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FOREWORD : L »

This booklet is based on the experience of eleven jointly-‘unded
demonstration child abuse and neglect treatment projects. We in the
Federal Government are proud of the joint nature of this important
demonstration program beciuse of the example it sets for federal coor=-
dination and cooperation. The projects were funded by two federal .
agencies, the Office of Child Development and the Social and Rehabili-
tation Service and .evaluated by a third, the Nat10na| Center for Heglth
Services Research. ' .

The projects helped people in ten different States, and involved
the efforts of six public departments of sociai services, two community
hospitals, two community voluntary agencies, one department of educa-,
tion, and one Indian tripal council.,6 All projects have utilized a staff
with a range of professional and para- professional backgrounds working
together to provide apnropriate services to abused and negleeted children
and their .amolles

On :he tasis of the experience of these eleven projects, four essen-

tial elements for good program development have been |dent|f|ed (1)
overall community needs must be assessed before the program is initiated,
(?) goals and objectives of any project must be clearly stated before
‘the project is commernced, {3) performance standards by case management

and treatment must be established in the first stages of program operation,-
and (4) on-going monitoring cf program expendntures and effectiveness

is the key to long-term success. :

This booklet is certainly not a complete or final answer to the
problems of providing appropriate services to chiidren and fama,ues, ‘but
we .hope that the experience of these zleven pro1ects, as dl:tl]]ed in this
publication, will provide assiscance -to those communities seeking new Or
improved programs to help protect-our nat10n s endangered “children, and
to help their troubled parents > :

Douglas J Besharov, Director
National .Center on Chilid Abu?e and Neglect

Gerald Rosenthal, Ph.D.,, Durector
National Center for Health Servires Research
Public Health Service

Carotyn Betts, ACtlng Commissioner
Public Services Administration
Social and Rehabilitation Service-”
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INTRODUCT i ON

Berkeley Planning Associates has written PLANNING AND 'MPLEMENTING
CHILD ABUSE AND NEGLECT SERVICE PROGRAMS: The Experience of Eleven
Demonstration Projects for those planning to embark on the development
of new programs in the field. These materials have been developed in
conjunction'with an evaluation effort funded by the Health Resources
Administration, Department of Health, Education, and welfare, of eleven
child abuse and neglect demonstration projects. These projects are
funded jointly by the Children's Bureau of the Office of Child Deve lopment
and Social and Rchatilitation Service, also of D/HEW. o

The purpose of th X document is to assist individuals planning or
operating service programs in child abuse and neglect. It should also
be useful to those planning other kinds of social service programs. The
document reflects the experiences of many community child abuse and ne-
glect demorstrat|on orograms and service systems across the country. It
provxdes a compact review of the fundamenta! issues that Should be
addressed by those interested in establishing proqrams for the allevia-
tion of child maltreatment. :

The authors hope thét{fhis document will be useful to the program
planner in a number of different ways. It caﬁ?help in determining the
service needs within a given conmunity. It can be a guide in identify-
~ing program goals and objectives. . The document outlines the range of
" models and specific treatment strategies a program might adopt and can,
" therefore, aid in the design of a program. Performance standards for
case management and trebdtment, and methods for monitoring program resource
expenditures are presented as issues of concern to program managers.
Methods for working-with the ‘community agencies or groups are explored.
Flnally, case studies of four existing child &buse and neglect service
programs are appended as real-world exampi cs of many of the issues dis-
cussed in the main body of the document.

Althouqh child abuse and neglect are by no means new problems, uptil
recently "there have been very few programs that dealt specifically with
tham. Little is known about the causes of child abuse and neglect, about
which treatment-services are most effective, about what kiinds off workers
should provide services, and about how they should be ‘trained. The field
is still very young. Since this document has bcen-developed al a time
when knowledge is limited, it is not the final word on what prograns
should be like. Instead, the document presents issues and questions
that program planners should consider pr'or to de¢|gn|nq their pregrams.
L ’e ‘
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ciates statt and not necessariiy the optntons of the federal government.
Formal guidelines for child abuse ghd neglect service programs are cur-

rently being developed by the National Center on Child Abuse and Neglect
of the U.5. Children's Bureau. : ‘

Readers may be interested in obtaining additional information, not
covered in this document, about child abuse and neglect programs. The
National Center on Child Abuse and Neglect of ‘the Children's Bureau in
Washington, D.C. can be an invaluable resource to those in the field.

!t has listings of all currently funded demonstraticn programs in the
child abuse and neglect field, annotated bibliographies on abuse and |
neglect, as well as information on other ongoing activities in the field.

We wish, at this time, to thank scveral pcople who have assisted
the evaluation staff in compiling this document. The directors and staff
of the eleven demnnstratiorn projects currently being evaluated by Berke-
ley Planning Associates shared with us their experiences in implementing
new programs in the child‘abuse and neglect .field. These have become
the basis of many discussions in'the document. The director and staff
members or the Exterded Family Center in San Francisco, a former Chil-
dren's Bureau child abuse demonstration-service program, also offered many
insights into the dynamics‘of setting up a new program. Elsa TenBroeck,
Elizabeth Davoren and Eli Newberger, consultants to Becrkeley Planning
Associates, provided valuable suggestions_FoE and criticisms of this
document. Feather Hair from Health Resources Admintstration; Cecelia
Sudia, Douglas Besharov and Betty Simmons from the Office of Child Develop-
ment, and other members of the Department of Health, EducaNgn, and Wel-
fare''s Interdepartmental Committee on Child Abuse and Neglect also pro-
vided useful suggestions. "Penny Barkin thoroughly edited the manuscript
and Donna Gara has carefully typed it. Finally, other members of the
Berkeley Planning Associates staff, including Katherine Armstrong, Linda
Barrett, Danald Clemons, Frederick C. Collignon and Todd Everett, pro-
wvided vauluable in-house review of the document.

-
Anne Harris Cohn, Project Director
Beverly DeGraaf - '
Mary Kay Miller o
Susan Shea Ridge

- June 1976 o
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CHAPTER I: PLAriNI.N.G:, SOME THEOR\LV.B-EiFO‘PTE | MPI.EMENTING A PROGRAM

—
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This dogument'éttewpts to offer, in a compact format, assistance to
those who _mdy soon undertake to plan theit own child abuse and neglect
seryi programs. |t cutlines}the'hajor processes involved and some of
theloptions to be considered.” “In a separaté chapter some of the orob-

_~Tizms. or pitfalls which others have entountered are presented, with the
nope\that progran’ planners may be able to avoid them. ’

One of the major problems in program implementation, however, seems
to merit a chaoter to itself: that is, the need for program developers
to have. a qood grounding in the elements of program planning -- the steps
required and tie importance of each step. While it is not possible in~
th}s chapter to provide an exhaustive review of different program plan-
ning methods, we set forth some of the basic and essential clements of

program planning, presenting a schema for understanding the.program plans .

ning process. Because program planning is a politicaIprocoss, we first
discuss strategies for accomplishing planning within a political context.

k]

Working Within a Political Context

The planning process is a political one and as such must take place
within the context of a community's political environment. lgnoring
political issues invariably results in unsuccessful planning. The
astute plannef will try o ‘keep abreast of what is happening in the com-
munity, while touching bafe with power centers, potential funding sources,
and others who will be impyrtant in later stages of program implemenfa:
tion (such as those who might refer clients or provide volunteer serv-
ices). The ¥ey is letting/people know what you-are planning, soliciting
their ideas, and being aw#re of the interests of others while working

" with them to help ensure/a program's success.

“"The planner can becgre famiiiar with the community's dynamics by
" reading relevant cocuments <Teh as the local daily newspaper or the min-
utes of locat-qavernment bodies' mectings, as well as by keeping in con-
tact with those who are active in the community.. Among the obvious
agencies to contact are the local protective services department, the
,chderehf§.hcépital, rhe police and/or sheriff's department, th2 public
shealth department, the juvenile court, day care programs, the Mayor's

"office, as well as United Way and dthcr IocaI funding groups. In addi- - E

: tion, each reqioh'of the country now nas a federal ly-funded Regiona!
xﬁhild Abuse and Neglect Resource Center and an Office of Child Develop-
.~ment and 5ocial and Rehabilitation-Service Child Abuse Designee within

\

-
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of other ltocal child abuse and Aeglcct activities.
. Keeping abreast of what is happening state-wide and nationally is
also important. The federal National Center on Child Abuse and Neglect
Report is an example of many currently published documents that can
assist in this coffort.

Perhaps most impertant is letting others in the community know what
you are planning” Because of the emotional nature. of- the problem, and

’ the high level of social concern, program-planners will not find it di f-
ficult to attract a number of political supports. In order to develor
. that support, however, word must go out about your plans. Effective

public relations and-real efforts to contact and work with the appro-
priate people are invaluable. )

L K4 ) - .
A Mode!l for Program Plannina )
, } 8
Table [-A depicts the steps in the program planning process.

The first step in the program planning process is typically a Needs
Assessment. A< discussed in detail in Chapter |1, a needs assessment s
the compilation of opinions and informatiqn necessary to determi-c the
status quo and identify problems or unmet needs. In ‘this sense, a nceds
asscssment is like a »ignal system which, on the basis of information
collected, suggests or flags where interventions ought to be made. What
gaps.or duplications exist within the system? Where is the system ingf-
ficient? Where is the handling of cases, the provision of services, or

© the recruitment of workers getting bogged down? Are professionals or
the general public lacking in knowledge or cxpertise about the problem
under consideration?

s \

, General rules for conducting a néeds assessment are (a) to think
" comprehensively (to be concerned with all systems that might "influence
the situation of concern), (b) to think prospectively (to be concernd
not just with the past and the curreat situation, but also with the
probable future), and {(c) to involve many different perspectives (to
inciude those representing different disciplines and agencies). In
. addition to providing insights into"areas cf appropriate interwention,
the assessment will al~o provide a basis for ultimately evaluating the
. appropriateness and effactiveness of the interventicn selected.’

O
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* JABLE I-As STEPS (N THE PLANNING PROCESS* ’ -
Y , L .
. 1 ASSESSMENT OF NEEDS _ ) B 5
S | V.
INTERPRETATION :-'PROBLEM’SELECTION ‘ ; .

PROBLEM ANALYSIST L
LJNTEkVENTlON SELECTION |

AV

) * | . | IMPLEMENTATION | . *

EVALUATION

. ‘ s - ,//’
- | y o
The second step in program planning is Interpretation or Problem
. Selection. Having identified the range of e..isting problems, one must
then decide which will be the area of focus. Since no onc program can
_‘generally expect to attack all problems, it is best to develop specific
criteria by which to judge the importance of the various problems. The
criteria should reflect the values and concerns of those who can affect,
or are affected by, the situation: : '

Havirg identified the princip $problem(s), the tnird planning step
is Problem Analysis, that is, analy ing the prcblem In terms of -alter-
native intervention points. A given problem will have numerous possible
4+ “solutions. ‘A useful ‘approach to problem analysis is to-identify all of
-, the "'inputs "and outputs,'' or causes and ‘effects, of the problem. By
assessing all of the different precursors to and consequences of the
problem, areas of possiblé intervention will present themselves. In
. ) N ‘

*As outlined by Henrik Blum in Planning for Health, Human Sciences Press,
S - NewJYork,:197b. :

v O _ : E . . ‘ e
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negative to merit intervention. lable I-B 1s an example-ot a probl:.
analysns The problem'analyzed is the frequent duplication of investiga-
i tuon protective services, the police, the local children's hospital and -
the public healgh department all stultaneously, but not jointly, inves-
tigate the circumstances” surrounding the samr reported phys-cal abuce
case. As. the table- indicates, primary precursors to this probliem include
- a vague reporting law;’ lack of communication among 4gencies; protection
+ ~of turf by each agency; and divergent purposes in conducting the inves-
stigation. Some of the prnmary consequences of this problem ln&Lude.'
animosity between agencies; wasted- resources; and unnecessary cohfusion
and confltict for the client. B8y studying both the primary causes and
‘effects, and the secondary ones, possible areas of intervention become
“apparent, including: (1) the establishment of a community-wide muliti-
dnscnplnnary diagnostic team or coordlnat|nq council to enhance communi~
‘cation,.between agencies; (2] reform, or more precise_interpretation, of
‘the state reporting law; (3) establishment of formal agreements between °
aqenCres to- conduog Jonnt investigations where possible.

After identifying alternative.. tnterventnon , the next step in the
program plannlng process is Interventlem Selection. The costs .and bene-
fits of each alternative should be considered in selecting the most
appropriate interventions. How much would it cost to implement a parti-

s cular intervention? How many dolliars are needed? How much effort must

“be diveeted Trom other activities? How long will the intérvantion take?

What are the benefits of a particular intervention? What additional

problems are avoided by intervening at a Dartlcular point? By comparing

the costs and benefits of alternatlves, one uhterventlon or a combina-

tion of several wnll appear as the most desirable. -

Program planning, b? our ‘definition, inCludes the actual Implemen-
tati-n of the selected intervention(s). While the planner may not be -
dir-_tly responsible for the projram implementation, she/he does have <
rewponsibility for ensurirg that the ideas.generated are.capable of being
translated into action. ' "

Finally,/Evaluation is an integral®part of program planning. Eval-
uation requires collecting and interpreting_information to make judgments
about the value or worth of an intervention or program. It is a .tool
for understanding. impact, that is, the extent to which the selected
interventions were effective in bringing about the desired changes and

. thlis eliminating or reducing the identified problems.

Vs
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TABLE 1-B: EXAMPLE OF A PROBLEM ANALYSIS
Sewndary . Prinary Prinary Secondary
Precursors Precursors Problen —{onsequences Consequences
_
Indecis iveness lague
about appro- .
AN reporting
zgiatz ;g:ﬁitl% |aw x sl (lients
ey . | alienated
=
. from
‘ clients treatment
No formal Lack of \ / ’
interagency —> £omun-
| icat]
Procedulres ication __> Fregen — 155 coop
, ' Duplication | ~ | eration in
‘ ‘ | of -‘ > betwegn r > other serv-
lack of | - > nsstigation | o | fee ress
respect for 7| Protection ‘
other disci- of turf /?\
lines. % e Other
| Hasted needed
J /| resources >services
Di fferent Divergent ‘ | not
“views of purpose in | developed
appropriate '> gonduclting
intervention | investiger
tions
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CHAPTER 11.: (MPLEMENTING A NEW OR EXPANDED PROGRAM

Prior to planning a new child abuse and neglect service or treatment
program, it is well to consider what problems lie ahcad. Hopefelly,
awareness of these problems will not deter anyone from attempting to imple-
ment a new program, but rather will facilitate the implementation process.
The purpose of this chapter is to acquaint the program planner with the
types of problems which have been encountered by others in implementing
and operating new child abuse and neglect programs. While there are no

“formutas for success, we have sifted through the experiences of many pro-
.qrams so that others may learn from the errors or. problems of a few.

Locating and Using Resources

_ The first step in the implementation of an already-developed plan
for expanding or improving the resoutces available for child abuse and
neglect in:a community i a determination of the need for additional
funds. ‘It should bé stressed that not all new services which have been
identificed as necessary will require an infusion of resources. Many ser-
vice components can be developed within the framework of an existing
agency with migdmal <taff re-assignments. Other services might be jointly
sponsored by staff of several agencies or programs in & community. Or,
ineffective or duplicative services could be eliminated and the funds
used to finance the new services which have been planned. Finally, those
responsible for developing new services should not overlook the use of
voluntecers or donated space, equipment, ctc. Many very successful pro-
jects have been run on a shoestring.

fach of these alternatives, or other feasible ‘approaches, should be
tried before a decision to scek additional funds is made. If there is
definitely no possibility of funding the desired service inncvations
through existing sources, clearly new sources of support will have to be
sought.

There are scveral types of furds potentially available from a variety
of public and private organizations at the Federal, state and local
levels.  Many fedevsal programs and private foundations provide start-up
money (often called seed money'' or developmental funds) for the purpose
of assisting projects to get of f the ground. The amount of funding is
usually small (often less thams is required for program operation, neces-
sitating the addition of matching funds from other sources) and time
limited (¢.q., six months to one year only). While very useful for the
initial development of services, projects with start-up funds that expect
to continue operating for any length of time should begin immediately
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"ices, not necessarily operating funds), Title IV-B, Maternal and Child

Health funds. National and local foundations, listed in ''The Foundation
Directory' issued by the Foundation Center ii New York City,'élso have
such monies Local public programs, e.g., Revenue Sharing or LEAA pro-
grams, and local private groups such as a large community industry,
auxiliaries, or United Way are yet other sources of funding.

Determining which of the possible programs, foundations and organi -~
zations should be approached for funds and developing the program plans
and proposals nost likely to receive favorable consideration can be a
time-consuming, bu: obviously necessary endeavor. There are numerous

publications, manuals, and information systems that catalog the public

and private programé and foundation grants available and the require-
ments for funding. Some of these are prohibitively expensive Lo pur-
chase (the c-ant information systems may run to $500 per year), but most
are available for review at any large library or university. Other child
abuse and neglect funding information may be available from scurces such

“as the Federal Cataloyue of Domcst|c Assistance. Additional sources of

information related to- prbqram fund|nq and proposal writing are llsted

~in Appendix E.

One of the key points to remember when assezssing the feasibility of
funding is to be thorough but realistic, that is, be certain not to over-
look possible funding sources, even if unusual, but do not.waste time or
resources approaching highly unlikely sources (no matter how worthwhile

the project, a proposal for continuation funds will not be funded by a
program whose express purpose is to provide start-up money) . Anothe

key point is the importance of considering both public and prnvate funds
While public morey is often necessary and desirable for start-up, a

plan to insure continuation of fundunq and broadly-based support should
be developed early in the project's life. Local fun. is often easier
to obtain in small communities with active community gioups and organi-
zations and lidrge, single industries, while large irban areas may necd
to rely more on public funds, even though there t remendous competi-

tion for these funds.

The final point is the importance of understanding the politics of
the arca, as well ¢as the politics at the state and federal level.
Develop|nq a broad base of support should include the local pol|t|cal
structure, the mayor's office or city council, and also the people and
organizations who most influence the official policy of the area. Let-
ters of support or actual testimony from these sources will often make
the difference betweot the success or failure of receiving funding from
any source. In genet ral, seeking and obtaining.funds from outside is not
a substitute: for comnun|ty support and local financing -- the surest way
to maintain a program,

I
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takes rost new programs from three to 51X months. - Expansion of an exist-

ing agency may require less time since racilities and some staff will

already bc available. There are a number of problems that almost all
programs cor.froat afuring this period. ’

First, it it very difficult to find prospective staff members with
any eaperience working in child abuse and neglect. A well publicized

-job opening., giver: current economic conditions, will likely bring numer-

ous applicahgs with good social service experience or promisirg educa-
tional backqrounds; however, they will be lacking specific experience or
training im abuse o7 neglect. Programs have found that while such new
staff members will reauire more initial training on issues about abuse
and-neglect than migist he desired, with good trainina, the Tack of spe-
cific oxperience sceny to make little difference in toe performance of
staff or of the program. :

Second, it has been ditficult to find packaged traiﬁing materiols

for new s members. Such trainidg materials are just now being com-
pleted by Urban:i Rural Syatems, Inc.  in San Erancisco;- they will bg
tested and ready for general distribution during the coming year. The

new program will have to search the existing literature, selecting books,
articles and audio-visual materials which best .suit the program's nceds.
This search can be time consuming, but educational in itself.  Since no
one method of staff training has been proven to be more effective than an
other, it is probably best for the trarning to be eclectic .and as compre-
hensive as possible, In rhis respect, training is best thought of not
only as .a start-up activily, but as a continuing activity of any program.

Third, finding an appropriate tacility for a program may pose ¢reat
difficulties. Most nften, program planners would like to find a space
that is convenient to othcer key agencies and clients and provides a
warm "home-1ike' setting rather, than an official atmosphere. Zoning
laws, licensing and other codes, prohibitive rents, landlord reluctance
to rent to service programs, and the general unavailability of space
make finding such a facility difficuit. Perseverance is probably the
key to finding a suitable location, coupied with-the utilization of many
diffetunt reallurs. hey wontacis in the community, and cven newspaper
ads. 1t will be a rare program that finds and re furbishes space in a
week o0 Lwo. :

Fourth. the actual transtation of a program propusal into an opera-
tional program poscs difficulties. Proposals are often overambitious
ane urrealistic given the actual vesources made available to a proqgram
and the need to operate in the context of the existing community systen!
Problems are exacerbated 1 f the Program Dircctor was @ot amonq the pro-
pasal writers and if agencive with which the program must cooperate have



of the initial exclusion. Program implementors should anticipéte that '
plans will be modificd to take into account the realitics of resource
. availability and the ideas of (hosg.ot included in the initial planning.

Manauenent Problems

The management problems experienced Ly new child abuse and neglect
programs fall into three cateqgorices: management of cases; management of
statt; and management of resources, especially time.

The problem most often encountered in manaying cases.is the lack of
case supervision; faw programs provide for a staff member( ) whose pri-
mary responsibility is to monitor case haudling Even if supervisory
staff are available, they often do not fully under‘ tand the nature of
"case supervision.'' Without careful monitoring and review of what is .
happening 1o cases, clients drop out, do not get the services prescrlbed
tor them, or are kept in the caseload for an unnecessarily long time.
Other issues rqlatcd to case management are discussed in detail in,
Chapter VI, oo ' Lo

: The primary staff mnﬁagcment'problcm expeienced by child abuse and

neglect programs is tui ver or "burnout.” WQrk|ng with child abuse and
neglect cases  and working in a new program exact emotional and phyS|cal
vnergy from staff. Assigning staff members diverse responsibilities,

including training and coordination with other agencies, as well as
trediment, and building time into the job for necessary rest and recup-
eration, can reduce these problens.

With regard to management of time, the issue confronted most frequently
by new proqgiams is avoiding spending too much time on general management
and not enouoh on direct services. +There is a tendency in new programs,
particularly those which utilize collegial forms of decision making, to
spegd a great deal of time in Staff meetings, reviewing procedures,
“planning activities and airing staff members' concerns. Such meetings
are not only beneficial bul essential. However, the program manager
nust take care to limitl time spenl in such-sessions so that staff mem-
bers have suttficient time to undertake direct services.

Problems Related to Service Delivery

ft is not possible for a new program to anticipate every eventuality.
Many of the details related to client services will need to be vorked
out after a program has started to accept clients into its‘Caséload
However, therce are some problems encountered by most new programq which
the program manager can be aware of from the outset.

7
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unscheduled, the total number of reterrals may overwneim tne new Droyrdul.
Thus, new programs should. take care in identifying possible referral
sources and in educating them about the program's capacity and the kinds
of cases it plans to serve. A program nay wish to-implement its referral
system in stages to avoid being overwhelmed with referrals before staff”

aré ready to handle them. tnitially, referral linkages could be worked
out with the key public agencies in the community.such as the law enforce-
‘a ment ajencies, protective services, the local chjldren's hospital and

the schools. As cases are received from these sources, the treatment
program could be implemented. GOnce the treatment program is operational,
referrals could be sought from other agencies.

A second problem with which new programs struggle is defining the
kinds of cases to accept. Even after the program has developed criteria
for accepting cases, referrals will come in which do rot fit thosec cri-
teria but which the program will be inclined to accept for fear that
these cases will not receive services. elsewhere. Programs have .two

; options: to take all cases, although this !diverts energy from those cases
earmarked for services, 6r, to attenpt toutijize, ori if hecessary, )
deve lop services in other agencies where these cases can be referred.

. Third, new programs often encounter problems in organizing the f low

of clients through the program. Particularly troublesome are working
" out criteria for termination, determining if thé criteria have been met,
-and actually terminating tases. |t is often easier for a worker to hold
onto a'case than to declare that ''we've done all we can'' and suffer the
separation anxiet& of termination. However, if a program fails to ter-
minate cases, caseloads will-.grow to unmanageable proportions unless
intake is closed, and workers will be unable to effe:zlively serve any
clients. ‘

Fourth, certain treatnent services present more serious implementa=
tion difficulties than others. 1t is difficult fo establish a system '
for handling emergencies which does not detract from other work and yet
provides 24-hour coverage. It is hard to ensure that clients receive
the prescrihed services. |t is not wise, ,at least for new cases, to
leave this entirely up to clients; in many instances they simply will not
hop on a bus or pay for a taxi themse'ves. it.is difficult 'to provide

, multidisciplinary team reviews for every case in the program's cazeload.
while programs have found it relatively easy to bring together a mu’ti-
disciplinary team (the main problems encountered have been debates over
turf and issues of control), it is not easy for a team to do a thorouy:
job on more than a few cases at a meeting. Thus, a program with a team
will likely have to select only certain cases to send to the team. And,
while many programs have little difficulty in obtaining some donated
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Finally, and perhaps most importantly, most programs encounter great
difficulty in reaching out to certain clients. Chiid abusers and neglect-
ors are otten initiaily very resistant to services and unable to acceb;
help. For some cases in every project's case'oad, this is going to be
true. Repeated home visits, even though no one may answer the door,
numerous phone calls and other attempts to make contact with prospective
clients, ccupled with early efforts to provide the client.with concrete
advocacy and support services, are essential to dvercome this problem of
resistance. Staff must learn to cope with their own frustfations in
working with resistan. cases in ordex to make the breakthroughs which
help ciients accept the necéssary services. ’ :

Problems #n Re'ating to the Community

s

No child abuse and neglect service program can exist in isolation
from the rest of the conmunity child welfare service system. But, there A
are many aspects of relating to the'communnty system uhuch cause prob- EH
léms fot new' programs. . : !

' First, new procram staff members are generally anxious to spread
the word about their-activities. The desire. to give talks, issue press
releases and do radio and TV.spots is great. There is, however, a poten-
tial pitfall in overemphasizina these activities too early in the imple-
mentation of the program;: the prog -am may be swamped with referrals and
requasts for’ services before it ‘is ready to provide them. While it is
necessary to inform agencies of the new program's activities from the
outset, staff shculd wait until the program .is ready to offer services
before launching extensive publucnty campaigns, Even then, community
and professional education, particularly describing the program's acti-
vities, should be kept to a minimum until the program is well underway.

I

Second, many. new programs XpGFIOﬂCL difficulty in gaining accep-
tance from cstablished agencies, espe||ally if thesc agencies were not

included in initial planning. It will take the new program some time to
gain trust and respect from outsiders. This confidence will only come
once the new pragram has demonstrated what it can do. |f new progranms

proriise more than can be delivered, ifothey do not follow through com-
pletely on referrals, and if they behave in contradiction to existing
professional standards, the trust and respect nay never come.

Third, not only do new programs encounter difficulties in estab-
lishing formal working Ycontracts' with other agencies, particularly the

more . established ones, but prohlems may also arise in putting those con-

tracts into operation. Once another agency has formally aqreed to work with

13



heightened intere<t in child abuse and neglect, and the qeneral paucity
of intormation, staff members of the new program are earmarked immediate-
Iy as "experts' and nuserous demands are placed on their time. There are
ways to meet these demands withoub greatly interrupting program activi-
tics. A programscan assign a partncular day of the weck as the time for
visitors; specches can be a reaponsibility shared by all staff members;
and 4 program can produce a hrochure aboal its activitie 25 1O respond to
mos U Fequesls Tor information, reducing the need tor individualized
responsces.

Finally, new programs will soon discover, if they -lid not during
the planning staqges, that there is a dearth of certain services in the »
cormunity, notably day carce, emergency shelter and foster care for ‘child-
ren.,  WWIle sore prourams choose to fill these service gaps themselves,
others oy wish to assist other agencies in filling the gaps so that com-
.chhunsi&ﬁ wervices can be provided to clients.

Some Corwents’ ] C f i

Ih the neat chnh(cr we discuss conductinq a needs aséessment, the
Hasis tor determining what kinds of services any new program should ,pro-
vide,  Subsequent chapters discuss how to dLLCFmInC project goals, what
models a program might adopt, what specific scrvnces a program might
offer, how to keep track of clients and program resources, and how to
relate 1o the rest of the comminity.. The implementation problems dis-
CLased in this chaptiur should be kept in mind while planning and eyen-
tually irplerenting a child abuse anq_nvglvct:ﬁcrvicc proyram.
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Conducting a neceds assessment to determine thé treatment services,
professional and community education endeavors, and coordination activ-
*riecs needed in a commuriity is the obvious first step to developing an’
adequate service delivery system and should preced: the dgv“lopment of
all new proﬁ?amb Often it does ol happen; it- is skipped or done cas-
ually. A neceds assessment consists of the compala;non and analygis of
relevant statistical information as well as .opinions, to determine necds
in a particular area. '

Although the problems most in need of ‘torrection often appear sel f-
evident, many times thesec are merely the most visible ones, or those for
which an acc;ptable and effective solution is already known.® They may
merely reflect problems that program plahners wanl to see resolved
(because of political pressure, bias, or previous experience) instead of
the more important, underlying problemsoof the system with which they

“are ‘working. A thorough mecds assessment can help uncovar some of thege

problems.

This chapter clarifies the reasOns for conducting a needs assess-
ment prior to implementing a new program, identifies the types of infor-
mation that could be included in such an assessment, and outlines a

method for conducting an assessment.

Purpose of a Needs Asscssucnt

The reasons for undertaking a conprehensive needs assessment in
planning for the initiation of new community efforts or the modification
of existing programs are: :

o to dctermnne Lhc adequacy of the.current abuse/neglect servijce

“delivery system |n_part by identifying gaps in available secr-
viees or duplication of efforts by different programs;
. , . |
[ to ensure that new or modified activites addréess community
needs on a priority basis, i.c., solving the mos¥ “important
problems first; o -

® to ensure that plans are not made in a vacuum, in the absence
of critical information ashich may later affect the ™ imp lemegf~
tation of the pew -program; : '
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N ® to providc information that might be used Tater as a baseline
_ against which to evaluate the effectiveness of subsequent
T Lhanggs in the system.

Needs Assessment Methodologies

There aré various methodologies for a needs asseszment of a,community
child abuse and neglect system. Many have been developed for studying
other social and health problems (see Appendix L for references), and

the adaptation of existing methods can save ting and error.

The following discussion provides guidetines for structuring a needs
assessment that is useful at the comwunity level. Although it may be
made more appropriate t: the individual requirements and situations of
different communities, each step in the process 'is important and should
not be overlooked. The steps in the proceds include: identifying all

?of the- key agencies and individdals in the community; dcte|m|n|vq1what

information needs to bt collected; obtaining copies of cxisting informa=
tion; developing instruments for collecting additional.nceded information;
collecting the data; analyzing the collected informatidn and determining
community needs; developing ‘plans for periadic reassessient.

Step 1: ldentify Key Agencies and Individuals: There are many
aqenC|e5 and programs in a community that deal with abused and neglected
children or their parents. Many of these -- for example the Juvenile
Court, the Protective Service agency, police, hospitals, child welfare
and foster care agenciés and schools -- should be involved in the plan-
ning and execution of the needs asscssment. In addition to these agen-
cies, there are many other agencies that should be included in an
inventory of the:community system. Agencies and persons providing child
care, including day care agencies, Head Start programs, handicapped chil- -
dren's aqgencies,.child quidance centers, Community Mental Health CLenters,
drug and alcohol abuse programs, publlc health nurses, private’ physncnans
district attorneys, marriage and famlly counseling services’, churches
and others, may sce people with child abuse and neglect problems and
should be included in the community inventory. Other community grotps
and individuals who are knowledguable about child abuse and'neglect and
compunity services in general should be |d¢nt|f|u These m|qht include
government official«, health and welfare planning agenrics, civic group
leaders, clerqymen, funding agencies, and other privale citizens invalved

“fith community problems. A group of tormegr or cu-rent cliénts, whose
perceptions about the adequacy of the systen would be helpful, should .
also be identificd. (1t way not be possible to survey every agency and
program in the initial needs assessement data colivetion, but all of them

22
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ment should |dent|fy, from thL perspectuvu ‘of their. wartucular agency,
the critical issues in the system. The most useful information needed
to assess these issues can then be determined by the group. The required
“information will normatlly include bo*h 0uartutata¥p data, for example
‘'the number' of abuse/meglect cases seen each year by agencies,' and quali-
tative information, for anmple “"the percéption of tlients regarding the
quality of services they received.' The information to be collected
Should be detailed and specific enough to higHlight both strengths and
weaknésses of the existing system and provide insight “about possub]e solu-
ticns, but should not be so detailed that the assessment becomes an exten-
sive rgsearch undertaking burdensome to *all involved.

Table 111-A provides a listing of the ktndq of ‘questions that shouid

be arswered by a..thorough needs assessment. Some of the areas listed may

-be less |mportdnt for some communities than othcrs,_and the col]ectuon of
|nformatlon,requprod to answer thom should be mod|f|ed accordlng]y

TABLE #11-A: QUESTIONS TO BE ANSWERED IN A NEEDS‘ASSESSMENT

A. .. Community Demographic Information

I. What are the geographic boundaries of the commun i ty

or service area (i.g., city, county, other)? i
y 2. What is the population breakdown by age groups”?
3. What are the basic socio-economic data by census

tract or other small geographic agea (e.g., income,
employment, fiousing, family size, welfare assist- .
ance)? '
.
b, What are the urban-rural characteristics of the
community {(e.q., population density, economic base)?

5 Aie Lhere concentrations of special populations
“ {c.4.. Indians, military personnel, ethnic greups)?
5
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system provide some service to abusuve/neqlectful
families and who are they?#

2. what proportion of time is spent by these indi-
viduals specificaily on abuse/neglect problens?

3. Whét.functions do these individuals perform in the
¢ i © community system? s '
C. Comprehensiveness of Services Available
1. . What preventive s;rvuces are available to deal
with child abuse/neglect (e.q hild management

‘classes, pre-natal screeming, family Fife educa-
_tion classcs fOﬂ te;nagers)? = ST :

i
!

2. What outrLach act|V|t|es {e. d _maternity ward " s :
: monitoring, pr sentations to thh risk groups) are

there?
3. What community and professional educacion and

training Activities have been‘undertaken?

b, Is there a 2bh-hour reporting or crisis telephone
line? 1f so, are staff on duty or on-call 24
hours a day?

ls there timely $nvestigation of reports-or com-
plaints? By which agencies?

LA

“ The fbllowinq should be considered: Protective Services and’other

child welfare agencics; courts; police; schools/Head Start/day care;
child quidance/development clinics: hospitals=clinics; prlvatL physi-

cians; public health nurses; foster care placement agencices; lic
and private adoption agencies; community mental health ccntels family/
marriage counscling centers; drug/alcohol abuse programs; other public/
private service programs; social serviee departments commu ity healh
planning agencies; and central fund raising agencies such ai United
Way . ' ' ‘ . o ) b

20
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. ) )
3. What services are available and accessible to

v
9. " Are the following functions performed by agencies.

counseling,‘Parents Anonymous groups)?f

7. What services -are available: and acceséible for

children (e.g., psychological and other testing,,
day care, crisis nurseries, residential and
foster care, child/play -.therapy)? P~

5

families (e.g., crisis intervention, family
counseling, housing, legal and welfare assist- -
ance, transportation)?

L

in the conmunity: identifigation, investigation,
- treatment planning, treatment sarvices, referral
to other agenties, placement, follow-up? '

Avaflability.of Services '_: -

1. _ Approximately how many.abuse/neglect clieats

receive the services listed in."C" above?

2. Are services provided in a formatconvenient for

' clients (e.g., hours of service, transportation .
provided if required, central location of ser-
vices)? : ‘ )

Q . :

3. Are services provided in a manner consistent with

a "helping'' or ''therapeutic' philosophy, i.e.,
non-punitive and non-stigmatizing atmosphere?

b, Are services available in sufficient quantity to
" meet the needs of all the people requiring serv-
ices? Are there long waiting lists, larger case-
loads than desirable per worker, or restrictions

on who can be served? ‘

5. Are services well publicized?

6. Are clients aware that services are readily
Mavailable?"

4 Coa



Table 111-A (continued)

E. Coordination and Functioning of Service System

1. what agencies should be coordinating efforts?

. 2. wWhat methods exist to ensure coordination among
agencies in matters of education, reporting of
“ cases, treatment planning, legal activities,

treatment, referral of cases and placement?
3. Is there a Central agency in the community handling
abuse and neglect?

' ' L. . is there an inter- agency abuse/neglect task force
or commlttee7

5. is there a‘multidisciplinary team for evaluation
and treatment planning? . '
6. Have procedures and agreements for coordination
" between agencies been developed?
N c

7. Are there ''gaps' in the system such that one or
more of the functions:is not _being performed (e.q.
o referral between agencies does not occur)?
' 8. . Is there duplication_amoﬁg agencies where two-or

more agencies perform the same function with
respect to an individual client (e.§T5 two or more
‘agencies investigate the same case)?

9. Are there points in the éystem where a client can
be ""lost" (e.g.,.a case is identified but never
referred, for treatment)?

10. 1If two or more agencies are providing services to
the same client, is there a sysiem for sharing
information about the case?

)

11 s there any central record keeping system in opera-
tion? \hat information is available from this
syzaem? '

12. 'Are there any bottlenecks in the system (e.qg.

h many more cases are rcported than can be |nvest|-
gated)?

"

\\‘.

O

ERIC

Aruitoxt provided by Eic:



Table t1i-A {continued)

B

F. Effectiveness of the Service Systém

1. How many reports of abuse/neglect are received by
all agencies in the community;-is this number in-
creasing? How does this number compare ‘with
2 . national reporting rates o - reporting rates for
simjlar communities?. What percent are repeat cases?”

2. Is the number of reports from previously non-
reporting sources increasing?

3. What proportion of reported cases receive an
investigation?

L. what proportion of substantiated cases receive
‘some services from community agencies?

5. .~How many abused/neglected children are removed
from their homes? Returned home? How long does
a child usually remain in foster care?

6. How many agencies perform some follow-up on the
majority of their terminated cases?

7. “What are the basic problems of the system as per-
ceived by service providers?

8. What are the basic problems of the'SQStem as per-
ceivud by-ciients'(or former cliénts)?

9. Are community resjdents and professuonals aware
of the problem of child abuse/neglect and the

resources available to deal with it?

> ) G. Costs of the Community System

1. what are the overall community expenditures for
child abuse and ne§lect (including staff salaries,
administrative support, promot]onal acthItles)7

2. What is the cost per client served?

3. What are the most and least costly services cur-
rently provided?

o o 23
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Table 111-A (continued)
b, How do these cost figures compare with those
of similar communitinrs?
5. How do these cos’. figure~ compare with the = -
of money spent o otner social services ir .

communi ty?

H. Funding Sources

1. What additional funding sources are avaiLébYe to
" the community (inzinding public, private, federal.
state, and local scurces)?

2. What are the limitations on increased funds?

3. Are there non-monetary resources available (volun-
teers, civic groups, churches, other service pro-
“viders) who could become involved-with the child
abuse/neglect problem?

O
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Stey. 3: Obtain Copies of Existing Information: Some of the neces-
sary irf.reation ideatified in Step 2 has already been compiled by
various agencivs and can be obtained from them. This includes copies of
pertinent social service and health studies, census data about the com-
munity, state or local Central Registry reports (if one exists) and annual
service and financial reports of key agencies. These data should be
assembled and reviewed beiore the.development of any new data cullection

“methods. Even if the existing information is in a slightly different
format from what is desired, or is somewhat out-of-date, it is prefer-
able to use these data as is, and to concentrate on researching infor-
mation "that is currently unavailable from other sources.

Step 4: Develop Needed Data Collection Instruments: Based on the
information needs established in Step 2 and with knovledge of what data
already exists, data collection instruments should e constructed to
obtain the additional information needed. These shhruld be short, easy-
to-understand materials that specify what information i; desired. indi-
vidual questionnaires or checklists may be required for different agencies,
depending on the functions the agencies perform and the knowledge that

is available te them (for example, most data on ""placements' will be
availanle only from fgpster care agencies or the courts). Some questions,
however, will probably be relevant for ali agencies and individuals,

e.q., "what do you-consider the major problems in the child abuse and
neglect system in this community?" )

Step 5: Collect the Data: The actual data collection can take
many forms. Interviews with representatives of key agencies ray be used
to gather information about the number of staff members working in the’
agency, the way in which they function with respect to child abuse and
neglect cases, and, their perceptions of the "adequacy of the system.
These personal intérviews elicit more comprehensive and integrated in-
formation because they permit ~dditional questioning about unclear
statements, but some factual information may be collected through other
means. Mail surveys often require a longer time for information to be
received and may entail many calls or written reminders to agencies
before they are coﬁpleted and returned. Thus, in the interest of time,
we would not recomniend mail surveys. |f the agency representatives sur-
veyed do not have the desired '‘hard" data (e.g., service statistics)
readily available,la viable means of data collection is to conduct a
search of their rec%rds, or at least a sample of records, to collect the
desired information. Clearly if such.a record search is to be done, con-

. fidentiality of cases must.carefully be preserved. In addition to indi-
vidual interviews and record searches, a method of gathering informatian
from many people qujckly and easily is to schedule a meeting where the
views of various people can be e..pressed on each issue. This is parti-
cularly useful for obtaining information from civic leadefs; government
officials, community residents and clients. Care ‘should be taken tc
structure these meetings to ensure that the entire range of issues and
dquestions is addressed and everyone has an opportunity to participate.

s
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The whole conduct of the assessment can be concentrated into a short
time-frame; it should probably not take much longer than a month for one
person working close to full time.

Various gundclanes and Standards have been issued which can be
useful -in measuring the adequacy or effectiveness of child protective
programs,.or in locating gaps and defining problems in the system. The
Child Welfare lLeagque of America issued ''Standards for Child Protective
Service'' in 1960 and revised them in 1973. 1In addition, The Children's
Division of the American Humane Association published in 1955 '"'The
Fundamentals of Child Protection: A Statement of Basic Concepts and
Principles.'' Finally, the National Center-on Child Abuse and Neglect
will issue shortly a Federal 3tandards for Child Abuse and Neglect
Programs in Accordance with Public lLaw 93- 247. There are also numberous
studies on prevention, identification, and treatment that .may be helpful.
All these materials can assist program planners. But guidelines, S
standards, and studies cannot make a program. They can provide a frame
of reference or a point of departure, which planners can use in light
of their experience and the history of their agencies and communities.
Planners must use their own judgement in adapting the knowledge and
suggestions of-others to the unique characteristics of their situation.

Step 6: Analyze the Information Collected: Once the required infor-
mation has been collected, it must be analyzed by either the original plan-
ning group or, if no planning group has been established, by some group

_that represents various agencies, programs, and community groups. It is
very likely that the information will be incomplete and some items will
be of questionable validity. The different perceptions of agency repre-
sentatives and conflicting data items will need to be reconciled, and
interpretations as to the meaning of all the collected information will
have to. be made in Iaght of other .known facts about the community. Value
judgements will be a necessary part of this type of analysis. As the in-
formation collected will demonstrate, different people will have varying
opinions about what should be considered a “problem,'' and, consequently,
it is necessary to include as many different viewpoints as possible in
the analysis process in order to:arrive at a consensus truly representa-
tive of community thinking about the problems in the system.

There are various problem-solving techniques that are often used
with large groups of people to enable them to focus their attention on
the pertinent issues and resolve their differences of opinion in a mutu-
ally satisfactory way. The Nominal Group Process, descrlbed in Chapter
iV, which permits all group members to voice their opinions, to enter
inte directed discussjon about various alternatives, and to develop a
priority listing of concerns, is a pseful'meﬁhod for this jurpose.

Determining the adequacy of the child abuse’ and neglect system, or
conversely, defining problem areas, would be facilitated immeasurably if
generally accepted standards that delineate ''adequacy'' for various acti-

L
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vities and services were available. While federal standards will be

available soon, currently service providers and other community program

representatives must rely heavily on their own experience and judgment

to determine the adequacy of the system. They must consider the results
of studies that have beecn conducted for different disciplines or pro-
grams, and the previous experiences of their own community or a similar =~
one. This may be a more time consuming process than would be necessary
if some standards were available, but it permits data analysis and prob-
lem delineation to be undertaken i. light of the unique characteiistics
of each individual community.

Once the information gathered has becn studied, problems or needs
identified should be prioritized and analyzed, as discussed in Chapter
b, dntervenlion puints can then be identified, the most cost-effective’
solutions chosen and a plan for action developed. At this point, feed-
back should be provided to all Needs Assessment particijpants; including
a summary of the information collected and the action plan{s) chosen.
This step is often overlooked by those conducting needs assessments, and
may engender negative feelings on the part of some individuals or agen-
cies. No one should feel she/he has contributed to the study -but never
saw its outcome or participated in the decision making. Later coordina-
tion of the system could depend on the positive relationships developed

.during the needs assessment and subsecquent planning process.

Step 7: -Develop a Plan for Periodic Reassessment: A needs assess-
ment is not a one-shot undertaking. It is necessary to re-evaluate the
system periodically to determine whether the proposed. solutions have
been implemented, and if so, how successful they have been. ‘It is also
important to identify any new problems that have arisen since the last

" study. One method of accomplishing this is to initiate methods for-on-

going collection of data on key indicators of the system's functioning
from relevant agencies. These data can be analyzed to detect problems
at any early stage. The Lgentified problems can then be discussed by
agency representatives and solutions developed. Only the most important
information‘néeded be collected routinely, but these data items should

‘be tabulated continually by all pertinent agencies to provide a compre*”/”

hensive picture of the community system.

1 f some elements'of a thorough needs assessment were not undertaken
in the original study (e.g., a survey of community resicents' knowledge
and attitudes about child abuse and neglect problems), plans camp-be— -~~~
developed for implementing these at a later date. ) v o

It may also be useful to develop a permanent community child abuse -
task force or-council made up of the agency representatives who parti-
cipated in the needs assessment. This group would have the ongoing
responsibility for coordinating the commurity system and planning any’

_new service components. '

,,,,,
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Some Cautions and Reminders

A needs assessment is often overlooked by those planning to imple-
ment a new child abuse/neglect project or-program. This can result in
the development of programs that do not respond to the real needs of.
the community, or that duplicate éxisting services, making the system
less coordinated than before. e

Although the needs assessment will take some time to develop, it
should never be allowed to balloon into a great research endeavor. The
prupose is to gather as much useful -information as‘is needed in a short
period of time. 1f the study drags on too long, the information will
be out of date and much Tess useful for planning purposes, and enthusi-
asm for implementing a program may -have waned. 'In order to prevent
the needs assessment from becoming a costly, timeé=-consuming study in
itself, some compromises may need to be made. Where needed data do not
exist, or exist only in case records that would need to be individually
reviewed, inexpensive alternatives should be cons idered. For example,
estimates made by agency staff might be sufficient or a sample of re-
cords could be reviewed to obtain estimates. Flexibility in the level
of detail sought should be stressed. Other time and cost-saving measures
include having volunteers or students conduct parts of the study, rely=
ing on already-developed survey instruments if possible, and gathering
_information from aroup meetings, rather than individual interviews.

Some community agencies may resist a nheeds assessment because they
consider: it threatening. It should.be stressed that the purpose of the
study-is not to ‘''evaluate'" any agency's performance, but to help identify
problems that all concerned can begin to solve. Early consultation with
agencies, a sensitivity:to the internai pressures of these agencies, a
non-threatening approach by the study group and interviewers, and the
provision of feedback to those who have participated should help to o
break down resistance to the needs assessment. /

1, ’ Ve
il .
B
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" CHAPTER IV: PROGRAM GOALS

Following a community needs assessment, a program tailored to the
specific requirements of the locale can begin. The first step in design-
ing a new program should be using the information gathered in the needs
assessment to define gcals or targets: for the progran, selecting goals
that seek to correct sys tem inadequacies. After determining the direc-
tion the program's efforts will take, the other aspects of the service
delivery packaye, such as tleatmént nodalntnes staffing patterns and
budgeting, can be developed or refined. This chapter, then, expiains
what goals are, discusses the importance of clar|fycng goals and descr|bes
methods for identifying and measuring goals.

y

What are Goals? - \

\
\

There is a long-standing debate in the social sciences about the

defunutaons of and differences between goals and objectives. ‘Some people .
_use the terms antcrchangeably ‘while others differentiate between them.

For the purpose of this discussion, ''goals" are -defined as those specific
outcomes the program can realistically expect to achieve by the end of a
particular-time period. ''Objectives,'" which specify types of activities
to take place, are defined as individual steps along the way toward
achaevang program goals. Missions or ''global goals'' are those long-
range outcomes that gunde the total program along its chosen course.

Qur primary coneern is with program goals and objectives. In order for
goai statements to serve their function effectlvely, the Follownng guide-
lines should be kept in mind.

First, goals should address both the communuty S and the claents ‘
real needs. They should not serve the preferences of the program's )
staff, its Board or its administrative sponsor. This means that those ‘
invclved in program management and determination of goals must be open ' :
tc the opinions of a wide range of people, particularly as articulated
through the need; assessment

: All of the aims of the program should be specified in goal state-
ments. The list of goals should be realistically attainable given the
size of the budget and staff. This will most. certainly mean establish-
ing priorities among a long list of DOSSlb]e goals, all of which may
represent legitimate needs of the community. i

A program should define goals that cover |mportant Cprgnents of a . —
program package and _avoid_goals -that -are trivial or procedural For
29



example, a goal of 'setting up regular staff meetings' would generally be
too narrow in focus to be considered an-acceptable program goal.

Goals should be stated in clear terms so that everyone can readily
understand what is 'to be achieved. 1t is difficult to determine the
meaning of the following statement: ''to utilize strategies for deter-
mining modalities for prevention of dysfunctioning in families which

‘exhibit characteristics identified as possible causes for abuse.'' This
‘idea could be more clearly stated in this manner: ''to identify effective
treatment services for potential child abusers.'

Finally, goals should be stated in such a way that progress toward
achnevnnq thém can be measured for evaluatuon and monitoring purposes.
"To do well in del|ver|ng conmunity services' is not an appropriate goal
statement, because there is no measuratle reference point for the word

"well.'" ~Table IV-A at the end of this chapter illustrates some examples
of goals for a child -abuse program.

importance of identifying Goals

Formulating goals is important for at least three reasons. First,
GCd]S provide the program with direction. Because it is impossible to
.. . . do everything, articulation of goals forces management to choose from
competing demahds and assists in determining whether resources are being
allocated in accordance with the desired outcomes of the program. Sec-
ond, goals make the intent of the program clear to the community. In
, most cases, the members of the staff, people in the community and in com-
munity agencies and the funding source(s) all have perceptions of what
the program is supposed to be doing. The process of defining goals can
make potential conflicts among the various interests apparent. Having a
‘statement of goals can also provide the young program with a base from
"which to contend with the pressures of competing interests. Moreover,
the process |tself provides a method ‘of identifying those individuals or
agencies having differerices.of opinion so that’program staff can work
closely with them to ueconcnle the points of view. Finmally, thinking and
rethinking about goals and measures of thos= goals, during the lifetime
of the program, provides—a “standard of performance against which evalua-
tion can take place.  internal evaluation is critical if a program is
|nterested in delivering services that are useful. Measuring goal
achievement can and should be a prlmary concern of such an evaluation.

[ I
ree

O

ERIC

Aruitoxt provided by Eic:



How to Select Program Goals

It is possible to select goals in several ways. An -individual, such
as the key program planner, can be responsible for determining the -goals. -
He or she might attempt to do this alone, based on the knowledge of the
comnunity. While thiv is an efficient means to accomplish ian end, it
has some hazards, including bias, incomplete knowledge, and lack of later -
consensus. Of course, the person could elicit more information and sug-
gestions for goals from the community by means of interviews with repre-
sentative lay-persons and professionals. This gets the community involved
but allows for no interaction and information sharing among the various
community actors; .consequently, a procedure for seeking consensus on
goals is omitted. Furthermore, the biases of the interviewer can color
‘the interpretations of insights collected from the interviewees. Choosing
goals by .means, of a group of knowledgeable people, such as representatives
of other communuty agencies, an Advisory Board if the program has‘one,
potential or actual clients, or the staff as a whole, allows for a cross-
section of ideas. However, holding free-form discussions has the disad-
vantage of allowing certain individuals to dominate, particularly people
having high status or leadership positions. In addition, minority views
are often unexpressed; energy -is expended on competing for the floor
instead of on listening to the ideas of others; discussions tend to

digress from the issue; and in the end, the real decisions are hastily
fnade .- B '

, Because of the advantages of decision-making in a group setting, a
structured group technique, such as the Nominal Group Process, could be
used to ensure a_representative choice of goals .and to-assure agreement )
by a majority of people present. The Nominal Group Process was developed:
by Andre Delbecq and others over a ten-year period as they attempted to
increase creativity and ffectiveness in group idea-.generaticn for tpe
purpgse of planning and evaluation. It involves silent, individual
effort in a group setting. The process as used for goal articulation
begins by asking individuals in the group what they think the goals of
the program should be. Each member of the group writes down hus/her
responses during a silent period of 10 to 15 minutes. - This is followed
by a round-robin discussion in which all ideas are shared with the group,
deliberated upon, and then voted on, in terms of their importance or
appropriateness. As a result, the groupyselects what it believes to be
the best of many p055|ble goals while avoiding the pitfalls of unstruc-
tured group decision-making.~ -

/

*1n- the Nominal Group Process, the silent period itself is tension-
producing and, as such, idea-producing. It allows. time to reflect and
think: All members of the group participate. The method encourages !
the generation of minority ideas, avoids hidden agendas, makes each
participant WOrk and contribute, gives each 'a sense of responsibility
for the group's success, fosters creativity as well as |nteract|on,
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Reassessment of Goals ' : )

Goals, at least in the beginning of a new program, should be flex-
ible. Although aprogram should continually attempt to make progress in
meeting its goals, in the first year issues will arise that can make the
original goals unattainablé. During the initial months, a program will
confront the constraints of the 'real world'; it may soon become clear
that the agency cannot do as much as was hoped. The constraints of the
budget, the skills and interests of the staff hired, and the realities
of pursuing certain activities will call for goal reassessment. There-
fore, it is"to be expected that the proqram s emphases will shift during
the first year of operation.

Because of the likelihood of changes in goals during the tirst year
of operation, program management and staff should periodically rethink

~ the program's direction and the feasibility of accomplishing certain

goals. At the end of the first year, a structured reassessment should
take place, again using a group technique such as the Nominal Group Pro-
cess, This reclarification of direction will be essential for guiding
the program toward accomplishing well thought out, feasible goals. As
goals are met, or as experience changes expectations, goals can and

should be reformulated throughout the life of a program.

allows peérsonal concerns to be aired, and is especially useful in a
heterogeneous group since it does not permit any one person or point of
view to dominate. Because the silent period is followed by the sharing
of all ideas prior to their discussion, all members are assured that
their ideas will be heard. |In the discussion which follows, the bene-
fits of group interaction, feedback and information-sharing are realized.
Group member's have a chance to question each other's ideas and clarify

““them. The group*iinterchange is structured only by the time allotted
for discussion and’'by the voting session, which gives each person an-
other. chance to express his or her views.

Not everyone endorses the Nominal Group Process approach.  Some
believe it is not as creative as it is purported to be and that it
really does not encourage new ideas. or innovative methods; others feel
uncomfortable while using the technique or -reserved about the outcome
of the technique, in that it does not give dominant recdgnition to
those having ultimate responsibility for program results or to those

" having the most knowledge ‘and experience. 1In short, the technique
treats all ' participants equally, rather than recognizing differences in
expertise, levels of responsibility or accountability. Ultimately, of
course, the results of such group work could be treated only as recom-
mendations, awaiting final action by those having formal authority and
responsibility for program actions. This may be done at the cost of
some morale. '

30
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Measurement of Goals

One way for a program to evaluate its progress is to determine how
well its goals are being met. In order to do so, indicators of goal
attainment must be developed. Indicators are essentially clues about
what the program is doing. Indicators for each goal should be determined
at the beginning of program operationf They will clarify the implica-
tions of selecting particular goals, both in terms of work activities
necessdry to achieve the goals and in terms of the type of evaluation and
monitoring required to carry out a goals assessmeqt. The indicators '
should .specify the datasto be collected in order to know how well the
goals are being carried out. Table IV-A shows the types of indicators
that could be applied to the sauple goal statement. Some reflect steps
to be taken to accomplish ‘the goals; others are outcomes that suggest
goal achievement. :

Because a goal achievement'assessmeht should always be community
and program specific, it is necessary to chodse indicators that are par-
ticular to the locale and adency., While the program director or evalua-
tor may be able to select the indicators, it is important to get input
from both the staff and management who will have to be integrally involved
in aptually'carrying out the steps necessary to accomplish the goals.

In a very small program, assessment of progress toward goals could
be done on a part-time basis; however, in a larger agency it may be nec-
essary to have'a full-time evaluator whose task it would be to determine
an evaluation design, develop instruments for collecting program data,
and analyze the data.

A8



SAMPLE GOALS, OBJECTIVES AND

TABLE 1V-A: INDICATORS
Program Goals Objectives-and Indicators
To increase the medical 1) Participation of medical community

community's awarcness of
suspected abuse and the
.. services available. .

~)
~——

! ‘ . &

! To reduce the recurrence )
of abuse in the pio-
gram's client families

by developing a family
treatment approach that
includes an educational

a and therapeutic environ-
ment for . both parents
and children

N
~—

¢
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in pro-

ject's professional education programs. '

a. Number of meetings held with hospital
physicians, nurses and social service
staffs .

b. Number of informational packets distri-
buted to medical personnel.

c. Number of courses/presentations given.

Inciusion of medical- pcrsonnel in the pro-
qram S actlwmes ’
3. Number of medical personnel invited to

sit on the Advisory Board.

b. Number of medical personnel participating
on the program's multldlsc1p‘-nary review-
team.

Increase in referrals to the_ program f rom

the medical community.

a. The comparative proportion o?‘all refer-
rals to the program that come From the
medical community in the years. before
and since the program's educatuonal
efforts began

Awareness by the medical
abuse services availabie. }
a. Percentage of medical personnel who were
contacted by the program that can cor-
‘rectly identify the ?ervices available.

community of the

!
3

lmplementation of the service components

comprised in the treatment model.

a. Types of-services offered by the program
for children or parents separately.

b. Types of services offered by tHe program
for working with the family as a unit.

by families.
families having
receiving program

Use of program services

a. Percentage of client
more than one member
services. o

». Percentage of client-families having
both 2 parent and @ child receiving pro-
gram services.

L



TABLE 1V-A: (continued)

Program Goalis Objectives and Indicators

3) improved behavior and attitudes of clients.
. a. Proportion of parents showing improve-
ment in attitudes and behaviors .related
to abuse and neglect. '
b. Recurrence rate of abuse for clients in
the families served.

4) I1mproved family interaction of the clients.

a. Percentage of families showing |mprove-
ment in parent-child interaction.

b. Percentage of families showing |mprove-
ment in parent-parent interaction.

To identify the most) 1) Designing a plan to assess the effective-
effective treatments ness of treatment strategies.

for abused and . . a. Method for assessment of the child on
neglected children. , entering. the program.

b. Selecting the control group.
-¢c. Procedures to reassess the childsover

time.
2) Implementation of tHe design.
a. Number of children assessed on entering
‘ the program.
e _ b. Completed records on the results of
- . . assessment and reassessment together
’ ©o with the amount and type of treatment
' prqvuded
3) Awareness of the most effective strétegies
> of treatment. -
. a. Descrnptuon of the—treatments that
proved most cifectlve for those children
- in the program
. "~ "L) Use of the results of the assessment/
evaluation.
a. Alteration of the program!s treatment
© services as a result of the effective-
ness study. :
b. Distribution of the results to others
in the field.
. .
o
- N .///
s
- e
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CHAPTER V: PROGRAM MODELS

There arc many different models of ctiild abuse and neglect service
programs. *None has yet been shown convincingly, i.e., through systema-
tic research, to be more or less effective than any others. The purpose
of  this chapter is-jto explore alternative organizational models and
staffing patterns for child abuse.and neglect service programs, and to
describe prototypes for such programs. Clearly the kinds of - -ograms
developed in given communities v ‘1, in part; depend upon sta-.. and local
laws, and mandates under which ¢ izations or agencies operate..

Provram Dimensions

- 3 There are many areas in which programs can vary. These include:
organizational context; source, type and amount of resources; program
components; treatment strategies; staff, decision-making process; 'size;
target population; location, and availability of services. Program .
plannérs should carefully consider each of these areas, some of which
may be predetermjned, as they design their programs.

(1) Organizational context: In what agency will the program be
housed and with what other agencies will it be affiliated? The organi-
zational context can greatly influence the pature of a program; the

- administrative structure can inhibit or enable successful execution of
different activities. #£rograms may be in public or private agencies.
Most communities have public protective services programs, as mandated
by state law. In addition, programs have typically been housed in hos-
pitals or private social services agencies. Other, equaliy viable, but
less frequently used agencies include schools,«Public Heslth Departments,
day care centers, Juvenile Courts, or mental health centers. While most
programs are housed within a single agency, a joint venture between tvo
aqgencics is possible, although administration and coordination may be
difticult.

/
'

(7} Resources: What will the resources of the program, be? here
will the resources come from and will they be temporary or permanent?
Currently, programs in the field have resources ‘rom a variety of fed-
eral, state and lacal governmental sources, private foundations and other
private groups. Some programs make extensive use of volunteer services
and receive a variety of donated items (including transportation and
child care) as a way of bolstering their budgets. Some programs receive
lump sums and others ares reimbursed on the basis of individual services
offered. - Perhaps more important than the actual source of funds is

O
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j‘kmhgghg£>restricti0ns will be attached to the funding; whéther the forn
" of, funding (TTinp sum, reimbursement) will present any cash flow problems;

and how the amount of resources will restrict the trogram.
~ - Y] *

(3) Program compoments: What are the different activities the pro-
gram intends to pursue? These activities, which should reflect the goals
identified for the .program, broadly include (a) direct treatment services
for parents, (b) direct treatment services for children, (c) direct treat-
ment services for quilies; (d) supportive and advisory services, (e)
coordination of services for individual clients, (f) preventive activi-
ties, (g) profeSsional ‘and community education, (h) consultation and
technical a¥sistance for other professionals, (i) activities directed
toward changing child abuse legislation and policy, and (j) coordination
of the community child abuse and neglect system.  Most, if not all, of
any program's activities will fall into the .above categories. For those
programs pursuing mere than one of the above activities, there are many
possible mixes. Program plainers should keep in mind that emphasis on
any one activity will have implications, both positive and negative, for
others. For examp'e, staff members who spend most of their energy pro-
viding services to adult clients within the program may overlook problems
of other agencies dezling with the same clients which could ''undo" the
benefits of treatment. At the same time, a strong emphasis on treatment
may produce a staff that can effectively advise other professionals.

(4) Treatment strategies: Will treatment services be offered
divcctly by the program or will the program be coordinating the delivery -
of services from other agencies? What kinds of .treatment services will
b off -d? What stages of the treatment process will be emphasized?

L .4t throretical orientation toward abuse and neglect will be used?  The
Alternatives "1 treatment services, discussed in detail in Chapter VI,
are many. 1 - specific service to be offered should be determined only
ai'er a care ul analysis of the options and the needs in the community.

(5) Staif: Will staff be nrofessionally trained? What disciplines
will be represented on the staff? Will staff primarily be paid or volun-
teer, full-time or part-time? Because of the nature of child abuse and

neglect problems, many different skills and disciplines can work appro-

Briately within these programs. Persons working in chiid abuse/neglect

programs, ¢ither as treatment workers or in other ways, include social
workers, community educators, teachers, lay therapist/parent aides (a
lay person trained on the job to provide supportive services), logistic
aides (lay person trained on the job to follow through with advisory
servi€es), homemakers, nurses, nurse practitiofiers, pediatricians, law-
yers, psychologists, and psychiatrists. The celection depends on the
specific services to be offered and the program's own philosophy about

what skills are most essential. In addition to the positions listed
above, some programs employ parents, who were previously abusers or neg-
lectors, in the capacity of service providers. A program wiil at least

want to have a director and coordinator, a bookkeeper/office manager
4
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secretary, and some number of treatment workers including a casework
supervisor. Not all programs use professionally trained caseworkers;
some train lay persons on the job. The director may provide some ser-
vices, but the number of other demands in running a program usually
prohibits the director from handling as many cases as intensively as the
treatment wcrkers. Besides filling identified staff and consultant posi-
tions, & programn shculd consider establishing (a) an advisory committee
(which may or may not have decision-making authority, but whi~h can help
the program think through decisions and give the program leverage in the
community); (b) a multicisciplinary review team (which may review cases
at intake or periodically during trzatment and which should truly be
multidisciplinary, naving at least *hree different disciplines, anc¢ pre-
ferably more, represented oA it); and (c) a researcher or evaluator to
document what the program is Jdoing and to give the program feedback on
its progress. ‘

(6) Decision-=making process: What will the chain of command be
within the progran and how will decisions be made? What feedback and
communication methods will exist? Although the decision-making body will
be determined in' part by the agency within which the program is housed,
there are many variations. Decision-making can be formal or informai,
hierarchial, coliegial or collaborative, participatory or non-participatory,
centralized or diffuse. Observations of child abuse/neglect programs
suggest that the particular forn of decision-making adoptéd by a program
will not greatly influence proyram effectiveness. What will influence
the success of a program is how well the decision-making is carried out.
‘lhat is important is tha*t human needs are kept foremost, and that all
participéﬁts feel their opinions are heard and valued.

(7) Size: How large will the program be, in terms of financial
resources and number of clients? Although the actual number of dollars
availabLle to a program alone need not determine the scope of possible
activities, the number of doliars coupled with human resources (paid
<taff and volunteers) will. The amount of funding does not strictiy
determine caseload size. 1f a program is planning to offer a very expen-
sive service. such as residential care, the caseload size may be quite-
small in relation to the budget. Conversely, a program offering as its
main service a relatively inexpensive one such as a 24-hour hotline may
be able to serve.mary people, with limited resources. A program should
probably plan on serving a minimum of 20-25 families at a time to be at
all efficient. Although there are no guidelines for maximum caseload
size, many people recommend that no one worker be responsible for more
than 20-25 families. : ’

(8) Target population: Who is the target population? Will the
program work with all reported cases or only a limited number? Will
potential as well as actual casec be served? Will both abuse and neglect
cases be handled?  Programs that are required or choose to serve all
appropriate referred cases have substantially different .problems f rom

14
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those that serve only a select number of clients. In an unrestricted
program, the caseloads wi,ll pﬁbbably be much larger, the types of cases
will be more varied, and the numbers of referrals may vary from month to
month, requiring. careful planning. Programs that choose to serve a select
population must carefully define their selection criteria and inform po-
tential referral sources of these. Criteria may be "first come, first
served'; only abuse or only pneglect cases; or select cases. Some pro-
grams choose cases with certain identifiable characteristics, such as”
living in a specified community, being free from drug abuse, or only
single mothers. The types of clients one will accept obviously affect

-what servicés are needed and, thus, should influence what services will

be offered. |If a program canrot explain why its clients partucularly
need the kinds of services the program has chosen to offer, or why ser-
vices which the program has decided not. to deliver are of Iower priority
than services being delivered, there are legitimate crounds for suspect=-
ing that program planning and desugn has not been sensitive to the needs
of the target population.

(9) Location: Will the program be housed in one locatijon or
several? To what other services will the program have proximity? What -
will the nature of the physical space be? Very few child abuse and neg-
lect programs have chosen to operate from more than one office, although
this may be beneficial in serving an expansive geographic area. Many
programs, formally part.of a public agency, have sought to locate in a
separate building so that they can escape an office atmosphere and create
a space more amenabie to service delivery. Such a space often takes on
the characteristics of a home, with lounging areas and the like. If a
program has a choice of location, it should locate in an area accessible
t> public transportation and to other- agencies. ’

(10) Availability of program: During what hours and on which days
will services be available?  Some programs are open only during daytime
hours; others provide ‘services throughout the day and into the evening,
particularly for clients who work; still others are available 24 hours a
day. Whether or not program staff are available to clients on a 2k-hour
basis, the clients will reguire 24~-hour coverage since crises often occur
after hours. Consequently, programs not providing 2b-hour coverage for
clients should arrange for this service to be provided by some other com-
munity agency. Deliveriny 24-hour coverage requires consideration of s:
assignménts, an over-time compensation policy and, most importantly, ade-
quate management of the ZQ-hour coverage to avoid worker burnout.

Prototypes of Child Abusc and Neglect Service Programs

in this section, various models for child abuse and neglect service
programs are discusscd. The models selected are the ones that are most
frequently used. It should be¢pointed out that some variation of the
Firotective Services Model presented here exists in every community, as
mandated by state law. :
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Protective Services Model: The Protectie Services unit of the pub-
lic social services agency in most communities has been a primary provider
of services for abusive and neglectful families. Traditionally, Protec- N
tive Service units have offered counseling and advocacy services to
clients, provided by praofessionally trained social viorkers. Recently,
some Protective Service departments have revamped their programs. Staffs
have been expanded to include homemakers, nurses, psychothérapists, .and
lawyets. With the additional skills represented by these disciplines,

s e . . . - . -
_——plus"an emphasis on purchasing or contracting for services from other

agencies, more and varied services are offered, although counseling and
advocacy services remain primary. -Such programs stil'l handie all reported

cases of abuse and neglect in the community; however, caseload sizes for

individual workers have been reduced, allowing for more intensive, as

i, well.as more .va-ied, service offerings.

This model has several advantages. First, the agency is legally man-
dated to investigate and treat abuse and neglect cases, and thus begins
with legitimacy, authority and credibility in the community. Second, the
agency has a permanent source of funds. There are also.several disadvan-
tages. First, the program must abide by civil service rules and regula-
tions, which can be somewhat restrictive, although there are benefits to
such rules. Sccond, the program must compete within the agency for money,
attention anc control. And, finally, clients are often resista ¢ to re-
ceiving services if they are provided under the auspices of the 'Welfare
Department,' which often has formal -linkages with law enforcement agencies.

A variation of the Protective Services model is to have ‘wo units
within the program, one focusing on intake/investigation and the other on
treatment. The benefits of this approach are that the investigation and
diagnosis can be much more thorough; the investigation worker, who bears
a cCertain stigma in the client's mind, is separate from the treatment
worker; and the treatment can be more directed, since treatment workers
do not aiso have to concentrate on intake. However, there are some very
real problems with this approach. First, the chances of the intake work-

ers burning out are great. Intake/investigation in many ways is the most
exhaust = 7 phase of treatment and these workers never have a chance to
relate . any clients for an extended period of time; this often denies

them the positive aspects of working with abusive and neglectful parents.
Second, unless a very smooth transition is worked out between the intake
and treatment units, treatment workers may have to repcat many of the
intake investigative steps to make sure that they understand tne case and
that clients reccive the services they need. Finally, the ‘client may -
suffer by having to establish a rapport with more than one worker.

Hospital Model: Some hospitals, primarily children's hospitals,
have initiated or sponsored child abuse and neglect programs. These
programs, typically linked with the hospital's social service deparc-
ment, focus on identifying and diagnosing cases. They provide special
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~training for all hospital. staff, pafficularly doctors and nurses who

work in the emergency room and outpatient department. The program staff
is on-call to assist in diagnosing suspected cases, reporting the case

to the appropriate agencies and coordinating treatment services for -fami-
lies with other agencies in the community. A trauma tcam, gomposed of
program and hospital staff, is typically included in the diagnosis of
the most severe cascs, if not for all of the cases.. A few programs also
provide their own trecatment scrvices, including aroup therapy and child
care. :

The hospital model has a number of advantages. The program has
financial support from the hospital and access to hospital services, -

_particularly medical cafe for the abused or neglected child and . parents.
‘The credibility of the hospital gives the program important leverage in

the .community, while also ensuring some physician participation. =~ The
physician can be of great value as a consultant, without carrying the
full burden of the management of cases. However, in such a program the
medical viewpoint can prevail, with the emphasis exclusively on diagno-
sis to the detriment of treatment, and social workers and others may be -
forced to take a back seat to the doctors. The focus of the program
will likely be on physical abuse. Additionally, a hospital can easily
become isolated from the community it serves unless it maintains com-
munication with the local protective .services agency and others.

Privaté Service Agency Model: The privaté service agency model is

most often a small center, with a small caseload of 20-40 families,

offering treatment services on the premises (usually includina greup
therapy, individual-counseling, 24-hour hotline counseling, and often

day carc as well). Therefore, the focus is on the family as a unit and
the program facilily is selected and deccrated to reflect more of a home-
like than office -atmosphere.  Thuse programs are very sclective in iden-
tifying and accenting casces.

The benefits of such a program arce the relative lack of red tape,
flexibility in mecting clients' necds, and minimization of stigma for
clients, maintaining client anonymity when necessary. The disadvantages
arc that the program will initially lack legitimacy in the community and
may have difficulty securing interagency linkages; funding is usually
unstable and wmay make o difficult to retain highly skilled staff on a
long term basis. : .

Two distinct variations of this model are: (1) a residential pro-
gram ard (2) a orogram that concentrates more on cducation and coordi-
nation than on dircct scrvices.

Volunteer Model:  There have been several programs that opcrate
almost exclusively through volunteers, The volunteers may or may not
include former child abuscrs and neqlfectors. These programs are pri-
marily concerncd with treatment, although large numbers of requests come
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to them for train‘ﬁq and education. Threc services commonly offered
include: lay therapy or parent aide counseling {lay persons, trained on
the job, assigned to 1-3 families to.provide friendship and support);
Parents Anonymous (small therapy groups run by and for abusive or neqlecr-
ful parents); and 24-hour hotline counseling. Operating with small bud-
gets and, occa%uonally, a pA|d director, these programs typically operdte
independentiy from other agencics in the community. ©As such, they are
. bound only by their own rules and policies. Often they can more easily
' offer services to clients that reflect the clients' expressed needs in a
non-stigmatizing way. . The unit cost of services is substantially lower
than other programs and clients find it quite casy to relate. to ‘the
‘non-professional' scrvice prOV|dod Wwhilce volurteers may be the most
_enthusiastic of workers, the turnover fate is likely to be higher than
that of paid staff. A second drawback is that volunteers, by virtue of’
their lack of training, may bce unable to diagnose cases of abuse or
neglect or are unprepared to work with the most severe-cases of abuse or-
neglect. 'When the primarily volunteer staff is suppiemented wnth 4 pro-
fessional casework supervisor, -this problem can be eliminated.
. -
Coordination Model: Some agencies, primarily public but in some
instances private, have adopted a coordination model. With such a model,
the agency takes primary case manaqvment responsibility for clients, but
services are provided, often on a purchase- -of-service basis, by other
agencies within the community. With such an arrangement, the agency
staff have more time to generate service providers in the community ard
to ensure that clients are handied efficiently and effectively. A var-
iation of this model is for the agency to additionally relinquish the
case manaqgemen: functions and to devote all of its time to developing a
more coordinated set of services in the community.
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CHAPTER VI: TREATMENT STRATEGIES FOR PROGRAMS

There are many different services that might be appropriate for
abusive and neglectful parents and their families. At present, there is
little empirical data on which treatment services are most effective
for different people. There are also many different schools»of‘thodght
about the causes of abuse and neglect and the most appropriate treatments.

First, there are those who take a crim{nal justice apprbach, arguing
that parents who abuse or neglect should:be prosecuted, and minima!ly
the child should be protected by removal from the home into foster care.

/ " In gontrést to this once prevalent and now diminishing approach,

. others argue for trying to keep the family together, while providing
treatment services. There are those who take-a psychiatric approach,
explaining abusive and neglectfal behavior as a result of internal con- *
flicts, low self-esteem, and other weaknesses of the parent. Psycho-.
therépyt most often individual rather than group, is advocated by this
school. i

Others discuss abuse and neglect in terms of a socio-economic modell
in which behavior~is explained by environmental circumstances. The -
stress of poverty and other social problems is seen as a primary cause

of child maltreatment. .Individual counseling and advocacy and supportive
services that help break the poverty cycle are advocated both for parents
‘ and their families. . )

The group dynamics approach attributes the abuse or neglect pvoblegm
to the breakdown of the extended family and increased feelings of aliena-
tion and isolation experienced by many people .in modern society, particu-
larly those in urban areas. The suggested kntervention is to provide
people to talk to and to lean on -- Parents Anonymous,'group‘therapy,
other forms of group activity, lay therapy counseling or foster grand-
parents. Family-oriented: treatment including day care is also advocated.

Those taking an anthropological approach base their arguments on
the(premise that certain racial and ethnic groups have traditional
soci!ﬁization patterns that include forms of discipline that outsiders
might regard as harsh, abusive or unnecessary. This approach stiisses
that the intervention, which may be one of many forms of therapy, nust
be tailored to the characteristics of the particular ethnic or racial
group.in question. Treatment according to this approach should help
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parenis unaer sLdard Ltne regsondoie rmiey oOi tner’r CUI[UI’allY'DaSCU forms
for discipline, instead c¢f attempting to eliminate the discipline.
ting

?ﬁnafly, the educational approach suggests that the parents lack ‘an’
understanding of child development, nutrition, health care, or homemaking
skills that are causally related to abuse and neglect. Homemaking,

.pérent education, and child management classes are advocated.

Overall, the focus of these different schoois of thought, and the
literature in general, is on the abusive or neglectfui parent, and what
his or her needs .are, rather than on the child’who is maltreated.

It may be that each of..these approaches is germane to understandlng
the dynamics of abuse and neglect for some kinds of families or situa-
tions. Abusive and neglectful behaviors are not simple phenomena. Nor,
despite the similarities in outcome (e.g., a bruise, @ broken bone, etc.)
are the behaviors explicable by a universal theory covering all abusers
and neglectors. There is much to take into account in understanding
abusive and neglectful behavior and the most appropriate approaches to
services. Therefore, we do not advocate any particular approach.

Rather, the purpose of this chapter is to identify the range of treat-
ments that a program might offer to parents, children and families, and
to suggest some of the critical issues to consider in planning for these
services. '

Dimensions c¢f Services

. - s
The mixes of treatment services offered vary greatly from program to

program.. This variation reflects not only the differing orientation of
program staffs toward the abuse and neglect problem, but also the dif-
ferent objectives of programs, the kinds of agencies in which ‘prodiams
are housed, the kinds of clients the program intends to serve, the skjlls

" of the staff, the program's resources and the needs of the conmunity. A

program shouid address the following questions, which are similar to
those addressed in selecting a vrogram model, in planning its own treat-

,ment service options.

(] Will the program take primary responsibility for manage-
‘ment of the case, or just provide services for cases
being managed by another agency?

] Will the program be housed in a publ|c or prnvate agency7
How will this influence the kinds of clients to receive .
services and the services that will be.offered?

® Wiil the program.be housed in an.educational, medical,
legal, social service, mental health, public health, or
other type of agency? How will this influence” treat-
ment of ferings? '

i3
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) Will the program provide services to all appropriately
referred cases or to just a limited number of cases?

® Wili the program provide services for whole families,
only adults, or only children?

° Will the program trcat_preventive as well as actual
cases? i
) Wikl the program treat physical abuse, emotional ,abuse,
. sexual abuse, physical neglect, emotional neglect, medi=

cal neglect, or combinations of these?
® what other criteria will the program use to decide who
will receive services?

N

o Will the treatment be short (3-6 months) or long (1-2
years)? : o
) what kinds of staff members will the program have:

professional, lay, paid, volunteer, a mix?

™ What resources will the pregram have: large or small
: budget, lots cf space or no space, cars?

Treatment Options

The varicty of treatment options for a program are presented below.
Each option is treated as a distinct service. However, the benefits of

one type of service often occ:r in conjunction with another. For exam-
ple, individual counseling can be given while a worker is transporting a
client. In practice, scrvices are most. often offered in combinations.

The listing below is certainly not exhaustive; it reflects what many
child abuse and neglect programs are currently of fering. The services
fall into four main categories: supportive and advocacy services; treat-
ment services for adults; trcatment services for children; and treatment
services for fanilies. A fifth type of service, in the form of client
participation, is also presented.

Supportive and Advozacy Services: Supportive and advocacy services
are most often important in gaining the client's trust at the béginning‘
of treatment and may also be the basis of services t hroughout treatment.
They can be directed at a number of the client's situational problems,
such as lack of food or poor housing. |In order to promote effective
delivery of these scrvicas, the program must develop expertise in how
other agencies.in the conmunity function {e.g., the juvenile court, the
welfare department, the housing dopartment) and must establish a good
working relationship with key staff members in those agencies. In this
way the program helps assure that clients get necded services from other

, { | .
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“agencies with whom the cllent may be "at a disadvantage. At the same

timg, it helps those QQLnC|6§ become more responsive to the needs of
abusive and neqlectful cL/Lnts Advocacy services may include the
fol lowing: - . : ' >

//‘

' WNCOME/AﬂB EMPLOYMENT ASSISTANCE: Activities here vary from
helpidg a client to obtain welfare, enroll in job training,
vocational rehabilitation or education that will lead to job
Gitprovement, or helping ahc}ient with money management within

/fALhe honie . i
S/ / ‘
& HOUSING ASSISTANCE: The/worker may assist the client in secur-
' ing butter housing or inimaking his/her present dwelling more
livable. /

/ : f

° HEALTH AND WELL-BEING ASSISTANCE: Medical, dental or optomets
ric care, family planning counseling, or homemaking services
that furnish instructional assistance in nutritional, hygienic
and other hcalth-related matters may be provided.

) LEGAL ASSISTANCE: Here, workers may pave the way for clients
to deal with the courts or police on a variety of legal prob-
lems. '

In addition to thesc advucacy scervices, supportive services such as thc
followiny may be offered:

° TRANSPORTATION: The client may be provided with transporta-
tion to and from service appointments, and for other daily -
activities such as shopping.

° CHILD CARE: Workers may arrange foiv child care for the client's
children or may even babysit, giving the client free time to
' j participate in services or for other daily needs. . Child care

can also provide a respite from the demands of child-rearing,
of ten reddcing theé stres: associated with cnhild abuse and
neglact.

° WAITING WITH CLIENT: A worker may sit with a client while he/
ohe waits for a doctor's appointment, a court hearing, or
other services, and at that time assisl the client with pro-
ccdures, a- well as providing sunport

'y HOMEMAKING: A clicnt may receive assistance with cleaning,
meal planning, cooking and. the like, thereby alleviating cer-
tain houschold stresses and pressures.

. CHMERGENCY FUNDS: -Small allotments of money may be given to
client 1o reduce the stress of financial crisis.

5%V
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Treatient Services for Adults * The general focus of thesé services
is provndnng the client an opportinity to work through parricular behav--
joral, situational, or attitudinal .problems in settings that-ioster sup-
port and frlendshnp The variations among them depend on w.euh(« the
service i3 for an individual or a group, the degree of formality of the
service, and the range of skllle required of the service provider. These
services include:

] * INDIVIDUAL COUNSELING: Individual counseling includes a range

of one-to-one interventions aimed at improving the social be-’
_havior and situation of the client. Usually the counseling

involves discussions between the worker and the client abecut
the client's situation and problems and the p053|b|l|ty of
change or improvemént. Advocacy and supportive services are
often used as back-up for this counsel|ng The counseling may
be broadly based, touching on a number of social psychological,
or economic issues, or focused on specnf|c ‘issues, such as the
child abuse or neglect situation.

. INDIVIDUAL THERAPY: lIndividual therapy is distinct from indi-"

vidual counseling in that it is more structured, requires a

differcnt set of skills from the service provider, and tends

to be more focused. The therapist, most often a trained psy-

chologist, psychiatrist, or social worker, mects with the

client, usually for one-hour sessions once or twice a week,

and, using a psycholoqncal or social-psychological arientation,

helps tae client bhetter understand - his or her problems. Such

a service requires a receptivity on the part of the client and

a commitment to work on his or her problems. ' : ’

] PARENT AIDE OR LAY THERAPIST COUNSELING: Counseling provided
for clients by lay persons is a relatively.new, very economi-
cal, and exciting approach to scrvices. A lay person, typi-
cally a volunteer who is trained on the job, is matched with a
client {on occasion, -two or three clicnts) to provide support,
empathy, and fi-iendship to tphat person. This special counse-
lor visits with the client, helps with houschold and other
responsibilities and generally provides the client with some-
sne to share concerns. The success of such treatment lies in
the selection and training of appropriate persons to do tho
counseling, and the support and 5upch|S|on g«ven Lo thcm oa a

Tcontinuing basisy Tt T -

e COUPLES COUNSELING: Often the problems experienced by a client
are directly related to relations with a spouse ar mate, indi-
cating a need for couples counseling. Akin to individual coun-
seling in terms of the support provided, the counsalor weetis
with married couples or two adults living together to help

them talk tnroush their difficulties with cach other and thei:
children. ' k .

i
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e - GROUP THERAPY: Group therapy, a widely used. &pproach to treai-'_”

' ment, is a series of meetings, run by a skilled leader, for °
about 6-10 clients. Through the use of a variety of group tech-
‘niques, qlients talk over and, ideally, begin to come to terms
with their problems. The sgssions tend to be open-ended, deal-
ing with a wide variety of Issues, although more structured
techniques, such as Transactional Analysis of Gestalt Therapy,
may be employed. Group therapy can help the clienc understand
that his problem is not unigue, but is shared by others, and
concurrently gives the client an opportunity to develop social

bonds. in some cases, group therapy is used to focus on prob-
lems of special groups, such as alcoholncs or drug-

abusers. . t

. ® CHILD MANAGEMENT CR PARENT EDUCATION CLASSES: Child management
or parent education classes, which may have nothing mose i -
common with ''classroom courses'' than the fact”that they meet ‘&t
specified intervals, are a series of group sessions devoted to
child development, parenting and family relations. A detailed

wcurriculum may or may not be specified in advance; discussions
may .or may not feplace a lecture format; children may or may
not be included. The most common format used in child abuse/
neglect programs is a directed but informal approach in which
small groups of parents try to learn new positive behaviors,
mostly from their own experiences and. those of others in the
group. Programs have found it beneficial to have someone .know= -
ledgeable about parent-child relations and child development _‘
lead: such a group, and to have parents occasionally brung their
chiidren for more direct learning experience.

6 124 -HOUR HOTLINZ COUNSELING: Many programs ha%e a telephone
line that a client can call at any time, day or night, to reach
out for help and receive therapeutic assistance, or at least be
assured of reaching a patient listener. Calls may be limited
to the program's identified ‘client group, or may be open to
anyone in need; calls may or may not be anonymous. A smooth 1V
operating hotline requires careful pianning and in most cases
participation by most, :if not all, of the treatment staff.
Staff members having hotline duties are given special tutoring
in listening skills.

. CRIG!‘ lhTF VENTION Crnsns intervention, WhICu |mp‘.es emer-
gency, non-scheduled meetlngc with a client at times when the
c!sc*r is in crisys, may overlap in content, although not in
concept, with many of the above-mentioned services. A worker
mav be providing regular counseling or therapy to a client
during office hours, but crisis intervention requires the work-
er additionally be on-call and capable of intervening, day or
niynt, whenever the client is in need. As such, crisis

50
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intervention requires\careful,planning‘to provide 24-hour
coverage, if desired, without disrupting workers' other respon-
sibilities to clients. Crisis intervention for adults may be
provided in the context of a community's Comprehensive Emer-
gency Services 24-Hour System. ’

Jreatment Services for Children: Hiﬁloricélly, treatment services
in thékshild abuse/neglect field have been directed to the adult. With
the exception of FOSTER HOME PLACEMENTS and MEDICAL SERVICES, both of}

~which-are essential in certiain situations, the child has been overlooked.

. In an effort to help the child overcome some of the residual effects of
'bqbuse or neglect, and to reduce the likelihood that the child will become
an abusive or neglecting parent, programs are increasingly developing
specific treatment services for the child to. complement or be uséd in-
stead of foster care and medical care. 1In many instances, these services
are beneficial to the parent as-well. In€luded among these services for
_children- are the following: e
o THERAPEUTIC DAY CARE/CHILD DEVELOPMENT SESSIONS: A therapeutic
day care program, called child development by some programs, is
typicaliy provided five days a week for 4-8 hours a day. In.
addition to supérvised care for the child during the daytime,
special activities to deal with the child's developmental,
psychological , and emotional or motor problems are provided.
This therapeutic approach to day care aliows for individualized
treatment for chkildren in a group setting. Like day care in
general, programs providing therapeutic day care must ensure
not only that licensing and other relevant regul=tions are met,
i but that the necessary supervisioun, space, equipment, toys and
supplies are available.

. DAY CARE: The basic .day care program is oriented toward pro-
viding the child with organized play and other activities
during the day in a.group setting. The emphasis is less on
the needs of individual children, and more on providing all
‘children with a safe, enriching environment.

e  CRISIS INTERVENTION:” Crisis intervention, which implies emer-
gency, non-scheduled interactions with a child, may include
the provision of services to the child in the home or, if

* The Comprehensive Emergency Services 24-Hour System, developed in
Nashville, Tenressee, is a program which involves a coordinated, com-
_prehensive child welfare service provided on a 24-hour basis, extended
to families to prevent unnecescary separation of children from their
families during crisis. Materials describing this system in detail
are listed in the bibliography.

~y
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nocescary, by removing the child from the hor  at any time of

Gy highf. Such intzrvention may be preo I in the con-
tes: of a community's Comprehensive Emergen orvices 2b-Hour
System. ’

CRISIS NURSERY: A crisis nursery is a sich a child
may be brought at any time, day or ni for short
periods of time when a parent is unde sis or simply
feels in danger of taking out frustrat.. he child., The

nursecy itself may be in a home or on a program's premises.
Careful attention must be given to ensuring that the nursery
actually provides 2h-hour coverage. One danger in operating a
crisis nursery is that it may be used as a long-term placement
center rather than as temporary care for the child.

RESIDENTIAL CARE: Residential care implies lcnger-term, non-
emergency day and night care of childrer. providing a warm anc
reinforcing living environment. Therspcuiically oriented ser-
vices for individuai children may be included in this treatment,

“and parents may be irvolved in daytime activities of the resi-

dentiai center. Because of the 2h4-hcur nature of the care,

the requirements for-a workable center, inctuding staff, facili-
ties and materials, are much more extensive than those of a

day care program.

INDIVIDUAL THERAPY: The types of individual therapy provided

to a child.depend very much or his or her age and needs. Play
therany, using play equipment to promote the child's self-

expression, and individual therapy, one-to-one counseliny by a
child psychologist, - ychiatrist, or other trained worker, are
rore often appropriate once a child has reached pre-school cuae.
Other forms of specialized theragy, such as speech or phvsicatl

_therapy, may commence at an earlier age.

Treatment Services to Families: Besides supportive and advocacy

“services,

which tend to benefit the whole family, and the range of crisis

intervention services provided under a Comprehensive Emergency Services
24-Hour System, very few programs provide‘treatment services for the

famiiy as a unit. Such treatment services are, perhaps, more difficult,
both logistically and because the individual problems are compounded in
this setting. However, the benefits are probably as great as for iadi-
viduaiized services. Exampies of family services include the following:

RESIDENTIAL CARE: Some programs provide residential care fof
both parents and their children. Such care is usually tempor-

~ary (two weeks to three months). Many of the other treatment

services 'or adults and children are provided within the resi-
dent "al setting. Like residential care for children, sucn

¢ < is very cxpensive and requires extensive planning end
monitoring. ’

-
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® FAM!LY COUNSELING OR THERAPY: Like couples counseling, family
counseling may be provided for most or all mewbers of a family
when the relationships and dynar.ics amorig them are a problen.
- At times, the counceling may be provided for ‘individual family
~ members and at times for the family as a ¢.oup.

C].ent Parth|patIOH Ciients are often the victims of an isolated
and ol|gnat|ng Tife. Whi.e services such as group therapy he’p to -
creace situatisns in whi~h clients can form bonds with otner people,
client participation. in various activitics is a wore direct apnroach to
heiping the clients reduce their alienation unu possibly enhance their
seli-esteem.. Examples of these include:

. "PAKENTS ANGNYMOUS: Parents Anonymnous, which is similyr to
group therupy, is a series of group sessions complemented by
other activities, run by and for abusive or neglectful parents.
Altkough such groups ideally have one or .two resource pcrsons
vho act as sponsors and attenc the group meetings, Parents
Anonymous is very clearly oriented towaid having the parents
organize and help themselves.

. PARENT CONSULTANTS: Some programs use ''rehabilitated' clients
as treatment workers. Sach parent ccnasultants provide impor-
tant e:d often overlooked perspectives on the needs of clients,
while benefiting themselves from direct involvement in service
delivery. :

. CHILD ABUSE/NEGLECT COUNCILS OR OTHER ORGANIZED CHILD ABUSE/
NEGLECT ACTIVITIES: Many commurities are now developing child
abuse/neglect counciis or child abuse/neglect activities such
as Speakers Bureaus or legislation committees. Encouraging
cl ents to participate in such groups can be. therapeutic for
both the client and the croup members. Part?cipation may
include actually he]pnng to organize and manage the group's
activities, yiving speeches, or helping tu operate a hotline.

Examples of Treatment Program Mixes

There are many bossible combinations of services that would result
in viable programs. |t may be true that certain services cluster more
naturally than others (plav therapy can easily be incorporated into a
day care proaram; certain advocacy services follow naturally from indi-
vidual counseiing), but this should not .negate a program's desire to test
inhovative mixes. As mentioned, little is currently known about which
servic.s are most cffective for aiven clients. Therefore, it is to the
field's advantage for programs to try new strategies and to assess how
well tihey work. To give the.program planner a feel for the mixes that
are possible, the following examples describe five" plograms that use

mixes of services in very different ways.

\
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Program A is an independent center, providing services on a daily
basis to familiecs referred by various local agencies. Group therapy and
individudl counseling are provided weekly for parents and the Center
operates a 2b-hour hotlirne for [ts clients. Two day care programs are
operated for children; one for infants and one for pre-schoolers. The
pre-school program focuses on the specialized problems of the child.
Parent consultants:are included as part of the treatment staff, and a
Parent Advisa:-y Board, composed of interested adult clients, has input
into majcr program decisions.

Program 3 serves only adult cilents referred to them by the local
Protective Services Unit, which riofn:ains primary responsibility for the
management of the case. Clients ai c¢ad child management classes or grou
therapy sessions, or both, on a weekiy basis, and may receive the-suppor-
iv: services of a parent aide or lay therapist. !

Program C is housed within a Protective Services Department. This
special child abuse unit provides adults with individual counseling,
complemented by advocacy services, particularly thoce related to income
and housing. Clients' children who have not been placed in foster homes
are referred to day care prcgrams whoenever nossible.

Program D is a residential facility for parents and children.

Parcnts are helped with homemaking skills -- meal planning, cooking,
money management -- as well as provided individual and group therapy.
Workers provide direct assistance to mothers in caring for their child-
ren, parti«nlarly around deal time: -~ The program, affiliated with .a
hospit . .1 sides comprg¢ninsive medical services for the entire family.
Famil s <iav in the residential facility for three months, after which
time -hey rc —ive services on an ''outpatient'' basis.

Program E offers as its primary service 24-hour hotline counseling.
Anyone may call the program, anonymously or not, and receive support.
When necessary, home visits, advocacy and respite care for children are
also provided by this program, which is staffed primarily by volunteers.

Some Comments and Cautions

Most clients 'go through a series of stages during treatment. To
some extent, these stages dictate what services can most effectively be
offered to the client. Initially, and for some time after intake and
diagnosis, the client is probably in the most resistant phase. Support-
ive and advocacy services are most successful at this stage, since the
client is not likely to be ready to accept more therapeutic services. .
Concrete actions on the part of the service provider that directly affect
the client's life, such as heip in finding new housing or a day care h
center, go « long way not only toward improving the client's life, but.
also in developing the client's responsiveness to other services. Once
the client is interested in the program, more therapeutically or



educat ionally oriented services, eiiher individually or in groups, are
appropriate. During this receptive phase, the client should be prepared
for the final phase of the treatment process, termination.i Termination,
which means the reduction or cessation of services to the client, can

be the most traumatic phase unless the client is prepared well in advance.
Preparation includes reducing the dependence of the client on the service
provider(s) and services. :

It is not easy to implement any treatment program. ~ Regardless of
the amount of careful planning prior to the initiation of service deliv-
ery, unanticipated problems and situations will arise once services com-
mence. Thus, a hasty change of plans when initial problems occur should
be avoided. Once a set of. treatment services has been decided upon, it
would be well to work with the mix for some time (s5.x months to a year)
before deciding that the mix is inappropriate.
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~. CHAPTER VII: CASE MANAGEMENT

Case management is that broad range of activities required for coor-

"dination of services to a client ard for monitoring client progress.

Case management includes all phases of contact with a client: outreach,
intake and initial diagnosis, development of treatment plans, arranging
for client's receipt of services, monitoring client's receipt of services
and the client's progress, revision of treatment plans, and arrange-
ments for termination and follow-up. Good case management allows for

the planful handling of cases, resulting in more effective services for
the client .and more efficient use of program resources. The purpose of
this chapter is to identify the essential elements of case management,
the kinds of informarion that should be maintained on individual cases
and the ways that information can be used for effective case management.

Fssential Slements of Case Management

This section lists questions related to those elements of case
management considered essential by many people working in abuse/neglect
programs. The questions provide program planners, management and staff -
with a basic checklist that can help them determine whether individual
cases are progressing satisfactorily ‘and whether the prograi’s case .
management component is operating properly and effectively. ...

4

in general, the gauges, or standards for measuring the performance
of these elements, have not been specified. (For example; the list
includes, '"Are the program's criteria for case acceptance ‘adhered to?"

. without specifying the appropriate criteria for a given program, and,

N5 the time that elapses (the interval) between the initial repoit and.
the first contact minimized?' without specifying how much time should

or should not elapse.) Each pregram will have to determine . for itself
the appropriate standards or gauges for these eiements.

Intake: The first contacts with a client are important because
they set the tone for what is to follow. During intake, a careful
balance between investigative and supportive activities must be effected.
Essential questions-of case management for intak: nrclude:

(1) Does the program have criteria for determining
which cases to accept?

(2) Are the criteria for case acceptance adhered to?

o
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(5)

(6)

(7)

Is the time between initial report and first con-
tact minimized?

s the investigation process coordinated both

within the pgogram and with other agencies involved

with the case?

Is there a sufficient amount of contact with the
client, other household members and other agencies
prior to the completion Qf intake and diagnosis?

is a helping philosophy:(one that indicates a
supportive rather :han punitive approach) com-
municated to the client during. intake?

ls it made clear to the clients what the program
is going to do for/to them? ' ‘ '

Diauncsis/Prescripiion of-Services: Once a case has gone through

initial intake, it i, necessary to identify the client's problems, to
) ity

assess his or her needs, and to determine the most appropriate services.

To do so, workers must obtain many different kinds of information about
the .client and his or her family. Essential questions of case manage-
ment during diagnosis and prescription of services inciude:

¢

(.

Has thc neceésary background information-on the
client and his/her family been obtained, inclu-
ding: C

e story of the abuse/neglect inhcident and
surrounding circumstances® from each of the
parents' perspectives and, if possible;

. from the child's perspective; '

e basic demographic, socio-economi¢ infurma-
tion on the family;

e childhood experiences of both parents;

e description of family stress factors and
conditions;
A

e cvaluation of parent-child interactions;

s

% This report should be concerned with what is going on in the family
rather than which individual is most responsible.



® assessment of parents on critical charac-
teristics x;latcd to abuse/neglecr such as
- cextent of isolation, awareness of child
: development, self-estcem, reactions Lo
crisis situations;

— : e identification of key people in Tamily's
T life;
e identification of other agencics involved

in the case;
- ‘ - . L
e measures of child's physical, cmotional,
psychological and social development?

(2) Have feasible treatment goals been established,
" j.c., realistic¢, measurables, non-ambigquous out-
come statements? When were they established?
(3) Has a trecatment plan that specifies the services
to be offered, as well as who will provide them,
been developed? ‘ , .

(L) 1s the case to be reviewed by a multidisciplinary
team?

(5) Have the waiting lists for services and, conse-
- quently, the waiting time for services, been
reduced?

(6) . Is the. time between tn. - i, contact with the
client and the initiatiu. of treatment services
minimized? '

Treatment Process: During the provision of treatment services to a
client, program perscnnel should be aware of the amount and types of
services the client is receiving, both from the program and from cther
community agencies. This information, couplzed with observations of

“client progress, will enable revision of treatment plans as nece%sary.'
and wnore ef fective—judaments regarding discontinuation of services. The
essential QUEStIOHS of cas® managemént duning the Lreatment process are
as follows: ¢ . , _ _ e : :

(1) Boes the program have standards for the minimum
frequency of contact wvth clients? :

(2) 1s the freque.cy of contact with the ciient and
other members of the family cheched?

O
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(3) Are the program's minimum contact standards met?

(4) 9oes the program persevere with sesistant cdses,
i.e., clients who initially or continually resist
contact with the program?:

(5) s the client's use of services menitored?

¢ . ’ “

(6) Does the program have criteria for the format and
timing of case review?

(7) Are the criteria for case .reviews met?

(8) Does the program have criteria for the maximum
caseload size pet staff member?

(9) Are the caseload size criteria met?
. . |

- (10) When clients are referred to other agencies for .
services, are the referrals'follOWQd up to ensure
that contact is made?

(11) 1s the client's frequency of contact and progress
with agencies to whom he/she has been ‘referred
monitored? - :

(12) Are other agenqieé wcrking'with,thé'case, parti-f
cularly the referral agency, kept up to date by . -
the nrogram on the client's progress? : : f. e et

[

Termination/Stabilizatfon: Although all programs do not]forméllyh
terminate cases, each program will, at some point, begin to reduce ser- -
vices to the client and sﬁébilize or close the case.. This part of the"

" treatment process may be anxiety-producing for many clients. Clients

must be prepared for terﬁination“or stabilization and programs must .
make sure that this occdrs when the client is ready. A poorly handled

‘terminatiocn can undo mahy of the good effects of a program.. The essen-
_tiai questions nf case/management for termination/stabilization include:

(1) Does the program have criteria for determinin

. , 9 g
tha timing and procedures for termination or
stabilizing cases? - :

!

h

v

% Workers will find that many abusive or neglectful families are resist-
ant to services. This is seen by many as a '‘cry for help.'": Attempts |
te make contact with resistant clients may be viewed as an important
part of the treatment process. ' B . -

T



(2) Are the program's termination/stabilization
criteria met? » .

(3) 1s the client prepared for termination/stabili-
zation:well in advance of its occurrence?
(4) Is the time between the maxinum progress and

termination/stabilization minimized?

Follow-Up: Although most programs have not undertaker systematic
follow-up of terminated or stabilized cases, this step is rega~ded as an
integral extension of the treatment process. During follow-up a program
can help clients resume a st »le live without services. Follow=-up can
be beneficial to the client wnile helping the program to better under-
stand what impacts it has made. The essential questlons of case manage-
ment for follow-up include:

(1) Does the program have policies regavding
follow-up of terminated/stabilizen cases?

(2) Are the program's follow-up requirements
met?.

(3) Are follow-up contacts monitored? |

I

(4) 1s the client's progress monitored during
fol low-up? '

»

Contlnuutiiand Coordination: Cases should be managed in a coordi=—----

nated and continuous way. Programs should strive to reduce duplication’
of services provided to clients and turnover in staff handling for a
given case. Essential questions of case management related to continuity
‘and coordination include:
\
(1) 1s the amount of turnover of the case manager
" for individual cases minimized?

(2) ls..turnover in administrative, casework and -
other treatment staff minimized?

(3) Are methods for both formal and informal in-
ternal communication among- staff on cases » L
established? C

(4) Are the links between the following made ex-
plicit: intake information and goals of
treatment ; goals of treatment and treatment
pla: ; progress and changes in treatment plan;
progress and termination?

O
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(5) Are procedures established to ensure that
~ clients db not unnecessarily receive duplica-
"tive services, particularly during intake?

The client should be encouraged to partici-
Participation can take many
diagnosis and ongoing review
clients may
clients

Client Participation:
pate actively in his or her own treatment.
forms: clients can be included in initial
sessions; clients may define their own goals of treatment;
keep their own records to complement those kept by the staff;

might even be asked to form an evaluation board to provide feedback to.
and changes in service procedures.

the program on policies, staff hirings

‘client participation should be seen as an

‘adjunct to treatment, not separate from it. Client participation can
reduce the resistance of clients toward t-eatment, reduce the client's
own alienation, e¢nable the program to be more responsive to the clients'
needs, and divert some of the workers' confused. feelings of being an
advocate for both the parent and the chiid. However, depending on the
form chosen, direct participation can also be a tremendous threat to

It can take a great deal of time and requires a great dea} of
sensitivity. n addition, the program will not always be able to act on
client suggestions, and this can result in unresolved conflict. The
essential quest|0ns of case management wuth regard to client participa-

Regardless of the form,

workers.

tion |nclude

(1) Has the program specified procedures for
_ client participation? Will clients be in-
- , volved before, during, or after decision-
making abouti their case? Are clients to be
‘ﬁnvo¥ved-durhng‘inigjgl’diagnosis and on-

.going reviews? - . )

(2) Has the program specified which clients are
to partic?page7 Are members oF the client's

family to be uncluded7

(3) Is the program s client partucupatuon polucy
carried out jas specified? )

e Program Ethics: Ther are certain universal, abiding principles of

service, ethics and profesgionalism which apply to work in child abuse
KHigh, standards of practice, which |nclude honesty, confi-

dentiality, informed conselt “and respect for one's colleagues should be
© kept in mind when managing cases The essential ?uest|0ns of case
' management with regard to Lrogram ethics include: ..

and neglect.

1

.

(1) Does| the program have provisions for confi-
g

'

dentﬁaTity;of records? . ‘ .

. . . -
. . . S
Ed .
/

o\

l
|
!
|
|
|
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(2) 1s informed consent obtained from all clients-
/  for treatment of children, for disclosing

/ . . . .S
’ irformation about the client, for obtaining
information about .the client from other agen-
. cies? '
(3) s zareful consideration given to informing

the client of decisions made about him or her?

Program Priorities: Sensitivity to how cases are being managed is
important for effective deiivery of services. Among the more important
concerns for programs are the following:

(1) Does the program have an internal method for
evaluating the quality of case management
procedures? Are all workers included in
carrying out th:s internal quality check?

(2) If cértain case management criteria of the
_program are not being met, what is done about
it? ’
(3) s staff time monitored to determine whether

or not a disproportionate amount of time is
being spent on case management or gencral pro-
gram management rather than on direct t-cat-~

- ment? r

Information to be Maintainec on Clients ' _ '

Some form of case record should be maintained on every client
served.* Several programs in the child abuse and neglect field current-
ly maintain records on families rather than .individuals. There are

.advantages to this approach if the program is-truiy serving the family
as a unit and looking for changes in the fami Wy instead of changes in
the individual members of the family. However, family records do not
allow for careful .monitoring of individual progress.

i .

|

tn mai{taining records on clients, programs must pay very careful
attentlion to issues of privacy and confidentidlity. While courts may
have tlhe right to subpoena client redords, appropriate safeguards must
be maintained to ensure that information about clients is only avail-
able to those authorized to have access to it. ' '

O
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We believe that it is best for most progj.ams to maintain records on

. each member of the family who is directly being served by the prbgram,
£ven though some information may be duplicated from one record to another.

These records should, of course, be organized in such a way that the
total family picture is not lost.

The information maintained on clients will vary from one program to

.another, depending ori a program's own chjectives as well as its responsi-

bilities to other agencies. Still, there are certain types of |nrorma-

-tion, discussed later in this section, that are minimum essentials.

Maintenance of this minimum infoPmation will a t the primary worker
in understanding the client's needs and how ttr needs are being met.

It is not sufficient for the worker to carry th.s information in his or

her head. Written information will also .ensure that {1) all other work-
ers on a given cas2 w:ll know what is happening on that case; (2) if
there is worker turnover, new workers will have access to critical infor-
mation needed for continuity of services; and (3) the program has proper
documentation for legal and other proceedings, and for evaluation of the
effectiveness of its services. . .

'k{Historically, at least in the %ocial work field, informztion on
ciients has been maintaired in the form of narratives, written dialogues
of what occurs on every contact with a client. Narratives are very tine
consuming, and often difficult to use for reference, but not without =~
value. When designing their case record formats, programs should attempt
to incorporate some narrative reports to cover the minimum information
requirements outlined below. At the same time, programs should be iden-
tifying ways of recording other. information in summary formats or at
least more graphically, to fac¢iTitate reference and review.

Minimum information to be maintained on adult clients: The case
record should include certain background or demographic information on

- the case as well as a case history.® This ‘information will be.useful in

desigring the initial! service plan and for reference at later points in
the treatment process, particularls if it clearly identifies the client’s
primary problems which should be ¢ focus of service. Form VIil-A is a
sample of “the type of intake form that might be used to record this
information. This form should be tailored to suit a program's special
needs, keeping in mind other%forms a program 'may be required to complete.

The case record should also |ncludp a specufucat10n of the goals of
treatment and the treatment plan developed in conjunction with these
goals. . Such ‘goals and treatment plans sanould be reviewed periodically -
and changes in them or progress made toward them recorded. Form VIIl-B
is 4 sample of the format in which goals and treatment plans cc be

~recorded. This form could be completed at intake and at regular inter-

vals thereafter. The specific categories used in a form such as this
can vary, depending on the types of clients seen by the progr&in and the
range of problems they have. (Jhis particular list reflects the
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characteristics that, according to the child abuse and neglect litecature,
are thought to be related tc the potential for abuse or neglect;) A

" section for recording information on recurrence of abuse or continuing

neglectful behaviors ;ould also be included in this form.

The case record should also include information on the services the
client is receiving, both from the program and from other agencies in
the community. Recording such information widl force the treatment woTk-
er to be aware of what is happening to the client. Form VII1-C is a
sample service summary, both by type and by frequency. ~Programs may wish
to use brief narratives to accompany this summary information.

Finally, information relating to termination and any follow-up con-
tacts with the client after termination should be recorded in the case
record. Included with this information should be a report on what was
accomplished during treatment, the reasons for te.mination, and specific
plans for either follow-up by the program or referral to other agencies.
In addition, each follow-up contact with the cliert after termination

.should be noted in the record, with comments on the client's progress.

Minimum information to.-be maintained on children: Certain back-
yround and case history information should be included in the child's
record. Form-VI1-D is an example of what might be included on an intake
form. Depending on the focus of the program, the detail of the case
history can be expanded or reduced. '

The case record should also include information regarding the pri-
mary problems that are to be the focus of treatment, the goals of treat-

‘ment, and the treatment plar. Problems can be recorded within general

areas of child development such as physical characteristics and growth
patterns, socialization skills and behavior, cognitive and language

deve lopment, motor skill development, and interaction patterns. As tests
are administered, results shouid be recorded. Form VI1-E is an example
of the format in which this information could be maintained. It may ‘be

desirable to add information on recurrence of abuse and neglect.

The case record should incltude information on the type and frequency

.of the services the child is receiving. A summary format, such as that
- depicted by form VII-F, is suggested, but narrative accompanying these

data could be helpful.

Finally, the case record should include "information relating to
termination and any follow-up contacts with the child. - The record should
show what was accomplished during treatment, the reasons for termination,
and specific plans for either follow-up by the program or referral to
other agencies. Also, each follow-up contact with the child aftaer ter-
mination should be noted in the record, with comments on the qhild“s
progress. ' '

L)
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Sbmq_gf@ygﬂla and cautions: Besides the inforriation specified above,
there are many cvents, cbservations and comments that programs will find
essential for inclusion in a casc rccord. We have attempted to specify

the finimum neods, which would take a minimum of the workers' time to
record, and which arc easy for a program to analyze; beyond this minimum,
program goals and requirerents should dictate what is necessary and use-
ful. The case record nould be viewed primarily as a tool for workers to
meetr the clients' nceds., Many programs will Lo completing forms on clients
to meet local, state and federal requirements. '

The infarmation contained in the feorms sugested in this booklet
summar ize the situstion of the chiid and the parénts, as well as the
program's activitics to help then. Such a summary can provide a quick
cverview of cach case, without forcing someone to read through a buiky
cdsevhiSLmry to Tind salient or important information every time it is
necded. The information in these forms can also be used to evaiuate the
effecriveness of the program, the prougress of a treatment plan, and the.
performance of individusl workers. f these forms are used, an offort
should he made to avoid dusticating other existing forms. If owner forms
must be filled out tor reichursement purposes, a central register, or
various otlicr social .ervice information systems, an attempt should be
made to devisy one unifor= forn to comply with ali these requirements;
usually the information is similiar, if not identical, and only the
format is different, '

These sugaestod Torms are detailed and extensive; they, require ‘time
and thoudht tHh complete accurately.  These forms were developed as part
of a detailed cevalustion of 11 HEW funded demonstration treatment centers.
As such, they may provide sore information Lhan the average. service
program may be reasonatly able to collect.



FORM VI1-A:  ADuL: CL1ENT INTAKE FORM

), Client's Name: 8. pPerson{s) identified as responsible for abuse/
- e i P —
- neqlect lcheck all that apply)
Address:.
Mother/mother substitute
Home phone:
. Fath v/father substitute
N
Qi fice phone: B B
Other {speeity)
: 2. Mate’'s nas Unknon
3. Date Report Rewodded: / / G, Proevieus record/evidence b abuse/reglect by
: ) day yr perpetratnris)  fehech all that apply)
Reecordsevidence ol abuse
L. Source of Aetereals
. Record/evidence of negiect
Nate :
Mo record/esidence of abuse and neglect
Agen. gt
. dencribe U crovioun incident (s) e
Phone nart.or:
6. Rea.ons. tor eeter ol chriet [T TR PR
tncidents groaptin s e Tepnet b
) 16, Leval action. taren ta date loheck all that
‘I;J.YI
Caae roportes v teas by wandated aaency (s)
4 Case Lt s
Court Nedis pneg Tl
Ao entabtbiohe Seale o e tan!ianed
Court auper s ion, chibd at home
croon; Lndicatiae Stromg o ardi ation . .
gl i nete Chitd T roe vl T koo temporarcily (1 day
[T EOTEEE ]
wo vk o rndioaty an R T T e
1At [ASERAICIY AR i plased i donter e ather donges term
"|7i
cale ot (
cat gl abuae et b g et Tl oe d tross More peceanently
Vi ogeal 0 i st abusat/neglecior
To Sweerity o Lase: - -
Cther U R
For Abase Foor teaiet
N
e - .
Do th daee v b et b et nte ot I, e aaen G it ealea i wane
L Gewvered s iniured sege iy e ! Yo
. . S tie oy
Moderratel ;oanarod Moy deratoed g el te S e e e e e it Rt
Deaine ot
Mid-fby et R BT EEYR PR R .
. L e
Lot ional o aba e Footinngl oot
- ’ e [ .
Oeaual s Fadlare 1o e oo
. e, i '
Footenit bl b g Poartenty o ! ! " - e —— - _
Co )
i
prr
. e T - N oo -toTTrT
Thana e byt
Foogd ven
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FORM VI1-A (continaed)

HOUSEHOLD CHARACTERISTICS : ' o
. \. N
12. Date of birth and sex of children in family 17. Ethnicity. race nt ,..rent{:)/parent substitute(s)
Child inw lved in abuse/neglect Mother/ Father/
Custody substitute .ubstitute
Name Date of Birth Sex Status R
— Caucasian
! / o o ___ Black .
/ / Spanish surna.e
. —- _ _
/S American Indian

Other children in familv —_ ~ . Other {specify)

e 18. Estimated yearly famiiy gross income ‘

_ From employment $

. —

e From public assistance

. From other sources
15. Adult houschald member:s)  (enter the number of

individuals in each category in tho appropriate

wpace) 19. Fmployment ¢f adult household members
. -
Natural mother Grandparent . =mployment
— — tiame Occupation Status
___ Mnther substitute Other relative
Natural father ____ Other (%)
Father suhstitute .

4. Approsimate ages of parent{s)/parent substitute(s)
) leENT'S NEEDS
____Mother/mother substitute .
20. Primary problems of client which help explain
the actuzl or potential abuse/neglect situation
{check ail that apply)

Father/fathcer substitute
T .

5. Marital status of parent{s)/parent s abstitute(s)

Marital problems Pregnancy
Legal marriage Marriage partner . ¢ -elated Heavy continuous
. temporarily absent Pt i "chi r
Consencual union ¢ ¢ Y ditficulties child qéb?l'
—_ . responsibility
. Marriage partner Alcoholism P
Hever married - —— .
- permanently absent Drugs Physical of
. u —_—
Divorced/separated —— s
Rt ’ /5ep N Unknown spous

widw/ vl dowe '_'>Hcaltﬁ problem Recent relocation
- (physical) —-

Mental health Overcrpwdcd housing

16. Lew. | of wducation corpletid T sroblem History of abuse as
. ; . ' ki
Motaer/ Father/ New baby in home child
sut titute Lubstitute . . Normal method of
Argument/physical — discipline
o N Ho nigh school degree fight P
High schonl degree Financial < ___Social isolation

. difficulti
Some collage/vacational Pihiculties

training Mental retardation
of parent

Other {specify)

Colleqge graduate

Post nraduate

2}. Elaborate on client's particular problems:

64
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FORQ\VII-B:
N

ADULT CLIENT'S GOALS OF TREATMENT AND TREATMEN* PLAN

PROBLEM AREA

GOAL(S)

SERVICES PLANNED

SERVICE PROVIDER(S)

General Health:

Personal Habits

(drugs, alcoholism):

Stress From Living
Situation:

Housekeeping:

Child Care:

Cnild
as Person:

Sease of

Behavior Toward
Child:

Qut Problens:

Avareness ot Coiid
Deve lnprent ;
lsnlation:
.
abitity to Taie

to Lrisis
Situationsg:

React fonsy

- Wa,; Anger i
Exproesaed:

Sense r,vf
Inde s codence :

Understanding
nt Selt:

By teen:

Selt

Cther:

FOTSD SR




FORM V|I;C: SERVICES PROVIDED TO ADULT CLIENT

Client's Name

NOTE: Be sure to record amount of service provided, using units specified
under specific service {e.q., no. hours, no. sessions, etc.).
"project' = services provided to client by the project and "Other" =
services received by the ~lient from another aqency.

Other
Project
Project

{Project
Other

Other
Project
Other
Project
Other
Project
Othenr

SERVICE CATEGORIES ) Month =+

Psychological or other testing (no. times)

Case .Review by Diagnostic Team (no. times)

Social Work Counseling (no. contacts)

Parent Aide/Lay Therapist {sunseling (no. contacts)
y I !

Individual Theraﬁy (ne. hours provided)

Group Therapy (nos sessions attended)

Parents Anonymous (no. sessions attended)

Couples Counsel ing (no. hours provided)

Fami ly Counseling (no. hours provided)

Alcohol Counseling (no. times)

Drug Counseling (no. times)

Weight Counseling (no. times)

Famity Planning Counseling (no. hours provided)

2L Heour Hotline (no. of calls)

Crisis Intervention (no. contacts)

——

Child Management Classes (no. sessions attended)

Job Training (no. sessioﬁs attended)

Homemaking (no. times) , "k

Medical Care (no. visits) ’

Residential Care for Child (no. nights)

Day Care (no. visits)

Crisis Nursery (no. visits)

welfare Assistance (Yes or No)
ad

Alxiliary Services: babysitting (no. times)

- Auxiliary Services: transportation {no. rides)

Emergency Funds (no. dollars)

Other (specify)

70
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FORM V11-D; CHILD INTAKE FORM

Name
Address
Phone
Parents -
Mother
Father
Date Report Received / /o
day vy
Date of Birth /
mo day yr

With whom is child living?

who has legal custody of child? ___

School

CASE HISTORY

& Distriet

Description of injury/neglegt:

Explanation of how

“For Abuse

Death due

Seveicly |
Moderately
Mildly inj

Emotional

Sexual abu

Potential

Severity of Case:

to abuse

njured
injured

ured

EYTVENE

S¢

abuse

it oceurred:

For

Neglect
Death due io neqglect
Severely neglected

Moderately neglécted

Mildly neglected

Emntional neglect
Failure to thrive

Potential neqlect

Legal actions taken to date: (check all that apply)
Case reported to legally mandated agency(s)
Court hearing held V

Court supervision, child at home

Child removed from home temporarily (1 day to
2 weeks) i

Child placed in foster or other longer term care
Child removed from home permanently
Criminal action against abuser/neglector

dther (specify)

Sex:

Male Female 4

Ethnicity/Race:
White Black Spanish speakiﬁg
Other (specify)

Special Characteristics of Child:
Premature
Mentally Eetarded
Product of multiple birth

__ Emotionally disturbed
Adopted/foster child
Unwanted pregnancy

Unliked child *

Previous record/evidence of abuse/neglect (check
all that apply)

Record/evidence of abuse
Record/evidence of neglect

No record/evidence of abuse and neglect

Explain:

s



FORM VII-E: CHILD'S GOALS OF TREATMENT AND TREATMENT PLAN

AREA

PROBLEMS NOTED

GOALS

SERVICES PLANNED

SERVICE PROVIDER(S)

Physical
Characteristics
and Growth
Patterns

Exam results:

Socialization
Skills and
Behavior

Test results:

Cognitive/
Language
De t

Test results:

tor Skill

Test results:

interaction

Patterns with
Parents/Other
Family Members
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FORM VI 1-F: SERVICES PROVIDED TO CHILD B8Y. PROGRAM OR OTHER AGENCY
|

" Child's Mame _. o ' . \

1

NOTE: Be sure to record amount of service provided using units specified under
specific service (e.g., no. hours, no. sessions, etc.) :

r;ERV|CE CATEGORIES Month -

—-

Day Care (no. hours

Therapeutic Day Care (no. hours) T : v

Play Therapy (no. sessions)

Indiviinal Therapy (no. sessions)

Me 'ical Care (no. times)

Psychological Testing (no. tescs)

‘Soeech nr other Specialized
Therapy (no. sessions) SPECIFY
TYPE

Fos - Care {no. days)

Residential Care (nc. days)

Crisis ~.rsery (no. days)

Other (sperify)

Other (specify)

Other (specify)

R | 1o

7
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CHAPTER Viil: MONITORING PROGRAM RESOURCES

Kl
Program managers should know how the_program’§ funds are being
spant, how staff members are spending their timc, the cost of different
program activities, and the unit costs of different activities. 'In
addition, the program manager should be aware of how the allocation of
.esources changes over time and whether or not there are iess expensive

-ways of carrying out the program's activities. With this information,

program managers can increase the efficiency of the program, improve
use of staff, ensure that r-ogram resources are used in priority areas,
and plan more effectively «.d efficiently for future activities and
funding needs. The purpnsz of this chapter is to explain an.accounting
method that will help oroaram managers obtain this information on re-

- source expenditures.

In traditional cost accouniing, mrogram dollars are accounted for .
by Fine items such as rent . telephone and salaries. »Althou@h this
method of cost accounting provides information on how money!.is spent in
terms of the overal!l program, and is cften necessary for adHinistfative-
purpcses such as accountability to funding agencies, it does not: provide

“information on discrete program activities. It also does not tell a

manager how staff members a.e spending their time nor does it take
account of the nrogram's conated resources. In resource accounting by
program activity, all of a program's resources, whether paid for or

_donated, are accounted for in terme of allocations to specific, discrgte.

program activities. Thic approach foir .s a nrogram to account for all
of its resources. in a functional way. .

Very simply; resource accounting b+ program activities. consists of
the following steps: (1) identifying all of the disctete activities of
the program; (2) identifying all of the program's resources; (3) deter-
mining the time period to be coveraed; (4) determihing fiow, within the
given time period, all non-perscnnel’ resources are allocated to program
activities;'(5)'dctcrmining how all personnel time and, thereby, person-
nel costs, for the sane time period, are -allocated to program activities;
(5) calculating expenditures for the given time period by program activ-
ities; (7) deternining how many units of different scrvices were provided
and, thereby, the unit costs of differént services.. The steps are elab-
orated belaw. Thuy do not require much time, nor any special set of
skills. ' : ‘

i
[
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. dtep 1! laentiTying Uiscrete AcCLiviCies OT tne rrogram

The first step is to identify all of the discrete activities of the
program. ‘Thése activities should reflect-specific services of the pro-
gram (such as group therapy or community educatdon) or activities that
are necessary supports for the services (such as general management or
staff development and training) rather than the tasks that are necessary
to produce these services (such as writing or talking on the telephone).
The activities should be discrete; that is, they do not ovwerlap and are
clearly distinguishable from each other. The listing should include
every activity that the program undertakes. ‘

Every program has a slightly different set of activities. Table
VII1-A suggests a range of activities found in child abuse and neglect
service programs. '

Step 2z: ldentifying Program Resources
w : Al
The second step is to identify all of the programﬁg resourc2s,
whether paid for or donated. Some of these resources may be dollars
from federal, state or local sources; other resources are personnel,
‘paid or volunteer, regular or part-time, consultant or advisory.

. _Finally, in addition to volunteered time, program resources may include
donated items such as reduced rent or office equipment. !t is important
to distinguish donated from paid-for resources, and where possible, tg
estimate the value of donated resources. '

Step 3: Determining the Time Period to be Covered

The third'step is to determine what time period the resource, account-
ing is to cover. Although any time period can be chosen for resource Lo
accounting, it is generally best to use one-month periods, since this
will probably correspond to the program's current accouniing procedures.
In addition, one-month periods are iong enough to allow for monitoring
of the full array of program activities. Ideally, one would undertake
the resource acccu.“ing every month as a routine part of program manage--
ment; however, it is generaliy sufficient to conduct the resource

‘accounting once per quarter. - .

v

Step 4: Determining Allocations of Personnel Resources

The fourth step is to find out how personnel resources are allocated

to the varjious program activities during the time period. This is done

y determining how each staff member spent his or her time during the
time period, in relation to program activfties. Thus, the salary or
imputed salary can be distributed accordingly. It is important to do
this for every person who reqularly contributes to the program, whether
paid or not. For those not paid by the proaram, estimates of what they
would have been paid (what their time was worth) should be made.

TV
76
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TABLE VIIi-A: CH|7b‘ABUSE AND NEéLEC1 SERVICE PROGRAM ACTIVITIES

Project Operations: -\ General management
/ Stafif development and traifhing
Proagram planning
i .

General Case f Case management and ongoing case review
Activities: ; ‘ Intake and initial diagnosis A

| Outreach h

! Court case activities
Multidisciplinary team

Treatment Services { Psychological and other testing
to Parents: ! . Individual counseling
Parent aide/lay therapist counseding
/ Individual therapy -
/ : Group therapy"
i Parent's Anonymous
: i ' Couples counseling
Y ‘ ‘ Child management classes
/ 24-hour hotiine counseling
j - Crisis intervention
Alcohol counseling
Drug counscling

Treatment Serincs/ Therapeutic day care
to Children: ‘ ' Day care
/ ‘ Residential care
Crisis. nursery
il Play therapy
§pc&]alifcd therapy
o Poychological ahd other testing

Treatment Serviges Residential: care
to Families: | . Family therapy

Supportive Services ‘ Advocacy with legal problems

to Families: [ . Advocacy with income/employment problems
| Advocacy wi housing problems

i Medical care

i Homemaking

V’ Family planning counseling

i Babysitting

‘ Transportation

Emergency funds

CoHmmunity i ’ Prevention
Activities: ; Community education
B Professional education
- : . Techniral assistance and consultation
' ' Leqgislation and policy
Coordination

v

7
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" The easiest way to determine personnel resource allocations is to

;

i

have each person working on the program keep track of his or her time on

a daily basis. Form VI1I-B is an examplé of how time can be recorded.
At the end of the given time period, tally how many hours a given indi-
vidual worked on the differentprogram activities. Then allocate the
person's hourly salary and fringe benefits or imputed salary among the
program activities, as indicated by the proportions of time. 1f over-

rime is paid, the extra payments should be allocated to the proper act|v-~-”

IL/ Tally the allocatxons for all personnel for each actnvuty to
stabluxh the tcial Dcrsonnel expenditures’by activity. :

|

The information colllected on how staff membe rs spend their time is
heneficial to program managers and staff members, even_ if doliar values

are not ascribed to it. Onp can sum the number of hours 211 staff mem-|

bers spent on each of the different proqram activities to determine how,

the staff as a group allocate their time. Or, one can group staff mem-

\bers according- to their different roles (for example, regular staff,

\volunteer - consultants) and determine how these different groups contr|b-

ute to the program.
\

Sfbp g Determining Allocations of Non-Personnel Resources

“\The fifth step is to determine how all non-personnel resources
should. be allocated to program activities for the time period selected.
fdentify all non-personnel expenditures for- the time period (such as
rent, telephone, printing) and record how much was spent on each (or if
the item was donated, how much it was worth) on a form such as VII!-C.
Estimate how each expenditure shoulQ}be allocated- across program activs
ities '
E<amples: 1f $200 was spent during the month on
printing and 50 of the printing was for community
education activities, 307 was for research instru-
ments and .the remainder was for client forms,
allocate $100 to Community Education, $60 to
Research and $40 to Case Management. :

If $800 was spermt on rent during the month and the
of fice space is equaliy occupied by the day care
program, the casec workers, and administrativg'’
staff and the research-staff, allocate $200 to day
care, $200 to Case Management, $200 to General
Administration, anrd $200&to Research.

Thesc non-personnel cxpenditures will probably account for a small

portion of (he total budget. Therefore, while accuracy is important .
precision in allocating fnese costs among program activities is not

cosential. Instead, allocations should be mad: to the nearest 5-107.
Once ail of theze non-personnel expenditures have been allocated to
73
} o]
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_Step.7: Determining Unit Costs of-Services

various program activities, expenditures by activity can be summed to
de{ermtnu the total non-personnel expenditure_ for the given activity.

{-Step 6: Calculating Expenditures by Activities

The sixth step is to combine all non-personnel and personnel re-

~source allocations 'in order to determine what the total expenditures for

different program aCthIt!LS were during the time period. This ‘s done
simply by summing the calculated expendntures “from the iwo cat ries
for each activity. This wal] result in impartant management ini rmation
on‘how all program resourccs were utilized during the time period .and
what the costs of the different program activities are. A program man-
ager_may.: wish to convert these data into percents rather than raw dollar
‘f|gpre5, ‘Lthen, as data are collected over several months, comparisons
wilh‘ge easier. : ! '

'

A

- ln additicn to understandlng what it is.costing a program to offer

‘various services, a.program manager will want to know what the unit
costs of different services are. For example, how much does it cost to
p:-ovide onc day of day care to one child? Or, what does . one case revicew
by the multidisciplinary team cost? J

There arc several program activities for which it will be inappro-
priate too determine unit cost. General management and research are two
obvious cxarples. However, it is possible and desirable to determine
unit costs for all direct services to clients. By studying changes in

unit costd ovei time, the program manager can determihe the efficiencies

within the program. For example, assuming that the qualiity of the ser-
vice remains unchanged, if the unit cost of a service declines over tine
as the num@cr of ¢lienis using the service increases, a program is sald
to have "e¢dqonomies of <cale.' In other words, the program can increase
its scrviCQ‘provision';o clients without significantly increasing jts”
costs or reducine the quality of the services.

In order to calcul oo the unit costs of services, the final step
in the rcsouYCC allocatsen, i ‘is.necessary to determine how many units
of a given scryvice were ot d dur.n, the time period and divide that

number.into the total cos's for “that service during the month. Form

VIT1-D suqggests a formal tor doing this and possible unit measures.

information on units of service provided snay be maintained on individual
cases using a fors such as Form VIi-C presented in Chapter Vil.

By conpleting the resource accounting procedure dcccribed.above on
a reqular bas|., the vrogram merager can learn a grcat'deal about the
program, - The time allocation of staff mgmbcrs provides clues about where
they feel program priorities lie and may suggest ways in which staff time
should be changed. The overall cost allocations will alert ‘pPrOGgram man-

agers to the true costs of pur>U|nq different activities, information
79
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Some Comments and Cautions”

useful in future planning and buddeting, and im making short-term refine-
ments in program operations. The unit costs will also help the program
manager to better understand the service capacity of the program.

PR

Accounting for proaram resource expenditures is a relatively sinple
process that can have invaluable benefits for the program manager if
done well. The cost data can tell the managé? how staff members are
spending their time, where project resources are going and most impor-
tantly, how project expenditures change over time. The manager need not
be worried about precision in carrying out the analysis, but should
strive for accuracy. The accounting will be most effective if don~ for

one-month periods, and if done periodically during the course of the
year. ) ) :

<
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FORM vilI-A: TIME ALLOCATION

lnstruc;nons

For the selected components on which you speﬁd time, please enter the number of hours spent each day.’
The hours need not sum ta any particular total and should not include any part of lunch, time off, etc.
3. This form should be filled by or for all persons who work in any regular capacity directly for the

program,

; -

~
)
=

Dary of Month -] | 5 6 7 8 9 IOI Al 12 13 14 15 116
—annunity'and . .
Professional Education

o/ ./
Coordjnatipon

Technical/Assistance
and Consdltation ! . .
/Pfogram/Planning

//// and Devé lopmert

Gcnur7‘ Management

Projg%t Research

_EYSEF-Dcvelopment
and Training
Intake and
| Initial Diagnosis
Case Management
and Reqular Review
Court Case .
1 {Activities T
Psychological and
/ Other Testing
Multidisciplinary
/‘ Team Case Revi-.
/ Inaividual
Ccunseling

Couples Courseling l

Direct Services to Clients

24 Hour hotline ¥ |
Caunseiing )

v

Group Therapy

Parent Education P
Llasses ’
Crisis

Intervention

Day Care

Crisis Nursery

Homemaking

Mertical fars

Bobysitting/ ’ )
Chid Care R
‘ Transportation/ .

L__LyaiUng

Q ' - =
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CHAPTER 1X: ACfIViTIES IN THE COMMUNITY

-

An effective service program should be continually active in the
community. Reaching those people who can benefit from the program's
services requlres_community education to promote awareness of .the prob-
lems of abuse and neglect and the services available to deal with the
problem. .- To establish good relationships with other agencies dealing
with abuse and neglect, coordination is ixperative, for no agency serves
ita cliengd in isolation. Developing an effective community education

and coordination program can be a difficult task. Priorities must be

set, since no program, by.itself, can expect to fill an entire communi -
ty's cducational needs in the area of abuse and neglect. Coordination
with existing agencies.must be done in the context of these agencies'
already established roles and perspectives.

Th. purpose of tnis chapter is to clarify the need for relation~
ships with other community agencies and the community at large, and *to

~ident:fy appropriate coordination and educational activities in the

community. There are no established quidelines for delineating the '‘one
right way'' to carry 6ut community education or coordination. Each pro-

"gram's staff will develop its own priorities and approach, based on tae

program's goals and the community in which it operates.

Community and Professional Education

There are several reasons for devoting Some program resources to
community and professional €ducation. Presentations on the dynamics- of
abuse and neglect and its treatment can change community attitudes
toward these.problems and encourage those who recognize an abuse or

neglect situation, in themselves or.others, to seek assistance where it

is available. Where needed services are not available in the community,
educational efforts ‘can create awareness of such gaps. Presentations
for professional groups, including physicians, nurses, teachers., police,

court pgrsonnel, social workers and others likely to deal with abuse and
neglect situations, will increase the knowledge and skills of those cur-
rently working with abusive and neglectful “amilies. They will also be

instrumental in rcaching those professiona.» who have little knowleuge
of abuse and neglect, who may have been rei:ctant to get involved, or
~#ho have been working in isolation from th: mainstream of service
provision. :

\) ‘ ’ . ° o, ,
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Because one program cannot meet every community education need, it
is important to identify the purpose of these educational activities and
the groups in the community who are to be reached. In some community
education endeavors, the emphasis will be specifically on an explanation
of the program, perhaps even on recruiting volunteers for it. Cthers
will have as their purpose a broader discussion of abuse and neglect,

L. its causes, approaches to treatment, and legal responsibilities for

" people identifying suspected cases. A community education program for

which the purposes and target groups have been planned in advance is far
more likely to serve the program's and community's needs than an unsys-
tematic program based on simply responding to requests as they are
received. This is especially true in designing an effective professional
education program, since the most important groups to- reach may be those
who have not yet had any exposure to identification and treatment of
abuse and neglect, or groups that are not aware of the range of agencies
and services available to address the problem. Most important, carcful
planning for the educational component of a program will reduce suscer-
tibility to the common problem of expending great effort on public
relations and education activities before developing the program's
readiness for the subsequent increase in client referrals’,

In staffing educational presentations, many programs have found it

valuable to give all staff members some responsibility, since the range
of staff perspective and expertise (social workers, physicians, psycho-
logists, nurses, homemakers, lay therapists) can be used. In addition,

participation by all staff members in community and professional educa-
tion enhances their sense of responsibility and commitment, and helps
them to d2velop professionally.” -it also helps reduce ''burnout'' by
diversifying activities for staff. o

A valuable adjunct to educational presentations is a method for
evaluating the presentations. The purpose of such an evaluation is to
determine whether the goals of the presentation have been achieved and
if the audience found the subject matter useful -- for example, whether
the audience's knowledge about child abuse and n=glect has increased,
or rore positive attitudes had been promoted. A simple guestionnaire
can be tailored to the audiénce and material presented to provide this’
cvaluative feedback at the end of. the presentation.

Coordination

Coordination with key agencies, including protective services,
courts, schools, hospitals, and law enforcement, is essential ir an
“effort to develop a more effective network for identifying and serving
families where abuse and neglect ‘occur. In a given community, othev
agencies involved in identifying and treating these cases may als¢ be
impottant: such as mental health centers, visiting nurses and public
health agencies, and private family service agencies.. '

\)‘ . - N ’ . ) N
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The purposc of coord|nat|on is to develop a service network in
which the various thHC|g9 rQl and relationships are clear, and to
provide the best system for olpnnq families by avoiding overlapping
functions and ensuring that all important services are available in the
commUﬂlty' Coordinaticn at the agency level is necessary to-establish
“each aaency 's responsibility for the different functions in sevvice
delivery == identitication, investigation, treatment planning, treatment,
and follcw-up. In addition, coordination at the individual case level is
imnor tant when wore than one agency is working with a client. It is essen-
tial in-this situation to coordinate information on the client's needs,
progress, and the services beiny provided to avoid duplication and pro-
vide the best service -fur the client.

]

A well coordinated aystnm in a community can be difficult to achiecve,
since agencivs usually have established procedures and may have differing
perspectives or approaches to handling abuse and neglect. Another agency,
particularly a new program, can be viewed by existing aqunglL, either as
a needed complement to services they provide or as an "nterloper,"
duplicating or threatening the role of existing agencic .

Thercefore, in developing any new program it is important to begin
coordination efforts from the outset. This is one of the primary pur-
poses of the needs assessiment, discussed earlier in Chapter {1i. When
the needs assessment -is undertaken, thé input of existing ayeénc.es can
concurrently be incorporated into the development of the planned program
and workina relationships, which are mutually beneficial and based on the
perspectives 1 both agencies, can be initiated. :

Once such commiunication chaanels have been cstablished, agencies
. can jointly determine what coordination procedures are most ne.ded and
would be beneficial. -Areas for conslderat|on include referral proce-
dures among agencies; the types of cases to be accepted by each; the
roles the.agencies wnll play in investigating cases, providing varic s
types of treatment, and in day-to-day management of the case; and pre._e-
"~ dures for sharing information on the diagnosis and progress of cases with
which more than one agency is working. A written agreemen. w.ay have

value in establishing interagency procedures. A sample ¢. «uch an acree-
meht is provided here in Table IX-A. Actual agrecments Letween &joercies
will vary.depending on the kind and extent of responsibicit, to whic

all parties agrec.

.\
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TABLE 1X-A:

SAMPLE COOPERna: WL WORKING AGREEMENT --"DIVISION OF SOCIAL SERVICES

(a state augency) AND THE CHILD CINTER (a voluntary agency)
The Divinion of Sccial Services (0555 s mandated by law to
investigate reported cases of child abusce rand neglect; to
report such cases to tre Central Registry; and to offer pro-
tective sucial services to farilies referred for possible or
actual child abuse.

The Child Center provides wpecialized treazment services to
ahused or potentiaily abused chivdren and their families.

}. Suspected or nossible abuse cases referred to the Child
Center will in turn be reterre s to DES.

2. The U5S worker w1l handle refecral as any otner abuse
referral, 1.e., making a home visit, nproviding a
aritten report to the court dad Central Registry within
90 days. .

3. Foliveing the howe visit by the DSS worker, a mecting
will be set up botween US5 arnd the Chitd Center on
those cansces thar the Cnidd Center is considering for
inLake.

4 The Chiltd Center’ Larker and the DSS worker awill work
tocovther in forrutating an etfective treatment plan.

» )

L. The DS woreeyr il continee the investigation and
altesptl o ot wvate tne client 1o seek services offered
By the Cheir Convter.

6. The DSS sorker wio ) nrovide the Child Center with any
pertinent into - mati. .

7. The CHild Conter will prowide the DSS with a copy of

’ thetreatowent plan and reacltar feedback on progress,
Pocluding a written summary at least every other month.

4. The 0SS corber will monitor the family progress through
inforaation received fron the Child Center’while the
family 0« in treatment,

Y
o
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Effective interagency coordination is «ften :nhanced by agencies'
participation on ecach other's Advisory Boards, by staff sharing agree-
merits, or by interagency contracts or purchasoe-~'-service agreerents.
All of these increase the agencies' krnowledy: of each other's adutivities
and provide mutual support to fulfill agency and client. needs.

Coordination on individual cases with which two or more agencies
are invoived may be less formal, but is ivregral to effective case
management. Often, coordination on cesec is n:tablished through the
informal contacts that workers in agencics establish with each other.
Consequently, formal piocedures are not always necded, but a realistic

_appraisal should be made, and inforrn! con:act should not be relied on
.as a method far sharing infaormation on joint clients if it is not likely

to occur spontanecusly. In such cases, dr eloping pregared forms for
interacency progres.: reports and information sharing on cases can he
valuabie. Establishing a routine for irviting the primary worker on a

'‘case from other agenc'es to attend all Lase conferences is another way

of ensuring adequate coordination on joint cases. While these types of
proca-dures are fundameniel to an individual workers' effective case
managem.iit, they can be focilitered v yood working relationships at the
sgency level. Converselv, poor working relationships can hamper even
the best worker's achi:vemen®t of needed coordination on cases that in-
volve otter agencies.

Continuing Neads Assessment

Just as coordiracion should 2qin at the time of an initial necds
assessmar, continuire needs assessment is’a vital part of effective
coordin. ion, in orcer to keep abreast of problems in the community
service delivery system and v work effectively with other agencies to

aneviate these nroblems.

The difficuities encountered in obtaining needed information for
An initial needs as.essment will still be problems, and part of an
effective coordins ‘on and community education effort should be encour-
aging agencies in the community to maintain’the kinds of data needed to
continually evaluate t%e community's ability to serve cases of abuse
and neglect. Of particular importance is regular. feedback on the number
~f cases being identified each year by each principal agéncy, the sources
of cases ident: “ied, the proportion of cases that are investigated and

~substartiate, d the proportion of cases actually receiving_services.

The Ce i.al Registry may be the best unit for maintaining this informa-
tion, and coordination and educatron efforts can be aimed at ensuring
(1) iat aly percinent agencies and professionals use the Registry, (2)
that the ' :porting form contains all the important items of information
aad (3) that the recults are reported back to user agencies. Where
there i ro Central Registry, or it is not the best center for handling
this information, some other approach should be developed. Perhaps a
Chi4d Coordinating Committee, with representatives from all agencies
and a small staff to collect and organize the necessary data, could be

< .
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cstablished.  Alternatively. the health and welfare planning agency in
the-corrunity may be suited to this task.  Whatever the form, adequate . .V
data Yor dontioug o needs assessuent depenus on commitment from all '
agencies to tabulate i csseatial itens in o unifors manner.

Some Con

Wnen o nee Sroaran iw boios earablished, wany problems can occur,
sany fislohes e sade. One e the tendency tooconcentrate totally on
internal oroatae e lapnient, remaining rather isolated from what
cther auencies in the oimunity are doing. A sccond is the tendency to
Gnde P Lake vl er e cew G by e gt ioa el public relations activities
be-for folly aeveloping a werking Troataent progran that can provide”
weTVicos when required. bnocorcidering community cducation fand coordi-
nation componcints tor o now progaras . both of these extremes must obviously
be aveide . A progiar deselaned io iaolation from the existing conﬁmnity
service oyabten run, Lhe chsks ! fcnuring the most fmportant service
needs and of alienating anenc essential to the service delivery pro-

A progran heavily orpha dicien public relations and education to
(i excluaion of develooing aron caew services may find itself unable to

I3 fl 3

mect the cwocotations Chat fhe community will o have for dt.
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“flexible and crcative in their work. Finally. workers need to be

A FINAL WORD

The potential of death or scvere ampairment .5 a child in many
abusive or neglectful situations presents a unique set of problems for
people working in the lield.

New child abuse and neclect programs must maintain a sensitivilty
and commitment to the people being served. Abu:ive and neglectful. fami-
lies lack the internal and cvxternal support systams normally available
to other people. Their low sclf-esteem often mitigates aaainst efforts
to help them change their behavior and situations. Because of their
previous failures, these familic are ofien stigmatized by society,
thus eliminating external support, and further reinforcing their poor
sense of worth. Help. in providing these missing support mechanisms is
essential. . ’

One very important service that new programs can offer 'is the
develnpment of a personal relationship with these- families, to increase
their selt-esteem and help provide the motivation necessary to change
behavior. Although a variety of treatment modalities can be used effec-
tively, all should be based on respect and understanding of the indi-
vidual recciving,services and his or her unique problem. These people
may require 2L4- hour support, large measures of love ‘and concern, “and
continual human contact in order to break the cyc! le of rejection,
brutality and failure which has been their history. Services which
develop the strengths of these families, rather than magnifying their
weaknesses, are often the most effective.

Choosing staff to work with abusive and nqglectful families is a.
critical part of any program. There is gn obvious need for professional .
skiJls and training, particularly diagnostic’skills. There is, however,
an equal if no- greater need to seclect ‘people who can love, support, S
parent, and empathize with abusive and neglectful families. A worker /Jn
this field must be able to accept limited success, -t least in the
initial stages of treatment. He or she necds to be able to deal with
anger, host|I|Ly” rejectian and overcompliance. Workers also need /

ont|nual Lmot|0nal support from their sapervi-ors and the right to:be
)
reassurcd that although the rewards may scem very limited, they can

‘provide d°§pvrat Iy necded services -- -ervices that can be effectnvely

provided by vor» few people. ]
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//’ Case studies. of four child atbuse and neglect service /
o programs follow. These cases, selected from a set of '
federal demonctration programs because they represent /
a range of possible program models, are irncluded to /
provide the reader with real world examples of many ! a

of the issues discussed in the precedina document. ;
Thes= program descriptions. are, therefore, examples
of what might be, and not necessarily models of what

should be.
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APPENDIX A

THE FAMILY CENTER: ‘ADAMS COUNTY, CGLORADO

PROLOGUE

On a typical Thursday morning at the Family Center the social
workers busily review the week's intake cases in preparation for the
wee&ly Mult|d1SC|pI|nary Review Team Meeting. Immediately after lunch
all staff members leqve whatever they are doing and hurry to the Confer-
ence Room at the Department of Social Services offices Several members
of the team have already assembled. The Probation Officer, representing
the Juvenile Court, is engrossed in conversation with the Assistant Dis-
trict Attorn;y. the psychologist from the Mental Health Center, seated
at trke table, ‘s buried in some apparently important reading, and the
p.o;ect s consulting physncaan seems absorbed, perhaps thinking about a
" case seen earlier in the day. Just before the Center's Director calls
the meeting together; the last three standing members of the Team arrive;
the Protective Services Supervisor, the Health Department's representa-

“tive, and the Team's oaly nonprofessional, a housewife from a nearby
‘ town. : )

Copies of the summaries of cases to be presented at the meeting are.
distribupedﬂ The participanrs are asked to read through the first case
summary, which concisely presents identifying information about the
parents and children, data on the.cause of the referral, medical. infor-
mation and the social worker's evaluation and recommendations. Mrs.
Kelly, recently divorced, Kad been given legal custody of her two chil-
dren. The referral had come to the Center from a friend of the mother,
vho explained that Mrs. Kelly had been distraught and had threatened to
kill herself gnd her chuldren The social worker ''on call'' that day
learned that Mrs. Kelly was suffering from severe emotional problems:
resulting from her recent divorce and that she had, on several occasions,
threatened tc harm her children. After securing permission from the
mother, the social worker:-brought the children to a physician for a medi-
cal examination and then placed them in the Center’s crisis nurser\\

The father was located <nd agreed to take temporary custody of the
children until Mrs. Kelly's condntnon stabilized. Because this was a
clear-cut case of potential abuse, the recomme ndation was to assign the
case to a Protective Services worker who would handle the necessary court
work for transfer of custody and who would work with the mother, in con--
junétion with her primary therapist, a local psychiatrist. ' ‘

B . =y . , '

The Multidisciplinary Team members ack questions concerning the”
mother's relationship with her psychiatrist, her response to giving up
her children for a while, and the father's capability of caring for the

Oy !
t O [ . /
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children.  In this partlcular case, they concur with Lhe (ceommcndat|ons

of the Center staff member. : '
During the course of the afternoon, four nore Center cases and

three Protective Services cases are reviewed in the same way. The aneeting

finally adjourns at 5:00 P.M.. and the Team members leave, ’exhaustcd but

satistied that they holped prepare the most accurate dlaanSIS and the

best possible treatment plan for each case.

1. H1STORY

The Juvenile Court was the first age ncy in Adams County to

call attention to the need for constructive |nterventton in abuse cascs.
A local judge had gained national recogn1t|on for his. sympathetic
approach in dealing with families who ‘came before his bench, and the Pro-

bat ion Departuient supported the judge's philosophy of counsellng, rather
than incarcerating, parents who were charged with abuse.
The Adams County Department of Social Services (ACDSS), concerned
_about the rising incidence of child abuse, which was reported to have
doubled ecach year since -1965, called attention to the need for improved
methods for handlinq theseé cases. However, the Department's plan for
adding staff to more adequately cover abuse cases was, dashcd when a
state- directed budcvt freeze precluded new hiring. N
! — V- . L
In the meantime, other professionals in the community also recog-
nized the importance of developing a more coerdinatcd, comprenensive
approach for dealing with the special problem of abuse. When news came
of possible federal demonstration money, some social workers frcq ACDSS
as weli as representat|ves “rom other agencies, including Adams Coynty
Mental Heal%h Center, the Child Advocacy Team, Adams.County JHyen|le
Court and the Tri-County Health Department, convened in respdhsefto the
"Request for Proposal' from the Office of Ch'lid Devclopmeht The perti~ !
nent community agencies banded together to suggest a ‘nulti-agency appnoafh
to chiid abuse, and developed the model for a program separately housed
from, but administered by, AUDSS. L

A

!

/ A :
- . . 0 {
[t. COMMUNITY CONTEXT : ;

!
I . b
Adams County lies north of and adjacent to Denver. The county,
with a population of 206.000, nas seven incorporatec small towns, wut
also has a large rural area. The courity has several distinct socio-
‘eccaomic communities, from migrant farm laborers and farmers, to blue
coilar workers and m|ddle imcome commuters. The most Stat|st|cally sig-
nificanl minority group in the connty¥ is Cnicano, which accounts for 16 °
perocat of the county's population.
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Al though Colorado law required until 1975 that all reports of abuse
or poteatial abuse be made to a law enforcement agency, in Adams County

the Department of Social Services has traditionally received more initic.

reports than all 'police and -beriff's departments combined. Law enforce-
ment agencies still recéive a ~ignificant-number of reports from the com-"
munity ,at large; they do an i.:.:.ial hcme investigation of these reports,
and if warranted, carry out a criminal investigation. ACDSS has separated
the handling of abuse cases from those of the other Protective Services
cases. Incoming neglect cases are evaluated by a separate intake unit,
whereas abuse cases coming directly to the department.are assigned imme-
diately to a Protective Services worker, who provides both intake and
ongoing treatment as needed. Treatwent has traditionally involved -either
individual or family counseling and/or referral to other .community agen-

cies such as the Mental Health Center or the health department, Tri-County
Heal th. ) '

Until.a few years ago the Probatlon Department of the.District Court
was the princnpal agency receiving community-wide child abuse referrals;
however, the Court no longe investigates abuse referrals but sends all
new reports directly to ACDSS or the Family Center for follow-up. The
Court becomes involved only when either the Center or ACDSS f|le> a peti-
tion to remove a childifrom the home. Ve

The County's primary public hospital resource is Colorado General
Hospital, a state-supported hospital located in Denver. The hospntal

_which houses the National Center for the Prevention.and Treatment of

Child Abuse and Neglect, has one of the most sophisticated chitd abuse
identification and treatment programs in the countr .

" .
]

The various school districts in the county used to have a self-
contained way of deal«ng with suspected abuse and neglect. Reluctant to
report suspected cases because they were afraid to anger parents and
because past cxpgr|ence proved that sometimes little intervention was
provndeJ the teachers and other school personnel were made the prime
target of the Family Center's community education effort. At present;
the proiect has made agreements with each of the districts whereby sus-
pected cases are reFerred to a Family Center tiaison for that—district.

1
: AN
i . -\
li1. PROJECT GOALS ! '

* The project statt has identified the following as the qoal% for the
remaining months of thp demonstration funding:

1. To foster a nulttdlsccpllnary approach in Adams Cpunty for thc
‘prevention, dctcctlon and¢ treatment »f child abuse;
. l\)., N ) 3 :
2. To imprave client fpndtioning b proViding cesponsive_intake
and treatmen{; ‘

1 :
H : : &
| .-
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3. To demonstrate the role of a nurse as an important part of a
chiltd abuse tean;

b, To determine the most effective treatment, within the context

of a Department of Social Services, for abused children and
their tanilica:

5. To heighten ommunity awareness about the dynmamics and treat-
ment of ckild abuse and about the need to vreport;

6. To increase the knowledge and involvement of school personnel
in the cnild abuse services system;
1 .
7. To nrovide continuing child abuse coordination, referral and '
. . Lreatment services in Adams County after the federal funds

have ended:

. 0]
4

Ly Jthcr departments of Social Services in the state and
arodnd the country.
{

f

(// 3. To develop o child abuse orogram model that will be applicable
\3

/ s i
[

V.  ORGANS ZATIONAL STRUCTURE

Although the project is distinct and separately housed from ACDSS, ’
it is responsible to the department for administration and financial
Cmanagement.  The project's fiscal matters are handled by ACDSS account-

— ants, and the Department contributes financiaily to the Centdr by directly
allocating some operating funds and by mak.ing chiid welfare éayments_for -
chitdren ¢l gible for piacement in the Center's crisis nurseky. ACDSS
adrinistration®encourages the project to take the initiative for planning = < ;
and vroaram impierentation, and the Center also has its own personnel -
palicivs and procedurcs because of its special funding status. Regular
fectings are hold between the Center d.rector and the Department staff
liaison serson, the Supervisor of Social Services. Because .0V the model
established under the arant, most abuse referrals coming to the Center

e transteved after intake evaluation to the Protecti. Services Unit

. 0f ALDSL tor onaoing treatment.  This arrangement necessitates royfine

: Corsunication oitooen tho Lwo agencies.
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V. STAFFING PATTERNS

FIGURE 1: Qrganizational Chart

i ACDSS |

Consultants: Family Center
Medital Consultant Director
sychologist; 2 Psychpmetricians

Coordinator R.N. ) Supervisor Koo e 2 Tlericals

ALQ l - [7 ' j]i s q

Volunteers 6 lay 4 Social | 6 Houseparents Case Aide
Therapists Warkers
Figure 1 iliustrates the project's organizational structure. The

Center gradually expanded its staff during the course of the first year.
The director, coordinator, four social workers, researcher and nurse
were hired during the early implementation period between mid-August

and early October 1974. The first clerical position was filled in No-
vember. The researcher, whose position was originally part-time, was
made a full-time staff member in January 1975, and houseparents were
also hired at that time. The lay therapy prograw component was put into
operation with the hiring of six lay therapists in March. Relief house-
parents were also hired in March. A case aide began in May and the
second clerk-typist started in June. The supervisor, who began working
with the proi®ct on August 1, 1975, compietes the staff to date. The
only two staff members whose titles do not describe their roles are the
coordinator and nurse. The coordinator's responsibility is to super-
vise the lay therapy program, to organize the Community Relations Board,
and to carry out some administrative tasks. “The nurse spends about one-
half of her.time accompanying social workers on intakes involving physi-
cal abuse so that she can provide medical assistance; the remainder of
her time goes into therapeutic treatment, professional education and
medical care for the crisis nursery.
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Vi. FROJECI COMPONENTS

Community Education: The main conduit for community education is
the Speakers Bureau. which was set up as & multi-agency effort to conduct
programs on child abuse throughout  the community. 1t consists of project
staff and representatives from ACDSS, the Protective Services Division,
Tri-County Health and the Multidisciplinary Review Team. All presenta-
ticns of the Sureau are supplemented by evaluation forms that relate tc
how many people attended, their perspectives and their response to the
information provided about the dyﬁamics and treatment of abuse. The
Bureau's first year has bcen very active in terms of the numbers of
people provided wit! informaticn, and there is evidence of an increase
in public awareness of :ihe Center, the reporting law and community ser-
vices for abuse. )

Professional Educatior: The first year of the project's School
Referral Program was a success. Primarily concentrating on the public
schoal districts, the Center assiagned staff members as liaisons to each
of the districts. . Each staft member provided training programs for per-
sonnel in his/her district and alco arranged referral procedures between
the district and the project. Since the pFogram began, in September
1974, the number of referrals from public schools has increased signi-
ficantly over those of the previous year.

Training in child abuse has also beer provided for other county
Departments of Social Services, Denver Public Schools, the local com=
munity colleges, Head Start staffs, day care and foster parent organi-
zations, Adams County Mental Health”Cénter, and'a variety of other pro-
fessional groups, including physicians' office staffs, hospital staffs
and ministers.

Coordination: 1in addition to tne project' s onqonnq lnformal mLet|nqs
vith varicus agenC|es in the community, aimed at sgreamlnnlnq the local
referral process, some of the Center staff are active in the Metropoli-
tan Council on Chnld Abuse which seeks to effzct a functional services
system in the greater Denver area and even statewide. Several agree-
ments have been made pertaining to coordination between the Center and
other institutions or agencies. ACDSS and the Center have a written
agreement on procedures for transfer of cases. All of the schosl dis-
tricts in*the area now have written procedures for working with the
Center on abuse cases identified by school personnel. & verbal agree-
ment has been made with the Ment 1 Health Center concerning referral
for treatment of project clients, and a written agreement has been signed
with the Tri-County Health Department regarding mutual responsibilities
for abuse cases that involve the Health Department staff and facilities.

The Center was also helpful in organizing a local chapter of Parents
Anonymous, getting the P.A. leadership together with formerly abusive
parents in the community. This effort resulted in the first Adams County
P.A. chapter, started in May 1975.
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Legisiative Activity: The project director provided information
and suaggustions to legislators during their debate on the revision of
the Colorado Child Abuse Raporting Act. A new statute, without appro-
priations,.was passed in the spring of 1975, expanding the list of re-
partahle offenses to include neglect, and basing the wernod of required
responsc to cases on the Family Center approach, i.-e., having a community-
wide Multidiscipiinary Review Tecam participating in treainent planning
for all cases. The project director nas also presented testimony at &
legislative hearing  on the need for giving children's services in gen-
eral and zhild abuse programs in particular a higher funding priority.

‘Project nesearch: Project research has included ‘extensive monthly
tabulation and analysis of data on Center cases, monitoring of the
Speakers Burcau and School Referral Program, and expansion of the pro-
ject's internal evaluation to include assessment of abused children's .
féhctioning during and after treatment. This ‘evaluation is being
developed in conjuncti-n with three consultants (two doctoural candidates
and a university faculty member). The. first step has been to review
both the literature and others' experience< concerning a variety of
developmental tests. This has led to choosxng several tests that are .
appropriate’as diagnostic tools for children's treatment planning and

_for assessing the «ffegtlvc‘ ss of various treatments. The general for-
mat will be, bascd on parcntal agreement, testing of all children in the
proj :ct's caseload and in thecrisis nursery, followed by testing during

*  their subsequuent months in treatmert. ~ o

Intake and Initial Diagnosis: During the project's first year,
non-manaqement staff members have spent most of their time on intake |
and, thu[@fﬂr have developed a process -for efficiently handling this
work. An '‘on all” system has been set up, an approach to be used for
meeting the rceported families and qannunq their trust has been’ agreed
upon, procedures for substantiating cases have been established, and .
formal, written follow-up reports o the sources that reported the cases
have becr initiated. When reports |nvolve chily battering, a social
worker ayd th& staff nurse make the. 4nitial home visit together The
nurse gives the child a prellm|nary physical examination and is requn4
sible for any.necessary nmedical. follow up.  Transfer of cases to the*
~ACDSS ProLLct|Ve Services Unit occurs after the Center social worker P
has completed the case evaluation and after the Multidisciplinary., ReV|ew'
Team has revncwed the case. The transfer procedure involves preparing
the clicrt- for a change in caseworkers, sending the file to a superdisor
at Protective Services, and holding a meeting attended by the Center

taf f member involved, the newly assigined caseworker and |f poss.ble,
‘the client. ‘ )
]

Speech and Hearing Testing:. Students at the University of
Denver iest the speech and hecaring of all children placed in the

crisis nursery. Diagnoses are made along with recommendations
- concerning referrals; these test results assist the'social worker
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in treatment planning. This service will be extended to children In
other Center-sponsored treatment programs, when those programs begin.
The University students are conducting a study of the speech and hearing
developmental lags in abused children. ‘

Multisdiciplinary Review: The Multidisciplinary Review Team, which
serves as a mechanism for diagnostic review of Center cases, meet:
week® to assess staff reports on all Center and ACDSS Protective Ser-
vices' abuse intakes. The Team consists of the assistant District
Attorney and representatives of the Protective Services Unit (ACD3S),
Juvenile Court, tne Mental Health Center and Tri-County Health, as well
as the project's medical consultant and a memher of the cemmunity.
Because of the usually large number of cases reviewed each week, a pro-
cedi:re has been worked out whereby a staff summary is prepared before
the meeting and thL Team members provide additional comments and recom-
mendations, they consider necessary. The second activity of the Multn—
disciplinary Review Team is to monitor the abuse-related agencies in

the comnunlty, to ensure that they are carrying out the case recommenda-
tions of the Team.

Case Maquement: Because the Center's caseload size has been lim-

-ited from the outset to no more than five cases per worker, there has
been ne® fluctuation since the maximim was reached in February. The ’

Center's administration restricted the number of cases carried on a

regular basis, in order to aliow social workers time to deal with the

large number of intakes apd to set up and implement various treatments.
gt

Treatment: Because of the large number of intakes, staff has been
able to provide post-intake treatment services in only a few cases. In
addition to individual counseling, adult clients in ongoing Center case-
loads may receive family counseling, marital counseling, child growth
and development education, and group therapy. They may also be referred
to a Parents Anonymous group, one of which is sponsored by a Family
Center soucial worker. Individual counseling and play therapy are pro-
vided to children in the project staff's caseload. Certair treatments
and services that arc provided by the Center have been made availatle’
‘to some abuse clients of ACDSS. Below are more detaiied descriptions
of some of the treatment services offered by the project:

Medical Care: As mentioned previously, the project nurse pro-
vices medical examination of children during the Center's first
contact with a family suspected of being inyolved in actua! abuse.
She also examines the children in the crisis nurseiy daily. "When
the project's medical consultant position was “iiled, this persorn
provided further medical services to children :n the crisis nurs-
ery and was on-call for any medical emergencies. Ncu.o the Adams
County Medical Group is on-call for emergencies.



Ldy tliciapy. LIS Ty Liie sy D e —mep oo - .
from the planning phase to the first steps of implementation in i
February with the hiring of six lay therapists, each matched with
an abusive parent, whose job entailed becoming the friend of this
parent. The criteria used as a basis for selection of the lay
therapists were the following: (1) parenting experience; (2)
ability to be supportive and vyet allow another person to be inde-
pendent; (3) have mechanisms for coping with stress; (4) evidence
of & support system; (5) ability to separate parents' needs frém
those of the child; (6) ability to work as a member of a team; and
(7) acceptance of project sponsorship (i.e., beiag part of the
Adams County Department of Sociali“Services). The familiks -assigned
to the, therapists all have the abused child in the home and, in
eacn case, the parent(s),.while'isolated from others,: asked for
and accepted help. )

Child Growth -and Development: Eight parents were enrolled in
the first six-session child management class. It met for one and
one~half hours once a week and was co-directed by one project
socral worker and the project nurse. Child develppment.from birth
to six years was covered in the .course of the class. The second
class recently got underway, and plans are for the class to be a
continuing resource for the county. ’

Crisis -Nursery:y ‘The c¢¥isis nursery, which can accommodate six
children at-any one time, provides food, shelter and emotional sup-
port for children from dysfunctional families. Children are ac;
cented if they are actually abused or if they come from potential
abuse situations. A parent can request voluntary temporary place-
mert of his/her child, but the actuai placement must be arranged
by a Center staffperson. The nursery houseparents have provided
3 2L4-hour homelike environment-for a total of fifteen children in
the first six months of the nursery's operation.

VI!. PROFILE OF CLIENT CHARACTERISTICS \\\i

Of Family Centerr intakes seen between j%nuary and May 1975, 29%
were referred by school personnel, the ACDSS referred 18% and self-
referrals accoudited for 15% of all referrals. A little over cne-half
(55%) .of the intakes involved actual abuse; 36% were potential abuSe
cases; 5% were failure to thrive; and 8% included either actual or
potential neglect. More than one-half of the families in the project
intake exhibited marital conflict as a primary precipitating problem
leading to the abuse or potential abuse. However, there was a high

~percentage of ‘intact Families in intake, with 77% legally married and
living ‘together. Additional key precipitatirg problems for Center
‘clients which helped explain the abuse situation were mental illness
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" 39% of the families), history of abuse as a child (evidenced in 374 of
Center families) and social isolation (found in 35% of the families).
Other facts of note regarding the project's intakés are that the average
family income, $8233, was within the range of the average family income
in Adams County as a whole (i.e., $7000-$15,000 per year) and that only
8% of families referred to the Center were receiving some kind of public
assistance at the time of intake: . t-

Vitl. CLIENT FLOW

ldentification

The prospective client first comes to the Center's attention through
referral from one of several sources; various schools and the Department
of Social Services make up the highest percentage of referrals. Neigh-
bors, relatives, and other individuals are also important sources of
feferrals The calls come to the Family Center staff member on duty for
that day, who takes initial information over the phone. If thecall is
clearly not related to “actual or potential abuse, the social worker refers
the caller to an appropriate community resource.

Intake

"A social worker responds. to every referral of suspected abuse with-
in 24 hours of the referral. In situations that seem to be emergencies,
a home visit is made immediately; otherwise the first contact with the
family is as soon as possible.. The gocial workers, under supervision,
decide whether o not to ask a Iaw efforcement officer to accompany them
on an initial home visit; such a request, however, is rarely made. The
worker's assessment consists of talking to the parents, and to the
child, it possible, and viewing the physical and emotional environment
of the home.  The project nurse gives the suspected abused child a phy-
sical examinat|on 'f the child is in imminent danger, a poluceman or
sheriff's deputy is called, since law enforcement officers are the only
ones '‘who can remove the ch|lc from_the home up to 72 hours without a
court order. 'However, the parenis may grant valuntary custody to
ACDSS temporarily or take the child to a “hospital or phySICldn for a

. physical examination. When it is neCessary to keep the child from re-
“turning home, the social worker prepares the court report requured for
a hearing. |In determining whether the case would be appropriate_for
"either the Center or the Protective Services Unit, thé social work>r
checks the state's Central Registry and the Protective Services anc pub-
lic assistance indexes at ACDSS for evidence of any hiktory of abuse. '.°
People associated with-the family are asked to comment and to provice
background information during the assessment process. If the family
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socia! worker while the intake process, which usually. takes two weeks, is
still underway. I ‘ '
Referrals to the Center have averaged about 37 .a mor.th since the
project began accepting cases; intakes have -averaged 28 a month. The
numbers began leveling off in March, when the proiect started sharing in-
take responsibilities with ACDSS. The Center, according to an aareement
between the agencies, now handles thé first six -intakes each weex and the
Department handles the remainder.

‘Diagnosis and Treatment Planning

Near the end of the intake process, the social worker and other
staff menbers involved will discuss the merits of the case with the Super-
visor; then, based on the discussions and ‘the primary intake person’s
judgment, a report is written for the weekly Multidisciglinary Review
Team meeiing. The Team makes comments and recommendations concerning
the case report, usually concurring with the proposed treatment goals.
Many of the cases referred and subsequently presented are not substan-
tiated abuse, but potential abuse; however, the project and Adams' County
Department of Social Services are encouraged to provide ongoing inter-
vention for this“kind of situation. Over 90% of the Center's cases are
transferred at this point to the Protective Services Unit of ACDSS for
continuing treatment. ' '

Treatment - . . .

- e .

The project provides ongoing case management,\c0unseling and other
treatment for the cases it keeps after the intake process {about five
cases per social -worker}, and also provides treatment services for some
families whose cases are transferred to the Protective Services Unit.
specifically, the crisis nursery, lay therapy services and child growth
and development classes are available for both clients from Protective
Services and for Center clients. All ongoing project cases that are
current are reviewed and reassessed regilarly with the Supervisor. The
length of .time in treatment depends on the client's progress, as evalua-
ted by the worker, or oa the client's meeting -the conditions placed on -
the type of treatment provided (e.g., the child growth and development
classes aie limited in number, and the crisis nursery provides only a
shcrt-term.stay, restricted by law to no longer than S0 days).

- Termination

o

No specific criteria have been worked out for termination since
none of the Center's cases have approached closuré. A follow-up proce-

dure also has yet-to be formulated. . M
| RV A
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The pro;ect s first year budget was about 5186 000 with some $i4, GOO
comine from communlty agenC|Ls‘|n the form of actual and in-kind contri-
butions znd the remainder uom|nh from federal demonstration funds. The
total seccond year budact is approximately $280,000, out of whicn $33,000
was carriec over from the first yca?, and $73,900 was contributed by the
Department of Social Services and other community groups and agencies.

By far the largest amount of staff and volunteer time (36%) goes
into the crisis nursery, although only 1 of project e.penditures are
for the nurseryrbecausc people put in long hours ang considerable volun-
teer time goes into it. Community activities, that is, education, coor-
dination and policy development, take up between L: and 87 of staff time;
casework activities (intake and case nanagement) take up 13% of staff
time and |17 . goes to trecatment tervices to parents. Most of the remain-

de._of the time is spent in proj2ct operations and research.
) o0
X.  IMPLEMENTATION 1SSUES | - s

\
o

Several problems arose durina the Center s first year as the new
program was implemented.

Different Expectations for the New Project -

Despite cihe fact that many different agengies were involved in
designing the proposed program, it bccame apparent soon after award of
the grant that there was. a conflict in the expectations of what role
the new Family Center was®going to have.

Role of the Mujtidisciplinary Review Team
The Team, meeting. reqularly before the Center began, did not feel
integrally linked to the new project and was not eager to come under new
leadership. Tnere was some confusion over the role the Team should play
in the project's policy formulation, some members feeling that this was
also part of their responsibility, in addition to diagnostic review.

Work.ng Relationships with Other Agencies

Establishing a satisfactory working relationship with ACDSS and
Jocal law enforcement agencies has ‘taken continuous effort on the part
of Center staff. ’ ’

. r\‘ \
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) The first three months' experience, with the Center serving as the

sole abuse intake unit for tho county, proved that this type of approach
could result in rapid response to all reports. However, the staff soon
became ovérwhelmed by the large workload and an agreement was reached
with the Protective Services Unit whereby the Center would take only the
. first six abuse reports per week, and the Protective Servic.. Unit would
~nandle the rest. :

Staffing

The prOJect s proposal did not include a Casework Super'isog and,
after a few months of operatipn, the Director realized that she ould
not be -both an administrator and case supervisor for a program of this
size. Finding houseparents for the crisis nursery was also particularly
difficult. 4 , ‘<.
“Use of the Crisis Nursery 8

The pro;ect is very proud of this program component, but difficul-
ties have arisen in restricting both placements and length of stay.

X1. FUTURE PLANS A

A sagnlfncant addition to the program will be the implementation of
new methods of treatment for abused children. Although the exact type
of- intervention has not been selected, it has been deC|ded that most
child clients will be housed in designated foster care and day care
“homes.— The School Referrat Program will be.expanded in the second year
to include regular Visits by the district liaison person: to . prov1de
feedback concerning referrals and to set up classroom programs aimed at
preventing chnld abuse. The Centev plans to expand community input
into.its program and plans are also underway to train volunteers to '
supplement the lay therapy progrqm
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“"Although the staff of the Protective-Preventive Services Unit were

‘providing excellent casework services to their clients, it was clear that

.they would benefit greatly from consultation by profegsionals'of other
disciplines and from having staff of differenv skills working with the
project,''.said the Director of ProfChild, previously the Supervisor of
Protective—PreJEntive-Services. ""As part of the new’'grant, we decided to
add a.Mu]tidiscfp!inary'Team so ‘that staff could bring parttcularly diffi-
cult ‘or worrisome cases to an outside group of experts {(1awyers, pedia-
tricians, psychiatrists, psychologists) for review. We alsoc hired a
nurse, a homemaker, and a case aide to provide the kind of specific serv-
ices to clients that the staff had felt were necessary, but they had been
unable to .-provide previousiy cdue to lack of skills or simple time con-
straints. Ncw concrete sewrvices, such-as homemaking, day care, and

~assistance with transportation.and medical care and supervision are =

immediately available to our clients.

i '"Because ¢4ild abuse ‘and neglect are such complex problems and. the
‘effectigéness/bf any one treatment modality is largely unproven, we also
wanted the opportunity to expand the number and kind of services which we
could provide, so that the differiiq needs of clients couid be met. The
new services ‘we've developed include group sessions with parents or chil-
dren, family and ¢ouples counseling, art’ therapy for children and a day

- care program. We have also developed short term placement positions for
children in several Arlington homes as an alternative to foster care.

"f think, overall, that we have succeeded in creating a greater
diversity and higher quality of services to rlients than would ever have
“been possiblg here, cr isgusually possible within public protective ser-
vices departments.'' ) '

' L3
|

I. - HISTORY . ' T , _ P
ﬂﬂn‘September 1972, a separate unit dealingysolely with ab%se and
neglect problems was established within the Ddpartment of Human Resour-
ces (DHR) of Arlington {the- local department of the Virginia Public Wel-
fare Agency): A Protective Services Task Force comprised of professionals
from.many djscipline% was deve lcned in\l973 to attempt to resolve some
of. the problems related to abuse and neglect “n the county. The need

. 1G5
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and innovative_program which utilized a multidisciplinary a sroach wés

the ‘impetus for developing the federal grant proposal. The proposal,
written by staff of the Protectuve Preventive Services Unit, was primarily
concerned with establlshung new program components whose success had been
at least- partialtly demonstrated in other~.programs. 'The proposai also

"“dealt with _the weaknesses_and gaps in the "child abuse/neglect system in

Arlington, particularly the lack of coordination among agencies, and the *
fragmentation and. duplication of serviccs.  The new project, Pro-Child,
was funded in May of 1974 and encompassed the exastung Protegtive-

Preventive Services Unit, including prevuous staff and huadget.

1. COMMUNITY CONTEXY

o .

“~— Arlington County is a small (26 squarc miles), affluent suburb of
Washington, D.C. Only 3.7% of the population had incomes below the

poverty devel in 1970, wnile in that same year, fully 44% had househoLd
lncomes over $15,000. {

The Virginia Code, ‘prior to 1975, stipulated that reports of child
abuse and neglect be reported to the Juvenile and:.Domestic Relations

.Court, the police or the sheriff's office, and that services for abused

o

~

children and thei: families be provided by the Departmenf of Human Re-
soorces. The resulting situation was that the Ceurt repi?ved some reports,
the police received some reports, and the Protective-Preventive Services
Unit receuved some, but there was no,way of |dent|fy|ng or preventing

gaps and’ duplacat10n of the reporting system.

Once-a report was received there was, Iikewise, littie in the way
of coordinated services -planning, with the court handl ing some -cases
alone, referring sSome to Protective Services or handling some cases’
jointly with that Unlt Similarly the police might handle a case inde-
.pendently, .o refer the case to the court or Protective Services, or
both. In addition to these agencies, school pers0nnel,.pub]|c.health-
nursés, hospitals and other community agency staffs had been providing
serv&ces to abusc and neglect families unknown to these three key agen-
.cies. :

In 1975, a new law was passed that provades the legislative nmpetus
for a more coordinated system. Under the new law, the Division of Soc!al
Services (Pro-Child in Arlington) is the single agency mandated to re-
ceive reports and carry out treatment planning and service provus10n for
abuse and neglect cases. The law also provides for a 24-hour reportlng

hotline, which wiii aid inter-county coordination and provide a central-
ized focus for the entire state.

7
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The goals of the Pro-Child project are as follow.:

1. To develop public awareness of the problem o” child abuse and
neglect, by providing educaticn in the detection, prevention, .
protection and care of the abused child; and to develop a krow-
ledge of services available in the commuriity and an uﬁderstanding
of the alternatives to placement of the child, o . RS

2. To identify, diagnose, and treat abusive and neglectful families,
‘and those in high risk situations with more innovative, effec-
“tive, and efficient methods; . ' '

3. To facilitate a more effective coordination and expansion of
community resources for the delivery of services to abuse and
neqlect clients, including better defining. respective agency
roles; ) :

L. To. strengthen family functioning whenever possible and thereby
reduce inappropriate placements;

5. To increase the medical COmmﬁnity's awareness of suspected
abuse/neglect situations, the services available, and thereby
increase referrals; . : ’

6. To conduct evaluation and follow-up studies and participate in
research. to determine the effectiveness of Pro-Child, and to
assess the implications of abuse and neglect on parents and
children. )

B . ¢

- 1V. ORGANIZATIONAL STRUCTURE ~

The project is housed within the Bureau of Family and Child Services

: of the Division of Social Services in the Arlington Department of Human-

Resources, as was the previous Protective-Prevantive Services Unit. Pro-
ject staff occupies a suite ' of offices in the same building as other
Sccial Services Units. p
In addition to the federal monies received’ through théinew grant,
the State of Virginia and Arlington County have continued to provide

-monies to support the protective-preventive service workers (six social

workerg,'a supervisor, “‘and regularly designated time of a pediatrician,

attorney, and Pupil.Personnebd Supervisor) and other administrative costs.
TN : . :

‘ Although the projéct is somewhat autonomous in its day-to-day

affairs because of its federal grant status, it is nonetheless subject
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the Department. All policy decisions and many administrative ‘and program
decisions are made jointly ty the Project Director and the Chief of the
Bureau of Family and Child Services within the Division of Social Services.
Despite the often difficult task of operating a joint federally-locally
funded project with two different foci of accountability, Pro-Child, by
being housed in an ongoing.community agency, has had the advantage of
being rvadily accented by other agencies, particularly in terms of the
project's credibility and leverage within the community.

V. STAFFING PATTERN

The Pro-Child Project consists of a Project Director, a Project
Coordinator, an Intake/Assessment Social Worker, six ongoing-Social
Workers, a Public Health Nurge, a Case Aide, a Homemaker and a Project
Secretary. The organizational relationships of these staff members and .
their accouptability both within the Project and within the Depa:tment
of Human Resources is depicted on th? following chart.

FIGURE 1: Organizational Chart

Department of Human Resources;
Division nf Social Service
Bureau of Child and Family Services

o ey

r T
I Director: Pro-chiid! Project
L 1 Coordinator

+
. 1
ﬁ {Advisory Consultants:.
| | Board Psychiatrist
; e Psychologist
) Lawyer
! Pediatrician !
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: i T ! . ]
— T ‘ 1 ) ‘ r
{ Intake ;. Four Ongoing i ' Homemaker ! Volunteers ; Two Ongoing Students Project
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.clients, all Pro-Child staff have been involved in providing educational
“presentations for the community. These presentations are directed at '

helping citizens become more aware of the dynamics of child abuse and
neglect, their reporting responsibilities, and the resources that are
available in the cemnunity to combat this problem. Pro-Child staff have
been intervic d for newspaper and magazine articles, appeared on local
television anu radio shows, distributed. posters and pamphlets throughout
the county, and given presentations to many groups, including service
clubs, students and auxiliaries. '

Professional Education: In order to acquaint local -professionals
with the problems of ‘child abuse and-neglect, the Virginia Code require-
ments related to abuse and neglect, and the services available from Pro-
Child and other agencies, the project staff have held meetings, training
sessions, and interviews with a wide variety of community agencies. '

'Most of these efforts have been aimed at professionals who are apt
to come .in direct contact with abuse or nuglect situations, including
personnel in the %choon, the Juvenile and Domestic Relations Court, and
hospitals, as well as police and private physicians.: o

Coordination: Efforts to develop a more coordinated community sys-
tem, one of the goals of the project, hinge on the educational efforts
described above and on extensive coordinationaactivifies with community
agencies. Prior to passage of the new state law in early March 1975, the
project's attempts at coordination were primarily in the area of central-
izing reporting so that one agency, instead of three, would have respon-
sibility for receiving and investigating all reports of abuse and neglect.
Agreements were reached with both the police and the Court that all
abuse and neglect reports would be forwarded immediately to Pro-Child
forginvestigation. The Virginia Code now makes this reporting procedure
mandatory.

Attempts to coordinate service delivery inciude developing proce-
dures for referrals and follow-up between service delivery agencies, and
joint consultation on individual cases whenever necessary.

Legisiation and Policy: During its first year, staff of Pro-Child
worked with state legislators and other agency persornel to draft a new
child abuse and neglect law in Virginia. The new law, Title 63.1, passed
in March 1975, designates the local department f welfare (Pro-Child) as
the sole agency to receive reports. |t broadens the definition of abuse
and neglect, provides penalties for failure to report, and mandates 24-
hour reporting and investigatiorr coverage, the usec of Multidisciplinary
Teams, and the cstablishment of a state Cential Registry. Each of these
provisions was supported by Pro-Child, and the Multidisciplinary Team
approach was patterned, in part, after Pro-Child's program. The Project

113
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als with the new requlations.

Rescarch:  The evaluation cftorts of the project have included the
development 't of monthly siatistical summarices of all cases, logs of client
contacts, and other record-keeping procedures required by the Department

or the state agency. Additional research efforts include an analysis of
referral sources to determine the effectivencss of Pro-Child's cducat ional
efforts, analysis of client success and recidivism rates, a survey of
clients to determine their impressions about the project and the serwvices
they received, and participation in two research studics conducted by
social work professors and students about Pro-Child clients.

Treatment Services

Case Management and Regular Review: Each of the social workers on:
the <talf provides general casework services for all clients in his or
her casceload {approximately 25 per staff member) cither individually or
as a team with other staff members.  Home. visits, telephone calls, and
office visits are all used to maintain Llose contact with clients.

The workers provide a supportive, non-judgmental framework for dis-.
cussing the families' problems and attempting to resolve them. In the
coureigol this casework ., they assess the needs of the family and provide,
either directly or through referral to other agencies, the services re-
quired. Agenciecs in Arlington that provide supplementary financial
assistance, clothing, food, transportation, legal aid, etc., are used
as referral sources by Pro-Child workers. [In addition, many’ services
are available through other unils of the Division of Social Services,
e.q., AFDC assvistance and public health clinics, including well-baby,
dental, mental health, child diagnostic and cvaluation, growth and de-
valupmcnk, alcoholic and drug abuse clinics. Follow-up on referrals is
usually provided.

] Each worker reviews his or-her ongoing cases at least once every
three months. At this time the client's progress is assessed, any new
problems are explored, and if warranted, new goals and treatment plans
for the client are cstablished. Less formal, ongoing review of cases
takes place with cach worker's supervisor on an as-ncéded basis.

Court Case Activities: Staff social workers who are faced with the
nced Lo present a cuse in court are given leqgal counsel by the lawyer
who is a member of thesMultidisciplinary Team. The County Attorney's
Otfice has donated 207 of this lauyer's time to the project.

The social workers prepare the necessary petitions with assistance
from the Vawyer, c«plain all of the proceedings to the parents and chrld,
and apoear o court to testity and make lLCOMWCﬂd)[lUﬂ) about disposition

tid
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while the child is in care, in order to effect carly tamily reunitica-
tion. '

Psychological Testing: Psvcholngical testing of both adults and
children is provided by the psychologist who serves as a constultant to
the project and-is a member of the Mul tidisciplinary Team, His inter-
bretation of the tests administercd is aided by his thorough knowledge

of the types of cascs Pro-Child dcals with?l His continling availability
to worker- for consultation helps provide more appropriate ‘treatment
planning. :

Multidisciplinary Team Review: Multidisciplinary Team revicws of

complex or prablem cases are held on a bi-weekly basis. Two cases a
session are usually reviewed with ail staff and consultants, including
a pe-iatrician, psychiatrist, psychologist, tawyer and 2 school repre-
sentative. In.addition, other professionals who have direct knowledge
of a case, for example, a Public Health Nurse or School Social Worker,
. are often asked to attend these meetings. The meetings are held both
; to enable an individual worker to better deal with a speciffc case. and
.. to provide continuing education and exposiure to'a var’'~ty of problems
for the remainder of the siaff. Lo . P ‘
tndividual Therapy and Counseling: The treatment mode most fre-
quently used by Pro-Child staff, either alone or in conjunction with
other services, is individual therapy or counseling. Through this tech-
nique, the staff attempts to engage clients in a dialogue that permits
the client to explore his or her feelings about problems he or she is
encountering, to analyze various solutions to the problems, and to choose
a course of action suited to achieving his or her desired goals. This
counseling usually takes place in the client's kame >r the Pro-Child
offices, as often as necessary, and is not lim. . to strict "appointment'
times. The counseling tends to be intensive when a client first enters
the project and around crisis periods, arc. gradually tapers off as
clients become more able to copc with tm . problens.

Group Therapy: Three staff members co-lead group therapy sessions
for many Pro-Child clients.  There are currently afternoon and evening
mothers' groups and an adolescent group; each has approximately 10 par-
ticipants. Two of the social workers are also-jointly offering family
therapy sessions for a few of their clients and this component may be
expanded if it appears effective over time.

Day Care: During its first year, Pro-Child provided day care for
up to 15 children one day & week through a contract with the local YMCA.
The primary purpose of the WAY program (Wednesday at the Y) was to give
the parents some relief from their daily child care responsibilities and
to provide an oppartunity to assess the developmental difficulties of

1Ll
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. The WAY .program has been discontinued, but the projpct is currently
necotiating with another chuich affi liated organization to provide the
same type of day care for an ¢xpanded number of chiltdren..

Spedtal Family Care Homes: Pro-Child has fdurgFamily Care homes for.
the temporary day and over-night care of children.: Thfee ©f the.e homes
take children of all ages for short periods and one home works only with

~adolescents. One of.the homes for younger childrén is subsidized by Pro-

Child, so that there is always at least one slot helc open for real
emergencies. The other homes are reimbursed, based on the number of days
and nights-a child is in care. These homes are particularly appropriate
for situations where brief child care is needed, e.g., a famiiy crisis
requiring a ''cooling down'' period or a temporary hospitalization. The
only alternative would be foster care, whicn tends to involve Lemporary

loss of custody and is a threatening expericncetfor parents.

Play Therapy: An Art Therapy class for up tg six children is pro-

vided unce a week by a trained art therapist. Thcse classes prOV|dc a

mechan|sm for the vmorpved d|aqn95|s of chlldren s psychological prob- =
lems ‘and provide the children wnth an acceptable way of expressnnq them-
selves.

Homemaking Services: Homemaking services, including assistance in
household management, budget preparation, and nutrition counseling, are
provided for many clients by the project's Homemaker.

Mcdical Care:. The Public Health Nurse who is a member of the Staff
does medical screening and provides nursing services ang routine medical
services tor parents and children when-required. In addition, many
other forms of medical care are available to Pro-Child clients through
clinics and specia! programs operated by the Department of Human Resources.

Transportation: County cars arc available to the Case Aides and
other staff to provide clients . with transportation to shopping areas,
medical and other appointments, Pro-Child activities, and the day care
program. In addition, the three staff members providing ‘roupn._ therapy
supply participants with transportation to and from these sessions.

Financial Suppurt: A modest amount of moncy is available, partly
through the grant and partly from private donations, to make small ‘loans
to clients in a financial crisis. Food, clothing and other supplies are

also given to clients who are in need.

¢
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“referred a large proportion of cases. Therfe were more neglect cases
accepte: than abuse cases, and both ubuse @and neglect cases tended to be

- .moderate/mild or potential cayes of the two problems. Parents were gen-

their families. Most parents (73.4%) werg legally married or divorced/
separated. Over 607 of both males and feémales had at least a high school
degree. Almost 80: of the males weres employed full-time; a substantially
lower proportion of females (37«) had full-time jobs, and almost half
(49%) were unemployed. The average family income was $9938, but fully

L7 of the families had incomes over $10,000, reflecting the upper-income
suburban class nature of the county. Marital problems, mental health.
~disorders, financial worries and heavy child care responsibilities were
the primary problems most often’ cited as contributing to the abuse/neglect
problem. There were no deaths or severc abuse/neglect reincidence while
cases were in the caseload. Moderate to mild abuse and neglect occurred
occasionally (21.4% of the cases) and both emotional avuse and neglect
occurred in a larger-proportion of cases (36%). :

erally Caucasian, in theirq5053‘and had ;Zwer than three children in

!

VII1. "CLIENT F W

Identification: Referrals during this first year were initially
received by the Department of Human Resources Generic Intake Unit, which
screened cases for referral to the appropriate DHR Unit. Some prelimi-
nary information was recorded by the Generic Intake Unit staff and if
the complainant alleged abuse or neglect, or there appeared a serious
potential! for abuse or neglect, the case was referred to Pro-Child.

Iintake: Cases received\from the Generic Intake Unit are logged in
and assigned either to the Intake Worker for preliminary assessment, or
to an ongoing worker if the case has been known to an individual worker
previously, or -if the Intakg'Worker has too many casesialready.

The Intake Worker inakes a series of home visits to assess the home
situation, the primary problems contributing to the abuse or neglect or
potential abuse situation, and the client's motivation for accepting ser-
vices. Collateral contacts are made with other people or agencies who :-

know the family in order to gather as much information as possible. If
a report is invalid, or the persons involved cannot be faund, the case
is closed. “If a report is inappropriate for Pro-Child, but the family

has other problems, a referral is made to another agency or to a unit
within DHR. For those cases that require orly minimal service to help
the family maintain stability, the Intake Worker herse!f will often pro-

vide the nucessary services for a few weeks and close the case. 1f, in
the Intake Worker's judgment, the family will need ongoing services and
117
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tain an overall equal distribution of cases among staff.

Diagnosis and Treatment Planning: The process of diagnosis and
treatment planning, which begins at Intake, continues through the first
few meetings that the ongoing worker has with the client. The worker
will ascertain more fully what the problems are and what services the
client feeis would be most helpful. The worker helps motivate the client
to discuss his or her feelings and problems more fully and to agree to
continued intervention by the project. Throtgh consultation with his or
her supervisor, outside agency pearsonne! (if appropriate), and the pic-
ject's consultants, the worker wili formulate a treatment plan and present
it to the client. {f necessary, psychological or other tests will be
administered to parents or children, or both. Particuiarly complex or
problematic cases may be presented.to the Multidisciplinary Team for a
shared diagnosis and treatment plan formulation.

Treatment: Those services that are most appropriate to the client's
needs, and which he or she is able to accept, are provided,either directly
by the prOJect or through referral to other agencies. Conttnuang con-
tact is maintained with other agencne;, usually teachers or other ser-

" vice personnel who know the client, in order to assess progress_or the . __
deve lopment of new problems. Cases are reviewed every three months and
new goals and treatment. plans may be established. A case may be reviewed
by the Multidisciplinary Team any time a worker feels the need for addi-
ticnal input or is worried about the unsatisfactory progress of a case.
Each of the consultants is also available for individual conferences

about particular cases during the weeks the Team doesn't meet. Services
for both parents and children are provided a< long as is necessary to
promote adequate family functioning.

Term’nation: Specific términation criteria have not been developed,
but normally a client remains in treatment until the family situation
has stabilized and the worker feels confident that there is minimal or
no danger to the child and that the parent can no'longer benefit from
services. Many times clientg will move from the arca or will refuse
further services, which, unless there is enough evidence to bring the
case to court, also results in termination. There is currently little
follow-up on terminated cases, but the projecr is workin, to develop
specific procedures to periodically check on the progress of these former
clients. '
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allocated to the project from county/state funds. The resource expendi-
tures of Pro-Child have remained fairly constant during the first year
of project oparations. In May 1975, which was a typical month.for the
project, the largest percentage expenditure was for.case management and
review (214), highlighiing the project's emphasis on direct services to
clients. Other areas of hecavy expenditure were Individual Counseling
(124), Intake and Initiel Diagnosis (94), General-Management (9%), and
Staff Development and Training (7). Therremaining 62 of the project
resources werc expended amony the remaining 25 project components, both
project orient.:d (e.g., program planning, eydTuation, research) and
direct services (e.g., group therapy, day care, transportation), but in
no case did any of these components consume more than 67 of the resources.

The resource expenditures of each component correspond very closely’
to the actual amount of. time spent by staff on that component, emphasiz-
ing the fact that the primary cost of most service components is a staff

~salary cost. ) . b
o : ‘ o
( . . ol |
1 |

X. IMPLEMENTATION PROBLEMS

PR

Staffing: Because the project-is housed within a public agency,
the hiring of staff must p oceed through official civil service channels,
which often holds up actual hiring for weeks or months. This has ham-
pered «efforts of the project to fill.existing siots on many separate
occasions.

Multidisciplinary Approach: It has been difficult for some socizl
work staff to adjust to the concept of working as a team with other staff
who are not social workers. There was considerable confusion about the
roles and re:ponsnblhtler of new staff (Public Health Nurse, Homemaker,
Case Aide, Parent Aide), and there were problems in determining the pro-
per role for all staff in cases .where other professionals were simulta-
neoﬁsly involved with a family, e.g., other public health nurses, psychia-
trists, probation officers, staff of other agencies. ‘

Criteria for Acceptance and Termination of Cases: |In order to

, . maintain a manageable caseload, and to preciude the acceptance of cases
essentially inappropriate for Pro-Child (e.g., no actual abuse or
neglect), the staff were forced to definc a set of criteria for accepttng
cases into the project, with highest priority given to cases where a
recent incident of abuse or severe neglect has occurred. In order to
eliminate the common practice of keeping cases open cn a ''maintenance
only' basis (i.e., periodic contact with a relatively stable case), the
project will also shortly be defining termination criteria.

1i5
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implementing programs that require changes in personnel or staff payment
procedures can be very complicated, since it is difficult to introduce |

chances for one unit that are not applicatle tao other - units.

Coordination with Other PHR Units: Because the project concentrated
ornglnally on developing relationships with outside community agencies,
rather than with other DHR units, and also, in part, because of the
feeling. amarg ofher DHR staf that the project, by virtue of its federal
grant status, was able to provide more servic.s, there have been some
strained relationships between thé>project and these units. Since many’
of Pro-Child's clients require services provided by these units. (foster
care, adult services, AFDC assistance, etc. ) the project is now attempting’
through meetings and educational prascntatnons to develob better worknng
relatnonshlpq with all DHR unmits.’ - :

~ -
AP
(¥

X1. FUTURE PLANS

Y H
i I

During the second year, a new Intake Worker will be added to the

‘staft and the project will assume its own injtial intake of cases. A

new day care program, with an expanded capacity, is beinq developed
through an agreement with a church-affiliated organnzatnon Twenty-four
hour referral services will be made available to the communlty through ’
an arrangement with-both state and local hot lines. Soine additional
group -and family counseling sessions will be developed and a home that
willi aCCcpt a mother and her child for short ernods of time W|]I be
5upported .

G
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ARKANSAS CHILD ABUSE AND NEGLECT PROJECT: LITTLE ROCK, ARKANSAS

PROLOGUE

-

On my. first visit to, the SCAN project in Arkan;as (the letters stand
for Suspected Child Abus€ -ahd Neglect), | had witnessed many of the sup-
portive layers of the organlzat10n, which enable the core of’ the system,
the lay therapy model, to operate unencumbered by administrative or pro-
grammatic responsibilntles. I'd listened to the project staff of SCAN .
recount their progress and problems in the communities in Arkansas where
the demonstration project is funded. - 1'd |ntervnewed communlty agency
representatives for their perspective of the rcle the prOJect ‘played in
the service network for. abusive parents. |'d visited a SCAN day care
center and attended an evening session of Parents Anonymous, sponsored by

SCAN. | had read case file notes of active clients. And '|I'd been along

-onithe initial evaluation of a 3|straught young mather whose. chuld had '
been removed by courc order{for necessary ‘medical jattention. The -SCAN"
“worker had tactfully and Suﬁportnvely elicited from her a tale of isola-
“tion, excessive home responsnbnlntnes, and low self-esteem, all cf which
are consistently present in an .abusive or potentlally dbuqs«e narent,

and are known to project members as the “dynamncs of aouse

Now, tne SCAN staff was collected in the COnference rOOm of an old
Georgian-style brick building on the V.A. Hospital grounds for its semi-
monthly staffing. Since the essence of the SCAN project.-- the actual
relationship between an individual lay therapist and his or her client --
is private rather than pubfic, this staffing promised to bring an out-
sider as clbse to experiencing this relationship as possible. It was not
a disappointment. ) :

in the course of the four-hour staffing, the real core of the lay

therapy model became visible, as the workers recounted their efforts
"over the preceding two weeks with the two or.three,clients to whom they
had each been assigned. In this session, the capacity of the team mem-
bers to help each other resolve frustrations and confirm perceptions of
progress in their cases was readily apparent. It was particularly illus-
trative of the techniques they use with their clients. While there is

an ever-expanding list of activities which the lay therapist undertakes
in an effort to help a client (such as providing information about avail-
- able services and programs; providing on-the-spot counseling in marital
relations, sex education, and child development; providing a parenting
model; providing transportation or babysitting to enable the parent to:
attend PA; or. even supplying emergency funds for food), the workers
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. INITIAL CONCEPT OF THE PROJECT

Following the passage of the child protection legislation by the

 Arkansas legislature in-1967, the rate of reporting of child abuse and

neglect cases to Arkansas Social Services began to increase. As the
Social Services-staff strained to provide adequate service. to- the.growung
caseload, it became apparent not only that addut10nal,resources wou | d
have to be committed to child protection, but that»some7new kind of com-.,
munity system would be needed to codnter the apparent increase in inci-
dence of abuse. Key to following the serendipitous fashion in which the

‘Arkansas syster for child protection evolved 'is the recognition of two -
- independent and-parallel efforts which were brought together by -an abu--

sive Tother .

. Co ; bt coor ]

One'side of the history begins with the Pulaski County Task Force
for Child Abuse.  While the Task Force moved forward, with the help of
Dr. Ray Helfer, to explore the available models for child protection, an
informal effort was independently taking place which would ultimately
lecad to the creation of a workable system of volunteer service deluvery
to families in which chiid abuse had occurred

. In the summer of, 1971, Sharon Pallone began working with an abusive
mother as a volunteer lay therapist. In the course of events, Dr. Young;
the Chairman of the Task Force, also worked with the woman, thereby

becoming aware of Ms. Pallone's approach. Since the volunteer group- con-

Eépt resembled the imodel that had been proposed to the.Task Force, Ms.

Pallone was encouraged to recruit additional volunteers who were then

trained by Dr. Young, Ms. Pallone, and Social Services. By the summer
of 1972, the group of volunteers had established a non-profit ccrpora-
tion, SCAN ‘(Suspected Child Abuse and Neglect) VoIUntePr Services, Inc.
and had been contracted by Social Services to offer treatment services.

In time, as the caseload and la, therapy staff grew, and SCAN gained
credibility within Arkansas Social Services, local task forces were
formed in other counties of the state where public interest in the forma-
tion of SCAN units was fostered. By the fall of 1973, SCAN was operating
local units in three additional counties. At this time, members of the
staff at the University of Arkansas Graduate School of Social Work “became
aware of the availability of demonstration funds in the field of child
abuse and approached SCAN and Arkansas Social Services to develop a pro-
posal. The program, which was federally funded in tne spring of 1974

1id
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Demographically, the "three demonstration sites of the Arkansas pro-
ject are similar. Each county has a single major town of. under 100,000
L populatfqn, and in each of the counties most of the people live in the
: maior town. In other respects’, however, ‘the sites are unique and present
di fferent challenges for the local projects. The most important town in
Garland County is Hot Springs National Park,a spa, resort and racetrack
town. About one-third of the permanent population is over the age of 65.

I1. COMMUNITY CONTEXT

In Jefferson County, the major town is Pine Bluff, localted souih «of
Little Rock on the Arkansas River. The population of Pine Bluff has de-
| clined since the last cepsus.

' : '
' .o . i
s : i

Washington County is the second most populous county in Ar. ansas
after Pulaski County {(Little Rock). It is also the fastest growing ”
“county in the state. Most of the people live in Fayetteville and Spring-
dale. Fayetteville is the home of the University of Arkansas and attracts
light industry and service industry, as well as mobile upper-middle-. '
class and professional families from many parts of the U.S. '

The community -system for dealing with cases of child abuse and
neglect is similar in the three demonstration counties, with a few minor
_exceptions. Befor . _AN, some cases that were discovered by citizens in
the community were ircported to several different .gencies, and.cases dis-
covered by mgmggfg;gf'the agencies were reported at least to Social Ser-
vices and sometimes to another agency. Many cases wercsimply not
reported. The main conmunity agencies that provided services for fami-
ties in which child abuse or neglect.had taken place were Social Ser-
vices and the Juvenile Probation Department of the court: For cases that -
were.not referred to Jevenile Court, the services mostly amounted to
crisis intervention, temporary shelter for thé€ child and some counseling
and advocacy by counselors in Social Services. : .
The establishment of a SCAN unit in the three demonstration coun-
ties and ‘the efforts of the project have changed the communiiy systems
in several significant ways. Reporting, for example, has' become more
centralized.  Ncighbors, relatives, and other citizens who previoucly
reported to any of several other public agencies have responded to SCAN
‘publicity and now report directly to SCAN. Other public agencies have
also agreed to forward reports that they receive directly to SCAN. The
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to investigation of reports; consequently, all-approtiiate reports are °.
evaliuated in the family's home, and-periodic follow~up after a case is -
stabilized is a routine part of the community system.

V.

. &

PROJECT GOALS : : o
The following'ﬁre the current project goa1§¥ !
Overall Goal Statement: Because the Arkansas Division of Soé}al

Services is committed to improving the quality of the family rela-
tionship so that a child can be ;2 in his or her own home, it

-proposz2d- to continue- the demonstration of the feasibility of phe

volunteer model, in which lay- therapists provide protective ser-
vices for chinrqn‘and fam@lies involved in the problem of abuse

- and neglect. ; : T S ’
Objective 1 Identify, develop, expand, contract for and coordinate

county-wide resources necessary for more effective SCAN/Social Ser-
vices operations. ’ ' :

' ’ - B i . .
Objective 2: |Implement the coordinated efforts of public agencies,
private agencies, and volunteer groups by providing specific ser-
vices on behalf of clients.

Objective 3: Ensure immediate delivery of services to project
clients and encoundge other:.agencies to accept and provide services
to project clients on a more- immediate basis.

Objective L. Educate the projeét community, incLuding professionals,
about the dynamics of abuse and the necessity of reporting as re-
quirced by state law.

14

ORGAN| ZAT IONAL STRUCTURE

’ -

The most notable feature of the Arkansas project's organizational

st ucture is its unity and cohesion, despite the fact that it is dis-
persed among four different cities and in two separate offices in each

city.

In each of the three demonstration counties there is a separate

local SCAN office, housing the SCAN staff, and a Social Services Coor-
dinator, "locatcd in the county offices of the Divisdon of Social Serv{ces.
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SCAN. At project headquarters a management information'system is main-
,tained, coritaining monthly client data. \Day-to-day decisions, needed for
the refinemeht of the interaction betweeny SCAN 'and Social Services, are

made here. Management consultation is provided .by the Graduate School
of Social Work, which furnishes this service to.numeroﬁs.gocial projects

in Arkansas. : ~

While the Arkansas.Social Services is ultimately accountable Iﬁyfhe T
state office for providing protective services, it can, through contja&t,:lvf
delegate duties for child abuse cases to SCAN Volunteer Services, Inc. iy

The local Social Services Coordinator plays the dual role’of speeding

the provision of services to SCAN clients who are receiving-social ser-
vices from_the agency and of ensuring that reported Ehild ablise cases

get the attention legally required by the State. Although paid as staff )
members of the project, the coordimators retain their status- as staff

) members of the -local Social Services divisions. .

The local SCAN staffs are supervised by the central SCAN staff (in
Little Rock), which in turn coordinates with the;project headquarters
staff. While payment for project expenses are made from the grant, the
essence of the program is the use of volunteer services, both lay and
professional, for szrvice delivery and consultation to the project. * In
addition, scme office space is donated for project use, as well as a
field c0mmunicatioﬁ§ system for the central SCAN staff.

V.  STAFFING PATTERNS > ' - oo

- Figure 1 is a diagram of the Arkansas project organization. The
organizétIOn'con;ains only one formal chain of command, that within the
SCAN organization connecting SCAN headquarters with the local SCAN units
and the “lay' therapists; the rest of the project_organizatioh operates by
cooperative agreements. The Social Services coordinators work within

- the orgariizational framework of the local Division of Social Services.
written proEedures have been developed by the project for coordination
between the Sotial Services coordinators and the local SCAN directors.
The Project Director works within the organizational framework of the
State Office of Social Services and, in fact, spends half-time with that
organization, with his salary paid by them. The Project Management Con-
sultant and her assistant are currently paid a full-time salary by ‘tHe

_project and receive some direction from the Graduate School of Social
Work. The Management Consultant takes care of the day-to-day monitoring
of the project, short-term problem solving and technical assistance for’
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the local projects in the déhonstration tounties. Together with the
Assistant Management Cor.dultant, she also maintains the information flow

into and out of the project and the flow of internal management informa-
tion. -

The State Director of SCAN, Inc., deals wuth the ‘overall policy
development for that organization and with the overall coordination of.
SCAN with'Arkansas Social Services. She supervises the .operation of
SCAN state-wide and is available. for consultation on all abuse and neglect
cases. SCAN Volunteer Services, Inc. has a Board of Directors that
develops policy for the organization. The State SCAN Coordinator pro-

“vides the day-to-day supervision of the local SCAN directors and directs

the ll‘staffing'sessions“'that.each.proje’ct(,holds every two weeks.

The key to successful case management at the local level is the
effective coordination between the:-SCAN Director and the Social Service
Coordinator. - The Local SCAN Directors are primarily concerned with the
evaluation and initfral) dyisposition of new referrals to the prOJect “and

with case ma..agement of the SCAN cases in their communities. They super-

vise the work of the lay therapists, provude some individual counseling
to clients, provude support and back-up for the local chapter of Parents
Anonymous, and devote time to community education and. the coordlnatlon of
community services. They work in tandem‘with the Assistant SCAN Directors.

The Social Service Coordinators are regponsible for expediting and facula-
tating the delivery of services from the Division of Social Services to
the SCAN clients who are to receive them. The Coordinator works in close
cooperatlon with the SCAN dirréector on the ¢evelopment of case plans and
participates in case reviews both at. the: 7CAN staffing sessions and at
meetings of the hdspital review team addition, the Coordinator keeps

"the Social Services records for SCAN cagés, assists in the development of

. . foster homes and arrangements for day- care, and shares the load of speak-

ing engagements with®the Director.

The Lay Therapists make themselves“available for accepting cases
assigned to them by the SCAN direetor. They sometimes participate ‘in
the initial investigation of .a case during intake and then begin theur

~lay therapy on an intensive basis when they are assigpned to the case.

Their hours are flexible, but they are on call to the families they are
working with 24 hours a day, 7 days a week. The lay theraplsts are
reimbursed for up to $50 of their expenses per month and are considered
volunteer staff members. This reimbursement is a critical consideration,
in the lay therapy model, in that, depending upon the personal financial
situation of _the- volunteer - the $50 monthly budget may offset any dis-
advantages hey may experience in volunteering. Turnover among the lay
therapists/has been very low, usually occurring only when a lay thera-

“pist ‘moves. from the communlty or when-there is a change’in the lay ~.
therapist®s own family situation. Many of the Jay therapists have college

degrees, and some have been trained in or have worked in varlous profes-
sions which help them in their work and add to the effecttvenesf of the
bi-weekly case reviews. :

126



( e 127

Figure 1: Organizational Chart
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Vi. PPOJECT COMPONENTS

The project components have cvolved somewhat from the model that
had been proposed to th~ original task fc ce.

Education: The pr¢ ect provides public ¢y .©- . orofessional
edueation and training '~ (he lay therapists. . ; .,lic education pro-

vided by the local proj :ts takds place mostly in the form of various
kinds of speaking engag ents with schools, community groups, and other
groups in the county. e presentations are made mostly by the SCAN
Director or the Social “Scrvices (oordinator, but the new assistant SCAN
directors are expected to p-ovide some of this information as well.
Occasionally, lay therap.-:s and SCAN clients paré&éipat%.

The project responds to professional groups that request information
and also seeks out professnonal groups, such as the police, who should
be informed of the project's position in the community ard the nature
of the child abuse probiem.

At the headquarters level, staff members furnish public education
programs with a wider scope, including speaking engagements througkout

_Arkansas and out of state, di<semination of a packet of informationai
“material that can be sent ir answer to written reguests for information,

and broad circulation of th montnly proje.vt newsletter, FOCUS, which
is intended primarily for the eight project offices, but which is sent
to a variety of other group-, and agencies.

An integral part of the operation of SCAN is the recruitment -and
training of lay therapists.” The lay therapy training sessign-in Little
Rock runs for three days and is very intensive. The training sessions
take place two tg three times a vear and are generally scheduled to
accomnodate the volunteers wh. are waiting to begin. In the second year
of the project, the SCAN training sessions will continue to be open to
other mgmbcr; of the community besides lay therapasts

After the initidl training se%gion, the lay therapists continue to
receive Lraininq in Lie fori o tne guidance given them during the bi-
weekly training”sessions, and also attendance at specaal seminars or:
selected topics several times a vear.

Tréatmegj; The SCAN units prinéipally offer crisis interventicn
anc lay therapy as treatment services. The local staffs have aiso organ- -
ized Parents Anonymous chapters, multidisciplinary teams, and hospital
compitiees in the demonstration counties and.provide continuous support
for them. Within Parents Anonymous they arrange for volunteers to be
on hand to care for children while their parents are in the session;
they provide transportation to the session when it is needed; and, above
all, =hey provide the patient and sensitive coaxing, sometimes extended
over scveral wecks, that is needed to get some parents to attend Farents
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anonymous. Through Arkansas Social. Services the local projects also
make day care and foster care services available

Lay therapy counseling is the name given to a complex 'set of respon-
sibilities. The prime task of the lay thercpist is to establish a trust
relationship with the client. “From this basi< therapeutic friendship,
various hats are assumed by the lay therapist, such as that of a parent-
ing model; marriage, sex education -and/or chuld'deveiopment counselor;
as well as that of a resource and advocate for nesded auxiliary services,
including homemaking, babysitting, day care and transportation. In
assuming any and all of thede responsibilities, the lay therapnst strives
to maintain a non-judgmental, non-punitive relationship with his or her
clients with the end goal of enabling the p.rent to reach discipline
alternatives to abuse and to achieve indep:ndence.

Crisis intervention is a distinct service of.the project and an
integral part of the lay therapy. Sometimes ,a case is initiated through
SCAN'< inpervention in a crisis situation that is recported to the pro-
ject. Once a case has been accepted by SCAN and a lay therapist is
assigned, the lay therapist is ''on call' to the family 24 hours a day..
Fcllow-up, which was also originally planned as a distinct part of the
project, is now buiit into the lay therapy service in the sense that
cases are not closed, but rather stabilized, and the lay therapist con-
tinues to keep in touch with the family from time to time to assess its
ability to function independently.

Auxiliary Services; The origiral auxiliary services ircluded coor-
dination, day care/foster care, case ﬂanagement/advocaCy and SCAN trainirg.
These services are included in the two main components of the project.
Part of the treatment coordination efforts of the project have been
directed toward the development of day care and foster care services in
the communupy The local SCAN dire.tors have promoted day care programs
and Social 5erv1ces has encouraged creation of new foster homes. ’ Case
management |s an underlying. service provided, in the Arkansas project,

by both’ SCA* and thé Social Services Coordinator. Therefnre, two/files
exist for any family that is receiving both SCAN services and services

from or through the Division of Social Services.. Advocacy is prOV|ded

by the lay therapists, and SCAN tralnlng is consndered a part ‘of the

education compcnent. _ _ -

|
i

VI, PROFILE OF CLIENT CHARACTERISTICS

[N

. Since SkAN was already operating in the demonstiation counties when
the project began; Lthere was already a caseload and a modest number or
new refeiials to the project in the first month. The followan client
profiles are based on those families in eacn county with intake forus
during the period of January through June, 1975.
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O0f the nine Garland County cases, more than half are established
abuse cases, with most being moderate or mild cases of physical abuse.
The average number of children per family is two; parents are relatively
young (most being under 25); and all are legaliy married couples. All
but one family are Caucasian. Almost none of the parents has had any
education past high school. The average total family income is approxi-
mately $5400, with over oné-quarter of the families receiving public
assistance. The primary problems which- help explain the abuse or neglect
incident bringing these cases to the project's attention include finan-

~cial, social isolation, job related and marital problems. Some reinci-
dence is seen,.in the form of emotional abuse with occasional moderate
or mild physical and emotional neglect.

In contrast, proportionately fewer of Jefferson County's 28 cases

" are established cases of abuse or neglect. In close to 50%.of the cases,
however, there is a strong indication of abuse. Very few of the cases
are severe abuse or neglect. The parents are slightly older than in Gar-
land County and the families are slightly larger. Fewer of the cases

are legally married couples (80%) and fewer of the cases are Caucasian
(75A).‘ The educational level is approximately the same; the average
family. income is higher ($7300) and more of the parents are employed,
leading to fewer recipients of public assistance. The most frequently
cited problems in these cases include financial, marital, and mental
health. The reincidence rate is higher, reflected primarily in emotion-
al abuse and neglect with some moderate and mild physical abuse occurring.

in the 18 Washington County cases, even fewer are established -abuse,
and none are severe ahuse or neglect. The family size and parents' ages
are comparable to Jefferson County; however, significantly fewer are
legally married couples (674). The educational level is somewhat higher
than in the other two counties, as is the.overall proportion of employ-
ment, but the average total family income is lower ($4800). The primary
problems most often mentioned as related to child abuse and neglect in-
clude heavy child care responsibility, financial and marital problems.
Reincidence is primarily seen as mild physical or emotional neglect, with
some instances of moderate physical or emotional abuse.

Vitl. CLIENT FLOW

ldentification: Almost all referrals to the project come by tele-
phonc, from other agencies in the community, particularly Social Ser-
vices and the Juvenile Court, and from neighbors, relatives, anonymous
callers and self-referrals.. A referral to the project is taken by the
loca! SCAN Director or, if she is out on a case, by the Assistant Direc-
tor or the Secretary. For all reports, the SCAN Director calls the
Social Services: Coordinator to find out anything that Social Services

t
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may have in their records about the case and then prepares for the home
evaluation. At this time a repor:ljs~sént to the Central Registry.

Intake:  All cases. arée evaluated by the local SCAN staff within L8
hours, but crisis qasé%‘are evaluated immediately, regardless of the
time of day or night. During the evaluation, the SCAN Director takes a
n0n-threatening'position with the family, offering help and trying to
get the family to accept SCAN services. |If there is.any reason to Sus-
pect tha;fébuse might have occurred or be potential, a lay therapist will
be assigned and begin visiting the client at once. if the initial eval-
uation indicates that the case is a neglect case, it is reported to
Social Services and referred to the appropriate agency. ’

- Diagnosis and Treatment Planning: Once the evaluation has shown °
“that there has been abuse or severe neglect, <—r that there is potential
“ for it, the case is entered in the SCAN caseload and begins to be re-
viewed at the bi-weekly SCAN staffing sessions. A preliminary case plan
, is made by the local SCAN Director and the lay therapist, with assist-
/ ance from the State SCAN Coordinator anu the Social Services Coordinator
/ in some (i.e., severe) cases, to provide any immediate services beyond
/ the lay therapy, such as day care or counseling, which need to be arranged
' through Social Services. Besides the reviews at SCAN staffings, the case
will be reviewed by the Multidisciplinary Team at the hospital if it is
‘a hospital case or a particularly serious case, and possibly by .-the com-
murity consultation team in the counties that have one. The progress of
treatment is subsequently reviewed as needed. '

{

Treatment: The main service offered by the Arkansas project.is lay
therapy, which takes place during visits to the client's home. Depending
on the severity of the case or the degree to which it .is stabilizing, the
intensity of the lay therapy counseling provided may vary widely. Typi-
cally, a relatively new, difficult case receives considerably more than

-the average six hours of lay therapy counseling per month. 1In general,
the lay therapists strive for some form of weekly contact with their
clients. In addition, clients may receive individual counseling or par-

ticipate in Parents Anonymous.

Folldw-UE: As a case stabilizes, which may be six months or more

after the initial referral, the intensity of "lay therapy will normally

taper off from several visits a week to a much lower. frequency. The .
projecthcodffnues’to maintain contact with the client indefinitely, how-

ever, and keeps the client's file open, though in a stabilized status.

3 The case continues to be menticned from time to time during staffing ses—_

sions and during the diagnosfic review team meetingse [In’this way, SCAN.
"~ is in a position to resume more intensive treatment as soon as there are

..... signs of need for it. If an unstabilized client moves from the county

' . or state, the case is referred to the appropriate agencies. )




1X. RESQURCE ALLOCATION

The total first year federal budget for the project was $150,000.
Because the Arkansas project makes such extensive use of volunteer time
in treatment services to parents, the allocation of funds by the prOJect
to the service components differs considerably from the allocation of
hours. The use of volunteers in treatment and support servic , shows up
as a higher percentage of hours than of dollars for those groups. The

-difference is balanced, of course, by the rercentage of dollars being
greater than that of hours in project dperation; which is done mostly bv
paid staff. Aside from the fixed general administration costs, staff
development was the dominant component of project operations.

Most of the staff development time is "'spent'' by regular staff. The
main forms of staff development are regular staff meetings, project semi-
nars, SCAN training, visits to training seminars or institutes by project
staff training provided within the project by the State SCAN Director,
Project Director or Project Management Lonsultant .and workshops held by
Arkansas Social Services. J

X. " IMPLEMENTATION 1SSUES

The Arkansas project has had few serious implementation problems.

As the project entered its second year, however, some issueS now appear
to.be inherent in this kind of model in which a volunteer service is
provided in cooperation with a county Social Seryiées Division. o,

“ Legitimacy: Since the Division of Social Services carries the legal
responsibility for providing protective services, some individuals and
agencies in the community questioned whe ther, SCAN, as.-a-private non-
profit corporation, could be accepted as a Iegutlmate agency for satis-
fying the legal mandate. The project staff feels that its model could
have had a better start in the community if they had prepared a canUlar
that clarified the legal position of the private group and reassuned
those concerned about it by including signatures of appropriate offucaals.

Credibility: There was, as well, the matter of legitimacy in :he
broader sense of gaining acceptance by other agencies as a dependable
and effective group: SCAN's efforts to establish credibility with other
agencies and thereby gain their confidence and support were dependent
upon their consistent demonstnatiOn of capability.

Confidentiality: During most of the first year the local prOJe ts
were’at‘a'slight disadvantage in diagnosing and reviewing cases’ of
- clients whc were receiving treatment elsewhere in the community. The
_confidentiality agreements-between clients and the community mental
health centers or private counseling services precluded the sharing of
information about clients there with SCAN. In one of the communities,




arrangements have been made §or sharing this information if the client
gives his or her written consent. ' i ﬁ
Cooperative Procedures between SCAN and Soc’al Services: Since the
"Social Services Coordinator works within the orgyanizational structure of
Arkansas Social Services and occupies office space there while working
c¢losely with the SCAN Director for the project, it is essential that ‘
priorities and procedures be established to ensure efficient joint deci-
sion making. During the first year, written procedures were dev:loped
as they were requested, and the project headquarters has re-emphasized
them periodically, especially at the time of turnover in the position of
Director or Coordinator. Beyond this, however, it has been necessafy'to
“gradually define the Coordinator's position more and more clearly with
the local Division'of Social Services in order to develop a clear chain
of command and distribution of responsibilities. This is an important
part of the development of the model whose demonstration is the overall
goal of the project. -

Lay Therapist's Administrative Work: The principal service of the
project is lay therapy, provided by volunteers who receive only a maxi-
. mum compensation of $50 a month for expenses. The concept of lay therapy
as an effective service involves an element of informality, i.el, a
therapeutic friendship between the client and someone else in the com- .~
munity who does not répresent authority or the threat of punitive action.
For both .of these reasons it is important that the lay therapists be as
unencumbered as possible with administrative dutiés and paper work, and
the project felt that the lay therapists could not be asked to do a great
deal of extra administrative work. This matter was settled by getting
additional staff positions -- first, an Assistant Management Consultant
at project headquarters who travels to the demonstration counties to get
the needed information and second, an Assistant Director for each SCAN
office. The assistant dimectors:wgre already needed. to absorb some of
the growing workload of ‘the directors, and the addition of the evaluation
work necessitated a full-time position.: :

| PR

E Physical Dispersion of the Project: The project operates in four
different cities and in two different offices in each. The State SCAN
Coordinator travels to each demonstration” county every two weeks, which
helps to keep the local projects in touch with each other, and the State
SCAN Director and project headquarters staff make . occasional visits to -
the local projects. This does mean,-however, that meetings always imply
extensive travel time, which must be taken from time that staff members oo
could use for some other purpose. The Centrex telephone system makes it
possible for the various parts oi the project to have frequent telephone
_contact, and the project initiated in the spring of 1975 a monthly news- "
letter, FOCUS, which summarizes the month's developments for all members .
in the project. 1t is felt by the project staff that provisions,™in the .
form of centralized and coordinated communication, as well as through » ’/4
funds for field contact, must be made to accommodate physical dispersion. ~
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X1. FUTURE PLANS

°

The project has spelled out most of its future plans in the objec-

tives of its second-year proposal. These plans are mostly for the
refinement and improvement of the SCAN/Social Services model. Particular
effort will be directed at improving the coordination between public agen-

cies, private agencies, and volunteer groups within the communities.

159
134 ‘ °

~



APPENDIX D

FAMILY PESOURCE CENTER: ST. LOU1IS, MISSOURI

PROLOGUE
The large, old house on Lindell Boulevard looks like several others
on that street which have seen a change in use over the years from ser-
ving- as elegant residences for St. Louisans to their current roles ‘
housnng an array of small businesses. BUt"inside'this particular build-
. ing; Monday mornhing witnesses a series of activities very different from
those of its neighbor businesses. Here on ‘the second floor of the Family
Resource Center, several children are participating in the Child DPevelop-
ment Classroom, working sometimes on group activities such as drawing
and singing and at other times on a one-to-one basis with the teachers
and volunteers to develop scme of the skills which they-lack -- i.proving
language skills, fine and gross motor activity, and their cognitive
ability. On the first floor, many of their mothers are gathered in the
Parents Lounge for their weekly Group Therapy meeting, where they can .
share tRei¥ pfaET€ﬁ§‘and\QgES;|t from knowing that there are others whd
have similar experiences to their-own..

On the third floor, in the Staff Lounge the volunteer Parent Coun-
selors are meeting for theur bi-weekly discussions of the parents they
are working with and ideas on how to handle probtems they encounter in
thelr Iay theraplft roles

‘ 0ver in St. Louis Children's Hospital, which is a few blocks away
but which is the parent agency for the Family Resource Center, the Child.
Abuse Coordinator who is a member of FRC's staff is running a seminar
for new interns and nurses on the Emergency Room staff, on identifying
and handling abuse cases. o o

The actnvutues on this Monday morning are typucal of the range of -
things being done at the Famn\y Resource Center. Many of the parents
and children will be returning to the Center at other times during the
~week, for*the fathers' group, fam|ly counseling, recreational therapy or
maybe- ‘for one of the special picnics or family activities the Center
holds occasionally.

-
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I, HISTORY . -

During late 1973 two students and a professor from the George Warren
Brown School of Social Work at Washington University in St. Louis became
concerned about the lack of treatment resources in the St. Louis community
for families involved in abuse situations, other than those provided by
the governmental agencies legally mandated to deal with the problems of
child abuse and neglect. Consequently, the group began the devclopment
of a full-fledged treatment center, with services for the entire family.
An organizational sponsor was needed for the program in St. Louis, and,
based on the strong interest of the Director of the St. Louis Children's
Hospital (SLCH) Department of Social Services, the decision was made to
develop a hospital-based program, with St. Louis Children's as- the sponsor.

The group, now |nclud|ng the hospital director of social services,

~-wrote its grant proposal for the Family Resource Center (FRC), and

began making communaty contacts to develop support for the potentual
program.

f1." COMMUNITY CONTEXT

The City of St. Louis is one of the major urban centers in the coun-
try, and as such ‘suffers from most of the problems associated with urban
areas.. With a population of 622,236 in 1970, St. Louis had 26.5% of its
hopseholds below the poverty-income leve'l and another 37.4% with incomes
between $5000 and $10,000 per year. Y

The service deluvery system for cases of abuse and neglect in the
St. Louis community has been characterized by the presence of two focal
agencies mandated by the child abuse law to receive all abuse reports,
the Division of Family Services (DFS) and the Juverile Court. ~Each re-
ceives reports and referrals of cases from other major agencies (hospi-
tals, 'schdols, police) for investigation and service planning or place-
ment; but neither of the two refers cases elséwhere for'investigatiOn
-.and service planning, except to each other. It is not, by any means, a
dgntralized system. The two focdl agencies do not see all abuse and
nebJect cases known to the other key agencies. And, for many of the:
case& which are seen by these two agencies, they are not the first agency
to per(orm an investigation -- schools, hospitais, and the police all do
their OWQ~|nvest|gat10ns and some do, diagnosis, service planning, and
service -provision before reporting the case to DFS or Juvenile Court.

The level 6{ coordination among agencies in the system has been low, with
Inttle interaction among agencies in terms of planning and training staff
Jto achieve betxer service delnvery for the community, and limited coor-
dination and commynucat|on in the handltng of individual cases.
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I11. PROJECT GOALS - ‘ ‘ -

a3

The goals‘of the Family 'Resource Center are as follows:

1. To develop a family treatment approach which will reduce the
incidence of abuse in FRC families by providing an educational
and therapeutic environment for both parents and children;

2. To improve the child abuse service network in metropolitan St.
- Louis through establishing referral procedures with agencies
for FRC families, identifying the nature and scope of FRC ser-
vices for the agency network, involving agency staff in FRC
"meetings ana initiating the expansion of servuces for abusuve
-families through other agencies;

3. " To provide-a community education program which will develop
) greater awareness of the problem, iiprove the process of iden-
tifying and reporting suspected cases, improve attitudes to-
ward abusive parents and their children, and encourage commun-
ity support for programs servicing this populapuon,
4. To organize training programs Y¥or professional, student and’
Alay workers involved with abused children and their parents;

5. To expand zhe relevant knowledge baép pertaining to child abuse
by (a) participating in the national evaluation, (b) developing
a process for conceptualizing program components for dissemina-
tion of the FRC model to the f-ield, {c) determining methods
. for measuring behavior change in paréents and children, (d)
"testing and diagnostic assessment of target child, .{e) identi-
fication of characteristics of the-clients, and (f) formula-
tion of admission criteria.

IV. ORGANIZATIONAL STRUCTURE

The Center is a special project of SLCH's Department of Social Ser-
vices. Its budget is covered almost‘totally by the federal demonstra-
tion monies, which are channeled. through the hospital. The hospital
provides some financial support in fringe benefits and other miscella-
neous items. ‘During its first year of operation, the prOJect also ‘has
obtained limited local funding; securing a $4000 grant for its children's
program and a $400 donation for specnal needs. The development of a
local funding base has been an important objective of the Center from.its
inception, and staff continue to devote significant effort to this aim.

While housed organizationally in SLCH, the Center operates the bulk
of its programiout of its own facility, a large residence in close prox-
imity to the hospital grounds. It functaons semu-autonomously, with

.....

2

137



operational program and policy decisions resting primarily with the
Center's Director. The hospital’s Director of Social Services serves as
the project's Director for Administration (a 20% time commitment), admin-
‘istering the hospital functions of the project, and participating with
tre tenter Director . coordination of relations between the two facili-
ties. '

> It is importznt to note that whlle the Center functnons relat:vely
autonomous ly of SLCH and derives oAly minimal financial support from the
hospital, the tie to the hospital has been an important one ‘or the Cen-
ter, particularl> in establishing credibility within the community.

V. STAFFING PATTERN :

The staff organization of FRC includes five Program Coordinators,
with responsnblllty for each of the distinct program areas of the Center,
/ who work with the teaching, social work, and other volunteer staff in
carrying out the Center's programs. The Project Director administers
the program. In addition, a pediatrician and child psychiatrist from
SLCH consult for the project and serve, with the Director for Adminis- .
tration, as the ''collegial consultants' of the project, linking it to uo
SLCH. Ultimate.accountability, as the following organizational chart
(Flgu;e~l) illustrates, is to the hospital's Executive Director. An
I f1mportant characterlstnc of FRC is the use of students as an integral
'f part of the staf Students, participating in the Center for the prac-

" ticum expernence toward the MSW degree, commit a full year to the pro-
ject and:devote 15 to 20 hours weekly to the project on a regular .
schedule‘ handling their own cases or teaching responsibilities. The
chart on’the following page illustrates these staffing patterns.

i ,
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FIGURE 1:
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Community educatuon is. designad to make the
community aware.of the Center and the services it offers,

Teaching Assistan

to change atti-

tudes and promote understanding abow.t the problem of chnld abuse, and to
make- people knowledgeable about resources in the community system for
~dealing with the p'ohlem of abuse

»

, In addition to :eVeral presentations by or about FRC in the media,
Center staff made” 17 presentatnons during the first year to community
groups, including community clubs, students, and prospective volunteers,
on” the dynamics of abuse, resources for reportlng and treating abuse,

and legal aspects cf abuse.

Over one million people were reache .

'|a

> media pregentations and several hundred through direct group preserta-

tions.

Professnonal Education:

The Centéf works-with professionals from

other agencnes in the community to increase knowledge about child abuse

-.and neg! ct,

its

identification and effective treatments.

FRC has .a

slnde presentation and video tapes that have been- used 21 times by com-
sixty agency representatives

.munity agencnes and hospitals.

One hundred s

attencded sessions. on FRC at its: cgggunLIy op}n house.
tions .emphasizing forms of intervention and needs of abusive parents
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'have been made to profe35|onal groups including nurses, social workers,
physucaan&,.teachgrs, staff of the DIV|S|on of Family Services (DFS) and

mi xed gr0ups.

I ?

) A special emphasis -in the professional education component is the
training program provided by the CAM Coordinator to physicians, nurses
_— and other staff of SLCH.

, Coordination: ~ A primary concern of the Center staff has been the
. estabtishment ofgaorkung relationships with community agencies that have
ﬁf-]bw.resp0n5|b|hot|es for handling child abuse cases. The long-range goal of
 coordination is the development.of an effective com ..ity network for
:-”providlng services in ¢ use situations.

oo Durlng “its first sear, FR’ engaged in extensive coordination activ-
ities that resulted in the establishment of referral procedures with 11
agencies, procurement of a written agreement with the Division of Family
services (St. Louis City), participation in agency meetings to discuss
FRC program design, and establishing a Parents Anonymous Chagter inSt.
Louis. In addition, the Center is increasing its contacts and coord|na-
tion efforts with the county Division of Family Services as more’ and
more of its referrals come from the county. ¢

Legjslation and Policy: During its first year, FRC staff worked
with others in Missouri on drafting a proposed major revision of the
child abuse law, and mental health legislation affecting children. The
nrecposed law was researched and drafted by the Governor's Commlttee for
Children and Youth, on which FRC had staff representation.

Research: The research efforts of the projec: have inci.ded the
deveiopment and implementation of record-keeping in the project, includ-
ing logs for client contacts, monthly reports on client status, chil-
dren's records, and family summdries. |In addition, the following research
activities are being undertaken:

a. development of an expanded client characteristics question-
naire, which will be used to determine the characteristics
of clients being screened out during the intake process
versus those of clients being accepted into the Center;

b. performance of a series of tests (Denver Dévelopmental, FPVT,
Vineland and others) on all '‘target' children (i.e., abuse
children) whether or not they become active in the Center'
children's programs, to characterize the developmental charac-
teristics of abused children;

c. perforinance of a more in-depth series of tests (including
MrCarthy, Vallet, etc.) on all children enrollea in the Cen-
ter's programs, to'futher refine the charoc.terization of
coynitive characteristics of abused chnldren,

- 1
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d. c0nceptual|zat10n of the treatment compOnents of the program;
e. development of measures of behavioral,change in parents and
children. '

Treatment Services

tndividual Counseling and Therapy: The Center offers these services
on a weekly basis to selected parents. While these treatment approaches
are considered impartant for some cases, the Center does not use them as
the primary treatment, depending on group work and the parent counselors
for primary treatment and using individual work as needed. The Parents'
Coordinator and Intake Coordinator currently do ‘individual work along
with several of the student staff.

Parent Counselors: The Center now has six active parent counselors
(or lay therapists). Each parent counselor has been assigned tc one
parent, and has made a commitment to the. Center for at least one year.
The Parent Counselor serves as the primary contact between the Center
and the family. Their responsinilities include remaining available to
the family on a 2b4-hour on-call basis, making frequent home visits, and
establishing a trusting relationship which will allow the parent to turn
to the counselor both in crisis situations and for-a basically support-
ive relationship.- For some parents the Parent Counselor is the only ser-
vice they receive through the Center, while other parents with counselors
are actively involved in additional project activities.

Group Therapy: Group therapy for parents is an important treatment
service of the Center, which is offcred to every parent. There are two
active y: 2ps: a Mothers' Group and a Youngf Mothers' Group. Both groups
meet wee- !y and are directed by two co-tu~fapists. '

Par_nts Anonymous: During its first yea-, the Center staff initia-
ted the development of a PA chapter in St. Loui:. In conjunction with a
visit to the St. Louis area by Jolly K, founder oi PA, the Center
developed a publicity effort Lo attract parents who might benefit f rom
FA, recruited sponsors and offered Center space for meetings. Currently,
a PA group meets weekly at the Center with an outside sponsor, and a
special PA telephone line has been established at the Center to receive
calls and provide information to parents who are interested in joining
the group. ’

Parent Education: During the first year, a six-session parent edu-
cation program was provided for the Young Mothers' Group. -1n addition,
education in child management or behavior management techniques is being
provided for some parents on a one-to-one basis by the Children's Coor-
dinator, usually ir the parent's own home.
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o . .
Cricis Intervention, Duaqnosns and Referral: In- addition to the

availability. of staff anu Parent Counselors to respond to crises occur-
ring in the families partxcupatang in Center programs, the project offers
a special crisis intervention, diagnosis and referral service through the
CAM Coordinator in SLCH. She responds to all cases of abuse identified
at the hospital, meeting with the parents, assisting them 'in crisis sit-
uations, providing counsaeling as necessary and arranging an appropriate
referral for the family, either for FRC services c. to another community
agency. :

Child Developmcnt Classes: The child development program is designed

"for abused children who .teed remedial work in language, cognitive and

motor development skills. It is designed for children betweer the ages

of 2-1/2 and 5. The program, which includes half-day sessions five

mornings a week, has as its primary focus irdividual "prescriptive'
activity sessions tailored to each child's needs. The sessjions are com=
plemented by group activity and free play. Breakfast and a snack are
included each day, and these meals are an integral part of the therapeu-
tic program. Five to eight children participate at any given time. The
program is under the direction of the Head Teacher who works with the
Diagnostic Teacher, student teachers, and several volunteer child devel-
opment aides. An expansion of the program to include an afternoon ses-
sion for a second group of children is part of the project's second vear
efforts. This progiam will be focused on children with behavioral,
rather than developmental, pruolems.

Play Therapy: Play therapy is used both for children beyond the
age range of thz Child Development Program, and as a complement to that
program for some children who can benefit from both. The Children's
Coordinator and some student social work staff provide this treatment.

Chiid Care: Students and other volunteers provide child care at
the Conter for children of mothers attending group therapy sessions,
familics attending family or marital counseling, and for parent counse-
lers curing the twice monthly meetings. This babysitting service also
allows Center staff to have an opportunity to observe siblings of chil-=
dren in the Center's programs as well as abused children who are not
involved in the Center's programs.

Transportation: The Center provides daily transportation to and.
from Child Development classes for all children, as well as taxi vouchers
for parents who need transportation to and from the Center. In addition,
some of the Center's services are provided in the parent's own home.

In addition to the services discussed above, the Center offers
couples and family counscling, medical care, and testing services and
prCI?l therapy through purchased service arrangements, and 24-hour
Crisie availability to parents in the program, through use of a "'"beeper'
telephone system. .
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VI1. PROFILE OF CLYENT CHARACTERISTICS

The Center served 23 families in its first year. Self-referral is
the predominant source of clients for the Center, accounting for over
one-third of the clients. Significant proportions of clients are refer-
red from hospitals and the public social service agencies. Courts angd
law enforcement agencies have not hbeen the source of referral on any
cases yet accepted for services. All FRC cases must be abuse or poten-
tial abuse, but neglect is a factor in over one-fourth of these cases
well. Almost half of the cases have had the abuse established, and only
about 10% of the cases are simply potential abuse situations.

About 60% of the families have two parents in the home, legaily
married, with about one-fourth of the families being '"'single' parents,
either divorced or separated. Alnost half cf the families are receiving

public assistance, and one-fourth of the families have incomes of under
$20900. ' '

VIIl., CLFENT FLOW

ldentification: FRC receives about 25% of its referrais from SLCH,
its parent agency; about 25% from the Division of Family Services, about
one-third as self-referrals; and the remainder from a variety of agen-
cies and individuals. All referrals are handled by the intake Coordina-
tor, who screens out cases clearly not appropriate to the project (about
15-20% of the calls, which he refers elsewhere). The project accepts
oniy abuse cases. T

Intake: For those cases not screened out at the point of initial
referral, the Intake Coordinator makes in-person contact with the fam'ly,
usually a home visit. Sometimes this is done by the Intake Coordinator
alone, sometimes with a student social worker from the project, and some-
times accompanied by a staff person from the reierral agency. Those
cases that are not appropriate to the project, either because there is
not a potential or actual abuse situation or ‘because there are psycho-
logica! problems of & type or severity inappropriate to the project, are
referred elsewhere for help. The aim of the initial contact is : .om-
‘municate FRC's desire to help, to explain what FRC offers, to clear up
any confusion in the parent's mind.about the legal aspects cf the situa-
tion, and to begin to develop a relationship on which to base ongoing
treatment. Participation in FRC's programs is completely voluntary.

Diagnosis and Treatment Planning: Weekly neetings are held by the
Intake Coordinator, Parents' and Children's Program Coordinators and the
Project Director to review cases received into intake. An initial plan
is established and the case is assigned to a staff member for primary
responsibility. The diagnosis phase will usually involve a series of
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developmental tests given to the abused chilaren in the family to deter-
mine their needs and whether,Child Development or other chxldren s pro-
grams would be appropriate. Followung this diagnosis and treatment
planning phase, parents are p]aced in the approprlate treatment serv-
ice(s). One or both parents may be involved; children can be placed in
the Center's programs only if the parent is involved in Center services.

. Treatment : Both parents and children may participate in one or
///////more of the Center's services. Staffings are held periodically on cases
and each case is reviewed at three-month intervals at a case(conference
with the family present. Workers from DFS or other agencies active in
the case are invited to participate in the review. At this time, pro-
‘gress is reviewed and new goals may be establushed, with the treatment
_plan heing revised as appropriate. Length of -time in treatment depends

on the individualisituation of the client. '

Termination: Termination sometimes occurs because a family leaves:
the area or otherwise becomes unavailable for further treatment. The
basic criteria for termination as a '"'successful'' case is based on a
judgment-that family functioning has improved to the point where. abuse
has come under control for a given period of time and the family feels
relatlvely secure. A child will be terminated from the Child Develop--
ment Program when the developmental lags originally nc .ed for the child
have been remediated. Upon termination of a parent -or-child, FRC makes
a referral to a community agency. (day care, community mental health
clinic, étc.) for continued work as appropriate. Mo specific follow-up
has yet been formulated for parents. One child has been terminated from
the program and follow-up is planned through observation of the child
when the parents come in for couples counseling, as well as by contact
with the day care center to which he has been referred.

tX. RESOURCE ALLOCATION"

|

The total first year federal budget for the Center was $135,757.
oproximately 60/ of the project's resources 4o into case services, in-

cluding intake and diagnosis as well as various forms of treatment.

The Child DEvelopment program consumes the largest proportion of iproject

resources fabout 277/), being the major service for children. The combi-
. nation of services for parents (counseling, therapy and education)

represent about 11/ of the project's resources. Staff development and

training consume about 147 of the resources.

Unit costs for services vary from about $1.50 per contact for family
counseling to 549.00 per contact for play therapy to over $200 for acti-
vities in handling a court case. Unit vost analysis for this project
are probably premature at this time, since unit costs per contact are
based not only on direct treatment contact time but also include costs
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“of planning and development of each service. Since the various services
offered by the project are in different stages of development, some rela-
tively stable but others new and requiring sagnufacant effort:in planning
and development, relative unit costs will be much higher for the latter.

X. IMPLEMENTATION 1SSUES

.The project haes faced many issues in implementing its program. Cer-
tain issues have been -specific to tHe Center's particular situation, but
many are relevant for any new agency attempting to provide services in

the child abuse field. Some of the most significant issues are discussed
below.

Staffing: The relatively low salaries that could be offered, and
the fact that the project is funded only for a specufled period (and
thus cannot necessarxly offer indefinite job security) served to make
finding staff difficult. Further, because the Centers adminisirators
could not find people with extensive experience in child abuse, they
found it necessary to revise their experience criteria to include per-
sons with backgrounds in working with families or children, and with
some experience in, or dealing with, agencies in St. Louis.

One noteworthy positive experience of the project has been the use
of student staff in the Center's programs. The practicum students work-
ing at FRC are an integral part of the staff, committing themselves to
the project for a full year, and spending 15-20 hours per week at the
project. Each student hardles his or her own cases, providing indivi-
dual counseling, doing case management, providing play therapy, serving
as a child development teacher, or co-leading one of the therapy groups,
under the direction of one of the professional staff.

Acceptance by Cummunity Agencies: Instituting & new agency, out-
side the ectablished legal network for receiving reports and referrals
.-gf cnild abuse and neglect cases, required major efforts-in terms of
developing cooperative arrangements with other community agencies. The
Center experienced some normal resistance from other agencies,'pgrtly
due to apprehensions that the Center would change established procedures
for reporting and handling of child abuse, and partly to a sense on the
part of agencies that the project was conceived and funded without their
input.

.Project Leadership and Decision Making: The original design for
the FRC administravion included a rather complex administrative struc-
ture: a collegial directorship (pediatrician 104, child psychiatrist
10/, and social worker 304}, Associate Director for Treatment, and Asso-
ciate Director.for Administration. This design was constructed as an
interdisciplinary management approach to child abuse and as a mechanism
for incorporating SLCH personnel into the structure. Practical aspects
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of management -and decision making soon emerged, necessitating some revi-

sion in the rather cumbersome structure. ' Developing a decision-making

model that incorporates staff input in an effective way remains a diffi-

culp problem.

Limited Staff and Resources: The most pressing problem identified
by all staff during the first year has been the lack of adequate staff
to respond to the treatment needs of parents. '~ Staff limitations in a
small Center preclude the provision of individualized therapy and coun-
seling in all but a few cases, and thus group therapy and the use of

volunteer Parent Counselors are seen as the primary treatment modes for
parents. e /

*

Criteria for Acceptance: A problem related to the limitation in
project resources is che need to identify a population for whom the
Center's services can be .beneficial, considering what the project can
offer, and to develop criteria for accepting cases. Admission criteria
weré not initially designed by the project, which decided to ''test out*!
several types of families to ascertain the particular families that
could use the FRC services. General admission criteria now exist for
identifying families to be accepted into the FRC program, or, alterna-
tively, referred elsewhere~—An—intake screening instrument identifying
parent characteristics, parents' attutudes toward children, and child
characteristics, is used.in the admission process.

Proportion of Time Spent in Direct Treatment: Staff members saw a
significant portion of their time being spent in meetings, and in plan-
ninc and implementing the Center's programs, leaving a smaller portion -
of their time for provision of direct treatment than they felt was de-

sirable. The realization that they are part of a field in very develop--

-

mental stages, without a set ''technology' or all the "answers'' to serving

abusive families, -has helped the staff to understand the need for spend-
ing so much time planning and implementing rather fhan doing, ‘but it did

not relieve the frustl stion.

Transportation: Transportation for parents and childrer has been a

significant problem for the Centey. A regular driver for the children
has never been obtzined on a long-term basis, and no Center vehicle is
available, so that the driver must use his personal car or a staff mem-
ber's car. Parent transportation is another problem. Most of the

parents in the Centcr do not drive, and staff members spend significant

amounts of time going out to the homes, and sometimes driving parents to

the Center.  The hospital provided taxi voucHers, as a donated resource,
during the first yeai, but these will not continue. Staff feel’that
their expericnce indicates a need for planning for transportation of

clients during the proposal writing stages to euhance the likelihood of
achieving a reliable solution.
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: ° Channels of Communication with the Federal Funding Agency: Estab-
iishing clear communication.concerning expenditures and other grant
_ management iratters has at times been a-problem. The project feels that _
better communication channels at this lcvel might have facilitated reach-
ing solutions to.other implementation problems.

X1~ FUTURE PLANS

For the second year, the project is adding a second child deVelop-
ment class, focused on abused children with behavioral problems.

With the addition of a Parent Staff Social Worker, the Center plans
to increase its service capacity from about 25 families (current case-
load);to 45 families. “This will ‘include expanded marital and family ~
counseling, “starting a couples' group, and possibly adding a third
mothers' group. Having opened the Center ong evening a week, for marital
and family counseling and child-care, the Center plans to remain open an
additional evening. The evening nours allow more work with the family
as a-unit, by increasing the possibility of seeing all family members
together. : : '
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APPENDIX E

OTHER RELEVANT DOCUMENTS

The following books and reports wiil crovide the reader with valu~
able additional information and clarification specifically related to
‘topics covered in this document.

General Child Abuse and Neglect

Many more books, reports, and articles on all facets of the child-
abuse and neglect problem have been. prepared than can be presented in
this document. The following publlcatIOns outline many of these ‘works.

Child Neglect, An Annotated Bibliography. Prepared by the

‘Regional Institute of Social Welfare Research, University of

Georgia, for the Social and Rehabilitative Service of the

Department of Health, Education and Welfare (1975)

The bi bllography, dealing prlmarlly with neglect, is
divided into sections covering general works, preven-
tion, identification, etiology, treatment, and sequel-
lae; entries under each heading are fully described.

. Hurt, Maure. Child Abuse and Neglect, a Report on the Status
- of _the Research. Prepared for the Office of Child Develop-
ment, Department of Health, Education and Welfare, D/HEW
Publication (OHD) 74-20 (1974). , qﬁi'
' £ ..
This report contains both descriptions of the recently
completed and ongoing research in child, abuse and
neglect, and an annotated bibliography. The research *
study descriptions are compiled under the categories
of: (1) characteristics of abuse and neglect, (2)
reporting, recording and diagnosis, and (3) remedia- «
tion and the family.




Polansky, Norman; Hally, Carolyn; and Polansky, Nancy. Child
Neglect: State of Knowledge. _Prepared under a grant from the
Social and Rehabilitative Service of the Departmert of Health,
Education and Welfare to tine Regional Institute of Social
Welfare, Researth,inivcrsitQ of Georgia (1974).

The authors explore what is currently known about child
neglect, the definition and prevalence of the problem,
its etiology and identification and the prevention and

treatment services most widely used to combat the prob-
lem. .
v

Existing Child Abus¢ and Neglect Services

A Directory of Child Abuse Servicc%ﬂégd Programs. The

National Center for Child Abuse and Neglect, Washington, D.C.
(1976). ' o

This directory, which is to bé periodically updated, .
presents a listing of over 1500 child abuse services by
D/HEW region. Entries include locations, contacts, pur-
poses, services provided and a brief program descrip-
tion. L :

Child Protectivd Services, a National Survey. Prepared by
staff of the Amefican Humane Association, Children's Divi-
sion (Denver) under a grant from the Child Welfare Founda-
tion of the Amerfcan Legion (1967).

Planning

Blum, Henrik L. Nssociates. Health Planning. Compre-
hensive Health Planning Unit. School of Public Health, Uni-
versity of California, Berkeley (1962).

Delbecqg, Andre L. and Van de Ven, Andrew. A Group Process
Model of Problem ldentification and Program Planning.
Journal of Applied Behavioral Science, Vol. 7, No. 4 (1971).

This paper describes the history of the Nominal Group
Process, the procedures involved in applying the tech-

nique and its usefulness in various group settings to
promote consensual decision-making.
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HargraVes, WfAJ; Attkinnsor.,, C.C., Siegel, L.M., Mc]ntyre}
M.H., and Sorensen, J.F. Resource Materials for Community

Mental Health Program tvaluation, Part t1: Needs Assessment
and Planning. : ) s

This second of four resource hooks emphasizes the
importar.ce of the nceds assessment phase of, planning,
s provides useful guidance in the development! and design
“ of such studies and analyzes the adequacy of commonly
available data and information. ,

Identify.ng Funding Sources/Proposal Writing

Lewis, Marianna 0. (ed.) The Foundation Directory. Irving-
ten, New York, Columbia University Press (1975).

The basic work in foundations, listing those founda-

tions ‘that have made in excess of $25,000 in a year, or
\\._ : who possess $500,000 plus in assets. Contains informa-
\\ tion on programs, personnel, and financial data.

Wilson,'w. and B. Wilson. Grant Information System. Scotis-
dale, Arizona, the Orfyx Press (1975, . s

A regularly updated, easy to use volume that groups
grant programs by funding area (e.g., Health Field).

Exccutive Office of the President, Office of Management and
‘Budget. 1974 Catalog of Federal Domestic Assistance. Wash-
ington, D.C., U.S. Government Printing Office.

i This annual publication dealing with all federal funding
‘programs is particularly useful when attempting to iden-
tifv potential federal funding sources.

Hall, M. Developing Skills in Proposal Writing. Corvallis,.
Oregon, Continuing Education Publication (1972).

Urgo, Lewis A., and Fobert J. Corcohran. A Manual for Obtain-

ing Foundation Grants. Boston, Massachusetts, Robert J.
Corcoran Company (1971). .

Focuses specifically on apprcaching foundations. Con-
tains examples of forms and formats which might be
adapted when writing grant proposals.



Program Goals a . ‘

Mager, Robert F. Goal Analysis. Fearon ubi'<ners/Lear
Siegler, Inc., Beimont, Califorria (1972).

’ This book describes a process for clarifying goal state-
ments, generating performance - indicators for established

goals, and plotulng performance results to m0n|tor goal
achievement.

Protective Services

A Guide for State and Local Departments on' the Delivery of
‘Protective Services to Abused and Neglected Children and

+ Their Families. U.S. Department of Health, Education and
Wel fare, Social and Rehabilitation Services (1976).

This 'guide, developed by Community Research Applica-
tions, Inc, under contract to Social and Rehabilita-
tion Services, presents state and local administrators
in public welfare and social service departments, with

ideas for developing a responsive and comprehensive
protectlve services program

Comprehensive Emergency Services

Comprehensive Emergency Services, U.S. Department of Health,
Education and Wel fare, Office of Child Development (1974).

This, and several related publications, explain the !
Comnrehensive Emergerncy Services System, developed by
the National Center for Comprehensive Emergency Ser-
vices to Children in Crisis in Nashville, Tennessee,
designed to care for children in crisis due to family °
or -community abus? or neglect.

Special Services for Children

Cohen, Donald and B8randegee, Ada. " Serving Pre-School Chil-
dren. U.S. Department of Health, Education and Welfare.

Office of Child Development. DHEW Publication No. (OHD)
74-1057 (1974). :

One of a series of booklets on déy care, this handbook
. explores numerous issues related to eveloping day cere
programs for pre-schoolers, including program adminis-
tration, budgeting, licensing, facilities, curricula, "
staffing, and the provision of health/nutritional-ser-
vices. There is a comprehensive overview-of the. -
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pre-school child's development and descriptions of = E /

exemplary centers. . ' ' /

Day Care Evaluation Manual. Prepared by stai f of the Councnl -
for Communlty Setvices in Metropolitan Chicagd for the Offlce

of Child Deve]opment Publication No. 750 (lJ?h;

This very extensive manual presents the rationale for
the evaluation of day care services and describes the
procedures and processes of applying the evaluation
system outlined:in the Manual. Twenty-seven separate
evaluation questionnaires, mostly in check-list form,
covering every aspect of day care program administra-
tion, physical facilities, staff, licensing, and ser-
vices are included in the manual.

Standards for Fosier Family Services Systems with Guidelines

for Implementation Specifically Related to Public Agencies.

American Public Welfare Associatiorf, Washington, D.C. (1975).

This edsy-to-read report presents both basic and opti-

mum’ standards for foster care agencies in areas such as
legislation, facilities and equipment, standard develop-
ment, rights of children and parents, community educa-

tion, staff,. case records, recruitment of foster families,
voiunteer services, evaluation services and many other
important foster care related.topigs. . '

Evaluation

Clinic Self-Evaluation Manual for the Determination and Im-
provement of Clinic Efficiency. Prepared.by Neil Sims, M.D.,
the Johns Hopkins University School of Medicine and Health
Systems, Department of Westinghouse Electric Corporation for:
the Department of Health, Education and Welfare Maternal and
Child Health Services (revnsed 1971). S

This comprehensive, indexed manual provides guidelines
and sample formats which allow cliinic directors to
evaluate the efficient utilization of facilities and
manpower, and the effectiveness of services and appears
e.sily adaptable to most direct service proyrams. The
manual dedls with documenting clinic objectives, admin-
ictration procedures, resource expenditures, cliedit flow
analysis, work sampling (quality), and the interpreta-
tion and utilization of study results.
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-jSuchman,lEdward A. Evaluative Research: Principles and
“Practice in Public Service and Social Action Programs. New
York, Russell Sage Foundation (1967).

-~

A ciassic volume on evaluation research with emphasis
.on the health and medical care fields.

( , i
P Weiss, Carol H. (ed.) Evé!uating Action Programs: Readings
in Social Action and EducatiOn: Boston, Allyn and Bacon,
Inc., (1972).
A well-organized volume of practical articles dealing"
‘with evaluation. :
Other Federal Publications of Interest
Mode! Child Protective Services Act with Commentary (March 1,
1976) DRAFT.
Report of the U.S; Department of Health, Education and Wel-
fare to the President and Congress of the United Statés on
the Implementation of Public Law 93-247, the Child Abuse
Prevention and Treatment Act (August 1975). '
Working with Abusive Parents from a Psychiatric Point of View,
DHEW (OHDj 75-70.
, (The) Diaunostic Process and Treatment Programs, DHEW (OHD]
f 75-69. o .
The Problem and lts Management -- Volume }: An Overview of
the Problem, DHEW (OHD) 75-30073.
The Problem and its Management -- Volume 2: The Roles and
Responsibilities of Professionals, DHEW (OHD) 75=30074.
The Problem and {'ts Manaqement -- Volume 3: The Community
Team: An Approach to Case Management and Prevention, DHEW
(OHD) 75-30075. -
Federalfy Funded Child Abuse and Neglect Projects, 1975 DHEW
(OHD) 76-30076.
Child Abuse and Neglect Reports (Quarterly Pub.) DHEW (OHD)
76-30086. '
U.S. Department of Health, Education and Welfare Activities
on Child Abuse and Neglect, DHEW (OHD) 76-30Q04. ‘
A J
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Chitd Abuse and Neglect Prevention and Trea® Program,
450FR Subtitle B, Part 1340, Federal Registe fol. 39, No.
245, December 19, 1974.

Child Abuse Projects Funded December 19~

Children Today, May-June, 1975, DHEW (.

Comprehensive Emergency Services: A System besigned to Care
for Children in Crisis, DHEW (OHD) 75-8.

(The) Extended Family Center "A Home Away From Home'' for

‘Abused Children ‘and Their Parents. Reprinted from Children

Today, March-April 1974, Vol. 3, No. 2 (2-6).
Public Law 93-247.
Research, Demonstration, and Evaluation Studies on: ''Child

Abuse and Neglect'. The Intradepartmental Committee on
Child Abuse and Neglect, Fiscal Year 1974, DHEW .(OHD) 75-77.



