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’Chapter 1

$ »

, : ~ ,INTRODUCTION - R \

.
-

<

~In 1973, the Administration for Children, Youth and
Families (formerly the Office ,0f Child DeyelOpment) initiated
“%he Child and Family Resource Program (CFRP) as part of the
Head Start,Improvement and fnnoVation planning effort. ' CFRP
was funded as a demonstration program Wwith the’ intent. of de-
vel0p1ng models for prov1d1ng serv1ces to low—1ncome families
> with young chlldren—-models which couldobe adapted by different

communities serving different populatlons
¢ » . -
\ . . «

. -

- CFRP is a family-oriented child developmen+ program
. wh1ch prov1des support services crucial for the SUStalned healthy .

growth and development of families who have children from the

prenatal perlod through age eight. It promotes child develop-
‘ment and meets children's needs by working through the family

3

as a gnlt and prOV1des continuity in serv1ng chlldren during

’ the major stages of their early development. This is ac-

complished through three program components:

-

C‘q ¥
e an -infant-toddler component serving parents
and the1r children in. the prenatal-through- *
three age range; /

{ - : .
e Head Start -for families with three= to five- .
N year-olds; '

; ®

e a preschool school llnkage component to ensure
simooth transition from preschool into the early .
( elementagg school grades. v P

. i R\ J

a - ", * ’

. Another dlstlnctlve ‘feature of CFRP is 1ts empha51s '
on a comprehensive assessment of each famlly S strengths and
needs and the development with the famlly of an 1nd1v1duallzed

plan for services to be obtained through CFRP Famllles en-

¢
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rolled in CFRP. recelve the same comprehen51ve serv1ces that

are.of fered by Head Start and additional serV1ces tallored
to the needs of each family. At the same, time, CFRP works to

\ . - . . . g . . .
reduce fragmentation' and gaps .in the delivery of services by -
existing community, programs and agencies. ‘

2 -

The CFRP Evaluation

‘ tiveness of CFRP.

In October 1977' the Admlnlstratloﬁ for Chlldren,@
Y

Youth and Famllles funded-a longltudlnal evaluation to deter-
mine the effectiveness of the Child and Family ‘Resource

Program.* The evaluation Ls‘dGSLQned to address’ three major

. -

policy questions:

e What is the nature and extent of services
that should be provided to families and
children in o@der to meet their needs,
enhance thelrkstrengths and foster in-
dependence? -

e What are effective pr ocesses for the pro-
vision of *he, services?

- " ® What can be learned about the develop-
mental proctesses of families and how )
they relate to the developmental N
processes of children? - S

y

The CFRP evaluation incorporates four component

studies--program, impact, process/treatment, and ethnographic--

which are complementary ways of viewing the effects and effec-

v 2

*The current evaluatlon was preceded by two othér studies of
CFRP, both also funded by ACYF. The first, conducted by,
Huron Institute in 1974-75, was .an effort to determine the
feasibility of a summative evaluation of CFRP. A formative

evaluation of CFRP was #lso undertaken in 1974- 75, by Develop-

ment Associates Inc.; a follow-up study was conducted by the
same contractor in 1975-77_

J




The program study_is‘designed for purposes; of de- -

veloping a comprehensive'picture of the operations of CFRP;'
Informatlon collected dur1ng 51te v151ts and in 1nterv1ews
with program staff is "used to develop proflles of program im-
plementatlon and to 1dent1fy models of certain aspects or
operatlonekof the program. The program study establishes a
desurlptlve context for the statistical and amalytic findings

. of other components of the‘evaluatlon. Program study site
visits took placge at three time points: fall 1978, spring 1979,
_and spring 1980.. ' :

\

The impact study is designed,to determine the ef-

fects of CFRP serv1ces on families and children. Program
1mpact is assessed by comparing CFRP families with a group

not enrolled in the program. This study is carried out at
~51x of the eleven CFRPs. These six programs were not randomly
selected; they were-chosen on the ba51s of their ablllty to

%&%recrult the requisite number of famllles for the impact “study.

Families entered the evaluation when.they had a
child less than one year old and were randomly assigned either
to ‘CFRP or to a control/comparison group. At entry into. the

- evaduation (fall 1978), there were an average of 39 CFRP and

38 nonsCFRP families per site. These families will be followed .

until the focal child has completed at least one year of ele-
mentary school (1985) . , : «

3
Al

Impact data were collected at four time points:
fall 1978, spring 1979, fall/winter1979-80, and spring 1980.
Several dlfferent data collection methods were used in the
impact study. parent interviews; direct assessments of child
development; observationsfof parent-child interaction; and -
height' and weight‘measures,on_phildrenu

s

The process/treatment study focuses on the CFRP

families wdp participate in the impact study at five of the

a

8 '
-
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* thiswstudy is to“@evelop holistic descriptions of CFRP

-
. ) - - -« s

six sites. This study is designed to explore relationships

amonig characteristics of families and staff, interactions

between staff and families, services provided, family parti-

cipation in.program activities, and program impact. Data were
obtained‘through interviews with family workers and an on-
going record-keeping system concerning partieipation in pro-
gram*actrgatles, goals, and referrals. Interviews occurred
at six-month 1ntervals, except in £411 1979.

v

initiated in fall 1980,

.The ethnographic study, is

designed to provide a more indepth understanding of how CFRP
works with 1nd1v1dual families and functlons as a child )

development and famlly support program. The objectlve of .

relatlonships with, and provision of services to, selected

families and their chlldren. It examines what happens’

within CFRP to bring
families, as well as
on an everyday level

The design calls for

about changes for different kinds of
the quality of CFRP as it is experienced
by individual families and children{

fcllowing eight families at each of the

five process/treatment sites for a period of six months.
:The study involves different types of families (single— and
two-parent families, working and nonworking mothers, teenage
mothers, and multi-problem families). The study 1is belng
carr1ed nut by on-site tesearchers with backgrounds in

anthropology or sociology. Data collectlon is scheduled for

completion in spring‘l981. .

Report Organization . a

on the first year and a half of the CFRP evaluation. The

findings are presented in two chapters. Chapter 2 provides

descriptive information about CFRP programs and their ‘opera-

tions, and identifies models used in?the delivery of services.

’ {

This report summarizes preliminary findings based '
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Chapte; 3 examines CFRP's impact on families and children by
comparlng CFRP famllles with a group not enrolled in CFRP. ' ) n
The concluding chapter provides a discussion of future study
issues and prellmlnary plans for the next phase of.the CFRP
: . S r

~

evaluation.

Further information on the CFRP evaluation can be
found in eight reports prepared by Abt Associates Inc. They
: - . s " .

are:

%«'fﬁ) " Pphase I 4 : :
e Design %onft, March 1979 ' ~ : P

v e study Implementatlon and Preliminary
Baseline Profile (Report No. 2), March 1979

B

Phase IT
¥

@ Research Report (Volume I), February 1980

e Program Study Report (Volume II), Februapy 1980

Ve

e Executive Summary,- February 1980

~ Phase III-

Program Study Repdrt Noyember 1980 o

e. Infant-Toddler Component and Child Impact
Report, December 1980 . ..

@ Research Report, March 1981
=
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Chapter 2

THE CHILD AND FAMILY RESOURCE PROGRAM
An overview of the Child and Faﬁily Resource Pro-
gram demoﬁ”tratlon is presentgd 1n this chapter, as wéil as
prellmlnary findings concerning the operatlons of CFRP and
processes used in working with families. In addltlon, this
chapter identifies models of program organization and service
@elivery adopted by the various CFRPs. .

.

. There are eleven CFRPs across the country.. one in

each of the ten Health and Human Services (HHS) regions and

one representing the Indian and Migrant Division.* Each pro-

gram receives approximately $155,000-5$170,000 per year to

‘serve from 80 to 100 families.

]

How many families does CFRP serve?y

* Demand for CFRP typically exceeds supply; most pro-
grams maintain waiting lists of families who wish to enroll.

Family enrollment is considerably high®er than the 80 to 100 |

.mandated in program guidelines. In spring 1979, enrollment

averaged 147 families, ranging from the mid-eighties 1n Okla-
homa City and-New Haven to over 200 in Jackson t* In addl—A
tlon to their services to families enrolledvln CFRP, most
pregrams provide crisis intervention services to non-enrolled
families. This kind of serv1ce is extensive 'at some 51tes‘
and v1rtually nonexistent at others, where non-enrolled f§%l“
lies are referred to other community agencies which CFRP staff

believe are better equipped to provide this type of service.

-

*Programs -are located in Bismarck, ND; Gering, NE; Jackson,
MI; Las Vegas, NV; Modesto, CA; New Haven, CT; Oklahoma City,
OK; Poughkeepsie, WY; St. Petersburg, FL; Salem, OR; and
Schuylkill Haven, PA

**Not all of the .families at all sites yre funded 100 percent
through CFRP; ‘some are paid for by other program monies.

- -
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What are the characteristics of CFRP families?

K

Two thlrds of the families served by thé six CFRPs
selectled for ‘the impact etudy* represent ethnic minority
groups—--56 percent black, 6 percent Hlspanlc, 2 percent
Native Amerlcap,<and 3 percent of blraclal background. Two
of the six programs serve predominantly white populations.

At entry into CFRP, the mothers' mean age was 27
years. A large proportion of the mothers were between 21
and 25 when they enrolled in CFRP; about 12 percent were
under 20, and 5 percent were 18 or under. Las Vegas serves
by‘far the largest‘proportion of teenage mothers. Most fami-
lies .entered the program at a time when they had children of
.both infant- toddler and ‘Head Start age, although this differed

. -

among sites.

a .
Over half of the mothers have completed high school;

‘the majority are unemployed, except ih St. PeLersburg Over

a third of the mothers are married or "ihAformally married."”

a

CFRP household size ranqes from 2 to 1M and averages 4 members."

Most of the families- have 1ncomes below $6,000 per year, or
'@é‘per capita income of approx1mately $1,500. Two-thirds of

the families receive public assistance from welfare or AFDC.

’

How is CFRP organized and staffed?
. D
.1; mosﬁdprpgrams,'CFRP.and Head Start are closely
related, yet the nature of the relationship varies from site
to . site, .as does the degree to which the two are integrated.
Three models have been identified that illustrate differences

in the, nature of the relationship between the programs:
' = 4

1
*The six programs are Jackson, MI; Las Vegas, NV; New Haven, CT;
Oklahoma City, OK; St. Petersburg, FL; and Salem, OR.

.
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e. In the "CFRP-as-Umbrella" Model, Head Start is
one’ component of CFRP. This model is typified
by a high degree of integration between CFRP
and Head Start. . )

@ In the "CFRP-as-Component" Model, CFRP is a part
of Head Start and is under the direction‘of Head,
. ., Start staff.

@ In the "Separate Programs" Model, there is no
direct link between thest.”o programs; each is
staffed separately.

&

CFRPs typically have from 10 to 20 staff members.
About half work directly with families. The remainder of the

staff consists of program administrators and specialists.

The ethnic makeup of thé CFRP staff in most cases
correspongs foughly‘@o that of the families enrolled in the
program. At four of the six impact .study prégrams, the great
majority are black. Staff age ranges from 18 to 76; the mean
age for staff is in the miéLthirtieé. The great majority are
married or have been married, and most have children of their
own. About a third of the staff have had childten in Head
étart. '

-~

~

. CFRP stéff have had between 14 aﬁd 15 years of for-
mal educaizbn on average. The educational profile of family
workers is similar to that of the total CFRP st®ff. About
40 percent of the CFRP staff have bachelor's dedgrees, and:

about 13 percent have master's degrees;/however, family

. workers were less' likely than other détaff members to have

recéived a master's degree. A larger proportion of the-staff

have taken non—deéree education programg or attended work- :

*shops or Short'courses.related to their work. The most .

popular disciplines include social work and sociology, educa-

tion, mental health and psychology) and child'development.

)




qé

e B

& mm gia

E 4

LY

e

w

1

s

-

. . : .
X - . .
. - .
'

Clat

;‘:;

cia

. . . ‘ o
What types of program activities are offered to families?

*

CFRP“éerviceS'are offered within the context of the
three major program components—vinfant—toddler,,Head Start,
and prescHool—qchool linkage. Each is intended to serve fami-

lies with . childreh'in a specific age group; all three taken

together are intended to provide contlnulty, especiuily de-

velopmental and educatlonal contlnulty, across the period, of
a child's life from before birth to the primary grédes‘in

scbool,'

Infant-Toddler Component

»
]

Two typeé of program activities are offered to fami-

-lies enrolled in the infant- toddler component—-center sessions

and home visits. The prlmary purpose of these activities is
to enhance the child's oyerall deyelopmentvand to prepare the

child for entry into Head Start.
) f

Center sessions are conducted in two different set-

tings: parent education sessions, intended to provide parents

with a basic knowledge of child growth and development and to
assist them in developlng more effectlve parentlng skills;

and 1nfant—toddler sessions, de51gned to provide children

with a group experience, an opportunlty to learn to share and

get along with others, .or to acquire skills. Two models of

.center-based sessions within the infant-toddler component are

currently in operatdon at the eleven CFRPs:

[

@ The Parent-Child Interaction Model provides
extensive  opportunity for involvement of
parents with their own children at the center.
Classroom staff assist parents in working with
their children and provide feedback on parent-
child interactions. The group discussions that
follow Ffocus on topics related to child deyelop-

" ment or child-rearing practices.
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_they entered the program. Participation in center sessions

)

. The Sepérate Parent-Child Se551on Model, in

’ operation at most sites, fodtises almost entirely
on parents; away from their children. Children
are cared for in an infant- toddler Toom while
parents attend parent education sessions. There
is little of no opportunity for parents to inter-

A act with their children at the center.

Levels.of family participatioh in center-based -

‘n

v

activities are viewed by program staff as "less than optimal."

At the five process/treatmer' study sites¥, about half of the

CFRP study families (51%) participated in sessions less than

once per quarter on average during the year and a half after

was particularly problematic in Oklahoma City and Las Vegas,
where less than one-third of the families attended center
sessions regularly. Of the families that came to the center -
regularly (defined as at least once per gquarter), most attended
one to three sessions, with an average of 3.4 sessions per
quarter. Participation of other families in the study (those
attending less than once per quarter) averaged .30 sessions

per quarter, Or one center session every 12 months.

¢
Home visits are another mechanism for helping parents

to stfengthen their child—rearing skills and to increase their
kno&ledge about child development. Scheduled frequencies of
CFRP home visits range froﬁ one to three times'per month at the
five sites. Home visiﬁs,occur'iess frequently than the schedule

[y

called for in local prTgram pLens%
. /"

- ! ’

. Another important point is that home visits and
center attendance go hand in hand, rather than being alterna-

tive or complementary ways in which families “take part in CFRP.

*The . process/treatment étudy sites are: Jackson, MI; Las Vegas,
NV; Oklahoma City, OK; St. Petersburg, FL; and Salem, OR.
New .Haven was excluded from this study.

10
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Families who participate in center sessions less than once
per quarter receive considerably fewer home visits than

families who' come to the center regularly. Families in the

.latter group were visited nearly two times per month on thef

average, whi%e thgse in the'other group were seen less than
once a month. Only-in Oklahoia City and Las Vegas, che two
s1tes with the lowest levels of center part1c1patlon, was

frequency of home v1s1ts approx1mately the same.for the two

groups of famllles. It appears that famllles with low

,levels of participation are s1mply less commltted to CFRP

than other families served by the program, perhaps due to a

-

lagk of 1nterest or motivation to participate or,: in the .
op§nion of parents, lessF%eed for CFRP serviges.

Home visit frequency iS'didtated to some extent by
fahily worker caseloads: viéits occur less often where case-
loads exceed 20 famllles, which 1is not.uncommon in some CFRPs.
There also appears to be a relatlonshlp between the home v1s1t
planning effort and the frequency with which home visits occur:
frequency'decreases when home visitimg staff do their own plan-

ning and have no curriculum or supervisor to fall back on for

help.

\
v

. » : 4
' In most programs, home visits have a dual focus:

(1) helping parents to become more effective in their role
as educators of their own children; and (2) helping parents
to meet a broad range of family needs and concerns. In som:
programs, the dual focus of the(hoﬁe visit is explicitly re-
cognized, ana sii:rate family workers are assigned)responsi—
blllty for each pect. Two different models of home visit
ass1gnments are currently in place within local CFRPst

s

e The Team Model——employed at two sites--was
developed to ensure that both parent education
concerns and family needs are addressed adequately
in home visits. Visits are conducted by two

?

11
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" family workers: one has responsibility for work-
ing withegthé parent and child on issues related
to the 'child's development and parenting skills;
the other focuses more broadly on family needs.

‘ e The Single Worker Model--employed at all other
o sites--assigns one family worker to cach family,

S - with responsibility for both aspects of the home

visit, child development dnd parenting issues.
as well as family needs. )
’ 3

)

While participationxgn center sessions’ and home .

visits was %ower in the Las Vegas and
total contact with families was about

sites. Contacts with families in,LaS

Oklahoma City programs,

the same at the five

Vegas and Oklahoma

‘(mainly telephone calls).

City.were simply of a different, more informal nature

. G S '
On average, there were ‘about 14
contacts per: quartet with.each family, a little less than

five per month. Total parﬁicipation in center sessions and

home Visits appears to have declined duéring the first year
in the program and thén leveled off ih the second year. The
decrease in number of home visits from 6 to 3 per quarter

was particularly dramatic.

Head Start
Head Start at the eleven CFRP sites is very much

like Head Start elsewhere across the.country, with two impor-

tant differences: e

: N

. \

e Where Head Start is connected to CFRP, there is
likely to, be greater continuity for children
and parents, with a smoothing. of the transitions
at both’ ends of Head Start--from the infant-
toddler component, and to the elementary school.

.\ . ’ ) . -
e CFRP families with children in Head Start con-

tinue to receive the broader spegtrum of services
for family needs associated with CFRP. - ’




In most programs, .CFRP children are guaranteed a

'4

slot in Héad Start or at least given priority for enmollment.

However, in the “separate programs" model (discussed earlier),

there is considerable uncertainly about the child's entry into

Head Start. . ’ L. ! \//

= . ' _ . -
) CFRP/Head Start is more than a direct in%erven&ion‘ )
‘program for preschoolere. Classroom activities are éupple—
rmented by periodic home visits and center;based parent .
sessions. Opportunities also are provided in most programs '
for parents to Volunteer in Head Start classrooms. In some

programs, the T/€§Zency with which home visits and center

sessions occur decreases when the child enters zead Start;,
at otHer sites, the schedule remains the same o ‘increases
.in frequency. However, tnere does appear to<§§7é ecrease

in emphasis on the parent -as the pr1mary educator of her 'own

~children. The focus of home v151ts is mostly on helplng

families to meet their .needs and not on.educational concerns.
.This is particularly evident in sOme programs where. CFRP is
viewed as the "social service" component of Head Start.
Mechanisms used to provide continuity,from-infant—
toddler to Head Start include: having the same family worker
continue Qorking with the family; conferences between family
workers and Head Start classroom staff; sharing of records;
and, in some programs, joint assessments of family and child
needs, as well as development ‘and 1mplementatlon of family
act;on planeg There are dlfferences in the extent to which

these approaches have been adopted in the eleven CFRPs.

3

Preschool-School Linkage Component

o’ .
.

The presehool school linkage (PSL) component is the

least clearly defined -and well-developed of,the three major

CFRP components. Some transitional services are provided as
part of this component. . They often include orientation of
e
~
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children, their parents, and schools; trouble-shooting in

-~ .
. -

response to requests from parents oOr school*personnel; and

tutoring of chhldren either by CFRP staff or through referral

.. . . . {
to community tutorial sern}ces.- Other common practices are v
2 . B q i P2
sharing children's records with the public schools and assist- -

¢

ing in the placement of_ special needs children. -

< Linkages have been established with public schools
at all eleven 51tes.,’The linkage system is often limited, ;
however, to establlshlng contact with schools, finding out
about‘reglstratlon procedures, and informing schools about:
the CFRP children that will enter.! Compreheneive follow-up
on all school-age'children in CFRP'is not feasible in most
'+ programs due to resource limitations. Program intervention

C./
is usually limited. to special problem cases that have been

“
.

i
|

identified either by parents or school personnel. ;
o PR
Six programs continue to’hqke regular home visits
to PSL families once their youngest child enters school; as
a general rule, these home visits are less comprehensive in
nature. Other programs make visits only if a partlcular
school related problem arlies. Most programs do not conduct A
any center .sessions that are specifically aimed at parents .
of school-age chlldren. Instead parents are 1nv1ted to at- (
‘tend center sessions conducted as part of other CFRP components.’n
J s ’ ’
. " The limitation on the resources allocated to the

-PSL component at most Sites. rélses some doubt about CFRP s

<

- oee on R D R S O On B

_ability-to prov1de effective cont1nu1ty to children and par-

.~ ents at the point of entry into elementary sehool.

What kinds of services are provided to CFRP famjilies?

A
o

All CFRPs have established an extensive network of
llnkages with social service agencles in order to reduce frag-

mentation of communlty services for fampilies--to glve them

9
a

-3 .*
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one place’where‘they can turn for help from a variety of prd-
grams. The process of buildingla network may be simply de-
scribed as one.of people meeting people. In most programs,

this typically has become a system of "interlocking director—

ates," with CFRP staff sitting on boards or committees of )

other agencies, agency staff sitting on CERP and Head Start

‘boards and committees, and both 51tt1ng on interagency councils.

At some 51tes CFRP has played an 1nstrumental role in settlng

‘up such councils 'to increase. communlcatlon and coooeratlon

-

among agencies.

. The CFRP network of linkages is far more comprehen-
sive than is generally the_.case in Head Start programs. The
Head Start linkages which at almost all sites were used as a
base were expanded or chapged in scope when CFRP was initiated.
At some sites, this simply'meant'adding one or two agencies to.
the existing network; at others, CFRP had to establish relation-~
ships with various community-agencies and interact with,ageﬁey

personnel in different ways. .

The most obvious benefits of CFRP/agency linkages
are improved access to agency services. When relationships
are poor, it is families that suffer. At times, the benefits
of CFRP linkages go beyond the client pdpulatidn and have a
broader impact on the community at large. CFRPs at several
sites have'peen strong advecates for change to ensure that

4

resources are! made.available to low-income families.

[
¢

Alifpgograms appedr to be doing an effective job
of making sure that families receive the services they need,
although the degree of effectiveness varies from program to
program. At all sites, CFRP" is demonstrating'that linkage
networks with other communlty serv;ce agencies can be es-—
tablished and that access to serv1ces can. be 1mproved ' This
aspect of the program is a modergof 1nteragency cooperation

which could well be replicated in other communities.

& | 15 . .
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Aruitoxt provided by Eic:

) Every CFRP provides devélopmental services to chil-
dren (including developmental assessments at most sites) and
educational services'to%tHeir parents. Staff from nearly .
every program list counseling among the services they provide
directly to parents. Other direct serVices, offered at-se—
lected Sites, include health and qutrition screening and L
immunizations; various types of treatment‘ such as speech
therapy or the servicdes of a dental hygienist; day care; jOb
counseling;blegaE adVice, recreational opportunities; and
even,'at one Site,‘translating services. In general, these
serQices are provided directly by CFRP either ‘because they

are not available elsewhere oOr because their availability is

in. some way hampered by inadequate resources, agency attitudes,

or other access problems.

CFRP staff differ from site to Site, howeVer,~in

the deifee to which théy prefer to provide services directly .
as opposed to referring families to other, more speCialized

agenCies to receive serVices. Tt is pOSSible to identify

P

tw0'models, at the extremes on this preference scale-

Cw . < . o . “

e The Direct Services. Model applies to programs
in which staff see themselves as: being primarily
service-providers. Outside personnel are often
hired to offer specialized services within the
program because of this preference for direct
provision. . .

[ B -

e The Commanity Linkage Model applies to programs
in which staff see themselves primarily as pro-
viding a connection to appropriate community

: resources——that is, where family needs (as opposed
to child development and parent education needs)
are concerned. Few outside people are hired to,
offer specialized services within the program;
rather, families are sent outSide to get guch
services.
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No CFRP fits either model prec1sely- staff at all sites refex% .

when necessary.
ful* device for understanding a genuine difference between
grams. In actuality, every- CFRP probably falls somewhere

tween these two extremes.

R
N g

How arepprogram services individualized?
[

One of the mandates of CFRP is to individualize

’

tailor program services to meet specific family and child

In order to do 5o, it is necessary to assess the needs of

Nevertheless, these models do provide a use-

pro-
be-~

and
needs.

each

family at the time of ehtry into the program and to reassess
those needs periodically. Reassessments occur once a yeaé at
some Sites, and more often in other programs. At most sites,
the reassessmeht.process involves a team of staff, who review

the needs data which have been gathered by the family workers.

There are some site dlfferences in the types of staff involved.

L

. The reassessment usually’ieads to development of a
new family action plan or revision of an existing plan. The

plah is the product of mutual agreement between the parents

of program services to meet the needs identified and pursue
the goals set. Accordingﬂto family workers, for the.CFRP
families in the_process/treatment“study major.emphasis was
placed on child development and parenting skills. Program
emphasis varied, however, from site to site; for example, in
Las Vegas more emphasis’ was-placed on job training than on
child development or parenting concerns. Not surprisingly,
there appears to be a connection between the issues discussed
in reassessment and ‘those emphasized on’ an ongoing basis by

program staff.

In addition to the m8re formal approach to identi-

*

fication of family needs and of steps towards meeting those

needs represented by reassessment, there is a léss formal on-
. %




going process Which usually involves only the parents and the

family,wofkers: This is the process of setting goals and
working toward their fulfillment--the regular agenda of home
visits. The goals set arise out of family needs as perceived
by the parent and the family worker. This;dual perspective

is reflected in the tywes of goals set.

i The CFRP'families‘in the process/treatment study
setpnan average of 7.4 goals during their first 21 months in

the proéra@. Of this total, 4.7 goals were set in Year 1

and 2.6 in Year 2. A number of the goals set in Year 1 were

carried over into the second year; in fact, there were a
total of- about 6 active goals per family on average in Year

2. Once again, parenting and/or child dewelopment were a

.common focus of goals at all sites. There were some site

differences, however, which can ke 1nterpreted as representing
alternate program appgoaches. In Salem and Jackson, more
families had goals in the area of parenting skills and’
parent-child 1nteractlon than in that of child development
per se; the opp051te was the case in Las Vegas, Whlle in
Oklahoma C1ty and St. Petersburg there were about equal
numbers of families with goals in each area. ft is. of
interest te note that improving financial circumstances Or
obtaining assistance in making ends meet were goals for a
fairly small proportion of the families. Needs for this"
kind of assistance--which may include_getting help paying

energy or houeing bills or extra money to buy. food or

. clothing--often are short-term, and most likely are being >

addressed through referrals rather than being identified as

family goals. The profile of family goals set over the
reporting period remained ‘relatively constant. t

-

a

A mgjor purpose of reassessment is to evaluate ‘theé
family's progress—-as well as the effectiveness-of the pro-
gram in meefing their needs. 'The issue of program effective-
ness, is addressed“in Chapter 3. ‘
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Chapter 3

PRbGRAM EFFECTS AFTER EIGHTEEN MONTHS - o

“The ceatral question addressed in this-chapter is
whether CFRP had an effect on famllles after-a year and a
half in the program. CFRP families were compared with a
group of families not- enrolled in the program on five out-
come domains: family c1rcumstances, parental independence and .
coping ability, health, parent-child interactionl and child
development. These -domains are closely linked te CFkP objec- .
tives, and therefore are likely to be affected by family par-
ticipation in the program. 31 4 ’ ‘ ' )

-
i)

1. - Is there evidence-after 18 months of program par-
t1c1patlon that CFRP is effective for parents?

YES in the area of parent-child interaction. Re-

sults from the Toddler-Infant Experiencés System* observation
study conducted jointly with Research for Children of Menlo
Park, California, provide, the clearest evidence to date that
CFRP is having an impact on the families served by the pro-
gram.. Observation data’ obtalned at two sites (Oklahoma City

and St Petersburg) show several significant dlfferences be-

- tween the CFRP and control/comparlson groups in both amount.

and patterns of parent—child interaction. CFRP children

spent significantly more of their time interacting with

Earents than non-CFRP children.’ When interactions occurred,

CFRP mothers did more teachlngrtHan mothers in the control/

comparison group, most frequently of language skills. Inter-

actions between parent and child involving language informa-
tion occurred more frequently in the CFRP group. Further,

CFRP children showed more attempts at mastery of language and

motor skills than children in the: control/comparison group-

These positive effects on parent-child interaction may eventu-
ally lead to enhanced child devefopment, which is CFRP's major
goal. .

*Developed by Jean V. Carew.

+19 - 2.
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PERHAPS in medical care of mothers. A significantly

t

higher proportion of CFRP mothers than &f mothers in the control/

éomparison group were receiving treatment for*health problems.

No group dlfferences were found, however, on ratings of the

general health status of the mother, length of time since the
last medlcal checkup, prenatal care (for younger 51b11nqs of
the focal Chlld), or Varléus factors associated w1th the med-

ical facilities used by families. A/

NO in improving family circumstances. All indica-
tions are that CFRP has not been able to improve the circum-
stances of families in the eighteen months since” they enrolled

in the program. Average family income is lower for the CFRP

group than for the centrol/comparison group, perhaps partly
due to higher maternal unemployment and less reliance on
earned 1ncome in the CFRP group. The high upemployment of.

. CFRP mothers is not ‘'surprising, given the facd that the
program. i:s simply not set up- to serve working mothers very
effectlvely Some CFRP family-workers even recommend that
mothers quit work and go on welfare so that they can concen-

trate on parenting. Enrollment in two public assistance

programs (AFDC or welfare and food stamps) was 51gn1f1cantly
higher for the CFRP group.

In the short run,ﬁemployment may -be neither feasihle-—
espec1ally for mothers of young children--nor effectlve as a
means of improving family circumstances; it actualﬁy may Iower
total famlly in%ome if it renders the family-no longer ellg-
ible for public assistance programs. A good way to improve
the long-term economic outlook for families, howevé}, is to
increase parents' eligibility for better, higher-paying.jobs.
Approximately the same proportions of CFRP and non-CFRP mothers
had obtained job training in the Year prior to the interview.
An alternative, still more long-range approach would be to
upgrade mothegé' educational status. A program effect was
evident im this area: more CFRP than non-CFRP mothers were

\\planning to cgntinue their education.

[ ~
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There was no evidence of CFRP impact on housing qual-

ity or parents' satisfaction with housing.

YES in increasing access to community services and

support. There is ev1dence that participation in CFRP has

resulted in 1ncreased knowledge of resources in ,the communlty

improved access to communlty serv1ces, and in some instances

increased utlllzatlon of services as well. For example, a

significantly- hlghEr proportion of CFRP mothers than of non-

CFRP mothers had received help finding health care services. '

CFRP families tend to rely on CFRP and other agenc1es for help
whereas non-CFRP families rely more on relatives and friends.
Similar types of help are used by families to solve thelr

transportation problems, which frequently ‘are a major obstacle

)

This, might be taken to suggest that--to some degree,

to obtaining needed services. T ¢

~

at ‘least-~the program is replacing the informal supbort net-
works typically ueed by families. This interpretation is not
supported by CFRP "family workers, who see most of their fami-
lies as usually'independent or very independent of the program.

Parents' ability to cope with their living circum-
stances and meet ‘their needs may be inflgenced greatly by the
extent to which they are affiliated with support systems in.
the community. There is some evidence of a CFRP effect in

this area. CFRP mothers have somewhat more social interaction

with pafent groups‘tﬁen non-CFRP mothers. This is largely

attributable to the fact that some CFRP mothers participate
in. parent groups offereé by the program itself which are not
avaiiable to mothers in the non-CFRP group. These group
sessions are commonly viewed as providing '"support" to pareﬁts

in raising their families.

21
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2. Is CFRP effective in enhancing the development, of .

infants and toddlers? N

L NOT YET in the .area of mental and physical develoE—'~?

ment After a year to a year and a half of program part1c1pa—
tion, CFRP children were not found to dlffer 51gn1f1cantly

from control/comparison chlldren on mental and physical de-

. velopment scores of the Bayley Scales of Infant Development

(BSID). There was an indication of a’positiVe CFRP impact
on mental deyelopment at‘oﬁly one of the six sites. However,
there were hints of a possible participation effect--with
chlldren fromofamllles who part1c1pated Pctively in program

activities achiewving hlgher scores.

+ . ~

" There is some question as to the appropriateness

of the BSID for measuring CFRP impact. Further, it is possi=-

ble that CFRP impact on child development is simply too in- ~

direct to be detected affer a year to 18 months of program
involvement. Parents may have to chafge first, before

their children are likely to be affected. There is reason’
to believe that positive chadges {n the area of parent-child
interaction will eventually result -in (measurably) enhanced’

development of CFRP chlidren.

» B °
-
LY

NO in child health or medical care. Several aspects

of the child's health were aesesse&——height.and weight measure-—
ments, and parent reports on general health status, health

problems and handicaps, treatment for health problems, length

of time since last medical checkap, and immunizations. Only

in the area of immunizations was a group difference evident=-
z.‘

. a higher proportion of the CFRP group of children had been

immunized against measles, mume, and rubella (MMR) than was

the case in the contrpl/comparison group. However, the two
groups‘Were comparable in terms of other child immunizations.

It is important to note that not all CFRE children in some

.

programs have received proper immunizations.
v

-

*The next assessment of children's 5evelopment will occur in’
fall 1981, at entry into Head Start.-

4 2
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3. " Do CFRP parents and staff report any program
_effects? '

»

+YES, ‘especially in the area of parenting. CFRP

parents checked an average of three to six topical "areas in .

which they had learned or benefited from CFRP participation.
About one-fourth (23%) indicated that they had learned more
about child development and parenting -than about any other

topic. Health also ranked high, followed by educatdon.
Family workers agreed, indicating that they had observed
progress within many of these families in the areas of

parenting, health, and education.
LY

i
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_Chapter 4 . ' >

PROGRAM STRENGTHS AND WEAKNESSES
AND FUTURE STUDY ISSUES

»

The findings presented in the previous two chapters

provide convincing evidence that CFRP is accomplishing many of

the objectives it set out to achieve. Among the program's ma jor

strengths are:

in the'18-month evaluation. Findings to date suggest that

Effective taiioring of program services to meet
the needs of individual families. :

Assisting parents to set goals for themselves
and to achieve those goals.

Establishing networks of linkages with com-—
munity service agencies, resulting in increased
.parental knowledge of resources in the community,
improved access,. and in some instances increased
utikization of services. N

Providing a child development program that -is

. oriented toward the family, with strong emphasis

placed on parents as educators of their own chil-
dren.* This has redulted in positive changes both
in amount, and types of parent-child interdctions.

Some program weaknesses also have been identified

the program could be strengthened considerably in theg follow-

'
4

ing areas:

Increasing family participation in home visits,
and particularly in center sessions. The "less
than optimal" levels of participation by study
families severely weaken the program's ‘potential
effects in the areas of parenting skills and
child development. -

2

*This finding is based on staff and parent reports rather than

direct obsérvation of what actually occurs. This issue will

o

be investigated in greater depth in the ethnographic study.

w2
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e Shifting program contact in some sites from tele-
phone calls and brief home visits to mAjor pro-
gram activities. The former types of contact
may not be conducive to achieving overall pro-
gram .objectives.

e Strengthening the health component of CFRP to
ensure, at a minimum, that all children are

(//immunized.

e Exploring ways to improve the financial circum-
stances of families and to help parents break the
poverty cycle in the long run.

1 N I ~ _

@ Finding ways to serve working mothers more ef-
fectively $o that they can benefit from the ser-
vices offered by CFRP. Attempts thus far have
met with only limited success. Working mothers
either become inactive participants, drop out al-
together, or are encouraged (in some programs
at least) to quit work in order to devote full
time to parenting. ”

Future Study Issues

- The 18-month findings suggest several areas of in-
quiry that should be pursued in subsequent phases of the CFRP
evaluation. Future study issues are identified aﬁd discussed
;below. ‘ l

&

. Infant-Toddler Component; The infant-toddler éom—

ponent of CFRP has been the major focus of the CFRP evalua-
tion to date, in accordance with the design specified for the
study..,This has been partiéu;arly appropriate }ﬁ light of '
the fact that in_a number Sf programs the infant-toddler
component is viewed as one of Ehe major.featur%s that
distinguish CFRP from Head Start. 1In someé programs, the
infant-toddler component is.in fact synonymous with CFRP;

in most, it is the most fully implemented program component.

&
oy
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'g’co%plete understandlng*of CFRP as a

. The picture obtained thus far is incomplete,
however, in that the most recent data were .collected when -
families had participated in only 18 months of the infant-
.toddler program, whlch typlcally spans three years. Muéh\\
has been learned durlng thls time .period about the process%s
used to del}Mer serv1ces, the treatment 1tself and 1mpact
Qn f&mllles and their children. 1In order to galn a more
famlly—orlented child .
development program, it will be necessary to continue to
study this component in the next phase of the evaluation.
In particular, we must ‘examine .changes that occur over time

in program processes,,treatment, and effects——lssues addressed

evaluatlon.

One of? he issues to be examined in Phase .IV -is
whether CFRP aFfects families in different ways as they =~ -

progress through the program. Many family goals are neces-—

sarily long-term in nature, and it may take some time-- = - _ ..

perhaps considerably~nore than 18 months--for program' effects

to show up It is mot unreallstlc to assume, for 8xamplen-
that the entry into Head Start of focal chl&dren in fall 1981
will prov1de parents with new opportunities to pursue ‘some of
the goals that were set earlier and on which little or no

progress has been made to date. Mothers may implement thelr

» plans to further their education, become enrolled in job

training programs, or join the work force: in an attempt to
decrease their dependence on public assistance programs
and improve the financial cirgumstances of the family .
Continuing to collect data on goals.will increase the

chances’ of detecting CFRP effects.

: o ,
¢ L / _
‘We also propose to continue the collection of data #

on family participation in program activities. The ratlonale
for this is two-fold: (1) links have been found both. in “the
.CFRP evaluatlon and in other studies between high partlclpatlon

levels and posltlve ocutcomes, partlcularly in the\areas of -

[ .
- c. rd

vy
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child development and parent-child interaction; and (2) it
appears that part1c1patlon of study families 1is consistently

lower than for non-study families enrolled 1n CFRP. These

a
’

issues warrant furtherllnvestlgatlon, partlcularly since

child development outcomes will be a major focus of Phase IV.

.

A post«infant&toddlerwand pre-Head Start assessment will be
conducted in fall 1981, when most children are expected to
make the transition from infant-toddler to Head Start. In
addition, we plan to collect part1c1patlon data on all CFRP
families. enrolled in the infant-toddler component at the ‘five
prbcess/treatment sites in an.attempt to .verify staff reports
that participation is significantly lower for study families '
bedause they were recruited for the evaluation and did not

seek out, the program for help. This substudy wr&l take place

in spring, prlor to the entry of the children 1nto Head Start.
If staff reports are’ substantlated in this substudy, it will
. weaken the generalizability of evaluation findingS. Further-
] - more, it will prov1de important information about the types
L of famllles ‘that are most effectively served by a program like

CFRP.

While the major focus of the impact study in Phase

-,

v w1il be on Chlld development--and perhaps on parental
teaching skllls-—plans call. for the continued collection of
.data, by means of parent interviews, in other outcome
domains: health, family circumstances, and community services
and support networks: Limiting the focus of Phase IV to
child deVelopment assessments would provide"too-narrow a
'v1ew of. the potent&al effects of CFRP. furthermore, the

examlnatlon of the ﬁamlly developme%; process begun in Phase

-

e III with the collection ‘of data on family needs and.strengths
. would be'left rncdmplete if no more lnformatlon in these
_Jother doma1ns were forthcomlng, In addition, interviews
with CFRP parents and famlly worHers will contlnue to deal
with issues such as levels o;~pr$§X7m partlclpatlon, the
program's emphases with each family/, areas in which the

‘ 2 a - o .

¢
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family has benefited from program pafticipation, and the
degree of the family's dependence on CFRP and on'other
agencies; these data will yield information on chandes in
program processes and treatment, as well as ‘on changes in
families. . : ' ' .

N

Finally, the results of the ethnographic study cur-

rently being carried out in the five process/treatment ptograms
will contribute significantly to gaining a complete understand-
ing of the infant-toddler component of CFRP as it is experienced
by eight families at each site. Data are being collected over

a six-month, pericd, w1th a report to be issued in fall 198l.

Infant- Toddler/Head Start Transition. The transi-

tion from the infant-toddler component to Head Start will be
another major focus of Phase IV of the CFRP evaluation. L1ttle
is known to date about the processes, used by CFRP to ensure

developmental continuity during the ma jor stages of the Chlld S

development (from before birth to early grades in elementary
school) Prellmlnary findings from the program study ralse -
some questlons about CFRP's ability to fulflll its promise to
afford such cont1nu1ty at the p01nt of tran51tlon from the
infant-toddler component to Head Start, and even more so at

the point of .-entry into elementary school. This issue will

be explored in greater depth in fall l981, when the focal chil-
‘dren enter Head Start. Preliminary plans call for conductlng »

interv1ews w1th Head Start teachers, family workers, and parents

" to gain a better understandlng of how developmental cont1nu1ty

is attained.

An important question to be addressed in the CFRP

evaluation is what incremental benefits families and chiyldren

derive from participation in CFRP, compared to a group
receiving only Head Start services. In order to examine
this issue, .the research design calls for the entry of both

CFRP and control/comparison .children into Head Start in fall




.
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1981, or when the children meet age guidelipes established

by Head Start. The design will be implemented at five of

the six sites; in Salem, a lack of Head Start slots prevents

the control/oomperison children from entering .the program.

.

. . -
R R o .

Thus there will be a mé%or shift in the focus ofi‘ .
the impact study component of the evaluation. In the first.
three phases, the effects of CFRP were determined by comparing
.a group of families enrolled in CFRP with a group receiving
4 .nO program serVices. Ih subsequent phases, comparisons will

be between two groups of families both enrolled in Head

B

Start. The CFRP group will have partic1pated in the program
for.three years prior to entry into Head Start and will , .y
continue to receive the broader set of services offered by °

CFRP.‘ In contrast, the control/comparison group will not

have received any program services prior to entry, into 'Head .

Start, and the Head Start seIVices offered to these families~

at some sites will be less extensive in nature than thoSef.f

provided to families enrolled in CFRP.

In order to assess the incremental benefits of

CFRP, it is critical not only to have a complete -understanding

K

of the treatment families reaeived in CFRP's infant-toddler
component, bput also to determine similarities and differences
in the Head Start experiences of the two groups of families.
For example, is more contact maintained with CFRP families
than with the Head Start-only group? Are the services
provided to CFRP families more comprehensive than those

offered to Head Start families? In subsequent phased of the

v

evaluation, we plan to address this issue by continuing to
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gollect some information on the procgsses used to deliver

servixes and the Hé@d Start/CFRP treatment, and particularly

:
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' on the participation of families and children in program .

activities offered by CFRP and Head Start.
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