ED 235 660

AUTHOR
TITLE

INSTITUTION

SPONS AGENCY

FUB DATE
‘GRANT
NOTE . |
PUB TYPE

EDRS PRICE
DESCRIPTORS

ABSTRACT

DOCUMENT RESUME

EC 160 818 °

' Rosenberg, Steven A.; Ahd;Others

Intensive Services to Families At-Risk Project.
Working Papers in Developmental Disabilities.
Nebraska State Dert. of Public Welfare, Lincoln.;
Nebraska Univ. Medical Center, Omaha. Meyer
Children's_Rehabilitation Inst.

' Administration for Children, Youth, and Families

2

(DHHS), Washington, D.C.
Mar 82 .
DHHS~-90-C-1266

156p. . '
Reports. - Evaluative/Feasibility (142)

MF01/PC07 Plus Postage. :
*Child Abuse; *Child Neglect; Family Problems;

*Foster Care; *Parent Education; *Prevention; Program

Effectiveness; Program Evaluation; Success

ISFAR (Intensive Services to Familié€s at Risk

Project), a program designed to prevent foster care among childrenf at
risk for placement because of documented or suspected abuse or-
neglect, is described, and its effectiveness evaluated. ISFAR's
.staffing patterns, guiding philosophy of helping parents become more -
adequate in—their interaction with their children, and positive
organizational climate are discussed. Program operations are viewed
in terms of intake and screening procedures, case assessment,
parent's commitment, use of consensus as a decisionmaking tool,
problem identification, case planning, individualized client services
(including parenting education, home visits involving close friends
and extended, family, and group activities), case monitoring and
evaluation, and followup. Project evaluation findings focus on system
impact, client perceptions of services, and measures of individual
and family functioning. Comparison with che county protective
services revealed that ISFAR cases had lower rates of recidivism and
resulted in fewer days in foster care. ISFAR cases were found to be
more expensive, at least in short-term consideration. Process
analysis underline the importance of:support in casework
decisionmaking. Characteristics of clients and of the services
leading to successful outcomes are analyzed. More than half of the
document is composed of-appendixes: the actual project evaluation
report, ISFAR entry criteria, a copy of a family interview
instrument, a description of treatment groups, guidelines for
staffing and restaffing, and descriptions of dissemination

activities. (CL)

"

***************************************ﬁ*****************************%*
-* _ Reproductions supplied by EDRS are the best that can be made *
* ! -

kkkhkkkhkhhkhkhhkkhkk

from the original document. *
*****************f**********************************



U.S. DEPARTMENT OF EDUCATION
NATIONAL INSTITUTE OF EDUCATION
EDUCATIONAL RESOURCES INFORMATION
CENTER (ERIC)

# This document has been reproduced as
received from the person or organization
originating it. .

¢i Minor changes have been made to improve
reproduction quality.

® Points of view or opinions stated in this docu-
ment do not necessarily represent otficial NIE
pcsition or policy.

ED235560

INTENSIVE SERVICES TO

- : | : ' - FAMILIES AT-RISK PROJECT

«

bS{t:gven A. Rosenberg, Ph.D. R éay Angel McTate,
«5.W., and Cordelia C. Robinson, Ph.D. ’

\. ———— —
Ny ’ “PERMISSION TO REPRODUCE THIS
s : MATERIAL HAS BEEN GRANTED BY
\\j - - ‘ Thomas Singarella
\
O ) . . —
ERIC ’ ‘ g . TO THE EDUCATIONAL RESOURCES

K . " \
. . ‘ ‘ 2 o INFORMATION CENTER (ERIC).



INTENSIVE SERVICES TO

FAMILIES AT-RISK PROJECT

Steven A. Rospnberg, Ph.D., Gay Angel McTate,
M.S.W., and ordelia C. Robinson, Ph.D.

~a

Lo
A



INTENSIVE SERVICES TO FAMILIES AT-RISK PROJECT -
ThTES AT TR

I '—”sfévéﬁﬂij_ROSenberg, Ph.D.

Gay Angel McTate, M.S.w.

5

Cordelia C. Robinson, Ph.D.

MEYER CHILDREN'S REHABILITATION INSTITUTE
. HATTIE B, MUNROE PAVILION

UNIVERSITY OF NEBRASKA MEDICAL CENTER

and the - e

NEBRASKA DEPARTﬁENT'OFTPUBLIC WELFARE

Funded by the Children's Bureau,

P . Administration for Chilaren roufh'and Fémilies,

Department of Health and Human Services}
Grant # 90-C-12€6

March, *982

=l

This paper represents the opinions of. the auchors and not
necessarily that of Meyer Children's Rehabilitation" Institute
or the University of Nebraska Medical Center,

.




TABLE OF CONTENTS

Summary ' ) —
_ Program En?ironment. . | ' "3
Program Managemeht - 5
Program’Operations : ) ' 10
Project Evaluation ’ ' , :25
Conclusions - ‘ . 44
Dissemination Activities ‘ 46
References:' . . 47
Appendix A - Report of Project Evaluation Condgcted by URSA - 48
Appendix B -~ ISFAR Entry Criteria.\ : 123
Appendix C - Family Interview :\ 127
Appendig_b - Treafhent GF?ups \ ., ' 134
Appendix E - Staffing'Plans \\ o 139
Appendi# F - DiFseminatiqn Activities \ - '7” - . i;g

. |
/ . ' \




. : SUMMARY

The Nebraska Department of Public Welfare contracted yith the

University of Nebraska Medical Center to implement a three year
demonstration program through Meyer Children's Rehabilitation Institute
: roc ( :

(MCRIj. “The MCRI program which waS\called the Intensive Services to

Families &t Risk Pro]ect (ISFARY—”;as‘ one of seven research and
demonstration pro]ecta funded by the Admlnistration for Children, Youth
and Families ‘ for prevention of the need to place children in foster

care.

[

<

The object of ISFAR was to test the impact of anyintensive services‘
r,model as a method for the prevention of foster care and ‘the improvement

’

of ‘child care practices in those families conSidered at risk for foster
-placement, “ISFAR'S service model was designed . to provide fanilies with
comprehensive supportive services andaparent training assistance.

The"proéram approach was based on- the assumption that a
disproportionate number of at risk families would be oharacterizéd by
low income, lack of child care knowledge and skill,‘poor physical and
mental health, and a 1lack of social supports. ;The multi-faceted
intervention strategy that was employed included the following three
components: l)‘enVironmental interventions to improve living conditions
and life skills that interfered with parents performing:chi]d—rearind
functions; 2) educational interventions to enhance parenting abilitieS,
reduce parent-child conflicts, and facilitate child development, and 3)
therapeutic interventions to stréngthen relationships and increase self
esteemn.

The State Department of Public Welfare contracted with Urban and

Rural Systems Associates to evaluate ISFAR. The results of tne

0




evaluation show that ISFAR was more succéssful in preventing foster
placement and eliminating problems that lead to the need for continued
child~protéctive services than the standard service approéch. Equally
importént, however, are findings that indicate that a significant

proportion of ISFAR's clients did not make substantial changes.



PROGRAM ENVIRONMENT

‘Background ' | . 4 7 e S

Serious éhortcoéingéfin foster care systems across the nation have
becoﬁe evident during the past decade;,'In'numerous:cases children have
been found to enter the foster care system inappropriately and to remain
in care longér than necessary. Moreover, it is known that foster care
can bé disruptive of famiiies, that it causes children to suffer
streésful separations, and that it is expensive fo; implement and
administer. The recognition' of these problems ]:ed to a wide spread

o

interest in develpping service models that minimize the heed-tg remove
children from their families. | |

The Nebraska“Department of Public 'Welfaré, Division of' Social
Services' inte:est in the prevention of foster care ‘s part of a
continuing process of study and program dévelopmenf that began with thHe
survey of foster care in Nebraska By the Nebraska Department of Pﬁblic
Welfére (1976) and which continued through the implementation ‘of
permanent planning for:children in foster care and the development’of
the program described in fhis'report; ‘

' The Intensive Services to Families at Risk Project (ISFAR) is the
product of'a cooperative effort by the Nebraska Departﬂent of public
Welfare and Meyer Children's Rehabilitation;InsEitute gﬁ the University
" of Nebraska Medical Center to assist childreﬁ who are. at risk for

removal from their families.

Characteristics of the Service Area . '

ISFAR operated in an urban setting. It was located in Omaha,

Nebraska, in Douglas County, the most populous county -and city in
X
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Nebr:ska. Douglas County's population 1is -estimated to be 395,000

persons, of which approximately 313,000 are individuals who reside;

within Omaba. The ethnic composition of Do@glas County is primarily

white; its largest minority group is black, which qonstigﬁtes about 10
° , .

percent.of the population, with smaller numbers of Mexican and native

Americans. ‘

-Populatiocn Sevved

ISFAR clients werg families with young children who were at risk
fbr foster: placgment because abuse or neglect héd qccurred or wag
suspected. About 80 families were serv;d by ISFAR;during its 25 mohgh
service period. Douglas County Child Protective Services  (DCPS) was the
sole source of referrals to éhis project. Only a small number of the

clients served were self-reported to Douglas County Protective Services.



PkOGRAM MANAGEMENT

ISFAR was ladmiHZStered throu.gh Meyer Children's Rehabilitatioﬁ
Institute (MCRI) at the University of Nebraska MediqalJCenter (UNMC) .
MCRI is a training institute for students from many disciplines. It
provides Services to developmentally disabled children and YOutﬁ)through
age 21. It smphasizes early interventior, individualized attention to
the needs of beach child, maximum parental involvement, and usés an
'interdisciplinaryﬂteam approach. ISFAR was physically‘locatsd on . the
third floor of the Hattie B. Munroe Pavilion, which is!adjaéent ro MCRI.

1

-Personnel _ : A ' \
The profess10nal staff of ISFAR included the Project Dlrector, the
Family worker SuperVL%or, the Family Workers, and Assessment opec1a11st.
These individuals were all UNMC employees. A Social service Clerk was
provided by Douglas County; no financial -support was coﬁrributed by
ISEAR for this pos§%ion; Two consuitantsL one'for sscial work issues
and oné'for psychiatric questiors, were also available  to projé?t staff.
The Director of ISFAR was responsible for the administrative
management of the project, including budget expenditures and personnel
po}icy. The Director coordinated the'writing of the final report of tﬂe
prpjéct's activities. = The pDirector maintainsg communicatiops with
counterparts at the Agency for Children, Youth and Families, tﬁe State
Department of Public Welfare, Douglas CouﬂtyFChild Prorective Services,
and the evaluators, Urban and Rural Systems Associates -(URSA). The
‘Director also assisted in the oh—sité evaluation activities. The
Director was also responsible for making program and policy decisions,
coqrdipating the multiaisciplinary staffings. and developing service

components. The Director wds involved in the development. and

Ny,
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refinement of assessment metbods»and the development and modification of
intervention procedurés. | )

The Family Worker Supervisor was responsibie for supervisiné fhe
activities of the family workers and any pracﬁicum students Working withv
the project. The Supervisor assigned cases and scheduled staffings of
cases. This individual’al;b provided and/or coordinated staff training.
The Supervisor assisted infth;,developmentvof new seivicgs within éhe
project and in the creation or mainfenance of linkageqﬁwith Eommunity
agencies in tl.. Omaha area. Finally, the Supervisor provided direct
services to a 'small .caselocad of familieg. Only families that had a
child under saven years of age and ip'which immediate coﬂ;t actioﬁ was
not required were eligible for ISFAR services. The majority of familiés
served were poor and had'multiple problems. MorefdetailéaAdescriptions

of the client population may be found in the Program Evaluation Section

and in Appendix A, which contains the project evaluations done by URSA.

Philosophy Guiding Program Opef&tions

The ISFAR projéct was guided by the principle that children
generally do best- in their- own homes and tﬁat whenever cpossible,
services should be directed toward’ maintéiningl children with their
families. We assumed thath parents who neglected or abused their
qhild;en could be 'ﬁ;lped to become‘ adequate parents.- A central
treatment belief was that each family has a unique structure, capacity;
and needs, gnd consequently only a t;eatment approach tailored to tﬂe
specific characteristics oi éach family would be successful. We also

assumed that most parents were committed to their children and that an

approach baseé¢ on heiping children by helping their parents could be

successful.
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The family workers provided casework to the clients. They assessed

the problems of the family and the barriers to alleviating those
difficulties..‘The also'assessed~the capacity of the families to-make
needed chanées and‘identified the strengths in the fami;ies that would
possibly allow theseh shanges to occnrtf‘ They assisted 'clients by

motivating change, by teaching problem-solving skills and by providing

guidance and support. They monitored child safety, health and hygiene,

and” provided opportunities for parent-child recreational activities. .

Finaily, family workers were responsible for maintaining their ‘clients’

records.

The BAssessment Specialist was responsible for administering a

standard battery of diagnostic tests to target children. and for

presenting findings on .ISFAR cases at staffings. Written reports off

these evaluations ,were made for clients' records. The 'project's

Y

Assessment Specialist consulted w1th workers prior to 1n1t1al stafflngs

and responded to workers requests for evaluatlons of famlly members notf

initially tested or forv‘appraisal of aspects of child or. adult

| functioning not coveredtin the standard battery.

o

The - social work 'oonsultant 'provided in-service tralnlng and

consultatlon to the famlly workers and thneir- superv1sor on a regqular

basis durlng the f1rst year of the project The consultant also ‘was
extenslvely 1nvolved in the des1gn of ISFAR durlng its pericd of initial

developmen:..k

o

. ~The p$ychiatric ‘consultant attended alternate staffings and was.

»

- available for evaluatlons of” parents and chlldren at the request of

.prOJeﬂt staff

[ Y
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- A child development consultant was also available at the request of
project staff. This. consultant provided assistance in developing

service plans for. handicapped infénts and preschoolers.

Secretarial support was also available to the project.
The social ‘services clerk who was- employed by DCPS processed
.papefwork;for ISFAR cases and scheduled trapsportation for the clients.

She vgrified that all essential documents were signed and kept track of

4

renewal dates for services for each client. She was located and

N

supervised at the DCPS office.

O;ggnizatibnal Milieu

‘ The environment }rom'which services are provided is thought to have
an impact on “the quality of these sefvices. It certainly has an impact
on Qorker satisfaction and éay be important in limiting worker turnover.
The ISEAR:Projgct'érovided staff with a posiﬁive working environment.
An.-ihportant éiemeﬁt of this work climate ipcluded the worker's

involvement in the design of the project; " They designed project forms,

chose review periods, and created new program components. Beyond this,

e

w

workers'_were given considerablé_vautonomy in defining theiri work
schedﬁles to facilitatg visits to families whé could not be seen during
the regqular work day. They we;e algo encouraged. to explorg outside
training, readihg, and cbntact with éommunity resoﬁrces; On-going and
in-service training Qére reqularly offered to' the workers. fhese
variations in duties were viewed as important, not jusf for the workers'
growth, but also because these breaks allowed°them to return to their

»

work with families with a .fresh outlook. ’Finally, ,ISFAR workers

Yeceived higher salaries than most'Douglas County child welfare workers.

3
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A Varietyrof admihistrat{ve supports were used to enhance workers' -
capacities to assist their families. These included the availability of
consultation from SeQerél disciélinés, lower.caseloads, the provision of
time for case planning, close supervision, encouragement of case
sharing, and im;ediate access to an emergency cash fund. The physical
setting of the projéci was also a bedéfit. There was private space to
interview families and areas for children to play. Moreover, personnel
located at Hattie B. Munroe Pavilion consistenéf& tried to help parents
and children feel comfortable while visiting_ouf offices.

Worker burn-ocut has recéived considerablé attention in the child
welfare literature. Burnout was not a major problem here. Turnover was
- low at.ISFAR; It is likely thét én environmént where workers have some
céntrolw over their schedules, rewards, and support is important when
they are working with families who may not be appreciative and in
situations in which they canhot exercise - much control. Such an

environment was reported by staff as a factor in producing ISFAR's low

turnover rate.



"\ PROGFAM OPERATIONS
¥

Treatment Model \\ ,

ISFAR's objective was toﬂg;iminate the need for removing children

. \ .
from their homes. This was to bé\accomplished both by reducing problems

A

that interfered with the functionfhgfof the family and by enhancing the
~child care skills of the children'§gparents. An additional treatment

goal included providing children withkgécess to programs and services
N _
that promoted their development. s,
It-is difficult to provide a detailed: characterization of ISFAR's

treatment approach because the clients difféxed from one another ard

A
A\

their problems and skill needs varied substantially. As a result no
single treatment approach could be.adopted for geﬁeral use. What did

3
2

unify ISFAR's treatment approach was an emphasis on\solving problems of

individual and family functioning and enhancing the\%uality of child

. ‘ :

care in those families. .This problem s5lving appraabp involved an
: \

assessment of the household and its members--first, to iégntify areas

T

regarding intervention and, ‘second, to obtain information™ about the

@,\

family that indicated possible avenues for treatment. e

Workers used the assessment information to devise strategiég for
working with clients and to pfovide, either through ISFAR or other
agenci»s, an array of resources and services that were sufficientiy
comprehensive to meet the needs of thé families.

Finally, when-a cooperative relationship hetween client and worker
could be éstablished, the basis was ‘typically a mutually identified
problem or task. érojectbstaff worked with clients on thesé problems in
ways that maximized the likglihood that other, possibly more serious or
basic problems would also beﬂalleviated;

15
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Intake and Screening Procedures

All clients were assigﬂeé on a random bas;s to ISFAR from the -
service caseload of Douglas County Child Protectiﬁe Services (DCPS).
When DCPS receives a referral, some initial screening is done by an
intake worker. To eliminate inappropriate referrals, a home visit is
fthen made by an intake worker who deterﬁines'whether the allegations of
abuse or neglect can.be substantiated and whethef the family should be
offered services.. Families requiring protective services are sent to a
service worker by the DCPS intake supervisor. .MWhere children Are in
immediate danger the case is also referred to the county attorqey for
possible removal and prosecution.

Cases that met ISFAR's entry criteria wére referred by the intake
supervisor to ISFAR. ISFAR cases were limited f& families having at
least one child under the age of seven. The child must not have been in
immediate danger, Initiallf, the funding agency required that families
having previoué CPS contact be egcluded from the project; this :
requirement was eliminated during the second year of operation. A
detailed listing of ISFAR'S entry criteria may be found in Appendix B.

When the case was received from intake, it was randomly  assigned
either to fhe project_of DCPS as a Contrast case. Newly feceived ISFAR
céses were reviewed by the Famiiy Worker sﬁpe:bisor; who assigned them
to a worker for service. Cases designated as Contrast cases were turned
o&er by the DCPS intake supervisor to one of the other three DCPS
superviéors'ﬁho assigned them to a DCPS worker fér standard services.

This procedure minimized the likelihéod that DCPS service workars would

be aware of a case's inclusion in the contrast group.

11



Case Assessment

The input information needed’to devise a plan.to enhance the care
children received ‘required some assessment of the | cnildren's
environment, their current level of(éocial and cognitive development,
and the parents' skills as teachers anq as disciplinarians. Each of
lthese was assessed by the use of formal measures, by interviews, ;nd
through wdrker.observations and impressions. TheldeVelopmental level of
at least one cnild in each housenold was obtained for children up to
two—nnd—one-half vyears of age using the Bayley Scales of Infant
Development (Bayley, 1959). The McCarthy Scales of Children's Abilities
was used with children betneen two-and-one-half and eight years of age
(McCarthy, 1972). Social development was assessed by worker cbservations
and; ny parents' reports of 'child behavior on the Alpern-Boll
Developmental Profile (1972):

Tne presence'Of child behavinral problems was often assessed, using
wnrker qbsérvations and .parents' responses on an inventory of common
child behavior problems developed by Tams and Eyeberg .(1976). ‘This also
prOV1ded 1nd1c;£10ns of where def1c1ts in parentlng skills exlnted;
Parenting skills were also assessed bby observation. The household
environment and the quality of care the.chlld S parents prov1ded were
assessed through the use of ‘the HOME Scale (Caldwell and Bradley, 1978)
for cnildren up to three years of age and with the Childhood Level of
Living Scalz {Polansky, Borgman and DeSaix,1972) for children between
three and ;ix vears of age. These twolmeasureﬁ assess aspects of the
home thgt refléct parental ability tn maintain an intellectually.

stimulating and emctionally nurturing envircnment. There are, however,

substantial differénces'in what the two scales emphasize. The HOME

)

17
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Scale was developed to indicate the intellectual stimulation ana
emotionalvclimate; the Childhood Level of Living sGeie conelders the
child's physical environment in coénsiderable detail.

In addition to essessing parents'’ and~children’s.abilities, it is
also impqrtantbto'examine characteristics of the parent and family that
are believed to be related to the parents' capacities to acquire and

utilize new child care skills. The work of Tallman (1971) and Rosenberg

(1977) has suggested that commitment, boundaries, consensus, and

.
+

resources are yariables thar impact on the capacity to parent and the
ability to improve parenring. A structured“family interview (Appendix
C) was used_ro assess each of these variables.®
Commitmenf l

The first of these variables can be defined as a willingness to
actively pursue a goal. . The level of commitment an individual brindgs to
a goal related actlvxty is determlned by. the rewards the 1nd1v1dual
associates with the goal and hlS expectancy of attalnlng the goal. For
us, a narenf's commitment to chwld care is of central 1mportance.
Parents will have low commitment to their chlldren elther when they dol
not value thelr chlldren or what they can can do with their children, or
when they do not .expect to attain rheir child related gpalé.' Ve
assessed cqﬁhitment to the child both through a structured interview and
by observing parents' enjoyment of their children through con;ersation
about. child related goals and expectations end in their willingness to

try to implement new ways of parenting their children. Parental

commitment to their children was also asse ‘sed through the HOME séale.q'



Resources

Families must have resources to exist. A family must héve adequate
housing and sufficient quantities of food and m;npbwer to maintain
itself and its members. 1In addition, the family must have the emotional
and intellectual.ébilitieé and st:engths needed to permit its continued
functioniné under stressful circumstances. We assessed each family's
material resources by determinihg its income, housing, ;nd access to
transportation. 1In this connection we also cohsideréd pérents' level of
education,‘employmept history, and job related ski;ls. ?he Childhood
Level of Living 5calq\was gsed to assess the condition of the family's
material resources. Psycﬁological strehgths of family members were also
assessed by history, emotional and intelleqtual abilities were evaluated
thrqugh client's  self-reports and worker observations, and if needed,
formal intellectual and personality testing was done. Availabilitv of
support and child care assistance from neighbors, family( and friends
was'assessed during the structured interview.
nCopsensué

Family mémbers huét :each some stable arrangements. with regard to
their goals, the allocation of tasks, and the coordination of family

. . '

acrivities--particularly child related tasks--if they are to be
effective caragivers. Wheré there is a lack of consensus among parents
and.professionals over treatment goals, a child's care may be expected
to suffer.}LlWe assessed consensus between 3spouses and betygen
professionaisAASUParf of a stéﬁdard~in£erview-as well as bv less formal

discussions.

13
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Boundary Permeability

A family's.eXtern;lgboundaries distinguish the familf from the rest
of the'wqud.' Boundaries within the family requlate interactions among
the subgroups that compose the family and determine who is 1ni}uded in
making decisions affecting family 1life. We formally” ass€ssed the
openness of the femily to information and materialsjfromLthe outside
‘world by interviewing the parents with questions concerning the extent

to which the outside world entered their family and whether they felt

their role had been taken over by people from outslde the family.
'Bound;rles were also assegsed by observing a family's openness to new
ideas and by deéermining which members were involved in decisibn_making.
Instances in which members were\inappropriately involved in or excluded
from decision making or where declsion nakingqhad been turned over to
outsiders would be noted as a problem in\ﬁnnctioning. In such cases we
considered the possibility of working wifh the family to change its

boundaries during the progrem planning phase of our case management

process.

Problem IggntificetiOn .o
Clients' identification of rheir problems and descriptions of their

situations provided essential information. This information 'was

gathered through 1nterv1ews w1th the famlly, by their reactlon to the

entry of protectlve services and by the nature of problems on which they
}ndicated a willingness to work. No formal assessment of the validity

ef this framework\for assessing protective service to families was done.

However, workers felt it was:e‘useful way of organizing informetion. 3

more detailed discussion of ISFAR's assessment procedures may be‘found

o

elsewhere (Rosenberg, Robinson and McTate, 1980).

15



Case Planning

After the inéut data had> beenv obtained, it was possible to
formulate an intervenition plan. _The formal planning process began at a
gultidisciplinary staffing. The products of each‘staffing_were a set of
treatment goals ‘and a. éorresponding set of strategies for attaining
them.

Present at these meetings were family workers, who are social
workers, the psychometrist, the Project Director, who is a clinical
psychologist;’a child psychiatry, consuitant, and a DCPS worker who
served as a liaison to ISFAR. At times, _sfaff from dthe; agencies
attended to discuss cgseswén which we were coliaborating.

The interventions to be used. withﬁ families were developed in
responée to problems identified by parents or project staff during the
assessment phase.' The solutions to ;pese problems became the goal .of
treatment. The goals Qere stated in operationalized terms so that we
could define whaé'changes_were>needed and know when the change§ ﬁad
occurred, |

The interveﬁtion goals developed after a staffing could be groupea
into short rénge and long range goals. Short range goals included the
resolution of problems that required immediate attention and whenever
possible, reflected tﬁe' problems tge family had identified. T"Lonqér
.range goals involved heightening the family's capacitiés to deal with
problemé and to care for its children. strategies'uéed to engage and

intervene with a family were based on the strengths identified during

A

assessment.
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Client Services

<

Services we provided to:our clients were designed to meet their
individual needs. Initially services were directed toward removing the
major cause oﬁ danger to the child and towards solving the problems
identified by the clients. Common to all initial problem solving was
the use of interventions which also assisted in resolving more basic
family problems. -

Servicesh were 'provided through home and office visits, through
group activities, and through _referrals to other agencies. Most
contécts with Families took place in their homes. The frequency of
these visits was based.op treatment‘requirementS, the présence of a
crisis, and on the family's wishes. Weekly contact was the norm.

Initially home visits were necessary to monitor the safety of the

childrén and to engage the clients. The home visits had the advanéage
of reducing clients' anxieties by permifting them the safety ofltheir
own homes and allowing the workers to assess the hbusehold environment
and tﬂe clients' parenting skills. For éxample, on one initial visit to
a young retarded mother and her infant the worker saw the mother feeding
the child with a tableséoon in a rapidq, shoveling ménner, The voung
woman explained that she did this,because her son needed to eat more,
and went on to complain . that the child was not coopérating. The worker
suggested thét she slow the/pace on the feeding and use a smaller
spoon. This led to subétaﬁtial reduction in the frustration for both °
mother and child. This:kigd of practicai on-the-spot sugggstion was
generally the most useful/#ind of péreﬂt-training. We found that home

visits lent themselves to these "seize the moment" interventions.

DO
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Parenting skills and -techniques were an important-focus during home
" visits. Theré were opportunities td discuss problems, to try out ;ew
techniques of aiSCipline, to observe parenis, aﬁd offer them immediate
feedback. 6ftenfthese §éssions were quite active with both workers and
clients working together to achieve desired parenting goals. In
addition homé visits almost always dealt with personal, family, and
reSouice"prbbléms. , At times these became so pressing that ;hey tended
to push aside. activities geared t¢ the improvement of pprentiné skiil.
As a result, workers had to plan home visits in érder to be certain -of
including time fc. parent-child issues.

When appropriate, exterided family. and close fVienﬁs were involved
in the home visits; Contact with sociél network members was natural
with home visits and was used to further- treatment 'goalg. In one
inst;nce a depregseé mother related that her depr§§sion seemed tokbe due
to her estrangement from her family. The family lived hours away and
the connection between the young wémah and her family appeared to have
been broken; However, early in our involvement with this case, the
client contacted her erkef fo ask for a éﬁturday visit. She wanted the
WOrie;'s moral usupport when hervgrandparents, whom'she had not seen for.
two years, came fo_visit. At her request the worker stayed for the

first -part of the visit. The worker éonveyed to the giandparents her

53

belief that this mother was concerned about the welfare of her child.

Moreover, as a result of some pre-vigit coachihg from the worker, the

~

client was able to deal with her grandparents' criticisms of her life

.Style and her boyfriend without becomihgfdefehsive and hostile. The

i

client felt that the visit was successful. After this visit her family
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began to pay her éravel expense for visits to them. They were still
unhappy w1th her life style but she and the child had been accepted back
"into the fold." The reallg“ﬂent of the family had a dramatlc effect on
the young woman's self-esteem and her depression ~decreased as she
started reaching out to friends and improving her environment. ISFAR's
emphasis on making contacis with network members frequently resulted in
a familiarity with fsmily and friends of clients that was invaluable .
when out of home'placeﬁsnts were needed.
Office visits were sometimes used S an alternative to home visits

once the safety of the child no longer requireqd frequent in-home

-

monitoring, Office visits were used when the client needed
encouragement about getting. out éé the house or when treatment goals
could be more easily accomplished in the controlled setting of an
office. 1Issues addressed in 'office visits were similar ‘o those
addressed in home visits but more often contained a counseling or formal
instruction componeht{ Office visits were ohviously more time.efficient
fer the workers. Before their case was_closéd almose all slients were
being served, in part, through office visits.

.A second coméonent was sgervices offered to clients ‘in groups.'
Several types of groups were offered to ISFAR cllents. One short-terh
group focused on teaching parents how to control - their children's
misbehavior using.iess punifiVe technigues than they had bee; using. A
second group was offered to Several yeunq,-isolated'mothers. This qroup
provided opportunities for sociallzatlon and helped them learn to solve
pProblems -that they faced in their daily lives. This group met_for more

than a year. ,For some mothers the casewcrk done during the éroup was

adequate for their needs and the group umeetings replaced routine
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visits by a Family Worker.

TWwo groups were run for motkers who were mentally retarded. Each

of these groués involved both mothers ané-théir preschool aged chi;drén.

One of the groups was a parent-child swim group, which was supervised
by a swimming instructor. The group provided these parents and children
;ith an opportunity for a positive interaction. Another'group for these
parents and childreﬁ was structured to provide mothers with discussions
of proper child care’ procedures, opportunitles to practice appropriate
parenting technlques with thelr own children, and a period of
parent-child play. ) |

Overall group activities were found to be useful component of fhe
services ISFAR's clients received. A more detailed discussion of the
group aétivitieé that were provided may be found in Appendix D.

In additionlto providing direct services through individual and
group contacts, the workers p;ovided referrals and case management to
the clients.. A551stance in making referrals ranged from = ”uggestlng that
a client seek help from a particular agency to accompanying a client for
several appointments. The degree of involvement of the worker was based
‘on the complexity of the service and the competenc1es of the Cllent

J Almost all of ISFAR's cases were involved with other agenc1es as a
result of our referral or because of prior contact with that agency.
Often the ISFAR workéer ;ssumed a case management role and maintained
contact with all persons.who were_iﬁvolved{in the case. The ISFAR

. worker frequently took on the role of scheduling meetings of the

professionals involved with a family.



The agenciés and professlonals who worked with ISFAR clients
ncluded-“ resource agencies, such as pu.bllc welfare departments, the
| local housing authority- food pantrles- health seIV1ces, such as
Visiting . Nurses, Universlty c11n1cs and prlvate rhysicians. Mental
health fand' family agenczes.‘were 1nvolved as were recreational
,facilities, legal‘services,'and advocacy groups. We had no contractual
arrangements with “any of 'these organiaations, but through 1nformal
relationshlps with their staff we were able to facllltate our clients’
access to these services.

ISFAR had contractual arrangnments for day care through ‘thelﬁf
Nebraska D%partment of Publlc Welfare and worked - closely with thls
sexvice prov1der, not only 1n case plannlng but also in mon1tor1ng the

‘phys1cal condltion and developmental status of the chlldre :

&

ISFAR'S afflllatlon w1th MCRI 3 made | consultation » ‘.ul Chlld:,
developmental problems quzte accesslble and fac111tated the entry of;ﬁ
clients' children into speech therapy, learnlng d1sab11 t1es'classrooms,ff
and infant development services. R |

Several spec1al resources were also available for‘ISFAR cl1entsr
The Hattie B. Munroe ‘Board of Dlrectors, wh1ch.owns the bulldlng 1n>,

~ L0 -
which ISFAR was housed, provlded generous donatlons of food and toys at1'
’Chrlstmas tlme. The Board also hosted an annual Chrlstmas party wh1ch
many of the ISFAR cllent famllles attended * Members of .a local church
purchased clothing for 10 of ISFAR's famllles each year. Moreover, the
church memb:rs often became 1nvolved as advocates for those familiec.
Last, ind1v1dual donations of such items as‘crlbs, fans, and blcyclesp

W

were obtained from. individuals. and businesses through the efforts of

N

project staff.
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We believerthat cohprehensive services involved a combination of
1; numberu of -‘worker ‘roles and therapeutic interventions. Most of
{ISFAR's clients had complex problems which could not be handled by any
..one agency. ‘ Consequently, the case ,management role_ was crucial to
:insure coordination'of efforts and to prevent the fragmentation of those

services the clients were receiving. The direct service provided by
ISFAR workers “was needed to elicit client involvement in the change
'process'and to provide direct assistance‘in'solving personal'resource

and child care problems. " . ..

Case Monitoring-and Evaluation o . _

Case »monitoring was accomplished_ .tnrough supexrvision Jand
multidisciplinary~staffings. Supervision of the family workers occurred
during weekly sessions, with group and individual sessions occurring on
alternate weeks. Initially, individual supervision was a combination of
traditionali_use of self-supervision, joint case planning, and thé‘
development of strategies for copinngith difficult situations. As the
workers “become~ more experienced,; time spent : on case' planning in
individual superVision decreaqed, and these sessions become increasingly
focused on addressing issues which hampered the workers' effectiveness.

‘The combination of individual and group supervision worked very
well. Group supervision allowed for greater input into possible.
'solutions for case problems, contributed to a sense of sharing the
difficulties, undercut competitiveness among the workers, and allowed
w2 playing of difficultlsituations. Individual superWision permittad
worke. -  -eded opportunities for personal exaninationa_and‘:personal

support. o

Y



In general, the Supervisor took a more directive stand in case
planning thqn is typical in social work supervision. This Jwas
necessitated by complex and sometimes immobilizing problems that were
presented to the workers by their cases. Although it is widely held
that.such supexvision leads toward'dependency, we did not find this to
be the case. As workers became - more experienced, they developed
considerable confidence and needed less direction. R

Times when supervision appeared to be most helpfuliwere at crisis
points, when objectivity was threatened, when workers' were feeling
"burnt out," and in making major decisions where responsihility was best

shared.

The value of providing workers with gquidance and support through

. Supervision is’ not readily traceable - to more effective services for

families. We know that it contributes to staff'morale and we believe
that it contributes‘to a ciimate in which creative ways‘are found to fit
services to the needs of famlly members. We also think that it may be
effective in reducing turnover.

All cases were also reviewed at multidisciplinary staffings.

Staffings were held during the first month of work with the family,

followed.rby re-staffings at three to four month -intervals. At the
initial staffing of each case the family worker presented the asessment
information and‘a tentative beginning case plan. The other project .
members would discuss the plan, offer suggestlons for lmprovements, help
identify ‘areas where additional information was needed, and assist the
worker 1n ldentlfying strategies which were most apt to.be successful.

At ~ subsequent staffinés tha .plan would be reviewed, progress on

identified prOQrams noted, and additional strategiag -

<
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suggested. These staffings werg particularly useful in'offering tlie
iﬁSightiof a different discipline‘and in identifying trends or groupings ’
among the families we worked with. Outlines of the staffiné and
re-staffing plans may be'found in Appendix E.
| Case progress Qas als» monitoééd through the formal re-e&aluations
of children and their parents. 'These re-evaluations were carried out by
the Diagnostic sPecialiét and the family's'worker by using ;ssessﬁent

measures.

Termination of Services

Case closure occurred after four conditions were met: - (1) the
réferral problem had been eliminated -and the child was no longer at
risk; (2) the family was no lohger requesting serviceé; (3) a support
system now existed for the family; and (4) the faﬁily would seek
professional assistange if the probiem occurred again. |

Termination was.discusseq with the family at. an appropriate time
pfior t§ closing and_was usually a mutual decision of theiyorker and the
’family‘members. sbmetimes a family was referred to anothér agency as
Vpart of termination; when this happened, the worker stayed with the case
until éhe transfer had been completed.

Follow=-Up Services

No formal follow-up procedures were established. However, many of

our former clients have contacted us periodically to ask questions or to
Y . - : N N -y

inform us about changes in their lives. Where needed, continued

assistance and monitoring of the child's care was provided by an ’agency

.o -

to which the family was transferred. Two of our families required’

" continued CPS services and were transferred back to Douglas County Child.

~

Protective Services.
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PROJECT EVALUATION

Formal and process evaluation were conducted by URSA. Their report
may be found in Appendix A. In addition, ISFAR etaff also ana}yzed
certain data and have formulated some additional findings.

The total client population was 83 ISFAR cases and 79 DCPS cases.
The data used in the formal evaluation were derived from sub-samples of
thie client population, Difficulties 'in collecting data made it
impossible to obtain complete data on all clients in the ISFAP. and DCPS
groups. A summary of major evaluation findings may be found in Table 1.
Pogulation “
| The demographic characteristics of both ‘the IéFAR group and the
DCPS Istandard treatment group are similar. _ This suggests that the
procedure of random aSSignment ‘0f cases was largely successful The
clients were predominantly white, with blacks beinq.the only minority
ethnic group to have substantial representation in this client’
population (Appendix A, Table 1). Data reported on fathers may nct be
reliable and were inconpletely reported. The availaple data indicate no
significant difference on marital status' of clients although more
fathers were reported for the ISFAR group (35) than for the DCPS group
(25) (Appendix A, Table 1). This difference may result from a greater
willingness for clients to tell ISFAR workers, who were not Department
lof Welfare employeee, about the presence.of men in the familiee.'Fear of
ioeing ADC benefits may have caused'clients to be less candid with DCPS

workers who were directly connected with the Department of Welfare.
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TABLE 1

Summary of Evaluation Findings °

I Comparison of ISFAR and DCPS services,

Client Acceptance of Services
ISFAR clients were 20 percent more likely to
report that they accepted services without
feeling threatened than were DCPS clients.

Perceived Stress
ISFAR clients reported a 10 percent greater
feduction in stressful events than did DCPS
clients..

Help Received :
ISFAR clients were more likely to perceive

their workers. as "very helpful” than were

DCPS clients '

Problem Solving

a) Number of problems:
The ‘average number of problems worked on
was 33 percent greater for ISFAR than
for DCPS clients.

b) Progress in solution of problems
ISFAR and DCPS’ clients both reported
making only moderate progress toward
solving their problems

II  Outcomes for ISFAR and DCPS clients

Foster placements
a) Average number of days in public foster
N care was 20 for ISFAR and 46 for DCPS
b) ISFAR placed children from one family
4 into long-term foster care, DCPS placed
children from six families intc long-
term care
c) ISFAR placed children from two families'
‘ into short-term foster care
DCPS placed children from one family
into short-term care
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x%=2.09
not significant

no statlstical
test )

x%=16.81
statistically
significant

no statistical
test

no statistical
- test

no statistical
test
no statistical
test

no statistical
test



Recidivism

ISFAR clients had a somewhat iower rate of z=1,75
re-entry into protective services than DCPS statistically
clients . . significant

Services and Costs

a) Day care ISFAR clients received i t=3.09
substantially more day care than DCPS statistically
clients significant

Annual expenditures for day care for
ISFAR clients were more than four times
greater than DCPS day caxe cogts .

b) Worker time : no statistical
ISFAR workers spent. 10 percent more test
time in direct and phone contact w1th
cllents than DCPS workers. DCPS
workers spent 10 percent more time
on management than ISFAR workers.

.

III Home environment of ISFTAR cases

ISFAR cases showed- improvement on the HOME t=3.59
Inventory - ‘ " statistically
E— - S BT . significant
.
£
&
4
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For .both groups, mothers had a mean age of 24 years. They were
typically uneméloyed single parents who did not graduate froﬁ' high
school and were living in a household with one child (Appendix A, Tables
2 and“3). Both groups had an averadge annual income of under $5,000,
The families wexe maiély neglectful rather -gﬂan' abusive to their
children. 'The severity of abusg or nedlect generally d4did not require
medical ‘treatment (Appenéix A, Table l). At entry the ISFAR group was
found to have fewer instances of moderat® ard serious abuse or neqglect
than the DEPS group (Appendix A, Table 1). in part thisAmay reflecf a
tendency for ISFAR workers to see client problems as being less severe
‘than DCPS workers.

Although family size tends to be smali (one or'two’children), DCPS
_ families. haqw_g;.g}}ifi_ga.ntly“»mor-re.”grhildren than ISFAR families (p<.Ol).
The average'age of all children in a family wés also‘slightiy higher for
. the DCPS group alghough-the difference was not significant.(Appendix A,
Table 3). Most notable of the target child characteristics was the high

number of children in both groups who were born piematurely (Appendi§ A,

Table 1). k

Program Evaluation
Thé program evaluation data consists of:
1) system impact findings, including amounts of service provided,
days in foéter care, and ré-:eferrals to DCPS or ISFAR;
2) clients' perceptions of the services they were provided;
3 'measures of individual and family functioning.

System’ Impact

Children of ISFAR clients received more day care then did children
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.in the DCPS group. In part, this difference is due to the fact'that DCPS
clients are limited to six months of day care per year for children
whose parents are not working or going to school while ISFAR was not
subject to this limitation. In addition, there was a' baSic philosophical
differencevin the two programs with regard to day care. DCPS used day
care primarily to provide respite for_mothers; Although ISFAR ueed day
care for respite, much of the day care provided was used pecause it
offered socially and developmentally more stimulating environments for
the children than did their an Lomes. ISFAR staff pelieued that the
use of day care to encourage child development was important for these
goungvpreschoolers. In addition, whenever poSSible they sought to use
Head Start and public school programs for eligible preschool aged

v

children.
ISFAR clients. were kept in treatment approximately three months

longer than DCPS clients. The average service pericd for ISFAR cases was

N n

12;8 months- while DCPS cases averaged 10 months of service. For DCPS
cases, during the entire service period the cases were more likely than
. ISFAR cases to" be closed.and then: reopened. For both groyps the

majority of clients were seen for total periods of greater than six -

’

months. ,

A time study _of.'IszR and DCPS workers (Appendix A, Table 5)
indicated that the percentages of.tine workers spent-in tneir different'
activities were quite similar. Some interesting'exceptions.include the
fact: that‘DCPS workers epent about 20 percent of their time in eizher
face-to-face or direct telephone contacts with clients- while ISFAR

workers spent about 30 percent of their time providing direct service to

. their clients. DCPS workers spent ‘about ten percent more of their time

)



.doing case manégement than'-ISFAR' workers., In part this difference
reflects the different models of service that these fwc units utilized.
DCPS, as do most protective service units, utilizes a case-managemént
coordination approach. This mbdei does not emphasize the workers' role
as a primary service provider. 1In ‘contrast, 'ISFAR espoused pla;ing the
worker in the%role of primary service provider.

ISFAR and DCPS also'differed in the area of sﬁpervision. ISFAR
workers, who received substantiall?‘mo;e supervision than DCPS workers,
spent between two and three hours é week in supervision, which was about
an hour more supervision per week than DCPS workers recei;ed.

A major finding contained in the evaluation is that DCPS cases were
~much-mo;e likely to require. reopening than ISFAR cases (Appendix A,
¥igure 1). 1In part %his océﬁrred because DCPS workers{yere encouraged '
to maihtain cases for shorter periods than was ISFAR and to reopen these
caseg when a significantfp;ob;egh§;gse:;

Tﬁé'fiﬁding that DCPS cases were more likely to ge f;opéﬁed was
-apparent in data that were collected in the Fall of 1980. To examine
the.diff;}ences bétween t@g two groups at a later date, ISFAR staff
collected client data in January, 1981, six months after most iSFAR
'services had ceased and at a time when most cases were'eitper closed .oxr
had been transferred to DCES. - This was ang 20 months after new casas
‘were 'no longer being accepted into gither the ISFAR or 'the DCPS
cdmparison groups. At this time 1l out of 83 ISFAR cases were found to
be open and 16 ouf of 79 DCPS were open. Using a.one-tailed £est of
éiénificﬁnce of préportions, this“differencg was found toi be

statistically significant., (p<.05). Of these, five ISFAR cases and two

DCPS cases had nevex-been closed; eleven DCPS cases had been reopened,
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compared to nine ISFAR cases that had been reopened and were in service
in DCPS. These findinés indiéate that after a substantial period of
sexvices, ISFAR cases were less likely than DCPS cases to be active with
protective serv%ces either because they needed continueq follow-up or
because they had to be reopened. These findings also indicate that
within the time frame.indicated, each prégram may_be expucted to have
about ten percept of their casés open because they have~ been
re-referred. ,

Thé evaluation also indicated that DCPS cases had required
substantially more public foster care than did ISFAR' cases. Tlis
finding 1is At least .partly Fhe“result of two differences betwqgn the
programs. ’ISFFR workers placed more children with extended family an
friends than did DCPS workers. .lLong-term network ﬁlacements were géde
for children from six ISFAR families; of these 11 children léhree
adoptiorns wefe arrangéd.. In the remaining cases the fostef parents were
given the étgtus of legal guardians, In all but one instance, these ~
placgmentslhave remained intact.

Netyork placéments,haQe many advantages to recommen; them} they
reqpife no public funds for foster care and'are'genefally less tfaumatid
“for the children and their paients thﬁn ﬁlacing children in long-term
public foster care. Beyond this, it is likely that fewer ISFAR clients
used. any kind of fdster care than DCPS clients. We beiieve tha£ the

greater client-worker contact and the  more ektensive use of day care

obviated some of the child placements that would‘ have otherwise

1
.o

occurred.
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Costs

A total of 12 Cfs-supérvisgd children and.seven ISFAR-supervised
children received fostgf _care, totalling $21,203 anq $9,652,
respectively. Estimatedféotal'savings in foster caréécosts by the ISFAR
project just for the p;éjéct periqq was therefore $11,551.;”“

The additional aﬁnual cost of protective services supervision for
an additional 2.8 mbhths oi services per family was $33,970. This amount
Aﬁas basedién the combined salaries of the ISFAR project staff in the
last year of the project and not on other‘program costs. The amount was
derivzd from subtracting the cost for 10 mbnths of salariés (10 months

.

being the average length of time CPS clients were served) from the cost

of 12.8 months of salaries (12.8 months being the average length of time

ISFAR clients were served). Since caseload sizes were approximately *

equai at CPS and ISFAR in the last year of the project, no adjustment
was médg for number of clients served. Projecting_this cost over the
2% years of the project's active period serving éO client families, this
rgprgsents an additional cost ofggl,osl.sonper family. This cost is
inflated, however, §ince the IngR salaries represent a higher ;atio of
the Assessment Specialist's time and of administrative salaries than
would normélly se_requi:ed under CPS supervision. fIf is also inflafed
becaUSezthe qaseload size during the initial period was quite small,
This cost should also be offset by reductions in foster  p1acement

supervision and related expenses.

*The Douglas County standard payment rate of $190 per month was
used when exact rates were not available.
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The eétimatgd annual‘costs for Title XX servicesvbased on final
prcj;ct yeai.estimates were'$4,404.50 for ISFAR and $1,553 for CPS for
transportafion costs, or a difference of $2,851.50. Annual day cAre
costs were estimated to be $57,832 for ISFAR and $12,763 for CPS; or a
difference of $45,069. These two figures represent an additiénal cost
of $47,920.50 annually. Since ISFAR served 51 families and DCPS, 42
families in the’last yearé%f the projecf,Athis.represen;s an additional
expense of $49.38 for transportation and $830.08 for day care, or a
total of $879.46 per family. These costs do not, of coux;e, inclﬁde the
.uﬁ;ccountéd extra costs of mental health referrals and other non-Title
XX services. | |

The only other significant cost‘ﬁhat would be incurred by agencies
attempting to duplicat; the ISFAR intensive services model would be the
cost of conéﬁltétioh f;om the AssessmentASPeeialist and cther ﬁealth‘and
development _experté who would attend staffings. ISFAR spent $4,135
énnually for this p;ogram component. - For most public ;gencies a
fullftiqg éssessment ébecialisq would be feasiblé .and more cost
effective than consultation. |

Client Satisfaction

Clients' reports obtained through structured Exit ‘Interviews,
(Appendix A) at the end of their service period indicated that ISFAR
clients.had more favorable percepéi&is of the services theyvreceived
than did DCPS clients. Althbugh not 'statistically significant, ISFAR
clierts tended to réporﬁ more positive iﬁitial‘ attitudes toward

acceptance of services than DCPS clients (Appendix A, Table 6). -ISFAR -

- .
-

clients perceived their: workers as substantially more helpful to .them

~ -
- .
C .
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than did clients of DCPS workers (p<.001). In part this probably
reflects the difference between the phiiosopnles of ISFAR and DCPS, inl
that DCPS . workers primarily function as. case managers and do not
function extensively as service providers, whereas ISFAR workers tend to
see themselves in a service provider role,

Individual and Family Functioning

Clients' .reports of the effects of the services they receivad
indicate that ISFAR had a somewhat greater impact on ' clients'
functioning then did DCPS. On the, Exit Interviews clients were shown a
list of stressor events and asked how many of these occurred during the
year prior to their entrg into protective'services and how many occurred
during the ;ear they were receiving services. They reported 10 percent
greater reduction in stressful 1life events than did 'DCPS clients"
(Appendix A, Table 8). ISFAR clients also reported that they'worked on
33 percent more problems than their DCPS counterparts. Members: of both
groups generally reported only. modest progress towards solving those
problems (Appendix A, Table 7).

- An analysis of pre-and posteintervention'data collected on TSFAR
clients using the Inventory of Home Stimulation (HOME) was done. The
"HOME is used w1th families who have a child under three years. of age.
It assesses several aspects 0f child care which are assoczated ‘with the
development of young cnildren. Data collected using the HOME Inbentory
‘indicated an OVerall improvement of .ISFAR clients. However, it is

1mportant to note that the quality of care children recelvedigld not
improve in all cases. We found that the HOME scores of 30 percent of

© -

the familics shewed no change and. about. 20 percent of the” famllzes

showed some deterioration.
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Summary \
These ﬁindiﬁgs indicate that ISFAR cases were less likely to be.

reopened than DCPélcases and that iSFAR cases spent'fewer days in foster

‘care. The results indicate that, at least in the short ‘run, ISFAR.cesee

were more expensive than DCPS cases.

w

Although there was general improvement5withih both groups, clients
reported only modest progress toward the elimination of their problems.
* Finally, information gathered on ISFAR clients indicates that their

improvements were not uniform - some clients developed substantlally

greater child care skills than others.



~ PROCESS EVALUATION
" The ‘process analysis, which is based on case»reco‘rds and client and
' ‘worker\.'interviews, sheds additional light on the positive statements of

:?clients that were found in the Exit Interviews. It also e¢xamines the

d1fferences between the ISFAR and DCPS units.
The results. of the process evaluation lndlcate that the chief
differences between ISFAR and DCPS seem to lie not in the area of

PU—S

frequency and. type of services but in the conditions. under which work

" was done. ISFAR workers had more time'for their clients and received -

more support and‘direction in everyday decision making than did their
counterparts at DCPS. ISFAR Family Workers carried fewer cases than DCPS
workers. ISFAR caseloads ranged from 12-15 cases, wh11e DCPS workers
.carried 17-20 cases.”. ISFAR staff, generally, were under less pressure
than{DCPS,staff. In part-thisuwas‘abresult of the entry criteria-for
‘this.study, which excluded cases'from‘the ISFAR and Contrast groups that
were court 1nvolved at the time of entry lnto'bCPS.‘ As a result,’ ISFAR
;workers had fewer court cases than DCPS workers .and ISFAR workers were
=« freed fronl many of the time consuming act1vzt1es‘ that are part of
Hworking w1th court invoIVed famllies.~ Moreover, ISFAR workers had fewer
~.cases in whiﬂh chlldren were. in 1mmediate danger than DCPS workers whose
caseloads were only partially comprzsed of Contrast cases.

The 1mportance of support 1n casework dec;slon-maklng cannot be
underestimated. when one is working with essentlally lnvoluntary and
typically ungrateful clients who do not change rapidly. The worker's

- sense of responslbzlity where there is high risk can be burdensome. The

‘socio-economic restric_ions of low 1ncome families becomes depressing to
v 2

:the empathic worker who strives to be a change agent. Also, the feeling

W
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that one is invading a family*s—privacy by penetrating its barriers is
distasteful to many workers....
ﬂ Family Workers received both support and direction in their
casework decision making. 1In general the supervision and consultation
they received were more frequent and intense tnan that of.DCPS workers.
Just as work with multi-problem familles requires a more structured,
directive approacn and persistent follow-through, supervision in ISFAR
was characterized by structure, directiveness, and systematic review.
Reviews allowed workers to assuss the effect of their efforts and to
modlfy their goals and strategies where needed. Perlodic review
.permitted workers to ventilate feellngs of frustratzon about slow or
unchanglng familles, to adjust expectatlons where approprlate, and to
perszst with neededklnterventlon rather then to withdraw prematurely.

. The interdisciplinary team- approach encouraged comprehensive
assessment and shared decision making which led to creativity in problem

?v-“
solvzng and the development of change strategies. Decisions were made

i
i

on the basis of thorough assessments which . included worker
obseFVatioﬂs, information elicited from the: family, and formal
diagﬁosticgtesting. Responsibility for decision wmaking was shared with

T S

experts frdm other disciplinesr Decision making skille were enhanced by
the ongoing staff development inherent ‘in the process of discussing
alternative approaches to problem solving.
The reduced pressure and the extensive support system, helped to
allevzate worker stress and anxiety, and enabled workers to make
objective treatment decisions. These Jconditions facilitated ' the

development of positive relationships with the : clients served. and

enabled the worker to focus. on family strengths and ‘to avoid being
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oyerwhelmed by family dysfunction. Client-worker relationships were
characterized by empathy and positive"regard rather thansthe guarded
cynicism and pessimism typicalv of "burnout." Workers tended to be
strong advocates for their’ clients and were not easily daunted by the
'complexities and frustrations of the welfare system. Clients responded
to the quality of involvement with trust and at times, oratitude. They
viewed ISFAR Family Workers as less coercive than DCPS workers, and they
felt they were treated as individuals of worth. One depressed mother“
stated emphatically that her Family Worker had treated her "like -a
person.”™ The quality of tne worker-client relationship was in many
cases paralleled by :an' improvement in the quality of parent-child‘
interaction and in an increase in the sensitivity of the parent to the
child's needs. |

Whereas the ISFAR project provided direct services of an
educatichal, therapeutic type, particularly in the latter stages of the
treatment process, DCPS tended to confine i:self to service linkage and
coordination .and to vdelegate treatment activities to mental health
professionals in the community. ‘ The latter approach may be cost
ineffective,'particularly w1th ‘chronic cases, in that the time of mental
health professionals is . more costly than tnat of social service
providers. The process evaluation indicates that ISFAR demonstrated
" that ‘highly. trzined social workers can be effective in reaching’
multiproblem families. Moreover, ' the use of diagnostic  testing ~and
evaluation by mental health specialists was valnable in the early

detection of handicaps and the’ development of early intervention

‘strategies such as infant stimulation and specialized school placement.

[T Y
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The ISFAR project and DCPS followed similar criteria for the use of
foster oare,' The ISFAR project -tended not to use county funded faster
care because of - the difficulty of access for a non-welfare based
program., In adoition,' the ISFAR project 'staff tended to counsel
biologic parents toward voluntary reiinquishment when parmanent
~ out-of-home care_became necessary. |

- Many of the families who were serwed had‘ suoh multi—faceteo
problems that hrghly specialized services were needed to engage and
maintair them in treatment. The ISFA# projeot provideo the blend of
casework, educational,'and therapeutic approaohes needeo by this high
risk population of children and families.

Clinical Observations

The observatlons of ISFAR workers prov1de useful information about

the alfferences between familles who dlsplayed substantial 1mprovements
\

and those who did not make 31gn1f1cant progress toward the ellmlnatlon
\

of" thEII child care problems.

Qs\mlghtfbe expected, ISFAR workers found“that both surface and
longer iasting changes were more breadily obtained in‘ families who
'displayeé_ the ;most strengths and who had a history of effectlve
functlonlng. Generally, the parents in these families have had success
in obtalnrng and holding jobs and in their own education. 1In these
families erentiog probiems usually srose after a major dislocation.
These famil‘es tended to be referred for mild abuse. Typically theyAwere
committed to their children, were not>comp1ete1y-immobilized by their.

situation, and could form a relationship with the worker. In these

. A o
cases the ma?or referral problems were often eliminated within a few



months;/These;é;ients generélly.dould be helrad to identify problems and
make the chapges needed to insure adequate parentiné.

The example of one family that w;s referred fo¥ abuse is typical.
.The father had received a strict upb;inéing. He hadilow self-eétéem and
some difficulty in making ffiends. He left school in the tenth grade
but had completed a GED in the Army and sin;e then had worked steadily
to support his family. The mother was obese andimildly depressea. Sﬁe
.'was Géry dependent on extended family and friends. vThgse parents had
done an ;dequate job of pfovidipg café_for their three boy;iuntil\the
father lost his, job and begafi drinking heaviiy. Th; care of the_
chilarén deteriorated; The oldest son developed school problems.
Ultimately the family was referred for abusing their second child.
These parents reacted with anger.and embarrassment to CPs—entry into
“their iives.(HOWever, they were able to identify somg\problems and make
some important changes. By the time this case was closed, the care of
fhe children had impr;ved. The parents had learned new ways of coping
effectively with the second son's behavior problems. The father was
employed and no longer drinking. The mother had a part-timé job and was

t
¢

less“depéndent uﬁon others. Finally, the ol@est sén'sjschool problems
had ceasedl |

.”In~another case a single parent had beeﬁ referred’ for abusing her
two-year-old childﬂ This young wﬁman Lad been raised in a strict but
_nurturing family. She ‘had completed high. school and some cdllegg.
Shortl; befére the referral she had been divq;ced from her husband ané
in the process, had become estianged from her own family. .Although she
had a job as a secretary, she alsgzworked.an extra job at'nighg.to pay

-

'bills remaining from the 'marriage. In this '‘case, the intervention
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included providing financxal counsellng, behavior management training,
personal counsellng, and assistance in helping resolve the conflicts
with her extended family. After six months, thls child was no longer at
risk. These two families are representatlve of a group of families who
made rapid and lasting improvements in their child care practlces.

Unfortunately, not all families made substantlal improvements in
the¢ care they prov1ded their children. Families where lasting change
came slowly, if at all, were usually,not functioning well in any part of
their lives. These families represented about 30 Percent of. our
caseload. Typically they were referred for chronic.neglect. Usually
their problems were pervasive and they'_displayed a long standing.
inability to-effectively cope with common 1life activities. Parents in
these families seemed to have no expectation that life could be better.
They often described events in their'lives as a series o6f circumstances
happening to them and over which they had no control.

One such. famaly was referred for neglect. lhis family lived in a
large house w1th no heat and no hot water. The father, who left school
in the eightn grade, had been in jail for three years, and hadeworked
only;irregularlyi At the“tlme“of the referral, he had been unemployed
for three years and indicated that he was not seeking work because of a
back injury. The mother had graduated from high school and had two
months of a tra1n1ng program. Her famlly had not approved of the
marrlage. She worked part-time to support: the famlly and was seriously
depressed. At the time of the referral the children needed medical
care, clothing, and supervision: Moreover, ~in addition to .being

unheated, the house was So dirty as to constitute a health hazard. This



wassthe Seconé peridd of service for this family, the previous services
having effected little change.

We worked with this family for almost three years, and while some
things improved as a- result of our involvement, .the worker's‘impression
was  that the changgs would not be laéting. Despite the worker's:
efforts, the father;remained unemployed. ' The ﬁothér remained ‘depressed
but wéuld ‘periodically seek mental health counseling. fhe conditions of
the home improved, although there were still s;rious lapsSes. The -
children's medicai and clothing needs were met and most of the time the
house had heat and.-water. " The mcstl useful interventién was the
provision of day care services for the children, from which they both
behefi:ted greatly.: This faﬁily had a positive relationship with the
ISFAR wofker ﬁnd-was able to make some.changes.' However, the_pargnts
n;ver regarded their world as one they céuld act upon effec%ively. They

‘acontinued to'look tome¥terna1>causes éné cu?esAto their problems. The
maintenancé of the improvements that were made aéﬁeared unlikely.

Another case involved a single parent who was reférred for
~neglecting'Ahd mildly abusing two preschoél childrén. When ﬁhe worker
visited, Qhe‘found the apartment td-ﬁe tigﬁtly closed and dark. The
mother was sevefely overweight and depressed. She had been in foster
care as a child, had left school at 16 when she had her first baby, and
had a series of unsatisfactory relationships with dependent men. She

" had no idea that anytﬁing‘could be different in her life énd reacted to
CPS entry'yith indifference. We workeé with this young woman for two
y;arq with virtually no movement; ofher than.;émporarify eliminating the
refeffal problém. Again, prqbably the most wvaluable ser;vice we
performed for this family was the péovision of day care services. This -

47 *

42




provided the,children with seme stimulation and the mother was able to
form a somewhat positive relationship with the center director.

As we worked with families we identl‘ied some characteristics that
enabled us-~-to predict whether they were most apt to be short or
long-term change families. The first of these characteristics was .the
families' reaction to CPS entry. Generally when parents were angry or"
relieved, the§ could be\helped to resolve their problems. The families
'whoﬁdisplayed indifference to our entry often felt no control over their
lives and were most difficult to engege in change. We found that the
willingness of family members to xdentlfy problems = which ° “they wereA.
interested in solving was another useful indicator. If_ after four‘“
contacts, no problem had been identified then change tended to come very
-slowly, if at all. Finally, an additional predictor was the family's
past history of problem-solving., A family in thch the parents had
experienced very few successes in the past was unlikely to make rapid

progress.
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. i CONCLUSIONS

' ISFAR's main objective was to serve at risk for foster care
families ;n ways thet reéduced the likelihood that they_woulé require
foster care by improving family functioning and the quality of care that
children received. The results ‘of this project indicate that ISFAR
serslces were more effective than the stanoard serv1ces prov1ded by
DCPS. ISFAR cases required less public foster carz than did DCPS cases.
ISFAR cases were also less likely to. be re-opened or to be continued
beyond the end of the service period than the cases that recelved the
standaxd services. Clients who received ISFAR services reported worklng
on a greater number of problems than DCPSs clients,lalthough both groups
reported only moderate progress toward solving those problems. ISFAR
- clients reported a oreeter reduction in stresses thsn did clients ‘who

received standard services. .

ISFAR services differed from DCPS's services in a number of ways.
ISFAR workers had fewer' court cases ane‘lower caseloads. IszR‘workers
_&ere under 1ess pressure to terminate their cases and spent more time
providing direct services to clients thar DCPS staff. OVerall, ISFAR
clients received rore day care than DCPS clients. 4Fina11y, "ISFAR
workers appear to have made greater use of family and friends to support
clients in providing foster care than DCPS workers.

7 Comparisons of ISFAR and DCPS indicéte tﬁat clients were somewhat
more likely to benefit from ISFAR serv1ces than from the standard
services. However, these results do not 1nd1cate what proportion of the

/ a

clients actually improved. An examination of data on ISFAR clients
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indicated th@t:althoﬁgh Emprovement tended to“optweigh deterioration,
"substantialJnumbe?s of clients either didnnot change or regressed,at
le;st on some indices of change. ISFAR staff found'ih;t high change and
low change clients_represent diffgrent groups of pebplq with different

A
life histories and outlooks.

ISFAR's services were more costly than DCPS services. However, not

all of ' these costs would continue if the program were adopted by a

N

public welfare ;gency. The cost effectiveness of this program would
also be greater in states where foster care costs are higher. Finally,
it is too early to tell the extent of the long-term savings- tha* ~ould

be achieved by ISFAR program through reduction of foster care and case .

reopening.
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DISSL..INATION ACTIVITIES

o
!
¥

Dissemination of information about ISFA 3= : ~-=rei at ¢ Sfa= -
points throhghout the Project. Presszataz C ISFET . :n
place locally as well as at national .nd re 1al .. cin,. Z ‘e on

assessment was recently published and other papers are being written and

will be submitted in the near future.

A number of professionals and child advocates have requested and

been sent written information about ISFAR. These individuals as well as

others will recelve copies’of this final report

Training based on some of the information generated through ISFAR

is being incoipofated into-tﬁe child welfare training that sociei work
_studente) receive at the University of Nebraska—ﬂmaha and into the
training given child welfare workers by the Nebraska Department of
" Public Welfare. A list of ISFAR dissemination activitiesamay be found

in Appendix F.

<
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_ FORMAL EVALUATION OF THE
'“‘iTNT‘ENSIVE SERVICES TO FAMILIES AT RISK (ISFAR): PROJECT

The evaluation of the ISFAR Project was coni.cted by Urpan and Rural Systens
Associates (URSA). - The process evaluation was conducted by Diane Scarritt, MSW.
The data ana]&éis and final report were done by Judith Schiller, DSW. The ISFAR
Project served clients from March 1978 until August 1980, or 2-1/2 years' time.
The evaluation was designated to determine system impacts, such as foster care
rates and rates of case re-openings and re-reports; client impacts based on an
- exit 1nterV1ew and on diagnostic. measurements; a t1me study of proaect staff
versus contrast—group staff; a cost analysis; and a process ana]ys1s A1l analyses
were poss1b1e except for the analysis of the effect1veness of the diagnostic measures.
as diagnostic and assessment toots. Because of constra1nts upon the assessment
spec1a11st created by the requirement that the Ch11dren s Frotective Services (CPS)
workers be blind to the contrast status of their clients and due to the natural
resistance of cliants, the CPS group was not tested in sufficient numbers to obtain
statistically significant differences between the two groups. It was frequent]j
difficult to determine whether reports had been substantiated or not, so ‘case open-:
ings were used as the measures of recidivism and .or prior CPS involvement.

!

Process Evaluation

The process analysis was based on case records and client and worker interviews.
It sheds light on the positive rgpokts of clients found in the exit interviews.

It also examines the differenqg§“55tween the ISFAR and CPS units. (See Appendix A
for complete analysis). o '

The results of the process evaluation indicate that thétchief differgnces between
services provided by ISFAR and those by Dougias County CPS seem to lfe not in the
area of frequency and type of services, but in the conditions under which case-

decisions are/made. Project ‘Workers were under somevhat less time pressure ,
and had more available support and direction in everyday decision making. While
they carried almost as many cases as CPS workers, the family workers were not
pressured by the need to work with families whose children were in immediate danger
or to obtain information for filing petitions or to be responsible for rehabilitat-
ing court-involved families. '

C
c:




The importance of support in casewor\ decision-making cannot be underest1mated
~’hen one is working with essentially involuntary and typ1ca11y ungrateful c11ents
who do not change rapidly. The worker's sense of respons1b111ty where there is
high risk can be burdensome. The socioc-economic restrictions of Tow-income families -
become depressing to the empathic worker who st;aves to be a change agent. Also, |
the feeling one is invadiné a family's privacy by penetrating its barriers is
distasteful to many workers. '

Family workers received both suppert and direction ir. their casework decision-makina.
Their supervision, consultation and training were, in general, more frequent and

" intense than that of CPS workers. Just as werk with multi-problem families requires

a more structured, directive apprcach and persistent follow-through, supervision
in the Family Project was characterized by structure, directiveness-and systematic
review.. Reviews allowed workers to assess the effect of their intervention and

to modify their goals and strategies where needed. Periodic review permitted
workers to ventilate feelings of frustration about slow or unchanging families,

to adjust expectations where appropriate, and to persist with needed intervention
rather than to withdraw prematu:e1y S . : i

The interdisc plinary team approach encouraged comprehensive assessment and shared
decision-making as well as creative problem-solving and developing strategies for
change,_ Decisions were ‘made on the basis of thorough assessment, -including worker
observatfbn, information elicited from the family, and formal diagnostic‘testing.
Responsiblity for decision-making was shared with experts from other disciplines
Decision-making skills were enhanced by the on-going staff development inherent

in the process of discussing a]ternatiye approaches'to problem so]ving:

The reduced pressﬁre and extensive support system provided helped to allevaiate
worier stress and anxiety and enable workers to make objective fherapeutic de-
cisions. These conditions facilitated the development of positive relationships
with the clients served and enabled the worker to focus on family strengths and

to avoid being overwhelmed by family dysfunction. Client-worker re]ationshipsi
were characterized by empathy and positive regard rather than the guarded cynicism
and pessimism typical of "burnout". Workers'tended to be strong advocates for

their clients and were not easily daunted by the eomp]exities and frustrations of
/L '
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the welfare system. C11:¥ts responded to the 9ua]1ty of involvement with trust,
and at times gratitude. They viewed family workers as less coercive than CPS
workers and felt they werq treated as individuals of worth. One depressed mother,
embittered by her initial exper1ence with -CPS, stated emphatically the family

‘worker had treated her "11ke a person". The quality of the worker-client re-

lationship was, in many cases, paralleled by an improvement in the quality of
parent-ch11d interaction and in an increase in the sens1t1v1ty of the parent to
the child's needs.

Whereas the ISFAR project provided direct services of an educational, therapeut1c
type, part1cu1ar1y in the latter stages of treatment, CPS tends to confine itself
to the service 11nkage and cgordination and to delegate intensive treatment to
mental health professionals in the community. The latter approach may be cost
ineffective, particularly with chronic cases, n that the time of mental health
professionals is mare costly than that of soc.,al service providers. The ISFAR
project demonstrazed that high ]y crained social workers can be qu1te effective

in reaching multi-problem families. The use of diagnostic test1ng and evaluation-
by mental health spec1a11sts‘w?s valuable in the early detect1on of hand1caps and
the development of early 1ntervent1on strateg1es such as 1nfant stimulation and
spec1a11zed school placement. \

The ISFAR project and CPS fo1]oded similar criteria for the use-of foster care.
Thz ISFAR project tended not to Pse county -funded foster care because of the dif-
ficulty of access for a non-we]f re based program Also, the ISFAR proaect
tended to counsel natural parentﬂ toward voluntary relinguishment when permanent
planning for out-of-home care becFme necessary.

\ ; .
Many CPS famtlies have-sich mu]ti{fécéted brob]ems that highly specialized services
are needed ta -engage and maintain [them in treatment. The ISFAR project clearly
provided such a blend of casework ?nd educational and therapeut1c approaches to

benefit a high risk population of children and families.

Costs

A total of 12 CPS-supervised children and seven ISFAR-supervised ch11dren received
foster care, totalling: $21,203 and $ 652 respectively. Estimated total savings
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~in foster care costs by the ISFAR prOJect Just for the proaect per1od was there-
fore $11,551. ‘

The additional annual cost of protective services supervision for an additional

2.8 months of services per family was $33,970. This amount was based on the
combined salaries of the ISFAR project staff 1n the last year of the project, and .-
not on other programn costs. 7“vhe amount was derived from subtract1ng the cost for
10 months of salaries (10 months being the average Tength of time CPS clients were
served) from the cost of 12.8 monﬁhs of salaries (12.8 months being the average"

. length of time ISFAR clients were served). Since caseload sizes were approximately
equal at CPS and ISFAR in }he last year of the project, no adjustment was made for
number of clients served. PrOJect1ng this cost over the 2-1/2 years of the project's
active period serv1ng 80 ciient families, this represents an additional cost of
$1,061.50 per family.. This cost is inflated however, since the ISFAR salaries
represent a higher ratio of the assessment specialist's time and of administrative
salaries than would normally be required under CPS supervision. It is also inflated
because the caseload size during the startup period was smaller than would be ex-
pected This cost should a7iso be offset by reduct1ons in foster placement super-
vision and related expenses. '

The e§timated annual costs for Title XX services based on final projeht'year esti-
mates were $4,404.50 for ISFAR and $1,553 for CPS for transportat1on costs, or a
difference of $2,851.50. Annual day care costs were est1mated at $57,832 for

ISFAR an. $12,763 for CPS, or a difference of $45,069.

Thase two figures represeqt an additional cost of $47,920.50 annually. Since

ISFAR served 51 fami]ies and CPS, 42 families in the last year of the project,

this represents ar additional expense of $49.38 for transportation, and

$830.08 for'day care, or*a *otal of $879.46 per family. These costs do not, of

course, include the unaccrunted extra costs of mental health referrals and other

non-Title XX services, o whr zh it is believed the ISFAR project may have made
greatar use.

The Douglas County standard payment rate of $190 per month was used when exact
~rates were not available.
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The only other apparent, significant additional cost that would be incurred by
agencies attempting to duplicate the ISFAR intensive services model would be the
cost of consultation from the assessment specialist and other health and develop-
mgnt experts who would attand stafr1ngs ISFAR spent $4,135 annually for this
program component. For most pub11c agencies a full-time assessment spec1a11st
would be feasible and more cost effective than consultation.

The costs of an intensive services approach appear to far exceed those of tradi-
tiona]-protective'services It is not possible to say for sure whether these

costs would outweigh the eventua] sav1ngs of foster care-costs, which also include
foster care supervision (not est1mated above). Policies that require foster care

to be short-term and temporary, as intended, will reduce the costs thit have been
reported in the past. As a léng-term investment in fam11’°s and chilcren, intensive
services might well prove to be a frugal policy.

Demographic Characteristics

4

JIn a preliminary analysis of sﬁbsamples of Si families each, from the experimental
(ISFAR) and contrast (CPS) groups, it appears’that the method of random assignment .
Pf cases was basically successfu]. The children were predohinant]y white, with
Blacks being the only other ethnic group with significant numbers. (See Table 1)
Data reported on fathers may -=ot be reliable and are incompletely reported. . How-
ever, the data available indicate that despite no significant diTference in mari-
tal status (i.e., married Versus‘not married or living with a partner), more -
fathers were reported for the ISFAR géoup. (See Tahle 2)

For both groups, mothers have a mean age of 24 years. They aremost typ1ca11y un--
emp]oyed s1ng]e parents who did not graduate from high school (See Table 2) and
who are living in a household with one child (the target ch11d). (See Table 3).
#4th groups have an-estimated ammual income of Just underfss 000-and are about as
‘+o , to be receiving some i/ % swpplements as not. - Marital status, ethn1c1tv
and er~Toyment are factors most likely to affect source of the family's income.
These families are mainly neg]ectfu] rather than abusive to their children (as
reported on the American Humane Association form). TSeverity of abuse is generally
miid. (See Table 1). At entry, the ISFAR group wa§7found tn have fewer instances
of moderate or serious abuse or neglect than the group. (X% - 2.98, df = 1, p< .05).

'V
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TABLE 1

TARGET CHILD CHARACTERISTICS AT ENTRY

Ethnicity

Black
White
Other

- Relationship to Father

Special Characteristics

Natural Child
Stepchild. /

Adopted ,:

No father/reported _

Prematur% birthh;‘ ‘
Mental/Physical Handicap ..
Chronic Ifaness

None Vo

r b

Severity of Abu%e[Neg]ect

No Treatment -
Moderate
Serious/Hospitalized

\‘1‘ % . e , . ) . "5.(
IERJ}: Figurzs are rourded ana wiy not total IUQ%

ISFAR

N %
9 18
34 68
7 14
50
35 61
0 o0
00
22 39
57
10 23
.
3
26 60
43
38 90
4 10
0 0
42

30
64

40
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TABLE 2

PARENT CHARACTERISTICS FOR ISFAR AND CPS.

~ Parent Characteristics

Mother's Education
'Did not-graduate High School
High School Graduate

Mother's Work Status
Employed
Unemployed

Mother's Age
15-19 years
20-29 years
30-39 years
Over 40

Marital Status
Married
Never Married
Divorced/Separated
Wiidow/Other, not marrfed_

Father's Education
- Did not Graduate High School
High School Graduate

Father's Work Status
Employed
Urs o "oyed

ISFAR
T
25
19 43
44
11 24
35 76
46
13
24 52
8 .17
1 .2
46
22 43
18 35
-9 18
2
51
13 55
11 45
24
21 - 84
.16

57

28

cps

N

16

19

15

60
40

24
76

19
- 66

13

31
37
29 °

56
44

79

21



TABLE 3

. FAMILY CHARACTERISTICS AT ENTRY -

Number of,CkC]dren in Family
One // ' |
Two /

- Three ~ - L e
Fqﬂr
F%Ye

Six or more

Estimated Yearly Income
$0 - 2,999
$3,000 - 4,999
$5,000 - 6,999
$7,000 - 8,999
$9,000 +

Incéme Supplement
- None e
AFDC ‘ |
0ther*pub1ic/private

63

~ * Figures are rounded and may not total 100%.

ISFAR
R &
9 18
37 - 71
5 10
51
42 81
5 10
3
0
1
]
52
11 24
14 30
8 17
6 13
71 15
46
24 50
20 42
4
48

o N O Oy
(83 ]
N‘"Ir—- = NN B

42

20
66
15

81

[ OO X SO e o)

39

497
12
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A

Although family size tends to be small (i.e., one or two children), CPg\families ‘
had significantly more children (X ISFAR = 1-29, SD = .76, X cpg = 1.44, SD = 1.01:
p < .01). The average age of ISFAR target children was 28 months and 37 months
for CPS (p € .09). TheAaveEage age of all children in a family was also slightly
higher for the CPS group (Y‘ISFAR = 28.6 menths, X.CPS = 32-months, p < .09), ‘
ISFAR families receiving some supplement.were contrasted with those receiving none -
(X% = 1.066, df = 1, p < .35). |

Most notable of the target child cﬁaracteristics is the high number of children

in both groups who wereborn prematurely, The mean for ‘the ISFAR group was about
~ 25 per cent, and for the CcPs group, 30 per cent,
Foster Care

0f the 73 contrast families surveyed eight had one or more children who began
foster care following project entry. One of these p]acements was short-term and
lasted less than a manth. Six others were Tong-term and one was only in p]ace-
ment: two mqnths at project termination. In Nebraska, the county generally
initiates foster placement and turns payment and supervision over to the state
when the court determines that the placement shall continue for a time beyqndf
one or two months. Long-term placements were found to last from five months to

a maximum'of 17 months at close of the project period. Short-term placements are
generally emergency, voluntary placements which may or.may not be court-ordered.

0f the 80 exper1menta1 fam111es on]y three had children who entered foster care.
Though the numbers are too small- to determine significance, they are in ISFAR's
favor. Two of the ISFAR cases received short-term foster placenent and only one
recéived long-term care. This family had its parental rights eventually termin-
,ggted. One CPS family relinquished children for édoption and none had parental
fights terminated. ' |
It i§'fe]t that these rates of foster care placement underestimate the true
number: .0f placements that occurred, espec1a11y in the CPS grqyp*, It was not pos-
sible. to obtain accurate information on cases that had ch11dren placed by counties
other than Douglas . County, due to a changeover in the Nebrasks state computerized,
data co]lect1on system during the course of the project. Case reéards suggested
that one more ISFAR family  and four more CPS families may have received foster .

'sﬁ
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care.* The low numbers of foster placements are also attributable to stringent
se]eciion.criteria in the first year of services which eliminated families with
prior foster placements or prior CPS referrals, and to the normally low rates

of foster placement in Douglas County.

Total days in foster care were 1551 for ISFAR and 3361 for CPS. For the éﬁtire
sample of all families who received services, the average number of days in
‘foster care was 20 for ISFAR families and 46 for CPS families.

\
\

. It is impoﬁtéht to note that these numbers do not reflect the informal place-
ments that occurred with friends and relatives and were not subsidized by
foster care payments. When thié situation occurred, it was frequently the re- .
sult of patient casework and was considered a positive outcome for the children-
involved. The ISFAR project considered itself highly successful in arranging ..}

informal placements with families, It is not known to what extent CPS used this
alternative. '

Recidivism and Length of Service . /////

Seven ISFAR cases were re-opened for services following their-initial project

closing as opposéd to 18 CPS cases. (See Table below).//Thisfdiffgrence is signi-

ficant (X2 = 6.34, df = 1,‘p15.05)‘and is not attributable to variations in time
_'of'eﬁtry«since clients were assigned to groups on’a random basis and the'numbér

of new cases entered were approximateiygequaI/?;.both,groups'for-each year of
_the project. . éf

-

4
S
e

'Réjbpéned Not Re-opened Total

/

ISFAR . 7 69 76
cP h o " /18 - 55 73 s

ISFAR casas wer, kept in treatment ap ?ulimately three ﬁonths longer than CPS
cases, aVeragfégvlz;B months versus 9. [@onths for CPS cases. These f?gufes
include the/additional time famjlies ré\Eiyed services .following re-openings -
during the’project period. Thé%HB CPS ca:e§1§hat were re-opened averaged a total

/

_ *The data ref]éﬁts only publicé]]y-fundqé p]aCehépts._ No information was collected |
on whe?her placements were arranged by:private or. public agencies or through use
of family or social networks. It is likely these ‘case record reports of placements

without pub]jg'fundingjwere informal arrangements made through family and sacial
networks. - P C h
65 b

/%

A
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of 12.6 months of service dur1ng the proJect period. Nine of the 13 CPS cases

that were carried up until the time of project c]os1ng were cases that had been
re-opened. 26 ISFAR cases were carried until project termination. &j

o~

Though ISFAR had somewhat of an advantage in that more cases remained open at oro-

that ISFAR was more successfur in preventing recidivism.. While the length of
service cannot be determined as the causal factor, these data suggest that
‘chronic, multi- -problem families wou]d be better served by ongoing support1ve/
casework unti] they had reached more independently improved 1evels of funct1Jn1ng

. ject ciosing and therefore had fewer chances of case re-open1ngs, it is clear \\\\\\

’ >
The chron1c, repetitive nature of the d1ff1cu1t1es of certa1n families is aqparent
upon examining histories of recidivism and foster care rates among the CPS ases
Prior to the project, 14 families had formerly received CPS superv1s1on 0
these 14, seven were re-opened again after their initial p oject closing,
eight CPS cases that resulted in foster care, six had had a previous per1od of
CPS supervision ejther prior to or w1th1n the project period. These six cases Y

had also averaged ten months of superv151on dur1ng the proJect period (the
group average) prior to foster placement.

ft he

‘These data 'suggest that length of service period shou]d/ge determined by the

needs of the family. CPS workers were working under policy guidelines which- -

encouraged termination of services after six months, whereas ISFAR workers were
encouraged to terminate when families had achieved a reasonable 1é

Wé] of 1mproved
funct1on1ng which they cou]d be expected to susta1n foi1ow1ng term -

nation.

When cases are re-opened 1t is usua]]y because -the problems in th fam11y have

again reached crisis proportions. They are usually re-opened bec use of sub-

stant1ated-1nstances of abuse and/or neg]ect. Because of the na ure of the popu-

1at1on being served, if foster placement is ‘to be avo1ded and 1f these families

are to prov1de safe and nea]t”y environments fo;/%he1r ch11dren’to grow in, pub11c‘

;agencres w111 have to make 1ong-term comm1tment to prov1d1ng adequate support\to
them. v

;! : \ |
L2 / |

S

co
Co
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That is not-to say that a]] families need 1ong—tenn services. The paitern~of
service de11very is somewhat similar.for both CPS and ISFAR clients. The graph
below indicates the main difference being that ISFAR tended to see more families
beyond one year whereas CPS saw the greateét pumber of cases for seven to 12
months.

, DISPLAY .
" LENGTH OF SERVICES RECEIVED

" Number of , . Number of
Families ~ Families : ;
35 ‘ 35
30 ISFAR 30 il ces
54 25 e
20 | 20 -
15 | 10 e '
10 15 st
5 “ 5
0 ‘ _ 0

1-6 7-12  Over OQOver Over ‘Over
Mos.” Mos. - 1 Yr 2 Yr » - . Mos. 1 Yr. 2YVYr.

Months of Service . | Months of Service’

CPS and the ISFAR Project served most of their clients -for a year or less. Twice
as many families in both groups were served From 13 months to two years as were
served for more than two years. Thus services need not be interminable. Since
~-cHents werc—assigned—to-treatment-groups on a random basis,- theﬁJowen_nec1d1stm
among ISFAR clients must be attributable to greater effectiveness of treatment
and/or better discrimination of those families needing longer term treatment.
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)

D1agnost1c Measures o : ' N

A battery of d1agnost1c measures was intended to assess outcome of clinical

services and to be used as an intervening variable in the determination of

foster care placement for client fami]ies It was not possible to test for

effects on foster care due to the small numbers of foster p]acements Also,

the contrast group of CPS families was uncooperative and there was not a

sufficient number of their tests to cumpare treatment effectiveness. Another
_problem which contributed to the. Tow numbéf‘of retests was the use of measures
. Timited to younger age groups. By the time many children were scheduled for
retesting, they were too old for the test.

Nevertheless, based on the results for 47 ISFAR cases, the Caldwell Inventory of

Home Stimulation appears capable of discriminating treatment éffects. (See Table

4.) The Caldwell Inventory measures the adequacy of the hdme.environment for
children up to age three years. It samples certain aspects of the sacial, -emotion-
'al, and coghitive support-available to the young child in.the home. For the

ISFAR cases, Factor 1, emotional and verbal responsivity of mother; Factor 3, ‘
organization of the physical and temporal environment; and Factor 4, provision *\\\
of:appropriate play materials, showed significant improvement. Factor 2, avoidance
of restr1ct1on and punishment by the parent; Factor 5, maternal involvement with
child; and Factor 6, opportunities for var1ety in da11y st1mu1at1on, showed only
slight 1mprovement When all factors were comnlned,/the ISFAR group had signifi- 7/
‘cantly improved overa]] The mean time between tests and retest;wasunine months //

(SD = 3.9). ' ' ’ ‘
The Caldwell test results indicate that the ISFAN Project's empha51s on work1ng//
directly with the parent-child re]at1onsh1p was 1arge1y succe;sfu]rin chang1;§

maternal behavior, especially in enhancing the ‘mother's respons1veness and
appropriateness. ' ;

/

The Bayley Scales of Infgnt‘Devé]dpment are dasigned to measure both mentd] and
psychomotor development of infants up to age 30 months.. Only 11 Bayley vetests
werembstaiped for ISFAR cases. The average initial score was 91. The dverage -
test-retest interval, based on exact data for 9 cases, was 7.6 months./ These

11 cases showed aa average gain in developmental quotient of 5.6 poinyé.

\
\

4




Factor 1
Factpr 2
Factor 3
Factor 4
Factor 5
Factor 6

Sum

*x p
JR
‘ ***p

~ total items minus the number of missing vaiues,
Factors 1-6 are 11, 8, 6, 9, 6, 5, respectively.

.08

.01
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TABLE 4
IMPROVEMENT ON HOME INVENTORY

FOR ISFAR CASES
Mean Score a
Pre-Intervention

Mean Score
Post-Intervention

8.13 - 9.25

4.34 Cor 4.98
4.19 . 4.98
5.56 - 7.03
2.95 - 3.36
3.13 K 3.24
28.3 f 32.85

i/

Two-tailed test |
Two-tailed test

.001 Two-tailed test

t-value

3.43%**

.97

3,33%%*

3.91***

1.39
l74

3' 59***

Scores were based on the ratio of number of yest responses to the number of

69

Maximum possible scores for
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Ten retests of the Polansky Childhood Leve! of Living Scale, another measdre of
the preschool child's environment, showed an average of ten points improvement
()-('.l = 49, ')(2 = 59) on a 99-point scale.
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Service to Clients

A time study was made in the final year of the project comparing the time allotted
for varijous work activities by CPS and ISFAR superV1sors and caseworkers. At |
CPS, one supervisor and eight caseworkers submitted one-week time samp1es Two
ISFAR workers submitted three weeks of tima sampling each and the1r superv1sor
submitted cne week. Since the ISFAR supervisor spent-half her t1me as a family
worker in the project, her reported time was doubled to reflect one full-time super-
visor and one full-time worker. The other workers' times were averaged‘and ‘
weighted to reflect eight weeks of casework, i.e., a rough equivalence to time
reported by CPS staff. '

The percentages of time spent in the various activities were highly similar for

both groups except for several notable exceptions. (See Table 5). CPS workers
spent 21%, or about one-fifth of their time in either face-to-face or direct tele- /
phone contacts with c11ents, while ISFAR workers spent almost one-third,

or 30% of their time in direct contact with clients. CPS workers
spent 10% more time doing case management and recording. ISFAR caseworkers averaged

1-1/2 hours of supervision per week whereas CPS workers received one hour weekly.
Though this rep-esents a small difference in total work time, given the low morale
at CPS (e.g., a very high turnover rate), such additional supports for workers could
be highly important in sustaining their morale and level of professionalism.

An examination of a sampling of five months of'Iit1e XX services provided in the
last year of the project revealed that ISFAR clients received a significantly
greater amount of child day care thaﬁfﬁﬁ“‘11en§§\(t -3.0945, df = 8, p £ = .01)
based on month1j costs for a11 c11ents 1n ‘either treatment ‘group. Over the five
months, CPS c11ent4 received $5, ,317.95 of day care services, or an average of
51 063 per month. ISFAR clients received $24,096.64 for five months, or $4,319

per month. Many more ISFAR clients received these services than CPS clients;

4

CPS has a six-month 1imit on the day care that they can provide to a mother 1f
she is neither a worker nor a student. ISFAR was not under .the same constraint.
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Table 5

Percentage of Time Spent in Casework Activities
by CPS and ISFAR Workers & Supervisors?d

o CES ISFAR
% 5

Agency/staff meetings, staffing 5 | 7
Case-Management ; " 23 13
Education/training I 4 | 3
Supervisory Meeting \ 4b 7b
Case planning & development I A 6
Direct Services |

Face-to-face client contact- . 14 .20

Collateral contacts . ‘ 13 - n

Telephsne contacts ' : S 10
Vacation, travel time, sick leave 12 7
Forms o - ‘ 2 3
Reading 3 4
Other - 6 9

a. Figures represent averages of 1-week samples)df eight workers «nd one
superviscr for CPS and three workers (adjusted to reflect eight workers'
tine) and one sUpervisor@(adjusped for full-time) at ISFAR.

b. Caseworkers' time only.

‘\.}
J
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ISFAR also provided a greater amount of another Title XX service, transportation.
Though the difference was not significant, ISFAR clients received an average of
51,835'per month in transporation services, as opposed to $647 for CPS clients.
Again many more ISFAR clients were served. .

’ Exit Interview

A list of approx1mate1y 70 prob]ems was presented to {t ~ mary parent in-33
"SFAR and 24 CPS households. (See Append1x B for Exit si...view). These clients
ere asked to indicate whether their worker had identified any of these as problems
for this client.* Thz problems included the range of problems that are common to
abdsive/neg]ectihg families. It was anticipated that ISFAR clients would be able
to discfiminate more problems that their workers had discussed. An intensive
services approach should provide more opportun1ty for workers to delineate and
to work on problems with families. In turn, if the program was effective, fam111es
should be less defensive and more willing to acknowledge family problems. This,
in fact, was thn case. ISFAR clients identified 309 problems, or an average of
9.36 problems per family, whereas CPS clients identified 150, or 6.25 client--
a 3.2 ratio.
Clients were also asked whether they initially agreed with their worker's assess-
sent that the client had this problem. -Rates approximately similar, 57%
agreement'with the worker for CPS clients versus 63% agreement for ISFAR clients.
~ The five most frequently noted problems among ISFAR clients were 1) lack of
_relief from child care, 2) lack of medical care, 3) mother's psychological health,
4) social isolation, and §) mother's physical health. (See Table 6). These -
were follcwed closely by the child's misbehavior and temper tantrums. Of these
problems, lack of relief from child care was far and away the most frequently cited
problem and was noted by four-fifths of the ISFAR families. Of the problems cited
by ISFAR clients, the highest rates of improvement were for mother's physical health
(X = 4.4), mother's psychological problems (X = 4.4), and medical care (X = 4.6).

* L3 - - - .
An item was .ot 4 as a problem if the wor... .ad ¢.. ussed it with the client
on more than one occasion.
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It is Surprising that relief from child éare'is not rdted‘higher on improvement
because of the gfeater amount of Title XX child care provided to ISFAR clients.
Relief from child care is also the most frequently cited. problem among CPS clients
but is only cited by ha]fgthe respondents. " It-is clear from the Title XX expendi-
tures and clients' reports that ISFAR Qorkers nlaced great emphasis on this.aspect
of their clients' needs However, at the time the exit interview was administered
many families would have lost or anticipated 1osing day care services.

From similar improvement rates in health related problems it appears that Omaha
had adequate health resources and both service systems found no difficulty in
ass1st1ng their clients to obtain help. ISFAR appears to have been part1cu1ar1y
he]pfu] with mothers’ psychological problems, housing problems, and children’ H
misbehavior. As with the Caldwell findings, these clients' _reports suggest ISFAR
workers were successful in teaching mothers ways to cope with their prob]ems.7
Though clients reported reduction in their children's misbehavior, the Caldwell

results 1na1cate parents did not improve in their own handling of discipTine.

CPS clients noted their most frequently occurr1ng problems as 1) lack of relief
from child care, 2) financial, and 3) mothers' psycho]oq1ca1 condition. Of

these, greates* i vement was noted for financial 1ition and child care.

The small group .nat was socially isolated apparently bei. fitted from CPS services;

Clients were asked why they accepted CPS or ISFAR services. They cou?d réspond that
1) they telt threatened, or feared losing their children, 2) they felt threatened
but also welcomed help, or 3) they welcomed help. The results were that more ISFAR

clients welcomed he]p and more CPS clients felt some degree of chreat wh1fh mot1vated
them to accept services.

REASONS FUR ACCEPTING SERWICES -

ISFAR rps

Felt threatened ‘ S 8
Felt threaten~: ut welcomed help R | 5

Welcomed help | 19 | 10

.I }
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TABLE 6

Most Frequent Problems and Clients':
Perceptions of Improvement?

. Mean - -
FEequency Igprovement Rate c
Problem ISFAR CcPsC © ISFAR cps® -
Housing 10 6 | 4.2 3.44
‘Mother's physical 14 3 ' 4.38 4.25
health ‘ - o
Financial/job " 13 10 3.9 4.0
Mother's psycho- = 14 8 4.42 C 3.
logical health - . ~
Child's mis- 13 5 o 4.0 | 3.75
behavior - o . '
Relief from 27 12 3.8 . 4.1
child care _ -
Social isolation 14 6 3.9 4.29
High expecta- 1 2 3.58 4.0
tions of self ‘ . :
Medical care 16 7 4.6 4.42
Child's temper 13 2 3.33 4.0
tantrums '

a. Improvement was based on a S-pbint'scale from much worse (1) to much
_ better (5). '

b. NISFAR = 33 clients

c. N

CPS = 24 clients

~}

<1



“significant (X2 = 2.09, p<.15)-but indicate a clgarftnend for ISFAR workers
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threatened," group: 1 .4 2, and "welcomed hEIp," groyp 3. Result

to be seen as help agents rather than intrusive, au@hority figures. Thfsdhay T
be accounted for by the fact that the clients did nﬁt perceive family workers to
be the same as CPS workers, despite being told by I§FAR workers that they had the
same legal authority and responsibility as CPS workers and despite having gone
through the same 1ntake investigation by CPS. This is’ *probably attributable to
both 1) the fact that ISFAR was located at the university medical center and
became associated with. the center in the minds of clients, and to 2) the he]p-
oriented approach of ISFAR family workers. CPS was subject to a Qreat deal of
worker turnover during the course of this project. Worker frustration and de-
pression could have been transmitted to clients in ways that felt threatening

and non-supportive. V ‘

——TSFAR—aTieﬁtsfa%so—feft—more—he%ped—by—the%r—workers—than—ePSﬁc+%entsv——when—&sked—~———

whether they felt their workers had been 1) little or no .help,.2) somewhat he]pfu],
or 3) .ery helpful, ISFAR clients overwhelmingly responded "very hé]pfui.“ These
responses were dichotomized into "low help" (responses 1 aad 2) and "high help"

x,(respohse 3) in order to perform a chi-square test. The number of "low help"

responses were 5 for ISFAR and 17 for CPS "high help" were . nectively.
The resu]ts were highly s1gn1f1cant (Xx? = 16.18, p<£.001). '
In'ordér to better understand the ways in which clients were helped, the evaluator
asked clients to indicate_any services that were provided them. Day care, emergency
needs, counseling (both by referral and with their worker), and transportation were

‘clearly the most frequently utilized services by both groups of clients. However,

ISFAR clients mentioned an average of one more service received pek family
(X ISFAR = 3.45, N = 33; X CPS = 2.46, N = 24). The largest difference was in

 ISFAR's greater use of day care and referrals for counse..:y .! “r .duient.

- ISFAR clients also reported a greater decrease in stressful events in the year

they received services. Stressful events included a birth, 'hospifalization, a

move, job ioss, separation or divorce, etc. ISFAR clients reported an average of
3.7 stressful events in the year before services versus 2.8 in the year they re-

ceived services. CPS clients reported 2.9 stressful events before and 2.5 in
the year services were received. ‘

gy

{0
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Stressful Events

Before
_Stresses _ X Stresses X N
~ CPS 71 o 2.96 61 2.54 24 . .
ISFAR ~123 " 3.76 93 - 2.82 33

Conclusion

Most of the data indicate trends rather than clear differences between the exper1--
mental and contrast groups. However, these trends are consistently in the direction
of favoring the experimental group of ISFAR clients.

The ISFAR projeet served clients longer and had significantly lower recidivism :

——{jses—case- re-open1ngs) _and—fewer families entering foster care, "ISFAR S
clients cited more services received, part1cu1gr1y day care and counse11ng or treat-

‘ment referrals. [ISFAR workers reported more time spent in direct contact with
c11ents and ISFAR clients indicated a greater decrease in stressful events. in their
11ves following services than did CPS clients.

ISFAR c1ients reported greatest 1mprovement in mother's psychological prob]ems,
housing problems, and ch11dren s ‘misbehavior. CPS clients reported greatest 1mprove-'
ment in child care and financial conditions. These differences reflect differences

in program emphasis but underestimate the ISFAR proaect s use of day care referra]s
which far exceeded that of CPS.

Due *o client resistance, espec1a11y on the part of CPS clients, it was not possible

~to obtain sufficient data ‘to contrast the two groups on diagnostic measures. How-~ -
ever, the Caldwell Home Inventory showed general improvement for ISFAR clients, and
particular success on the scales of maternal responsivity, appropriateness of play mater-
jals, and organization of the home-environment. Again, this reflects the emphasis of P
the ISFAR program. ' | i

" It can be sa]d then that the ISFAR prOJect was able to show-success in most of 1ts :
program goals. It d1d decrease stress, family crisis, recidivism and potent1a1 for

e g
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fosterfé;F‘ in families with multipie and ¢mson'c pre!lams te a gr@ater_gx%ent than
trAditiona:;sérvices, and it did assist families in acquiring access ,o"communify
resour: - \\\ .

e
The program components that seem to have been most impourtan., .. u. ed 1 <
time study and the process analysis, are the greater time/family workers spent i
direct contact w1th c11ents and the greater support and direction given for case-
work dec1s1on-mak1ng Th1s support was character1z°d by thorough client assessments,
an 1nterd1sc1p11nary team approach that encouraged shared decision-making and "
creative prob]em-so]v1ng, ongo1ng case rev1ews, intensive supervision, etc. Th1s E
support1ve atmospherg for the worker in ;grn contributed to h1s/her greater embaghy
“in work with clients dnd to an abi]ity/fb'focus on family strengths rather than to
become overwhelmed by family dyqund%?on.

-1
o
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PROCESS ANALYSIS AND EVALUATION: ) \\\Ejl
\\

FAMILY PROJECT (ISFAR)

INTRODUCTION

The following process analysis and evaluation of‘theANebraska ISFAR project or\\
"the family project" is based on data collected during two site visits--a one \
week site visit in September 1978, six months after program services were initiated,
and a two day, visit in June 1980 toward the conclusion of the three-year project.i
The information gathered was from interviews with program staff, observation of |
formal and informal ihterqction among staff and between workers and clients, as X
well as from wriftan materials such as proposals, reports and case records. In !
addition, staff from Douglas -county Child Protective Services and the juveni]e
court interviewed. |
| |
The uniqueness of the family project was its focus on preventive and early inter- %
vention to preserve the fami]y unit while protecting the child. The project devequ-
-ed a supportive organizational structure and a treatment strategy for strengthen-
/ ing family functioning that represented a“significént<improvement over existing child
welfare services. In particular, the use of intensive supervision, consultation and
training as well as a comprehensive mu]tidiscip]iﬁary assessment process seemed to

be associated with'improved caseworker rapport wifh clients and increased positfve
parent-child interaction and stimulation.

The contents of the evaluation include the history and deve]opment"of the prdgram,
the setting and organizational structure, interagency linkages, and training,
supervision and staff development. Program.operation is described in terms :f case
acquisition and assignment, initial contact and assessment, multidisciplinary staff-
ing, case mandgsment and treatment process, case closing, fecard keeping and the
community context. The summary and conclusions include successfu]'and'exemplary
portions of the'project; are2s for improvement, and implications for replicétion

by existing CPS programs.
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The purpose of the project, as set forth in the original grant proposal, was- to’
deve]opgg'preventive early intervention strategy and provide intensive socio-
educational services in order to: 1) reduce the incidence of placeme:it of children
outside the home, 2) enhance the capacity of parents to provide adequate care for
their children, 3) reduce the number of characteristics of the family's physical
and social environment associated with possible foster care placement, and 4)
-enhance the child's social and cognitive déve]opment. Additionally, the plan was
to deve]op“diagnostit measures that would assist in identifying families likely to
have children placed outside the home in order that supplemental services might be
provided prior to serious deterioration in levels of child care.

The program's approach was based on the assumption that a disproportionate number

of "at risk" families would be characterized by low income, lack of child care
knowledge and skill, poor physical and mental health, and a lack of social support
systems. - A multi-faceted intervention stra;egy would be employed and would include

1) environmental interventions to improve conditions of life that interfered with
parent's performing child-rearing functions and 2) educational and therapeutic inter- -

ventions to enhance paFenting abilities, reduce parent-child conflict, and facilitate
child development.

The theoretical undefpinhings of the model were based on Ta]]man'52 conceptual
framework for family functioning. He asserted that thé prerequisites for the effec- -
tive family functioning were cbmmitment, consensus, resources, and permeable boundaries.
In relation to child welfare, these essential factors may be translated as follows:
1) A family must have adequate phyiscal and emotional resources. Services would

seek to alleviate physical and emotional exhaustion associated with illness, stress,
financial need, and so on. 2) Parents must achieve consensus around child care »
goals, tasks, and activities. Services would seek to enhance the capacity of parents
to resolve differences by negotiation and compromise. 3) A family must be able to
seek help when needed and at the same time maintain the integrity of its boundaries.
Services would sgek to maintain the sense of control and autohomobs functioning of
the family unit. And finally, 4) Parents must evidence commitment to maintaining

the children in the family and to facilitating their development. Services would
utilize short-term contracting to engage parents in enhanc1ng their child's physical,
social, cognitive and emotional ‘development.

2-Ta]]man, I. Eamf]y~Prob1em Solving and Social Problems. In J. Aldon (Ed.)
Family Prob]em.So1v1ng. Hinsdale, 111.: Dryden Press, 1971.
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BACKGROUND

History and Development of/the-Program

The program model was conceptualized by'psycho1ogists Steven Rosenberg and Cordelia
-Rob1nson, based on principles of intervention w1th parents of hand1capped children
set forth in Rosenberg s unpublished d1ssertat1on ! These principles were applied
to the delivery of services to families whose children were at risk of being placed
~ outside the natural home and into foster care with the belief that early preventive
intervention could reduce the incidence and duration of foster care placement.

The need for such services had been estab11shed in a study of foster care conducted
by the Nebraska Department of Public Welfare in ]976 and entitled, "Where Are The
Children?" This study, initiated by . cnc bo*ernO“'s Task Force on Child Welfare,
was concerned with permanent p]ann1no for children in foster care. The intention
of the model program was to comp11ment the Nebraska Department of Public welfare s
permanent planning strateg1es by pvoviding a full range of preventive serv1ces

needed to keep ch11dren and their parents together and functioning as family units.
: / .

/"/
The Department of Public Ne]fare 5 1nterest in requesting a demonstration grant
was to deve]op a practical system for preventing foster care p]acements and to deter-
m1ne/how existing. agency resources might be reallocated to make the provision of.
such services part of the on- go1ng program. Existing county child protective services
programs were constrained by a six-month statutory limit on services and caseloads
of 20 or more families per/worker The objective of the project was to develop an
effective early intervention model that would -decrease the use of foster care and

‘that could be rep11cated at the county level.

The Nebraska Department of-Public we1fare contracted with the Univesity of Nebraska
Medical Center for a three-year demonstration program to be sponsored by the-C.
Lewis Meyer Children's Rehabilitation Institute located within the Medical Center.
MCRI was selected, in part, because it‘had in the past deve]oped innovative model
programs for later transfer to generic agencies. The MCRI _program was one of seven
research _and demonstration projects funded by the Administration for Children, Youth
and Fam1]1es for prevention’ of foster care placement.

, ] Zhosenberg, S.A., Family and Parent Var1abTes Affect1ng Qutcomes of Parent
. Mediated Intervention. Unpublished dissertation, George Peabody College for

Teachers, Nasville, Tennessee. August 1gg7

Q




The focus of serv1ces would be to strengthen parental capacity to care for the ch11d
as opposed to prov1d1ng direct services only to the child. It was felt such
"parent-mediated" intervention would be more effective than the traditional protect1ve
services approach with its strong focus on advocacy for the child's well-being. ,
Parent education would be'adapted to the learning style and child-rearing values of -
the parent, along such dimensions as autonomy and control, acceptance and rejection,
f1rmness and premissiveness.

i

The original plan was to serve-45 families with children aged six and under in the
home. The families would be referred by a variety of social service and community
agencies for intensive socio-educational services for a duration of two years. The
belief was that many aided and low-income families with chronic, multiple problems
would be referred and that the children would be‘at'risk,for placement outside the
family. It was also assumed that a number of these children might have previously
undetected handicaps. Services would include home visiting by a tami]y and child
specialist, diagnostic assessment of the preschool children, group counse1ing for
" parents, and coordination of the range of services the family might need or be
~ ,rece1v.rg The treatment plan for a g1ven family would be determined and reviewed
by a multi- d1sc1p11nary team. a
'Program tunding began in October, 1977. The start-up process was complete and ‘services
" to fam111es began in April, 1978. Program operation was terminatec in September,‘
1980. . : ‘ ' o

“Dor1ng the past two years shitts and charges in the program were made for the follow- .
ing reasons: 1) to increase the likelihood of obtaining results that might be
generalizable eisewhere and that might prove useful to the pubiic sector, and 2).
to make research and practical rons1derat1ons rather than refuting referra]s diract-

~ly from a variety of agzhc1es as or1g1na11y planned A]] referra]s were made

&incomeq; Some community ag nc1es that 1nit4ally suppos&ed the project were unw1111ng
to refer families under this plan due to the stigma connoted by CPS and the possi-
bili ty that the fam11y would\ be ass1gned to the standard treatment group and be
approached in a traditiona1 ther than innovative manner. Criteria for inclusion in
the progran were changed as fo]]owsv The upper age limit of the target child was

~ extended to age. seven to ensure a: large enough population for research
‘purposes To approacn the realities. of service de]ivery in the

Ppublic sectors, fan111es ev1denc1ng a higher degreé of P]Sk wera 1nc1uded
O . i
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in the program. Only children who were in immediate danger excluded. From

September, 1978 cases where children had a prior history of foster care or where
families had previously received CPS services were no longer excluded from the
project. Caseload size wa§ also raised. When the project was defined by the

State Department of Public Welfare as a unit of CPS and written requests for
authorization of services beyond six months were required, the length of time cases /
‘were held were in effect shortened from the original intent of two years duration.

The early plan to develop diagnostic testing measures that would identify families ,
at risk-of having children placed ip foster care was abandoned as impractical when’

it became apparent that the popu]ation of children 1ike1y to enter foster care ddrihg
the pr Jject's existence would be small. The primary purpose of ueing a battery/of
tests shifted to finding measures needed to describe and ‘diagnose family function-
ing and formulate a treatment p]an.u Toward the end of the project, several'families
received only partial test batteries due to limited availability of the psychologist
and the family worker's difficulty scheduling joint home visits. Due to time
constraigts, cases received. testing at the beginning and end of treatment only, rather
than at regular intervals as originally planned. At the request of program staff,

the name of the project was changed'from "Intensive Services to Families at Risk

. (ISFAR) to "The Family Project." It was thought this name would be more acceptable

" to the families served as well as less cumbersome.. The project moved to a location

that would permit increased privacy and reduced noise and distraction for workers.
There was staff turnover at a]] levels.

Setting - .. | S | o
. The program is located in Omaha Nebraska, in Douglas County, the most popu]ous
city and county in the state. According to a statewide survey in March, 1977, an,
estimated 4,00 Fam111es with preschool children receive Aid to Families with Depen-
dent Children in Doug]as County. The ethnic popu]atlon of the county is primarily
white. The 1argest m1nor} ty group is black (about 13 percent of the population),
with smalier Mex1can Amer1can, Native Amer1can, and other popu]at1ons

« ~
The project is housed in an educational faci1ity, the MCRI, on. the campus of a large -
medical facility, the Un1ver51ty of Nebraska Medi cal Center. MCRI is a training /
institute for students’ from-many dlsc]p11nes It provides- developmental disabi]ity
services tc children and youth up to the age of 21. It emphasizes early intervention, .
individualized attention to the needs of each child, and maximum parenta] 1nvo]ve-
ment and uses an 1nterd1sc1p11nary team aoproach



The Fanily Project was housed in a three-story brick building, the Hattie B. Munroe
Pavilion, that also contained the Infant Deve]opment Program. Located on the same
floor were numerous classrooms for working with hand1capped children. Children,
parents, and therapists were seen coming and going throughout the day. The project
moved from a large room with partitioned work spaces to severa1 offices éhaned-by/
no more than two staff members. A separate room was available for interviewing.
Sunlight, plants, and modern office furniture contributed to the pleasant, pro-
fessional atmosphere. Project hours were from 8:00 am to 5:00 pm; however,
flexible hours were utilized to enable senvices to families in the evening when
necessary.

- ORGANIZATIONAL STRUCTURE

.Staffing Patterns

The personnel consisted of a‘fu11;time Project Director, a part-time Diagnostic
Assessment Specialist, a full-time supervising family worker, two full-time and
one part-time family workers, and a full-time secretary. In additiqn; the project
included a variety of part-time consultants, a clinical social worker, a child

" psychologist, and developmental psychologists. Graduate social work students spent
pract1cum time in the project and severa] graduate students were h1red to carry-out
'specific research related tasks. ‘During the final year of operatlon, a part-time
social worker was h1red to work on information d1ssem1nat1on

The Project Director, Steven Rosenberg, PhD, was available on-site on a full-time

.. basis but budgeted to'the program 1ess than full time. He was responsible for the
administrative’ management and the overall direction of the ‘praject. He was responsible.
for the budget, expend1tures, and personnel po11cy He wrote progress reports on
-project activities and maintained communication with the ACYF, the State Department _
of PUb]ic*Nelfare Douglas County CPS, and evaluators. He was responsible .for making °:
‘program and policy decisions, deve10p1ng 'service components, coord1nat1ng the muiti-
disciplinary staff1ngs and supervising on-site evaluation activities. He was in-
volved in the deve]ogment and refinement of asse;;fent procedures and intervention
strategies. He provided a 11m1ted amount of d1rect services. His background 1nc1uaed
exoerience in structural fam11y therapy and behav1ora1 prob]em solving.

el

The supervising family worker, Gay Angel MSW, ACSW, was respons1b1e for superV1s10n
‘of the’ family workers and any soc1a1 work graduate. student assigned to the prosect
5




She assigned cases and scheduled them for staffingt she, herself, carried a
reduced caseload. She was responsible for developing and coordinating in-servfce
training, for serving as a liaison to other service agencies and community groups
in Douglas County, for assisting in the development of new services within the
project, and for aésuming administrative responsibilities as assigned by the
Project Director. Her baokground experience included clinical work with children
and families, work with parent groups; and teaching sccial work methods.

The family workers, Scotti Thralls, MSW, and Glen Fineman. MSW, were responsible
for assessing family needs, providing direct services to families, and for referring
them to other service providers where aporOpriate. They were responsible for daily.
casework decision-making and for preparing cases for initial and review staffings.
They also developed and reviseg‘problem lists and maintained case records. Much of
their time was spent making hcme visits. Their background experience included work
with children -and parents in a rangésof settings, including clinical, medical and
reoreational. . ; : \
- ) . . \ : \

/

The Diagnostic Assessment Specialist, Kevin Cahill, MA, was responsible for admfhis-

tering a battery of diagnostic tests to both project and control group families
and for presenting his findings at staffings. Written reports were made for case
records. He consulted with the- family workers prior to the initial staffing, :
and intermittently as requested by the workers. His. background included extensive
testing of children as well as psychotherapy with children and families. He begen
with the project at 28 hours per week. - During the third year his fime was reduced
to 8 hours per week. ¢ o '

’

/
Bertine Loop, MSW, was hired in the final year of the prOJect to gather and organ1ze'

prOJect mater1a1s, to identify. targets foF~d1ssem1nat1on in Nebraska, and to deve]op
a b1b11ography on the treatment of child abuse and neg]ect in multi- prob1em families.

The functions of the secretary, Doris Denny, 1nc1uded daily phone coverage, handling
referra]s from CPS at 1n1t1a1 contact, and managing urgent calls from clients” L,
cat1ng the appropr1ate worker or herse]f arranging for concre*e services.

The project empioyed two consultants. During the f{rst ycer'of the project the
social work consultant, Nikki Zimmerman, ACSW, met with the family workers on a
weekly basis to provide training and consultation. The psychiatric consultant,

[t [
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Ann Taylor, MD, participated in multi-disciplinary staffing on a regular basis and
was available to see children for psychiatric evaluation.

The project was linked with the state and county departments of pub]ie welfare by
liaison personnel who assisted at no cost to the project. The Projact Directorf
with the Division of Social Services, NDPW, served as contract officer and

liaison between NDPW, The Family Project and the 1ndependent evaluator, URSA. The
role of the NDPW Proaect Director was to assure proper flow of information, funding
accountability, and planning for the integration of project findings into DPN S
existing service delivery. Because of denartmental changes and resignations, the
liaison with the state changed several times. ' _

Virginia Gross served as liaison with Douglas County CPS. She was accouritable for
mandated CPS services to the families in the project in the event of court reterral.
She followed these families by attending multi-disciplinary staffings -on a regular
basis. She also functioned as a protective services~consu1tant and made home v%sits
for the purpese of joint assessment. I

John Weeks, who coordinated ahdfsupervised CPS intake investigations, wasvreshehsib1e
'fpr -referring e11g1b1e families. to the proaect Gene Mallory, Unit Manager for

_CPS facilita*ted flow of 1nf0rmat1on between Douglas County Social Services and the
proaect

Finally, a clerk with CPS Laura Long, provided for authorization and documentat1on
oth1t1e XX services (both direct and purchased) for proaect families.

‘During the first year the project also had an Advisory Commi ttee. ht.the outset it
‘met three times on a quarterly basis. Its task was to p]ah Tor the dissemination'of
information about.the project and for the 1ncorporat10n of successfu] aspects of the

- demonstration model into existing welfare services. It was to serve as a veh1c1e

. for devenop1ng work1ng relationships and increased cooprat1o1 and coord1nat1on among

- various agencies serv1ng the identified population. The committee cons1sted of 12
representatives fnom community and social service agencies. Its role was future-
oriented and the lack of immediate goals mady. have ‘contributed to loss “of 1nterest ,
~ Project staff eventua]]y fulfilled its ‘tasks. - The committee may be *econvened in the,

/

| f1na1 stage of the project for d1ssem1nat1on purplses. ' R

o
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Interagency Linkage .

Coordination with other service agencies and community groups occurred at both formal
‘and informal levels. The Project Director provided administrative linkage with
MCRI and served on the Head. Start Health Services Advisory Committee. The super-
-vising famt]y worker served on a range of committeess, including a statewide
“advisory committee on child abuse, the local child abuse council, a coalition-
network for treatment of incest, and a task force for the deve]opment of a crisis
nursery. The supervisor also consulted in the development of planning grants for
comprehensive emergency_services and for a child welfare training program'at the
_University of Nebraska Omaha School of Social Work..

Coordination with other service agencies also occurred during pre-service training
and on an on-going basis for the purpcse of case collaboration.

Staff Deve]opment Training and Sopervision

/
During the first two months of project operation, the family workers received 80
hours of intensive  training by both project staff and outside experts Areas
covered ‘included child deve]opment behavior management, introduct ion to psychologi-
cal testing and assessment procedures, identification and treatment of dh11d'abuse
"and neglect, family dynamics, 1nterv1ew'techn1ques, mu1t1-d1sc1p11nary case manage- .
ment, use ot.community resources, and orientation'to.forms and record keeping. Staff
from other community agencies, such“as Douglas County Socidl Services, CPS, the
V1s1t1ng Nurse Association, and the Eastern Nebraska Human Services Agency were -
~ cluded in tra1n1ng sess1ons on referral and case management.

During the first nine months of the project, the soc1a1 work consu1tant provided
.training on a week]y bas1s to the family workers on such topics as family and group
:dynam1cs, use of self in the casework re1at1onsh1p, and specific therapeutic problems
(e.g., working with s1ng1e-parent fam111es). This training was both didactic and
experiential. Case material was presented for discussion. Additionally, for three
months, in fall, 1978, the staff attended a class on family therapy at the Un1vers1ty
,hof Nebraska Omaha School of Social Work.

/

o . ;e

Dur1ng the second year of the proJect monthly in- serv1ce tra1n1ng was- prov1ded by
_athe psych1atr1c and soc1a1 work consu]tants and bu members ‘of the staff Areas

L
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covered included depression in children and adults, theories of child development,
incest, aicoholism, divorce, blended families, working with hostile clients, when
and hov, to make referrals,-parent-Child play sessions, group process, and the ter-
mination phase of treatment.

In aadition, staff attended numerous conferences and workshops, ihc]uding'those
sponsored by the Child Welfare League, the American Orthopsychiatric Association,
“the American Association for Psychiatric Services to Childre, the Phi]adelphia
Chi]dIGuidance Clinic, and the Clearinghouse for'Home-Based Service. Available

to all staff was an informal Tibrary of books, journals and articles, both
purchased by the project and donated by staff members, on child development,
parenting, techhiques of family therapy, and social work practice. '

The fam11y workers were supervised intensively on both an 1nd1v1dua1 and group
basis. :Depend1ng—en~$he1r degree of experience with the proaect workers met on
a weekly or bimonthly. bas1s.w1th the supervising family worker, for one hour of
indiviual supervision. <These sessions were used primarily to discuss traneferenee
and counter-transference issues in treatment. Groufr supervision was scheduled on

' aubimonthlyfbasis for two hours. Workers discussed problem solving and sfrategies
for treatment and developed a sense of shared responsibility for cases. They had
an opportunity to role play d1ff1cu1t situations and to rece1ve feedback and

- support from co-workers. In add1t1on, consultation with the superv1sor or other

~ staff members available on an informal basis as needed.

PROGRAM OPERATION ¥ | o

Case Acquisition and Assignment

- Referrals or%ginated from the CPS Intake Unit. Te]ephone or written.referra}s'to
'CPS were screened by the CPS intake worker for appropriateness (e.g., ma]icibus;
repititious calls were7screened dut),ahdfa'field'visit'wes’SChequed within seven
» days of receiving the referra] The CPS worker determined Whether'the a]]egafibns -
of abuse or neg]ect were substant1ated and whether the family would accept services
on a.vq]untary bas1s CPS services couid be provided for 30 days wit"out the family’ s
“Zonsent. The worker might obtain the parent(s)" s1gnature for Title XX services
" at this po1nt and might also prov1de—aﬁ} urgent or requested services in oréer to

facilitate the fen11y s engagement in. treatment. The case ‘was then dictated and
: e / - ' ) 7

/ -
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given to the CPS Intake Suoerv1sor, John Weeks, for ass1gnment to a cont1nu1ng
worker.

Following criteria developed by CPS and the Project Director, John Weeks, the CPS ‘
Tntake Supervisor, screened all cases for possible referrai to the Family Project.
Only families whose children were in immediate danger, i.e), where removal from

the home by police or filing of a court pet1t1on was 1nd1C\ted were excluded from
the project. Families “having ch11dren age saven or younger, who were having problems
caring for their children resulting in a finding of substantiated neg]ect or abuse,
were eligible for the proaect It was required that there be one parent or care-
g1ver who had been responsible for the childran from :irth or for the~pa§t three
years, and that this individual be availabie for continuing services. At the t]me

of referral, the children might be puvsicaliy or emot1ora11y mistreated. No

parenta1 condition, such as substance abuse or phy%}ca1 or emctional d1sab111ty,
presented inclusion in the project. Although families in crisis . were accepted those

needing short-term vo1untary fecster care (e.qg., for two to three weeks ) wére not
referred. : - - ' /

/

// -
Upon rece1v1ng a referra1 fram tne CPS {ntake Qupervisar;'the nrojecf/seCretary
-asswgned]the case to ‘the projact or CF5 on +he hesis of ‘a random number table.
Cases were rev1ewed b tne Prc*ect Pnr=ctor for apV°ﬂ;rzateness and consistency with
project criteria and might be returnad to CPs at this point if ccreen1ng had been_
_insufficient. '

Once a case had been estab11~ued as @ CPS conirg} sass, the ,PS Ii:2ake adperviscr
referred it to ore JT the three CPS treatment wnits. --No supervisor or case worker
knew whether a case was & contro1 case. The likelihood of a case worker 1earh1ng

of the control status of a case HurTng the ocr1od af service delivery was relat1»e1y
s11ght since the only coitact Fam11y Project hiad with the rohtrol cases was at the
time of" d1agnost1c testing. Further, the project was not 1dent1f1ed by name 1o the.
‘control families seen by the diaqnost‘c axaminer. Si nce there were numerous studies’, .
be1ng conducted by the University of Mebraska Hed;ca1 center with CPS Families,

the CPS/worker cnulo ot have been certain which research group had contacted the ’
fam11y '

/

‘Cases were assigned to_the’ family workers by their supervisors. Farly in the project,
2 3 - ) . t ) / ‘
cases were assigned simply by rataticon. Subsequently, some attempt was made to

D R 1T,

e -



match worker skills with family needs. This procedure became necessary with the.
inclusion of graduate students in service delivery. ’

Initial Contact and Assessment

Initial contact m1ght be made by 1etter, phone or drop-1n home v1s1t usually within

a few days of case assignment. The family worker typically made home visits alone

on an announced basis at a time mutually convenient for. the family and. worker.

Evening appointments were offered to accommodate the single working parent or, to
ensure a father S part1c1pat1on., Dur1ng the initial assessment period the worker
sought to establish a re]at1onsh1p with the family. The worker clarified the family's
percpetion of their prob]ens and needs and co]]ected necessary information for
completion of forms, such as Title XX authorization and the Caldwell and Po]ansky
inventories (measurés of home.env{ronment).

The d1agnost1c testing of project fam111es which prov1deo baseiine’ odtd Tar researth
purposes and contr1buted to the formu1at1on of .a treatment plan, was introduced as

"a potentially beheficial service to families. The assessment specialist obtained

. the medical history of the"children he was teSting and administered the Bayley or
McCarthy Scales and the Alpern-Boll Profile, The worker administered the Family
Inventory and Lodus of Control Que.ticnnaire (measures of- parenta1 funct1on1ng)

- The Tams and .Eyeberg Behavior Inventory was completed at the worker's opt1on, often
at a later point 1n time.

Dur1ng the course of the project there were both de]ays 1n/test1ng and a“decrease

in the number of individual children tested, in part due to the worker s belief

that formal test1ng interferred W1th estab11sh1ng a re]at1onsh1p with the fam11y

“and in part due to the 1ncreas1ng1y 11m1ted time and ava11ab111ty of the D1agnost1c
Assessment Specialist. Base]1ne data was typically co11ected after the family had
been receiving'servites for 30 days. The 1oss of time in co11ect1ng base11ne datal :
‘was' viewed as a trade of f to increase the validity of the measures by m1n1m1z1ng

_the family's den1a1 of prob]ems which was typical” ‘at the beginning of services.
In1t1a11y, the _project planned to test-all ch11dren under the age. of seven in a
‘given- family. /Due to the t1r, .1m1tat1ons of the Assessment Specialist, it was
decided - to adn1n1ster 1nd1vudua] test1ng to apprOX1mate1y half of the ch11dren
w1th1n th1s ago range, 1nc1ud1ng the target ch11d 1n the fam11y if one were '




~identified. Se]ectton of the specific children to 'be tested was at the worker's -
discretion and the family's request. During the third year of the project, the
formal test1ng of individual children was done on a selective rather than a

" routine basis. Some of the testing was done by the McRI's Infant Stimulation Pro-

" gram. If’the worker, parent of referral soorce did not suspect a developmental,
cognﬁ;ive or emotional difficulty, no testing was done.__This;change was made
”in'oart due to the increasing time constraints and unavailability of the Assessment
Specialist, and in part due to?the increased comfort of the workers with making
the1r own xnforma] assessments. This change, however, resulted in loss of research
data as well as de]ay in 'detecting handicaps and in setting ind1v1dua]1zed goals for
children's developmental progress. It also resulted in case management being some-
‘what less directive at the outset. o o ~y

Collection of baseline data was also delayed in CPS control cases. CPS asked that
the Assessment Specialist not contact control families until the on-gaing CPS.worker
first made contact, usually within 30 days of case assignment. Due to the research
requirement that the CPS woirkers be "blind" to the inclusion of control.families in
their caseloads, there were additiona]_de]ays involved in checking records to deter-
mine whether a worker had made contact. | )

When collecting data on control cases, the Assessment Specialist was accompanied on ..
home visits hy a graduate student who functioned as the .family worker, eliciting
information and minimizing distractions by other chi]drén and adults during testing.
Control families were told that they had been seleCted'}or a study of fami]ies
serviced by CPS that was being conducted by the/ﬁniversjty of -Nebraska Medical
Center They were told that the -benefit to them for participating would be to
receive deve]opmewta] 1nfonnat1on about the1r children, that the results were /[i/w_~r
confidential, and that they were under. no obligation and would not be/genaT‘iéd |

in any way for choosing not to\oarticqpate\\-_‘__‘;_—”_//(///4’7//’_

“Testing condittons were at tinesv]eés than ideal due to such factors as poor

h lighting, numerous distractionsn and sTeeoy, irrftab1e or otherwise inattentive
subjects. The test1ng was usua]]y done at a kitchen or dining room tab1e with
~ the mother holding the ]nfant or close by in order to-assist with a todd]er
Mothers typ1ca11y observed the proCess w1th intense interest 1n the ch11d S

;
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perfoymance, Immediate feedback was given both to control and project parents.
Control families were encouraged to direct any request for services to their
workers. In the event a serious disability were directed in a control child, the
family might be referred to an appropr1ate/agency for fo]]ow-up CPS workers,
however, weré not informed of test results.

Mu1t1 D1sc1p]1nary Staff1ngs "—\‘\\c %

—

Following the collection of basic 1nformat1on, the worker consu]ted with the super-
visor on preparing the case for,presentat1on at a staffing .and on developing a prob-
lem list. The problem list was a set/of objectives that served as the treatment
plan. The supervisor usually scheduled the initial staffing within four to six
’weeks after the initia}“contact wjth the family. '
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Multi- dfscip]inary/staffings were held-on a week]y ‘basis and attended by the entire
proJect staff.”” The psych1atr1c consultant and‘tpe CPS liaison attended on a weekly
basis initially and later on a b1month]y bas15// Families were not included in the
stafflngs/ .Workers from outside agencies were invited to attend for the purpose
(//ﬁ/collaborat1on The/standard format or | staff1ng plan" consisted of a joint -
~ presentation by the worker anda Assessment Spec1a11st The. worker provided 1dent1fy- -~
ing information, the reason for referra], a descr1pt1on of the. phys1ca1 environment,
and a social hjstory of each fam11y member.. THe worker also prov1ded a descr1pt1on
of current family functioning based on observat1on and interview, and discussed
such areas’as commitment, resources, consensus. boUndaries and child care skills. _
' ssment Specialist presented the child's medical and deve]opmenta] histories,
th resu]ts of test1ng, and informal: observations and impressions ©f. family funct1on-
1ng Parenta] expectat1ons, which.could be inferred from the Alpern-Boll, were .
compared with the reality of the child's funct1on1ng as indicated by the BayTey and
McCarthy. The worker supplied déscriptive and narr§t1ve _
qua11ty and content: of intervjews The family's -perce _1on of . problems and needs,
services provided, and’ 1ntervent1ons made were surmarizad. The presentation was
followed by the worker S statement of concern. and de]1neat1on of areas needing
_further exploration. Reactions and opinions were shared free]y by other staff and
“consultants For 1nstance, the psych1atr1c consu1tant m1ght request c]ar1f1cat1on
on medical information and parent-child interaction. ' The psycho]og1st coord1nat1ng

the staff1ng m1ght request operational def1n1t1ons of concepts used and trans]at1on‘7
- . “ o

nformat1on about the
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of goals and to behavioral objectives and stpategies,. The‘Assessment_Specialiet
might reiterate any areas of chi]d‘deve]opment (physical, social, cognitive,
emotional) that required further observation, evaluation, or interyention. Often
the differing ideas resulted in cross-ferti]ization and innovative prob]em‘so1ving.
For instance, a mother who lacked money for furniture and did not have a high
chair fed her infant in its crib. ‘As a result, the child had not developed a
particular grasp reflex. The psychiatric consultant pointed out that the child
lacked the experience -f -sitting up while eating and fi;ger feeding and thus had
not had an opportunity for stimulation and elaboration of grasping. The worker
coold then set a goal of assisting the mother in obtaining a high chair or infant
seat in order %o stimulate the child's physical development.

The focus of discussion was on ways of getting BASTC necessities met as a pFEFeqUi-
site for parent's learning about child care, on mot1vat1ng parents to impgfuve the
level of care provided, and on enabling success or mastery exper1ences that would
shape-and maintain parental care giving. '

A problem 1ist was presented by the WOrker and approvedsby the Project Director.

7-Add1t1ona1 suggestions might be made and support and praise offered to the worker. K
The group problem-solving process and the thorogbhness and. the warm tone of the -
staffings seemed to4ref]ect the actual approach taken with the families. Written
summaries of the staffing and reports of test findingé were filed in case records.

' ReView staffings were origina11y to be scheduled every 60 da§§;' Due to the_]ike]i-
hood of relatively minor change in such a short per1od of time, the reViewé were
scheduled at three to four month 1nterya]s At th1s t1me the prob]em 1ist and the
family members responses to intervention were aga1n presented by ‘the worker. Those
prob]ems that had been resolved and speculatians about the rezsons for successful
reso]Lt1ons were discussed® in an effort to determ1ne what intervention had been

J effective and to clarify strategy.’ Unresoﬁed and new. problems were also discussed °

and the problem list revised; Priorities m1ght /change, new; goals migh be added

strategies might he moditied; Issues relevant to deve]opihg a.positive worker-
client relationship Qere4a]so discussed. ' - '

\
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Case Management and Treatment Process

The total number of fami]ies served during the proaect was aoprOXinately 80 At“
any given time the program had a capacity of 45 families. Caseload size ranged
from 12 to 15 families, per worker. The average length of treatment was one year.
Families received a combination of direct and indirect-services.

Direct serVices consisted of home and office visits as well as phone contacts.
Families were generally seen on a weekly basis but were seen as often as three to
four times a week, or’as infrequently as twice monthly. The worker's decision was
based on whether a crisis existed, whether the case was so severe as to necessitate
frequent monitoring, and whether the case was near closing. The fami]y's wishes
were also considered. Visits were primarily in the home. Office visits were used
when increased structure was needed, such as when there were too many distractions
in the home environment for effective interviewing.“ Group sessions were held out-
side the home. Transportation and child care were provided-when necessary.

In general, the parents were seen either individually or conjoint]y, and the children
seen only brief]y. Extended family members were included at times. The process

of interviewing included such interventions as active 1istening; asking questions
~and c]arifying, suggesting, structuring parenta] behavior, and offering praise and
emotional support. Teaching was done by heyping parents anticipate and prepare for
situations (e.g., by rehearsing), by shaping and by modeling Education was pro-
vided in a variety of areas—of home management and chi]d care, including budgeting,
eliminating environmental hea]th hazards, nutrition, health care and behaVior manage-
ment. The worker's use of self in the case work relationship encouraged the client
to express feelines. The facus was on problem solving.

'Ind-~nct services inclpded making and foilowing- up on referrals and coordinating 'F
the delivery of services. Through Title XX, serVices such as transportation,

‘(e g., cab” fare for medical: appOintments and emp]oyment interViews) day care, de""‘
homemaker’services were purchased. Referrals for financial aid included AFDC, GA,
SSI, food stamps, surpius commodities, Mediaid, Cripp]ed Children's SerVices, and

the special energy programs. Referra]s were' made to churches and private charities, .
food orders, furniture, ciothing, bedding and cribs. A contingency fund was '
avai]ab]e for emergenc) services and material needs in situations where other
resources . for*payment did not exist WOrkers were reimbursed for out of pocket
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_loans to families, not exceeding $15 ‘Families were referred for free or sliding-.
scz~ medical care if they lived in a target geograph1c area of Omaha. They were"
referred to the Visiting Nurses' Association for preventive health care, health
education, and infant.stimulation”specialists who made home visits. Referrals
‘were also made for emergency shelter, public;hoqsing, legal assistance, vocational
rehabilitation, and education and training. Children at risk of developmental
disability could be referred to the MCRI for infant stimulation, speech and language
evaluation or physical therapy; the the East Nebraska Community Office for Retarda-
“tion; and to the Boys Town Inst1tute for Communication Disorders. Parents were
referred to positive parenting groups offered by the Family Serv1te§.Agency of
Omaha and Council Bluff and to other parent education groups. Referrals were also
made for individual, couples, and family therapy. - It was the:responsibility of

the family worker to collaborate with other agencies providing services in order
to coordinatefservice delivery to the family.

The project also- offered several time-limited groups. The first group was of fered
- for four months and focused on principles of behavior management, and a1ternat1ve
approaches to discipline. An educational group, offered for six to eight weeks,
covered topics of child deve]opment, problem solving, developing a support‘SQStem,
and 1ncreas1ng assert1veness A socia]ization ‘group for mothers (most of .whom were
of be]ow nernal intelligence) began with an educational focus on child development
and evolved into an experiential parent-child plav group, dur1ng which mothers

were directed to carry-out.d1fferent.tasks with their children that were designed
to enhance mother-child interaction. A fathers" group-waé\attempteda but}terminated
after six weeks due to lack of sustained interest. Techniques found useful in the
*. parent groups were prov1d1ng for soc1a|1zat1on arg:nd food and use of. act1v1t1es '
such as sw1mm1ng and out1ngs,

£
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A few cases were:referred«forxvoluntary foster care when no relatives or . friends
were available and the parent was in a'ﬁsyehiatric or finaﬁéial'crisis (e.g:,

in need of psydh1atr1c hospitalization, ericted and unable to provide she]ter)

and when-re]at1ves &ere sabotaging . parental care g1v1ng as part of on- go1ng and N
severe fam11y conf11ct Police 1nv01vement was requested on one accasion where
ch11dren were abandoned by the mother and ]eft in the care of an inappropriate

’ babys1tter Relatxve p]acements were fac111tated 1n severa] situations. " In’ one

' .natunce, a maternal grandmother became a 1ega1 guard1an of .. the ch11dren of a
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mentally retarded teen-age mcther. Another retarded mother, who could not manage
her own affairs and evidenced little commitment to her child, was encouraged to
place the children with a cousin. A mother who abandoned her infant at birth
relinquished the child for placement with a paternal aunt. A mother how was de-
pressed, suicidal, who was frequantly incarcerated and suffered from substance
abuse, was urged to place her children with a friend of the family. When appro-
priate, the family workers counseled parents toward voluntary relinquishment
rather than initiating court order action for termination of parental rights.

Re-referrals were handled somewhat inconsistently. When these families were recog-
nized by the CPS Intake Supervicor as project families, and the project was still
active or accepting cases, the information was forwarded to the appropriate family
worker. When time permitted, the CPS liaison worker investigated re-referrals
Jjointly with the family worker in order to corroborate the project's findings. Some
of these re-referredfamilies, however, were erroneously assigned to CPS. Also,

when the re-referral was of a serious nature and court action possible CPS would
investigate the case.

The treatment process was characterized by several phases. The initial phase
consisted of engaging the family in treatment. Obtaining the family's consent
for services might take place within the first two to three weeks. A more active
alliance might be achieved within six weeks, and in some instances this phase
might take six months. Strategies for producing change in the initial phase of
intervention were highly directive and goals were limited. During this phase,

the most pressing family needs were met and problems requiring immediate attention
were resolved. Basic necessities such as food, clothing and shelter were provided
where lacking. Threats to the safety and well-bing of children and other fami]y
members were eliminated. Workers also began to develop sufficient influence with
the families to facilitate these initial changes and to establish a basis for on-
going rapport. Isolated families were referred to other agencies and linked with
extended families in order to expand the family's supportive network. Early
changes tended to be superficial and might consist simply of eliminating the pre-
senting problem. Frequently, families would reach a plateau, or leveling off
period, during which no change was evident. This stage often resulted in worker

frustration and anger which, unchecked, might lead to withdrawal and premature
case ciosing.




Intensive supervision and consultation enabled workers to help a significant number
of families make more permanent changes resulting in increased capacity for problem
solving and enhanced parenting skills. The final phase of treatment involved
instruction and demonstration around appropriate care giving to children, explora-
tion of parental attitudes and personal problems, and involvement of parents in
support groups.

Parents who were able to make long lasting changes were characterized by the capacity
to form a relationship. Poor indicators for treatment were a sense of hopelessness

on the part of the parents, lack of commitment to the child, below normal intelli-
gence, poor physical or mental health, a previous history of multiple problems,

lack of trust, and a sense of competence, and an externalized locus of control.

Worker attitudes conducive to positive outcome were based on certain beliefs: 1)

that most parents want to be better parents, 2) that given the appropriate skills

and knowledge, most people who abuse or neglect theiy children can become adequate
parents, and 3) that the achievement of limited goals can be a significant accomplish-
ment.

Case Closing

The duration of services was originally to have been two years; however, some of the
cases referred benefitted from brief treatment while others were chronic multi-problem
situations requiring long-term treatment. The average length of services was one
year; some families were seen for a shorter period and others much lTonger. The
decision to close the case was made jointly by the worker and supervisor, with the
Project Director's approval. Cases were closed when one or both of the following
criteria ware met: 1) that if a family were re-referred to CPS, no neglect or abuse
would be found; 2) that the problems were resolved and the family was capable of
seeking help elsewhere when needed. Some cases were closed becasue a family refused
to sign Title XX authorization after 60 days; others were ready for closing, but
were continued because a family did not want Title XX services such as day care
discontinued. Cases were held open if a crisis such as birth of another child was
anticipated. Some cases were closed because the family moved out of county. In
these instances, referrals were then made to CPS in the new county of residence.
Services were reactivated if the family moved back to Douglas County. Some cases
were closed because the family worker left the project, particularly if there was
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no lTonger any risk to the child, if other agencies were involved and if transfer

to a new worker would be difficult. During the final phase of the project, only
one case was transferred to CPS because the child was at risk and the family wanted
services. Transfer of cases to Douglas County Case Management Units was hindered
by the project's lack of familiarity with DPW's referral procedures.

Record-Keeping

Both formal and informal case records were maintained. Case files bore the name of
the head of household. The initial .file received from CPS included copies of the
CPS referral, intake investigation report, Title XX Social SerV1ces Application,

and any prior CPS referrals and narratives.

As soon as the case was assigned, the worker began an informal Tog of actual and
attempted contacts. These notes were kept with the worker. The worker also began
to develop a problem 1ist and a problem solving plan which were filed in the formal
case file. These showed dates of contact, an objective statement of any problems,
methods to be used to resolve them, and the results. After the initial staffing,
the warker dictated a staffing report and the Assessment Specialist dictated test
findings for inclusion in the record. Test protocols were also filed with the
Specialist's reports. Each restaffing was dictated, and brief closing note summariz-
ing the reasons for case closing was entered at termination. Case records also
included any correspondence with other agencies. File contents were kept in loose
folders with the following major divisions: CPS referrals, staffing reports,
assessment information, collateral reports, correspondence, and problems and plans.
The case records were maintained in a centrally located file cabinet and were
locked at night.

During the final months of the project, cases were gradually transferred to CPS.
The transferred record did not include the worker's weekly progress notes or test
protocols. A1l other materials were transferred. Reports tended to be brief and
objective, dictated in a telegraphic style that often minimized any findings of
neglect or of use.

@
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COMMUNITY CONTEXT--DOUGLAS COUNTY CHILD PROTECTIVE SERVICES

The Family Project was developed as an alternative to traditional child protective
service delivery in Nebraska. The intent was to Touk at what supplemental services
might be needed and how existing agency resources might be re-allocated to enhance
the functioning of "at risk" families. The objective was to prevent the deteriora-
tion of levels of child care to such a degree that foster care placement might be-
come necessary.

Although the focus of this process evaluation has been on the project itself, it is
also important to examine the existing services of which it may impact. Child
protective services have been provided in Nebraska since 1967 as part of the social
services division of the State Department of Public Welfare. CPS services are funded
by the state and administered by the counties who employ the workers. In 1977, a
major policy decision was made by the State Department of Public Welfare to limit

the provision of child protective services to a given family to a six-month period.
Since that time, policy has been modified so that extensions may be granted for an
additional six months of social services.

A11 reports of abuse and neglect in Douglas County are investigated by CPS. The
intake investigation period, initially 1imited to 30 days, has recently been ex-
tended to 60 days. Seventy-five percent of the caces investigated are closed at
intake for one of the following reasons: 1) report is unsubstantijated; 2) the
situation can be resolved by referral out to other agencies that can provide con-
crete services and monitor the case; 3) the report is substantiated, but the family
refuses social services; 4) a juvenile ccurt petition is filed; or 5) the family
cannot he located. During the intake investigation phase, the family may consent
to six months of on-going services. At the end of this six months, the family may
agree to na extension of services. The length of treatment in CPS cases is thus
flexible and easily extended to 12 months.

In Douglas County there are a total of four units with seven workers each, and four
supervisors. Workers have a MSW or an equivalent amount of education experience.
There are usually several vacant positions due to a 50 percent annual turnover rate.
One CPS unit is responsible for intake only, the other three accept referrals

for on-going treatment. Caseload size ranges from 17 to 20. Cases in the on-going




‘treatment units include voluntary services, home supervision of adjudicated dependency

and neglect cases, and rehabilitation services for natural parents whose chiidren

-are in foster care. Approximately half of the on-going cases are voluntary; the c.her

half are involved with the juvenile court. When court action must be initiated, the
on-going worker is responsible for investigating and providing information for the
filing of a petition.

The frequency and type of'services offered are comparable to those of tiie Family
Project, but the worker's role differs. The CPS worker's role is primarily to
provide support and to coordinate and ﬁénage the delivery of a range of services.
The intent is tc convert a relatively unwilling recepient of child protective
services into a willing client of supportive services in the community. Due to
caseload size, priority is given to cases in which a police report has been made
and to fami!ies in which the target child is under six. When the family is nct
highly motivated to seek help, when there have been no prior referrals, and

where the neglect or abuse is not substantiated, the family may receive minimal
preventive services. Some cases are carried in which another agency worker is
the primary service provider; in these instances. the CPS worker's role is cne
of coordinating and monitoring, only. The frequency of services in each case

is reduced when the case is nearing termination. Cases are terminated when the
referring problem and any other instance of neglect or abuse have been eliminated.

Case management decisions are typically discussed with the supervisor at intake,
during assessment, ana at c]osing. Workers receive weekly individual supervisioni
supervision may be less frequent for experienced workers. . Supervisors are also.
available as needed to assist with crises. Pediatric, psychological and legal
consultation are readily available. consultation is most frequent]y used at intake
to help determine the severity of neglect or abuse and to assist in making appro-
priate referrals. The consulting psychologist is available to provide diagnostic
evaluations of children and parents when these cannot be obtained privately and when
workers need recommendations of a practical, concrete nature. Workers have received
training from consultants on cush topics as child development, jdentification of
emotional disturbance, the use of psychological testing and reality therapy. The
in-service component at CPS has imparoved with the departmental transfer of a social
services training specialist to the CPS supervisory staff.

In general, workers find that the range of services available in the community are
adequate to meet family needs. Community mental health services are frequently

101



utilized as the primary providers of direct treatment. A number of parent groups
are available in the community. There are no specialized groups for multi-problem
fainilies, however, and at times mental health professionals are insufficiently
*rained to work with neglectful and abusive parents.

A worker may refer 1 child for voluntary foster care when a parent is overwhelmed
by stress and lacks the material or emotional resources to provide for “ie child's
well-being. Typical reasons for using voluntary foster care are hospitalization

of a parent for childbirth or physical or mental illness; incarceration; and lack
of finances to provide a residence or food for a child. The limit on using volun-
tary foster care in Douglas County is two to three weaks. After that tiime, if
other resources cannot be mobilized, court action will be initiated to declare a
child a dependent. Foster care placement can also be court ordered in cases in
which: 1) a child is in immediate danger by reason of neglect or abuse; or 2)

work with a family has been ineffective and remaining in the home is detrimental

to a child's well-being. The actual decision to place a child in the first in-
stance rests-with the police, who can remove a child from the home, and in the latter
with the county attorney, who can aprove the filing of a dependency or neglect
petition. -

Motivating factors in a worker's request for court action may be anxiety and con-
cern for the child's well-being, pressure from a physician who believes removal! is
necessary to protect the child, or frustration when a family is unresponsive to
CPS intervention. In particular, a family may not recognize the problem (e.g.,
due to the ignorance), deny a problem exists, or respond to services offered with
an attitude of apathy and hopelessness. Experienced protective services workers
often tend to receive cases as fitting a pattern and may believe that a family
situation is unlikely to improve based on the similarity of that situation to
previous cases. This phenomenon is often a sumptom of "burnout," and frequently
appears after two or more years of experience in protective services.

The decision to file a petition must be approved by the county attorney, who looks
at four factors. First, there rnust be sufficient evidence to sustain a petition,
such as expert testimony, police reports, and witnesses who will testify. Second-
1y, the problems must be multiple, chronic, and/or severe. In essence, a parent
must be failing to meet a child's basic needs and lack affection for the child and
these conditions must have a detrimental effect on the child. Thirdly, services
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must have been made available to the family over a reasonable period of time
(three to six months). And finally, the parents must evidence lack of motivation
in that they have failed to actively participate in a service plan.

When children are placed outside the home, the protective services worker remains
the worker for the natural parent while the child's case is transferred to a foster
care worker who works with the child and foster parents. At this point, the worker
becomes a member of a multi-disciplinary team--consisting of a CPS worker, foster
care worker, court service worker, and a guardian at 1item--who collaborate on
services to the family and eventually decide when a child is to be returned to the
home or whether parental rights are to be terminated. Dependencey cases are review-
ed every three to six months. There is no statutory time frame in Nebraska for
termination of parental rights.

Protective services' workers are faced daily with difficult and emotionally
draining decisions. They work with cases ranging in severity from moderate to
extreme. Administrative supports necessary to prevention of "burnout" are lack-
ing. While supervisors and co-workers are available for listening to frustrations,
offering support, and appreciating svccesses, CPS units are isolated from other
service units in DPW and workers have Tittle access to administration. The work
environment, itself, is drab and overcrowded, with inadequate privacy and space
for interviewing clients or dictating reports. Salaries are low. A decreasing
number of MSWs and men are attracted to the position. Personnel policy does not
permit flex time hours for part-time employment.

SUMMARY AND CONCLUSION

Successful Results

The chief differences between services provided to the Family Project and those
Douglas County CPS seem to lie not in the area of frequency and type of services,
but in the conditions under which case work decisions are made. Project workers
were under somewhat less time pressure and had more available support and
direction in everyday decision making. While they carried almost as many cases
as CPS workers and felt restricted by the six-month service renewal process, the
family workers were not pressured by working with families whose children were
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in immediate danger or with obtaining information for filing petitions or with
responsibility for rehabilitating court involved families.

The importance of support in casework decision-making cannot be underestimated
when one is working with essentially involuntary and typically ungrateful clients
who do not change rapidly. The worker's sense of responsibility where there is
high risk can be burdensome. The cosio-economic restrictions of low-income
families become depressing to the empathic worker who strives to be a change
agent. Also, the feeling one is invading a family's privacy by penetrating its
barriers is distasteful to many workers.

Family workers received both support and direction in their casework decision-
making. Their supervision, consultation and training were, in general, more

frequent and intense than that of CPS workers. Just with work with multi-problem
families requires a more structured, directive approach and persistent follow-
through, supervision in the Family Project was characterized by structure, directive-
ness and systematic review. Reviews allowed workers to assess the effect of their
intervention and to modify their goals and strategies where needed. Periodic

review permitted workers to ventilate feelings of frustration about slow or un-
changing families to adjust expectations where appropriate and to persist with

needed intervention rather than to withdraw prematurely.

The interdisciplinary team approach encouraged comprehensive assessment and shared
decision-making as well as creative problem solving and developing strategies

for change. Decisions were made on the basis of thorough assessment, including
worker observation, information elicited from the family, and formal disgnostic
testing. Responsibility for decision-making was shared with experts from other
disciplines. Decision-making skills were enhanced by the on-going staff develop-
ment inherent in the process of discussing alternative approaches to problem
soiving.

The reduced pressure and extensive support system provided helped to alleviate worker
stress and anxiety and enable workers to make objective therapeutic decisions.

These conditions facilitated the development of positive relationships with the
clients served and enabled the worker to focus on family strengths and to avoid
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being overwhelmed by family dysfunction. Client-worker relationships were
characterized by empathy and positive regard rather than the guarded cynicism

ard pessimism typical of "burnout." Workers tended to be strong advocates

for their clients and were not easily daunted oy the complexities and frustrations
of the welfare system. Clients r-.ponded to the quality of involvement with trust,
and at times gratitude. They viewed family workers as less coercive than CPS
workers and felt they were treated as individuals of worth. One depressed mother,
embitterd by the initial to CPS, stated emphatically the family worker had

" treated her "like a person." The quality of the woer-client relationship was
paralleled by the improved quality of parent-child interaction in many cases and
the increased sensitivity of the parent to the child's needs.

Whereas the Family Project provided direct .~“rvices of an educational, therapeutic
type, particularly in the latter stages of treatment, CPS tends to confine itself
to service linkage and coordination and to delegate intensive treatment to mental
health professionals in the community. The latter approach may be cost ineffective,
particularly with chronic cases, in that the time of mental health professionals
is more costly than that of social service providers. The Family Project demon-
strated that highly trained social workers can be quite effective in reaching
multi-problem families. The use of diagnostic testing and evaluation by mental
health specialists was, however, important for the early detection of handicaps
and the development of early intervention strategies such as infant stimulation
and specialized school placement.

The Family Project and CPS followed similar criteria for the use of foster care.
The Fami]y Project tended not to use county funded foster care because of the
difficulty of access for a non-welfare based program. Also, the Family Project
tended to counsel natural parents toward voluntary relinquishment when permanent
planning for out-of-home care became necessary.

Areas for Improvement

The multi-disciplinary problem solving apprbach requires a mutual sense of trust
and respect among members of different disciplines. The cooperation that existed
between a psychologist and social workers , the predominant professionals in the
project, was endangered from the outset by tensions between research and treatment
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needs. These needs became increasingly polarized and, as a result, maximum use
was not made of diagnostic testing and psychiatric consultation. Diagnostic
testing of individual children revealed important developmental gains in those
families where the research model was followed. In some instances, postponement
of testing resulted in delaved detection of handicaps and less directive inter-
vention from the outset.

Formal dissemination of information about the project was largely a function of
its concluding phase. The project did participate in city-wide and statewide

- groups for the development and coordination of services to abusive and neglect-
ful fam®ijes. Fece-to-face collaboration with generic agencies, particularly
during the initial and re-staffings, also served to provide jnformation and in-
sight into the project's methodology. CPS made changes during the project's
existence that served to bring it somewhat closer in operation tc the project.
Nevertheless, it is unclear what interest the NDPW has in replicating important
aspects of the program elsewhere and dissemination tasks will probably need to
be continued after project operations have ended.

Implications for Cost-Effective Replication

At minimal additional cost, the use of group supervision and multi-disciplinary
staffed case conferences could be implemented at Doughlas County CPS. Group
supervision and multi-disciplinary staffings in the project hboth served to enhance
worker skills in problem solving and to create a supportive sense of shared decision
making. CPS could staff intakes and periodic reviews with its multi-disciplinary
consultants. Additionally, the use of consultants could be extended to making
joint home visits for the burpose of assessment,to the projected testing of parents
and to increased availability to workers for informal consultation.

A half-time psychologist and a four-hour per week psychiatrist would be important
additions to CPS staff. The cost of hiring such specialists could be off-set

by using highly trained case aids to service the more chronic cases in need of
long-term shpport. At the minimum, CPS workers should be trained when and how to
refer clients for psychological testing and psychiatric evaluation, and these
resources should be readily available.
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As stated earlier, the referral out of cases for mental health treatment of parent-
ing difficulties and dysfunction may be more costly in the long run than provision
of intensive casework by highly trained social workers. Additionally, many CPS
families have such nuiti-faceted problems that highly specialist services are needed
to engage and maintain them in treatment. The Family Project clearly provided

such a blend of casework and educational and therapeutic approaches to benefit a
high risk population of children and families.
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PART I: BACKGROUND

Interviewer: In this first part, we will get some basic questions out of
the way. I'11 be asking questions Tike who Tlives with you, what education
you've had, what your financial situation is, etc.

1.
2.
3.

How many children do you have?
How many of these are living at home?

What are the sex and ages of your children beginning with the oldest?
(Probe where 1iving and when and why left home.)

a.

sex age name when and why left

b.

c.

d.

e.

Are you single, married, coupled, widowed, separated, divorced, other?

(Circle one.)

a. (If in a relationship), How long have you been?

Aside from you and (others mentjoned) is anyone else living here now?
(Probe for friend or relative.)

a.
name relation
b. -
name relation
c.
name " relation

How old are you?
a. How old is (partner)?

What do you do with your time? Are you working? Part-time? Full-
time? (Score: 0, 1, 2) :

What does (partner) do? Part-time? Full-time? (Score: 0, ]; 2)

What were you doing with your time when you began receiving services
from your CPS social worker? Were you working? Part-time or full-
time? (Score: 0, 1, 2)

iy



Part I: Background, continued

10. What was (partner) doing with his time?

3T
5 — 11. What is the highest grade you completed in school?
3 33
_ — 12. Did you work before you had children? Full-time? How much? (Indi-
34 35 cate whether mostly full-time or part-time. If worked intermit-
tently, count that as part-time.) (Score: 0, 1, 2.)
‘ __13. About how much income does the family have per month?
36 37 38 39 - ' Y P
—_ (total) a. From employment
30 41 32 13 .
—_— e o b. From public assistance
44 45 36 47 P
T c. From other sources
48 49 50 51
Interviewer: Now I'd 1ike to know if anything happened to you or a family
member in the year before you began receiving services from your social (family)
worker that might have been upsetting to you or that might have changed
things.
14. During the year before you began receiving services from your social
worker. . . . (Check any that apply.)
___ a. Did you become pregnant or have a new baby?
»
52 _ b. Did you become separated or divorced? Break up with a girl/boyfriend?
53
. c. Were you hospitalized for a physical illness or did you suffer
54 from a chronic illness?
___ d. Hospitalized for a mental illness or did you suffer from a
55 psychological or emotional problem?
___ e. Did you move? How many times? (Record number.)
56
_ f. Did a close friend or relative die? Or move out of the area?
57
— g. Did you lose a job or your source of financial support?
58
_ h. l!ere you arrested (excluding traffic violations)?
59
. i. Did a new person join your household (excluding a new baby)?
60 ‘
. J. Was someone else in your household hospitalized for a physical
61 illness or did he/she suffer from a chronic illness?
. k. ‘'las someone else in your household hospitalized for a mental
62 illness, or did he/she suffer from a psychological or emotional

problem?

1]
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1. Did you or partner start a new job or start school?

3

.- Did you begin a couple relationship?

n. Did a machine you relied on breakdown?

N ()} (o))
i +» n

Part I: Background, continued

15. During the time you (were) (have been) receiving services from your
(social} (family) worker. (Check any that apply. Do not check if
stress originated in year prior to services and was checked above.)

a. Did you become pregnant or have a new baby?

64
L b. Did you become separated or divorced? Break up with a girl/boyfriend?
65
. c. Were you hospitalized for a physical illness or did you suffer
66 with a chronic illness?
. d. Were you hospitalized for a mental illness or did you suffer
67 froma psychological or emotional problem?
. e. Did you move? How many times? (Record nuumber.!
68
. f. Did a close friend or relative die? Qr move out of the area?
69
____ g. Did you lose a job or your source of financial support?
70
h. Were you arrested (excluding traffic violations)?
71
o i. Did a new person join your household (excluding a new baby)?
72
_ j. Was somzone else in your household hospitalized for a phyvsical
73 i1lness or suffered from a chronic illness?
- k. Was someone else in your household hospitalized for a mental
74 illness, or did he/she suffer from a psychological or emotional
problem?
. 1. Did you or partner start a new job or start school?
75
m. Did you begin a couple relationshipn?
76
- n. Did a machine you relied upon breakdown?
7
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PART II: SERVICE SUMMARY-SPECIFIC

Now I am interested in learning about the experience ycu have had with
(CPS)(The Family Project) since you began receiving services from them.
First I'd Tike to find out which things your worker discussed with vou
then what your worker did to help with the problems s/he discussed with you.

1.

Here are some problems that (social)(family) workers often discuss with
families. Some ways that (social)(family) workers indicate they believe
something is a problem is to say "I'm concerned about that" or "I think
there may be a problem around this" or "I really want you to do something
about that (e.g. get some time for yourself)".

Did your (social)(family) worker see any of these as problems for you or

your family? I will read over a 1list of problems and 1'd Tlike you to

give me a simple yes or no answer if your social)(family) worker ever discuss
this problem with you. (Probe: Did s/he discuss it with you more than once?)

Instruction: If worker discussed this problem with the client more than
once, check the problem in Column A of the Score Sheet. Read problems 1-49,

Here are some of the problems that often come up in families concerning
the children. Did your (social)(family) worker see any of these as
problems for your child/children? I will read over a 1ist of children's
problems and I'd Tike you to give me a simple yes or no answer again if
your (social)(family) worker ever discussed this problem with you.
(Probe: Did s/he discuss this with you more than once?)

Instruction: If worker discussed the problem with the client more than
once, check the problem in Column A or the Score Sheet. Read child problems.

Are there any other problems your (social)(family) worker discussed with
you that we have not covered? What are they? (Probe: Did s/he discuss
this with you more than once?)

Instruction: Record these as Other Problems on p. 6 of Score Sheet if
problem does not fit a given category previously mentionned. Specify
whose problem it is and the nature of the problem. Check Column A.

Refer to these problems in further questions regarding problems identified
in Column A.

Which of these problems did your (social)(family) worker consider the
most important, i.e. which did s/he discuss with you most?

Instruction: Select a maximum of 5 problems. Circle up to 5
problems checked in Column A:

When your (social)(family) worker first began discussing these things
with you, did you feel they were problems or needed changing? 1I'11
go over the problems your (social)(family) worker discussed with you.
Please give a simple yes answer if you agreed that it was a problem
at first, or no if you did not agree at first.

Instruction: Check yes responses only in Column B, next to problems
checked in Column A. .
i1ij
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PART II: SERVICE SUMMARY-SPECIFIC Continued.

6. Now I'd 1ike to know what kinds of things the (social)(family) worker
- did to help you with the things s/he thought were problems. Please
answer yes or no if the (social)(family) worker did any of the
following things. (Check any yes responses.)

a. Helped you to express or recognize ysur true feelings.

T b. Gave you advice or suggestions; gave information.

c. Taught you or helped you to understand what is normal behavior or
3 normal feelings, how to make sense of your 1ife experiences.

d. Arranged with somebody else for you to get something.
—zi___ e. Helped you to feel better about yourself or to recognize your own
5 strengths.
— f. Supported you in your efforts or cheered you on in your efforts.
—_ 6 g. Showed you how to' do something; taught you a new way to manage a problem.
/ - h. Taught you how to get things or how to get things done for yourself.
8 —_ 1. Shared the work on a problem with you.
9 .
— j. Set Timits on what you should or should not do.
10.___ k. Took you somewhere or went somewhere with you.
n . '
i. Taught you how to handle your child's/children's misbehavior.
12
m. Listened to you when you were upset without putting you down.
I3 Understood you.
- n. Other things. Spacify:
14
— 0. Other things. Specify:
1

5
7. Now I'd like to knqw what cnanges you believe have uccurred in each of the
problems your (social) (family) worker discussed with you. (Proba: Can you
give me an example of what is different now?)
Scoring: 1--Much worse.
‘ 2--S1ightly worse.
3--No change or no specific progress.
4--S1ightly better.

5--Much better, or problem resolved.
9--Cannot or will not say.

Instruction: Select appropriate score for each problem checked in Column A.
Circle score in Column C. Determine score on basis of facts given.
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Usually (social)(family) workers and clients agree on the amount of

change that has taken place and I assume your (social)(family) worker
and you do agree on most of these. But I'd like to know if you think
your (socia]?(fami]y) worker would disagree significantly with you on
the amount of change that has occurred with any of the problems we
have discussed. Which problems are they?

Instruction: Check those problems for which client indicates a beljef
there would be significant disagreement between his/her assessment and
the worker's. Place checks in Column D.

Do you beljeve there have been any other changes in you or your family
since you began seeing the (social)(family) worker? (Probe: Can you
give me an example of what is different now?)
Scoring: 1--Much worse.

2--S1ightly worse.

3--No change.

4--S1ightly better.

5--Much better.

Instruction: Do not read list. You only need to select scores for
problems mentionned by client. You will not need to use the score of

3 since all unmarked problems will receive an automatie 3. Circle score
in Column E. Choose score on basis of facts given.
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PART III: SERVICES PROVIDED

Interviewer: Now I'd 1ike to ask you about which services you were offered and
which yocu participated in or received.

1. Did the first person you saw from Child Protective Services, not your regular
(social) (family) worker, refer you to any place or take care of an emergency
need that couldn't wait? (Explain what a service is.)

(Check any services mentioned under the Intake column on the Service List.)

2. Now I'd T1ike to know what services your (social) (family) worker got you.
U1d s/he get you... (Probe: Fow Tong/how many times cid you participate?)

a. Help for taking care of your child(ren), e.g., day care, a parenting
group, foster care, etc.?

b. Help for housekeeping or housing problems, e.g., chore services, homemaker,
new housing, needed equipment, etc.?

c. Help with family or personal problems, e.g., counseling, therapy, family
planning, etc.?

d. Medical help, e.g., medical care, medicaid, nutrition or health
services, etc.?

e. Financial or job help, e.g., assistance, food stamps, job training, education,
employment services, etc.?

f. Other services, e.g., court services, transportation, day care for adults,
legal services, recreation, emergency services, a self-heip group, etc.?

_Instruction: Check any services worker provided and client participated in
n  tue norker Provided column of the Service List, p. 7. Do not count
1f client attended an ongoing service, e.g. a class or parenting group, only
once or twice then dropped it.

3. Were you offered any of these services by anyone other than your (social)
(family) worker? Did you participate in any of these?

Instruction: Check if client participated. Check Other Service column.

4. Did you arrange or find any services on your own? (Probe: Did you worker
help you find or arrange these services?)

Instruction: If worker took an active role, e.g. gave a name or phane number
to the client who then arranged the service, credit the worker by checking this
in the Worker Provided column--do not credit client unless s/he sougnt the
service unassisted. Tf credit goes to client, check Client Sought column,

| SSY
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PART III: SERVICES PROVIDED , Continued.

5. Instruction: Ask only if client participated in a service provided by
someone other than the worker or sought it on his/her own, i.e. if
services were checked under Other Service or Client Sought columns.

Why did you get or accept these services from someone other than your
(social)(family) worker? (Probe: Did your worker know you might have
needed or wanted this service?)

Scoring: . 1--Coerced by outside individual or agency.
2--Worker did not know of need or interest on part
of client.

3--Worker knew of need or interest but did not or could
not offer this service.

4--Worker encouraged client to seek service on his/her
own.

5--Another agency or individual offered this service.

Instruction: Fill in score for each applicable service in final solumn
of Service List under CAUSE.

Interviewer: Now I'd Tike to get your opinion of the services you received.

6 Why did you accept services from (CPS) (The Family Project)? (Probe: Did you
think they might take your child from you? Did you want the help?)
Scoring: 1--Felt threatened, coerced; feared loss of child.
2--Felt threatened, coerced, but also wanted help.
2--Welcomed help.

Instruction: Probe for any reasons. Determine main reason. Circle response
on bottom of Service List.

7o 1'd 1ike you to give me your overall opinion of how helpful your experience
with the (social)(family) worker was in dealing with the problems you dis-
cussed with him/her. Please say whether you believe the worker was of little
or no help, somewhat helpful, or very helpful.

Scoring: l1--Little or no help.
2-~-Somewhat helpful.
3--Very helpful. Circle response on bottom

of Service List.
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PART III: SERVICES PROVIDED, Continued.

8. Terminated Cases Only: Do you feel things are harder now for you or
your family since you stopped receiving services from (Children's
Protective Services){The Family Project)? How much harder?

Scoring: 1--No harder.
2--Somewhat -harder.

3-=Much harder. Circle response on bottom
of Service List.

9. Ask if client felt things are harder now: What is harder now?

Instruction: Check any reasons given and specify those reasons on
bottom of Service List. Continue on back side if necessary.
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PAGE 1
PROBLEM LIST AND SCORE SHEET

ISFAR FAMILY INTERVIEW: FIRST EVALUATIOM

PROBLEMS ' A B C

HOUSING PROBLEMS

1. Crowded conditions - 1l fr123459
2. Neighborhood safety . —|__1123459
3. Needed repairs, fire or safety 1123459
hazard, ventilation, or problems
with pests

PHYSICAL HEALTH PROBLEMS OF ADULTS .
4, Mother 12345

N R 9
5. Father/Partner 1123459
6. Other--specify: ] f123459

FINANCIAL PROBLEMS--Problems with Unemployment--Can't Find a Job

7. Mother ol l__f1234529
8. Father/Partner | f123459
9. Other--specify: 1123459
10. Lacking necessities |__f123459
11. A lot of bills you can't pay, managing 123459

PROBLEMS AT WORK

12. Mother | fj123459
13. Father 1123459
14. Other--specify: i l123459




PAGE 2

PROBLEM LIST AND SCCRE SHEET

ISFAR FAMILY INTERVIEW: FIRST EVALUATION

PROBLEMS A B c ] E

HOUSEKEEPING: KEEPING THE HOUSE CLEAN OR SAFE FOR CHILDREN

15. Clean house —_—|—123459]__j123

16. Safe for child/children _l__J123459|___ 123

HOUSEHOLD ROUTIME: REGULAR MEALS AND BEDTIMES FOR CHILD(REM)

17. Mother (Primary Caretaker) 1234593} __ |123

PSYCHOLOGICAL PROBLEMS OF ADULTS

18. Mother ] 112345 123

19. Father/Partner 112345 1123

20. Other--specify: ] 1123459}___ 1123

FAMILY MEMBERS NOT GETTING ALONG--ADULTS OR CHILDREN OVER 7 YEARS

21. Marital discord 12345 I 3

22. Family discord (over 7 yrs.)

MANAGING A DIFFICULT CHILD/MEAMS OF DISCIFLINE USED

Strict Discipline/Too Restrictive

23. Mother |l l12345 1123

24. Father/Partner 1112345 1123

25. Other--specify: _}__112345 11223

Physical Punishment

26. Mother —fj12325 __ft123

27. Father/Partner _f_ (123459 _ 1123

28. Other--Specify: {12345 1123
Specify Abuse: 12345 123

12y




PAGE 3
PROBLEM LIST AND SCORE SHEET

ISFAR FAMILY INTERVIEW: FIRST EVALUATION

PROBLEMS A B
Consistehcy/Firmness

29. Mother : 112
30. Father/Partner ' 112
31. Other--specify: 12

gasi1y_EE§et by Child's Misbehavior

32. Mother ) 12
33. Father/Partner 12
34. Other--specify: 12

USE OF DRUGS OR ALCOHOL
35. Mother 12

36. Father/Partner 12
37. Other--specify: 12

LEGAL PROBLEMS (Mon-Traffic) _
38. Mother 12 :

39. Father/Partner |12

40. Other--specify: 12

RELIEF FROM CHILDCARE/TIME FOR YOURSELF
41. Mother (Primary Caretaker) 12

FRIENDSHIP/SOMEONE TO COUNT ON OR TO TALK WITh

42. Mother (Primary Caretaker) 112




PAGE 4

PROBLEM LIST AND éCGRE SHEET

ISFAR FAMILY INTERVIEW: FIRST EVALUATIOM

PROBLEMS A B c 0 E

MORE CHILDREN THAN YOU WANTED
43. Mother (Primary Caretaker) — | |123459|__ 112345

g

SUPERVISING YOUR CHILD(REN)-- someone there when you are not, responsible
sitters, leaving a young child to care for other children, leaving a ¢hildjalone?

44. Leaving alone or Abandonment. Specify: 1123459 _ 12345
45. Inadequate supervision by parent 1123459 12345

46. Inadequate child care/sitters 1234529 12345

HIGH EXPECTATIONS

47. Expecting too much of yourselfs 1234509 12345

being too hard on yourself. I —
48. Aszing a child to do things he is not 123459 12345

really old enough to do or that
parents should do instead. Having
your child take care of you

MEDICAL CARE

49. Getting needed medical care of 123459 12345
medicine for child(ren). ’




PAGE 5
PROBLEM LIST AND SCORE SHEET

ISFAR FAMILY INTERVIEW: FIRST EVALUATION

PROBLEMS A B c 0 E

PROBLEMS OF CHILD--"A Child who..."

50. Gets upset if s/he makes a mistake, 123459 1234
qets dirty, or loses things.
Child: .

51. Is always getting sick. 1234591_-1123.4
Child:

52. Is physically handicapped. , 123459 1234
Child:

53. Is a slow learner or has a developmental 123459 1234
delay.
Child:

54, Is mentally retarded. ' 1234509 1234
Child:

55. Is overly sensitive. 123459 1234
Child: *

56. Has nightmares, or refuses to eat, or is 1234509 1234
over 5 and wets the bed.
Child:

57. Has worrias or fears that won't go away; 1234529 1234
is overly cautious.
Child: '

58. Often plays hooky from school. 1234
Child:

[$2]
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59. Is not working up to ability in school. 12345¢9 1234

60. Has frequent temper tantrums. 1234529 1234

Child:




PAGE 6
PROBLEM LIST AND SCCRE SHEET

ISFAR FAMILY INTERVIEW: FIRST EVALUATIOM

PROBLEMS A B C E

61. Is overly aggressive. —{__1123459 12 é
Child:

62. Is generally withdrawn or unhappy; 1123459 12 5
a loner. :
Child:

63. Pretends to bé sick. f__J1234 ' 9 12 5
Child: .

64. Is nervous or becomes anxious and goes 1123459 12 5
to pieces.

Child:

65. Lies or steals. —j_jl23459 12 5
~hild:

66. Has frequent accidents. —l—t123459 12 5
Child: .

67. Weighs too little or too much. 1123459 12 5
Child:

" 68. Physical appearance or clothing. 1 1123459 12: 5
Child: |

QTHER PROBLEMS (ADULTS, CHILDREN)

69. Who? 123459 12 5
Problem: 1234509 12 5

70. Who? 123459 12345
Problem: 123459 12 5
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PAGE 7

SERVICE LIST

INTAKE
HORKER
OFFERED
WORKER
PROVIDED
OTHER
SERVICE
CLIENT
SOUGHT
CAUSE

Day Care Services for Children

Parenting Group

Foster Care Services

Chore Services

Homemaker Services

Housing Ser§1ces

. Emergency Needs Services

Counseling and Treatment-Referral

. Family Planning Services

Family and Personal Adjustment Counseling

. Health-Related Services

. Nutrition-Related Services

. Medicaid

. Food Stamps

Education and Training

Employment Services

. Court Services

. Transportation Services

. Socialization/Recreation Sarvices

. Day Care Services for Adults

. Legal Services

. Self-Help Group

. Hotline, Community Outreach

. Non-Title XX Emergency (specify):

.

2.

25.

“Innovative" (specify):
1.

2.

26.

Other (specify):
1.

2.

6. Reason: 1 2 3 9. Uhy harder:

7. Help: 1
8. Harder: 1

a. Loss of referred services.
b. Loss of (social)(family) worker.

c. Change in family circumstances
not related to service termination.

Specifwg,,
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PAGE 8

POST-INTERVIEW CHECKLIST

Check.-the degree to which you found each of the following:

1. Cleanliness of the home:
1. Acceptable
___ 2. Dirry
___ 3. Extreme filth. Garbage, refuse, or feces strewn about, etc.

Comments:

2. Mother's ability to comprehend questions:
___ 1. Good
___ 2. Fair
3. Poor. Needs much interpretation
Comments:

3. Mother takes initiative in completing questionnaire:
- L. Takes initiative
___ 2. Wants some help
— 3. Asks for or requires much help in reading or answering questions

Comments:

4. Mother's cooperativeness with the interview:
1. Cooperative
2. Somewhat resistant; some trouble remembering or focusing attention

— 3. Extreme reluctance to participate; great difficulty remembering or

focusiqg attention. (Mother may use household distractions to avoi
interview.)

Corﬁmen ts:

s
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Post-Interview Checklist

PAGE 9
5. Physical state of child{ren) observed:
Name: Name: Name:
1. Good 1. Good 1. Good
2. Fair 2. Fair _ 2. Fair
3. Poor 3. Poor 3. Poor
Comments:

6. Mother's social interaction with child(ren):
Comments:

7. Mother appears: (Check any that apply)

1. Depressed, withdrawn, energyless

2. Agitated, nervous, or signs of emotional disturbance
3. Drugged or drunk

4. Other--specify:

Comments:

8. Physical condition of the home. (Check any that apply.)
1. Crowding
2. Needed repairs, safety hazards
3. Lack of furniture, beds
4. Poor lighting, ventilation or heating

Comments:




Appendix B

ISFAR Entry Criteria
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INITIAL CRITERIA FOR INCLUSION IN STUDY:
1. Conditions of children:

a) vphysical neglect: child is undernourished; is underdressed
for cold weather or overdressed for hot weather, has repeated
accidents; is filthy; is allowed to enter or is placed in un-
safe environments.
b) medic al neglect: child does not receive treatment for
acute or chronic illness(es).
¢) emotional neglect: paf%ﬂt;'are unresponsive to child's
communications; child is placed with a variety of babysitter§
on an irregular schedule.
d) educational deprivation: child is frequently kept at home
by parents for housekeeping or babysitting services; child is
permitted to reamin at home because of unwillingness to attend
school.
e) physical maltreatment: child shows repeated bruises or
injuries that are thought to be caretaker inflicted; confincment
for long periods and/or by harsh means.
f) emotional maltreatment: continued ang harsh i1ejection and
scapegoating of child by caretakers.
8) lack of supervision: child is under 12 and is repeatedly
léft without an adult or a babysitter in attendance.

2. Conditions of parents:
a) parent misuses drugs or alcohol.
b) parent has a disease or disability that impairs capacity
to parent. . .
¢} parent displays an emotional problem that impairs parental
functioning or places them at high risk for impaired parenting
(e.g. drug addiction, history of violence).
d) parent shows signs of lack of control or fear of losing

contrel.

8) parent is uncommitted to child or unresponsive to child's

needs.
f) parent expres:-s unrealistic expectations of child and
attempts to enforce these.
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CRITERIA

PAGE 2
8) parent displays poor parenting skills,
h) parent is cruel or sadistic.

3. Family conditionms:

S.

7.

a) family is experiencing a crisis, due o loss of job,
illness, lack of cooperation among members, change in family

consultation, financial problems.

Physical environment:

a) housing does not meet health standards.

b) housing is unsafe.

At least one parent, relative, or guaddian who has cared for the
childrer since birth or the past three years is available for services
Go assist them to contdnue to care for the child(ren).

The family is eligible for services from Douglas County C.P.S.

Must be a child in che'family who is seven ofr younger. =~ '

II. CRITERIA FOR EXCLUSION FROM STUDY:

1.

A child is regarded ag in "imminent peril" when it's physical safety,
health needs or emotional well being are gravely jeopardized by
remaining in the home. Children in imminent reril are not included.
Families having children aged seven or younger that do not display
problems caring for their children are ineligible.

Familes that have had children placed in foster care for reasons

of dependancy, neglect or abuse during the past three years are not
eligible for this project.

Families that have previously received C.P.S. rervices are not eligible
except in cases in which a problem existed and has been resolved -~nd

a new problem has arisen or the same probiem has reoccured but with
a different child.

8-8-78

i3vu



FINAL CRITERIA FOR ENTRY IN PROJECT

Family has a child under 7 years of age.
Court referral is not planned at time of entry into CPS.
Family is eligible for CPS services.

All criteria for inclusion previously described.



Appendix C

Family Interview
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FAMILY IHVENTORY

A--BOUNDARY PERMEABILITY :
Did you or someone from your home or family call C.P.S. about (child's name)?

Have you been in contact .with any service agencies or organizations during this
past year?

If so, how many?

Have you moved during the last year?

" 1f so, how many times?

Have any friends or relatives lived with you, or have you lived with them for a
month or longer during the past year? ' '

How much of your job as a parent js heing taken over by other people?

VERY PRETTY SOME A NONE

MUCH MUCH . LITTLE AT ALL
MOTHER: 1 2 3 g 5
FATHER: 1 2 . 3 4 | 5

How much do case workers and doctors listen to your ideas about what js best for
your family? '

VERY PRETTY SOME A NONE

MUCH MUCH LITTLE AT ALL
MOTHER: 1 2 3 . 4 5
FATHER: ) 2 3 4 5

B--RESOURCES

Who are the primary wage earners in the family?

Total gross income (ask primary wage earner or both if other earns 40% of total):

-a. Under 3,000
b. 3,000 - 6,000
c. 6,000 - 9,000
d. 9,000 - 12,000
e. 12,000 - 15,000
f. 15,000 - 18,000
g. 18,000 - 21,000
h. 21,000 - 24,000
i. 24,000 - 27,000
J. 27,000 and over

. @. Educational level attained by each parent (parent-surrogate) in the home:

MOTHER:
FATHER:



9.

10.
11.

12.

13.

14.

b. Occupation of each parent (parent-surrogate) in the home:

MOTHER:
FATHER:

Number of others in home who need to be cared for:

How would you describe your neighborhood:

VERY GENERALLY GENERALLY VERY
600D GOOD AVERAGE BAD BAD
1 2 3 4 5

How would you describe your home? '
VERY GENERALLY GENERALLY VERY
600D 600D AVERAGE BAD , BAD

1 2 3 4 5

C--INTERVIEW PARENTS SEPARATELY (CONSENSUS)

How much friendship do you get from the following (ask primary caretaker):

VERY PRETTY SOME A NONE
MUCH MUCH LITTLE AT ALL
a. Husband-Boyfriend/
Wife-Girlfriend 1 2 3 4 5
b. Relatives 1 2 3 4 5
C. Neighbors/Friends 1 2 3 4 5
d. Clubs, Groups,
Classes, Activities 1 2 3 4 5
e. Children 1 2 3 4 5
f. How would you de-
scribe your friend-
ship situation? 1 2 3 4 5

a. How would you describe your housework and shopping situation?
VERY GENERALLY AVERAGE GENERALLY VERY

GOOD GOOD BAD BAD
MOTHER: 1 2 3 4 . 5
FATHER: | 2 3 4 5

b. How would you describe the child care arrangements (e.g., babysitting

availability)?

VERY GENERALLY GENERALLY VERY

600D 600D AVERAGE BAD " BAD
1) Babysitter 1 2 3 4 5
2) Day Care 1 2 4 5
3) Relative/Family 1. 2 3 4 5
4) Hustand-Boyfriend/

Wife-Girlfriend 1 2 3 4 5

5) Children 1 2 3 4 5
6) Neighbors/Friend 1 2 3 4 5
7) Other 1 2 3 4 5



15. Lately, how much affection do you have for your husband-boyfriend/wife-girlfriend?

~ VERY PRETTY SOME A NONE
MUCH MUCH S LITTLE AT ALL
MOTHER: 1 2 3 4 5
FATHER: 1 2 3 4 5
16. Lately, how much affection do you have for your cﬁi1dren? ‘
VERY PRETTY SOME A NONE
MUCH MUCH LITTLE AT ALL
MOTHER: 1 2 3 4 5.
FATHER: 1 , 2 , 3 4 5

17. How much aéfection do you receive from your husband-boyfriend/wife-girlfriend?

VERY PRETTY SOME A ' NONE
MUCH . MUCH LITTLE AT ALL
1 2 3 4 5
18. How much affection do you receive from your children?
VERY PRETTY SOME - A MONE
MUCH MUCH LITTLE AT ALL
1 2 3 ) 4 5

19. How would you rate the physical health of your family members?
VERY GENERALLY AVERAGE  GEMERALLY VERY

GOOD GOOD BAD BAD
MOTHER: 1 2 3 4 5
FATHER: ' 1 2 3 4 5
TARGET CHILD: 1 2 3 4 5
OTHERS IN HOME: 1 2 3 4 5

20. How good is your emotional health?
VERY GENERALLY AVERAGE GENERALLY VERY

GOOD GOOD BAD  BAD
MOTHER: 1 2 3 4 5
FATHER: 1 2 3 .4 5

2l. How many serious upsetting events have occured in the past 12 months?




22.

23.

24.

25.

26.

28.

D--COMMITMENT

What percent of your child's care do you do?

0 - 10%
11% - 20%
21% - 30%
31% - 40%
41% - 50%
51% - 60%
61% - 70% ,
71% - 80%
81% - 90%
91% -100%

About how much time per day do you spend w1th your child playing and teaching
him/her?

MOTHER:
FATHER:
About how much free time do you have to do what you enjoy?
MOTHER:
FATHER:
In general do you find being a parent easy or difficult?
VERY GENERALLY GENERALLY VERY
EASY EASY AVERAGE  pIFFICULT  DIFFICULT
MOTHER: 1 . 2 3 4 5
FATHER: 1 - 2 3 4 5
Overall, how well do you think your child is growing?
VERY PRETTY SOMEWHAT SLIGHTLY NOT AT ALL
DELAYED DELAYED DELAYED DELAYED DELAYED
MOTHER: 1 2 3 . 4 5
FATHER: 1 2 3 4 . 5

What specific thing would you 11ke to see your child begin doing in the next
three months or so?

MOTHER: ‘

FATHER:

How sure do you feel that your child will learn to (short term goal, #27)?
VERY SOMEWHAT NOT TOO SOMEWHAT VERY
SURE SURE SURE DOUBTFUL DOUBTFUL

MOTHER: 1 2 3 ‘ 4 5

FATHER: 1 2 3 4 : 5



29.

30.

31.

32.

33.

34.

35.

How impcrtant are the things that you can do to help him/her learn to (short
term goal, #27)?

VERY ' PRETTY SOMEWHAT NOT TOO NOT AT ALL

IMPORTANT IMPORTANT IMPORTANT IMPORTANT ~ IMPORTANT
MOTHER: 1 2 3 4 5
FATHER: 1 2 3 4 5

How do you feel about your child's future? (How does the future look in terms
of what you would like for your child?)

VERY GENERALLY GENERALLY VERY

600D 600D AVERAGE BAD - BAD
MOTHER: . 1 2 3 4 5
FATHER: 1 2 ' 3 4 5
How would you rate your husband/wife (boyfriend/girlfriend) as a parent?
VERY GENERALLY GENERALLY VERY
GOOD GOOD AVERAGE BAD BAD
MOTHER: 1 : 2 3 4 5
FATHER: 1 2 3 4 5
How would ycu rate yourself as a pareﬁt?
VERY GENERALLY GENERALLY VERY
600D 600D AVERAGE BAD BAD
MOTHER: 1 2 3 4 5
FATHER: 1 2 ) 3 ' 4 5
Are you interested in learning about ways of helping your child to (goal)?
VERY PRETTY SOMEWHAT NOT TOO NOT AT ALL
INTERESTED INTERESTED  INTERESTED INTERESTED INTERESTED
MOTHER: 1 2 3 4 5
FATHER: 1 2 3 4 5

A1l parents have their own ideas about the best ways to raise childrean. How
well does your husband/wife (boyfriend/girlfriend) understand your child{ren)?

VERY PRETTY ALL NOT TOO NOT

WELL WELL RIGHT WELL T ALL
MOTHER: 1 2 3 4 5
FATHER: 1 2 3 4 5

How often do you disagree with the way your husband/wife (boyfriend/girlfriend)
disciplines the child(ren)?

ALWAYS GENERALLY HALF & GENERALLY ALWAYS

AGREE AGREE HALF DISAGREE DISAGREE
MOTHER: = ° 1 2 3 4 5
FATHER: 1 2 3 4 ' 5



- 36, How often do you and your husband/w1fe (boyfr1end/g1r1fr1°nd) agree or disagree
) ~about sharing child care?

ALWAYS GENERALLY HALF & GENERALLY ALWAYS

AGREE AGREE - HALF DISAGREE DISAGREE
MOTHER: 1 2 3 4 5
FATHER: 1 2 3 4 5

37. how often do you and your husband/wife (boyfriend/girlfriend) agree or disagree
about work that has to be done around your house?

ALWAYS GENERALLY HALF & GENERALLY ALUWAYS

AGREE AGREE HALF DISAGREE DISAGREE
MOTHER: 1 2 3 4 . 5
FATHER: 1 2 3 4 : 5

38. How often do you and your husband/wife (boyfr1end/g1r1fr1end) agree or d1sagree
about how to spend free time?

ALWAYS GENERALLY HALF & .GENERALLY ALYIAYS

AGREE AGREE HALF - DISAGREE DISAGREE
MOTHER: 1 2 3 T4 5
FATHER: 1 2 3 4 5

39. How often do you agree or disagree with the way your w1fe/husband (g1r1fr1end/
boyfriend) spends money?

ALWAYS GENERALLY HALF & GENERALLY ALWAYS

AGREE AGREE HALF DISAGREE DISAGREE
MOTHER: N 2 3 4 5
FATHER: 1 2 ' 3 4 5
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TREATMENT GROUPS

Several types of groups were used to provide services to our clients.

The first group run by ISFAR staff focused on teaching parents appropriate
ways of responding to their children's misbehavior. This group was limited to
six sessions. It was attended By four couples. The children in four of these
families has been subjected to abuse that included harsh spankings. In a
number of the households the mothers were unable to control their children's
misbehavior. Serious child behavior problems were evident in only one family.
In this case the child had a seriaus hearing and speech disorde;.

Initially each group member was asked to identify one child behavior that
they would like to change. With the exception of the parent who had a
handicapped child, all the parents identified behavior problems that are
common to many children. Parents were told that they would learn some
techniques for dealing with their children's misbehavior.

Each group session was structured to provide an initial ten minutes of
casual conversation followed by a twenty minute presentation on a behavior
management technique, a five minute role play depicting a situation that the
parents had identified as problematic and a twenty to thirty minute discussion
of the lesson and the role play. The conversation during this period often
focused on specific problems the parents were havirg with their children.
During this time group leaders sought te understand how the parents were
handling these problems and then suggested alternatives to their present
discipline strategies. The meetings ended after a brief period of
socializing. Role playing proved to be a very useful way for the group
leaders to demonstrate both desirable and undesirable behavior management
practices. The presentctions by the aroup leaders left members free to be

critical of examples of inappropriate child care techniques where they might
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not have felt so free to criticize had the role play been done by other
parents,

The follow-up of what parents learned in group was provided during home
visits by the Family Workers. The workers helped the parents adapt what they
had heard at the group to their home situation. A combination of general
presentation of principles and techniéues coupled with discussion and followed
by home visits proved to be fairly successful.

The group also had some other benefits. A number of fathers who had only
limited involvement with their children became much more involved after the
male group leader urged them to help their wives learn to manage their
children's behavior. The fathers and mothers were also told that fathers play
a vital role in their children's development. As a result several fathers and
mothers revised their ideas about the ways fathers can béhinv°lved with their
childzen and the kinds of help they can offer their wives.

We found that this group provided an excellent forum for teaching
behavior management to parents. In several households the group stimulated
role changes that allowed information obtained iq the group to be used by both
Farents in a cooperative fashion. Parent reports indicated that several of
them found that the group allowed them to work with their children and to
reduce their children's behavior problems using less punitive strategies than
they had previously relied upon.

The purpose of another group was to provide socialization and help witﬁ
learning to solve problems to several young; isolated mothers. This group met
for more than a year. It was regularly attended by a group of five mothers
and by three other mothers who attended sporadicallv. The group met for about

ninety minutes. A talk by the group leader or a guest speaker lasted for the
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first thirty minutes. Group discussions of the presentation and of possible
solutions to problems members presented took the remaining hour.

The group accomplished a number of important tasks. The meetings were
effective in reducing some of the isolation of these mothers. In fact,

several of the groups' memberg became friernds and began to interact apart from
the group. The group supported the efforts of two of the mothers to find

employment. Group members also provided one another with helpful ideas about

how to solve resource and child behavior problems. ,

For the prcject‘a major advantage of the group was that it reduced the
need for workers to have more time consuming and costly individual contacts
with these clients. For the most competent mothers it was possible to
'eliminate routine individual visit entirely because both mothers and children
were seen regularly at tne time the group met.

Two groups were developed for a number of ISFAR mothers who were
retarded and for their preschool aged children. Both groups were initiated
because these mothers and children had few playful interactions and because
several of the mothers needed guidance on how to stimulate their children's
development. The first group was a play and discussion group. Both parents
and children participated in this group. The‘goals of the group were to: 1)
provide opportunities for mothers and children to have fun together; 2) to
present parenting information and situations in which parents could practice
what they learned with their children; and 3) to provide a pleasant situation
in which the parents could socialize.

The group was structured to begin with a period of socialization followed
by a period of instruction and guidance after which there was play with the

children. The group ended with refreshments for everyone. The content of

group sessions ranged from topics on child- proofing & room to personal
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grooming. During the parent-child play times, toys were introduced to the
mothers, and they were encouraged to present these to the children. The
content of these group sessions was geared to the parents' learning styles.
The information presented was specific; parents were given opportunities to
see demonstrations and to practice techniques under supervision.

A swim group was also available for these mothers and their children.
This group was held weekly for five weeks. The objective of this group, like
the other, was to encourage enjoyable interactién between parents and children
and to teach parents how to respond appropriately to their children' s moods
and interests. This group was possible because one of the family workers was
a Certified Water Safety Instructor and had experience with family swimming
activities. In the group, parents were encoﬁraged to be responsive to their
children's feelings as they helped the children overcome fear of the water.
Parents were algo taught water safety. Each mother learned how to hold her
child while they were in the water. Parents also learned to supervise their
children's play in the water. As a result of the group, a number of children
learned to do a swimming kick and had the opportunity to play in the water
under the supervision of their parents and ISFAR staff members. For both
groups, these parent-child group meetings provided workers with opportunities
to see how the éarents responded to their frustrations when their children
failed to do what their parents wanted. When problems arose, workers were

able to demonstrate procedures for reducing parent-child conflict.
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STAFFING FLAN
1. Identifying information:
a. Name:
b. Birthdate:
C. Residence (type and 1ocation):
d. Race:

e. Members of household:

2. Reason for referral:

3. Child's developmental status:

4. Medical and dental information:

5. Parents' perceptions of child's developmental level, accﬁracy of
perceptions:

6. Parents' affect, quality of thought, quality of judgement:

7. Locus of control:

8. Social history, family history:

9. Commitment - a) interview measure:

b) staff observations of commitment to child's care and

development:
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10. Resources: a)

11.

12.

13.

b)
c)
d)
e)
£)

9)

Concensus: a)

b)

Boundaries: a)

b)

c)

Personal boundaries

a)

number of people available to help mother with child

care:
household chores:
income:

physical healtﬁ:
emotional health
extended family
mobility

supportive relationships:

agreement of significant persons on problems
family and their solutions:

agreement on divisions of labor:

agencies involved with family:
what purpose do they serve:
to what extent are they interfering with the

ability to make their own decisions:

enmeshed, symbiotic, or isolated:

Parent Child Care Skills:
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Restaffing
l. Entry Information
A. Employment history
B. Educational level
C. Family History
abuse and/or neglected as a child
early parenthood
D. Marriage Problems
E. Characteristics - check those which apply
1. poor self image
2. low impulse control
3. no telephohe
4. no means of transportation
S. target child premature
6. unwanted pregnancy
7. alcohol
8. drug abuse
9. obvious mental hz2alth problems
10. obvious health problems
11. financial problems
F. Response to CPS Entry
G. How Long Before Client Defined Problem
H. First Prcblem defined and Worked On
1. Child related
2. Personal
3. Marital

4. Resources
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S. Intrapersonal
I. Cl.eck Appropriate Level on Problem Solving Skills
1. can identify problem
2. can get information needed to solve problem
3. can identify optiohs
4. can solve problem
J. How Many Moves
K. Where does Worker Identify Problems
1. child related
2. personal
3. marital
4. resources
5. intrapersonal
L. Had There Been Previous CPS Referrals (was CPS contact helpful to
the family)
M.  Had There Been Previous Removals
N. How Many Social Agencies or Helpers Were Involved and th
O. How Quickly Did You Expect This Family to Change
P. What Areas Did You Believe Change Would Occur in Fiwst
II. Process
A. Review Points
1-3 months 1. What kinds of problems were defined.
2. What kinds of changes happened.
3. How often were you in contact with the family
3-6 months 1. What kinds of problems were defined
2. what kinds of changes happened

3. How often were you in contact with the family
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6-9 months Same questions

9-12 months Same questions
12-15 months Same gquestions
15-18 months Same questions
18 months to present

B. Worker
1. Did the client have a change of worker at any time during this
period?
2. What effect if any was seen with this change?
3. Did Client seem to avoid worker at any time during this period?
c. Changes - check the following areas and indicate how much or often
1. Jobs
2. Schools
3. Reports to CPS
4. Unwar+ed Pregnancies
5. Trips to Emergency Room
6. Run out of food, rent money
7. Housing/home environment
8. Change in interaction with child
A. measure by Caldwell
3. observed by worker
C. observed by other
D. mentioned by client
9. Change in number of friends
10. Telephone o

11. Change in marital relationship
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12,

13.

14.

15.

le.

Change in self-image

Change in problem solving skills
Change in reason for referral
Will this change ke maintained

What kind of on-going support is needed?
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DISSEMINATION ACTIVITIES
Throughout the three years of the project we have been sharing
information with others in workshops, conferences and round=-table
discussions. As the project is drawing to an end, these activities have
increased.

Presentations, 1978 - Local:

1. Presentation to the ISFAR advisory Group, Omaha, Nebraska, April

1978.

.

2. Dealing with Families who Abuse their Children - Child care staff -
Omaha Housing Authority, Omaha, Nebraska, June 1978.

3. "Working with Neglecting Families" - University of Nebraska Caild
Welfare Class, Omaha, Nebraska, November 1978.

Presentations, 1979 - Local and State:

1. "Profile of an Abusing Family" - Head Start staff, Omaha, Nebraska,
April, 1979.

2. "Effects of Abuse and Neglect'on Children," Symposium Early
Childhood Education, llebraska Psychiatric Institute, Omaha, April
1979.

3. "Working with Involuntary Clients," Child Abuse Council of Omaha,
April 1979.

4. Working with Abusing and'Neglecting Families," in staff training,
Eastern Nebraska Human Services Agency, May.1979.

5. "Abusive Families," Nebraska Association of Counselors, Lincoln,
Nebraska, September 1979.

6. "Services for Families," Inservice training for residents at

Creighton University Medical School, October 1979.
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National:

1. "Assessment and Planning of In-Home Services," Second Annual
Symposium on In-Home Services, Iowa City, Iowa April 1979.

2. '"Assessment and treatment planning for in-home services: Two
approaches to family assessment," Annual meeting of the American
Association of Psychiatric Services for Children, Chicago, Illinois,
November 1979.

3. "Enhancement of Parental Attachment and Child Care Skills in At-Risk
Foster Placement Families," Annual meeting of the Americian
Association of Psychiatric Services for Children, Chicago, Ill.,
November 1979.

4. "services to Child Protection Families," Region VII Child wWelfare
Program Committee meeting, Kansas City, Missouri, December, 1979.

1980 Presentatimns - Local and State:

l. "Family Stress and Incest," Girls Club staff and program
participants, Omaha, Nebraska, April and November 1980.

2. "dbuse and Neglect," KESY, Broadcast, Profile of Problems, Omaha,
Nebraska, April 1980.

3. "abuse and Neglect," KIOS Radio Broadcast, Issues of Concern -
Problem, Omaha, Nebraska, April 1980.

4. "Working with Developmentally Disabled Parents," Child Abuse
Council of Omaha, May 1980.

5. "Chronic Client," Family Services of Omaha - Council Bluffs, May

1980.

6. "In Home Services," Department of Public Welfare staff, Lincoln,

Nebraska, July 1980.
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7. "iSFAR Project,” KFAB Radio Broadcast, Health Issues - Problems,
Omaha, Nebraska July 1980.

8. "Initial Findings - ISFAR," Nebraska County Welfare Director's
Meeting, York, Nebraska, September 1980.

9. "Assessment for Protective Services," Fall Social Work Workshop,
Lincoln, Nebraski, October 1980.

10. "Research in Child Abuse,"™ UNO School of Social Work, clAss on
research, Omaha, Nebraska, November 1980. . ’

11. "Abuse and Neglect," Joni Ballion Show, Omaha, Nebraska, November
1980.

12. '"Stresses ‘in Parenting," Conference for Family Life Educators,
Creighton University, Oraha, Nebraska, 1980.

National:

1. "The Curriculum Content for Specialization in Child Welfare,"
Region VII Dissemination meeting in Social Work Education in Child
Welfare, Kansas City, Missouri, April 1980.

2. "The Child Welfare Practicum," Region VII Dissemination meeting in
Social.Work Education in Child Welfare, April 1980.

3. "Working with Involuntary Clients," Child Welfare League, Des
Moines, Iowa, May 1980.

On-Going Training, 1980:

Planned and delivered initial and ongoing training for Parent
Assistance Line Volunteers, Omaha, 1980, 1981.

Developed curriculum and taught 8 week course, "Working with

0

Abusive and Neglectful Families," school of Social Work, University of

Nebraska at Omaha, Omaha, Nebraska 1980-81.
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Presentations 1981 - Local and State

1. "Assessment and Case Planning,” Child welfare workers. Department
of Publié Welfare, Lincoln, Nebraska, February 1981.

2. "Working with Multi-problem Families," University of Nebraska at
Omaha School of Social Work, 1981.

National:

1. "Possibilities for Change: The Intellectually Handicapped Parent,"
Fifth National Conference on Child Abuse and Neglect, Milwaukee,
Wisconsin, april 1981.

2. "The Intellectually Limited Parent," NASW National Symposium,
Philadelphia, Pennsylvania. November 1981.

3. "Working with Neglecting Families," AmericanIOrthopsychiatric
Association Meeting, San Francisco, California, March 1982.

4. "Network Foster Placement for Children,” American Orthopsychiatric
Assoriation Meeting, San Francisco, California, March 1982,

Publications:

1. Rosenberg, S.A., Robinson, C.C., and McTate, G.A., "Assessment and
planning of in-home services," In Bryce M. & Lloyd, J. (Eds.), Home

Based Services for Families, Springfield, Ill., C. Thomas, 1980.

2. Rosenberg, S.A., & McTate, G.A., "The intellectually limited

parent: Problems and prospects,"” Children Today, 1982,11, 24-37.

Future Dissemination Plans:

Futur~ plans include a presentation to the Director of the
Departmmnt of public Welfare, Lincoln, Nebraska, not yet scheduled and
submission of three in progress papers for put. ' -at on, papers

concerning the chronic client, social network foster placements.




A videotape on intel;ectually limited parents is now in production.
Materials developed by ISFAR are now being incorporated into the Child
Welfare Curriculum for Social Work at the University of Nebraska -
Omaha, and into the training of child welfare workers by the Nebraska

Department of Public Welfare.
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