaluation

Also projected for development over a three-year period is
the research and evaluation segment of the Program. This seg-
ment, which is being conducted in cooperation with Lehigh
University, has several general aims: to develop qualitative mea--
sures of criteria relevant to the objectives of the Program; to
assess the degree to which these objectives are achieved; to .

develop controlled research on the etiology of child abuse and
: ° -
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the prediction of high=risk families; to assess the extent of child
_ maltreatment locally; ‘and to evaluate the effectiveness of
« .« training. *

Five specific outcomes are anticipated from the first year's
research activity: : '

L]

* an annotated bibliography on child abuse

o * an analysis of evaluation methods tor assessing the back-

‘ grounds and pérsonality dynamics of abusive parents, the z,
developmental levels of abused children,.the parent-child
interaction,~and ¢he home environment

* a comprehensive re'cbrd-keeping systen for involved agen-
cies, with a manual explaining its use

* a set of research-design models for use in testing hypo-
- theses about the causes and dynamics of child abuse -

* a design and a set of procedures for conducting a Lehigh _—
Valley census of child abuse. ‘/3

These initial research products will be the bases of the research
and evaluation conducted in the second and third years. They
will be available for use in other programs. - 4 :

-~

Montgomery County, Maryland
' It Takes a Tragedy '

In May 1972, a -child in Montgomery County, Maryland was
tortured to death by her parents. The incident was followed by o
sensational press-coverage, and drew the attention of local citi-

* zens and government to the problem of child abuse and neglect.
The essential question they raised: How could such a thing hap-
pen in one of the most affluent counties in the United States—
a county with one of the highest levels of public education and
with a range of social services beyond the reach of most com-
munities? There was a sense of searching for a scapegoat.

A suburb of Washington, D.C., Montgomery. County has. a

population of approximately 500,000. The agency mandated' by -
. law. to protect children is the protfective service unit of the
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"county’s department of social servites. In the county, there are

various other public agencies involved in the welfare of chil-
dren, as well-as a 4-C: (Community Coordinated Child Care)

. Council—a private orgamzatlon dedicated to mobilizing .and .

coordinating community opinion and action toward better
child care.

By mid-summer, the 4-C Council had et up a Child Abuse
Committee, with both lay and professional members, to study
the county’s protective service system, identify local needs, and
suggest possible solutions.. The Committee’s role was that of a
catalyst. Its members investigated how other, communities re-
spond to the problem of maltreatment, recommended the crea-
tion of a coordinating task force, pressed for improved degisla-
tion, educated the public about the problem of abusé and
neglect, and sought publrc support for positive action.

In November 1972, Montgomery County Executive James B.
Gleason established the task force recommended by the Coni-
mittee—the Executive’s Task Force on Child Abuse. His reasons
for creating the Task Force were basically three: he recognized

. the government’s responsibility for protecting children, the need

to improve and develop protective ‘and rehabilitative services
locally, and the likelihood that improved services would réquire
county funds. More than a general study group, the Task Force
was charged with developing specific* programs and recommen-
dations, determining their costs, and planning their lmplemen-

tation. ;

The Task Force is co- charred by the director of the county’s
office of human resources and a representative” of the «4-C
Council. Other Task Force members include top county- adminis-
trators from the public school system’s. pupil personnel section,
the health department, the department of social services, the
department of juvenile services, the juvenile section of the police
department, and the state’s attorney’s office, as well as a juvenile-
court judge and a representative of the six area hospitals. The
Task Force held weekly meetings from Janaary to May 1973, and
has met biweekly since. Approximately every fourth meeting is
open to the publié.

_Early meetings were devoted:to establishing a viable working
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group. Diane Broadhurst, the original ¢o-chairwoman repre-
senting 4-C, describes the. atmosphere of the initial meetings as,

. “one of apprehension: "Evéryone was looking for someone to

blame for the child’s death. In my experience, the same psy-
chodynamics tend to occut over “and over. It seems to take
something dramatic—a tragedy—to galvanize a community into
action; then people begin to look for somebody to blame. But
the simple mechanics of getting together once-a’week and talk-.

. ing began to produce a positive change.”

-, The Task Force initially addressed itself to prbblems of inter-
" agency cooperation and coordination. Its members jointly studied

procedures within and among agencies, they exchanged .infor- '

mation, and they learned. from one another. As communication
.among the members improved, coordination among the agencies
they represented gradually began to-develop.

~ Broadhurst feels that the .improved coordination of services in
the county owes as much to the county executive’s backing of
the group as it does to the work of the Task Force itself: “In
getting organized, it helps tremendously to have the backing of
the community’s top political executive. Lacking that, there’s too
much time, and money, and.effort required to get what you
need.” : I o

The Task Force has impacted the way Montgomery County— |

and, to some extent, the éntire state—deals with child abuse and
neglect’ Its impact has occurred in five basic areas: legislative

13
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charge, Tase Taragernent, —education —and—training; tong=ter
treatment, and coordination. ‘

Legislative Change : ' .

Soon after its inception, the Task Force joined the 4-C Council
in working to revise Maryland’s child abuse law. They analyzed
and suggested changes to proposed legislation, educated the
public to the need for legislative revision, testified before the

" House Committee on the Judiciary, and submitted written tes-
timony to the state senate in support of one of the proposed
bills. Partly due to their efforts, the state adopted new legislation
in- May 1973. The revised law now designates the local depart-
‘ment of social services and the local law enforcement agency

S [
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to receive and jointly investigate all reports-—a practice that was
policy in Montgomery County fully a year before state law
required it. :
- Despite the legislative revisions, the Task Force felt that the
ifyland statute needed to be further improved. In mid-1973,
its subcommittee on legislation drafted an amendment that pro-
posed eliminating the requirement for parental consent for the
medical examination and treatment of a-child if abuse is sus-
pected, mandating all Maryland physicians to examine such chil-
dren, and granting immunity to any individual or institution
involved in the examination or treatment. This amendment,
introduced into the legislature by County Executive Gleason, was
subsequently incorporated into a bill that included a‘ pro-
posal to expand the legal definition of abuse to include sexual
molestation anr] exploitation of minors. The bill was passed by
the legislature and signed by the governor, effective July 1974.

Casé Management o

v _Probably the greatest change in Montgomery County’'s ap-
‘ proach to abuse and neglect has been in the way cases are .
mg{'ntiﬁed, investigated, -and . managed. Among its first accom- .
isShments, the Task Force replaced the state’s long and com-
plicated form for*written reports with a single, clearer form to
be used by all county agencies and professionals involved in
child care. In response to another Task Force recommendation,
a smgle telephone number now serves+as a 24- hour hothne for

Within one hour of any report of suspected abuse or gross
neglect, a juvenile section police officer and a protective service
caseworker jointly investigate. In most cases, the ‘child is imme- .
- diately taken for medical examination. The soc1al worker, accom-
- panied by the police officer, is authorized to take a child into
temporary protective custody if needed. Removal must be justi-
fied the following court day in juvenile "court, and the court
~ determines the immediate disposition of the case. If the child

- is temporarily removed from the home, a later hearmg is held
for a more permanent disposmon

A protective service caseworker needing consultation on the
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managenent of a particular case can bring the case before the

county’s Child Protection Team. Established upon the recom-

;mendatlon of the Task Force, the Team has been meeting weekly
since February 1974. Its functlon is to provide multidisciplinary

consultation and to review case’s periodically. Permanent mem- -

bers include a pedxatncran a psychiatrist, a public health nurse
an attorney, a pupll personnel supervisor from the public schools,”
a protective service supervisor, and a pohce juvenile officer. in{
addition, other professionals involved in a specrflc case are
invited to become ad hoc team members. \f\
Protective service workers can also obtain consultation on
specific cases from the health department Evaluation Team,

located at the district court since February 1973. The prime func- N

tion of the Evaluation Team—which comprises a pediatrician, a
psychologist,”a psychiatrist, a social worker, an education diag-

_ nostician, and a pupil- personnel ‘worker—is to assist the court in -

case evaluation R

_ Another recommendatlon of the Task Force‘*that has served
- to lmprove case management was a budget increase of almost
.$47,000 in county funds to provide for more protective service
caseworkers. Early in 1972, the local protective service unit had
three caseworkers and one supervisor; caseloads averaged 35

to 40 cases per worker. Today, the complement is 15 caseworkers,~-

three supervisors, and a clerk-typist. Caseloads average about 25
per worker.

«

~
8

—The heaith department, the juvenile section of the police
_ department, the department of juvenile”services, and the office
of human resources have also increased their, staffs. A new dis-
‘trict court judge has been appointed who will devote 60 percent
-of his time to juvenile court; and a new position for assistant.
- state’s attorney has been assrgned to the juvenile court

o

Education and Training

Among its initial charges, the Task Force was to plan broad

public education and professional training programs. Since the .

tocal 4-C Council had already launched educational programs—
including a child abuse conference for professionals in 1972—
the Task Force agreed that 4-C.should handle the major educa-

.
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tional effort. The 4-C Child Abuse Committee has compiled a
significant reference collection on abuse and neglect, housed in

the public library system; established a speakers bureau; and .~

provided videotapes for community information and the training
of speakers: e . . .

Most of the ugencies r’gme_s[ented on the Task Force.have

conducted periodic or ongoing training programs for their staffs. . -

Task Force members routinely plan and frequently participate jn
these programs. Relevant fraining has been provided to the
protective service staft; all administrators, supérvisors, and pupil-

- personnel staff of the public school system; the entire health
department; police officers; day care employees; and the. stiffs
of at least two local hospitals. .

<

In addition, the county’s public school system has undertaken

a major traihing program—Project PROTECTION.* Funded by

an $80,000 federal grant, the program includes trajping for the -

county’s 8,000 public school teachers on how to identify, report,
and work with abused and neglected children; training for non-
public school teachers; and curriculum study and policy revision.

Treatment ’ : v '

Child abuse is a felony in Maryland. Montgomery County has
adopted a policy of avoiding criminal prosecution whenever, pos-
sible in favor of-treatment and rehabilitation, although many of
the treatment modalities needed are presently lacking. In addition

o providhTg—a—typreatrange—of pracement—and Tounseling ser=—

vices, the protective service unit is sponsoring a_group therapy
program for abuseq adolescent girls, and is working 'with_ the
-public school sy3tem‘s adult education program to develop an
effective group program for parents. The health department
provides various - therapeutic services, and area health. centers
offer individual counseling or psychotherapy, health” education,
and help in parenting.. S

Extending the range of treatment is one of the Task Force’s
immediare concerns. ‘There are plans to d=velop therapelitic

e o ) v
*For further information, contact Diane D. Broadhurst, Coordinator, Project

PROTECTION, Montgomery County Public Schools, 850 North Washington

Street, Rockville, Maryland 20850; (301) 949-7888.
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modes and services now unavailable in the county: lay thera-

- pists, Parents Anonymous, crisis nurseries, and famrly crisis<care = -*
homes. Iniprovements in basic mental health services and in
bdsic maternal and child health services are also pIanned

L3
'

Coordination- .

At the case level, coordination is handled by protective service
workers who are mandated to follow each case. The Child Pro- ‘
tectron Team serves as_an additional case- coordrnatron mechan- : %
*ism.

‘At the couritywide program level, coordination is shared by
the Executive’s Task Force and the county’s child protection
coordinator, a full-time administrator of the Child Protection
Team. The coordinator, with-an administrative assistant and an

- administrative aide, assists the Team in developing procedures
. scheduling and giving notice of meetings, and preparing mate-
rials. In addition, the three maintain liaison with government
e departments represented on the Team and with. other public®
and private agencies; collect and analyze data related to child
maltreatment; oversee the development of treatment resources
in the community; design and evaluate treatment and service
programs; plan and implement education for professionals and_
for the community; and perrodrcally report on community re-
sources, gaps in available services, and recommended changes in .

policies, procedures, or programs. .

y‘C_UUﬁty—mnmny WEVTUanUE:‘_l‘L—rm—df‘H'U‘Eﬁ‘t‘—

county, with a local goyernment committed to and capable of
cffecting needed change. But its efforts to develop an effective
community program typify a number of the problems and issues
that any community might face. And its reported incidence of

" abuse and neglect—302 referrals between January 1 and June 1, -
1974—is evidence that child maltreatment is as common to the
suburbs as it is to any community.
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Uptown Chicago " | .
‘A ThorSugh Planning.Job '

. Uptown Chicago, a community of about 140,000 pepple, h::lg,a '
wide array of heatth ‘and social service agéncies -to séive its
extremely diverse population. A broad ‘range in housing prices
- reflects the local mix of socioeconomic groups: from stable and
" affluent families to large numbers of migrants, transients, and
day laborers. Uptowri residents include people from A palachia

and the South, the Middle East,. Asia, significant Latin"American®
and American lndiqn populations, and -a sizeable number of

k4

former mental patients.

Among the many service agencies in Uptown Chicago, some
serve the community, some the city, and others the county or
state. Some are privately funded; others receive funds from the .
city, the state; or the federal government. Until recently, con-"
sistent coordination and communication among Uptown agencies -
was lacking. There were gaps and overlaps-in services, and occa-
sional interagency rivalries. Many of the agencies were handling
cases of child abuse and neglect with little knowledge of the
services other agencies offered and with little or no success 'in
coordinating the child protective services available. |

‘A major step toward coordination was taken in 1973. A'group -

of service providers, concerned about the fragmentation of ser-
vices, settled on child-abuse as an“issue on which they could
begin to work.together. The group called itself the Uptown Task
Force on Child Abuse, and a number of committees were formed
to address specific tasks. As it-continued to meet, the Task- Force
attracted service providers from 4n increasing range of agencies,
- as well as some community representatives. Today the Task
. Force represents about 30 Uptown agencies;-= both public and
private. | ’ ' ) ‘ -
. a : ’ .
+  Two people responsible for the Tasic* Foree—Dr. iNahman
Greenberg, a psychiatrist at the University of Hlinois Medical
School, and Paulette Williams, a social worker and planning .
associate at the Edgewater-Uptown Community Mental Health_

-
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Center—were selected, respectively, as the chairman and the

executive secretary of the Task Force. The tllinois Dgpartment
of Children and Family Services (DCFS), the state agency man-
dated to protect children, assigned a full-time staff person to the
Task Force. to serve as the in,tern_a| coordinator.

For the present, the Task Force considers itself a planning group
rather than a direct service provider. Members feel that, in
the past, programs have been adopted before being thoroughly
planned, and without the full participation or consent of those

- expected to act-on them. The Task Force initially decided to step

back and do a thordugh planning job—spending. the necessary -

. . S8 o . .
time to educate themselves and to re$olve interagency con- .

flicts and misinterpretations of roles. .
. 4

i . :

Their objective, according to Dr. Greenberg, has been "to

explore the local need for services in the area of child.abuse,

and neglect, to deterniine where the gaps in services are and

what can be done. to ‘develop. a model program.”*Improved

eoordination has been “just a spin-off” of their work, although
it is the long-range goal. IR C

Education .

Education has been a primary focus in fwo senses: Task Force

" members have been educating themselves and evaluating the -

need for education among other professionals and in the com-
munitv,as a whole. - : o

" Self-education comes through discussion of mutual problems.
and through the work of several Task Force committees. The-
Background Information Committee collects data on child abuse
and neglect, *esearch data, and information on new proposals
and programs, both local and national. To help the Task Force
better define the comgnunity’s service needs, a Case Doeumen-
-tation Committee is attempting to identify a cross-section of
cases to determine the present situation of previously treated,
families and the gaps in the services they received.  °

‘As ‘another means to determine needs, the Resources Com-
mittee sent a questionnaire to 190 Uptown Chicago agencies and
institutions; asking what services each could make available and

194 -
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N\« what each sgw_as the most serious gaps in existing services. The _
., Questionnaries drew -an immiediate résponse from 70 agencies."
- Responses indicafed, among“other things, the lack of coordina- .
«* /- tion'was felt to be a'serious drawback, Some respondents urged
_ the. Task Force to.take’on the task ofscoordination immediately,
. but the members®have so far preferred to’ remain with their
N original planning intént—to complete a thorough assessment and

to arrive at a comprehensive plan. . L .
) « - 4

The Education Committee’was formed partly i response to~
the need of the DCFS to educate those service providers who
are required by law to report. The cémmittee is responsible for .
exploring the community’s éducatiohal needs and for *develop-
ing -programs on,such ‘subjects ag general “information, about

: abuse and neglect, legal considerations, pmmunity reséurces,’
_child development, and effective‘ parenting} o ‘

The Orientation/Membership Committee serves as the Task
Force’s public relations body. It is responsible for disseminating r -
. - informeation about the Task Force and for recruiting-other agen- v
cies, groups, and individuals as members. ) .
. ) N @ o
‘The Task Force has not yet made.a direct attempt, to* invdlve
> community people, except for an "open house” sponsored by |
the Steering Committee to inform the public about the prodrdm:. . . ,
The Task-Force members recognize the need for further com-  &.-

© munity involvement, but.feel they need something more definite. . °

' than they have yet produced in order to get people to respond.
. But, as Paulette Williams notes, the work of the Task Force is
‘approaching the point of needing sbme reality testing” in the®
! community to see how closely the group’s plans match actual ' =
néeeds. i S o o ' '

~x

[

, ldenlifigation \ . ) < -
© " Most-of the agencies which respended to the Resource Com- - N
mittee’s’questionnaire stated their need for more training in the *
identification of-abused and neglected children and of*family situ-
ations where it might pccur. Dr. Greenbérg, in his own estimate
of needed services, included “fmuch better identification, proce-
dures” as'well as “developing® the capacity- of the community *
itself to reveal where the problems are.” ' ' . '
- Q
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e As a result of the Education Committee’s work, a task force~
.on - child abuse has been formed at one°Uptp}0n schoal. Its
purpose is to identify .suspected cases of maltréatment and to”
" direct families to appropriate community servites: :
- At present, reports of - suspected dhuse -typicaily go to the
= police, and cases are usually takenyto court—a procedure said®

‘ to contribute to the reluctance of doctors and others to report..
L The Task Force’s Court-and Legal Services>Committee has been
- ~—examining the policies and practices of tf%e‘ juvenile court, and
will make 'recommendations for changes and possible realign-

ment of roles. Committee members have establiched good work-

. ing relationships with several of the Cook County juvenile court
. personnel including some judges. The committee is also looking
into the legal and poljtical feasibility of greater community con-

trol over abuse and n‘eglect cases.

G : ) ’ -

Treatmeit - ' ) - .

L

R Des’m‘\e.the abundance of agencies in Uptown Chicago, there
is.a critical shortage of stress-relief, crisis-oriented, and treatment
services. According to Paulette Williams, among those lacking -~
are 24-hour ‘crisi§ nurseries, provisions forsimmediate financial.
assistance and housing,*parents’ groups, homemaker services,
short-term crisis centers to seérve entire families, and resources -
for the care of abanddned children. In addition to noting these:
specifie gaps, she describes present treatment plans as usually .

. geared only to the protection of the child, rather than being ..

‘ coordinated plan. for the treatment of -each family as a wholg.

I response to these and other’problems, the Program-Writing
Committee is charged with studying various models of service, >
examining community needs (throush the input of other com- , 2
mittees), developing a philosophy of service relateq to-the local o
situation, and writing a p"rogra;n for a comprehensive, coordi--"
nated network of services. Its goi! is to devise a coordinated”
¥, -, system that not only is geared to the particular problems and .-
X needs of the Uptown community but can be useful as a model
\ anywhere. ' ) ‘ B

B
& . i
‘ . 4 .

Cogrdination S ® ,
L As yet, there is no formal structure in Uptown C'hicago for’

o
[
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the coordination of services at either the administrative or the
case level. B

\" At the case level, lack of coordination is recognized as a serious
gap. Task Force members agree on the need to coordinate the
separate services that an individual family may require from
various agencies, but have not as yet agreed on. the person or
agency most appropriate for the task. One suggestion that the
. Task Faorce is debating is the development of one centralized
service to handle intake, ensurescareful diagnostic evaluation,
and coordinate individualized treatment. An advantage of such
- a separate unit would be its neutrality. But there would be dis- .-
advantages: existing agencies would have to relinquish some
case control, and funding would be required. a ‘
. ' B .
s In November 1974, the Task Force submitted a proposal for
federal funding of a coordinated community service project.
When its proposal was rejected, the group began to re-examine
its focus and goals. The -Task Force has since incorporated,
elected a board of'directors,-and selected new officers. In addi-
tion, the Task Force plans to request reprasentatiop on the board. .
of the newly funded Metropolitan Area Protective Services Proj-
. ect—a group comprising DCFS and 17 private service organiza-
. tions attempting (0 coordinate service ‘deltvery for Chicago’s <o
entire Notth Side. (The proposed service area includes Uptown, o
i but ‘the project does ndt formally involve the Task Force at
present.)’ ! ) ‘

»

B .
o B

. A< part of its current refocusing efforts, the Task Force, plans
to gear itself more toward actual service goordination, ow that
its “ideal model” has béen relatively well developed through
planning. As Williams notes: “Coordination and development of
sérvices could have been-attempted more quickly, but it would ..
) have been mechanical. We wouldn’t have had a common under- .
standing of the function of each agency.or even a common con-
cept of child abuse. We've gone out of our way trying to get
the agencies committed to a common purpose. We very much
believe that a planning phase—during which a true communica-
tion of needs, definitions, resources, and so on occurs—is essen-
tial for commitment and cooperation in.service delivery and
coordination in any community.”
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Although the Task Force has preferred to think through ques-
tions rather than to make premature proposals or attempts at
formal coordination, some practical benefits of the Task Force
are dready evident throughout the Uptown community. Repre-

sentatives of approximately 30 local agencies have improved their .
" mutual understanding and their working relationships, and the

agencies themselves have begun to work together more smoothly
in serving families. :

Q
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