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PREFACE

The system of care for severcly emotionally disturbed children and adolescents has been of
great interest over the last scveral years.  The conceptualization of this system has been a
major focus in the advancement of the avaitability and approp.iatencss of scrvices for this
underserved  population.  In 1982, Jane K.outzer cstimated in her seminal study, Unclaimed
Children, that of the three million children with scrious cmotional disturbances in  this
country, two million were recciving no treatment whatsoever  and  countless  others  were
receiving inappropriatcly restrictive carc because of the lack of community-based scrvice
alternatives,  Knitzer documented that only 21 states had a child and adolescent administrative
unit within their departments of mental health and asserted that this dearth of lcadership,
lack of appropriatc child mental health services, and fragentation of systems has resulted in
literally miillions of children with scrious cmotional problems “falling through the cracks.”

in 1986, Leonard Saxc performed a study for the Office of Technology Assessment (OTA) of
the United States Congress, which confirmed Knitzer’s findings.  Saxc introduced this report,
Children’s Mental Health:  Problems and Services, to Congress with the statement:  "Mental
hcalth problems arc a source of suffering for children, difficultics for their familics, and great
loss for socicty. Though such problems arc somctimes tragic, an cven greater tragedy may be
that we currently know morc about how to prevent and treat children’s mental health
problems than is reflected in the care available,” Saxe presented three major conclusions:

o Many children do not receive the full range of nccessary and appropriate  scrvices to
trcat their mental health problems effectively.

0 A substantial theorctical and rescarch  basc suggests  that, in general, mental  health
intcrventions for children arc helpful,

o Although there scem to be shortages in all forms of children’s mental health care, there
arc particular shortages of community-based scrvices, case management, and coordination
across child scrvice systems,

Even before the OTA study, Congress responded to these problems and to growing calls for
change from the ficld, by funding, in 1984, an initiative to demonstrate the development of
better functioning scrvice systems.  This cffort led the National Institute of Mental Health to
develop the Child and Adolescent Scrvice System Program (CASSP).  CASSP now supports 42
states in the development of interagency efforts to improve the systems under which the most
troubled children and youth receive services,  Through state and community level grants, the
agencics that serve these youngsters - mental health, health, social wellare, juvenile justice
and special education -- are brought together to develop system change processes.

As states began struggling with system change, a number of critical questions evolved:

o What should a scrvice system for children with serious emntional problems encompass?
o Toward what ncw configuration or ideal should scrvice system change be directed?

0 What are the components of the system?

o What is the ultimate goal of such systems change?

To provide a conceptual framework for the ficld and to answer these questions,  CASSP
supported the publishing of A System _of Care for Severely Emotionally Disturbed Children and
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Youth by Beth Stroul and Robert Fricdman in 1986, This menograph has been called a
blucprint for action in the child mental health ficld.

Stroul and Fricdman described the various service options required by these youths and the
nced for continuums of care across all of the relevant child-serving agencics.  From  these
components, they proposed a design for a greater "System of Care" encompassing both the full
range of services and the mechanisms required for the assurance of their appropriate delivery.

The System of Carc monograph describes a continuum of mental health services for severely
cmotionally disturbed children and adoleseents.  This continuum includes a group of important
nonresidential service options that have been under-represented in state and communities.  In
order to assist statcs and communitics that wish to develop a full system of care, CASSP
initiated a major study on family-centered and community-based  scrvices for  children and
adolescents  with  scrious  emotional  disturbance, which  has resulted in  this series  of
monographs.

This new scrics, which includes four volumes focusing on home-based scrvices, crisis scrvices,
therapeutic foster care, and systems of care, complements the System_of Carc monograph as
well as an carlicr CASSP publication, Profiles of Residential and Day Treatment.  Beth Stroul
and Sybil Goldman have performed an extraordinary task in reviewing information on hundreds
of community-bascd programs, in synthesizing this information, and in analyzing current
trcatment practices and scrvice delivery strategics utilized within  cach of the three scrvice
modalitics mentioned above. They have produced a truly “state-of-the-art” scrics on home-
bascd scrvices, crisis services, and therapeutic foster care.  In addition, they have deseribed
in clcar and dircct prosc three actual communitics that have attempted to design  and
implement  well-functioning systems of carc for children with scrious emotional problems and
their familics.  This scrics constitutes a major contribution to the ficld and should be of great
interest to  program  administrators  at  both the statc and community levels, to  scrvice
providers, to parents, and to advocates -- to all those interested in improving or developing
community-based scrvice options for these children and youth.

Ira S. Lourie, M.D.
Chicl, Child and Family Support Branch
National Institute of Mcntal Health

Judith Katz-Lcavy, M.Ed.

Assistant Chicf, Child and Family Support Branch
National Institute of Mcntal Health
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INTRODUCTION

This document is part of a serics of monographs on community-based scrvices for children and
adolescents who are scvercly emotionally disturbed published by the Child and Adolescent
Service System Program (CASSP) Technical Assistance Center at Georgetown University.  This
serics is the product of an extensive national study of community-based service approaches for
this population and includcs the following voluincs:

Volume I: Home-Based Services
Volume II: Crisis Scrvices

Volume III: Therapeutic Foster Care
Volume 1V: Systems of Care

There is broad agreement that comprehensive, community-based systems of care for youngsters
who arc scvercly cmotionally disturbed and their familics are nceded, and the development of
thesc systems has become a nationdl goal. Many communitics offer the more traditional
components of the system of carc, such as outpaticnt, inpaticnt, and residential treatment
scrvices.  However, there arc a growing number of promising and innovative treatment
approaches cmerging in the ficld, and there is a tremendous need for information about thesc
scrvice alternatives.  The study of community-based scrvices, funded by the National Institute
of Mcntal Health Child and Adolescent Scrvice System Program, was designed to identify and
describe three types of scrvices -- home-based scrvices, crisis scrvices, and therapeutic foster
care.

The study was conducted from 1986 to 1988 and initially involved a survey of over 650
organizations and individuals requesting that they identify programs providing home-based
scrvices, crisis scrvices, and therapeutic foster carc to a population of severcly emotionally
disturbed children.  The initial survey resulted in the identification of approximatcly 200
programs across thc nation.  An cxtensive questionnaire then was sent to all identificd
programs in order to gather detailed information about their organization, philosophy, services,
client population, staffing patterns, costs, sources of financing, cvaluation results, problems
cncountered, and other aspects of their programs.  Responses were received from more than 80
programs in 36 states, and a onc-page profilc summarizing major characteristics was prepared
for each respondent program.,

With the assistancc of an advisory committee, several programs in cach category were sclected
for in-depth study through sitc visits.  The programs were sclected with the goal of
maximizing variation along kecy dimensions, including different  service approaches and
trcatment  philosophics, grographic rcgions, types of communitics, and age groups or minority
populations served.  Additionally, an attempt was madc to sclect programs that cxemplify the
corc values and guiding principles for the system of care deseribed in Chapter 1 of this
document.  The programs sclected for site visits were not necessarily considered "model
programs.  Rather, they were sclected to serwe as cxamples of a variety of service delivery
approaches.  There are, of course, a great many other programs in the ficld which arc also
extremely cffective in providing these types of scrvices to troubled children and their families.

In addition to sitc visits to programs in cach of the service categorics, the advisory committee
rccommended  visiting  three  communitics that appearcd to have a wide array of serviee
components in place as well as cffective mechanisms for linking and integrating these services
into a coordinated system of care. Three-day site visits were conducted in order to become
immersed in the programs in an attempt to determine what makes them successful.  The site
visits involved obscrvation of program activitics and cxtensive mectings and  discussions  with
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program administrators, staff at all levels, staff from other community agencics, parents,
foster parents, and children.

The analysis phase of the project involved synthesizing the information obtained from the
survey, site visits, and literature review in each of the scrvice categorics. This monograph
series represents the major study product, each volume providing a descriptive overview of the
service approach, case studics of the programs visited, and profiles of the programs responding
to the survey. The monographs are designed to provide information that will be helpful to

statc and community agencies, advocates, and others who arc interested in developing these
types of programs.

FEN
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1. A SYSTEM OF CARE FOR CHILDREN AND ADOLESCENTS
WHO ARE SEVERELY EMOTIONALLY DISTURBED

In her book Unclaimed Children, Kaitzer (1982) rcported that two-thirds of all children and
youth who are scvercly cmotionally disturbcd do not reccive the services they nced.  Many
others receive inappropriate, oftcn cxcessively restrictive, carc.  Recently, there has been
increasing activity to improve scrvices for children and adolescents who arc scvercly
emotionally disturbed. In 1984, with funding appropriated by Congress, the National Institu:e
of Mental Hzalth (NIMH) launched the Child and Adolescent Service System Program (CASSP)
to assist statcs and communitics to dcvelop comprchensive, community-based systems ! care
for emotionally disturbcd youth and their familics.  Coalitions of policymakers, providers,
parents, and advocatcs currently are being forged across the nation to promote the
development of such systcms.

This chapter presents a model system of carc along with principles for scrvice delivery.  The
modcl and principles were developed through a project sponsored by CASSP with broad input
from the ficld (Stroul & Fricdman, 1986). The model offers a conceptual framework to provide
direction to policymakers, planncrs, and providers. Individual service componcents, such as
those described in this scrics, should be considered in the context of the overall system of
carc.

BACKGROUND

Nearly two dccades ago, the Joint Commission on thc Mental Health of Children (1969) found
that millions of chiidren and youth were not receiving necded mental health scrvices and that
many others reccived unnccessarily restrictive care, often in statc mental hospitals.  The
President’s Commission on Mecntal Hcalth (1978) cchocd the Joint Commission’s conclusions,
finding that fcw communitics provided the volume or continuum of programs nccessary to mect
children’s mental hcalth nceds. Both Commissions recommended that an iricgrated nctwork of
services be developed in communitics to meet the nceds of children and youth who are
severely emotionally disturbed.  Knitzer (1982) asserted that the nceds of scverely emotionally
disturbed children have remained largely unaddressed.  She considers these children to be
"unclaimed” by the public agencics with responsibility to serve them.  Most recently, the
Office of Technology Asscssment (OTA) of the United States Congress (1986) found that many
children do not rcccive the full range of necessary and appropratc scrvices to trcat their
mental health problems cffectively. The OTA report stated that it is a tragedy that "we
currently know more about how to prevent and treat children’s mental health problems than is
reflected in the care available.”

Thesc rcports and others have made it apparent that the range of mental health and other
services nceded by children and  adolescents who are severcly cmotionally  disturbed s
frequently unavailable.  Many children arc institutionalized when less restrictive, community-
based services would be more cffcctive.  Additionally, there have been few attempts to get
mental hcalth, child wclfare, juvenile justice, health, and education agencics to work together
on bchalf of disturbed children and youth. This has left children and youth who have scrious
and complex problems to receive services in an uncoordinated and piccemcal fashion, if at all.

Currently, there is broad agreement about the critical need to improve the range,
appropriatencss, and coordination of scrvices delivered to  severely emotionally  disturbed
children and their familics. The development of comprehensive, coordinated, family-centered,
and community-bascd "systcms of carc” for children and youth has become a aational goal.
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The term “continuum of carc” has been used extensively in the ficld to deseribe the range of
services  needed by children  and  adolescents who  are severely  emotionally  disturbed.
Throughout this document, the term “system of care" is employed.  "Continuum of care”
generally denotes a range of scrvices or program components at varying levels of intensity.
These arc the actual program clements and scrvices needed by children and youth. "System of
carc" has a broader connotation. It not only includes the program and scrvice componcnts,
but also encompasses mechanisms, arrangements, structurcs, or processes to insurc that the
services arc provided in a coordinated. cohesive manner. Thus, the system of care is greator
than the continuum, containing the components and provisions for scrvice coordination and
intcgration.

A system of care, therefore, is defined ss foliows:

A systemr of carc is a comprchensive spectrum of mental health and other nceessary
services which arc organized into a2 coordinated nctwork to mect the multiplc and
changing ucceds of children and adolcscents who arc scvercly cmotionally disturbed
and their familics.

This chapter describes how these systems of care might look and the values and philosophy
that should guide scrvice delivery.

PRINCIPLES FOR THE SYSTEM OF CARE

The system of carc concept represents more than a network of service components.  Rather, it
represents a philosophy about the way in which scrvices should be delivered to children and
their familics. The actual components and organizational configuration of the system of carc
may differ from state to statc and from community to community. Despite such differences,
all systems of carc should be guided by a sct of basic values and opcrational philosophics.

There is gencral agreement in the field as to the values and philosophy which should be
embodied in a system of carc for youth who arc scvercly cmotionally disturbed.  With
extensive consultation from the field, two corc valucs and a sct of ten principles have becn
developed to provide a philosophical framework for the system of care model.

The two core values arc central to the system of carc and its opcration. The first -awr. is
that the system of carc must be driven by the nceds of the child and his or her family, In
short, the system of carc must be child-centered, with the nceds of the child and family
dictating the types and mix of seivices provided. This clild-centered focus is seen as a
commitment to adap! scrvices to the child and family rathcr than expecting the child and
family to conform to pre-cxisting service configurations. It is also scen as a commitment to
provide scrvices in an cnvironment and a manner that cnhances the personal dignity of
children and familics, respeets their wishes and individual goals, and maximizes opportt iitics
for involvenient and self-determination in the planning and dclivery of services.

Implicit in this valuc is that the system of care is also family-focuscd. In most cases, parents
are the primary carc givers for children with scvere emotional disturbances, but cfforts to
work with and support families are frequently lacking.  Parcnts often icel blamed, ssolated,
frustratcd, discnfranchiscd, and shuffled from agency to agency, provider to provider, The
system should be committed to supporting parcents as carc givers through services, support,
cducation, respite, and more. There should also be a strong commitment to maintaining the
integrity of thc family whenever possible.  Recent experience has confirmed that intensive
services provided to the child and family can minimize the necd for residential trcatment, and
that residentiar placements of all types arc overutilized (Bchar, 1984; Friedman & Street, 1985
Knitzer, 1982; Stroul & Fricdman, 1986; United States Congress, 1986)
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The second core valuc holds that the system of care for emotionzlly disturbed children should
bc community-bascd.  Historically, scrvices for this population have been limited to  state
hospitals, training schools, and other reswictive institutional facilitics.  There has  been
incrcasing interest and progress in scrving such chiidren in community-based programs which
provide less restrictive, more normative cnvironments. The system of care should embrace the
philosophy of a community-based, family-centered network  of services  for  emotionally
disturbed youth.  While “institutional” care may be indicatcd for certain children at various
times, in many cascs approprialc scrvices can be provided in other, less restrictive scttings
within or closc to the child’s home community.

In addition to these two tundamental values for the system of care, ten principles have been
identificd which cnunciate other basic belicfs about the optimal naturc of the system of care.
The values and principles are displayed on the following page.

SYSTEM OF CARE FRAMEWORK AND COMPONENTS

The system of carc model presented in this chapter represents one approach to a system of
carc. No single approach as yet has been adequately implemented and tested to be considered
thc idcal model.  The model presented is designed to be a guide and is based on the best
available cmpirical data and clinical cxpericnce to date. It is offered as a starting point for
states and communitics as they seck to build their systems, as a bascline from which changes
can bc madc as additional rescarch, expericnce, and innovation dictate.

The system of carc model is organized in a framework consisting of seven major dimensions of
service, each dimcension representing an arca of need for children and their familics.  The

framework is presented  graphically on the following page and includes the following
dimensions:

Mental health scrvices
Social scrvices
Educational scrvices
Hcalth services
Vocational scrvices
Recreational services
Opcrational scrvices

NS nmAe WD =

The system of carc model is intended to be function-specific rather than  agency-specific.
Each scrvice dimension addresses an arca of nced for children and familics, a set of functions
that must be fulfilled in order to provide comprehensive services to meet these needs.  The
model is mot intended to specify which type of agency should fulfill any of the particular
functions or nceds.  Certainly, particular agencics typically provide certain of these scrvices.
Educational scrvices, for cxample, arc provided most often by school systems, and social
scrvices generally are associated with child welfare or social welfare agencies.  One  might
assume that the mental health services should be provided by mental health agencics.  This,
however, is often not the casc.

All of the functions included in the system of care dimensions may be fulfilled by a varicty of
agencics or practitioners in both the public and private scctors. TerdpulllC group care, a
component in the mental health dimension, often is fulfilled by juvenile justice agencics and
social scrvice agencics as well as by mental health agencics.  Day trcatment is another mental
health  function  that is  frequently fulfilled by cducational agencics, ideally in  close
collaboration with mental health providers.
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10.

CGRE VALUES FOR THE SYSTEM OF CARE

The system of care should be child-centered, with the needs of the child and family
dictating the types and mix of services provided.

The system of care should be community-based, with the locus of services as well as
management and decision-making responsibility resting at the community level.

GUIDING PRINCIPLES FOR THE SYSTEM OF CARE

Emotionally disturbed children should have access to a comprehensive array of services
that address the child’s physical, emotional, social, and educational needs.

Emotionally disturbed children should receive individualized services in accordance with
the unique needs and potcntials of each child and guided by an individualized scrvice plan.

Emotionally disturbed children should receive services within the least restrictive, most
normative environment that is clinically appropriate.

"he families and surrogate families of emotionally disturbed children should be full
carticipants in all aspects of the planning and delivery of services.

Emotionally disturbed children should receive services that are integrated, with linkages
between child-caring agencies and programs and mechanisms for planning, developing and
coordinating services.

Emotionally disturbed children should be provided with case managecment or similar
mechanisms to ensure that multiple services are delivered in a coordinated and therapeutic
manner and that thev can move through the system of services in accordance with their
changing needs. :

Early identification and intervention for children with emotional problems should be
promoted by the system of carc in order to enhance the likelihood of positive outcomes.

Emotionally disturbed children should be ensured smooth transitions to the adult service
system as they reach maturity.

The rights of emotionally disturbed children should be protected, and effective advocacy
efforts for emotionally disturbed children and youth should be promoted.

Emotionally disturbed children should rcceive services without regard to race, rcligion,

national origin, scx, physical disability, or other characteristics, and services should be
sensitive and responsive to cultural d..ferences and special needs.
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While the roles and resyonsibilitics of specific  agencies  arc  acknowledged, many of the
services can  be, and are, provided by differeat  agencies  in different  communitics.
Furthcrmore, many of these services are provided not through the cfforts of any single agency
but through multi-agency collaborative efforts.  Such collaborations arc important not only in
identifying nceds and planning services but also in developing, funding, and operating scrvices.
It should also be recognized that services arc not always provided by agencics.  Some
functions within the system of carc may be fulfilled by familics, parent cooperatives, or other
arrangements.  In addition to public scctor agencies and staff, private sector facilitics and
practitioners can play a pivotal role in the system of care, providing a wide range of scrvices
within cach of thc major dimensions.  Additionally, juvenile justice agencics play an important
rolc in the system of care by providing a widc range of services to children and adolescents
who have broken the law (Shore, 1985).

An important aspect of the concept of a system of carc is the notion that all comporents of
the system arc interrelated and that the effectivencss of any one compos. ! is rclated to the
availability and cffectiveness of all other components.  For cxample, the same day trcatment
scrvice may be more cffective if embedded in a system that also includes good outpaticnt,
crisis, and residential trcatment than if placed in a system where the other services arce
lacking. ~ Similarly, such a program will bc more cffective if social, hcalth, and vocational
scrvices are also available in thc community than if they are absent or of low quality. In a
system of carc, all of the components are interdependent -- not only the components within a
service dimension such as mcntal health, but all of the scven scrvice dimensions that comprise
the model.

Within cach of the sceven service dimensions is a continuum of scrvice components.  These
dimensions and the components within them arc displayed on the following page. Of primary
importance is thc dimension of mental health scrvices since these are critical services for all
children who arc scvercly cmotionally disturbed.  These scrvices are divided into seven
nonrcsidential catcgories and seven residential categorics.  When considering the individual
services, it should be recalled that these are componcnt parts of an overail system of carc.
The boundaries between the various dimensions and components are not always clear, and
frequently there is overlap among them.  While they are listed individually, the system of care
dimensions and scrvice components cannot be operated in isolation. Only when the services
arc enmeshed in a cohcrent, well-coordinated system will th. needs of severely emotionally
disturbed youngsters and their familics be met in an appropriate and cffective manner.

A critical characteristic of an cffective system is an appropriatc balance between  the
componcents, particularly between the more restrictive and less restrictive services.  If such
balance is not present, then youngsters and familics will not have a chance to reccive less
restrictive  services  before moving to more  restrictive  scrvices.  1f, for example, within a
community thcre arc no intensive home-based scrvices, only 20 day treatment slots and 50
residential trcatment slots, the system is not in balance. Most likely, youngsters and fumilics
will have no opportunity to participate in home-bascd or day treatment services becausc they
are rclatively unavailable, and the residential components of the system will be overloaded
with youngstcrs, some of whom might have been diverted from residential treatment if there
had been more nonresidential services available.

At the present time there arc no clear, cmpirically-based guidclincs about the appropriate
capacity within cach component of a system of carc.  Implicit within a model system of
service, howcever, is the cxpectation that more youngsters will require the less restrictive
services than the more restrictive oncs, and that service capacity, therefore, should diminish
as onc procecds through the system.  As additional rescarch and field expericnce are
accumulated on systems of care for scvercly cmotionally disturbed children, it may become
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COMPONENTS OF THE SYSTEM OF CARE

1. MENTAL HEALTH SERVICES

Nonresidential Services:

Prevention

Early Identification & Intervention

Assessment
Outpaticnt Treatment
Home-Based Scrvices
Day Treatment
Emcrgency Scrvices

Residential Services:

Therapeutic Fostcr Carc
Therapeutic Group Carc
Therapeutic Camp Scrvices
Independent Living Scrvices
Residential Trcatment Scrvices
Crisis Residential Scrvices
Inpaticnt Hospitalization

2. SOCIAL SERVICES

Protective Services
Financial Assistance
Home Aid Scrvices
Respite Care
Shelter Services
Foster Carc
Adoption

3. EDUCATIONAL SERVICES

Asscssment & Planning
Resource Rooms

Sclf-Contained Special Education
Special Schools

Homc-Bound Instruction
Residential Schools

Alternative Programs

4. HEALTH SERVICES

Health EJucation & Prcvention
Screening & Asscssment
Primary Care

Acute Carc

Long-Term Care

5. VOCATIONAL SERVICES

Carecr Education
Vocational Assessment
Job Survival Skills Training
Vocational Skills Training
Work Experiences
Job Finding, Placcment

& Retention Services
Supported Empioyment

6. RECREATIONAL SERVICES

Reclationships with Significant Others
After School Programs

Summer Camps

Spccial Recreational Projects

7. OPERATIONAL SERVICES

Casc Management
Sclf-Help & Support Groups
Advocacy

Transportation

Legal Services

Voluntcer Programs
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possible to definc the optimal ratios of capacitics in the different  system  components
(Fricdman, 1987).

The opcrational scrvices dimension s somewhat  different from the other system of care
dimensions.  This dimension includes a range of support services that can make the difference
between an cffective and an incffective system of carc but do not fall into a specific
catcgory. Instead, they cross the boundarics between different types of scrvices.  They arc
called "operational scrvices" because of their importance to the overall effective operation of
the system.  The services included in this dimcnsion arc casc management, self-help and
support groups, advocacy, transportation, legal services, and volunteer programs.

Casc management is a service within this dimension that can play a critical role in the system
of carc. Bchar (1985) calls casc management "perhaps the most cssential unifying factor in
service delivery.”  The important role that case management can play in a system of scrvice
has been incrcasingly recognized in recent years but has been operationalized in only a few
statcs.

Casc management can be provided to youngsters in both residential and nonresidential
programs. It involves brokering scrvices for individual youngsters, advocating on their behalf,
insuring that an adcquatc trcatment plan is developed and implemented, reviewing clicnt
progress, and coordinating scrvices.  Casc management involves aggressive outrcach to the
child and family, and working, with them and with numcrous community agencics and resources
to cnsurc that all nceded services and supports are in place.  One important trend in scrving
cmotionally disturbed children is to combine specialized case management with the availability
of flexible funds to sceurc the specific mix of services and supports nceded by cach individual
child and family on a case-by-case basis (Update, 1986).

Advocacy can also play a critical role in the system of care. "Casc' advocacy, or advocacy on
behall of the nceds of individual children, is nceded as well as “class” advocacy, or advocacy
on behalf of a group of children. Class advocacy, if successful, can have a greater impact than
casc advocacy becausc it can producc changes that affect more children (Knitzer, 1984).
Efforts to advocatc for improved scrvices are beginning to take the form of coalitions of
parent, provider, professional, and voluntary advocacy organizations.  Thesc coalitions are
forming at community, state, and national levels and arc beginning to provide a much needed
voice in support of system of care development.

The increased interest in advocacy is one of the more cncouraging signs in the children’s
mental health ficld in recent years. A key issuc affecting the degrec to which effective
systems of carc will be developed is the cxtent to which strong, persistent, and well-targeted
advocacy cfforts can be developed.

SERVICE DEVELOPMENT

The modcl described in this chapter can be used as a guide in planning and policymaking and
provides a framcework for asscssing present services and planning improvements. It cz- be
conccptualized as a blucprint for a system " carc which cstablishes dircctions and goals.
States and communitics should revisc and adapt the model to conform with their nceds,
cnvironments, and scrvice systems. The model also must be regarded as flexible, with room
for additions and revisions as expericnce and changing circumstances dictate.

Most important is the acknowlcdgement that conceptualizing a system of carc repreesnts only

a preliminary step in the scrvice system improvement process. Development of a system of
carc modcl is a planning task whict must be followed by implementation activitics. While
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designing o systent of care is an cssential and challenging task, the real challenge for states
and communitics is to transform their system of care plans into reality.

Using the framework that the mental health dimension of this model provides, it is apparent
that  many communitics arc able to provide the more traditional scrvices to  emotionally
disturbed children and their familics, scrvices such as outpaticnt scrvices, inpatient services,
and scrvices in residential treatment centers.  The service gaps gencrally include some of the
more innovative  scrvice  approaches such as home-based  scrvices, intensive  day treatment,
therapeutic foster care, crisis services, casc management, and support scrvices such as respite
care.

Because these types  of serviees  frequently are lacking  in communitics, the s dy of
community-based scrvice approaches was initiated by the CASSP Technical Assistance Center
at Georgetown University,  The intent of the project was to develop and disseminate detailed
information  about  specific  service  delivery  approaches  in order to  assist  states  and
communitics in their cfforts to implement similar programs.  Thus, this scrics is designed to
provide the tools for policymakers, planners, providers, parents, and advocates to translate
their system of care plans into reality,

The three service components selected for study and described in the series are home-based
services, crisis services, and therapeutic foster care.  Home-based  services  are counscling,
support, and casc management services provided on an outreach basis to work intensively with
scvercly cmotionally disturbed children and their familics in their homes.  Many home-based
scrvice programs arc crisis-oricnted, ntervening dJuring crisis situations in which the child is
in imminent danger of placement in an out-of-home sctting.  These programs work intensively
with familics on a relatively short-term basis with the goal of stabilizing the child and family
and connccting them with ongoing services as needed.  Other programs have developed longer
term  homc-based interventions to work more  cxtensively  with  familics.  Some  of these
programs arc based on the assumption that familics can benefit from a long and stable
association with a professional.  Some of the major characteristics of home-based  services
include the following;

o The interventiorn is delivered primarily in the family'’s r2 me,

o The intervention is multifaceted and includes counscling, skill training, and helping the
family to obtain and coordinate neeessary services, resources, and supports.

o Staff have small cascloads to permit them to work actively and intensively  with  cach
family.

o The programs arc committed to empowering familics, instilling hope in familics, allowing
familics to sct their own goals and prioritics and assisting them to achieve these.

Crisis  serviees for children and  adolescents  involve  numerous  types  of agencics,  serviees,
scttings, and personnel that respond to crisis situations.  The range of services includes crisis
telephone lines, often specialized for particular types of problems such as suicide or substance
abuse;  walk-in - and  outpaticnt crisis intervention  services; mobile  crisis  outreach  services
including  home-based services and  cmergeney medical tcams; and  crisis residential  services
including runaway shcliers, crisis group homes, therapeutic fester homes used for short-term
crisis placements, and crisis  stabilization units.  Inpaticnt  hospitalization services of various
types are scen as back-up to these other types of crisis services, to be used when other
approaches are not adequate for responding to particular situations.



The underlying goals of virtwally all of the crisis programs identificd in the study were to
assist children and adolescents and their familics to resolve crises and to avert hospitalization,
Despite diversc approaches and scttings, there are many similaritics among crisis programs for
children with emotional disturbances:

o They intervene immediatcly.

o They provide bricf and intensive treatment.

0 They focus treatment on problem solving and goal sctting.

o They involve familics in treatment.

=]

They link clicnts and familics with other community services and supports.

Because crisis scrvices provide briel, intense interventions, they gencrally are followed by
other services.  Thus, it is critical for crisis programs to maintain strong and cffective
linkages with all other componcents within the overall system of care.

Therapeutic foster care is considered the least restrictive, most normalizing of the residential
options within thc system of carc. There is much controversy over what therapeutic foster
carc should be called -- foster family-based treatment, special foster care, individualized
residential treatment, and other labels.  The primary concern is differentiating therapeutic
foster care, which is a form of trcatment for troubled children, from regular foster care.
Therapeutic  foster home  programs report that they successfully scrve some of the most
severely disturbed youngsters in home scttings, son.c youngsters that could not be managed in
the most restrictive, highly supervised institutional scttings.

Therapeutic foster care usually involves:

o Rccruitment of trcatment parents specifically to work with cmotionally disturbed  children.
Treatment parents arc seen as the primary therapeutic agents,

o Provision of specialized training to the trcatment parents to assist them in working with
cmotionally disturbed children and  creation of a support system among the treatment
parents.

o Payment of a special stipend to the treatment parents significantly higher than the rate of
payment for regular foster care.

o Staff who work closcly with cach child and trecatment family and usually assume both
clinical and case management rolcs.

o Counscling, support, and othcr forms of assistance to biological familics.

Therapeutic fosler care programs can be flexible and can casily individualize the treatment
approach and program for cach child. They can serve both sexes, children of different ages,
and children with a wide varicty of problems. Somc therapeutic foster care programs offer
morc intensive versions for children with the most severc problems. These involve hiring a
human scrvice professional to scrve as the trcatment parent and provide full-time, onc-on-one
carc for a severcly disturbed child or utilizing rotating shifts of foster parcnt assistants to
provide intcnsive, continuous carc and supervision in the context of the therapeutic fost
home.



While cach volume of the scrics describes a particular service component, the interdependence
of all system components should be kept in the forcfront. No cnc scrvice or program can
meet the complex needs of emotionally disturbed children and their familics. Thus, it may not
be wisc to devote all available resources to developing onc or two services without considering
thc entirc system.  Each of the scrvices described in this serics must be part of a
comprehensive, coordinated system of care which is dedicated to mccting the multiple and
changing nceds of severely emotionally disturbed youngsters and their familics.  Volume IV of
this scrics describes the cfforts of scveral communitics to link a vareity of service componcnts
into well coordinated systems of care.
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1. HOME-BASED SERVICES

HISTORY

Home-based scrvices arce interventions delivered to children and their familics primarily in the
family’s home.  Such scrvices have been given multiple designations including in-homc servicees,
family-centered  scrvices, family-based services, intensive family services, family preservation
services, and others.  While there are distinctions among program characteristics, most home-
based scrvices represent an intensive mcthod of scrvice delivery  which focuses on familics
rather than on individuals and is dirccted at strengthening  familics and preventing family
dissolution (Hutchinson, Lloyd, Landsman, Nclson, & Bryce, 1983).

The concept of home-based scrvices for persons with spccial needs is not a4 new onc.
Levenstcin  (1981) noted that school systems have provided home tutoring programs for
physically and cmotionally disabled students; visiting nurses have provided home health care
since thc end of the nincteenth century; and churches historically have ministered to the
disabled in their homes. However, the use of intensive home-based services as social service
and mental health interventions represents more recent trends.

In Amcrican socicty, family problems often arc solved by placing dicabled or troublesome
family mcmbers in - out-of-home care.  Until recently, clderly, retarded, delinquent, and
mentally ill persons typically were removed from their homes and  treated in institutional
scttings.  This policy has been fueled by the myth that specialized care and services must be
provided outside of the home in specialized treatment settings. ~ This myth has pervaded
systems scrving both adults and children.  For example, Turitz (1961) pointed out the lingering
but fallacious assumption in the child welfare ficld that only those scrvices providing
placement outside the home arc “genuine” child welfare services. Removing a child from his
or her family has been scen as the best means of protcction.  Accordingly, the most well-
developed child welfare services are those involving the placement of children in substitute
carc and not those dirceted at strengthening and maintaining family lifc.

In the mental health arcna, the myth that trcatment must occur in a hospital  or other
residential  sctting  also  has  created  an overemphasis on out-of-home care.  The  Joint
Commission on the Mcntal Health of Children (1969) found that familics arc unlikely to receive
help until a child is badly disturbed or disruptive to thc community and that resources most
often arc uscd to replace familics rather than to support and maintain them,

Over the past decade, the profound problems associated with the out-of-home placement of

children have become increasingly apparent.  Some  of the major concerns  include  the
following;
o Increasing numbers of children in substitutc carc - Betweer onc-quarter  and  onc-half

million children currently live away from their familics in some form of substitute carc
(Edna McConncll Clark Foundation [Clark Foundation], 1985).  According to the Clark
Foundation, substitutc carc too often is used as a first response rather than as a last
resort when a child or family is in trouble. Many feel that substitule carc placements of
all types arc overutilized and that many placements could be avoided.  In fact, most
children in substitute care placements receive no services prior to placcment.

o Lack of cffectivencss of many out-of-home-placements - Increasing evidence has challenged
the efficacy of foster carc and institutional carc for children. The Clark Foundation (1985)
found that most children in substitute care arc subjecicd to multiple placements; over one-
fourth of all foster children live in three consceutive placements. The foster care system
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has becn called an "enormous, uncoordinated, and expensive holding tank for children.”
Many troubled children reccive little treatment in foster carc scttings, and many children
in residential treatment reenter the system within a year of discharge from a residential
facility. Incarccration in institutional scttings has proven equally incffective for
delinquents.  The lack of positive outcomes in many types of sctings has led to
disillusionment with the effectiveness of substitute care.

o High costs of substitutc care - Large sums of moncy arc spent on substitute care
placcments for children. The cost of one foster placement has been cstimated at $5,000 to
$12,000 per year, and the average institutional placement ranges from $11,000 to $50,000
per year (Bryce & Lloyd, 1982). The high cost of out-of-home placements has contributed
to the search for alternative scrvice delivery approaches or ways to prevent placement.

o Social and psychological risks associated with out-of-homec placement - Many experts have
found that children crave continuity in their rclationships with their parents (Clark
Foundation, 1985). Even in severely dysfunctional familics, both children and parents tend
to show strong and cnduring desires to maintain family bonds. Removing a child from his
or her biological family, even tei:porarily, can be emotionally destructive for the child and
parents.  Children and parents experience feclings of loss, despair, guilt, anger, and
inadequacy that may be difficult to overcome. Placement may offer reliei and respite for
families from a scemingly impossible situation, but, according to Cautley (1980), the pain,
guilt, and sensc of failure associated with separation are difficult for most families to bear.
While out-of-home placenient is clecarly needed to protect children in danger or to provide
highly spccialized treatment, there are potential negative effects resulting from the
separation.

For severely emotionally disturbed youngsters, therc arc additional problems associated with
out-of-home placcments. During the placement in a substitute care sctting, the child may
receive intensive trcatment, and behavioral changes may be achieved. However, on return to
the family, school, and community environment, the child’s symptoms often recur (Heying,
1985). The Mendota Mental Health Institute, a residential treatment center in Wisconsin,
found that trcatment gains were not maintained once the child left the highly consistent
milieu (Fahl & Morrissey, 1979). In addition, the parents’ motivation to change diminished
with the troubled child removed from the home, and parents generally were unprepared to
take over as "mediators of change" for the child upon his or her return. Thus, changes in
the child’s functioning often could not be maintained or strengthcned in the natural
environment.  Whilc the ultimate goal was to improve the child’s functioning within the
family, school, and community, the program succeeded only in training children to fuaction
within an institution. These obscrvations led to the initiation of a home-based treatment
pvogram, the Home and Community Treatment Program, to minimize the need for residential
trcatment.

It has become cvident that there are effective ways to help troubled children and families
without removing children from thcir homes. As early as the 1950s, the St. Paul Family-
Centered Project in Minnesota experimented with home-based services and found that 65
percent of the most dysfunctional, multiproblem families improved (Lloyd & Bryce, 1984). By
the 1970s, a number of similar programs began to emerge and to provide data which indicated
high rates of success in preventing out-of-home placement at costs that were significantly
lower than the costs of substitute carc. One such program is Homebuilders, which was first
implemented in Tacoma, Washington, in 1974, The Homebuilders program was based on the
premise that alternative approaches should be tricd before removing a child from the home,
and the program designcd a strategy of intensive, time-limited intervention to prevent family
dissolution (Kinncy, Madsen, Fleming, & Haapala, 1977).
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Home-based programs have continued to develop since the demonstrated success of the carly
programs. Currently, such programs are gaining wider recognition, and there appears to be an
upsurge of interesi in home-based approaches. This increased intersst and activity appears
related to efforts to reform both the child welfare and mental health systems.

In the child welfare system, the concept of “permancncy planning® has become the guiding
philosophy to cnsure that children remain in their own homes if at all possitle, or are
adopted, or, at minimum, remain in a stable foster placement.  Public Law 96-272, the
Adoption Assistance aud Child Welfare Act of 1980, crcates financial and other incentives for
cfforts to prevent out-of-home placemen. and reunify familics. Legislation in many states has
provided further impetus to develop home-based services to help children remain with their
familics. As a rcsult, there is a clear trend toward the development of home-based, family-
focused services within the child welfare system.

Within the mental health system, calls for reform have focused on the need for comprchensive
"systerns of care” for emotionally disturbed children and adolescents (Stroul & Fricdman, 1986).
As noted by Heying (1985), there have been a limited number of options for treating severely
emotionally disturbed children.  Available services are often limited to outpatient care which
provides one or two treatment hours per week and residential or institutional care. Mental
health professionals may refer children for residential treatment because they have no other
way to prevent further deterioration in the child’s and family’s situation. Home-based scrvices
represent onc of the needed components in a system of care to provide intensive, family-
focused services, which could substantially reduce the need for residential placement.  Thus,
home-based service programs are beginning to develop to serve cmotionally disturbed children
and their familics.

PHILOSOPHY AND GOALS

Home-based scrvices are based upon the tenet that the family is the most powerful social
institution and that familics should be supported and maintained whe-ever possible.  The
primacy of the family is the basis for home-based services and represents the core philosophy
of home-based programs. Home-based programs reflect the principle that the first and
greatest investment should be made in the care and treatment of children and families in their
own homes. Accordingly, society should invest as much effort and money in working with a
child’s own family to prevent placement as it invests in out-of-home care.

Home-based scrvice programs regard the decision to remove a child from his or her family as
monumental -- a decision that should be madc only after great consideration.  Out-of-home
placcment may dsmage whatever continuity the child has experienced, may introduce new
cmotional risks, and may underminc family relationships and bonds. Further, Lloyd and Bryce
(1984) cmphasize that social and mental hcalth services are not advanced enough to predict
which familics arc "hopeless,” "unmotivated,” or otherwisc unlikely to benefit from intensive
home-based scrvices.  Thus, home-based services are based on the premisc that an investment
in the family should precede placement.

The principle of the primacy of the family is also reflected in the emphasis among home-based
programs on family empowerment. Programs express the belief that parents arc in charge of
their families and that home-based services are provided to support, encourage, and assist
them in the parenting role.  Service providers often underestimate both the strengths of
families and the power of family attachments (Lloyd & Bryce, 1984). Parents of cmotionally
disturbed children often feel tired and beleagucred and may feel guilt, fear, and blame for the
problems of the child and family (Heying, 1985). Home-based services aim to counter these
feclings by attempling to recognize, respect, and build upon the strengths of the family.
Further, home-bascd programs consciously avoid regarding parcnts as incpt and in need of
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“trecatment.”  Rather, programs arc bascd upon the premise that cven the most troubled
familics arc not totally incapacitated and have strengths that can be wnhanced and developed.
The underlying  philosophy of home-based services, thercfore, involves cmpowering familics
rather than supplanting them, upholding rather than undermining family integrity, and building
upon the strengths of the family.

The perspective of most home-based service programs can be described best as an “ecological
family systems” oricntation. A “systems” approach is the essential foundation for home-based
services.  Rather than focus on an individual troubled child, these programs focus on the
complex interdependence of the child, the family, and the broader community environment.

Family systems theory considers the forces of the cntire family system on the bcehavior of an
individual family member.  The client and recipient of treatment is the family as a unit rather
than the individual family member, cven though the problems of the individual family member
led to the relerral for services.  However, viewing the family system as the clicnt may not be
sufficicnt for trecatment cffectiveness (Stephens, 1979).  There are many environmental forces
which impact on the child and family and which are considered within the purview of home-
based services. Thus, in addition to attending to the child within the context of the family
system, homec-based scrvices consider variables including peers, scitools, physical environment,
social support nctworks, and community agencics and institutions. In effect, the fa:nily,
teachers, agency personncl, and other significant, involved persons become the “client” for
home-based interventions and are viewed as potential change agents by providers of home-
based scrvices.  In addition, the approach addresscs the family’s practical and material
problems together with their psychological or mental health treatment needs.

The goals of home-based services are consistent with the principles of family primacy and
family empowcrment and with the ccological family systems orientation of most programs.
Despite diffcrences in specific service delivery approaches, most home-based scrvice programs
strive to achicve three primary goals:

0 To prescrve the integrity of the family and to prevent unnecessary out-of-home placement.

o To link the child and fumily with appropriate community agencies and individuals to crcate
an ongoing community support systcm:.

o To strengthen the family’s coping skills and capacity to function effectively in the
community.

The first goal, almost universal among home-based service programs, is to preserve the
:ntegrity of the family and, if at all possible, prevent the out-of-home placement of children.
In order to prevent family dissolution, programs attempt to engage the family in taking the
actions, making the changes, and learning the skills necded to make it possible for the child
to remain at home. Many families are referred to home-based service programs in a crisis
situation, when the child s in imminent danger of removal. Thus, addressing this goal
frequently involves providing intensive services to defuse the imamediate crisis, stabilize the
family situation, and thcreby prevent the out-of-home placement. Tcaching new skills and
problem resolution techniques is an integral part of the intervention to reduce the likelihood
of crisis recurrence.

This goal of family prescrvation is tempered by home-based programs with an equally
important goal -- that of assuring the safety of the child. P-ograms must be sufficicntly
vigilant and include sufficient safcguards to emsure that the goal of family preservation is
always balanced against the child’s safety and well-being. If the child’s safety or treatment
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nceds are compromiscd by the child’s remaining within the home, home-based programs work
to facilitate an appropriate placcment and treatment plan.

The second goal involves creating links between the family and nceded community services and
resources. It is cxpected that these links will cndure after the home-based intcrvention is
completed and that these scrvices and resources will support the child and family’s ongoing
functioning.  The arrangements for ongoing scrviccs may address ongoing mental health
trcatment necds for the child and family as well as needs for ecducational, economic,
vocational, health, social, or legal scrvices, or any other type of scrvice or resource,

The third goal focuses on developing or improving the ability of parents to carc for their
children in their own homes.  Most home-based programs work to teach parcnts effective
parcnting  skills along  with coping and problem-solving skills and techniques. These
interventions arc dirccted at strengthening the family’s capacity to function cffectively.  For
familics of cmotionally disturbed children, this goz' secks to strengthen parents’ ability to
manage and cope with their children’s cmotional and behavioral disorders and to assumc the
role of change agent for their children.

It is important to note that in addition to intcrvening to  prevent  out-of-home placcment,
many home-based programs arc used to assist children alrcady in placcments to reunify with
their familics. Emotionally disturbed children who have been in foster care, group homes,
residential treatment, or  hospital scttings often are cxpected to return home as different
people, without problems, and perhaps "cured” (Heying, 1985).  Additionally, the level of family
stress that was rclicved with temporary removal of the child may cscalatec on the child’s
return.  As a result, intensive, home-based services can be dirccted at providing the child and
parents the high levels of services and supporls nceded to reintegrate as a family.  The
intervention can include facilitating and monitoring increasingly frequent home visits lcading
up to rcunification as well as monitoring and addressing any adjustment problems that may
occur when the child returns home from care.  For many programs, assisting in the
reunification of children with their familics is an added goal.

CHARACTERISTICS

Home-bascd scrvices are provided under the auspices of both public und private agencics
through a varicty of different arrangements.  Public agencics may cstablish specialized units to
provide intensive home-bascd scrvices or may purchasc these services from a varicty of types
of private providers (Hutchinson & Nelson, 1985).  Child welfare agencics, mental health
centers and other mental health  agencics, hospitals and residential treatment centers, juvenile
justice agencics, and other human service organizations may all be involved in providing home-
based services. Despite the different auspices and organizational contexts, most home-based
programs sharc similar characteristics.  The major  characteristics of home-based  scrvice
programs have been described by the Clark Foundation (1985), Lloyd and Bryce (1984), Kaplan
(1986), the Family Empowerment Resource Network (1987), Ginsberg (1986) and others. Based
upon the literature and obscrvations from the ficld, a sct of characteristics were developed to
describe the major features of home-based services,

1. The intervention is delivered primarily in the family’s home,

Traditionally, cmotionally disturbed children and  their parents  have been scen in offices
located in some type of mental health facility.  In homec-based programs, the majority of the
direct contact hetween counselors and family occurs in the family's home.  Contacts may also
occur in other community scttings.  For cxample, counsclors may meet with family members
and other involved persons at schools, courts, and a wide varicty of community agencics,
Additionally, counsclors may accompany family members to doctor's appointments, on shopping
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trips, and to recrcational or other outings which provide more informal opportunitics for
counscling and teaching,

There are numerous advantages to using home visits as the primary mechanism for scrvice
delivery.  Most obviously, home visits overcome barricrs related  to  service  aceessibility.
Particularly for rurel or isolated families or for thosc without transportation, homc visits offer
a viable scrvice delivery approach. In addition to cnhancing accessibility, services delivered
on the family's own "tuf’ tend to be less intimidating, less threatening, less stigmatizing, and,
therefore, more acceptable. Home visits also provide an opportunity to cngage the cntire
family in the service delivery process; family members who may be reluctant or unwilling to
come to a traditional office sctting might be reached and involved at home.

Asscssment of a child and family's problems and progress is more accuratc when based upon
dircet obscrvation in their own cnvironment. The counsclor can recognize and undcrstand the
family’s dynamics, problem arcas, and strengths morc casily and accurately through first-hand,
on-sitc obscrvation.  Further, familics can learn and practice skills more cffectively within
their own cnvironment.  Familics are not expected to learn skills in the counsclor’s officc and
then try to apply them at home. Rather, they can practice in the environment in which they
will nced to usc the skills, with the counsclor present to model, coach, and provide feedback.

2. Home-based scrvices have a family focus, and the family unit is vicwed as the clicnt.

As noted, home-bascd scrvices arc family-oriented.  Rather  than  focusing solely on  the
cmotionally disturbed child, the child is considered in the context of the family.  Programs
attempt to involve as many mcmbers of the family and cxtended family as possible, and the
entire family's nceds are considered in developing the service plan (Hinckley & Ellis, 1985).
The familics of cmotionally disturbed children frequently have been overlooked in the service
delivery process, whether the child is at home or in a residential sctting. Parcnts most often
arc the primary carc givers for cmotionally disturbed children, and may lack the specialized
parenting and coping skills and other resources and supports needed to [fulfill their role
cffectively.  Home-based services offer an opportunity to obscrve and intervene in the cntire
family systcm, helping the family to become the change agent for the child.

3. The scrvices have an “ccological” perspective and involve working with the community
system to access and coordinate needed services and supports.

Home-based services look beyond the family to the community as part of the service dclivery
process.  Familics often are involved with a number of different helping agencics and systems,
and they gencrally require multiple scrvices and supports in order to meet their needs.  The
ccological perspective cnables home-based scrvice providers to recognize the interdependence
of the family with its environment and to expand their intervention accordingly.  Thus, most
home-bascd programs go beyond traditional "mental hcalth treatment” to address the whole
rangc of nceds the family may expetience. They work to obtain scrvices and resources from
various community agencics; they attempt to identify and utilize natural social svpport
nctworks where  possible; and they work to coordinate the various scrvices and  sunports
needed by a child and family.

4. Home-based scrvice programs arc committed to family prescervation and reunification unless
there is clear evidence that this is not in the child’s best interest.

As noted, home-based services operate from the premise that the family is of primary

importance and that cfforts should be made to support and assist the family unit in order (o

avert out-of-home  placement.  While family prescrvation is the first and forcmost goal of
. !
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kome-based services, this goal is not pursucd at the cxpense of the child’s safety and best
interests.  Home-based service providers emphasize that the safcty and well-being of the child
is a primary considcration. In fact, providers assert that the nature of home-based scrvices
actually allows more carcful supervision and obscrvation of potentially dangerous situations duc
to cither the child’s or parent’ behavi Supervision and asscssment arc cnhanced because
workers visit familics frequently, spend many hours in the home, and arc available 24 hours a
day to respond to crises.  As a result, home-based scrvices can help to ensure that family
circumstances arc asscssed accurately and that dangcrous situations are diagnoscd.

Familics involved in home-based programs arc made awarc that staff must rcport abusive
behavior and that, if a child is in clear danger, staff will advocate for out-of-home placement.
Additionally, if the trcatment nceds of an emotionally disturbed youngstcr cannot  be
adequately addressed in the context of the home, staff will cxplore appropriate out-of-home
placcments.  Thus, home-based providers consistently strive to maintain a balance Lctween
their zeal to maintain and preserve family intcgrity and their goal to ensure that the salcty
and treatment nceds of the child are met. If out-of-home placement proves necessary, home-
based services provide a rcady means for the family to bc involved in the decision-making
process as well as to prepare and plan for the child’s eventual return home (Brycc & Lloyd,
1982).

5. The hours of scrvice delivery are flexible in order to meet the needs of familics, and 24-
hour crisis intervention is provided.

Home-based scrvices arc generally provided at times that arc convenicnt to the family,
including cvenings and weekends.  Most traditional mental health scrvices are offered during
working hours, requiring familics to adjust work schedules and the schedules and demands of
other children to participate.  The flexibility of homc-based scrvices climinates this problem
since workers arc available at a time and location to suit the family’s nceds.

Gencerally, there are few time limits placed on mectings with families. If a family is in crisis,
the worker can remain in the home for as long as is nceded to stabilize the ituation and
develop plans.  The worker can visit the family daily, if needed, for a period of time. As a
result of this flexibility, home-based providers are able to adjust the timing and the intensity
of scrvice delivery bascd upon the changing neceds of the child and family,

Nearly all home-based programs offer 24-hour crisis intervention to involved familics.  Round-
the-clock availability cnables familics to feel that they arc not left to cope with difficult and

painful problems on their own; they know that help and support are available whenever a
crisis ariscs,

6. Home-based services are multifaceted and include counscling, skill training, and helping the
family to obtain and coordinate nceessary scrvices, 1esources, and supports.

The interventions  provided by home-based programs typically arc highly flexible and arc
tailored creatively to the needs of cach client family. ~ Scrvices arc gencrally as complete and
comprchensive as is needed o strengthen the family and bring about nceded changes.  Bryce
(1982) characterized home-based services as providic * help with any problem presented.  If
workers do not have the expertise or resources needed to address particular  problems, they
arrange for or create resources in order to achieve the goal of stabilizing and improving
family functioning,

This flexibility and mix of services is one of the distinctive characteristics of  home-based
services.  While more traditional serviee delivery approaches tend (o concentrate on counseling
needs,  home-based approaches  provide “conerete”  serviees or “hard" scrvices along  with
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counscling and support.  These el -hing child management and problem solving skills
and providing or brokering any resouwces s . es, and supports that the family might need.

7. Services are offered along a continuum of intensity a ! duration based upon the goals of
the program and the needs of the family.

The most significant variants among home-bas:d programs arc the duration and intensity of
the scrvices provided.  Some programs define themscelves as crisis intervention cfforts,  They
tend to provide highly intensive services (as auch as 20 hours per week) for a brief period of
time, ranging from approximatcly four to twelve weeks.  These short-term, time-limited
interventions are not intended to address all of the familics problems. Rather, like most crisis
intcrvention  programs, they attempt to stabilize the immediate crisis and link the child and
family with other scrvices and supports to meet their longer-term needs.

Other  home-based  programs provide services for longer periods of time.  While  highly
intensive scrvices may be provided at the outset, service intensity may decrcasc to a lower
level as the ntervention progresses.  These  programs  extend their focus beyond  crisis
intcrvention, and utilize the home-based approach to work with familics on a longer-term
basis. Somc home-based programs work with highly dysfunctional, multiproblem familics for a
period of a ycar or morc. These programs are based upon the assumption that a dysfunctional
family can bencfit from a long and stable association with a single worker.

Generally, the specific goals of the program determine the targets for service duration and
intensity.  Within certain boundarics, many programs allow flexibility in both intensity and
duration of scrvices in order to meet the needs of the particular family.

8. Staff have small cascloads to permit them to work actively and intensively with cach
family.

Mental hcalth  professionals and  social workers often arc responsible for large caseloads.
Under these circumstances, .. is difficult, if not impossible, for thecm to work in a highly
active and intcnsive manncr with any onc casc (Clark Foundation, 1985). To do so would
compromise other cases that also demand time and attention.  Home-based scrvice programs
arc characterized by small cascloads. By assigning a limited number of familics to cach
worker, the programs cnsurc that workers can work intensively with cach family and can
provide scrvices that arc realistically matched to needs of the family,  Some home-based
programs limit cascloads to two familics per worker; others allow caseloads as high as twelve.

9. The relationship between the home-based worker and the family is uniquely close, intense,
and personal.

The small cascloads, intensive levels of scrvice, and home wvisit approach all contribute to the
vniquely close relationship that develops between the worker and the family.  The worker
spends a great deal of time with the family, visits cvenings and weckends, is available during
criscs, and docs whatever is needed to help the family in addition to counscling.  Additionally,
workers gencrally dress and behave in a | relaxed, informal manncr and interact with the family
under relatively informal circumstances such as around the kitchen table.  As a result, very
intensc and personal relationships tend to develop.  Both staff and familics report that the
home-based scrvice approach allows them to overcome the "professional distance barrier” so
common in traditional service scttings. Improved trust and motivation often are the results of
the close worker-family relationship.
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10. The programs arc commiticd to empowering familics, instilling hope in familics, and
helping familics to sct and achicve their own goals and prioritics.

Home-based scrvice programs are dedicated to "ecmpowcering” familics rather than taking over
their role or responsibilities. Lloyd & Bryce (1984) emphasize that parents remain in charge
of their familics as cducators, nurturers, and primary carc providers and that workers attempt
to offer thc encouragement, support, and resources that parents need to fulfill their rolc
effectively.  Throughout the service delivery process, families arc actively involved in setting
goals and prioritics, planning, and dccision making. The service delivery process gencrally
starts by addressing those problem arcas identificd as prioritics by the family, Additionally,
home-based services focus and build upon familics’ strengths and not just on their problems.
Recognition of strengths as well as problems provides a more hopcful, positive framcwork for
service delivery.  Many familics have a long and frustrating history of attempting to cope
with their problems; they are distrustful of service providers and have often lost hope.
Home-based scrvices attempt to overcome these barriers by encouraging optimism and hope,
focusing on strengths, respecting the family, and teaching the family the skills needed to
accomplish the goals they set for their children and themsclves.

MAJOR VARIABLES - SERVICE INTENSITY AND DURATION

According to Hutchinson (1986), there is much dcbate among lcaders in the field of home-
bascd services rcgarding many aspects of service delivery.  Dcbate centers around what to call
it, what types of staff should do it, what types of agencics should provide i, what types of
families should rcceive it, and how long it should take. While therc are variations in the
labels, characteristics of staff, agency auspices, and the types of client families served by
home-based programs, the most significant variables among home-based programs are scrvice
intensity and duration.  Among the programs responding to this survey, the reported Juration
of services ranged from an average of four weeks to three ycars, and service intensity ranged
from 2 to between 20 and 30 hours of direct contact per week with family members.

As noted, some home-based programs subscribe to the short-term, crisis intervention model of
service provision.  These  programs  were pioncered by the Homebuilders program which
provides four to six wecks of intensive intervention.  The goals of the crisis-oriented
programs arc to stabilize the family and reduce the risk of out-of-home placcment, teach the
family new coping skills, and connect the family with appropriate community resources for
ongoing scrvicc necds. The short-term programs tend to provide intensive services (10 to 20
or morc hours per week) to familics, and often provide the cquivalent of two yecars of
traditional outpaticnt counscling in lcss than two months. Due to the highly intensive nature
of these services, workers carry extremely small cascloads, often working with no morc than
two or threc familics at a time.  These short-term, intensive interventions represent  a
dramatic departurc from traditional service delivery approachcs.

Many have noted the benefits of the time-limited, crisis intervention approach to providing
home-based scrvices.  In times of crisis, families are particularly motivated to change, and
home-based workers can capitalize on the family’s increcased willingness to accept help as well
as thc material provided by the crisis (Caplan, 1964). Timce limits can be used constructively
to further incrcasc motivation.  The rressurc of the limited treatment time framc often can
induce changes more quickly than they would occur otherwisc. Familics arc made aware from
the outsct that scrvices will be limited to a specific time period and that the counselor will
be available to help as much as possible during that timce only. Initial misgivings among
Homebuilders” founders about the brief treatment period proved groundless.  According to
Kinney (1978), the Homcbuilders program has shown that four weeks is indeced a sufficicnt
time for most familics to initiate lasting changes. In fact, the Homebuilders program gradually
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decreased its intervention from eight to four weeks as a result of pressure to scrve more
familics. This reduction in duration did not affect the program’s overall success rate.

Short-term programs, however, do not expect to solve all of the family’s problems.  Generally,
they target three or four sclected goals as immediate prioritics and expect the family to
continue working on problems when the intervention is completed, perhaps with help from
another community resource.  Hinckley compared the short-term, home-based approach to
emergency road scrvice rather than major repairs (Polsky, 1986).

Many profcssionals regard very short-term intervention as “sccond rate,” with effects that are
likcly to be merely “palliative and temporary” However, support for the use of the time-
limited, crisis intcrvention approach is provided by a study conducted by Fisher (1980; 1984).
Familics referred to  6-scssion, 12-scssion, and unlimited treatment groups showed no
significant differences in outcome at termination or at follow-up.  The study concluded that
time limits can, in fact, shorten the length of therapy without diminishing its cffectivencss or
the durability of outcomes.  Additionally, complction of a short-term, home-bascd program
does not nccessarily mark the end of scrvices. Many short-term programs attempt to refer
families to other community resources for longer-term services.

Other providers advocate for longer-term approaches to the delivery of home-based services.
For example, Goldstcin (1973) stated that, for many familics, long-term trcatment is incvitable.
Crisis intervention scrvices have been provided time and time again by many agencics, and the
familics continuc to be crisis-pronc. Hc argued that once an immcdiate crisis situation is
stabilized, it sccms unwisc to withdraw the service only to wait for the child and family’s
next crisis.  Rather, longer-term services and supports arc more likely to help the child and
family to remain stable and the family to remain intact.

The valuc of a long-term, continuous, supportive rclationship with a single scrvice provider
also has been cmphasized, particularly for dysfunctional, multiproblem families (Kagen,
Schlosberg, & Reid, 1986; Tanncn, 1986a, 1986b). Many familics have long-standing, multiplc
problems which requirc intensive and lengthy cfforts to improve. They may have had negative
expericnces with a serics of morc traditional trcatment programs and may have dropped out,
failed to respond, or rcfused trcatment on previous occasions. For these familics, it takes a
long time to build trust and an effective counseling relationship. Home-based services offer a
scrvice delivery approach that frequently is effective in rcaching, engaging, and overcoming
mistrust in families that have not responded to other, more traditional approaches.
Terminating the scrvices, and the relationship that has bcen established with the provider,
after a bricfl period of timc may be counterproductive in thesc cases. The longer-term
programs offcr the opportunity for both crisis intervention and continued family work on an
outreach basis.

Thus, longer-term  home-based  programs extend their  focus and goals beyond crisis
intervention.  They attempt to change dysfunctional family patterns and improve the family’s
ability to cope as well as to prevent out-of-home placement.  Rather than refer familics to
other programs for ongoing assistance, these programs actually provide the ongoing assistance
to families following resolution of the initial crisis situation. The capacity to provide longer-
term home-based assistance may be particularly important for thosc families who arc unwilling
or unable to usc traditional service delivery approaches and in arcas where there is a lack of
services to provide care following crisis resolution,

Based upon descriptions of programs in the ficld, threc categories of home-based programs
have been identificd.  While the boundarics are by no mcans absolute, the framework helps to
distinguish programs of differcnt combinations of service intensity and duration.  The three
types of program include:

21

32



o Short-term, crisis programs - up to three months duration,
0 Mid-range, bricf treatment programs - three to six months duration, and
0 Long-tcrm intervention programs - more than six months duration.

Of the 32 home-based programs responding to the survey, 41 pereent can be characterized as
short-term programs which provide scrvices for up to threc months. In this catcgory are the
programs modcled after Homcbuilders, offcring interventions for four to six weeks. Some
programs in this catcgory limit their intcrventiorns to 90 days. Thirty-four percent of the
programs arc in thc mid-range category, and 25 percent of the responding programs arc long-
term programs, providing scrvices for extended periods of time. Somec long-term programs
report average durations of ninc months, one year, or eightcen months; others report durations
as long as thrce ycars or more. Sevcral programs within this catcgory place no limitations on
the duration of scrvice, contending that long-tcrm, continuous, home-bascd intervention is still
cost-cffective if substitute care placements for onc or more children are avoided.

As a general rule, the short-term, crisis programs tend (o provide highly intensive services for
the limited period of service delivery. The mid-range and long-tcrm programs tend to provide
more intensive scrvices initially, and decrease service intensity over time to a level consistent
with the nceds of the family. Across all programs, rcgardless of duration, the average level
of servicc intensity is over seven hours of direct contact with familics per week.

In addition to reflecting programmatic philosophy, decisions about the intensity and duration
of services often arc a reflection of caseload demands and budget restrictions.  Programs
establish time limits in order (o serve the most familics possible within the constraints of
limited resources.  While there may be temptations to lcngthen the intervention, it should be
rccognized that when duration is lengthened, service intensity is usualiy rcduced in order for
thc program to remain cost-effective.  Thus, the duration/intensity variables arc often juggled
to achieve optimal scrvice quality and cost-cffcctiveness and to cnable a program to help as
many familics as possible.

Tanncn (1986a) noted the controversy concerning the most cffective combination of secrvice
intensity and duration for home-based services. She advocates flexibility in the delivery of
home-based scrvices, avoiding arbitrary cut-off dates, and tailoring the intensity and duration
of the scrvices to the nceds of each individual family. In order to respond to the varying
nceds of familics, the Family Advocate Project of the Counscling Scrvice of Addison County,
Vermont, cxpanded its focus to offer a continuum of home-based services. Short-term, crisis
intervention is provided when  appropriae; mid-range scrvices arc provided for situational
criscs or for familics with fairly adcquatc coping skills; and long-term scrvices arc provided
for highly dysfunctional familics.

Environmental considerations may also play a role in determining the most appropriate time
framc for home-based scrvices.  Short-term  crisis  intervention approachcs may be more
cffective in communitics with relatively comprehensive systems of carc which can provide a
range of follow-up resources for ongoing scrvices. If a community has limited resources for
ongoing scrvices and support, then brief, time-limited approachcs may be insufficient to mect
the needs of many familics with emotionally disturbed children.

Additional experience and rescarch may be needed to determine the optimal length of home-
based interventions or the optimal mix of intensity and duration for particular types of
familics.  Currently, programs tend to base their decisions about the duration and intensity of
services largely on their own  programmatic focus coupled with the requirements of their

22

33



funding sources, particularly whether they define themselves as a o crisis intervention  prograra
or as a broader alternative to traditional mental health service approaches.

SERVICES

Referrals to home-based service programs generally originate from a varicty of child-serving
agencics.  In most cases, familics are referred for home-based scrvices when a child is about
to be removed from the home or is at high risk for out-of-home placement. The most
frequent referral source for home-based programs tends to be the social service or child
welfare agency.  Other frequent referral sources include courts and juvenile justice agencics,
mental health agencics, and schools, all of which arc likely to become aware of emotionally
disturbed children and familics needing help.

An intake worker or a program supervisor commonly has the responsibility for reviewing all
relevant information about a child and family and dctermining the appropriatencss of the
referral.  This may involve reviewing information on a referral form, reviewing written
matcrials and reports, and talking with involved workers from other agencies. Some programs,
such as thc Community-Based Service Program of thc Baird Center for Children and Families
in Vermont, requirc a screcning visit to a family’s home prior to final acceptance into the
program. Rcgardless of the process, most programs require that the child be at high risk for
out-of-home placement and that at least onc parent be willing or motivated to participate in
the program in ordcer to prevent placement (or to assist in the child’s return from placement).
Some programs, such as the Satcllitc Family Outrcach Program of Kalcidoscope, have an
“inclusive" admissions policy. This mecans that if there is a service slot available, the program
will accept and attempt to work with virtually any family that is referred, regardless of the
severity of their problems. Participation in most home-based programs is voluntary. However,
some familics may participatc knowing that it is the last resort prior to placing a child out-
of-home, and in some homc-based programs, such as thosc in Maine, familics may be required
by court ordcer to participate.

Most of the short-term home-based programs do not keep waiting lists. If there is a worker
available, the case is accepted; if there is no service slot available, it gencrally is
rccommended that the family be referred clsewhere. These programs maintain that if a family
remains on a waiting list for several wecks or months, the crisis often is resolved in some
way. The "no wait list" policy is an cffort to prescrve the crisis focus of the programs.
Under these circumstances, some referring agencies may find the referral process frustrating
and discouraging.  For cxample, persons making rcferrals to the Homcbuilders program
reported that thcy must be persistent and call daily at 8:00 A.M. in hopes of securing an open
service  slot  for their clien.s.  While referring individuals undcerstand the importance of
working with families at the point of crisis, they also wish that therc were greater staff
availability to casc the difficulty of obtaining services.

Morce than half of the programs responding to the survey do report waiting lists for services.
The waiting period for scivices ranges from one week to as long as six to cight months. The

average waiting period for services in programs with wait lists appears to be between two and
cight weeks.

When a worker becomes available, a family deemed appropriate for the program is assigned to
the worker’s cascload. There may be an attempt, in some programs, to match particular
workers with familics based on characteristics such as scx or race.  In most programs,
however, it is a luxury to match familics with workers since gencrally there is only onc
scrvice slot open at a given time.
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It is at this point that the “intcrvention” begins. The intervention or service delivery process
for home-based programs can be divided into three phascs: Phase | cncompasscs  engagement,
asscssment, and plannitg; Phasc Il cncompasses the actual interventions of counscling, skill
tcaching, and brokering resources; and Phasc 11 includes the termination and follow-up
aspeets of scrvice delivery.  These phases arc not discrete, nor do they have clear boundaries.
Rather, they may overlap considerably with scveral processes occurring simultancously. Each
general phasce of home-based service delivery is described below.

Phasc I - Engagement and Assessmen!

The worker initiates  the  scrvice  delivery process by reviewing  relevant  materials  and
contacting the family to arrange the initial visit. In some programs, workcers do not recad the
large volume of available matcrials, cvaluations, and reports conccrning the child and family
prior to the initial visit. This minimizes the potential for the worker to sce the situation as
overwhelmingly ncgative or hopeless and, therefore, become discouraged at the outset.

The initial mceting, held in the family’s home, is used to further cxplain the program, clarify
cxpectations and goals, and complete nccessary forms and relcases.  Workers cmphasizc the
anticipated intensity  of  services, the time  limitations, confidentiality  policics, policics
regarding communication with other agencics, and any ground rules, Family members have the
opportunity to ask questions about the program or their participation.  Particularly with the
short-term programs, the initial meeting is used to cnsure that familics understand the limited
duration of the intervention, While some programs requirc all family members to be present
for the first mecting, most programs arc flexible in this rcgard and will move ahcad cven if a
key family member is unable or unwilling to participate initially. The initial mccting may last
from onc to scven or more hours depending upon the family’s situation and may involve
meeting with individual family members as well as with the family as a group. After the
initial mecting, familics are given the opportunity to decide whether or not they wish to
participatc.

The first meeting with the worker present in the family’s home potentially can arouse strong
fcclings (Brown, Miller, Dcan, Carrasco, & Thompson, 1987). Somc familics may fecl
comfortable with the worker and relicved to have help, while others may view the process as
intrusive or cven dcgrading.  With somc familics, the worker must use a varicty of ‘"icc
breaker” techniques o cncourage the family to participate, while other familics may burst
forth with their problems when given the opportunity.  Thus, the worker must be alert to the
family’s rcactions and must be prepared to acknowledge and address these feclings,  Regardless
of any initial ncgative rcactions, according to home-bascd providers, very few familics choosc
not to participate following the initial meeting,

When the decision is made to procced with home-based services, several processes arc begun
simultancously. ~ Dcfusing and stabilizirg crisis situations, cngaging the family in the home-
bascd intcrvention process, building a rclationship between the family and worker, assessment
of the child and family's problems and strengths, cstablishing scrvice goals and prioritics. and
planning the interventions are all integral parts of the first service dclivery phasc.

A strong relationship between the worker and family is central to the success of home-bascd
scrvices.  As noted, some familics initially may be resistant, hostile, disgruntled, or distrustful
bascd upon their past expericnces with insensitive or unresponsive  service systems  (Horgjsi,
1981; Lloyd & Bryce, 1984). Homc-based workers must have excellent rclationships  building
skills in order to cngage familics in the service dclivery process and to sccure a “trcatment
alliance."
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The nature of home-based scrvices facilitates the joining process and the development of an
especially closc  worker-family  relationship. Scrvices takc place on the [family’s turf,
climinating much of the thrcat and stigma of other types of scrvices.  Workers gencrally
interact with familics in a rclaxed, natural, and informal manncr which minimizes profcssional
distancc.  Programs rcport a number of techniques used to facilitate the cngagement or
rclationship building process (AuClairc & Schwartz, 1986; Wcitzman, 1985; Horcjsi, 1981):

o Rclating to familics in a warm, dircct, opcn, nonjudgmental manncr, and accepting their
gestures of hospitality.

o Dcmonstrating interest, concern, and respect for families.
o Identifying the family’s strengths in addition to its problems.

o Allowing the family to definc its own problems and dirccting the intervention toward goals
decided upon by the family.

o Providing practical and tangiblc hclp to address a specific and urgent nced as the first
step.

o Rcmaining consistently available and accessible to the family on a regular basis and for
criscs.

o Providing high levels of support and encouragement.
o Conveying positive cxpectations and hope.

Thesc mcthods coupled with the home sctting and the intensity of scrvices all contribute to
the development of a uniqucly closc and personal rclationship between the worker and family.
It is important for thc worker to be awarc of potential problems that may result from this
intcnse  working rclationship.  For cxample, workers take carc not to encourage exccssive
dependency.  They attempt to avoid doing things for families but instcad concentrate on
teaching familics how to do things for thcmselves. Workers also are alert to potential
invasion of privacy or cxcessive intrusivencss into the family’s lite and adjust thc rclationship
and intcrvention azccordingly.

When a family is in crisis, onc of the first prioritics of thc home-bascd intervention process
is to dcfuse the crisis and take steps to halt further disintegration of thc family’s situation.
Tiis may be facilitated by separating family members and allowing each family member to talk
with a worker at length about his or her feclings and perceptions of the problems (Kinney ct
al., 1977). Workers usc active listcning and other techniques to clicit information until
fcclings arc clarificd and tension is released. Often, family members express relicf when they
fecl that thcy have been heard and understood. Workers may help to structure the situation
to minimizc thc chances for violence or uncontrolled emotional outbursts.  Keeping family
members in scparatc rooms and bringing co-workers to talk with each out-of-control person
arc mcthods uscd by workers to begin to defusc a crisis.  Contracts, contingency plans, crisis
cards which spccify bchavioral actions to be taken in varicus situations, scheduling activitics,
and other mcthods for rclieving stress and gaining control are used frequently by home-based
workers (Lloyd & Bryce, 1984). In the FamiliesFirst Program in Davies, California, the
therapist may stay with a child and family for up to 48 hours to help to stabilize a crisis
situation or may talk with a family on the tclephone as often as every hour. Both the
therapist and family must fcel comfortable with alternative plans for averting explosive
situations. Lloyd and Bryce (1984) note that hope and motivation can be developed by helping
thc family to take onc initial action that makes an immediatc differcnce or relicves at least
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onc source of stress.  Once the initial crisis is "dcfuscd," families gencrally are ready to begin
defining problems and goals.

Identifying problems and establishing goals is under the rubric of assessment and planning.
Several factors  distinguish  asscssment  and  planning in  home-based programs from thesc
processes in other types of programs (Lloyd & Bryce, 1984). First, assessment and planning in
home-based services is not a distinct and separate process as it may be in other types of
service dclivery.  Because of the crises faced in many familics, asscssment generally occurs
concurrently with the carly stages of service delivery. Further, assessment and planning are
not one-time cxcrcises but arc ongoing processes used to adapt the intervention to the
changing nceds and priorities of involved families. In most programs, assessment is pragmatic
and is used specifically to gather the information nceded for planning service dclivery.
Finally, home-based programs tend to involve the family as "colleagues and consultants® in the
assessment and planning process, relying on the family to clarify problems, consider options,
and establish goals.

Aszessment information is gathcred through many avenucs.  The home setting offers an
opportunity for first-hand obscrvation of the environment, the child’s bchavior, family
interactions, and the family’s relationships with the larger community.  Beyond obscrvation,
the home-based worker may gather information through interviews with the child and family,
reports from other professionals, consultation with other professionals v’ ~ are involved with
the family, forms or checklists completed by the family and woriicr, and standardized
instruments or psychological tests when appropriatc.

The culmination of the information gathering process is the devclopment of a service plan.
Many homec-based programs indicate that the scrvice plan is a working document, used to
outline specific problems to be addressed and specific actions that will be taken. The service
plan generally includes the assets and strengths of the family, the prioritics and neceds of the
family, a precise clarification of what nceds to be changed and what new skills need to be
developed, the identification of community forces which impact on the familics, the goals of
the referring agency, and the agency and community resources needed to implement  the
servicc plan. The scrvice plan is reviewed and updated regularly (weekly in the short-term
programs, monthly in the longer-term programs) and is used as a workshcet to monitor service
provision and progress.

Many of the familics involved in home-based services have been involved with numcrous other
providers in the past.  Emotionally disturbed children and their familics commonly have
undergone numerous cvaluations and asscssments, many of which are ncgative and pessimistic.
Most home-based programs attempt to be morc positive and stress using the assessment
process to identify strengths as well as problems.  Kinncy, Haapala, & Gast (1981) provide a
series of guidcelines for assessment in home-based programs. For example, they stress that the
assessment and scrvice plan must give the client hope by sctting goals small enough to
minimize the chance of failure. They also note that the assessment should conceptualize
problems as skill deficits in order to avoid blamec and increasc hopc and motivation for
change. An attempt is made to frame the problem as somcthing cveryone in the family must
work together to solve rather than focusing exclusively on the disturbed child  within the
family.  Further, the prioritics of the assessment and plan must match the family’s prioritics
and hierarchy of nceds. It may be difficult for parents to concentrate on cnhancing their
child management skills when they face scrious unmet needs for such basics as shelter, food,
or income. Home-based programs report that they attempt to start "where the family is at,"
with the most pressing problems identificd by the family.  This begins the process of
"empowering" familics and helps to engage familics in the service delivery process.



Phasc II - Intervention

As noted, the interventions provided by home-based service programs arc multi-faccted.  Most
programs arc committed philosophically to responding to the needs of the child and family.
Thus, programs tcnd to use a combination of approaches that vary according to the specific
problems and nceds of cach family. The nature of the approaches and scrvices uscd by the
short-term and the longer-term  programs are  remarkzoly similar, with the distribution,
cmphasis, and intensity of services varying among programs of different types.

As a gencral rule, home-based programs strive to sclect two or three goal arcas to work on.
The assessment and planning process, as a first stage of scrvice delivery, involves clarifying
issucs of concern to the family and prioritizing these issucs in order to focus the service
delivery process. Home-based programs do not attempt to solve all of a family’s problems but
rather to sct limited and specific goals that can be achicved within the anticipated time frame
for service delivery.  In addition, service dcelivery is guided by the two principles of "starting
where the family is at" and cmphasizing the achicvement of small changes so that families can
cxpericnce  success. Workers in the Homcbuilders program  often ask  both children and
parents, "What onc thing would you be willing to change?" as a way to begin focusing service
dclivery.

In order to cmphasize this notion of goal-dirccted services, somce programs requirc all family
members to sign a contract for participation. Thc Familics Work program in Schenectady,
New York, for cxample, ncgotiates with cach family a six-weck contract which identifies
specific goals and tasks for familics to address. At the cnd of the six-weck cycle, the family
can recontract for an additional six-weck cycle if there arc additional goals to address. Not
only docs this procedure scrve to cngage the family in clearly defined tasks, but it
communicates thc cxpectation that change can occur in a rclatively short period of time
(Tavantzis, Tavantzis, Brown, & Rohrbaugh, 1986).

Similarly, most home-based programs are careful to establish a realistic mindset about the
intervention with familics. Workers do not portray themsclves as "miracle workers," capable
of hcelping the family with cvery problem they face.  Instead, workers arc vigilant about
presenting the program as a vehicle to help the family address certain specific problems within
a spccified time frame and tcach them certain skills that they can enrich on their own.
Familics often arc grateful for the honesty and for the realistic expectations about the
services,

Scrvices in  home-based programs arc not always dcelivered to the entire family at once.
Home-bascd workers may work with the parents individually or as a couple, with children
individually, with thc cntirc family as a unit, or with any combination of family members.
Additionally, workers spend a great deal of time working with other agencics and individuals
who arc involved with t'.c child and family. Just as homec-based workers may work with
varicd combinations of family members and others, the types of services delivered are cqually
flexible. In general, scrvices provided by home-based programs fall within the three broad
categorics of counscling, skill tcaching, and brokering and coordinating resources.  While these
three types of intcrventions are discussed scparately, it is important to rccognize that they
generally are delivered by the same workers and, morce often than not, overlap. The optimal
mix of these services is determined for cach family involved in home-based services.

o Counscling - Counseling of various types is a major aspect of most home-based service
programs. Individual, marital, and family counscling arc all options availablc to the home-
bascd workers to address a particular family'’s problems.  Somewhat *formal” counseling
scssions might be structured for a family if appropriatc. For cxample, a family counseling
scssion might be held at the same time cach week with the entire family, and an individual
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counscling session might be held weekly with a child.  Such sessions often are held in the
kitchen or living room. A wide variety of techingnes appropriate to traditional counscling
situations arc  applicable  to  home-based  scrvices, including  structured  excreises, family
therapy techniques. behavior therapy, and approaches to deal with depression, anxicty, and
anger (Lloyd & Bryce, 1984),

In home-basva scrvices, much counscling occurs on an informal basis while workers share
tasks or coffce in the kitchen, accompany family members to job interviews or other types
of appointments, or participate in a varicty of outings and activitics with family members.
Workers report that some of the most effective and significant counscling occurs during
these informal activitics and situations.

Skill Teaching - A major goal of home-based scrvices is to achiceve lcarning-induced
behavior change that will improve the child and family’s ability to function. As a result,
skill teaching represents an cessential aspect of most home-based interventions. Programs
work with familics to improve parcenting and child management skills, communication and
relationship skills, anger management and conflict resolution skills, problem  solving skiils,
constructive  coping  skills, asscrtiveness and  sclf-advocacy skills, skills nceded to  use
community resources, houschold management skills, ang so forth (Lloyd & Brye, 1984).

Home-based scrvices provide an excellent oppertunity for tcaching and applying new skills
to real lifc situations.  According to Fahl (1981), it is very difficult for clients to take
discussions or explanations  of techniques provided in an office interview and translate
these into new or revised behavior.  Modeling, role playing, coaching, cuing, practice,
feedback, support, and rcinforcement must  accompany  didactic teaching in  order for
familics to lcarn new skills cfficiently. The Home and Community Treatment Program of
the Mendota Mental Health Institute in Madison, Wisconsin, uses these methods to work
with familic, of cmotionally disturbed children.  In the context of their own home, p \e.nts
arc taught behavior management skills and have the benefit of the worker’s assistance in
applying, practicing, and rcfining these skills.  The program has developed a manual
outlining its bchavioral approach along with many instructional aides for use with familics
to teach child management skills such as positive reinforcement, removal of reinforcers,
contingency management, and techniques such as "time out” and "stop the world.”

Many other  home-based  programs also  combine  didactic approaches  with  approaches
including modcling, practicing, coaching, and rcinfoicement to teach new skills.  Some
programs, such as Honicbuilders, enhance their skill teaching cfforts by providing rcadings,
lecturcttes, audiotapes, videotapes, or  materials developed  specifically for the particular
family (such as cards specifying "what Andy can do when angry at Mom").  The
Homcbuilders program  also stresses looking  for  “tcachable moments,” times which offer
naturally occurring opportunitics to learn and practicc a new skill.  For cxample, anger
management and relaxation techniques might be taught o an increasingly agitated mother
waiting with a worker at the welfare office.

Brokering and Coordinating Resources - Emotionally disturbed children and their families
invariably have multiple nceds for services and supports.  Most of these resources are not
under the dircet command of the agency providing home-based services but arc provided by
other - agenvies  and - systems. Special  cducation, vocational scrvices, substance  abusc
trcatment, income  maintenance,  housing  assistance,  health care, recrcational scrvices,
respite care, and more are resources that may be needed by the child and family and that
must be brokered from appropriate agencies and programs in the community. A major
aspect of home-based services invoives idenlifying the needs of the family and assisting the
family to procure nceded resources and serviees.  Further, programs attempt to help
familics link with informal or natural support systems in the community to alleviate the
/
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sense of isolation and hopelessness that many families face.  Self-hzlp groups are among
the natural supports that might be considered.

Home-bascd workers help families to make contact with appropriate agencics and programs,
accompany thcm to the first appointment, and remain in contact with the agencics to
coordinate and monitor scrvice provision. Most home-based programs indicate that the
resource brokering function does not focus mercly on obtaining resources for the family,
but rather attempts to tcack familics how to locatc and utilize community rcsources.
Teaching familics the basic ingredients of "case management” helps families to grow in
feclings of competence and autonomy (Heying, 1985). The success of the home-bascd
intervention may depend, to a significant extent, on the degree of success in accessing
needed services and supports for the child and family.

In addition to the resource brokering role, homc-based services also involve a resource
coordination function. Due to their multiple neceds, emotionally disturbed children and their
familics bccome involved with many agencics and systems. In many cascs, these agencies
do not communicate cffectively with cach other and may be working at cross purposes.
The home-bascd worker often becomes the focal point for coordination duc to the intense
relationship with the family and the holistic approach to service dclivery. The goals of
coordination arc to develop join! trcatment plans which dclincate the roles and functions
of all involved agencics; to assurc that the cfforts of all agencics arc directed toward
common goals; and to assurc that thc various methods used by different agencics do not
conflict or confusc family members (Lloyd & Bryce, 1984). The school generally is a
priority for coordination cfforts. Homec-based workers in many programs play an active
liaison and advocacy role with the school, attempting to coordinate home =.ad school efforts
and to ensure that the child receives any necessary special education scrvices and supports.

In cffect, the home-bascd worker assumes a case management role for the duration of the
intervention.  The worker has both the time and the mandate to perform both clinical and
"nctworking” functions. For most home-bascd programs, the "official' case manager is the
child welfarc worker involved with thc case. In Florida’s Intensive Crisis Counscling
Programs, for example, the case manager from the Department of Health and Rehabilitative
Scrvices retains overall responsibility for the case. The home-based worker must contact
the case manager regarding any referrals for additional commurity services as well as to
report progress or problems.  Nevertheless, the home-based worker fulfills most case
management  functicns  (brokering, monitoring, and coordinating resources) temporarily
during the time period of thc home-based intervention.  Similarly, home-based workers in
other programs generally do not assume the title of case manager but assume casc
management roles and functions for the duration of the intervention.

In addition to these three major categories of interventions, some home-based programs offer
other services. The Homecbuilders program provides an cducation consultant who works on a
volunteer basis with school systems.  The consultant functions as an advocate for special
education and support serviccs when nceded. Other programs also provide specialized staff to
serve as liaison with the schools and to coordinate home and school cfforts. Some programs
provide health care scrvices as an integral part of their home-based interventions. The SCAN
Program in Philadclphia includes a nursing unit comprised of a nursing coordinator znd four
outreach nurscs who function as a team with the family workers. This adds a special health
care dimension to the program (Tatara, Morgan, & Portner, 1986). :.c Satellite Family
Outreach Program of Kalcidoscope includes a nurse who is available to work with familics as
nceded.  Kalcidoscope also provides recreational activitics for children involved in any of the
agency’s programs such as a baskethall tcam and recreational evening activitics.
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Of considerable uscfulness arc the flexible funds available to many home-based workers to usc
in a varicty of ways for cach family. The Family Advocate Project provides $25 per family to
take them to a restaurant, make a small purchase, or support some other type of reercational
activity, and the Satcllitc Family Outrcach Program provides $100 per month for cach team to
purchase incidentals for familics.  The Homcbuilders program has ‘“reinforcement funds”
available to purchase concrete scrvices or items for families as part of the treatment program
(c.g., purchasing an inexpensive watch for a youngster with a history of wandering off and
then requiring the child to check in at regular intervals).  The Maryland Intensive Family
Service  Program  provides $600 per familv for any cmergency need such as housing, food,
heating fucl, medical treatment, or cven for car repairs or the purchase of a job training
opportunity. ~ Workers report that he flexible funds arc extremely bencficial in the service
dclivery process and that home-based programs would profit from increased amounts of such
funds.

It should be recalled that many of the above scrvices take place in the context of other types
of activitics and interactions with familics.  Counscling and skill tcaching may occur while
taking the mother out for coffcc or lunch; taking the children on an outing to the park;
involving the family in a picnic or other reereational activity; accompanying a family member
to a job interview, school mecting or appointment with a community agency;, or cven in the
car.  Additionally, workers frequently help family members with cveryday tasks around the
housc as a vchicle for strengthening the relationship as well as assisting the family with
somctimes  overwhelming  demands.  In fact, Goldstein  (1973) stresses that in home-based
scrvices, counseling is frequently sccondary to “living it out” with the family.  Active
involvement and  assistance  with daily living problems, help obtaining scrvices and resourccs,
availability in times of crisis, and persistence in the face of difficult problems arc all essential
ingredients of home-based interventions.

Round-the-clock availability to respond to crises is a ncarly universal feature of home-based
programs. In somc programs, workers give their home telephone numbers to familics so that
they can be reached dircetly at any time.  The Homebuilders program also provides familics
with the home telephone number of the supervisor who is also familiar with the case. As a
third option, a bceper is rotated among other staff members so that somconc s always
available to respond to crises.  If the family’s own worker cannot be located to handle the
situation, the staffl member with the beeper assumes responsibility.  Many other  programs
decline to give out workers’ home telephone numbers.  The Homebuilders program reports,
however, that most crises can be anticipated duc to the large amount of time workers spend
with the family and that familics do not call excessively.  Familics also arce cncouraged to call
workers (o share good news as well as problems.  Programs that do not provide families with
workers’ home telephone numbers gencrally operate some type of rotating on-call system. The
Satcllite: Family Outrcach Program rotates crisis coverage among staff members and reports
that morc crisis calls occur in the carly stages of the intervention when familics may be
testing the availability and commitment of the program.

Most programs have clearly defined poiicies for handling  crises, particularly thosc involving
danger of any type.  Workers gencrally are required to consult with their Supcrvisors
whenever danger is involved.  Programs reported that they attempt to provide high levels of
support and supervision to keep children within the home.  For example, the Homcebuilders
program has provided 24-hour in-home supervision for a suicidal child. However, when the
child’s bchavior or symptoms arc no longer manageable within the home sctting, programs
refer them for hospitalization.  The Homcbuilders program, for cxample, contacts the crisis
staff from the local mental health center to assess the child and determine if he or she meels
the criteria for hospitalization.  Should a child require inpatient care, the home-based program
typically continucs working with the family, child, and other involved persons to plan for the
childs cventual discharge and return home.  If a child is judged to be in danger of physical,
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sexual, or emotional abuse, the worker also would recommend removal from the home.  In
some cases wherd' danger is imminent, the worker may have to call the police 10 intervene in
order to ensure the salty of all involved.

Some programs have other types of placement resources available for use in crisis situations.
The Eastern Nebraska Community Office of Mental Health operates a home support program
for familics with scverely emotionally disturbed and autistic children (Eyde & Willig, 1981).
Short-term  placements  in family crisis carc homes are  provided for  short-term  crisis
placcments.  The program has found that, in some situations, removing the child for a bricf
period of time (even for 24 hours) can heip to defuse tension and relieve stress in the family,
allowing time 1o marshall necded scrvices and resources.  The Family Advocate Project also
has professional parent homes to provide youth with cmergency, temporary shelter along with
intensive cfforts to work with the child and family.

As noted, the intensity and  duration of services are  highly variable among home-bascd
programs. In many programs, intensity is highest in the carly phases of service delivery duc
to the imitial crisis and/or the high level of need.  Florida's Intensive  Crisis Counscling
Programs require at least three face to face visits per week with the family for the first two
weeks  of service  delivery, with telephone  contact on the days that visits arc not made.
Additional visits might bc made if the family has no phonc.  After the first two weeks, at
lcast two visits per week are required.  The Homcebuilders program may visit the family four
or five times during the first week and then deerease to three visits per week, depending
upon the needs of the family.  The intensity of scrvices provided by the programs responding
to the survey ranges from an average of 2 hours to more than 20 hours per week of direct
contact with familics.

The duration of scrvices reported by home-based programs ranges from an average of four
weeks to three years.  The short-term cris’s intervention programs report that they must be
extremely conscious of the time limits throughout the intervention.  Workers stress the time
limits from the outset of the intervention and may reinforce this by such strategics  as
providing calendars for familics to show the projected termination date.  Referrals for ongoing
scrvices arc initiated as carly as possible in the scrvice delivery process, and progress s
reviewed as often as weekly to determine which goals have been accomplished and which tasks
arc left to address.  Providers of the short-term crisis models compare their services to
microwave cooking - bricf but so intcnse that they are equivalent to a longer period of more
traditional scrvices.

The Homcebuilders program hegan by providing an intervention of approximatcly cight weeks in
duration. As the program has cvolved, the intervention period was reduced to six weeks and
ultimately to four weeks with the possibility of a two week extension if needed.  The average
duration of services currently provided by the Homebuilders program is four and a half weceks.
The program reported, however, that the average duration of scrvices is somewhat longer for
cascs involving scvercly emotionally  disturbed children.  This conclusion is based upon @
demonstration  project focused solely on children who were referred in licu of residential
treatment or hospitalization.  While the {opulation for this project was very wmall, the results
suggest that it may bc more difficult to cngage scvercly cmotionally disturhed children and
their familics in scivices and that it mav take a longer period of time to scarch for and link
familics with the resources needed for ongoing treatment and support.

Some of the lonper-term programs suggest that such highly intensive scrvices are intrusive,
and that joining and building a trusting relationship with a family takes time. Thesc programs
believe that it is disruptive to give so much and withdraw so quickly, and, thereforc they
offer less intensive interventions of a longer duration.  The Satellite Family Outrcach Program
and the Family Advocate Project provide longer-term interventions, averaging 18 months and
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13.5 months respeetively.  These programs tend o proceed more slowly with the engagement
and intervention processes, and they adjust the time frame of services based on the nceds of
cach child and family. Further, these programs have broader goals than the short-term crisis
programs and attcmpt to provide a longer-term service delivery alternative.  Some programs
provide home-based support for many ycars (o familics that would be likely to disintegrate
without such cxtended support.  They argue that long-term, in-home support is preferable to
and morc cost-cffective than the long-term, out-of-home placement of a child,

Home-based workers have pointed out that work with familics tends to expand to fill whatever
timc framc a program allows. Everyone (including referral sources, familics, and workers)
wants more timc for the intervention as there is always more to be accomplished with a
family.  Stll, it must be recognized that, as the intervention is lengthened, the intensity
generally is reduced and worker cascloads are increased to remain cost-cffective.  This has
implications for worker availability to familics as well as for the number of familics that can
be scrved by a program.

Phasc III - Termination and Follow-Up

Planning for the termination of home-based services commonly begins when th: case is opencd.
Particularly in the programs of short duration, planning for termination and for mceting
ongoing support nceds is Guintegral part of serviee delivery.  The Family Advocate Project
refers to this phasc as “transition” rather than termination because it is not scen as the end
of scrvices.  Usc of this term cmphasizes that children and families ma: wst be "cured* and
that they may have many remaining problems.  They have, however, met their  primary
trcatment goals with the program and arc ready to move on.  Lloyd and Bryce (1984) indicate
that the decision to terminate scrvices often is complex and difficull.  They provide a sct of
general guidelines to assist programs in judging when termination is appropriate:

0 The family is coping reasonably well,
o The family has rcached acceptable attainment of service goals.
0 The family’s basic nceds are being met.

o The child is no longer at risk of placement or has returned home from placement and made
a positive adjustment.

0 The family is reeciving necessary services from other agencics.

o The family has developed a support system  (extended family, friends, other agencics, or
groups) which is likcly to remain accessible.

Of course, termination may occur under other, L. positive circumstances such as when the
famuly refuses to participate any further or the child is placed out-of-home,

In many programs, termination is a gradual weaning process.  As the family makes progress,
the worker naturally may visit less frequently.  The Family Advocate Project, for cxample,
makes  bricf, monthly, supportive visits to a family for a period of time prior to completing
the transition.  As termination approaches, some programs develop specific termination plans,
These plans are negotiated with the family and may include the number and frequency of
visits, plans for handling any remaining unresolved issues, and plans for handling criscs which
may arisc (Lloyd & Bryce, 1984).  Other programs handle the discharge process more
informally.  The steps taken by most programs to case the termination or transition process
involve  planning  tor termination  from  the carliest  phases  of the intervention,  regularly



reviewing progress and remaining issucs, sctting a time frame for termination with the family,
discussing impending termination with the family, and cnsuring that nceded ongoing services
and supports arc in placc. Somc workers and familics arrange a special party or dinner to
cclebrate progress and the cnd of scrvices, and, in some cascs, familics give the worker a
tangible gift of gratitudc.

Many home-based programs remain a resource for the family following the termination of
services. Il a problem or crisis occurs, familics arc encouraged to call the programs for
additional assistance.  Under these  circumstances, workers may provide needed support or
assistancc via tclephone or may offer onc or two home visits to review skills and address
current problems.  The Homcbuilders program refers to these additional scssions as "booster
shots" (Kinncy ct al, 1977). Familics also may be re-referred to Homebuilders for a second
cpisode of intervention, if appropriate, after a 90-day period has clapsed.  Other  programs
also remain available to assist familics following termination of services.  Kalcidoscope, for
cxample, may provide crisis intcrvention services to familics or may reinvolve families for
longer-term  scrvices if a slot is available and if everyonc agrees that reinvolvement s
nccessary and appropriate.  Familics inevitably will cxperience crises and ongoing difficultics
in their attempt to cope with the demands of a scverely emotionally disturbed child.  Most
programs offer some type of cisis intervention or "refresher course® for families to reinforce
previous skill building and provide support when families request additional help.  Workers do
not want familics to fcel deserted when sctbacks occur, nor do they see it as a failure if
families requirc help again at a later time.  Families know that there arc ‘periods of time
during which they can function on their own but that, when they experience a crisis, they can
ask for and reccive additional help.

Follow-up is a difficult and frustrating aspect of scrvice dclivery for many programs. Somec
programs have formal proccdures for follow-up. The Families Work program has a standard
follow-up proccdurc involving planncd mectings at six wecks, three months, and onc year after
termination.  The follow-up mectings arc used to review the child and family’s progress, asscss
current level of functioning, and rcinforce the family’s gains. The follow-up visits also allow
the worker to notc any signs of incrcasing stress or impending crisis and to provide any
nceded support or intervention before the situation further ccteriorates.  Thus, the follow-up
scssions often serve a crisis prevention function whereby problems can be anticipated and
coping strategics deviscd.

Most programs, however, do not have such formal or organized follow-up procedures built into
t: = program dcsign.  Rather, workers and familics remain in touch on an informal basis,
p: marily by telephonc.  Follow-up contacts generally arc at the initiative of the worker
and/or the family. Many workers cxpressed the desire for a follow-up period of approximately
six months during which they could maintain phone contact and periodically visit to ensurc
the family’s stability prior to withdrawing complctcly. However, the demands of current and
new cascs often interfere with their ability to follow-up on former clicnts. Many programs
arc struggling to find cffective ways of supporting and monitoring familics following the
termination of services without compromising their current caseload responsibilities.

Theorctically, familics involved in home-bascd services will receive necded ongoing scrvices
and supports from other agencics.  Programs rcport, however, that linking familics with
appropriate resources also can be frustrating. The short-term, crisis programs may find that
the time period is too short to make all the nccessary arrangements for ongoing scrvices. For
cxample, the process of developing an Individual Educational Plan (IEP) and arranging for
special cducation can be cumbcrsome and may not be completed by the end of the
intervention.  Thus, therc may be "loose ends* at the closure of the crisis intervention time
frame. In some cases, workers continuc to monitor and assist in completing referral
arrangements cven though services have been terminated.
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In many arcas, rcsources to provide ongoing scrvices and supports simply do not cxist. A
scvercly emotionally disturbed child and family may benefit from  outpaticnt services, day
trcatment, casc management, or other scrvices which may not be available. Even if scrvices
arc available, many familics arc unablc to takc advantage of them. They may not have
financial resources or insurance to pay for services; they may not have transportation; or they
may not be amcnable (o the types of scrvices that arc available. In addition, some programs
rcport that the available ongoing scrvicc programs often arc not congrucnt with the approach
and philosophy of the homc-based program.

The difficulty in obtaining appropriate, ongoing scrvices presents a particular dilemma for the
short-term, crisis program modcls.  Workers cxpericnce frustration withdrawing from thosc
familics for whom appropriatc ongoing scrvices and support cannot be accessed; families
cxpericnce a similar  feeling of frustration and abandonment.  Thus, it appears that the
resources available in a community should be an important factor in dctermining the type of
home-bascd scrvice model that can be implemented cffectively. It may be morc difficult to
provide very short-term home-based services in communitics where there are limited resources
for ongoing support to those familics needing longer-term assistance.

LINKAGES

Children and familics commonly have multiple service nceds and are involved with numecrous
scrvice providers.  Typically, there is littlc communication and coordination among providers,
and scrviccs arc provided in a piccemcal and fragmented manner.  The varying goals,
philosophics, and trcatment approaches used by different providers may cause conflict and
confusion for familics and may impede progress.

Home-bascd scrvices arc based on an ccological systems oricntation and attempt to include all
involved persons in the service dclivery process. The cmphasis on  communicating,
collaborating, or "nctworking” with all agencics and professionals that affect the family is a
distinguishing fcaturc of homc-bascd programs.  For thc Family Advocate Project, working
with the nctwork of involved providers is as important as working with the family. A major
goal of thc home-based intervention is to cmpower the network to fulfill its role more
effcctivcly, thereby helping to bridge the gap between the family and the outside world.
There are many advantages to cstablishing linkages with relevant community agencics and
individuals and to working with the nctwork as well as the family (Balis & Harris, 1982; Cutler
& Madore, 1980; Gatti & Coleman, 1976). Networking with involved agencics prevents conflict
and coniusion and assurcs that providers arc nol working at cross-purposes.  Further, it
allows multiple providers to develop a  service plan  which  clearly delincates  mutual
expectations, roles, and responsibilitics,

Onc of the first tasks completed by home-based programs is to obtain written permission from
the family to contact and communicatc with other involved agencics and providers,  Many
homc-bascd programs procced to work with other agencics by creating “individual networks” of
significant agencics and persons involved with cach family. The worker begins to contact
other care givers in order to begin the process of working together.  Workers may tclephone
or visit nctwork members to clarify the role and scrvices of the home-based program and
begin  the process of reaching agrcement on  scrvice  delivery objectives,  strategics, and
responsibilitics.  The home-based worker is a logical coordinator and convener for interagency
collaborativc cfforts.

Mcctings or staffings of all involved agency personnel may be held carly in the service
dclivery process and at various intcrvals to continuc tnc collaborative planning cfforts. The
Satellite  Family Outrcach Program holds full staffings for the family’s nctwork cvery six
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months to review progress and plan further interventions.  The Family Advocate  Project
generally holds a large ncetwork mecting carly in the intcrvention which is seen as an
organizing mceting.  Additional nctwork mectings may be held in the middle of the
intervention and  during the transition period.  Some agencies involve the family in the
network mcetings or staffings to cnsure that the pereeptions and priorities of the family are
kept at the forefront.  The Family Advocate Project notes that familics generally do not
attend the first nctwork mecting sincc many providers come to the initial meeting with
negative feclings and frustrations about the family that they nced to vent. In between
mcctings, workers maintain close contact and communication with key network members.

Some programs also have permanent networking structurcs which arc used as a basis for their
intcragency collaborative cfforts.  Each home-based scrvice program in Maine operates under
the guidancc of a rcgional, multi-agency, interdisciplinary stcering committec. These
committees consist of representatives from all of the child-serving agencies in the arca served
by the program including rcpresentatives from the cducation, human services, mental health,
‘and corrections systems. Most agencics which refer families to th~ programs are represented
on the stecring committees, and the committees function in an adv sory capacity to the home-
bascd programs.  Hinckley and Ellis (1985) outline a number of clear bencfits of the
interagency steering committec:

o It serves to reduce the distance between the mental health system and other community
systems and hclps participants  to understand cach other’s roles, responsibilities, and
limitations.

o It helps participants to remain clear about referral criteria and procedures and reduces
inappropriate referrals for home-based scrvices.

o It surfaces the need for changes in the program and its procedures.
o It allows members to coordinate services and jointly discuss problems with particular cases.

o It scrves as a significant political force in the region and at the state-level to advocate
for needed services for children and families.

The Family Advocate Project coordinates the Family Support Tcam, a standing, multi-agency
task force which was involved in designing thc home-based program. The Family Support
Tcam acts as the stccring committec for the program as well as reviewing intakes and
fulfilling a coordinating rolc.

Programs undertaking nctworking efforts emphasizc the importance of approaching other
agencies with a positive, cooperative attitude.  Workers must convey respect and be sensitive
to the perspective of other helpers rather than coming across as kuowing more and “telling”
others what to do. It is esscntial to express the need for the input and participation of the
othcr agencies and to be willing to do the cxtra work often involved in collaborative
programming (Lloyd & Bryce, 1984).  Initially, programs may encounter resistance to
nctworking attcmpts and must wvork to overcome the antagonism and turf issues that so
frequently impede interagency cooperation. A great deal of groundwork may be nceded in
order to create a cooperative tone and atmosphere.

Programs also report that there may be certain agencics who remain less responsive to
attempts at establishing functional linkages.  For some programs, the linkage with the
education system represents the greatest challenge to nctworking attempts.  The Family
Advocate Project places special emphasis on working with the schools, holding meetings at
times and locations convenient to school personnel. However, many programs find it difficult
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to maintain working rclationships with the multiple autonomous school districts within their
jurisdiction and cncounter resistance in arranging for special cducation or support services for
their clicnts.  Regardless of the difficultics and barriers, the nctworking or coordinating role
of home-bascd programs is central to the success of the interventions.

CLIENTS

Most home-bascd scrvice programs share  similar acceptance criteria. In order to be
considcred appropriate for home-bascd scrvices the following critcria gencrally arc applicd:

0 Thc family must reside within the geographic arca scrved by the program.

0 The child must be at high risk for out-of-home placcment,

0 At least onc parcnt must be willing to work with the program to keep the family together.
0 Therc is no scrious threat of violence or physical danger to staff.

0 Less intensive services are not adequate to meet the family’s needs.

The major critcrion for involvement in home-based programs is that a child be in imminent
danger of out-of-home placement.  When a child and family arc referred for home-based
services, more traditional types of interventions frequently have been cxhausted, and the child
is at the point of rcmoval from the home. Providers who refer familics for home-bascd
services typically arc asked to document that, without the home-bascd intervention, out-of-
home-placement would be the most likely next step -- home-based scrvices arc the last resort.
In order to cligible for the Homcbuilders program, the referring agency and staff must agree
that at lcast onc family member will be placed in an alternative living situation if the referral
is not acceficd.

Some programs have additional critcria for asscssing cligibility.  Programs may cxclude
children and familics for a varicty of rcasons. For cxample, programs might not accept
familics with children who arc actively suicidal, cxtremely violent, acutcly psychotic, severcly
retarded, or scverc substance abusers. If the family situation is judged to be dangerous and
the child’s safcty cannot be cnsured, then home-based services also may be considered
inappropriatc. ~ Additionally, if the child is currently in an out-of-home placcment and is not
likcly to return home within a specified period of time (often 10 days), the referral would not
be accepted.

Home-based scrvices have been used successfully with a wide varicty of populations, Lloyd
and Bryce (1984) outline the types of familics for whom home-based services may be effective:

o Familics of adolescents in conflict with family and community, i.c., acting out adolescents
and status offenders.

o Familics at risk of child abuse or neglect,

o Familics of emotionally disturbed children.

o Familics of children with developmental disabilitics.

Programs may target onc of these populations for their scrvices, or they may define their
target populations cven more narrowly.  Family Support Scrvices provided by Day Onc in

Cumberland County, Maine, targets youth who have substance abusc problems for their home-
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based intcrvention.  Many programs serve a mix of these populations, and the experience of
home-bascd programs in Maine suggests that the scrvices are cqually cffective with children
categorized as “cmotionally or behaviorally disturbed,”  "dclinquent,” or “abused or ncglected”
(Hinckley & EIF ., 1985).

Since home-based scrvices are focused on familics, many programs do not keep records or
assign diagnoses to the involved children.  While the child’s behavior or situation precipitates
the referral, programs tend to avoid focusing too heavily on the “identificd patient.” As a
result, it is somewhat difficult to obtain an accuratc profile of the children involved in home-
bascd programs. Of thc programs responding to the survey, the vast majority scrve children
from infancy through age 18; thrce programs extend their age limits to 21, Programs appcar
to serve slightly more carly adolescents than any other age group, with approximatcly 35
pereent of the children falling in the 13 - 15 age catcgory. Approximately 28 percent of the
children scrved across programs arc ages 6 to 12; 23 percent are ages 16 to 17; and 11
pcrcent are ages 0 to 5. Less than 3 pereent of the youth served by these home-based
programs arc over age 18. Somc programs target younger children for their scrvices (two
programs in this samplc), while others work cxclusively with adolescents (four programs in this
sample).

The home-based programs included in the survey appear to serve a higher pereentage of malcs,
approximatcly 63 pcreent versus 37 percent females.  The racial characteristics of the children
scrved vary widcly with the location of the program. Across all programs responding to this
survey, approximately 75 percent of the children scrved are white; 21 percent are black; 3
percent arc Hispanic; and less than 1 percent arc in other racial groups such as Native
American or Asian.

With respect  to  diagnoses, most programs characterize the children as  having
behavioral /conduct  disorders (57 percent of the children served) or cmotional disorders (27
percent). A much smaller percentage arc considered to have schizophrenic or other psychoscs
(2.4 percent). 1t should be noted, however, that programs may have used different definitions
to distinguish between these categorics, and there may be considerable overlap. Kaleidoscope
reports that about 60 percent of the children served in the Satcllite Family Outreach Program
can be classificd as scvercly cmotionally disturbed, and the Homebuilders program similarly
indicates that a large majority of the children they serve have a DSM Il diagnosis. Thus,
whether the referral originates from the mental health, child welfare, juvenile justice, or
cducation systcm, many of the children involved in home-based programs have emotional or
behavioral disorders and share similar characteristics including acting out, poor impulsc
control, depression, and poor peer relationships.

While programs oftecn do not describe children by diagnoses, they do provide behavioral
descriptions of the children they work with.  The Child Adolescent Program in Champaign
County, Illinois, scrves adolescents with the following problems (Clayton-Fechtman, & Scibold,
1981):

o Chronic acts of violence to sclf or others including scrious suicide attempts,  sclf-
mutilation, assault, ctc. which arc often accompanied by community pressurc  for
institutionalization;

o Symptoms of scvere mental illness  (psychosis, clinical depression, etc.) which causc
dysfunction in scveral life domains;

o Incidents of neglect or abuse, typically evidenced in behavior problems of the adolescent
such as status offenses, misdemcanors, cic., and



o Signs of scrious psychosocial dysfunction in scveral life domains.

The children scrved by the home-based scrvice unit of the Henncpin County, Minncsota, Child
Welfare Division arc described as having numcrous and serious problems (AuClaire & Schwartz,
1987).  All children involved in the program were approved for out-of-homz placement with 72
percent recommended for placement in cither group treatment homes or residential trcatment
centers.  All children cxhibited a wide range of behavioral problems at home and at school,
and 40 percent of the children had a history of previous out-of-home placement. In most
cascs, parcnts described their children as "out of control.”

The familics involved in home-based scrvice programs commonly face a multitude of social,
cconomic, and cmotional problems.  Familystrength of Concord, New Hampshire, reports that
the familics scrved have multiple service nceds related to poor job skills, housing and food
inadequacics, alcoholism, family violence, and mental illness. Data from the Satcllite Family
Outrcach  Program reveals  extremcly  high  rates  of substance abusc among parents
(approximatcly 75 percent) and high rates of intrafamilial conflict such as spousc abusc or
child abusc. Two-thirds of thc families arc hcaded by single parcnts, and there arc high rates
of unemployment as well as dependence upon some type of income maintenance or welfarc.

The familics targeted by the Family Advocate Project are severcly dysfunctiona! familics
characterized by such problems as lack of coping and problem solving skills, frequent criscs,
lack of hope, social isolation, cconomic deprivation, and a high incidence of child abuse and
ncglect.  These familics typically are unable or unwilling to utilizec more traditional service
approachcs.  They may not have transportation, telephones, or the verbal skills needed to
benefit from traditional therapy.  Further, many familics have had ncgative cxperiences  with
agencics and may lack trust in scrvice providers. Home-based services offer an opportunity to
rcach familics in nced who arc not likely to participate in or benefit from more traditional
types of approaches.

Home-based scrvices can be adapted to many special types of populations.  For cxample, the
Homcbuilders program has uscd interpreters to work with deaf children.  Special projccts have
been undertaken by the program to apply the model to developmentally disabled children and
their familics and to familics who have adopted special nceds children.  The home-based
intervention  has been used successfully when the adoption appears to be on the verge of
failurc. A pilot project funded by thc Washington Mecntal Health Division applicd the
Homcbuilders model to children as a dircct diversion from admission to psychiatric hospitals.
Home-based scrvices also have been used with sexually abused children, working with the child
and family oncc the offender is removed from the home,

Programs report that some types of children and familics present greater challenges to home-
based workers.  For cxample, delinquent children returning from institutional or residential
placcments arc considcred particularly difficult by workers.  In addition, scrious substance
abusc among parcnts (particularly if they arc unwilling to scck trecatment) presents a major
obstacle to home-based interventions.  Somc programs accept parcnts with severe substance
abusc problems only if they agree to participate in a rehabilitation program (Lloyd & Bryce,
1984).

Home-bascd scrvices arc ideally suited to work with minority familics (Lloyd & Bryce, 1984).
Mecntal hcalth and social scrvice agencies typically have not been scnsitive to differences in
cultural, cthnic, racial, or other characteristics of their client populations.  These differences
have becn ncither respected nor considered in planning and dclivering services.  Thus, many
service delivery approaches have been less effective with minority populations. It has been
further charged that minority children may be more vulnerable to out-of-home placement duc
to a number of factors including cultural bias, ncgativity of providers and public officials
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toward ccrtain cultural and cthnic groups, and language and communication problems (Lloyd &
Bryce, 1984).

Home-based services potentially can overcome many of the problems and barricrs inherent in
working with minority children and families. Workers are present in the home and in the
ncighborhood and arc, therefore, easily able to obscrve and understand differences in culture,
lifestyl:, and valucs. Awarcness of the environment and of the level of acculturation of the
family are esscntial for planning appropriatc services (CASSP Technical Assistance Center,
1986). The flexibility of home-based scrvices allows workers to vary the intensity and types
of services offered to adapt to the nceds of cach individual family. The emphasis on linking
familics with natural support systems also is well suited to minority families, who often turn
to extended family, churches, and indigenous healers for assistance and support.

Programs serving large minority populations tend to recruit minority stafl to serve as home-
based workers. While it is not always possible to match staff and familics, minority staff also
can serve as a resource for nonminority staff, helping them to overcome misunderstandings,
prejudices, and myths (Lloyd & Bryce, 1984). Home-based programs also obtain, on an as-
nccded basis, the assistancc they need to work with particular families.  For example, a
program reported hiring an interpreter to help the home-bascd worker to communicate with an
Asian family, The interpreter’s role cxtended to helping the worker to understand the culture,
belicls, and customs of the family, and to observe the expected protocol as a "guest” in the

family’s home.  Thus, the flexibility and adaptability of home-based serviccs make them
uniquely suited to accomodate minority familics.

STAFF

Linc staff is thc most important resource for home-based programs, and the quality of staff is
a major factor in a program’s success. Accordingly, many speccial considcrations enter into
the selection, training, and support of homec-based workers.  Haapala and Kinncy (1979)
emphasize that the job of a home-bascd worker is far more demanding and stressful than
traditional officc-based counscling.  Workers must be able to function well in unstructured,
unpredictable, and potentially dangerous situations. They must be willing to work evenings,
weekends, and holidays and must be highly flexible in order to respond to crisis situations
that may arisc at any time of day or night. They must be willing to do "hands-on" work with
familics and fulfill casc management functions in addition to clinical work, They also must be
able to juggle thc demands of their own lives and familics with the unpredictable schedule and
the often overwhelming needs of clients.

The flexibility and variability which may make home-based work stressful and difficult for
many pecrsons are the very characteristics which make this type of work attractive to others,
Some persons enjoy being at home during daytime hours with their children or accomplishing
personal chores, and working with clients during the afternoons and cvenings. Some programs,
such as the Family Advocatc Project, hire part-time professionals to increase flexibility and to
attract qualificd professionals who, for any reason, may prefer a part-time position with
flexible hours. The arrangement may be particularly appropriate for profcssionals with families
who do not want a traditional, full-timc job. Home-based programs report that it is essential
to recruit and select individuals who can adapt to the demands of home-bascd work and the
difficulty in sctting boundarics betwcen personal life and work life. For home-bascd services,
"job fit" is equally as important as qualifications in selecting staff.

In selecting home-based workers, programs gencrally look for a particular combination of
educational background, previous experience, and personal qualities. The educational
background of home-based workers varies across programs. Most programs use profcssional
stalf at either the Bachelo:’s or Master's level to provide services. The Family Advocate
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Project uses Master’s level staff, preferably with training in counscling, psychology, or social
work.  The rationale for using Master's level staff is that the familics involved in the program
frequently are the most challenging familics, and that staff must have strong clinical training
and skills.  While the degree is not a requirement, most Homcbuilders staff are at the
Master’s level.

The Satellite Family Outrcach Program found that many graduate schoul-trained staff had
diff:culty accepting the program’s valucs, philosophy, and approach. As a result, many of the
program’s staff arc at the Bachclor's level.  Other programs cmploy skilled paraprofcssionals
to provide home-based therapeutic and support scrvices to familics.  Maine’s home-based
programs report good results with highly motivated staff with less than a Bachelor’s degree.
Knowledge of the community and its morcs was found to be more important *han academic
credentials in working with troubled “amilies (Hinckley & Ellis, 1985). Dccisions regarding the
staffing of home-based programs scmetimes reflects the need to  provide highly intensive
services within limited budgets.

Home-based  programs tend to look for staff with specific types of cxpericnee, including
cxperience i crisis intervention, family therapy, parent training, and case managemett,
Prospective staff are not nccessarily expected to have expericnce in all of these arcas; rather,
programs look for a background that bears some relationship to the ypes of skills needed for
home-based scrvices.  The Family Advocate Project looks for staff that has worked with
familics in some typc of nontraditional setting or circumstance rather than applicants who
have worked primarily in traditional office settings. The Homcbuilders program looks for staff
with a bchavioral/cognitive background and tcaching cxperience. The program docs not eapect
stafl to have all the requisite skills for home-based work but docs attempt to sclect staff
members who arc willing to learn and accept feedback.

Along with cducation and cxpericnce, programs place a hcavy c¢mphasis on the personal
qualitics and characteristics of staff.  The following characteristics were cited by programs as
important for home-based workers:

o Engaging, [ricndly, warm, good social skills.

o Commitment, dedication.

0 Motivation, cnthusiasm, sclf-starter, high encrgy level.,

o Good communication skills, ability to relate to a wide variety of people.

o Empathy, high degree of interest and caring for clicnts.

o Nonjudgmental, ability to respeet and aceept others.

o Flexible, adaptable, ability to be versatile in treatment technigues, willing to get "hands
dirty."

0 Good judgment, common sensc.
0 Good problem solver.
¢ Stable, mature.

o Good sense of humor.,
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o Paticnt, ability to live with limited goals.
o Persistent.

0 Nonpretentious, comfortable in homes of extreme poverty and with familics with different
lifestyles and valuces.

Programs often have extensive screcning and sclection procedures to cnsure that staff posscss
the right combination of training, expcricnce, and personal qualitics. Many programs usc rolc
play and hypothctical situations to tcst the potential reactions of applicants to a varicty of
situations. The Homcbuilders program screens applicants by telephone followed by a serics of
inicrviews,  The first interview is with the county supervisor, and the sccond interview
involves role plays coupled with a dcbricfing session on the role play to asscss the applicant’s
rceeptivity and attitude toward supervision,  Other staff can participatec in the role play or
can view a videotape of the role play to assist in judging the applicant’s appropriatcness for
home-bascd work.

The role of staff in most programs involves a combination of therapeutic, skill tcaching, and
resource brokering/coordinating functions.  Staff members, functioning individually or in tcams,
arc responsible lor providing all nceded scrvices to a particular family.  Somc programs,
however, scparatc these functions and assign different staff members to fulfill them.  Based
upon the cxpericnce of the Child Welfare Division of Hennenpin County, Minncsota, AuClaire
and Schwartz (1986) advocate scparating the functions of the in-home therapist and the casc
management/service procurcment function.  The home-based model described by Compher (1983)
utilizes a tcam approach and differentiates between “family therapist” and "case manager,”
roles which require different scts of skills.  Others have stated that highly trained social
workers or  psychologists should bc used to provide therapeutic services while less  highly
traincd social workers or paraprofessionals should be used to address resource deficits and/or
provide day-to-day support (Tinjaca & Sands, 1986).

The Satcllite Family Outrcach Program opcerates with five tcams of staff, cach comprised of a
group of family workers and onc Master’s level social worker. The role of the social worker
involves coordinating the trcatment -process:  planning the interventions, sccing the family
monthly, and providing clinical support and consultation to the family workers.  Family
workers arc responsible for providing direct services including counscling, skill tcaching, and
brokcring and coordinating resources. It is clear that home-bascd programs usc a wide array
of professionals and paraprofessionals in a varicty of configurations and rolcs.

Some programs augment their staff with medical or cducation specialists who arc available 10
work with familics and homec-based worlers as the nced ariscs. A nurse is assigned to the
Satcllitc Family Outrcach Program to perform health scrcenings for all familics and to provide
ongoing scrvices ., familics with medical nceds. A physician operates clinics at the agency
twicc monthly to make medical carc more accessible to clicnt familics, and staff, including a
jobs coordinator, recreation coordinator and housing coordinator, also arc available to assist
the home-bascd program. The Oregon Intensive Family Scrvices program rclics upon Masters
level therapists (o provide scrvices but supplements the staff with community resource
specialists when needed. These specialists might include homemakers, parent trainers, mental
health workers, school tecachers, church counsclors, community nurses, and vocational or
cmployment counsclors.

A major variable among home-bascd programs is whether they utilize staff individually to work
with familics or in tcams. Many programs usc two-person tcams to dcliver scrvices to
families. The St. Michacls Center In-Home Family Therapy Program in Maine uses two-person
tcams (preferably composed of onc male and one female worker), as do all Mainc’s home-basced

41

52



scrvice programs.  The Community-Based Scrvice Program of thc Baird Center operates an
interdisciplinary tcam consisting of three family workers and onc consulting tcacher who work
with familics in any combination. Onc member of the tcam is assigned "casc coordinator" and
is responsible for all casc documentation.  Other programs, such as thc Family Advocate
Program of thc Sunrisc Family Resource Center in Vermont, use the concept of a primary and
sccondary worker.  The primary worker is responsible for most of the direct scrvice and
resourcc brokering; the sccondary worker functions as a back-up in casc of ecmergency and
maintains a rclationship with the family so that the substitution is not disruptive,

A number of advantages to using a tcam approach to dclivering home-based scrvices have been
cited (Lloyd & Bryce, 1984):

o Team members provide mutual support and assistance for cach other in the context of
demanding, unpredictable, and stressful work,

o Professional objectivity is cnhanced as the sccond team member provides fecdback,

0 Scrvice continuity and emcrgency covcrage are enhanced, since, if onc worker s
unavailable, the sccond tcam member is likely to be  available and alrcady has an
cstablished relationship with the family.

o Expertise is cxpanded since fresh insights, knowledge, approaches, and idcas are contributed
by both tcam members,

0 Tcam members may assume complementary roles with the family, e.g. challenging versus
nurturing,

o Safety of workers is cnhanced, particularly in inner city cnvironments, since they do not
g0 to the families’ homes alonc.

While there are sound bases for using a tcam approach, many programs opt to usc individual
workers  with cach family.  The Family Advocate Project notes that tcams mitigatc the
intimacy of the worker-family rclationship and  that greater  professional  distance  results.
Conflict and compctition may erupt between team members, and logistical problems related to
coordinating schedules and responsibilitics may complicatc the workers’ availability to familics
and responsiveness to their needs. It may be difficult to scparatc out “thcrapy” issucs from
other types of scrvices, as some tcam configurations attempt to do.  Further, there are major
resource implications resulting from the usc of tcams since two workers arc used to work with
cach family.  Thus, rcasons of cconomy also contribute to the decision to usc individual
workers rather than teams.

Home-based services are nontraditional interventions, and few colleges or universitics  prepare
students of any discipline for providing these services.  Some programs bclicve that formal
cducation may be antithetical to the philosophy and approach of home-based services.  As a
resull, some  “restructuring’ of worker attitudes and  skills may be nccessary in order to
prepare them to be cffective home-based workers (Pecora, Dclewski, Booth, Haapala, & Kinncey,
1985).

Many home-based  programs provide intensive training cxperic ~cs for newly hird  staff
members.  Training gencrally includes a didactic component (reading and workshop expericnces)
coupled with on-the-job training experiences and supcrvision.  The Homebuilders Program, for
cxample, provides approximately four days of workshop training for ncew staff, followed by the
opportunity to cxpcrience a case with a supervisor. The new stalf member primarily obscrves
the handling of the case and is then provided with additional workshop training.  Following a
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protocol of on-the-job training and active supervision, the new stalf member takes a more
active role on the seand case with the supervisor observing, By the third case, the new
worker generally is ready’ to take a lead role with frequent supervision and  consultation.
Many other programs also usc an “apprenticeship” system whereby new staff are paired with
morc experienced staff for training purposcs.

The line staff tcaining provided by the Homcebuilders program covers a wide range of topics,
including crisis intervention,  strategics  of  the  Homcbuilders  model,  therapist — stress
management, structuring  before going out, assessment ot the potential for violent  behavior,
structuring during visits, dcfusing and cngaging difficult clicnts, assessment and  goal  sctting,
multiple impact therapy, what to do when progress isn’t occurring, structuring between  visits,
behavioral strategics with familics, tcaching familics communication skills, cognitive  strategies
with familics, tcaching familics asscrtive skills, tcaching negotiation and problem solving skills,
termination issucs, and special topics such as depression and suicide and anger management.
The Satellite Family Outreach Program also has a specific training package for new staff
which covers similar topics.

Haapala and Kinney (1979) state that home-based work may represent a difficult transition
from more traditional service delivery and that it may be difficult for staff to adjust.  They
contend that training for home-based work must address three primary arcas -- assumptions
and awarencsses, process, and content.  Regarding assumptions, stalf must learn and adopt the
basic philosophics and belicfs of home-based work (e.g. not considering any family hopeless;
working on problems arcas identified by the family rather than on the theranist's agenda;
viewing family members as colleagues; ete).  Techniques such as active listening, modcling,
and role playing arc among the process skills that are nceded by home-based workers; content
includes a wide varicty of concrete options that can be used to work with familics such as
behavior  modification, rational ¢motive therapy, mood control techniques, rational  ¢cmotive
therapy, rclaxation training, and cognitive restructuring. A resource guide developed by the
Homcbuilders Program reviews a wide varicty of "content skills that tan be used by workers
when appropriate (Kinney & Haapala, 1978).

The importance of using training to change workers’ attitudes is  particularly important for
home-based services. A study conducted by Pecora, Delewski, Booth, Haapala, & Kinncy (1985)
demonstrated  that training can be  cffective  in  shifting  workers’ attitudes to be more
congrucnt with the philosophy and values of home-based scrvices,  Training was  particularly
effective in helping workers to recognize the importance of de-emphasizing previous  diagnoscs,
allowing clicnts to sct their own goals, delivering services in the home cenvircament, providing
"concrete” services as well as counscling, routinely working cvenings and wecekends, providing
clients with the worker’s home telephone number, and other principles. It is important that
staff development cfforts do not overlook worker attitudes while concentrating on process and
content skills.

In addition to the intensive training cxpericnees for new staff, many programs provide in-
service training to cnhance the knowledge and skills of staff in specific arcias.  Topics such as
sexual abuse, minority issucs, and advanced training in a particular s)ill arc among the special
training opportunitics that may be provided. The Satcllite Family Outrcach Program arranged
for training on Satanic cults and gangs when these appeared to be issues affecting some of
the children involved with the program.  The program also arranged for staff members to
receive training in sign language to cnable them to work with deaf clients.  The Family
Advocate  Project arranged for training on dealing with dogs after two staff persons were
bitten by dogs while making home visits. In addition to training provided dircctly by the
programs, many programs arrange for staff to attend conferences, workshops, or institutes
that will enhance their job skills, The Family Advocate Project encourages cach staff member
to scleet an arca per ycar that they wish to work on and to scek out professional
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development opportunitics to focus on this particular arca during the ycar.  These types of
opportunitics for training and professional development arc important factors in the retention
of staff (Hinckley & Ellis, 1985).

Extensive individual and group supervision also is reported to be an essential factor in the
success of homc-based programs. It is important for staff to feel that they arc not "alonc"
with the crises and overwhelming problems of familics and that back-up and support arc
available to them at all times. The Family Advocate Project had a ‘buddy system" among
workers for niutual support and consultation which now opcrates informally.  Weekly staff
meetings are considered crucial for case consultation, problem solving, and supervision as well
as for crcating a support system for staff. Home-bascd programs cmphasize the crucial r-'s
of clinical supcrvision and specify that the opportunity for consultation should be available on
a rcgularly scheduled basis as well as in crisis situations.

Stafl burnout is a major issuc to be considered by home-based programs. Over time, working
with problem familics and families in crisis c2a exhaust even the most encrgetic staff and can
lcad to frustration and discouragement (Kagen et al, 1986). The Satcllitc Family Outreach
Program has a group of staff who have been with the program for morc than five years.
However, the average acriod of staff retention is approximately two ycars in that program.
While the primary rcason cited for staff turnover is the low salary level, program
administrators acknowledge that *burnout” contributes to attrition.

Duc to limited budgets, it is not always possible for programs to increase the salary levels of
home-based workers.  In fact, most programs rcport rclatively low salary levels for staff.
However, in order to reduce staff burnout, programs have implemented a number of strategics.
Most of these involve “tuning in" to staff needs and helping them to fecl recognized and
appreciated. The strategics include:

o Providing good . .ployec benefits such as vacations (some programs allow four weeks
vacation), opportunitics for lcaves of absence, personal days, birthday ofl, compensatory
time, annuity plans, dental plans, retirement plans, and the like.

0 Providing regular opportunitics for sharing information, idcas, problems, and support with
other staff including team mectings, staff meetings, monthly staff breakfasts, and spccial
staff events.

o Providing staff development opportunitics for staff to pursue their interests and to grow
professionally.

o Providing back-uj), consultation, and support from supervisory staff that is available at all
times.

o Providing high levels of acknowledgement, consideration, reinfurcement, and cncouragement
from supcrvisory and administrative personnel.

The attitude of supervisory and administrative personnel should not be underestimated in its
potential impact on stalf satisfaction and retention.  Programs usc a varicty of mecthods to
recognize  staff  achicverents both  formally  and informally.  Staff of the Satellitc Family
Outrcach Program, for cxample, reccive a Kaleidoscope T-shirt of a different color cach year
to denote a year of “survival"  Many other mechanisms arc used to recognize staff and
enhance job saltisfaction.

In order to supplement  professional staff, many programs utilize students and  volunteers,
Students generally go through the training protocol for staff and arc used to expand the

44
JJ



scrvice delivery capability of programs. Volunteers can be used by home-based programs in a
varicty of diversc and crcative roles. They may be used as tutors, advocales, reercational
aides, Big Brothers or Sisters, drivers, role models, or cven lay therapists (Lloyd & Bryce,
1984).

RESOURCES

There appears to be fairly wide variation in the reported costs of home-based scrvices. The
variability in costs appears to be due to a number of factors, including widely disparate
service intensity and duration among programs, differences in staffing patterns, and salary
diffcrentials (Hutchinson et al, 1983). The difficulty in dctermining and comparing costs is
also attributable to different accounting and costing methodologies used by programs.
Additionally, programs compute and report their costs for different time periods, with some
reporting costs per family per month, some reporting costs per family per year, and some
reporting costs per average episode of services to a family. The following data provide
examples of costs reported for various home-based programs:

Family-Based Scrvice (FBS) $3060 / six month program Heying, 1985

San Diego Center for Children

Intensive Family Services Program $ 945 / three month program Orcgon CSD, 1985
Orcgon CSD

Maine Home-Based Programs $3125 to $6250 / family Hincklcy, 1984
Maryland Intensive Family $2820/family Maryland Social
Services (IFS) Services Admin., 1987
Florida Intensive Crisis $1125 / family Paschal & Schwahn,
Counseling Programs 1986

Iowa Home-Bascd Programs $4900 / family Bryce & Lloyd, 1982
Washington Home-Based Programs $1470 / family Bryce & Lloyd, 1982
Pennsylvania Home-Based Programs $3665 / family Bryce & Lloyd, 1982

These figures reflect the variability in reported costs for home-bascd services. Hutchinson
(1982) reports that the cost of home-based services ranges from $1,000 to $10,829 per family
across all types of programs. Despite these differences, two general conclusions can be
rcached regarding the cost of home-based services:

o The reported costs are incurred in serving an cntirc family, The investment is used to
treat the cnlire family rather than to support the cost of one child in an out-of-home
placement.

o The cost per average episode of out-of-home placement in any sctting far outstrips the
cost per average cpisode of home-based services.

The cost-effectivencss of working with an cntire family rather than spending money to
support a placement for one child is obvious. Further, there may bc more than one child
within a family who is at risk for out-of-homc placement, which multiplics the valuc of the
investment in an episode of home-based care.
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Regardless of how costs are calculated, the costs of home-based services consistently compare
favorably with the average costs of foster care, group homc carc, residential treatment, or
hospitalization.  Polsky (1986) compares the costs of home-based servi-es (estimated at $3,000
to $5000 per episodc) with a varicty of types of potential out-of-home placcments and
estimates the per ycar cost of foster care at $5000, group homes at $10,000, detcntion at
$20,000, residential trcatment at $30,000, and psychiatric hospitalization as high as $40,000.
Although thesc costs are reported on a per year basis, it should be noted that, in many cases,
children remain in out-of-home placements for multiple years. Bryce and Lloyd (1982) report
that foster care cxpenditures range from $5000 to $12,000 per child per year and that
institutional placements range from $11,000 to $50,000 per child per year. They conclude that
the total cost of providing home-based services to onc cntire family does not generally excced
the total cost of onc average foster placement for one child and can be provided for one-half
to onc-tenth of the cost of residential or psychiatric hospital care for one child.

To illustrate the cost-cffectiveness of home-based services, the Florida Department of Health
and Rchabilitative Scrvices (1982) reported that it costs $28,500 per year to support onc full-
timc cquivalcnt home-based therapist.  An average episode of foster care placcment (40
months) is costcd at $12,840. Thus, the break-cven point occurs if the therapist prevents only
threc children from entering foster care. in actuality, therapists work with approximately 32
familics per year and arc successful in preventing placement in far more than three cases.

Given the rcportedly high success rutes of home-based programs in averting out-of-home
placements, the cost savings resulting from home-based scrvices potentially can be substantial.
A prospective analysis of a sample state revealed a net savings of over $8 million to a social
service agency by providing home-based scrvices and preventing out-of-home placement for
significant numbers of children (Hutchinson, 1982).  The analysis was bascd upon the
conscrvative estimatc that home-based scrvices would prevent placement for 60 percent of the
children who would have gonc into substitute care. Haugaard and Hokanson (1983) also
discuss methodologics and issucs involved in measuring thc cost-cffectiveness of family-based
serviccs and out-of-home care. Their calculations indicate that a prospective per-casc savings
of over $27,000 might be realized if family-based scrvices a=e provided in lieu of foster care.

Despitc the cost-cffectiveness of home-based services, in many statcs and communities funding
is not availablc for these programs. Cuts in social service funding, coupled with pressure
within child welfare systems to investigate escalating child abuse and sexual abuse complaints,
have inhibitcd the growth of ncw programs and approaches.  Mental health systems only
recently have begun to recognize the applicability of home-based services to emotionally
disturbed children and their families and to provide some funding for home-based programs.
Third party funding for home-bascd scrvices is only minimally available. Thus, many programs
regard their funding as unstable or insccure, and strategics arc needed to sceure funding for
ncw home-bascd programs.

The major funding source for home-based programs is state government.  State departments of
social scrvices arc the most frequent funding sources reportcd by programs responding to the
survey, with many programs recciving 100 percent of their support from the state child
welfarc agency.  The second most frequent funding sourcc is the state wental health
department; two programs rcported that at lcast a portion of their services arc funded by
joint participation of the state social service and mental health agencies. Two of the
programs responding to the survey reccive funds from the juvenile justice system, and three
programs rcccive cducation funds to provide home-based services.  Several programs are
funded primarily at thc county level, and several receive grants from 'United Way or a
foundation to support their operation.



Only one program reported any revenues from third party sources, the Home and Community
Treatment Program, which is operated by the Mendota Mental Health Institutc.  Mental health
agencics or hospitals may be in a better position to obtain third party rcimburscment for
home-bascd services provided by "qualificd mental hcalth providers.”  For cxample, the state
Mcdicaid plan in North Carciina allows for rcimbursement for services provided off-site, i.c.,
outside of a mental hcalth racility. As a result, qualificd mental health profcssionals may bill
Mcdicaid for therapeutic  services including home-based services.  The  Satcllitc  Family
Outrcach Program rcccives Medicaid reimbursement for five hours of asscssment performed on
an in-homc basis. In Vermont, somc home-based services iccecive Medicaid rcimbursement
under Vermont’s Home and Community-Bascd Mcdicaid Waiver program. Under this mechanism,
Mcdicaid will provide rcimburscment for certain types of services for a child who would
othcrwisc by institutionalized.  The documentation and rcimburscment process is  handled
through the Department of Mental Health.  Some programs charge client fees bascd upon
ability to pay, although many fcel that it is difficult to charge familics for home-basced
services since many families are low income and many are "forced” to participatc to avoid the
possibility of having their child removed.

The Homebuilders program is funded solely by the Washington Department of Social and Hcalth
Scrvices.  Their contract requires the program to scrve a specificd number of cases per year,
and funding is provided at thc level of $2,600 per case. The Family Advocatc Project is
funded jointly by thc Vermont Departments of Mcntal Hcealth and Social and Rehabilitative
Services.  The Satcllitc Family Qutrcach Program is funded primarily by the lllinois
Department of Children and Family Services, with a portion of its funding rcsulting from a
joint initiative with the lllinois Department of Mecntal Health, This program reccives its funds
bascd upon the number of hours of scrvice provided per month.

As thesc threc programs illustrate, the types of contracts that homc-based programs have with
their funding sources vary significantly. Funding may be bascd upon thc number of cases
scrved or thc number of hours of direct servicc provided by a program. Other programs
operate on the basis of a fixed dollar contract that may specify performance targets such as
the number of at risk children or families to be served and/or the goal of avoiding out-of-
homec placement in a certain percentage of the children served.  The billing system under
which a program operates frequently can affect its operation. For example, some contracts
contain specifications for thc number of dircct service hours to be provided per family per
month, which constrains the ability of staff to adjust service intensity to mect the nceds of
the individual family, Contracts may establish strict time frames to govern the duration of
services or may not provide funding for follow-up services.  Overly rigid constraints have

been cited by programs as significant barriers in adapting their services and approaches to the
nceds of their clicnts,

Firancing homec-based services is a challenge that is recciving increasing attention.  The
Center for the Study of Social Policy (1986) outlined a scries of financing stratcgics including
both “fiscai opportunity” strategics and “rcinvestment” strategics.  Fiscal opportunity strategics
involve maximizing thc use of existing resources and programs such as Medicaid, AFDC
Emcrgency Assistance Options, and fedcral reimburscment for the costs of nccessary out-of-
homc placcments, Claiming Mcdicaid match for health-related services and for counscling and
thcrapy services provided by certificd mental health professionals can be used for home-based
services as well as using Home and Community-Bascd Waivers o target families at risk of
institutional placcment of a child. AFDC Emergency Assistance can be used for 30 days of
continuous serviccs in cmergency situations; 11 states currently define abusc/neglect situations
as emergencies and arc using thesc monies for home-bascd intcrventions.  Maximizing federal
rcimburscment for out-of-home placcment frees up statc funds for potential use in providing
greventive, home-based services.
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The reinvestment  strategics  described by the Center for the Study of Social Policy (1986)
include transferring placuinent "savings” to home-based services designed to prevent placement.
Cost-effectiveness analyses on pilot projects can illustrate  the potential for substantial cost
savings from home-based scrvice inmitiatives.  These results can be used to help create a
favorable political context for realigning resources in order to expand prevention activitics,

A third type of financing stratcgy describcd by Farrow (1987) is the “collaborative
programming and financing stratcgy.”  This strategy involves jointinitiatives among  child-
serving agencics and systems to fund, develop, and operate home-based services.  Resources
from the various agencics might be given to onc of the agencies to actually provide or
purchase the services, or resources might be pooled among agencics Lo operate  programs,
Collaborative funding rcquires high levels of cooperation among the various systems, and it
further requires that family prescrvation be established as a priority across systcms,

Specific actions that states have taken to begin to provide financing for home-bascd programs
include:

o Funding demonstration projects prior to large-scale implementation and  performing cost-
effectiveness analyscs.

o Providing grants to communitics for start-up development of home-based programs,

0 Organizing joint funding initiatives for home-bascd  services among  multiple agencies or
departments.

o Providing legislative appropriations and mandates for home-based services.
0 Placing a cap on cxpenditures for out-of-home placements,
o  Shifting funds allocated from out-of-home care to home-based services,

o Creating fiscal incentives for home-based scrvices and fiscal policics to discourage out-of-
home placement,

EVALUATION

Evaluation of home-based services is a complex and challenging task.  To date, the most
frequently used measure of the ceffectivencss of home-based services has been the prevention
of out-of-homc placements.  Basced upon this index, programs have been reporting  success
ratcs of between 70 and 90 percemt (Bryee & Lloyd, 1982; Hinckley & Ellis, 1985). Mot
programs arc ablc to report the pereentage of at risk children remaining in their homes at the
time that the case is closed.  Some programs also obtain follow up data a various intervals to
detcrmine whether the child is still in the home at three months, six n.onths, or one vear
post-termination. Success rates tend to fall shightly at follow-up points but consistently remain
over O pereent,

Some programs go beyond an assessment of the extent to which placement was avoided and
add other components to their evaluation protocols (Cautley, 1979y, These components might
include assessment of changes in family functioning, asscesment of changes in child behavior
and functioning, mcasurcment of treatment goal attainment, assessment of the pereeptions or
satisfaction of other professionals involved with the family, and asscssment of the pereeptions
or satisflaction of participating familics,
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While the results reported by home-based programs arc impressive and consistent, there are
mecthodological shortcomings in most of the cvaluation rescarch that must be considered in
drawing conclusions (Joncs, 1985; Tavantzis et al, 1986). First, figurcs on avoiding placement
usually pertain only to the period during which scrvices were provided.  As noted, many
programs do not asscss whether familics continue to remain intact after home-based services
have been withdrawn.  Sccond, few evaluations have included control familics with comparable
characteristics and problems for whom home-based scrvices were not provided.  Further, many
studics underestimate failure by ncglecting to consider families who have dropped out of
home-based scrvice programs.

Jones (1985) claborates on two of these issues. She notes that if the goal of home-based
programs is to prevent placcment, then it is cssential to examinc not only the short-term
results of the intervention but also to do longitudinal follow-up studies of placement activity.
Sccondly, without comparison or control groups, it is impossible to predict whether comparable
children would have entcred out-of-home placement without the intervention.  Programs
presenling cvaluation data tend to assert that only children at high risk of placcment arc
accepted  for  home-based services and, thercfore, that all of them would have cntered
placcment in the abscnce of services. However, many programs admit that it is cxtrcmcly
difficult to ensurc that onmly children at the actual point of cntry are rcferred for home-based
scrvices and that it cannot be assurcd that all children would have entercd placement without
the intervention.

In reviewing studics with controls, Jones reports that the placement rate in the control groups
was comparable to the experimental (home-based scrvice) group and that in two studies the
control group had a lower placement rate than the experimental group. A controlled, random
assignment study of the New York State Preventive Services Demonstration Project, a long-
term progiam, showced that only 46 percent of the controls entered substitute care as
comparcd with 34 pereent of the group receiving home-based services.  Thus, the home-based
intervention improved on the experience of the control group by 12 percentage points;
approximately 12 percent of the control children might have been averted from out-of-home
placcment beyond the 46 percent who were not placed without the service. It would,
thercfore, be mislcading to cite a 66 percent success rate for the experimental group.  This
type of data, the pcrcentage of children recciving home-based services who did not enter
substitute carc, is typically rcported by home-bascd programs.  According to Joncs, much of
the currently available data present a flawed and incomplete picture of home-based services,
and some of the claims made are "excessive."

A rccently completed study assessed the cffectiveness of the short-term, home-based scrvices
provided by the Child Wclfare Division of the Hennepin County, Minnesota Community Services
Dcpartment (AuClairc & Schwartz, 1987a, 1987b).  Adolescents approved for out-of-home
placcment were randomly assigned to a home-based scrvices group and a comparison group.
With reference to the total number of episodes of out-of-home placement expericnced, there
were no significant differences between the treatment and control groups. However, there
were marked diffcrences with respect to several other variables. For example, adolescents in
the homc-bascd scrvices group spent 1,500 fewer days in placement than did the controls, had
significantly shorter placement stays than the control group, and tended to experience short-
term shelter placcments as opposed to other types of placements to a far greater degrec than
did the controls. Additionally, adolescents in the home-based scrvices group used a much
lower percentage of the nlacemen. days available to them than the control group used (19
percent as comparcd with ~ percent). Although there were no differences in the number of
placement cpisodes in the two groups, therc were significant differences in all othcr mcasurcs
of placement activity (type of placement, length of placement, days in placement, etc.).
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It appears that the results of controlled studics support the effectiveness of home-bised
intcrventions  but suggest more modest results,  With the above cautions as a given, the
results reported by a number of home-based programs are summarized on the following pag-s.
Where  available, results obtained for comparison groups are presented as well.  Data are
presented in two ways: 1) as ,.creentag  f "at risk" or “potential removal' children involved
in the program for whom placement was avoided (there may be more than onc at risk child in
a family served by thc program, or 2) as percentages of familics involved with the program
that rcmained intact. The average duration of the services provided by cach program is
indicated in an attempt to distinguish between the various types of approaches. All results
should be interpreted cautiously in the context of the above mcthodological questions.

Evaluation results suggest that home-based scrvices are cffective in achicving reunificat:on of
families with a child alrcady in placement, although success rates arc somcwhat lower for
reunification than for placcment prevention, Heying (1985) found that for families scrved
prior to placement, the success rate was 92 percent, while for familics with a child wh had
previously been placed, the success rate dropped to 68 percent.  In the New York State
Preventive Services Demonstration, only 47 percent of the cxperimental group starting out in
placcment and 38 percent of the controls were reunificd, with these results improving further
at six month follow-up. In Wisconsin, 45 percent of the children referred for rcunification
were actually rcunified as compared with an 87 percent success rate in preventing placement
for at risk children (National Resource Center, 1985).  Studics indicatc that it may be most
difficult to achicve success with children who have cxperienced multiple placements or who
have spend long pcriods of time in out-of-home carc (Jones, 1976; National Resource Center,
1985). The implication is that great effort showd be expended to prevent placcment and that
to maximize the chance for successful reunification, home-based services should be initiated as
soon after placement as possible.

Evaluation results also indicate that home-based scrvices arc effective in dclaying or
postponing entry into substitute care placements (Joncs, 1985). For children who ultimately
entered placement, experimental children recciving home-based scrvices entered care in a
median of 126 months while control children entered carc in a median of 4.5 m aths, Ewven
in cases where placement cventually did occur, it appcarcd that home-based services provided
‘a sccond chance for families.” According to Joncs, this dclay of catry into  placement
appears to place children at no greater risk of harm and provides an opportunity for the
delivery of preventive services. Jones recommends further efforts to understand the effects of
dclayed cntry into carc and how the dclay may be prolongcd into prevention.

Some evaluations have looked beyond placement prevention to assess improvements in child
and family functioning. The results rolated to functional improvements resulting from home-
based interventions are highly positive. An evaluation of Virginia’s home-based programs
found that 69 percent of the families improved in overall functioning (Virginia Dept. of Social
Services, 1985); and an cvaluation of Ncbraska’s Intensive Services Unit found that family
problem levels dropped by one-half to one-third and that these improvements were sustaincd
at a thrcc-month follow-up (National Resource Center, 1984).  In Wisconsin, significant
improvement was found in many areas, including mental health of parcnts, mental health and
behavior of children, school performance, discipline of children, family communication, and
marital rclationships. (National Resource Center, 1985).

In analyzing results from the mental hcalth demonstration project, thc Homcbuilders < a1 ram
found significant improvements in child and family functioning,  Eighty-five percent -, the
familics with a family communication problem improved; 100 percent decrcased the problem of
violence to sclf; 92 percent improved the problem of violcnce to others; 78 percent improved
the problem of violence to property; and 100 pereent of family members with mental illness
dccrcased the frequency and severity of symptoms.  Global Assessment Scale ratings improved
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PROGRAM

Day One
Cumberland, ME

FamiliesFirst
Davis, CA

Families Work
Northcast Parent and
Child Socicty
Schenectady, NY

Family-Based Scrvice
San Dicgo Center for
Children

Family Prescrvation
Network (Data for
Ninc Programs)

Family Prescrvation
Project
Henderson, NC

Familystrength
Concord, NH

Hennepin County
Child Welfare Division

Homecbuilders
Behavioral Scicnces
Institute

Federal Way, WA

Intensive Crisis
Counseling Programs -
Florida

EVALUATION RESULTS

DURATION

90 days

4 - 6 weeks

Average 15

weceks

6 months

Average 9.7
weeks

7 weeks

4 weeks

4 - 6 weeks

6 weeks

RESULTS

889% familics at closure

70% children at 12 months
44% comparison group
children

89% children at closure
9% at 3 months

88% at 6 months

87% at 12 months

85% children at 6 months

92.1% children at closure

81% familics at closure
79% at 3 months

15% cligible familics not
served due to lack of slots
at 3 months

76% familics at closure

children used fewer
placement days than
controls, morc short-term
placcments, shorter lengths
of stay

87% at closurc
9% at closure

86% familics at closure
85.7% at 1 month
65.5% at 3 months
80% at 6 months

95% familics at closure
83.8% at 12 months

REFERENCE

Day Onc Evaluation
Report, 1983

FamiliesFirst Program
Description

Tavantzis, Tavantzis,
Brown, & Rohrbaugh,
1986

Heying, 1985

Maza, 1937

Owen, 1987

U.S. House of
Representatives, 1987

AuClaire & Schwartz,
1987a, 1987b

Kinncy, 1978
Kinney, Madsen,
Fleming, & Haapala,
1977

Florida Dept. of
Health &
Rchabilitative
Services, 1982

Faschal & Schwahn,
86
981 - 1986 data)



Maine Home-Based
Programs

Maryland Intensive
Family Services (1FS)

Nebraska Intensive
Services Project

New York State
Preventive
Demonstration Project

Oregon Intensive
Family Services
Program

Parsons Child and
Family Center
Albany, New York

Utah Family
Preservation Projects

Virginia Preplacement
Preventive Services -
14 programs

Wisconsin Child
Placement Prevention
Projects - 14 projects

EVALUATION RESULTS CONTINUED

90 days

90 days

average 6
months

average 14
months

90 days

median 10 -12
months

average 60
days

average 5
months

1 - 18 months

76% - 95% children at
closurc

92.5% children at 90 days
or closure
97% children at 12 months

86% families

66% experimental children
54% controls through study
period (1974 1980)
Placement delayed
significantly in experimental
group

91% families at closure

61% families during 12
month follow-up

88% families during study
period (1981 - 1985)

85% children at closure

93% children during study
period

82% children at end of data
collection
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Hinckley & Ellis,
1985

Maryland Dept. of
Social Services, 1987

Leeds, 1984

Jones, 1985

Orcgon Dept. of
Human Resourccs,
1985

Kagen, Schlosberg, &
Reid, 1986

Callister, Mitchell, &
Tolley, 1986

Virginia Dept. of
Social Services, 1985

National Resource
Center, 1985



an avcrage of 28 points, and Child Bchavior Checklist ratings improved an average of 38
points (Bchavioral Scicnces Institute, 1986).

Home-based scrvice  programs also have reported success in linking familics with nceded
ongoing services and supports.  The Home Counsclors Program in Mainc found that 80 percernt
of the familics participating in thc homc-based scrvice continucd with family or individual
thcrapy following the 90-day intcrvention (Aldercttc & Foster, 1987). The Homcbuilders
program successfully linked 79 percent of the family members nceding special school or work
programs with these services (Behavioral Sciences Institute, 1986).

Finally, satisfaction with homc-based scrvices has been mcasured by some programs. In
Wisconsin, 84 percent of the families felt that they had been helped very much or somcwhat
by the scrvices reccived (National Resource Center, 1985).  Workers referring and interacting
with Florida’s Intensive Crisis Counscling Programs were surveyed to dcterminc  their
perceptions.  Satisfaction of thesc workers was consistently high, with expressions of praisc
for thc quick rcsponsc time, good communication, willingness to work in the home,
profcssionalism, and other aspects of the home-based scrvice programs.

Somec studics have attempted to identify critical factors in effective homc-based trcatment and
factors corrclated with the success or failurc of the intcrvention. These efforts have been
dirccted at identifying which family, child, or t-eatmcnt variables might predict placement or
problem rccurrence.  Rescarch on the Homcbuilders program found that the provision of
“therapist hard scrvices" (tangible goods and scrvices) discriminatcd outcomc groups, with
those familics rccciving hard scrvices more likcly to remain intact. The implication of this
finding is that thc provision of tangible scrvices in addition to counscling is critical to the
success of the home-bascd intervention (Haapala, 1984).

A morc rccent study attempted to identify the factors that arc associated with “failures” of
home-bascd scrvices.  Service failure was dcfined broadly to include any out-of-home
placcment (including running away or placement with a non-rclative) for more than two wecks
during provision of homec-based scrvices or for 12 months following intake. The study sample
was compriscd of over 450 familics served by thc Homcbuilders program in Washington and by
two public child welfarc agency offices in Utah, with a small control group consisting of
referred familics who could not be served because workers’ caseloads were full.  Successful
outcomes were achicved with 76.3% of the children considered at risk of rcmoval, and a
number of variables were found to be associated with placement outcomes. In particular, the
degrece to which ncw parenting skills werc lcarned and uscd was associatcd with avoiding
placement. The results also suggested that success rates erode for older, more noncompliant,
and dclinquent children (Frascr, Pecora, and Haapala, 1988).

Rescarch at the Parsons Child and Family Center also compared the "placed” group with the
"not placed” group (Kagen ct al, 1986). Two primary factors distinguished these groups.
First, thc placed group contained a large number of children referred by the probation
department who were adjudicated as status offenders or delinquents and who manifested a
sharply higher number of rcported child behavior (acting out) problems.  This result is
supported by a study of tnc Familics Work Program which found that families rcferred by the
probation agency were at greater risk of ncgative outcome than thosc referred by the social
service or other agency (Tavantzis et al., 1986).

A sccond major distinguishing factor relates to the "engagement® of the family in the
intcrvention process.  The placed groups evidenced less agreement with staff about problems,
more canceled appointments, less satisfaction with scrvices, and did not feel helped with
serious concerns.  This finding suggests that a critical variable in the success of home-bascd
services is the worker’s ability to cngage the family in the intervention process.
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The importance of cngagement in the home-bascd intervention is substantiated by the study of
the home-based services unit of the Hennepin County, Minnesota Child Welfare Division
(AuClaire & Schwartz, 1986). Familics who sct trcatment goals used a significantly lower
proportion of placcment time than families who did not set goals. This implies that the
ability of the family and worker to cooperatively develop a set of problecm-relevant treatment
goals has major effects on the outcome of the intervention. Thus, families who are engaged
in the intervention and are willing to establish and work toward goals are more likely to have
positive outcomes. The researchers conclude that achieving and maintaining the participation
and active engagement of family members appcars to be central to successful program
completion.

Another significant finding is that improvement in family functioning may be a more
significant predictor of successful outcome than improvement in the child’s functioning.
Tavantzis and othcrs (1986) found that changes in functioning of the adolescent referred to
the Familics Work program were not correlated with outcome, whercas changes in family
functioning were correlated with positive outcome. This result suggests that changes in family
interaction or coping skills may be more relevant to avoiding out-of-home placement than
changes in the behavior of the youngster who is at risk. Tavantzis also reports the most
favorable outcomes in families where the youngster’s biological parents werc married and
living together and the worst outcome in blended families.

Jones (1985) found that the duration of services and the completeness of seivices were two
significant predictors of successful outcome (not cntering out-of-home carc).  Families
recciving home-based services for a longer period of time and families with no apparent unmet
service needs at case closure were more likely to remain intact. When services were
tcrminated prematurcly or when thcre were unmet needs at closing, the chiidren were more
likely to enter substitute care. Based upon these findings, Jones suggests a "preventa'ive
maintcnance” approach to family preservation services with an emphasis on continuity,
intensity of services rising and falling based upon the nceds of the family, and permeable
boundaries to pcrmit families to easily enter, leave, and rcenter services as nceded. According
to Jones, a time-limited intervention followed by case closure may not be as effective as a
more continuous, comprehensive approach.

Additional rescarch and evaluation data, particularly with control or comparison groups, arc
nceded to further substantiate the cffectivencss of home-based services, It may be especially
useful to study home-based scrvices of varying combinations of intensity and duration to
determine the most appropriate uses of these approaches within an overall system of care. In
addition, the importance of incorporating program evaluation into the design of new programs
has been emphasized by ‘hosc in the ficld. Evaluation results can be used to demonstrate the
effectivencss and viability of home-based approaches to decision makers and can contribute to
appropriations for ncw and expanded program cfforts.

Despite  methodological concerns, most rescarchers conclude that horc-based services which
include intensive counscling and concrete services can be effective in preventing, delaying, or
reducing the lcngth of placement and in cnhancing the functioning of parents and children.
Heying (1985) asserts that the homc-based service dcliverv strategy has the potential for
reshaping methods of treating severcly emotionally disturbed children and their familics.
Greater availability of these scrvices will cnablc many troubled children to remain with their
familics and will cnsure that those children placed in residential treatment scttings truly nced
to be therc. Current data indicate that home-based scrvices (brief, mid-range, and long-term
varictics) arc successful with many familics, and therc is ample evidence to justify the use of
home -based services as part of a comprchensive system of care.
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MAJOR ADVANTAGES AND CHALLENGES
Advantagces

The advantages and benefits of home-bascd scrvices have been reviewed extensively (Alderette
& dcGraffenreid, 1984; Bryce & Lloyd, 1982; Kinney, 1978; Lloyd & Bryce, 1984; National
Resource Center, 1980). The responscs of home-bascd workers, program administrators, staff
from other community agencies, and familics themsclves, reccived during site visits, also lend
an invaluable perspective in identifying the strengths of the home-based service approach.
While by no mcans exhaustive, some of the major advantages of home-based services arc
summarized below:

o Homc-based services represent a belief in the importance of the natural family and are
clearly dirccted at family prescrvation and reunification.

Increasingly, all child serving systems have becr questioning the cxtensive usc of out-of-home
placcment as a response to the problems of children and familics. In the mental health field
in particular, thc myth that good trcatment must occur in a residential trcatment cnvironment
is being challenged. Home-based services provide an approach for investing in a child’s own
family becforc resorting to out-of-home care, consistent with a belicf in the value and
importance of the natural family. Homc-based services also can reduce the length of time
children spend in out-of-home care and can increase the chances for a successful return home
for children who have been in placements.

o Home-based services can help to ensurc child protection because scrvices arc highly
intensive, and workers spend a great deal of time observing and supporting families.

Home-based workers visit families frequently, spend many hours in thc home, and are available
on a 24-hour basis to respond to crises. This allows for close supervision and accurate
assessment of the family’s circumstances. Home-based workers are in an excellent position to
assess risk to children or family members and to intervene immediately should any risk be
observed.  Familics involved in home-based programs are aware that workers must report
abusive behavior, and that if a child is in clear danger, workers will advocate for out-of-home
placement.

If out-of-home placement is needed for the protection or trcatment of the child, home-based
serviccs can facilitate planning for such placement. The family can bc invo'ved in the
decision making process as we'l as in planning and working towards the cnild’s return home.

o Home-based programs provide flexible services to focus on the total needs of the famil:,

Home-based services attempt to address the whole range of problems and issues facing a
family. They provide a mix of counseling, skill teaching, and brokering and coordinating all
of the services and supports needed by the child and family. Most programs are highly
flexible and arc committed to locating and accessing whatever resources are appropriate to
meet identificd noeds.  Familics involved in home-based programs frequently reported that
programs are willing to "do anything that is needed" in order to address their problems.
Home-based scrvices also provide an efficient mecchanism for coordinating the multiple
resources and services provided to families.

o Home visits arc less threatening, less stigmatizing, allow the whole family to become
involved, and provide a rcalistic setting for learning and practicing new skills.
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There a numecerous advantages to thie use of home visits. With workers coming to the home,
familics tend to be less intimidated and threatencd, and fear and mistrust can be overcome
more quickly and ecasily. Further, home visits provide an opportunity to engage thc entire
family, particularly members who might resist coming to traditional office scttings. The
worker can observe the family in its own environment and can morc easily and accurately
understand and asscss the family dynamics, problems, and strengths.

Of primary importance is the fact that the problem of transferring or gencralizing skills to a
different  environment is eliminated through home-based services.  The family can learn,
practicc, and apply skills in the environment in which they will be used. For cmotionally
disturbed children, the difficulty of transferring skills learned in a residential treatment
setting also is avoided. Through home-based services, parents, teachers, and others all can
become part of the treatment tcam, working with the child to achieve and maintain gains
within the context of the family and community.

o Home-based scrvices increase accessibility of services to families who have the greatest
needs and who often are unable or unwilling to access more traditional comimunity services.

Home-bascd scrvices overcome barricrs related to transportation, difficult work schedules, lack
of money to pay for services, the demands of other children, and more. Services are provided
at a time and location convenient to familics who often arc overwhelmed with problems and
demands. Further, home-based services can reach familics who will not seck out and use more
traditional services because of their distrust, loss of hope, or ncgative past experiences with
scrvice agencics.

Home-based services are particularly applicable to rural arcas where traditional services may
be difficult to obtain and community norms may cncourage resistance to mental health
services.  Home-based services overcome transportation and financial barricrs as well as
psychological barticrs to scrvices.

o Home-bascd services place few time limits on meetings with the family, and services are
intensive cnabling workers to provide assistance commensurate with needs.

While the intensity of home-bascd services varies, most programs provide levels of service far
cxcceding  traditional mental  health and  social services  approaches Duc to their
characteristically small cascloads, home-based workers can work with familics when and how it
makes sensc to do so. In the initial phases of the intervention, workers may sce familics
daily if nceded; during a crisis situation a worker may stay with a family as long as is nceded
to stabilize the situation and devclop plans.

o Home-bascd scrvices provide timely responses to crises when familics are highly motivated
to work towards change.

Many home-based programs are crisis-oriented, providing timcly responses to the initial crisis
that precipitated the referral and responding (on a 24-hour basis) to any crises that may arise
during the intervention period.  Familics often arc most willing and motivated to change
during a crisis period.  The ability to intervene at a crisis point allows home-based service to
take advantage of and capitalize on the opportunity for growth and changc.

o The relationship between the home-based worker and the family is uniqucly intense and
personal, overcoming the professional distance barrier.

Home-based workers develop  highly intense and  personal rclationships with the family and

overcome the "profcessional distance barrier.” Their informal dress and manncr, their
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consistent availability, and their willingness to do whatever is needed help families to develop
trust. Workers often are secen as helpers, guides, and "real pcople” rather than as clinicians
or authority figurcs. The particularly close rclationship of home-based workers and families
helps to deveiop hope and motivation to change.

o Home-based scrvices are applicable to different types of communities, to familics with
diff -ent types of problems, and can be adapted to families of a wide variety of cultures
aud ethnic minoritics.

Home-based scrvices have been implemented successfully in  urban, suburban, and rural
environments. In rural communitics, home-based programs can recruit workers who live within
a reasonable distancc and who can travel from their own homes to provide home-based
services to families living in isolated arcas. Home-based services have been found to be
effective with a varicty of populations including families with problems of child abuse or
ncglect, families of emotionally disturbed children, and others. Additionally, services can be
adapted to different cultural and ethnic minorities by hiring minority workers, hiring
interpreters, and othcrwise adapting service delivery approaches to the culture, lifestyle, and
valucs of each individual family.

o There is less negative community reaction to home-based services than to residential
programs of various types.

Home-based programs tend to be “lower profile" programs. Agencies report that groups homes
and other residential programs tend to engender neighborhood complaints and resistance.
Home-based programs, which do not require facilities and are less visible, avoid these negative
responses.

o Home-bascd services are more cost-effective than out-of-home placements.

While program characteristics vary, data uniformly suggest impressive success rates in keeping
families together. As a result, significant cost savings are achieved by avoiding placements
that would have occurrcd were it not for the home-based intervention.

Challenges

A number of problems related to the devclopment and delivery of home-based services also
have been identificd. Thesc are presented as "challenges" that should be considered and
addressed in implementing and operating home-based programs:

o Determining an appropriate time frame for services,

Home-based programs report considerable pressure to provide very short-term, time-limited
interventions. ~ While short-term, crisis services may be appropriate for many families, others
may need longer-term, home-based services and support.  Programs struggle to find the

optimal mix of scrvice intensity and duration for the program as a whole and for each
individual family.

o Coping with potentially threatening situations.

Home-based workcrs are more likely to encounter threatening or dangerous situations since
service dclivery occurs in familics’ homes and in the community. For example, home-based
workers have reported such incidents as dog bites, sexual overtures, physically menacing
family members, and robberies. These incidents are surprisingly rare considering that workers
spend most of their time in the field. Despite the infrequency of such occurrences, programs
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must prepare  home-based workers for every possibility, tcach them how to respond in
threatening situations, and take all possible precautions to avoid placing them in jeopardy. '

o Safeguarding the rights and privacy of families.

The fact that the site of service delivery is in the home requires extra vigilance to ensurc
that the rights of the family are not compromised (Levenstcin, 1981). Ethical considerations
include minimizing cocrciveness to participate in a voluntary program, prescrving the family’s
privacy by maintaining confidentiality, and respecting the family's style of living, culture,
values, and belicfs. Of primary importance is imimizing unnecessary intrusions into the
familics’ life. Due to the intencity of services, some families and others have perceived home-
based programs as intrusive. Programs must work with familics to guard against unnccessary
intrusiveness and to keep the family’s needs and wishes in the forefront.

o Preventing workers from becoming enmeshed in the family system and families from
becom:ing overly dependent upon workers,

In some situations, home-based workers potentially can becomc enmeshed in the family system
which can exacerbate rather than relicve problems. Another potential pitfall may oceus when
families become overly dependent upon the worker and, thercfore, are less likcly to be able to
survive on their own following the home-based intervention.  Programs address these
challenges primarily through worker training and clinical supervision. Thc emphasis in most
home-based programs on empowering families rather than taking over their role and
responsibilitics also serves to minimize the potential for excessive dependency.

o Providing follow-up services or inaintenance services to families who have completed the
intervention while, at the same time, serving current cases.

Many programs rccognize the need for follow-up services for families completing the home-
based intervention.  Follow-up may take the form of periodic visits (weckly, monthly) for a
period of time to rcinforce skills and provide ongoing support as well as to be available for
crisis intervention. A period of time with telephone contact might follow the "maintenance
visits."  Programs have difficulty working formalized follow-up contacts into their service
delivery process along with the demands of new and ongoing cascs.

o Accessing appropriate resources in the community to provide ongoing services and support
to families following the intervention.

One of the most difficult challenges faced by programs relates to locating and linking families
with the ongoing scrvices and supports that thcy may nced following the home-bascd
intervention. Many communities do not offer the services nceded by children and familics,
and families often cannot participate in available scrvices due to financial, transportation, and
other barriers. This problem is particularly relevant to the short-term crisis models of home-
based scrvices which are predicated, to a large cvtenl, on linking families with other
resources for longer-term services.  This issue vnderscores the importance of not viewing
home-based services in isolation but rather as part of a comprchensive system of carc for
children and families.

o Preventing worker burnout.

The demanding, unpredictable, and stressful nature of home-bascd work can lcad to the
cxhaustion, discouragement, and eventual bumout of home-based workers. Home-based
programs make concerted efforts to minimize staff burnout through such mecasures as staff
training, strong agency and peer support, good empleyce benefits, vacation and compensatory
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time, and othcr mechanisms for acknowledging and supporting workers and cnhancing worker
satisfaction,

0 Rccruiting qualificd staff.

As noted, most undcrgraduatc and graduate schools in the mental health professions provide
little training in thc concept or process of home-based scrvices.  Therefore, most potential
candidates have little training or cxpericnce that is congruent with home-based scrvices.
Special attention to staff sclection procedures is nceded to cnsure that staff hired have both
the qualifications, personal characteristics, and lifc style that would adapt to homec-bascd
work.  Furthcr, intensive staff training activitics may be nceded to compensate for the lack of
formal cducation and cxpericnce of most new home-based workers.

o Avoiding pressurce to "dilute” the home-basced service approach.

Home-based programs rcport that thcy must be constantly vigilant to cnsurc that thc home-
based modcl is not compromiscd. There is often a subtle pressure to incrcase caseloads,
reduce scrvice intensity, or scrve more familics.  These types of changes may hinder the
program’s effort to provide highly active and intensive intcrventions to all familics.  Thus,
programs rcport the nced to protect the service and avoid diluting the approach so as not to
dccreasc the intervention’s effcctiveness.

o Overcoming skepticism and resistance among other professionals,

Many homc-bascd programs rcport that they cncounter high levels of resistance and skepticism
about the homc-bascd approach from other professionals. Special cfforts to cducate and enlist
the support of other professionals and agencics often arc nceded to combat such resistance.
Resistancc may be partially attributable to the fact that most scrvice providers are not trained
to work with familics or to provide scrvices in familics’ .omes. The concept of intensive,
home-bascd scrvices is somcwhat revolutionary, and other professionals may not understand
the objectives or demands of home-based work.  Programs located within mental hcalth
centers, for cxamp!~ have found that other professionals may resent the lower caseloads and
flexible hours of 1. mc-bascd staff.  Overcoming skepticism and resistance and  cstablishing
collaborative rclationships with other agencics and professionals is a challenge shared by all
home-bascd programs.

PROGRAM DEVELOPMENT

Recently, there has been a significant surge of interest and activity in the arca of home-bascd
scrvices.  Sudia (1986) notcs that family-focused prevention programs are gaining acceptance
and support throughout tic country and that an Annotated Dircctory of Sclected Family-Based
Service Programs now describes over 300 programs (Nativ .al Resource Centcr, 1987). Beyond
the development and growth of home-bascd scrvice programs, other signs of progress include
increasing interest and debate about home-bascd service approaches; the inception of provider
and practitioner associations; national conferences devoted to home-based services; increased
research on homc-based scrvices; incrcased tcchnical assistance and training activities; an
increasing number of journal articles on the subject; and growing intcrest in incorporating the
philosophy and approaches into undergraduate and graduate social work curricula.

A major stimclus for progress was the 1980 cnactment of P.L. 96-272, thc Adoption Assistance
and Child Welfare Act. This federal legislation cstablished new criteria for states to qualify
for federal child welfarc and foster carc maintenance funds. In order to qualify, states must
have implcmented a program of placement prevention scrvices designed to reduce the need for
removing children from their homes.  The legislation also mandates that attempts be made to
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rcunite foster children with their biological familics or provide permancent adoptive homes for
children who cannot return home. The legislation supports the philosophy of family-centered
services and has stimulated comparable state legislation.  Ncarly half of the states now have
statutes or regulations related to family-centered services which provide direction to service
providing agencies and  courts; mandate that placement prevention  service. be  provided;
establish pilot home-based service programs; and appropriate funds for home-based services.

Despite noteworthy progress, however, the pace and achicvement in implementing home-based
scvvices have not been uniform across the country (Center for the Study of Social Policy,
1986). Whilc somc states and communities have embraced the concept and philosophy as a
foundation for their human servicc programs, other arcas lag behind.  Further, many of the
home-bascd programs that have been developed are considered pilot or experimental efforts,
implemented on a small scale to test their viability and cost-effectivencss. To date, the need
far excceds the availability of home-based services in most communitics, and such services arc
not yct considered an essential component of a comprehensive system of care.

A major difficulty rcsults from the fact that many states limit their new  home-based
prevention programs (o the agency or department providing child welfare services. The Clark
Foundation (1985) notcs that mental hcalth, juvenile justice, and special cducation departments
also are responsible for the out-of-home placcment of children but typically have lagged
behind in the development of home-based, placement prevention cfforts.  As a result, a child
and family may have differential access to home-based, placement prevention  services
depending upon  which agency they happen to become involved with. The Foundation
cmphasizes that, in many cases, the same child could be served by any of these child-serving
systems dcpending primarily upon which agency secs the child first or which category or label
is assigned.  Thus, progress varics not only geographically but also across the various child-
scrving systems, with the child welfarc system taking a clear lcadership role in  the
implementation of home-based, placement prevention services.

The National Rcsource Center on Family-Based Services at the University of Towa School of
Social Work has been a major resource to assist in the development of home-based services.
The National Resource Center was funded by the Children’s Burcau of the “.ministration for
Children, Youth, and Familics to assist agencies scrving children and fan.ues to develop
family-based altcrnatives to child placement.  Some of the activitics of National Resource
Center include development of technical assistance materials, information dissemination, staff
training, tcchnical assistance in planning and devcloping family-bascd  services, rescarch,
publication of a ncwsletter ("Prevention Report”), and operating an electronic bulletin board
designed to cxchange information on family-bascd services ("Aunt FABS"). An array of
matcrials about home-bascd services arc available from the National Resource Zenter including
a handbook describing home-based services in detail (Lloyd & Bryce, 1984).

A number of other organizations have been active in promoting the development of home-
bascd, preventive approaches including the Edna McConncll Clark Foundation, the Child
Welfare Leaguc of Amcrica, the National Conference of State Legislatures, and the National
Governors”  Association along with state family-based service associations and  other  provider
groups. The Edna McConncell Clark Foundation has provided funds for numcrous home-based
scrvice  programs as well as for rescarch on home-based scervice models  and  technical
assistancc to child welfarc and mental health planners, policy makers, and providers. The
Family Preservation Network, funded by the Clark Foundation, consists of representatives of
home-based  programs working together to develop and promote family preservation  services.
In collaboration with the National Governors’ Association, the Clark Foundation awarded
grants (o scveral slates to cxperiment with ways to assist troubled familics and to prevent
unnccessary out-of-home placement.
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A growing number of statc associations are forming to promote family-based scrvice services,
and a national organization, the National Association for Family-Based Services, is now in the
formative stages.  The purposes of the Association are to sharc information, promotc
technology transfer, and to advocate for family-based services at the national level. The
Association will attempt to involve members from all child-scrving systems as well as
representatives of many different "models” of family-based services.

As a result of collaborative efforts by many organizations, a national conference on family-
based services was held in Minneapolis in 1987 and the 1988 National Conference on Family-
Based services is in the planning stages. Thesc conf.iences provide an opportunity for
administrators and practitioners to share their experiences, problems, and results; discuss
issues; learn about different program models; and network with colleagues from around the
nation. The National Associatica will be responsible for planning 2. 4 coordinating future
confercnces.

Technical assistance in planning and developing hcme-based services also is available from
many opcrating programs. The Homebuilders program, for example, conducts a wide variety of
training, dissemination, and consultation activities designed to assist other agencics in
developing and operating home-based services.  Training options are designed to assist
agencics develop funding, select and train staff, design administrative and referral procedures,
design service delivery procedures, and implement cvaluation procedures. Training materials
have been developed, including a Homebuilders Resource Guide (Kinney & Haapala, 1978) which
outlines a number of techniques that may be needed by home-based workers such as
assessment, bchavioral techniques, anger and diffusion, assertiveness, communi.udons, and
socialization. The Homebuilders program has developed a training package and manual to
provide assistance in the process of implementing a new home-based program.

There also is some evidence of progress in the training of professionals to provide homc-based
services. For cxample, the Ohio Department of Mental Health awarded a planning grant to
the Center for Family Studies at the University of Akron to develop a multidisciplinary
graduate certificate in home-based intervention. The certificate will be designed to train
mental health professionals from various disciplines to provide home-based treatment for
emotionally disturbed children and their families. The University of Kentucky College of
Social Work has received a federal grant to improve the preservice training of social work
students preparing to work with troubled children and their families.  An interagency
committee will assist the college to identify the essential competencies needed to provide
community-based, family-focused services and to revise the current social work curriculum.

In order to move beyond the "pilot program" stage, it is necessary to identify and involve key
policy and decision makers and gain support for the philosophy of home-based services.
Further, it is necessary to review state funding policies and budgets for human services,
across agency and system boundaries, to identify ways of providing funds for home-based
scrvices and reducing expenditures for out-of-home placements (Hutchinson et al, 1983). In
testimony before the U.S. House of Representatives, Farrow (1987) indicated that successful
implementation will require support for the family preservation philosophy, methods of
financing to establish a secure funding base for services, and a clear relationship of “ome-
based services to a full continuum of services for children and families.

The latter point is of overriding importance. Many have warned of the danger of considering
home-based services (or any service) as a panacea or “magic solution® (Friedman, 1987 Lloyd
& Bryce, 1984; Small & Whittaker, 1979).  The advent of intensive home-based services has
succeeded in ‘“revr lutionizing” the concept of ‘in need of out-of-home-placement” (Update,
1985.) Howcver, it should be kept in the forefront that home-based services are only one
component of a comprchensive system of care needed for troubled children and their families.
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Regardless of the availability of home-based services and other nonresidential system
components, there will still be a need for high quality therapeutic foster care, therapeutic
group care, residential treatment, and hospital care for some children. Small and Whittaker
(1979) note that, in some cases, temporary out-of-home care such as respite care or
therapeutic foster care is necessary for the long-term maintenance of family integration.
They emphasize that the goal is not merely to relocate services to the home and to prevent
all out-of-home placement, but to develop more effective ways of supporting troubled children
and their families. Thus, home-based services should be seen as one essential component of a
comprechensive, balanced system of care, with all components organized to preserve, support,
and assist familics to the greatest possible extent.
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IIl. PROGRAM DESCRIPTIONS

FAMILY ADVOCATE PROJECT
COUNSELING SERVICE OF ADDISON COUNTY
MIDDLEBURY, VERMONT

History

The Family Advocatc Project, operated by the Counseling Scrvice of Addison County, is a
home-based service program for troubled familics who cannot utilize or bencfit from
traditional scrvices. The two primary components of the intervention are home-based therapy
and nctworking with the social service system.,

The roots of the project can be traced to an interagency planning process which began in
1978. The Addison County Children’s Task Force started meeting annually at that time to
identify and address the needs of children and families in the county. When a particular need
or service gap was identificd, smaller multi-a ency task forces were organized to meet during
the year and develop solutions. 1In 1980, the highest priority issue identified by the Addison
County Children’s Task Force involved the nced to find more effective approaches to serving
highly dysfunctional, multiproblem families. The needs of these families seemed overwhelming
- they were con'tantly in crisis, and they were taxing the resources of numerous  human
service agencics in the county. In order to address this need, a task force called: the “Family
Suppori Team (originally called the Dysfunctional Family Task Force) was formed.

The Family Support Tcam enlisted the assistance of a Middlebury College student intern to
review research and information about programs serving highly dysfunctional families. Based
upon the literature revicw, an intervention approach was designed, combining in-home
counseling with intcragency networking. The Department of Youth and Family Services of the
Counscling Service of Addison County proceeded to apply for and reccive a $3,000 “mini-grant”
from the Vermont Department of Social and Rehabilitation Services (SRS) to pilot this
approach.  With the resources provided by this small grant, the Counseling Service hired one
staff person in 1982 to work with five families for a one-year pesiod. The five families
involved in the pilot project were identified by county SRS workers as the most dysfunctional
on their caseloads, and, in addition to their other problems, all five families had documented
child sexual abusc,

The results of the pilot project were highly encouraging, ard the Counseling Service received
two additional mini-grants to complete their work with the five pilot families, to conduct
follow-up on the pilot familics in order to evaluate the interventions, and for training and
dissemination activities. A Federal grant from the Office of Human Developmert Services was
reccived in 1984 and provided funds for an 18-month period. The grant cnabled the project to
hire additional family advocatcs and to extend services to 22 additional families. The State of
Vermont has supported the program’s operation since the expiration of the fedcral grant.
While the original focus of the project was on highly dysfunctional families, in 1986 the
program cxpanded to offer a “continuum® of home-based services, including in-home
assessments, short-term  crisis intervention, mid-range home-based services for families in
situational crises (up to six months), and long-term home-based services for highly
dysfunctional families (six months to two years). This change enabled the program to broaden
its focus and to incrcasc its flexibility in working with familics. Home-based services can
now be provided in accordance with the needs and goals of each individual family rather than
relying upon onc formula for all families.
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Community and Agcncy Context

The Family Advocate Project scrves Addison County, which is located in the west central part
of Vermont. Addison County has a population of approximatcly 28,000 to 30,000 people, almost
entircly Caucasian. The County is comprised of three major population centers surrounded by
rural areas with very low population density. Middlcbury is the county scat and commerce
center and is also the home of Middlebury College, a prestigious liberal arts institution.

Addison County is onc of the largest dairy producing countics in Vermont and has several
industrics including Standard Register and Kraft Chcese. The majority of the residents of the
county, however, are poor and scattered widely in rural, isolated arcas. Their lives are
further complicated by the long, severc winters which make travel trcacherous if not
impossible. ~ Spring thaw brings "mud season" which often results in washed out roads and
additional travcl complications. During this time, even school buscs may be unable to rcach
some familics in especially remote arcas, forcing children to remain at home until conditions
improve. No public transportation system is provided in the county.

The Counseling Service of Addison County is a comprchensive community mental health and
mentai retardation center with an overall budget of over $2.5 million. The main office of the
center is in Middlcbury, and satcllitc offices arc maintained in two additional areas of the
county. The Counscling Scrvicc is comprised of five major departments: Youth and Family,
Crisis Intcrvention, Adult and Substance Abusc, Community Rchabilitation and Treatment, and
Mental Retardation.  The Dcpartment of Youth and Family Services houses the Family
Advocatc Project as well as a number of other programs including the following:

o Outpaticnt Scrvices - Outpaticnt  scrvices for childre.c and familics with an cmphasis on
family work. Spccialized outpaticnt scrvices include parent training courses and a varicty
of groups, including groups for scxually abused children and sex offenders.

o Community Friends - A big brother/big sister program for troubled children operated
primarily with students from Middlebury College. With the assistance of student
coordinators, more than 150 matches are made per year, and big brothers/sisters spend
approximately two hours per weck with their “fricnds."  Special cvents such as Christmas
and Hallowcen partics also arc held.

o School Counsclors - School counseling services provided to the school districts within the
county on a contractual basis. Six school counsclors are employcd by the Counseling
Service to conduct individual and group counscling in the schools, work with parents,
consult with tcachers, and nctwork with other scrvice providers.  The other scrvices
offercd by the Counseling Scrvice arc available as back-up at no additional cost to the
schools.

0 Wilderness Program - Five-day back packing trips for children ages 9 to 13 considered
cmotionally disturbed or at high risk. Four trips arc offcred during the summer for ten
children per trip.  Referrals come from school counsclors and mental health center
therapists.

0 Channcl II - Summer program for troubled adolescents ages 14 to 16 who arc at high risk
for substancc abusc and dropping out of school. The program combincs therapy, recrcation,
and vocational training. As a part of the program, youth perform community projects for
which they arc cach paid a small stipend.

In addition to these scrvices, the Department offcrs psychological testing and cvaluation and
has contracts with scveral other agencies to provide consultation and support.  Such services
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arc provided to programs including Hcadstart, Esscntial Early Education, and the Parcnt/Child
Center, which is a model day care and outreach program focusing on high risk infants.

The Dcpartment of Youth and Family Scrvices has grown from a staff of four to a staff of 20
over the past ten ycars. This growth is considered a major accomplishment in an era of
cutbacks in funding for mental hcalth scrvices, when many mental health centers have
decreased or climinated children’s scrvices. Creative use of grants, sced money, and funding
pieced together from multiple sources has enabled the Department to develop new programs
and expand services to children and their familics.

Being part of a larger mental health center is considered an asset by Family Advocate Project
staff.  This placcment affords easy access to a broader spectrum of services within the agency
and many families arc, in fact, linked with other services offercd by the center.

The administration of the Counscling Service is perccived as supportive and respectful o. the
Family Advocate Project. Center lcadership has allowed staff the freedom to develop programs
and has placed no unreasonable constraints on the program or its staff. The mental health
center is governed by a Board of Directors which is also perccived as supportive and proud of
thc Family Advocate Project. Overall, the program operates in a comfortable and supportive
atmosphere.

Philosophy and Goals

The basic premisc of the Family Advocate Project is that the needs of multiproblem families
can be effectively and efficiently addressed with an intervention involving in-home therapy
provided by a skilled family advocate and intcragency networking. A set of basic beliefs form
the foundation of the project:

o Hope - With traditional interventions, multiproblem families tend to utilize a
disproportionate amount of service time, energy, and money. Frequently, little change is
produced and both the family and social service system become discouraged and hopecless,
The project is based upon the belief that in order to help families change, it is necessary
to instill hope in them as well as in other involved service providers.

o Empowcrment - All interventions of the project are directed at enhancing the sclf-
confidence and coping abilities of the family. The project helps families to identify
problems, set their own goals, and initiate changes. Rather than doing things for families,
the project emphasizes teaching families the skills needed to function more independently.

o Ecological Systems Perspective - The project views the family as a system rather than
focusing attention on an ‘identified patient.” Further, the project is based on the belicf
that working with and helping the social service system or network is as important as
working with the family.

o Strengths - The project cmphasizes the importance of focusing on the family’s strengths as

well as problems. Focusing on strengths allows a sense of hopefulness to develop, which is
essential for progress.

In the early phases of the pilot project, a set of operational hypotheses for the Family
Advocate Project were developed in order to further clarify the program’s underlying
philosophy and assumptions:

1. Families will improve whose network of scrvicc providers is well-organized, with a clear
allocation of responsibilities.
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2. Familics will improve whose problems are defined operationally (conceretely) by themsclves
and their helpers.

3. Familics will improve whose helpers are hopeful and recognize the importance of even small
changes.

4. Familics will benefit from a long and stable association with a professional who functions
as their advocate, since dysfunctional familics do not quickly internalize change.

5. Familics will gain confidence and become sclf-reliant if helped o learn problem  solving
skiils rather than having scrvice providers perform basic functions for them.

6. Familics will improve to the cextent that they can sce themsclves, rather than other people,
in control of their lives.

7. ramilics will benefit from being cncouraged and assisted (o participate in the mainstream
of socicty (c.g, attending school conlferences, cte.), since dysfunctional familics tend to be
socially isolated and to project anger onto socicty’s institutions,

8. Familics do not, as a rule, make stcady progress cven with great infusions o help and
support.  After long, apparently static periods, they make changes which seem to be sudden
and indicate a new level of functioning,

Underlying cvery aspect of the program’s operation is a humonistic approach to dealing with
all people -- clicnts, other providers, and colleagucs.  The leadership and staff attempt to
create an atmosphere of openncss, respeet, cooperation, nurturance, and "gencrosity of spirit”
which pervades the project at all levels.  This unusual level of concern, support, and
cooperation is recognized by almost cveryone who comes into contact with the program
coordinator and staff.

The specific goals of the Family Advocate Project include the following;

o To cmpower familics by cnhancing coping and problem solving skills so that they can
funciion more cffectively and independently.

o Toinstill hope in familics and the social service network.

o To preserve familics.

o To stop patterns of dysfunction within familics and to prevent child abuse and neglecet.
o To help familics get out of isolation and participate meaningfully in socicty.

0 To establish a working network of agencies to coordinate service delivery.

Scrvices

As noted, the Family Advocate Project has recently expanded its focus to provide a continuum
of home-based services. The services offered by the program fall into four categorics:

o Crisis Intervention - The crisis intervention component is targeted at adolescents in crisis.
This component originally was a scparate program initiative calitled the “Youth in Crisis"

program but was incorporated into the Family Advocate Project as part of its service
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continuum. Thc component offers short-term, intensive intervention to intercede in  crisis
situations and preserve familics. A family advocate is provided to mcct with the child and
family for approximately one to five scssions. If the crisis situation cannot be alleviated,
the youth can be placed voluntarily in a professional parcnt home for a period of onc day
to three wecks. The Family Advocate Project maintains six professional parent homes
which provide youth with emecrgency, temporary shelter for a maximum of two weeks in the
home of trained foster parents. While the youth is in the professional parent home, the
family advocate provides intensive, short-term intervention to the child and natural family.
If nccessary, referrals arc made for continued services from the Family Advocate Project
or from other community resources.

0 Asscssment - Familics are referred for assessment when home-based services are under
consideration but the situation lacks clarity. A family advocates makes one to threc homec
visits and consuits with other service providers involved with the family. A report is
developed  which outlines the family’s necds and makes recommendations for further
trcatment or referral.  Many families referred for assessment are later involved in one of
the other components of the family advocate project, are referred for outpatient services
through the mental health center, or are referred to other appropriate community agencics.

0 Mid-Range Intcrvention - Home-based scrvices for periods ranging from two to six months
arc provided to familics cxperiencing situational criscs. Such crises may involve imminent
removal of a child, cxtreme difficulty coping with a child, stress due to physical illness or
disability, and so forth. A family advocate provides home-based scrvices and networking,

devoting approximatcly two to five hcars per week to each family. Referrals for other
services arc made as necded.

o Long-Term Intervention - Long-term  homc-based  services arc  provided to  highly
dysfunctional, multiproblem families according to the original design of the Family Advocate
Project.  Family advocates combine in-home therajy and nctworking, devoting approximately
four hours per weck to cach family for a period ranging from six months to two years.

Sincc the cxpanded scrvice framework is relatively new, the following description of the
service dclivery process is based primarily on the long-term model of home-based intervention
uscd by the project to work with highly dysfunctional families.

The primary referral scurces to the project are SRS workers and school counselors. To a
lesser extent, referrals originate from agencies, including the Health Department, Essential
Early Education, and Migrant Programs. The referring worker generaliy arranges an initial
meeting with the family, and the process of service delivery is initiated. The Family Advocate
Project conceptualizes the process of working with familics as three distinct but overlapping
phascs -- joining, alliance for change, and transition.

The joining phasc involves gaining information about the family, setting goals, and developing
a trusting rclationship, and engaging the fauily in the service delivery process. The first
mectings with the family are used to clarify the program and the role of the tamily advocate,
with particular attention to differentiating the role of the advocate from that of the SRS
child protection workers, Assessment is a major component of the initial phasc, and advocates
concentrate on developing a family history and determining what the family perccives as its
probicms and what the family would most like to change. An important clement of this first
phase involves the development of a plan which identifies problems and strengths and
establishes goals for the intervention.

The program emphasizes the importance of establishing a positive tonc from the very first
contact by conveying warmth, respect, and acccptance.  Further, the program emphasizes
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focusing on strengths from the outsct and introducing a sense of hopefulness. Expericnce has
taught family advocates that the joining or engagement process often is leng'y, requires
paticnce and tenacity, and may include apparent rejections or testing by the family, The
building blocks of the joining process include empathy, positive reinforcement, showing
respect, sctting realistic goals, demonstrating that change can occur, and establishing an
affectionate rapport.

The second phase of service dclivery is entitled "alliance for change" This phase of service
delivery consists primarily of home visiting and networking approaches directed at helping the
family to become empowered by learning coping and problem solving skills. Advocates arc
traincd to rcinforce small changes (“just noticeable differences”) which indicate new behaviors
or progress for family members.  Further, advocates are trained to anticipate periods of
regression to old patterns during the service delivery process.  The elements of the
intervention during this phase include:

o In-Home Therapy - A wide varicty of therapeutic approaches are used when applicable to
provide in-home thcrapy to familics, including contracting, family meetings, mediation,
insight therapy, re-pac#ting, role modeling, strategic and systemic family therapy, play
therapy, and others.  Sessions may be held with the entire family, with individual family
members, or with any combinations of family members. Counseling scssions may occur
informally while involved in various activitics with the family such as mecting with the
fathcr in the barn, taking the children to the park, or meecting with thc mother over
coffec at McDonald’s.

0 Teaching Skills - Family advocates focus on teaching skills to familics to enhance thcir
functioning. ~ SKkill teaching centcrs around arcas including parenting skills, problem solving
skills, and communication skills.

0 Moving From Isolation - Family advocates strive to bridge the gap between familics and
socicty.  This invoives cncouraging and helping familics to participate in various activitics
such as appropriatc contact and involvement vith the schools, participating in community
cvents, accessing necded scrvices and resowices, and obtaining appropriate training or
cmployment.

o Recreation - The program also attempts to sct aside problem solving and to cncourage
families to cngage in rccreational activities such as family events or participating in
community recrecational opportunitics.  Advocates hclp families to plan outings or picnics
and participatc in rccreational activities with the fan Jlies as well.

o Family Communications Course - A four-session family communications course also has been
offered as part of thc intervention as an opportunity for teaching and for ecstablishing a
supportive, multifamily group.  The topics covered include child development, logical
conscqucnces, sctting limits, and family mecctings; refreshments also arc provided.  Although
transportation has bcen provided, it has been difficult to get consistent attendance at
family communications courses.

0 Flexible Funds - Advocates arc provided with $25 per family to be used to meet special
nceds.  Although this is a small amount of money, advocates usc the funds creatively for a
family intervention such as taking the family to a restaurant for lunch, purchasing gamcs
for the family to cnjoy together, or purchasing Thanksgiving dinner for a fan.y who
otherwisc could not afford it.

o Networking - Networking is considcred an integral part of the intervention, emphasized as
much as working with familics. The family advocate assumes the casc management role and
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has both the time and the mandate to organize and convene the network of community
providers who arc involved with the family  » empower and instill hepe in the network,
and to coord.nate service delivery.

Advocates are available on a 24-hour basis to respond to emergencies and provide back-up for
onc another.  Clients are provided with the 24-hour emergency nunber for the Counscling
Service.  The Center's on-call emergency worker contacts the family advocates to respond to
criscs involving their clients.  However, advocates report that families rarcly contact them in
criscs and that the consistent, frequent, ongoing contact with familics seems  sufficient to
avert crisis situation.  The program has few resources to rely upon in emergency situations.
The Baird Children’s Center in Burlington, 33 miles away from the program, maintains one
cmergeney bed which allows for a ten day residential placement for  emotionally  disturbed
children ages 7 to 13, and another emergeney bed is available for adolescents through the
Northcastern Family Institute. A psychiatric unit at the University of Vermont has four beds
for adoleseents.  Emergency situations challenge the program and other agencies to creatively
bring a varicty of community resources together o assist emotionally disturbed children and
their familics.

For the longer-term intervention, advocates devote approximately four hours per week to cach
family, divided between home-based  therapy and  working  with  the network  of  involved
providers.  The long-term intervention, provided for an average duration of one year, allows
sufficicnt  opportunity  for  the  family and advocate to develop  a trusting  relati “wship,
experience cycles of growth and retrenchment together, and solidify newly learned patterns.

The third phasc of the process is conceptualized as “transition® rather than “termination.”
This phasc begins when it become obvious that the family has made substantial gains and will
be able to manage without the intensive involvement of the advocate. Tt often is difficult for
advocates to begin the transition process as familics continue to have many needs and are not
"curcd”  Despite the difficulty, transition is initiated when primary treatment goals are met,
there is no evidence of abuse or negleet, the family has moved from isolation, and the family
is better able to handle problems of daily living.  Transition involves a gradual process of less
irequent visits.  Over a period of several months, visits may be reduced to every other week
and later monthly.  Monthly checks may continue for a period of time before transition is
complete.  Generally, a final network mecting is held which the family attends and  which
celebrates the family’s accomplishments.

In order to prepare for transition, familics arc retes od to more conventional scrvices if
nceded.  The majority of familics do not become involved with other mental health center
scrvices  after  transition, but many continue their involvement with  the  school  counsclor,
summer programs, and the like.  While the case management role is supposed to be assumed by
another member of the network, most often the SRS worker, this does not always occeur.

Family advocates make follow-up contacts at six months, one ycar, and two years after
transition  and may maintain  contact with familics through phone, correspondence,  and
occasional visits on an informal basis.  Familics arc cncouraged to contact the program  if
problems arise, and the program may provide additional assistance if appropriate.  If familics
regress, a short-term “refresher course” may be provided to reinforce and rebuild previonsly
learned skills.

A number of gencral rules guide the advocates as they provide services to families:
o Building trust and "joining,"

0 Being respectful of the family,
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o Starting "where the family is at" and respecting their agenda,

o Remaining hopeful in the face of frequent crises and problems,

o Always being awarc of strengths,

o Respecting small changes and sctting small, achievable goals, and
o Always keeping a systems perspective.

Networking and Linkagcs

As noted, the Family Advocate Project considers networking to be as important as intervening
directly with familics. Families invariably are involved with numerous agencies, each
addressing an aspect of the family's problems without secing the whole. This fragmentation
and disorganization encourages the family to become passive recipicnts in the scrvice delivery
process.  Further, service providers working with dysfunctional families tend to become
discouraged by the overwhelming problems presented.  Thus, an explicit goal of the Family
Advocate Project is to organize the service system into a functioning network.

A written consent form allowing advocates to share information with other providers is
obtaincd from familics at the very first stages; the program would decline to work with a
family who refuscd to sign such a release. The first step in the networking process involves
detective work to identify all involved providers.  All providers are contacted and a
nctworking mecting is called. This first meeting is secen as an “organizational’ mccting, and
famili~. .generally do not attend because discouraged workers tend to vent many of their
frustrations and ncgative feelings at the initial confercnce.  Familics, however, arc bricfed
fully regarding nctwork discussions. The general pattern for networking is to hold two to
three mcetings for cach case, in the beginning, middle, and transition stages of the
intervention.  Smaller mectings with subgroups of the network are held in the interim as well
as ongoing contact with individuval network members.

A similar format is used for most nctwork mcctings. The advocate involved with the family
generally serves as chairpersoa for the meeting, and ncwsprint and markers are used to
develop an intcrvention plan. ‘The process may begin with the development of a grnogram
depicting the family with its history and intcrrelationships. A list is made of all agencics
working with the family and their primary roles. ‘The group then proceeds to identify the
family’s problems and strengths and to develop a plan which specifies goals and assigns roles
and responsibilities for carrying out aspects of the intervention plan. At the close of the
mceting, the advocatc summarizes the discussion and plans and establishcs a time for the next
meeting. The advocatc generally is perecived as the case manager and network coordinator.

Special cfforts arc made to ensurc that schools ar¢ part of the network.  Schools have
tremendous potential for impacting the lives of children and families but routinely are left out
of the networking proccss. The Family Advocate Project visits schools, establishes contact
with teachers, principals, and special cducation personnel, and cnsures that they are an
intcgral part of the nctwork of providers. Networking mectings often are held after 3:00 P.M.
when school personnel can attend more casily.

In addition to networking around individual familics, thc Family Advocatc Project is involved

with a number of additional structures and mechanisms for maintaining close intcragency
linkages and collaboration,
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0 Addison County Children’s Task Force - This task forcc was established in 1978 and is
comprised of representatives of all  agencies, professionals, and citizens  concerned  with
children and familics. The task force holds an annual meecting in which priority nceds for
the county’s children and familics arc identified, and working task forces are cstablished to
address these nceds. It was through this process that the Family Advocate Project
originatcd.

o Family Support Team - The Family Support Team is a multi-agency group which serves as a
stecring committee for the Family Advocate Project. The tcam mects monthly to provide
input and consultation on all aspects of the program. In addition, thc monthly mcetings
provide a forum for discussing difficult cascs; any professional in the county is invited to
present a confusing or frustrating case, and the networking revicw process described above
is used to develop an intervention plan.  The team has also been designated as the County
Child Protection Team to review difficult cases of abusc and neglect. A typical monthly
mecting is attended by nearly 20 pe -sons representing 9 or 10 different agencics.

0 Quarterly SRS Mcetings - The cntire staff of the Family Advocate Project mects on a
quarterly basis with the SRS staff to air problems releced to service coordination and to
devise solutions.  The Family Advocate Project is highly responsive to concerns raised by
SRS staff.  For cxample, when SRS staff noted difficulty in locating and reaching
advocates, thc program instituted a scries of proccdures to amcliorate this problem,
including lcaving their schedules with the center receptionist, having the center call
advocates at home to relay messages, and arranging for advocates to provide back-up for
onc another.  Other agencies expressed appreciation for the willingness of the program to
dcal with problems and not interpret them as criticisms.

In addition to these structures, the Family Advocate Project reaches out to other community
agencics by scrving on boards and task forces, sharing facilities and cquipment, providing
services to other agencies, and arranging mectings with staff of other agencies.

Addison County is perceived as a model county in the area of linkages. Agencies and
providers arc willing to communicatc and nctwork, and many concrete, positive results have
resulted from nctworking cfforts.  The Family Advocate Project, Parent/Child Center, and
other scrvices were initiated through interagency collaborative planning processes.  Initially,
somec agencics were  resistant to  participating in nctworking cfforts, It is reported that a
great decal of groundwork was necded to involve providers, mecet on their turf, creatc a
cooperative tonc and atmosphere, acknowledge and respect their roles, and, thercby, break
down resistance.  There are, of course, weak links in networking cfforts.  For example,
juvenile justice agencics do not participate to the extent desired, and individual workers may
be more defensive or less cooperative than could be wished for. The Family Advocate Project
has developed a sct of basic principles to guide nctworking activities which is presented at
the end of this section.

Clients

Until recently, the Family Advocate Project targeted its services at highly dysfunctional
familics.  The families served by the program must be unable or unwilling to use more
traditional services.  These families traditionally have received a disproportionatc amount of
service resources  with insignificant  results; they are unable to break the cycle of serious
dysfunction, which in some familics is multigenerational.  The families scrved by the project
can be characterized as disorganized, discouraged, socially isolatcd, and lacking in coping
skills,.  Many familics live in shacks or homes in various states of disrcpair with littered
yards, cluttered interiors, and cxtended family members and ncighbors often present. Many of
the families have a pervasive sense of hopelessness, with no scnse that “things can get
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better.” A list of characteristics uscd by the program to definc highly dysfunctional families
is iucluded at the end of this scction.

Some data are available describing the 22 familics who participated in the project during the
period of federal funding. Sixty percent of the familics had no phones and nearly half had no
car. In 45 percent of the families the father was unemployed, and the majority of the
families (68 percent) werce receiving some type of government financial aid.

The program does not use diagnoses to describe the children and attempts to avoid focusing
on an ‘identificd patient” within the families. However, a significant portion of the 104
children in these families was emotionally disturbed, and some could be considered severely
emotionally disturbed.  Somc of the problems cxperienced by the children include behavior
disorders, poor impulse control, devclopmental delays, poor peer relationships, depression,
suicidal behavior, and delinquency.

With ¢ . cxpanded range of home-bascd services now offcred by the project, the target
population served has also cxpanded beyond highly dysfunctional familics. Currently, the
program assigns an advocatc to work with thc families of all children assigned to special
cducation classcs for rcasons of emotional disturbance.

Staffing

The Family Advocate Project is staffed by a coordinator and five part-time professionals who
function as family advocates, approximately 2.5 full-time staff cquivalents. The program has
found that using part-time employces provides work opportunitics  for highly qualified
professionals who also want to spend some timc with their own children and families. In
addition, having a larger group of staff brings varicd talents and expericnees to the project
and allows for the creation of a tcam for mutual support. While the advocates function as a
team within the agency, they work alonc with the families assigned to them. Each family
advocate carries approximatcly four cases at any given time. At the present time, all
advocates arc women who bring their own parcnting expericnces to the job. The program is
attempting to add a malc advocate, and the staff occasionally is supplemented  through
contracts with graduatc interns,

All family advocatcs hold Master’s Degrees in a human scrvice ficld (counscling, social work,
or psychology) as it is fclt that strong clinical training and skills arc nceded to work with
such challenging familics. In addition, the program rcquires that advocates have extcnsive
expcrience using nontraditional approaches to work with families or working in particularly
challenging settings. For example, one advocate was a social worker in a children’s hospital
burn and sexual abusc units and worked with familics under trying circumstances, and another
previously provided in-iome counscling to families with handicapped children. Beyond training
and erperience, the program looks for advocates who arc flexible, good problem solvers,
nonjudginental, stable, committed, have a sensc of humor, and can relate casily to others,

When the group of advocates initially was hired, two weeks of intensive training was provided
to oricnt them to the new project and approach. The training covered such topics as
Pphilosophy, undcrstanding  dysfunctional familics, in-home therapy, nctworking, community
hesources, rccord keeping, and getting started.  In-service training cvents specifically geared
to the nceds of the advocates are held, and the advocates also attend monthly in-service
training presentations given for the entirc agency. Specialized  training periodically s
provided to the project staff. For cxample, a team was hircd by the project to provide family
therapy training and supcrvision for a scrics of five scssions. Additionally, staff arc given
opportunitics to attcnd scveral external training events and workshops.
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Advocates receis high levels of support and supervision,  Group supervision is provided to the
tcam on a weekly basis; individual clinical supervision is provided bi-weekly to cach advocate.
Half-day mcetings to review problems and progress gencrally arc held quarterly, and a full-day
retrecat for the staff is held at the beginning of cach year to develop a shared vision,
cstablish personal goals, and identify areas that individual staff members would like to develop
during the coming year. Advocates fecl that the consultation and support they rcceive is
cssential and helps them to feel that they are not alone with their difficult cascs.

While the work of ad ocates is stressful and demanding, there has been almost no staff
turnover since the project’s inception.  Despite low salaries, staff generally are satisfied and
chailenged by their work. They feel that home-based work taps into their idcalism, allowing
them to help familics that more conventional service approaches cannot reach. The critical
variable appcars to be the extraordinary levels of support provided to advocates by each other
and by the project coordinator. Initially, a buddy system among staff was used as a means of
providing support, and this system is maintaincd informally. There is a strong sensc of
camaradcrie within the group, and advocates help each other to maintain a rositive perspective
despite incvitable discouragements.  Perhaps most important is the atmosphere of respect,
concern, encouragement, and support which is established by the project leadership.

Rcsources

The costs of the Family Advocate Project have been estimated crudely by dividing the budget
for a particular period by the number of cases served.  The cost of the crisis intervention
component is estimatcd at an average of $320 per family, and the cost of thc longer-term
intervention at an average of $1,920 per family per year. Overall, across the entire continuum
of home-based interventions, the cost of services is approximately $960 per family per year.

The Family Advocale Project was initiated as a pilot project with a series of mini-grants from
thc Vermont Dcpartiment of Social and Rchabilitation Services. For an 18-month period
(September 1984 to Fcbruary 1986) the project was funded by a federal grant from the Officc
of Human Decvclopment Scrvices in the amount of $92,519. At the expiration of the federal
grant, the program struggled in order to arrange for the state to pick up the project. The
statc provided intcrim funding for a period of time and ultimately made a commitment to fund
the home-based cffort.

The annual budget for the Family Advocate Program is $72,000. The contract with the
Vermont Dcpartment of Social and Rchabilitation Services specificd that the project will serve
75 familics in the course of a ycar, approximately 20 families per month, through the \.: .o
types of home-based interventions. No fecs are charged to familics and no third ,.arty
reimburscments arc reccived for the program’s services. The funding for the program is
shared cqually by the Department of Social and Rch.rilitation Services and the Departmest of
Mental Health. There currently is some interest witicin ¢is Department of Education to i
in the fundiig of thc Family Advocate Project and oithzr home-based programs in Vermont.
Efforts arc undcrway to sccure their participation, and the statc budget for Fiscal Ycar 1988
contained $250,000 for home-bascd scrvices to be overseen jointly by the Mental Health and
SRS Departments.

The potential for some third party reimbursement for scrvices exists through Verm:w.'s
Medicaid Waiver Program. The Dcpartment of Mental Health received approval of its hume
and community-bascd Medicaid waiver in 1982, allowing the statc to offer a wide variety of
nonmedical scrvices to individuals who otherwise would requirc wmore cxpensive institutional
carc.  The waiver program covers mentally ill children under age 22 who have becn
institutionalized or are at risk for institutional care in an inpaticnt psychiatric facility.
Providers of such serviccs must be community mental health agencies or other agencics
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approved by the Dcpartment of Mental Health, and potentially reimbursable services include
service coordination, clicnt support, day activity, family education and training, intensive day
programming, respite carc, and residentially-based habilitation and training -- many of which
ore provided through home-based services.

In order to receive Medicaid reimbursement for scrvices t« a child and family, documentation
must be provided that thc child would be institutionalized without the services, and a six-
month scrvice plan must be prepared and approved. Reimbursement is provided through the
Department of Mcntal Health on a six-month basis. Three children in Addison County
currently are approved for scrvices through the waiver program.

Evaluation

The results of the original pilot phase (five familics) of the Family Advocatc Project were
highly encouraging. Scven children were identified by SRS as being at risk for removal at the
project’s inception; only one child was actually removed for a two-week period under a
voluntary care agrcement.  Follow-up on the five pilot familics was conducted to attempt to
assess which interventions were perceived as helpful and what changes actually were achieved.
All families found the program helpful, and the familics asserted that the reliable, consistent
presencc of a professional biought them through times of crisis to higher levels  of
functioning,

More structured cvaluation was performed during the period of federal grant funding (22
familics). Evaluation proccdures and results include the following:

o Ratings of familics on a continuum from very significant change to insignificant change
showed that four familics achicved very significant change, seven achieved significant
change, eight achicved some change, and three achieved insignificant change.  Severc
substance abusc among parents appears to be associated with lack of success in the home-
based intcrvention.  Additionally, the three familics achieving insignificant change werc
never successfully engaged in the scervice delivery process or motivated to change.

o Pre and post ratings of specific problems revealed significant reduction of problems,
including substance abuse, family violence, child abuse and neglect, truancy, and isolation
from socicty.  Additionally, significant increascs in employment and ~ocational training
among parents was achicved.

o Eighty-two percent of the familics remained intact with no children placed in state
custody.

o Scorcs on the Chilu Neglect Severity Scale showed significant improvement from the pre-
test to the post-test. At pre-test, 14 familics scored as "ncglectful,” whereas no familics
were in this category following (he intervention,

o Social service workers rated cach family on seven dimensions at the cunpletion of the
intervention as worse, no change, minimal positive change, or significant positive change.
Ratings overwhelmingly rated minimal or significant change in cach category.

o The majority of the 22 familics (18) no longer met the eriteria for being  highly
dysfunctional.

Current cvaluation procedures used by the program arc limited to the cheeklist of problems
and strengths for cach family.  This is completed at intake, quarterly (to note changes), at
termin ion, and at follow-up.
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Major Strengths and Problems

Program administrators, staff, providers from other agencies, and famuics all cited the factors
that make the Family Advocate Project successful and factors that they perceive as
problematic. The following arc the major strengths identified:

0 Ability to work with familics at home on an outreach basis.

o Flexibility in what advocates can do with familics.

o Exceptional leadership.

o Concerned, compctent, cnergetic staff.

o Support. system for staff.

o Philosophy of empowerment.

o Open-ended time frame with no rigid contract with family regarding length of intervention.

It is clear that a major factor in the program’s success is its exceptional leadership and staff,
perceived by all to have high levels of talent and expertise as well as the ability to create a
supportive and cooperative atmosphere with other agencies, families, and collcagues.

Several problem areas were noted as well.  Managing staff resources is problematic,
particularly balancing the assignment of short-term crisis cases with ongoing longer-term
cascloads.  Further, inherent in home-based work is the need to deal with situations that
occur rarely in morc conventional services delivery approaches.. These include such
occurrences as dog bites (which happened to two advocates), sexual overtures, or physically
threatening behavior on the part of a family member.

Therapeutically, it is difficult for advocates to come to terms with the intractability of the
dysfunction in some families. The most difficult situations occur when it is learned that abuse
has occurred during the intervention and has not been detected by the advocate. While this
occurs infrequently, advocates feel most vulnerable and guilty at these times and rcquire high
levels of support to work through their feelings. Finally, complications for service delivery
are posed by the conditions of poverty as well as by climate and geography. Lack of
telephones and transportation among families complicates the process, as do difficult travel
conditions for advocates during winter and mud season.

Disscmination and Advocacy

The coordinator of the Family Advocate Project and staff have made countless presentations
about the home-based service program to othcr agencies, state officials, legislators, provider
groups, and at workshops and conferences. Training is provided to other home-based programs
in Vermont which arc at various stages of development. The program has developed a set of
videotapes which arc used for training activities.

In addition to these dissemination activities, representaiives of the program are active in a
group called the Family Empowerment Resource Network (FERN), an alliance of home-based
programs in the New England area. The group meets quarterly and functions primarily as a
support group of administrators and clinicians involved in home-based service provision.



The coordinator and staff also are active in advocacy activities on behalf of children and
families in the state of Vermon:;. They advocate for children’s services at the state level, in
particular for a legislative appropriation for home-based services.

‘
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Currently, there are few parent support or advocacy activities in the area served by the
Family Advocate Project.  Local parent groups focusing on learning disabled, mentally

retarded, and handicapped youngsters are being encouraged to include parents of emotionally
disturbed children.

Case Examples

A 13 year old boy and his family were referred to the Family Advocate Project by a private
therapist. The boy’s behavior was out of control, and his overwhelmed parents, who could no
longer manage him at home, were requesting out of home placement. A family advocate was
assigned to intervene in the crisis. After several visits with the family and meetings with the
therapist and school personnel, the advocate felt that the youth potentially had an attention
deficit disorder. She arranged for an evaluation which confirmed this diagnosis. The advocate
worked with the family to teach them management techniques and assisted the parents in
working with the school to arrc e for an IEP process and special education.  With the
assistance of a threc-month home-based intervention, the boy has remained at home and the
situation remains stable.

Family "H" was referred to the Family Advocate Project as a result of allegations of child
neglect.  These allegations arose when the parents refused to allow their developmentally
delayed and emotionally disturbed son to participate in the Essential Early Education Project,
a special education project for preschoolers. At the time that the program became involved,
the mother was agoraphobic and was contemplating building a high fence around their trailer
to further shut out the world. The advocate worked with the family over a 12-month period.
The in-home therapy and networking approaches led to major changes in the family -- the
mother has learned to drive; the son is picked up by bus and participates in the special
education program; the son is no longer enuretic; the children and family play cutdoors (the
mother is no longer agoraphobic); and the family has focd stamps and Medicaid. The advocate
continued weekly visits with the family and assisted with the transition of the son to the
public school. At one of the last visits, the mother was waiting outside, drcssed up, wanting
to go out to the local diner with the advocate for a cup of coffee.

Technical Assistance Resources

o Contraci with the State of Vermont

o "Preventing the Cycle of Child Abuse and Neglect in Highly Dysfunctional Farnilies, Family
Advocate Projcct, Final Report.” Submitted to Department of Health and Human Scrvices,
Office of Human Development Services, 1986.

o Training Videotapes

o Program Forms:

Referral Strength Checklist
Release of Information Quarterly Report
Intake/Family Information Final Report
Social Service Involvement Follow-Up Report
Problem Checklist

82 83



Medical Director

COUNSELING SERVICE OF ADDISON COUNTY, INC.

Board of Directors

Executive Director

Business Manager

Youth & Family

Outpatient

Utilization Review Committee Bookkeeping
T Computer
Community
Rehabilitation
Crieis/Intervention Adult/Substance Abuse & Treatment Mental Retardation
24 hr. Emergency Outpatient Outpatient Clinical Services
Crisis Intervention Substance Abuse Inpatient Individual & Family

Commun..y Friends
(Big Bro/Sister)

School Counselors
Family Advocates

Wilderness Pro-
gram

Channel 11

Intake

CRASH
Employee Assistance Program

Intake

Evergreen louse
Screening
Project Engage

Ccmmunity Support
Program

Support Service

Case Coordination
Respite Care
Community Friends
ResidentiaIIServlces
Employment Associates

Adult Day Services

99
i



10.

11.

12,

13,

14,

FAMILY ADVOCATE Pk QJECT
BASIC PRINCIPLES OF NETWORKING
Ecological approach - Multi-faceted problems need multi-faceted solutions. One agency
would be overwhelmed by the complexity of cither a clicnt or system-wide problem.
Extend ourstlves, rcach out - Become members of each others’ boards; willingness to
leave your office signals a "pcer" rclationship; rotaic mecting places among agencies;
sensitivity to turf, symbolic gestures; respect for others’ cxpertise.

Acknowlcdge that networking sometimes complicates the proccss.

Content/style of meetings - Comfortable, people get heard, have concrete goals, problem-
oricnted, positive, hopeful orientation.

Gencrosity of spirit - Sharing of equipment, bartcring,
Look for problems and enjoy solving them.

Sharcd vision - Service providers gather and note the unmet needs of parents and
children and everyone brainstorms and comes up with ideas.

Devcloping a track rccord of accomplishments - Success builds upon success; people
develop faith in the process.

Creative problcm solving,

Optimistic approach to work.

Networking needs to be subsidized - Release time for participants, ctc.
Conflict is incvitable and can be uscd as a building mechanism.

Be supportive, give positive strokes.

A requircment of cultivating people is being trustworthy and accountable - Always kecp
your word, follow through.
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FAMILY ADVOCATE PROJECT

DEFINITION OF HIGHLY DYSFUNCTIONAL FAMILIES

Criteria developed by Cutler and Madore (1980)

0

A crisis state cxists and is continuing to cxpand with no indications that spontancous
resolution will occur.

Incrcasing distress within the family is producing symptoms in morc than onc member.
Multiple contacts with many agencies arc yiclding little or no results,

Temporary or permancnt removal of the symptomatic family member is deemed either
impossible, not helpful, or contraindicated.

Family membcers and staff view the preblem as being potentially disastrous without a major
overhaul.

Lack of intcragency coordination scrves to cnhance communication problems thus adding to
the blaming process.

Agencics working with the family feel discouraged or arc resigned to the fact that they
arc dcaling with a "hopcless” family.

Criteria developed by the Family Support Team

0

=]

Family "falls apart” in times of crisis.

Family frequcently in crisis.

Family members have difficulty adapting to social institutions,
Family is socially isolated.

Family has multiple problems.

Numecrous agencics arc involved in trying to mect family’s needs.
Family has difficulty assuming responsibility for their own lives.

There is cvidence of child abuse and/or neglect in the family,



HOMEBUILDERS
BEHAVIORAL SCIENCES INSTITUTE
FEDERAL WAY, WASHINGTON

History

The Homebuilders program is an intensive, in-home program designed to prevent the out-of-
home placement of children. With the goal of family preservation, the program intervenes in
crisis situations, providing high levels of services to seriously troubled families for a period of
four to six wecks.

The program was initiated in 1974 in Tacoma, Washington, at Catholic Community Services.
Staff of that agency noted that, in many cases, removing children from the home resolved
neither the child’s nor the family's problems. They were considering the need for new
prog:ams to work with troubled children and families who were not responding to traditional
services and who frequently were labeled as "hopeless” by the agencies working with them.

During this discussion, the suggestion was made, somewhat facetiously, that instead of
removing children from their homes when crises erupt, perhans therapists should be placed in
the homes with the familics. The more the idea was considered, the more sense it made, and
staff at Catholic Community Services determined that intensive, in-home intervention should be
attempted.

A children’s scrvices staffing grant from the National Institute of Mental Health coupled with
funding from Catholic Community Services enabled the program to begin working with familics
in 1974 with a staff of three therapists and a secretary. During the initial stages of the
program’s devclopment, staff experimented with approaches in order to dctermine how best to
work with families.  Staff relate that, in the beginning, therapists carried sleeping bags in
their cars since they did not know if they literally would have to move in with client families.
Through the program’s early expcricnce, staff identificd the essential elements of providing
intensive, home-based services. Hence, the "Homebuilders model” cvolved, including the basic
premise of intervening at the crisis point when the family is highly motivated and a sct of
additional operational belicfs and assumptions.

In 1982, the creators of Homebuilders left Catholic Community Services in order to expand the
program beyond the boundaries of the Catholic dioccse to other arcas of the state. They
formed the Behavioral Sciences Institute, which operates the Homebuilders program and
conducts training and research activities related to home-based services.  Since ijts inception,

the Homcbuilders program has grown to a staff of 26 therapists and has served more than
3,000 cascs.

Community and Agency Context

The Homcbuilders program currently serves four countics in the state of Washington: King,
Picrce, Snohomish, and Spokane countics. Each county includcs urban arcas such as Scattle,
Tacoma, Evcrctt, and Spokanc as welt as rural, isolated, and remotc areas. Some of the
communities scrved arc in mountainous regions. Thus, the arcas served by the Homebuilders
program differ widcly. Plans arc undcrway to cxpand the Homebuilders program to secrve
additional countics in Washington during 1988 and 1989. :

The minority population in the arcas served by the He - “wilders program is concentrated
primarily in the Scattle arca (King County).  Blacks, -. aricty of Asian groups, Pacific
Islanders, Native Amcricans, and Hispanics arc among the minority groups found in this arca,
and minoritics comprisc approximatcly 18 percent of the population served by the program, 29
percent in the Scattle arca.
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In addition to scrving the four Washington countics, the agency launched a pilot program in
1987 in the Bronx, New York. Because of the challenges involved in implementing a home-
based program in an innecr city cnvironment fraught with problems, the City of New York
rcquested that the Behavioral Sciences Institute, with its extensive expericnce and expertise,
develoy the program.  The two co-directors of the Behavioral Sciences Institutc went to New
York L.y for a period ot at least onc year to implement the program. As a result, the
program has had the opportunity to test the application of its modcl in a highly urban
cnvironment  that is notorious for high levels of poverty, substance abuse, violence, and
disorganization.

The Behavioral Sciences Institute is a nonprofit agency that is dedicated to providing home-
based scrvices and developing and disseminating information about such services. The agency
is compriscd of thrce divisions. The Homcbuilders Division houses the service-providing
function of thc agency, and thc Research Division obtains grants for rescarch related to
home-based scrvices. The Training Division is responsible for all training, dissemination, and
public rclations activitics.  This structurc cnables the agency to broaden its scope beyond
service provision, with rescarch and training being integral parts of the agency’s mission.

The main offices of the Behavioral Scicnces Institute are located in Federal Way, Washington,
which lics between Seattle and Tacoma.  Satellite offices arc maintained in Snohomish and
Spokane Countics and, as of 1987, in the Bronx, New York. Since home-based programs
require tremendous staff mobility, the offices gencrally arc used as mecting places and places
to turn in papcr work. In most arcas, staff work out of their homes rather than traveling to
the areca office daily. In gencral, staff live in the countics in which they work and are
requircd to live within a certain distance of thc arca they serve. When Homebuilders
programs arc developed in new areas, an attempt is made to have experienced staff move to
the arca to implement and operate the program. For cxample, when the program expanded to
serve  Spokane County, an expcrienced supervisor and two cxperienced therapists moved to
Spokanc to start the program. Additional staff were hired on site.

Each of thc countics scrved by the Homebuilders program has a supervisor who provides
clinical dircction and monitors individual casc goals, ptogram goals, and the budget for that
particular county. 1In the smaller countics, the supervisor may devote half-time to supervisory
and administrative responsibilities and may carry a half-time cascload. The supervisors from
each of the countics participate in a weekly management mecting as well as in occasional
retreats.  In addition to the active role of supcrvisors in agency management, the Behavioral
Sciences Institute attempts to involve staff in the policy and administrative deccision making
processes to the greatest possible extent. Key decisions (such as the initiation of the New
York City program) are brought to the group for input, and staff committees are established
to address such administrative issucs as the development of a new salary structure or the
revision of personnel policies.

The Board of Dircctors of the Behavioral Sciences Institutc is comprised of an array of
professionals with intercst in services for children and families; it meets on a quarterly basis.
The Board is characterized as both challenging and supportive. In addition to its regular
oversight and dccision making responsibilitics, the Board focuses on special issues that affcct
the program, including the opening of the New York program, difficulties related to
malpracticc insurance, and criscs that may arise related to specific cascs.

Philosophy and Goals

The Homebuilders program is bascd upon the belief that therc are many benefits for children,
familics, and thc community when familics remain intact and problems are resolved in the
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context of thc family rather than through out-of-home piaccment.  When family preservation
scrvices arc successful, families Icarn to handlc their own problems more cffectively, and the
cmotional damage that can result from family scparation is avoided. The overriding philosophy
of the program is that childrcn have a right to benefit from the special and enduring family
ties that arc present in cven the most seriously disturbed familics.

The Homebuilders program is based upon a sct of basic premiscs which shape the intcrvention:

0

Intervening at the Crisis Point - Scrvices arc provided to familics when they arc in crisis.
At times of crisis, familics are cxpcricncing the most pain and, as a result, arc highly
motivated and open to change.

Treatment in thc Natural Sctting - The program works with families in their own homes
where the problems are occurring,

Accessibility and Rcsponsivencss - Therapists are available to families 24 hours a day,
scven days a week and arc able to meet clicnt needs and schedules.  Familics are given as
much time as they nced, at the times that they need it.

Intensity - High levels of scrvices arc provided and arc concentrated in a limited period of
time, lasting approximately four to six weeks.

Flexibility - A widc range of scrvices are provided including helping familics to meet their
basic nceds as well as therapeutic interventions and family cducation in arcas such as
parenting skills, child development, mood management skills, and communication.

Low Cascloads - Homcbuilders’ therapists carry only two cases at a time. This allows them
to devote large amounts of timc and encrgy to cach family during the intcrvention period,
addressiny, both the clinical and concrete scrvice needs of familics.

Accountability - Thc Homcbuilders program carcfully monitors and cvaluates its progrcss on
individual cascs as well as for thc program as a whole. Therapists track clicnt progress
toward spccific goals formulated with the family at the start of the intcrvention, and the
program monitors outcomes and obtains feedback from participating familics.

In addition to thcse premises, a sct of basic "assumptions and awarcnesses’ about working
with familics has cvolved through the expericnce of the Homcebuilders program. These include
such philosophical stanccs as:

0

No family is hopeless.  The program has found that few familics arc “hopeless,” cven in
cases where different types of counscling services have been provided previously with ittle
success. With rew skills, most familics can live together as a family,

Labcling can bc harmful, particularly the label of "unmotivated” The expericnee of the
Homcbuilders  program  suggests that psychiatric diagnoses and  other labels bear little
rclationship to behavior or prognosis.  Labels can contribute to the fallacious belicf that a
family is hopeless, and, as a result, can have a ncgative cffecct on the therapist and other
providers working with a family.  iabcling clicnts as unmotivated can be particularly
mislcading. ~ Often, thosc assigning that label ncglect to account fo:i  what actually
motivates clicnts and clients’ pereeptions of their own nceds.  Further, providers must
recognizc that motivating clicnts often is a part of their job.

Therapists arc not perfect.  The Homcbuilders program emphasizes that therapists do not
have all the answers and arc willing to acknowledge this with client familics. This stance
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helps clients to recognize their own personal responsibility as well as to view the therapist
in a more realistic way.

o Family members do not usually intend to hurt cach other.  Another awarencss emerging
from thc expericnce of the program is that family members do not usually intend to “"do
cach other in" Even in the most troubled situations, family members generally care a
great dcal for one another and are trying to do the best that they can, given their current
level of knowledge and skills.  This optimistic viewpoint leaves room for hopefulness and
positive expectations in the intervention process.

o It is most helpful to view family members as colleagucs.  The program attempts to view
familics as collcagues and pcers rather than as "patients.”  This conviction s based upon
the fact that the familics themsclves have the best data about their  situations and
problems.  Further, it is cssential to match incthods and intervention strategics with the
valucs and belicfs of the family in order to succeed. In addition, clients as well as others
respond best to being treated with respect, courtesy, tact, and dignity.

The Homebuilders program strives to achicve two primary goals:
o To prevent out-of-home placement.
o Toteach familics the basic skills nceded to remain living together.

As a short-term, crisis intervention program, Homcbuilders does not cyvpect to solve all of the
family’s problems.  Rather, the program works towards stabilizing familics and lcaving them
with additional skills that they may usc to function more cficetively in the future,

Services

The services provided by the Homcbuilders program are multifaceted.  Going far beyond
conventional counscling, the program cmphasizes skill building and coordination and advocacy
with a varicty of community agencics and resources.  The intervention for each family is
highly individualized and is based upon a wcll-articulated and goal-oriented treatment plan
developed with the family in the initial phasc of scrvice delivery.

The service delivery process begins with referrals which must all be routed through the State
of Washington Dcpartment of Social and Health Scrvices, Division of Children and Fan ily
Scrvices (DCFS).  Within DCFS, two departments arc cligible to refer cases to the program--
Children’s  Protecuve  Scrvices, which  handles  abuse  and  neglect  cases, and  Family
Reconciliation  Scrvices, which handles cases primarily involving youth in conflict or status
offenders. These agencics are provided with clear referral guidelines which state the goals of
the Homcbuilders program and specify which types of referrals are  appropriate  and
inappropriatc.

Upon referral, DCFS personnel must document that without the Homcbuilders intervention,
out-of-home  placement is the next likely occurrence in the family.  Further, referring workers
must indicatc that other intervention cfforts to assist the family have failed to prevent the
nced for out-of-home placement.  Family members must concur that placement will occur
unless substantial changes are initiated immediatcly.

The program has no waiting list and operates on a "spacc available” basis. Incoming referrals
arc routed to an intake worker who maintains a calendar indicating when cach therapist is
"open” to accept a new case.  If there is no opening on the day a referring worker calls, he



or she is encouraged to call back to cheek for openings.  Some referring workers report that
they call daily at 8:00 AM. in hopes of obtaining a scrvice s'ot for their client families. The
demand for Homebuilders’ scrvices far outstrips the program’s scrvice capacity. In 1986, for
cxample, the program reccived 1,098 referrals and was forced to turn away 61 percent of
these referrals because the program was full,

When ap opening cxists, the intake worker obtains basic information about the family and
supplics this to the assigned therapist.  When possible, the intakc worker attempts to consider
specials nceds or requests in assigning cases to therapists (c.g, requests for a male therapist
or a black therapist). However, duc w the high demand for scrvices, there generally is only
onc opening at a given time and, therefore, no choice for casc assignment. The therapist may
call the rcferring worker prior to the first home visit if there is a nced to assess the risk of
violence or to obtain additional information.

The therapist typically meets with the family within 24 hours of the referral and is required
to hold the first scssion within a maximum of 72 hours. If the family is not available to
begin the intcrvention immediately, the referring worker is asked to wait and refer the casc
again al a morc appropriate time. Additionally, if the targeted child is not ai home 4t the
time of referral, there must be an agrecement among all involved partics that the child will
return home within scven days of the referral,  Therapists are given a maximum of threc days
or three visits to dctermine if a family mects the cligibility criteria for the program. For a
six-month period in 1986, approximately 7 percent of the intakes were terminated after this
bricf assessment period.  Some  of these cases (3 percent) were considered inappropriatc
referrals for such rcasons as placement was not imminent, no plans for a child in placcment
to rcturn home, or parcnts unavailable to work with the program. In 4 percent of the cascs,
a family member (parcnt or child) refused to have the child remain at home. Any casc scen
longer than the three-day assessment period automatically becomes an accepted case for the
complete  Homcbuilders intervention.  Homcbuilders’ therapists make concerted and persistent
cfforts to engage reluctant familics and to encourage them to work with the program.

The initial visit may last from onc to seven hours or more and may involve mecting with
family members individually as well as together.  While some familics may rcquilc ‘ice
breaking" techniques, others are cager and rclieved to share their distressing  problems, and
still others require interventions to “defuse” the initial crisis to preclude violence and other
destructive behavior.  Homebuilders therapists have developed  many techniques to structure
situations to reduce the likelihood of violence and to rapidly teach family members new ways
of coping with cmotionally charged situations. Regular phonc contact with the therapist
between visits (hourly if needed), environmental changes, and using fricnds and relatives to
assist in structuring the situation are cxamples of the approaches used by therapists.  Crisis
cards oftcn are uscd vith parents and children to provide a list of behaviors they can try
when troublesome feclings cescalate.  These activitics often cnable clients o “"catch themselves”
before negative feclings such as anger and depression become too intense to control.  Active
listening is used cxtensively by therapists to cnsure that cach family member feels listened to
and understood; this frequently reduces tension within the family and cnables the intervention
process to procced productively.  Children may be scen individually as soon as possible, since
they may be reluctant at first to share their feclings with their parents present.

The initial phasc of the intervention is devoted to  relationship building as well as to
assessment and goal sctting.  For the Homcbuilders program, asscssment is seen as a way of
identifying and stating problems so that all involved can understand them and can participate
in_exploring options for problem resolution.  Therapists are provided with specific guidelines
for asscssing clicnt familics including;

0 Be as clear and specific as possible. Use behavioral descriptions.
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o Avoid making inferences about people; rely on behavioral obscervations.,
0 Phrasc things in ways which incrcase options instead of closing them off.
o Avoid "gencralized labeling of people” (GLOP).

o Avoid putting anything in the record that you would not feel comfortable having clicnts
sce.

Generally, by the sccond or third visit, thc process of setting goals and prioritics is well
underway.  Togcther with the family, the therapist sclects two or thrce goal arcas to
concentratc on during the bricf intcrvention time frame.  Therapists attempt to  establish
rcalistic cxpectations with familics from the outset, emphasizing that they arc not miracle
workers but will work with the family to address scveral specific problem arcas. For each of
the goals sclccted, a ranking system (-2 to +2) is developed to allow the family and the
worker to objcctively asscss progress.  Examples of goals that might be identificd for a family
include improving anger management capabilities, curtailing stealing behavior of a child, or
incrcasing knowledge of specific parenting skill options. Weekly treatment plans arc developed
to address cach goal. A samplc goal shcet is provided at the cnd of this scction which
outlincs onc aspcect of the intervention for a family with a 14-ycar old suicidal girl with a
history of psychiatric hospitalization.

The interventions are generally comprised of three major facets:

o Counscling - Individual, family, and marital counscling may all bec a part of the
Homebuilders intervention, as appropriate.  Counscling may occur with family members at
specificd times or may occur as part of other activitics conducted in the home or in the
community. A varicty of therapeutic approaches and techniques may be used depending
upon thc nceds and characteristic of familics. In some cases, multiplc impact therapy is
uscd whereby a number of therapists go to a family's home and sce cach family member
individually.  Subscquently, the entirc group comes together, and the therapists sharc their
impressions in an effort to cncourage and facilitate family communication.

o Skill Building - The program emphasizes skill tcaching in order to leave clients with the
skills. nceded to cope and function more cffectively.  Therapists take advantage of
"teachable moments” that arisc in naturally occurring cvents and scttings to tcach and
practice a widc varicty of new skills in arcas including communication, ncgotiation, emotion
management, child  management,  assertiveness, houschold management, cognitive
restructuring, and others.  To assist the therapist in skill tcaching, a range of resources
arc available, including lecturettes, readings, hom:work sheets, vidcotapes and audiotapes,
anl morc.  Therapists may design special materials for individual familics in order to
facilitate the learning of particular skills.

o Concrete Services and Coordination - Homebuilders’ therapists work with a wide varicty of
community agencics and resources to coordinate and arrange for scrvices nceeded by family
members.  For cxample, if there is a school problem, the therapist works with school
personnel in order to resolve problems and advocate for nceded scrvices and supports in
the school. A major aspect of the intervention involves connccting families with
appropriatc community resources for ongoing services. This may include hclping the family
to obtain food, housing, clothing, financial assistance, transportation, medical or dental
services, employment or training, legal aid, child carc, recreational activitics, and the like.
While therapists utilize an array of community agencics in this effort, they also undertake
to involve natural supports such as extended family where appropriate.  In  addition,
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Homebuilders’ therapists provide a great deal of concrete scrvices themselves.  This may
involve a wide varicty of types of direct assistance ranging from providing transportation
to scrubbing floors with a family,

Thus, the intervention includes both clinical and concrete services and addresses the multiple
nceds of children and familics. The Homebuilders Resource Guide assists therapists by offering
a wide varicty of techniques to usc with clients in various situations. The authors note,
however, that specific interventions will not be effective unless  the  clicnt-therapist
rclationship is positive enough to [facilitate change, and the intcrventions are consistent with
the values and prioritics of the families.

The scrvices provided by the program are augmented by an Educational Consul'ant who works
with thc program on a volunteer basis. The consultant is available to serve as an advocate
for children nceding special education services within the schools or to assist with any other
‘chool-related problems.

During the intcrvention period, therapists are available to respond to family’s nceds 24 hours
a day, seven days a weck. Familics are provided with the home tclephone numbers of both
their therapist and their therapists’ supervisor. If neither of these individuals can be reached,
clients are given a third number to access a team member who can be rcached by a pager
system.  Staff rcport that very few families take advantage of the therapists’ accessibility,
and, in some cascs, familics have to be encouraged to call their therapists when appropriate.
Most families do not call unless there is truly a crisis situation. Further, many criscs can be
anticipated, and thcrapists generally check in with clicnts on a regular basis if the situation is
judged to be precarious.

If a crisis ariscs involving potcntial danger to a child or family member, the therapist is
requircd to scck consultation from a supervisor. With a clear and imminent threat of danger,
the therapist may call the police to intervenc and/or rccommend removal of the child. In
other situations, the therapist might provide high levels of support and supcrvision within the
home, e.g., 24-hour home supervision for a suicidal youngster. To date, there have been no
incidents of violence or harm to a Homebuilders’ therapist.

If it becomes clcar that a youngster cannot be maintaincd within thc home duc to cmotional
problems, thc thcerapist contacts the local mental hecalth center to assist in the evaluation.
Crisis staff assesscs whether the youngster meets the criteria for hospitalization which involve
danger to sclf or others.  Short-term hospitalization for stabilization purposes may be
considered as well as longer-term therapeutic placements if nccessary and appropriate.  Staff
report that these types of situations occur very infrequently,

The average duration of the Homcbuilders intervention is four and a half wecks.  During this
time frame, therapists devote approximately 15 hours per week to cach family, approximately
10 of those hours representing direct face to face contact with family members.  The
intervention  typically is morc intensive in the beginning duc to the crisis situation; the
therapist may scc the family four or five times during the first week and three times a wecek
thereafter.  Therapists have the flexibility to adjust the intervention to the nceds of the
family. In onc casc, for cxample, the therapist visited the family twice daily for a period of
time to work with the family on improving troublesome morning and bedtime routines,

Staff rcport that many have cxpicssed skepticism about the four week time frame of the
Homcbuilders intervention, questioning whether change actually can occur in so short a time,
Clicnts, therapists, and staff of other agencics agree that with additional time, more could be
accomplishcd with many familics, and there would be morc time to link clicnts with needed
community resources, However, the program has found that there is always morce that can be
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accornplished with a family no matter how long the intervention, and oncc the crisis has
subsided, many of thc motivators for change arc lost, and progress is slower. Further, the
short time frame appcars to influence both the therapist and the family in scveral ways:

=}

It creates the expectation that change can occur rapidly.
o It kecps the therapist and client focused on specific goals.

o Therapists and clients arc morc likcly to use the time productively and "give their all"
when they know there is a definite limit.

o Many families have rcached a platcau after four wecks and arc ready for a respite from
intensive work and changes.

Therapists point out that duc to the intcnsity of the services, familics receive the equivalent
of a ycar of traditional outpatient therapy during the four-weck intervention,  Although four
weeks is the guidcline, therapists arc able to request an extension if they feel that there are
specific goals that can be accomplishcd with an additional one or two wecks of intervention
time. An cxtension is considered appropriate if out-of-home placement is still imminent and if
the family still has treatment goals that they wish to pursuc, or if the threat of placement is
averted but the risk of redisintegration is high without additional intervention, The therapist
and supervisor carcfully assess whether an cxtcnsion is appropriate and what goals and
interventions would be undertaken.

Since its inception, the Homcbuilders program has experimented with durations of cight wecks,
six weeks, and the current guideline of approximatcly four weeks. This reduction in the
duration of the intervention has resulted primarily from pressure to serve more familics, and
data indicate that dccreasing the duration has not affected the overall success rate of the
program, The time limits enable the program to serve more cases while preserving the low
caseloads and service intensity.  Further, the time limits are consistent with the crisis-
oricnted goals of the program -- resolving the immediate crisis in order to prevent out-of-
home placement and teaching the skills nceded to remain living together.

The process of termination actually begins during the first session when the therapist
impresses upon the family that the intcrvention is time-limited. The therapist and family
remain conscious of the time limits throughout the intervention, using such devices as
calendars and weekly progress revicws to keep attention focused on the time limits.

An integral part of thc tcrmination process involves identifying community services and
resources that the family will need after trcatment and completing referrals for these services.
The therapist attempts to makc necessary refcrrals as early in the intervention process as
possible to allow time to complete application procedures and initiate services, The therapist
may accompany the family to appropriate agencies to expedite the referral process or, in some
cascs, may mect jointly with the family and the agency on one or more occasions. The
Homebuilders therapist attempts to actively monitor the referral process to ensurc that needed
services are obtained.

Locating and linking familics with appropriate resources for ongoing scrvices frequently is a
difficult challenge for Homebuilders' therapists. Many familics have had negative expericaces
with community agencies and may be reluctant to get involved; many do not have the
resourccs to pay for ongoing services, even with a sliding fec schedule. In some areas,
follow-up resourccs are not available or may bc inconsistent with the Homebuilders behavioral
and psychocducational approach, Therapists often look beyond community agencics to a wide
varicty of natural supports for families such as self-help groups, rccreational and camp
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programs, extcndcd family, and churches. A rescarch project being conducted collaboratively
with the University of Washington is cxploring the use of informal social supports for familics
and how to facilitate these conncctions.

Within five days of tcrmination, the therapist is requircd to write a termination summary
letter to thc referring DCFS cascworker which summarizes the goals of the intervention and
the progress achicved. While the DCFS worker is the official case manager and maintains
ongoing responsibility, thc Homcbuilders’ therapist is the primary service dclivery person in
the family’s lifc during the four-weck intervention. This temporary case management role and
responsibility is transferred back to the caseworker upon tcrmination. The caseworker is
expccted to remain in contact with the family to monitor progress and to follow through on
any pending referrals,

The Homebuilders’ therapist often schedules a follow-up visit with the family to occur onc or
two wecks following tcrmination.  Although there is no prescribed follow-up process,
therapists and familics may remain in contact informally, calling each other to check in or (o
report significant ncws.  Additionally, familics arc madc awarc that they can call the program
if problems recur and that telephone consultation and onc or two in-home "booster shot”
sessions are available if nccessary.  The iclephone consultation or additional scssions arc used
to review skills and provide support. If the family cxpericnces another crisis in which out-of-
home placcment is again immincnt, the DCFS caseworker may rc-refer the family for an
cntircly new intervention after 90 days.  Approximately 3 to 4 percent of the familics
completing the intervention are re-referred for additional scrvices.

Nctworking and Linkages

As noted, therapists attempt to work closcly with a wide varicty of community agencics. The
intent of these activitics is to ¢btain nceded resources for familics and to coordinatc the
efforts of the multiple agencies which may be involved with families.

The task of accessing scrvices is not an casy onc. There arc significant gaps in the state’s
system of carc for troubled children and familics, and therapists frequently cncounter waiting
lists and other barricrs.  Often, Homebuilders’ staff must be aggressive advocates in order to
secure scrvices from other providers. In some situations, an agency may have “given up® on
particular children or familics. In one particular case, the school system wished to nrovide
home tutoring to a troublesome youngster rather than maintain him in the school environment.
The cfforts of thc Homcbuilders' therapist resulted in the hiring of an aide to work with the
child in school on a full-timc basis, a morc satisfactory and cost-cffective solution for both
the child and the school district.  The voluntcer Educational Consultant working with the
program may be uscd to supplement the therapist’s cfforts to arrange for special cducation
services within the schools.

Service coordination gencrally is handled on an individual basis with cach involved provider.
The Homcbuilders” therapist works with the school, the Probation Dcpartment, the Youth
Scrvicc Burcau, and any other agency which may play a significant role for the child and
family. Mcctings of all agency representatives involved with a family arc gescrally not held,
but group staffings or nctworking mectings arc called when a special uced arises.  There are
no organized, formal intcragency structures or mechanisms in the arcas served by the
Homcbuilders program. 7Thus, linkages tend to be between individual staff persons rather than
at the "system" level.

The closest linkage for the Homebuilders program is with DCFS. The Protective Scrvices and
Family Recconciliation cascworkers arc the referral sources for the program and must assumc
ongoing responsibility for the familics following the intervention.  Annually, the cntire
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referring staff and the Homcbuilders’ staff mect to review progress and problems and to
coordinate activitics.  In the interim, contact between individual providers occurs regularly
with respecet to shared cascs.

Clients

The Homebuilders program is designed to serve only the most seriously troubled families, those
for whom other community resources have proven insufficient fo prevent the nced for out-of-
home placement.  In all cases icferred to the program, referring agency personnel and family
members must concur that placement will occur without the Homebuilders intervention. More
specifically, the Homcbuilders - program specifies a number of criteria which determine
cligibility for scrvices including;

0 The family must reside in the arca served by the program.
0 The family must be a client of DCFS.
0 There must be a high potential for family dissolution.

0 At lcast onc parent must consent to work with the program with the goal of keeping the
family together.

o There must not be a high potential for physical danger to staff.

The program also specifics several situations which would make families incligible for services.
If a child is alrcady in an out-of-home placement, there must be an agreement among all
partics that the child will return within seven days. If it is not anticipated that the child
will be home within seven days, the referral will not be accepted. Similarly, a family would
not be accepted if the child has run away or if all family members are unwilling to work with
the program. If the goal is mercly to keep the family together until an out-of-home
placement can be arranged, this too would be considered an inappropriate referral.

Cases at the Homcbuilders program are considered to be children who are "potential removals”
(PRs) from thcir families. The goal for the contract year 1986 - 1987 was to serve 414 PRs
in the four Washington counties, but, typically, the program exceeds its contract goals. In
the preceding year, the program exceeded its contract goal by 32 percent. From 1982 through
1985, the program scrved 936 families with 1248 PRs. In the absence of the Homebuilders
intervention, it was projected that 78 percent of these PRs would be placed in foster care, 21
percent in group care placcments, and 1 percent in psychiatric facilities. Approximately 30
percent of the PRs have been in previous out-of-home placements.

Most of the families involved in the program have low incomes, with 72 percent earning
incomes below $20,000 per year and 39 percent of the families at or below the poverty level.
The majority of the families served by Homebuilders are white (82 percent), approximately 10
percent are black, and the remaining clients are primarily Hispanic, Asian, and Native
Amcrican.

A wide range of presenting problems can result in a referral to the Homebuilders program,
These include family conflict, delinquency, child abuse and neglect, mental health and
emotional problems, developmental disabilitics, sexual abuse, and more. The most frequent
presenting problems are family conflict and child abuse or neglect. While emotional problems
may not be the primary presenting problem, staff report that a large majority of the children
in the familics served evidence emotional difficulties.  The program does not designate
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diagnoscs for family mcmbers, but, according to staff, a large proportion of participating
children could have a DSM 111 diagnosis.

The appropriateness of the Homebuilders program for severcly emotionally disturbed children
has been demonstrated through a pilot project conducted by the Homebuilders program, In
1979, the lcgislature authorized a grant of $135000 to evaluatc the cffcctiveness of the
Homcbuilders model as  an  alternative to  hospitalization for mentally ill and scvercly
behaviorally disturbed youngsters.  All potential clients were reviewed by the Pierce County
Officc of Involuntary Commitment (OIC), thec mental hcalth agency that assesses the neced for
hospital carc.  Children were referred to the Homcbuilders program  ouly after the OIC
dctermined that they were in nced of hospitalization.  The specific criteria for inclusion in
the mental health project included:

o Gross, ongoing distortions in thought processes (c.g. psychoses such as schizophrenia) and
resultant behaviors (e.g. school failures, bizarrencss, suicide attempts) or

o Major chronic mood problems (c.g., depression, mania) and resultant behaviors (c.g., school
phobias, suicide attempts, ctc.) or

o Chronic, grossly maladaptive bchaviors (c.g., violence associated with above, high physical
hyperactivity combinced with poor attention span).

Additional critcria considered included the duration of the child’s disturbance, diagnoses
assigned by other service providers, degree: of violence toward sclf and others, extent of
previous scrvices that have been incffective, previous hospitalizations, and other indices of
scvere and persistent  disturbance.  All of the children  participating i the mental health
project evidenced major impairments in their functioning duc to their severe symptomatology.

The success rate, or the percentage of children avoiding out-of-home placement, was somewhat
lower for the 25 youngsters involved in the mental health pilot project (76 percent as
comparcd with an ovcrall success rate of 94 percent).  Of the children that were placed, most
were placed in scttings less restrictive than  psychiatric  hospitals; all of a small group of
comparison cascs were placed in psychiatric facilities.  Further, youngsters participating in the
mental hecalth project showed significant improvements in global assessment ratings, ratings of
behavior, reductions of symptomatology, and in such arcas as violence toward sclf, others, and
property. Thus, thc mental health project demonstrated that the Homebuilders modei can be
cffective with a population of scverely emotionally disturbed youngsters.

The program did adapt its approach soracwhat to mecet the needs of the children and familics
participating in thc mental health demonstration.  The most experienced therapists were used
to implement the project, and they were provided with additional supervision time. In
addition, psychiatric consultation was madc available as well as additional training to add-cess
such topics as psychotropic mcdications and working with suicidal clients. The program four
that the mental hcalth cases took a somewhat longer time than other cases, an average of
cight and a half weeks per family,

Although the Homcbuilders program no longer has specialized funding for the mental health
project, these children continue to be served by the program to some extent.  Rceferrals no
longer come from the Mental Health Division, Office of Involuntary Commitment but must be
channcled through DCFS. Thus, severcely emotionally disturbed youngsters may be referred to
the Homebuilders program if they arc involved with DCFS.

The Homebuilders program also has demonstrated the adaptability of its model to a number of
other special populations.  For cxample, interpreters and TTY phones have been used to enable
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the program to work with dcaf clicnts. With the help of special community rcsources such as
thc Scxual Assault Center, the program successfully works with sexually abuscd clicnts.
Additionally, a small pilot project was completed whic’, successfully utilized the Homcbuilders
intcrvention with developmentally disabled youngsters at the point of crisis to prevent removal
from the their current placcments and placement in more restrictive settings. The program
also conducted a special projcct to work with adoptive fa.iilics of children with special necds
when the adoption was on the verge of failure.

Currently, thc program is conducting a rcunification project which focuscs on children in
crisis residential centers in the Scattle arca. Children arc placed in these centers for short-
term carc as a result of a wide range of behavioral, emotional, and family problems. This
projcct involves working with the children and their familics for as long as eight wecks in
order to plan for and assist with the reunification proc.ss.

Staffing

The Homcbuilders program is staffed by scven supervisors and 26 therapists in its Washington
and New York locations. The program rclics on a "single therapist” approach to working with
families rathcr than utilizing teams. Each therapist is responsible for conducting the entirc
intervention with assigned familics but has access to the larger tcam for support and back-up.
A number of rcascns arc cited for using the single therapist appreaci.  Different workers
assigned to the family might tend to advocate for particular family members rather than for
the family as a wholc. A singlc therapist may be more likely to work toward a good synthcsis
with all family mcmbers, and families may find it easier to trust and relate to one person.
Logistically, a tcam approach requircs more planning, coordinating of schedules, debricfing, and
consultation.  Accountability (both accomplishments and problems) can be blurred by using a
team approach, and, perhaps most significant, a team approach cost= twice as much.

The majority of thc Homcbuilders’ therapists are at the Master’s level, with degrc:. in a
human service ficld, including social work, counseling, psychology, or educatiou, In
advertising for staff, the program spccifies such requirements as experience working with
children and families; knowledge of crisis intervention, communication skills, parent skills
training, and cognitive and behavioral intervention. Additionally, the program requires staff to
have a driver's licensc and their own transportation, a necessity for home-based work. An
extcnsive screcning process is used for staff selection ‘vhich includes screening of resumes,
telephone scrcening, an initial interview with the county supervisor, and a second interview
which involves rolc plays of potcntial situations. Staff can participate in the role plays,
which are uscd not only to assess the applicant’s intervention skills but also to assess how
well hc or she accepts fcedback and supervision. Beyond the educational and experiential
requirements, thc program looks for staff who are flexible, friendly, engaging, empathic,
encrgelic, optimistic, and, above all, trainable. Applicants are not expected to have all the
skills but must be willing and able to lcarn the skills, attitudes, and valucs nceded to
implement the Homebuilders model.

In making hiring decisions, the therapist’s personal situation also must be considercd.  For
homc-based work, the notion of “job fit* is as important as other qualifications. For example,
flexible child care, willingness to work weekends and holidays, the ability to respond to crises
24 hours a day, and family support for this type of job are critical factors for succeeding in a
home-based service program. The Homebuilders program attempts to support staff in balancing

their personal lives with thc demands of the job. For example, staff who have had babies
have come back to work on a part-time basis.

The role of Homebuilders' therapists includes providing both therapeutic and "hard" services
such as helping families to clean housc, driving them to the grocery store, and more. These
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tasks are seen as good way to observe and engage clicnts, to create opportunitics to tcach
clients important skills, and to have more informal counseling interactions with family
members.  While some programs scparate the therapeutic and concrete service/case management
role, the Homebuilders program contends that i would be difficult and confusing to assign
diffcrent roles to different workers.

Homebuilaers’ therapists work with two cascs at a time. This low caseload allows the time to
provide intcnsive intervention and to address both the therapeutic and concrete service nceds
of families. The sizc of the cascload also has a dircct impact on the accessibility and
responsivencss of therapists.  With only two familics, Homebuilders’ therapists have the
capability to respond quickly to crises, to stay with familics as long as is needed to work on
emergent issucs without the interference of other appointments, and to spend the large
amounts of time oftcn necded to accompany and assist familics in meeting their concrete
service nceds (such as going to the welfare office),

Extensive training and supervision are provided to Homcbuilders’ staff. [Initially, new staff
participate in four days of workshop-style "linc staff training."  This training is followed by
a carefully designed apprenticeship system whereby staff work with a supervisor. The new
staff person obscrves the supervisor handling the first case and takes an active role in the
second casc. By the third case, the therapist may be ready to function independently with
extensive supervision. An additional four days of advanccd line staff training are interspersed
with the apprenticeship period and later. The line staff training addresses staff attitudes and
beliefs. process skills such as active listening, and content skills which cover a wide varicty
of interventions that may bec used with familics (bchavioral strategies, cognitive restructuring,
mood cortrol techniques, etc). The training program also includes an "ethnicity exercisc" to
sensitize stafl to issues of cthnic identity and their effect on service delivery. The training
program includes modeling, role playing, practicing, cxercises, videotaping, and fcedback from
traincrs in addition to didactic instruction.

This type of training process is used for students working with the Homebuilders program as
well as for new staff.  Staff hired to start the New York City program came to Washington
for a period of time to participate in the line staff training program and to be assigned to a
"mentor® with whom they could expericnce a number of cases.  Additional in-service training
also is provided, with a special interest seminar committce coordinating requests for :raining
and arranging for training activitics. Staff attending workshops or other training cvents arc
asked to share their experience and knowledge with the other therapists.

Extcnsive consultation and supervision arc provided to Homcbuilders' therapists.  Supervisors
arc available 24 hours a day to discuss problem situations. Therapists arc cncourageu o scck
consultation not only for criscc but whenever they are experiencing difficulty with a case or
when they arc fecling overwhe .ned, tired, or discouraged.  Staff arc required to call their
supervisor immediatcly if they tecl that there is a potential for danger to themselves or to a
family member.  In addition to individual supecrvision, all staff spend at lcast two hours per
week in case consultation groups. The group consultation is used to support and learn from
onc another, to update staff on cascs so that they can cover for each other if nccessary, and
to foster tcam building and a sensc of mutual support.

While the potential for staff burnout in home-bascd work is high, the Homcbuilders progra:.i
reports rclatively low levels of staff turnover. A number of factors appear to reduce the
problem of staff burnout including;

o Extcnsive training so that staff have the requisite skills for the job and many resources
(books, handouts, vidcos, ctc.) to help staff perform their roles.
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o Close supervision and support from supervisors who provide intensive on-sitc training and
24-hour back-up.

o Training in cognitive skills and stress management for therapists to help thcm to view
their jobs and lives in a positive way and to handle fcelings of frustration and failure.

o Mutual support of tcammatcs.
o Flexible schedules, four weeks vacation, and good benefits,

+ High levels of administrative support and encouragement and participation in management
decisions such as hiring and personnel policics.

A key factor in staff retention appcars to be the supportive attitude of supervisors and
administrators who strive to make staff fecl recognized and valued and to cmphasize the “team
effort” at all levels. Additionally, staff report that they enjoy sceing many types of families
and that it is rewarding to scc very disorganized aad troubled families begin to change.
Therapists routinely get feedback from familics on each case, and it is extremely reinforcing
for them to hear how much they are valucd and appreciated by families.

Resources

The total budget of the Behavioral Scicnces Institute is approximately $1.4 million, with
approximately ©*1 million allocated to the Homebuilders Division.  The costs of the
Homebuilders i+:~rvention is estimated at $2,600 per family, a figure obtained by dividing
program cost: iy the total number of clicnts served. This cost of an average intervention is

compared with ihc average costs of a range of placcments in Washington in 1986-1987 as
follows:

Foster Care - Average 19.4 months @ $400/month $ 7,760

Group Carc - Average 13 months @ $1,721/month 22,373

Residential Treatment - Average 13 months @ $2206/month 28,678

Correctional Institution - Average 159 days at @ $91/day 14,469

Acute Psychiatric Hospital - Average 4 months @ $11,250/ month 45,000

Long-Term Residential Psych. Treatment - Average 14 months 102,900
@ $7,350/month

The cost of serving families under the mental health pilot project were considerably higher,
estimated at $5,130 per family. However, this increased cost still compares favorably to the
alternative placements for this population. On the basis of these cost comparisons, the cost-

cffectiveness of thc home-based services provided by the Homebuilders program is firmly
established.

Homebuilders’ services are provided at no charge to familics. ‘The major source of funding for
the program is the State of Washington Decpartment of Social and Health Services which
contracts with the program for its services. The contract specifies a certain number of cases
(cases are considercd “potential removals") per _ear that the program is required to serve.
In order to ensure that this requirement is fulfilled, the program closely monitors its progress
toward serving the targeted number of cases. Payment is provided in the amount of $2,607.50
per case served, up to the maximum contract amount, and paid in monthly installments. In
addition to the DSHS contracts, the Homcbuilders program receives special grants to work
with specific population such as the mental health project or the adoption project.
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Funding for thc Homcbuilders program is considered rclatively stable, and the program has
expanded gradually since 1983. In fact, the governor’s budget for fiscal ycar 1987 contained
$400,000 for cxpansion of homc-based scrvices throughout the state, some of which may be
allocatcd to develop new Homcbuilders programs.  To advocate for expanded home-based
services in the state, the Bchavioral Scicnces Institutc has a part-time lobbyist on staff who
attempts to cducatc and influence policymakers and legislators.

Evaluation

A number of approachcs have been used to cvaluate the cffectivencss of the Homebuilders
intervention.  Most commonly reported arc success rates, defined as the percentage of
potential recmovals who remain out of state-funded foster care, group carc, or psychiatric
placements. Sincc 1982, thc program has maintaincd an overall success rote of 94 percent at
three months after termination of services. At 12 months following intake, the success rate
remains high at 88 percent.

In addition to rcporting an ovecrall success rate, the program has attempted to analyze its
effcctivencss with respect to different clicnt populations.  Success rates at three months post-
termination vary somewhat according to the client population category:

Familics in Conflict 94%
Child Abusc/Neglect 96%
Delinquency 92%
Child Mcntal Health 83%
Developmental Disability 94%

The success rates for familics in which the primary problcm is related to child mental health
are somcwhat lower than for other groups. It should be recalled that this result is based
upon the small sample of children who participated in thc mental health demonstration project
designed to intervenc as an alternative to psychiatric hospitalization.  Success rates also may
vary according to the timing of the intervention. In working with delinquent children prior to
placement, the success rate is significantly higher than in attempting to phase delinquents
back into their familics after a period of institutionalization.  The program also has broken
down its success rates by racial and cthnic groups and has found that the intervention has an
cqually high success ratc among minority families; rccent data suggest that the program may
have a higher success ratc among minority familics.

Evaluation of thc mental health demonstration project showed that the program is successful
in resolving problecms and improving functioning as well as in preventing  placement.
Overwhelmingly, familics and children improved with respect to problems identificd at intake.
The vast majority of familics (85 percent) improved communication; 100 percent of the clients
expcricncing symptoms of major mental illness showed significant improvement; and 95 percent
evidenced improvement in  bchaviors such as wviolence toward sclf and others.  Global
Asscssment  Scale ratings improved by an average of 28 points, and ratings on the Child
Bcehavior Checklist improved by an average of 38 points.

High levels of clicnt satisfaction arc reported with respect to the program.  Based upon a
1985 clicnt feedback survey, 94 percent of the familics were very satisficd with services and
their therapist, and 94 percent found the service morc helpful than previous counscling.
Eighty-scven percent rated the service as cither very helpful or helpful.  Familics uniformly
provided positive fcedback about their service  delivery  experience  including the therapist
coming to thc home, the degree of caring and understanding of the therapist, and the
scheduling of appointments at times convenient to them.  Ninety-seven percent of the familices
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responded that they would recommend the Homcbuilders program to a familv in a similar
situation.

Several attempts have been made to conduct comparison studies regarding placement. In 1977
a comparison sample of youngstcrs that the Homebuilders program could not take because of
full caseloads were tracked. It was found that 76 percent of these youngsters were placed.
During the mental hcalth demonstration project, it was found that five comparison cascs (also
turned away duc to full cascloads) were all placed in psychiatric facilitics at an average cost
of $17,623 per case. There are a number of reported complications in conducting comparison
studies. ~ For example, it may be desirable to randomly assign cascs tu treatment or control
groups, but if caseloads arc full, the casc cannot be taken regardless of random assignmeni to
the treatment status.

Two studics have been conducted to attempt to discriminate factors that differentiate
successful cases from “unsuccessful' cases in which children were placed out-of-home. Haapala
(1984) used a critical incident and structured interview method with familics who reccived
Homnebuilders” services.  The most salient finding was that "hard services' provided by the
therapist diffcrentiated among cases; the morc the therapist was perccived as doing something
concrete for the child and family, the more likcly the child was to remain at home. This
finding underscores the importance of moving beyond counscling to address the whole range of
needs expericnced by the family,

A study ncaring completion has been conducted jointly by the University of Utah School of
Social Work and the Homebuilders program. The project examined home-based scrvices in both
Utah and Washington in order to identify factors associated with “failurc”® of home-bascd
interventions.  Failure is defined broadly as any time a child is in foster, group, institutional,
or receiving carc, on the run, or in any placement with non-relatives for a period of two
weeks or longer.  The subjects for the study were drawn from families served by the
Homebuilders program and those scrved by the public child welfare agency in Utah. Data with
respect to client characteristics, treatment, and system influences were collected on over 450
families receiving family-based treatment.  The family, the home-based worker, and the
caseworker were all interviewed when an out-of-home placement occurred to determine the
circumstances and cause of thc placement. High success rates in preventing out-of-home
placement werc achicved despite the broad definition of service failure, and a number of
carctakcr and child characteristic plus trcatment response variables were found to be
associated with outcomes. Most notably, the study found that families experiencing trcatment
success made significant positive changes in family functioning, particularly with respect to
learning and using new parenting skills.

Major Strengths and Problems

Staff and administrators of thc Homcbuilders program as well as workers from other agencies
and families themselves identified a number of factors which contribute to the success of the
Homebuilders program:

o Multi-service, holistic approach,

o Flexibility, 24-hour availabilit;, and ability to respond to crises.

o Goal orientation, usc of clear behavioral contracts, and emphasis of skill teaching.

o Positive, hopeful, optimistic approach (“positive cthic").
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o High quality of staff who arc open, nonjudgmental, comfortable individuals with high levels
of commitment and expertisc,

o High levels of aceeptance and support within the agency.
o Creative idcas and methods for working with familics.

In addition to these strengths, scveral problems with the operation of the Homebuilders
program werce identificd.  The most frequently mentioned problem relates to the brief duration
of thc program. Rcespondents from within ard outside of the program mentioned that the time
frame, in somc cascs, is not sufficicnt for accomplishing all of the targeted goals or for
completing the necessary referrals for ongoing scrvices.  Thus, at the completion of a four- to
six-weck intervention, some familics may rcmain in precarious situations and may still require
intensive services and support.  In these situations, a number of options may be considered by
thc program, including referral to appropriatc community resources, re-refecral to  the
Homebuilders program for additional intensive intervention, or out-of-home  placement in
extreme  situations.  Since the program is dcesigned to provide crisis intervention scrviees,
many familics invariably will require additional services from the larger scrvice system on
wiapletion of the home-bascd intervention,

A sccond problem arca relates to the nced for improved follow-up activitics.  Suggestions
include a follow-up period with weekly or bi-weekly sessions for reinforcement and  asscssment
purposcs; follow-up groups such as parenting skills cnhancement courses; a follow-up unit, or
rotating follow-up regponsibilitics among Homcbuilders’ staff.  These types of activitics would
assist familics to stabilizc over time and would provide additional support, capitalizing on the
close rclationship that has developed between the Homcebuilders’ therapists and the families.
They also provide a mechanism for additional follow-through on incomplete referrals for
ongoing scrvices.  However, the logistics and resources of adding a follow-up component to
the program have proven to be problematic.

Other problems noted include:

0 Not cnough resources in the community for ongoing services; gaps in the system of care,

0 Lack of a "weaning” period for transition to less intensive services.

o Frustrating referral process requiring frequent calls to obtain an open service slot.

o Difficulty in locating qualificd applicants for staff positions.

Disscmination and Advocacy

The Bcehavioral Sciences  Institute  receives  innumerable  requests for  information,  visitation,
consultation, and training. To date, consultation and training have been provided to over 200
agencies and  groups in 28 states, the District of Columbia, and four foreign countrics.
Training and dissecmination activitics arc conducted by the Training Division within tl

Behavioral Sciences Institute.  Target groups for  issemination activitics include state lcau.rs
as well as public and private service providers,

A wvaricty of formats and approaches are used to provide information and training about the
Homcbuilders model.  On-site workshops for agencies, individualized training for visitors at the
Bchavioral Sciences  Institute, on-site  consultation for new  programs, telephone  cong“ation,
and presentations at conferences are among the modalities used for information dissemination.
Written and audio-visual aids also have oeen developed for training purposes.  Some of the
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costs of thesc training activitics arc covercd through fees for service, and a grant from the
Clark Foundation providcs additional resources to support the agency’s dissemination efforts.

A range of training options have been designed by the Homebuilders program to assist
agencies in their efforts to develop home-based service programs. These include:

o Half-day introduction to thc model.

0 One-day nceds assessment and system planning.

0 Two-day proposal development and program preparation.

o Staff screening and selection assistance.

0 Threce-day administrative and supervisory training.

0 Line staff training.

0 Monthly half-day review for the first cight months of a new program.
0 Two-day site visits during months 4, 8, and 12 of a new program.

o Telephonc case consultation.

o Homcbuilders intcrnship for supervisors and therapisis.

Some agencics recciving training from the Homebuilders program have replicated the
Homebuilders model fairly closcly, while others have adapted the approach based upon the
needs and resources in their own communities.

In addition, the Homebulders program has preparcd a training package outlining the steps for
implementing ncw home-based scrvice program. The outline for this training package follows
as well as the outlines for the supervisory training program and the line staff training
program.

The Homcbuilders program is a member of the Family Preservation Network, a group funded by
the Clark Foundation to develop and promote family preservation services. The program also
is participating in a joint project with the University of Washington School of Social Work
which is designed to explore the implications of the Homebuilders model for social work
curriculum development.  The project will result in a monograph, to be published by the
University of Washington Center for Social Welfare Research, which will contribute to the
development of family-centered social work curricula.

Case Examplcs

A 14 year old girl ("L") and her family were referred to the Homebuilders program. L was in
a recciving home at the time of referral and had a history of running away, sexual acting out,
depression, suicidal thoughts, and psychiatric hospitalization. She was also a victim of sexual
abuse at the ages of 9 and 12. She had difficulty getting along with her mother, following
house rules, and managing anger and depression. A major goal of the intervention was to
teach L to identify early indicators of depression and to usc techniques including crisis cards,
daily mood ratings, and cognitive techniques. The therapist also worked with L and her
mother, teaching them cognitive skills to decrease feelings of anger and to establish fair and
reasonable rules with consequences and monitoring procedures. The family was referred to a
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mental health center where they received counscling for six months following the Homcbuilders
intcrvention.  Out-of-home  placement was  avoided and both L and her family showed
improvement.

A 15 ycar old boy ("C") was referred to the Homcebuilders program by the Mental Health
Officc of Involuntary Commitment as part of thc mental hcalth project, since placement in a
psychiatric facility was under scrious consideration. C was considered pre-psychotic and had
daily temper outbursts during which he would scrcam  obscenitics, punch holes in walls and
doors, destroy furniture, be abusive to his sister, etc.  The relationship between C's mother
and stcp-father was strainced, and divorce scemed imminent.  The therapist spent scveral days
listcning to all family members to cnsure that their perspective was understood; all family
mcembers expressed relicf and interest in lcarning new ways to cope. The therapist worked on
a number of skills with the family. The mother learned active listening to help calm C,
resulting in rapid rcduction of his outbursts. C lcarned RET in order to tell himself calming
statcments as his feclings escalated. The step-father lcarned to lcave lists of chores for C
with allowance contingent upon completion, and the entirc family worked on techniques for
recognizing and controlling frustration and anger before the situation got out of control.
Since C could not rcturn to school, the therapist arranged for a home tutor. At the end of a
five-week intervention, C had only two major outbursts, was doing 80 percent of his chores,
and was getting ncarly straight A’s with his tutor. The therapist provided child care for a
weckend while the parents took a vacation to renew their commitment and to work on marital
issucs.  Instcad of the last full week of trcatment, the family opted to sce their therapist
wecekly for a series of follow-up scssions.

Technical Assistance Resources
o Homecbuilders Resource Guide

o Program Forms:

Homcbuilders Referral Information Social History

Intake Evaluation Sheet Termination Document

Clicnt Authorization for Trcatment Termination Letter

Records and Relcase of Information Policy Suicide Information
Transportation Authorization Clinical Services Checklist
Conscent to Exchange Information Concrete Scrvices Checklist
Homcbuilders Entry Document - Potential Removal Goal Checklist

Homcbuilders Family Characteristics CWLA Family Asscssment Scale
Goal Sheet Social Support Assessment Tool

Weekly Summary Sheet

o Family Evaluation Questionnaire
Clicnt Follow-Up/Satisfaction Qucstionnaire

o Homcbuilders Referral Guidelines
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GOAL SHEET

GOAL #1:Improve C.’s depression management skills

FAMILY NAME: THERAPIST: WHOSE GOAL: Family/Therapist

RATING WHEN GOAL SCALED (-1 or -2); -1 WEIGHT: 9
(9 most impt./1 least impt.)

STATEMENT OF PROBLEM: C. has been feeling very depressed over the past fe months and
had talked of wanting to kill hersclf. Becausc of the threats she has been placed at Fairfax
hospital two times in the past month.

-2 C.is depressed and threatens suicide. Placement at Fairfax is made.

-1 C.is often de pressed, does not threaten suicide, but placement at Fairfax is considered.

b C.is somctimes depressed. Placement at Fairfax is not needed and C. is beginning to use
depression management skills,

+1 C. is occasionally depressed and usces the depression management skills

+2 C.is rarcly depressed and uses the depression management skills.

PLAN
WEEK #1 FROM: 8/20/84 TO: 8/26/84 RATING: 0
1. Contracted with C,
2, Introduced RET concepts
3. Introduced anger management
4. Devclop relationship with C.
WEEK #2 FROM: 8/27/84 TO:9/2/84 RATING: 0
1. Continuc as above
2. Develop crisis card
3. Begin Daily Mood Rating
4, Practicc RET
WEEK #3 FROM: 9/3/84 TO: 9/9/34 RATING: +1
1. Continuce as above
2. Monitor progress
3 Help C. become involved in outside activitics
WEEK #4 FROM: 9/10/84 TO:9/18/84 RATING: +1
1. Continuc as above
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BEHAVIORAL SCIENCES INSTITUTE
HOMEBUILDERS LINE STAFF TRAINING MODULES
1. Introduction
2. Strategics of the Homebuilders Model
3. Stress Management for Therapists
4.  Dcfusing, Engaging, and Confronting Clients
5. Assessment of the Potential for Violent Behavior
6.  Structuring Before Visits
7.  Assessment and Goal Setting
8.  Structuring During Visits
9.  Structuring Between Visits
10. Teaching Skills to Families
11. Teaching Families Behavior Management Skills
12. Teaching Communication Skills
13. Teaching Familics Cognitive Intervention Skills
14.  When Progress Isn’t Occurring
15. Teaching Assertive Skills to Familics
16. Anger Managcment with Families
17. Depression and Suicide
18. Multiple Impact Therapy
19. Teacning Families Problem Solving Skills
20. Teaching Interactions

21. Termination Issues




BEHAVIORAL SCIENCES INSTTI'UTE
HOMEBUILDERS SUPERVISION TRAINING QOUTLINE

1. Overview

History

Basic Values and Bclicfs
2. Staff Sclection - Supervisors, Therapists, Sccretarics/Rescarch Assistants

Job Descriptions

Paper Screening

Intcrview

Role Plays
3. Staff Training - Supcrvisors and Therapists

Management Tcam

Apprenticeships

Initial Training

Initial Supervision

Initial Contracts

Casc Consultation

Utilization Review

Library

Specialized Topics




BEHAVIORAL SCIENCES INSTITUTE

FAMILY PRESERVATION SITE DEVELOPMENT
HOMEBUILDERS CONSULTATION AND TRAINING PACKAGE

1. Initial On-Site and Telephone Consultation

Program Design and Implcmentation
Deweloping Client Pathways
Minimizing Barricrs to Service Delivery
Performance-Based Contracting
Program Accountability and Evaluation
Budget Issues

Staff Selection and Hiring Procedures
Proposal Development

2. Staff Screening and Sclection

Staff Qualifications and Initial Screening
Applicant Interviews and Hiring Role Plays

3. Supervisory Consultation and Training at BSI

Supervisor Rolcs and Skills
Quality Assurance Procedurcs
Case Consultation Proccdures
Referral Issues

Supporting Staff

Staff and Program Evaluation

4.  Intake Staff Training

Referral and Intake Procedurcs
Record Keeping and Reporting
Working with Referral Sources

5. Imitial Line Staff Training

Strategies of the Homebuilders Model

Stress Management for Workers

Engaging, Defusing, and Confronting Clients
Assessment and Goal Setting

Structuring Before, During, and Between Visits
Teaching Skills to Families

Teaching Behavior Management and Parcnting Skills
Communication Skills

Cognitive Strategies

Enhancing Social Support

When Progress Isn’t Occurring

Termination Issues




SITE DEVELOPMENT CONSULTATION AND TRAINING, CONTINUED
6. Initial On-Site Consultation and Home Visits

Hom: Visits, Intake, and Subsequent Sessions
Case Consultation

7. One-Month Follow-Up Consultation and Training

Home Visits

Case Consultation

Teaching Anger Management Skills
Working with Depressed and Suicidal Clients
Tcaching Problem-Solving Skills

Multiple Impact Therapy

8. Four-Month Follow-Up Consultation and Training
Home Visits
Case Consultation
Teaching Assertive Skills

9.  Eight-Month Follow-Up Consultation and Training
Home Visits
Case Consultation
Follow-Up Training Issues

10. Twelve-Month Follow-Up Consultation and Training
Home Visits
Case Consultation
Follow-Up Training Issucs

11.  Weekly Telephone Consultation

Two hours/week first six months
One hour/weck second six months

Case Consultation
Supervisory and Administrative Issues
Referral Issues

12.  Written Utilization Reviews

Evaluating Paperwork, Documentation and
Intervention Stratcgies.




SATELLITE FAMILY OUTREACH PROGRAM
KALEIDOSCOPE
CHICAGQ, ILLINOIS

History

Kalcidoscope, Inc. was founded in 1973 to provide alternatives to institutional carc for
scriously handicapped and troubled youth. At that time, public attention and scandal
surrounded the cxpensive and often inadequate care that more than 900 troubled children were
receiving in out-of-state institutional placements.  Efforts were begun to bring these severcly
disturbed youngsters back to Illinois and to create community-based alternatives to mect their
needs.

Kalcidoscope’s  first  programs  were located in  Bloomington, Illinois, and consisted of
therapeutic foster homes and family-like group homes, both of which offcred youth the
opportunity to participate in and lecarn from morc normal family and community life. The
nced for such programs was identificd in the Chicago area as well, and Kalcidoscope responded
by attempting to develop small, family-style group homes similar to those cstablished in
Bloomington.

As more children were brought home from out-of-state placements, the demand for community
services increased significantly.  Staff report that the devclopment of group homes in Chicago
could not keep pacc with thc demand for services. Kaleidoscope proposed that, while children
were awaiting other placements, child care workers could be provided to work intensively with
them and their familics within their own homes. The Illinois Department of Children and
Family Services agrced to experiment with this approach. In 1974 Kaleidoscope hired scveral
workers to provide intensive home-based services, with cach worker assigned to three familics
and, in this way, began the Satellite Famnily Outreach Program.

The in-home approach proved to be highly effcctive in rcuniting familics of youth rcturned to
Ilinois from out-of-statc placements.  Further, the comprehensive service delivery approach
used by thc program was found to be effective in keeping families together and preventing
out-of-home placcment. The Satcllite Program now operates with five teams of workers and
scrves approximately 55 to 60 families at a given time.

Interestingly, the group home approach in the Chicago arca was abandoncd after a relatively
bricf period of time, although the agency still operates group homes in the Bloomington area.
Zoning problems, ncighborhood opposition, improper selection and preparation of communitics,
and inexpericnced staff were all factors that contributed to the demise of the group homes.

Community and Agency Context

The Satcllitc Family Outreach Program scrves all of Cook County, which consists of Chicago
and its suburbs to the north and south and hus a population of approximatcly 5,250,000. The
arca is fraught with the cconomic and social problems facing most urban areas such as
poverty, uncmployment, crime, family disintegration, and others, and many of the problems
experienced by children and families are magnified in the Cook County arca. For examplc,
more than half of all childrcn who are in the custody of the State of Illinois are located in
Cook County. Approximately 75 percent of the clients served by the Satellite Program arc
from the inner city, and 85 percent of the clients served are minorities, predominantly black.

The inner city environment has a major impact on both the agency and the program. For
example, consideration must be given to the safety of workers visiting familics in
neighborhoods that may be dangerous. Security guards arc nceded for the agency's parking
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lot to guard against theft and damage of stafPs wvehicles, and the Kaleidoscope offices have
been burglarized on several occasions, necessitating the installation of a sophisticated security
system.

Youth gangs are a pervasive phenomenon in the Chicago inner-city environment, necessitating
careful consideration of the location of the agency offices. In relocating the agency several
years ago, consultation from clicnts was sought to ensure that the office space under
consideration was located in “ncutral' territory so that youth affiliated with various gangs
would be willing to attend.  Additionally, in-service training for staff was provided by the
policc gang unit. Thus, the agency must address directly problems posed by providing services
in an inner-city context.

A’ noted, Kaleidoscope was founded in 1973 with the mission of reaching out to children and
youth considercd to be the most difficult to serve or whom *no one else wanted." The agency
has grown to bc a multi-faccted, nonprofit child welfare agency with a budget in excess of $5
million 7znd over 150 cmployees. The agency has two offices, one in Bloomington-Normal and
one in Chicago. The Satellite Family Qutrcach Program is operated by the Kaleidoscopc
Chicago oifice.

The agency provides a continbum of services for scriously troubled children and youth who
would otherwise be destined for institutional placements of various types.  The various
programs and approaches used by Kaleidoscope all evolved out of the need for service
alternatives that offer children and families flexible, effective treatment in community
settings.  Kalcidoscope first offcred therapeutic foster care and therapeutic family homes
(group homes) and subscquently expanded its mission to include comprehensive home-based
scrvices to maintain and reunify children with their natural familics whenever possible.  The
agency further cxpanded its mission to include scrvices to better prepare  youth for
independent living as they approach adulthood.  The agency provides a continuum of services
and cncourages children and failics to move from one service option to others as their necds
change and circumstances permit.  In o ‘dition o the Satcllite Family Qutrcach Program, the
services provided by Kalcidoscope include the following;

o Therapeutic Foster Homes - Approximatcly 25 to 27 therapcutic foster homes to serve
troubled and handicapped youngsters.  The professional  foster parents are considered
primarily responsible for the care and treatment of the child placed in their home, and
they arc ecxpected to integrate the child into their family system.  Extensive training is
provided to fostcr parents as well as consultation, support, clinical services, and 24-aour
crisis assistance from Kalcidoscope staff.

As part of the therapeutic foster home program, Kalcidoscope Chicago offers 15 (o 17
professional foster homes for adolescent mothers and their babics. Young women may cnter
the program if they are pregnant or alrcady have become mothers.  The foster parents
receive intensive  specialized training to work with this population and serve as tcacher,
role model, and parent to the teen mothers.  The agency offers an in-house medical clinic
to provide well-baby carc and to teach teen parents how to care and provide for their
children.  Fathers are involved in the program whenever possible, and the program focuscs
heavily on obtaining cducation and job training for the adolescent pa .nts.

o STAR. Program (Specialized Tcam for AIDS Relicl) - Foster homes for children and
infants suffcring from AIDS.  Kalcidoscope Chicago recently began to develop and operate
therapeutic foster homes for infants and young children with Acquired Immune Deficiency
Syndrome (AIDS). Infants with AIDS often arc the children of drug users who are unable
to carc for them, causing these children o experience extended hospital stays.  The
S.T.AR. Program is based upon the premise that children with AIDS can be cared for in a
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nurturing and accepting cnvironment and " e right to live, and possibly to dic, as
part of a loving family. Prefessional foiic: pi .nts are recruited specifically to work with
this population and arc provided with cxtensive training, including specific guidelines about
caring for the infants and any neccssary orecauticns. Medical ¢ .pports are provided to the
families as well as consultation, support, and back-up from Kaleidoscope staff.  Spccial
attention is devoted to dealing with issues oi dcath and dying.  Currently, ninc children
arc in placcment, ranging in age from two months to five years.

o Therapcutic Family Homes - Six small family-stylc group homes in the Bloomington-Normal
arca serving five to six children per home. The group homes are located in residential
ncighborhoods, and the youngsters attend public schools and use public recreational
rcsources.  The homes are staffed by six or seven full-time staff who rotate in 16-hour
shifts, with two staff present at all times. This staffing pattern provides a scnsc of
continuity and family lifc for the youngsters since thc same workers are present in the
morning, throughout the day, and at bedtime. The avcrage length of stay in the group
homes is approximately 18 months.

0 Youth Development Program - Scrves youth ages 16 to 20 with the goal of helping them to
become self-sufficicnt.  The program involves placing youth in apartments in the community
and providing staff supervision to assist them in lcarning independent living skills such as
household maintenance, budgeting, sclecting and preparing food, using public transportation,
and crcating a support system. The program also focuses on hclping youth to obtain
appropriate education, training, and cmployment. Incentives arc offcred to cncourage
employcers to hire troubled youth, and Kaleidoscope staff provide supervision, support, and
follow-up in job placcments.

In addition to thcese major programs, Kalcidoscope Chicago offers a number of recreational
activitics for youngsters involved in any of its various programs. These include boys and girls
basketball tcams and "Thursday Night Live" programs at the agency offices, which are used for
both recrcational and educational perposes. In addition, Kaleidoscope participates in
Mctrowork, a consortium of four agencics which has been instrumental in sccuring jobs and
providing training for youth. This multi-agency group has successfully applicd for grants to
support its training and employment activities.

Kaleidoscope Chicago also operutes the Second Chance Shop. Donations of clothing, toys, and
houschold goods arc solicited and organized, and youth and families can go "shopping’ when
they visit Kalcidoscope offices. Further, the agency is affiliated with the Kupona Network, an
organization that supports and educates the black community on AIDS. This group is provided
with office space at Kaleidoscope's offices. In exchange, the organization provides instruction
to Kaleidoscope staff on AIDS and provides services to any Kaleidoscope youngster or family
who is affected by the virus, including running an AIDS support group.

Until recently, Kaleidoscope’s founder and chief exccutive officer was based in the
Bloomington office. Upon his retircment in 1987 additional administrative responsibilitics were
invested in the respective directors of the Chicago and Bloomington regional offices. While
the specific programs are administcred on a regional basis, some administrative functions, such
as financial, business, and evaluation functions, remain centralized. The agency administration,
as well as its programs, operate on a team concept. The Executive Director and Associate
Director of Kaleidoscope Chicago function as a tcam and act as resource and support persons
to the programs they administer. Thc administrators tend to provide staff with a great dcal

of freedom to create and opcrate their programs, and, in addition, attempt to provide high
levels of acknowledgement and recognition for staff.
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The 12 member Board of Directors has five regularly scheduled meetings per year and conducts
an annual planning process which involves reviewing programs, identifying and addressing
issues and problems, and sctting goals. The Board has functioning committees which meet to
address such arcas as program oversight and cvaluation, personnel policies, and fund raising.
Board members also serve as spokespersons and advocates for Kaleidoscope programs,
particularly when public rclations problems arise. In the Bloomington area, a Community
Advisory Committec was establishcd to promote and strengthen communication and support
within the community. This stcp was taken to address strained community relations resulting
from several incidents involving Kalcidoscope clients. The Committee is comprised of elected
officials, city government officials, school and hospital administrators, and civic leaders.

Philosophy and Goals

As noted, the mission of Kaleidoscope is to provide services to assist children and families
who are considered most in need, those who would otherwise be rejected or excluded from
other community services. Staff report that the agency is "not easily intimidated,” and is
deeply committed to the concept of serving the "unwanted® or the most difficult-to-serve
clients.  As is cvidenced by the development of the S.T.A.R. Program, the agency’s mission
allows room for cxpansion and changes to respond to the most urgent nceds of children and
families.

The Kaleidoscope philosophy, and that of the Satellite Family Outrcach Program, is well
articulated and is based upon several important premises:

o The Importance of the Family - The program is based upon the belicf that children grow
and learn best in families. Thercfore, family services to prevent child pla.ement and to
rcunite children with their familics are of primary importance. The program also is built
on the fundamental belief that all parents want to be good parents and have both strengths
and weaknesses.  Workers must capitalize on parents’ strengths whenever possible in an
attempt to prescrve family integrity. This belicf in the importance of the family also is
evidenced in the naturc of the out-of-home placements provided by Kaleidoscope.
Substitute care, when necessary, is provided in therapeutic foster homes and fainily-style
group homes to most closcly approximate a family environment.

o Unconditional Carc - The concept of unconditional care is reflected in many aspects of
Kalcidoscope’s opcrations.  First, the belief in unconditional carc is reflected in an
inclusive admissions policy, the policy of accepting clicnts which other agencics have
rejected.  The agency will serve children and families regardless of the difficulty of their
behavior problems, emotional disorders, handicaps, or needs. Admission is denied oniy if
there is no room in a program or if a less intensive program or servicc would be morc
appropriate.  Furthcr, the cmphasis in all Kaleidoscope programs is to adapt services to the
needs of the child and family; the Satellite Program is committed to doing “whatever it
- takes” to assist a family to meet both their treatment and concreie service needs.

The belicf in unconditional carc also is reflected in Kalcidoscope’s commitment to continuc
working with a child and family regardless of the problems that may arise during the
service dclivery process.  Regression, resistance, and other problems are not used as a
basis for discharging familics but rather are scen as signals for new trcatment approaches.
According to the agency's philosophy, children frequently are discharged or rejected from
programs due to their "misbchavior" or continuing severe problems. In Kalcidoscope
programs, an altcmpl is made to break the cycle of rejection that the child has suffered,
to avoid punitive discharges, and to develop the amount and kinds of services and supports
nceded by each child to remain within the agency’s care.



o Normalization - Kalcidoscope attempts to provide scrvices in as normal an cnvironment as
possible.  The ageney’s programs are based on the premise that institutional cnvironments
can be injurious to children and that no child should he denied the expericnce of family
and community life. All of the agency’s services and treatment are built on a basc of
family and community living in accordance with the notion that children can best learn to
become normal, competent adults if they live in and lcarn from a normal cnvironment, The
natural pace of cvents can then be used for modeling, teaching, and coaching children and
parents to cope more effectively with real life situations.

In addition to these basic values, the Satellite program is based upon a perspective which
views the family as a system consisting of all extended family members and support nctworks
within the community. The outrcach and comprchensive service approach used by the program
is based upon the belief that many families lack the structure and organization to participate
in insight-oricnted, office-based therapy.  Therefore, the program brings scrvices into their
homes and develops a comprehensive trecatment plan to address all of the family’s nceds.
Staff scek to develop a family-like bond with all members of the client system and to usc this
"extended family” relationship to help the family to improve its functioning,

The primary goal of the Satellite Family Outrcach Program is to help to maintain families as
intact units.  Familics are referred to the program for cither prevention or placement or for
assi.  ce with reunification. In cases of placement prevention, the goals of the program are:

0o To achicve cnough immediate improvement in family functioning to cnable the family to
rcach a minimal level of stability, and

o To improve overall functioning of families by building social, ¢motional, and cducational
strengths.

In cascs of reunification, the specific goals arc :

0o To normalize the childs cnvironment as quickly as possible by arranging for schooling,
medical care, basic needs, ctc., and

o To help the entire family to cope with the child’s return and to learn cffective ways of
handling the child’s behavior.

Scrvices

The scrvices provided by the Satcllitc Program are intensive and include counscling and
thcrapy as well as hclp with the basics: food, housing, income, home management, child
management, and more.  The program is highly flexible and attempts to obtain whatever
combination of scrvices, resources, and supports arc nceded by cach family. In short, the

program brings together trcatment, advocacy, and friendship in order to assist familics to
remain together,

Three major types of scrvices are provided by the Satcellite Program. Thesce include:

o Family Asscssment - An assessment of the family system for a period of up to 90 days
which is uscd for long-tcrm planning purposcs. The asscssment process is designed to
dctermine both the service needs of a child and family and the feasibility of maintaining
(or returning) a child with the natural family. The assessment considers relationships
within the family and with sapport systems, social skills, and ability to manage basic nceds,
and parenting demands.  The program also works with the child and family during this time
to prevent  placement  or to  prepare  for  rcunification  as  the situation  dictates.
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Recommendations  arc  provided to DCFS concerning the potential for maintaining or
rcunifying the family and the services needed to provide assistance.

o Placement Prevention - Comprehensive home-based services provided for a period of 12 to
24 months. Both counscling and corcrele scrvices arc  provided according to  an
individualized scrvice plan in order to address the family's identificd problems.  Scrvices
arc dirccted to helping the family to remain together.

o Family Rcunification - Comprchensive home-based scrvices provided for approximatcely six
months to asiist familics of children who arc rcturning from an out-of-home placement.
The program works closcly with the child, with thc natural parents, and with the
residential program from which the child is rcturning to facilitatc the transition and
maximize the likclihood of a successful rcintegration.  Reunification scrvices include
arranging for, coordinating, and supervising home visits; preparing the child and family for
the rcturn; and arranging for appropriatc school placcments, medical carc, and other
services for the rcturning child.  When the child rcturns home, the program continues
providing scrvices and support to the family (including counseling, parent cducation,
brokering nceded resources, etc.) until the home environment can be considered stable.

The majority of referrals to the Satellitc Program originatc with the Illinois Dcpartment  of
Children and Family Services (DCFS). One of five teams within the Satellite Program provides
services through a Joint Scrvice Children'’s Initiative, funded collaboratively by DCFS and the
Department of Mcntal Health and Developmental Disabilitics (DMHDD). The Joint Initiative is
directed toward providing home-based scrvices to prevent placcment in psychiatric hospitals
and other residential trecatment facilities. ‘This tcam may receive referrals from DMHDD  as
well as from DCEFS. Al referrals are channcled through the Assistant Dircctor of
Kalcidoscope Chicago, who consults with the referring worker regarding thc appropriatcness of
the referral and the service needs of the family.

As noted, the program has an “inclusive" intake policy. Regardless of the nature or scverity
of the child’s and family’s problems, the program will accept the referral as long as there is
an available scrvicc slot. If therc arc no openings, Kalcidoscope staff will attcmpt to serve as
a resource and to locate another agency or scervice for the family. Cases also may be held on
a waiting list for scrvices; at a given time therc may be between 15 and 25 familics waiting
for scrvices. If an opcning is anticipated, Satcllite program staff may visn thc family and
providc crisis intervention services in an attempt to stabilize the situation prior to the actual
initiation of scrvices. The longest that familics have had to wait for services is approximatcly
threc to four months.

The Satellitc Program Administrator reccives the information on referred families and assigns
cascs to the various tcams. Two family workers arc assigned to work with the family. The
tcam social worker procceds to contact the family and usually makes the initial visit; the
social worker and both family workers gencrally make the sccond visit together.  The initial
visits arc used primarily to cxplain the Satcllite Program, to begin the asscssment process, and
to begin to develop a trusting relationship with the family -- the first phasc of scrvice
dclivery.

A well articulated trcatment planning process is used to formulate service goals and mecthods,
with frcquent reasscssments and reviews to make appropriatc adjustments.  An initial staffing
generally is held within two weeks of initiating  scrvice delivery.  This staffing involves the
DCFS worker and any other involved workers and agencics as well as the Satellite Program
Administrator, Social Work Supervisor, and other resource persons as indicated. This staffing
is dcsigned to identify the family's problems and formulate the initial treatment plan and
approach.  Another staffing is held after approximatcly 90 days of scrvices to cvaluate
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trcatment goals, monitor progress, and make nccded changes in goals and mecthods. Formal
staffings arc hcld at lcast cvery six months thercafter, and trcatment plans are reviewed and
updated within the team mceting a minimum of once a month. An Identified Needs Checklist
is used to guide the service delivery process by identifying and prioritizing specific needs;
workers arc then assigned to address these needs and target dates arc established. A sample
of the identificd Necds Checklist is included at thc end of this scction to show the wide
range of arcas considercd by the Satcllite Program, including the family’s immediate nceds and
nceds in social, educational, vocational, mental health, medical, and daily living arenas.

The interventions provided by the Satellite Program include the following:

o Counseling - Individual, marital, family, and group counscling arc options available for
family members.  Family workers and social workers provide counseling to family members
individually, as a complcte unit, or in various combinations depending upon the situation.
Further, much counscling is provided informally as workers assist the family in mecting
basic needs or in recrcational situations.

o Concrcte Neceds - The program provides dircct assistance to familics in an attempt to meet
their basic nceds. Examples of such assistance include task-oricnted homemaker services to
assist in the care of thc home and family, financial planning assistance, food assistance
through the Chicago Food Depository, and assistancc with job finding and placement. In
addition to direct assistance, familics workers serve as brokers and advocates to access
scrvices and supports nceded by families. In fulfilling this role, family workers assist
familics to obtain housing, hcalth care, mental hcalth services, special education services,
work training. In order to access these rcsources, family workers often help families to
make the initial contact, accompany the family to the first appointment, and remain in
regular contact with the community agency to monitor scrvice provision and progress.

o Health Services - A full-timc nurse is assigned to the Satcllite Program to provide hcalth
scrvices to familics. The nursec performs an in-home hcalth assessment of all families and
assists families in obtaining needed medical care. Regular visits to familics with pertinent
medical issues are made by the nursc, and morc frequent visits may be made to familics
with urgent medical problems requiring carcful and ongoing monitoring. The nurse also
attempts to teach familics how to take carc of their hcalth care needs and educates
familics in areas including nutrition, safcty, birth control, AIDS, sexually transmitted
diseascs, and others.

The health services provided by the Satcllite Program include access to a medical clinic
held twice a month at the Ka'.idoscope officcs. A physician specializing in adolescent
medicine performs physical cxaminations, prescribes medication, and provides prenatal and
well-baby carc.  The physician works with Kaleidoscope by arrangement with a local
hospital.  The hospital pays the physician, and, in turn, bills for services provided to
Kaleidoscope clients under the medical assistance program.

The Satcllitc Program also offcrs 1 range of educational scrvices to children and families such
as sex ecducation, drug cducation, nutritional consultation, first aid cducation, and cducation
about AIDS. Thesc educational opportinitics gencrally occur in the normal course of service
delivery.  Additionally, Kaleidoscope offers a varicty of recrcational opportunities that children
and families involved in the Satcllite Program may attend. These include such activitics as
basketball teams and "Thursday Night Live" programs at ihe agency’s officcs. Further, cach

team is provided with $100 per month to spcnd on clients for a variety of purposes related to
the treatment plan.



Satcllite Program staffl are available on a 24-hour basis to respond to criscs. On-call
responsibilities rotatc among Satcllitc staff, with cach staff member remaining on-call for a
one-week period. An answering <ervice handles incoming calls to the agency and contacts the
on-call worker when crises arise. The on-call worker may attempt to reach one of the family
workers assigned to the family or may handlc the situation personally. Supervisory staff
provide back-up assistance in crises whenever necessary. The program rcports that crisis calls
are relatively infrequent. More crises seem to occur in the carly stages of service delivery
when the family may be testing the commitment of the workers and the program.

If there is any suspicion of abuse or neglect, the workers arc required to discuss the situation
with the Kaleidoscope Chicago Dircctor or Assistent Director. Based upon this consultation, a
decision is made regarding reporting the suspected abuse and/or rccommending removal of the
child from the home. Each case is judged individually, and staff rcport walking a “fine line"
between being a fricnd of the family and a "policeman® concerned about the safety of the
child. Despitc the Satcllite Program’s best ciforts, out-of-home placement is indicated in some
cases. In these situations, the program attempts to provide or [facilitate community-based
placement in the least restrictive, most family-like cnvironment. Idecally, the child may be
placed in a Kaleidoscope therapeutic foster home or group homec. Satellite staff continues to
work with the child and family to help them deal with and adjust to the out-of-home
placement and, in appropriate cases, work towards cventual reunification.

When the child is a danger to him or herselfl or others, hospitalization may bc considered.
The inpaticnt resources available to the Satellite Program include a children’s unit at the state
hospital and private hospitals which will accept Medicaid patients. During the past year, the
program has had to hospitalize childrcn on six occasions. In five of these cases, the Satellite
Program continued working with the youngsters and thcir families, and they were discharged
to their familics after threc or four week stays. One youngster was transferred to a secure
facility for long-term trcatment.

The Satellite Program provides approximately 8 hours of service to each family per month,
With the contractual requirement that 60 percent of this be direct service, a minimum of 48
hours per month or 12 hours per week of direct scrvices are provided to cach’ family. Thesc
hours arc divided betwcen the two family workers assigned to the family so that, in cffcct,
cach worker is expected to work with various family members for an average of six hours per
week.  Additional time is spent making collateral contacts, attending  staffings, and working
with the many community resourccs neceded by the family. Service hours provided by the
social worker and nursc also are counted in the monthly totals.

While these contractual requircments guide the program, the intensity of service provision can
be adapted somewhat, according to the needs of families. In times of crisis, the hours spent
working with a family may bc incrcased, and as termination approaches, the hours of dircet
servicc may be rcduced. Workers arc conscious of tracking service hours, as this is cssential
for the rcimbursement process, and supcrvisors monitor the direct service hours provided to
families on a weekly basis. Supervisors are alert for situations in which dircct service hours
may be too high or too low, signaling possible problems or difficultics in the intervention
process.

The program works with familics for an avcrage of 18 rionths in placcment prevention casces.
Staff rcport that they work with such dysfunctional familics that a long-tcrm intervention is
required (o assist the family to rcach an optimal level of functioning. It is also emphasized
that some familics have ongoing neccds for home-based scrvices and supports in order to
remain stable, and that providing such support rcmains a preferable and more cost-cffective
alternative to child placement.  In onc situation, the Satcllite Program has provided ongoiug
scrvices and support for a family for six years. There is some pressurc from DCFS to keep

109

N »

J L



the intervention “within bounds."  Any disagreements regarding the termination of familics
from Satellite services are discussed and resolved in staffings.

The Joint  Scrvice  Children’s  Initiative, designed to serve children  at  imminent risk  of
psychiatric hospitalization or residential treatment, was originally conceived as a six-month
intcrvention.  The intent was to work intensively with the child and family during this period
and to link the family with other agencics for long-term work.  An evaluation of the services
provided through the Joint Initiative revealed that the children and familics were more
difficult to serve than originally anticipated and that it was difficult to locate and link them
with appropriatc mental hcalth resources.  Thus, as of 1987, the six-month time frame
specificd by DCFS and DMHDD was abandoned, allowing programs to work wib families as
long as nccessary to mecet their needs.  The Satcllite tcam, which operatcs under a Joint
Initiative grant, now opcrates much like the other teams in terms of services provided and
service intensity and duration.

The termination or discharge process is a lengthy onc and may take as long as six months.
The process involves gradually weaning the family from services ty slowly reducing service
hours.  Family workers discuss progress with the family, focus on remaining issues, ‘alk about
possible discharge, and oftcn set a tentative discharge date. At the same iime, the program
uses a nctworking approach, identifying other agencics and resources to mect the family’s
ongoing service nceds and crcating appropriatc linkages.  Workers ensure that the family's
continuing needs arc being met before leaving the family. I a crisis arises, workers may
incrcase their involvement temporarily.

The Satellite Program does not have a formal follow-up component. On an informal basis,
workers and familics frequently remain in touch through telephone czlis and visits. Familics
may contact thc program if a crisis occurs. In thesc situations, crisis assistance may be
provided and, where appropriate and agreed to by DCFS, the family may become reinvolved in
the program. The program rcports that familics often require pesivdic "boosts” of follow-up
services and that an attempt is being made to include this aspect of service delivery in new
grant proposals.

Several general principles in providing services are emphasized by Satellite Program staff:

o Starl with the family’s priorities,

o Start with concrete nceds such as housing, public aid, etc. This allows clicnts to sec that
you are hclping them to mect a specific nced, which helps in devcloping trust and a
positive responsc.

o Use nonthreatening approaches first in order to get established with the family, and pace
the intervention, going slowly in the carly stages.

o Acknowledge small accomplishments.  Day-to-day accomplishments may appear modest in
view of the family’s overwhelming problems. Over time, however, small gains may add up
to dramatic improvements in the family’s functioning, and it is esscntial to recognize small,
positive steps.

Networking and Linkages

As noted, Kalcidoscope Chicago provides a continuum of scrvices and allows clients to move
among programs as their needs chang:.  Rclationship among programs are coonerative, and
Satellite clicnts receive priority (or other services provided by the agency. If out-of-home
placement is required, for example, an attempt is made to usc internal Kalcidoscope resources
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prior to locating other  potential  community placements.  Consultation  between  program
admiristrators may be used to access agency serviees, and joint staffings may bc held if a
family or various family members arc involved in morc than onc Kalcidoscope program.

Witk cxternal agencies, individual nctworks are developed centering around treatment planning
and progress asscssment for individual familics.  Family workers are responsible for rcaching
out and comtacting cvery agency involved with a family in order to definc respective roles,
coor iinate services, and cncourage active involvement in the intervention process.  Staffings,
which include representatives of all agencics involved with the child and family, are held at
the itiation of services and every six months thercafter.

The closest linkage of the Satellite Program is clearly with DCFS. DCFS caseworkers arc in
frequent contact with Satellite staff to jointly develop service plans and to coordinate scrvices
with other agencies.  Overlappiug roles between DCFS  caseworkers and  Satellite  staff
sometimes can create difficultics.  However, DCFS workers often fecl overwhelmed by their
large cascloads and appreciatc the intensive services and coordination offered by the Satellite
Program.  Good communication between DCFS and the program is reported to be essential,
and differences of opinion between cascworkers and  Satellite staff as to the handling of
particular cases gencrally are scsolved in the context of staffings. A problem cncountered by
the Satellitc Program in maintaining this linkage cffectively has been the high rate of staff
turnover at LCFS. It is necessary to constantly establish new relationships and orient new
staff to the philosophy and scrvices provided by the Satcllite Program,

The Satcllitc Program receives a grant to provide home-based scrvices through the Joint
Services Children’s Initiative.  The Joint Initiative is the product of an intcragency agreement
between DCFS and DMHDD, ncgotiated at the state level to resolve system barriers and
problems between the two departments and to increase communication and joint planning.
Specifically, the Joint Initiative is designed to enhance and expand the continuum of care for
children and adolescents of mutual concern to both agencics.  Grants to local agencics  arc
provided throngh the Joint Initiative to develop models of nctworking among mental health and
youth scrvice agencics in order to improve multi-agency case coordination and o develop
programis for carly identification and intcrvention for youngsters at early stages of mental
illnces or cmotivnal disturbance.  Another category of grants is for programs which provide
extensive outreach, networking, ard casc management to maintain youngsters in their homes or
transition them (o their homes or to the least restrictive, appropriate community sctting. It
is in this grant catcgory that the Satellite Program participatcs.

The Joint Initiative reportedly has resulted in incrcased communication and  coordination
between the mental health and child welfare systems at state, regional, and local levels. The
Satcllite Program has noted improved relationships with the community mental health centers
(CMHs) in the arca since the Joint Initiative.  Previously, there was considerable skepticism
among CMHC stalf regarding home-based services,  Working closcly with the Satellite Program
and obscrving the clfectiveness of this approach has been an cducational process for many
CMHC staff, and perceptions have changed.  In fact, some CMHCs arc now attempting to
develop home-based service programs within their agencies.  Therefore, the Joint Initiative has
provided an opportunity to sharc technologics as well as to improve working relationships
amoeng agencics,

Kalcidoscope is involved in a numbers of task forces, committees, and organizations that
promotc interagency  collaboration. The  Satcllitc  Program  Administrator, for instance,
participates in a regional coalition of morc than 50 agencies with mects monthly to cngage in
joint planning rcgarding scrvices.  Agency representatives also serve on various task forees to
address particular scrvice delivery issucs, such as developing standards for independent living
programs.
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The weakest intcragency linkages are reported to be with the schools. In Cook County there
arc 144 autonomous school districts, which creates a major problem for coordination. Meeting
the special education needs of individual children is often troublesome, time consuming, and
frustrating. The Chicago schools often take an inordinate amount of time to test children;
the approval process is cumbersome, and the Board of Education is reluctant to pay for special
education services.

While improvements have been noted, relationships with the local CMHCs have posed
difficulties. ~ With some exceptions, CMHC therapists have tended not to participate in
staffings and have been skeptical of the therapeutic value of the home-based approach. Some
CMHCs have long waiting lists and cannot respond to the needs of the families referred.
Much education and public relations effort is needed to overcome some of these attitudes and
barriers.

Clicnts

The Satellitc Program primarily serves severely dysfunctional, multiproblem familics. The
program can serve approximately 55 to 60 families at a time. Eighty percent of the families
served by the program are black, and the vast majority reside in low income areas of the
inner city. In general, the famves served by the program experience a host of problems,
including high rates of poverty, dependency on welfare or other forms of income maintenance
(80 percent), and unemployment. Two-thirds of the families served are headed by single
parents. In addition, problems such as substance abuse, family violence, and severe psychiatric
illness are common among families served; the rate of drug and alcohol addiction among
parents is estimated to be as high as 75 percent. The families all have problems severe
enough that out-of-home placcment of one or more children is under consideration.

Referral to the Satellite Program is precipitated by the problems of a child. Kaleidoscope, as
an agency, places its priority on serving youngsters who have been diagnosed as seriously
disturbed or handicapped and who might otherwise be referred for residential treatment (or
are returning home from residential treatment).  Other agencies report that the Satellite
Program worked with children whom many other programs are unwilling to work with, such as
fire setters, sexuvally aggressive youngsters, or physically aggressive or violent youngsters. In
fact, the program accepts referrals of children who have been rejected by multiple residential
trcatment programs.

It is estimated that 60 percent of the children involved in the Satellite Program can be
classified as severely emotionally disturbed. A much smaller percentage is actually identified
and designated as emotionally disturbed by the schools and assigned to special education
services. While one child in a family generally nrecipitates the referral, there may be other
children in the family who have emotional or behavioral problems. Some of the problems and
characteristics noted for youngsters involved in the Satellite Program include:

0 Severe behavioral problems 0  Physical violence or aggression
0 Sexually and physically abused 0  Pregnancy and teen parenthood
o Substance abuse o  History of hospitalization

o Truancy and dropping out o  Gang involvement

o Delinquency o  Retardation

o Early sexual acting out 0o  Medical problems

The direct applicability of the Satellite approach to severely emotionally disturbed children has
been demonstrated through the DCFS-DMHDD Joint Initiative. The target population for this
effort includes children under age 17 who arc diagnosed as mentally ill, emotionally disturbed,
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or bchavior disordcred. The program can be used to deflect children from placement in
mental health facilities or to reunify children currently in cuch placements with their familics.
An intcragency committce consisting of representatives from DCFS, DMHDD, and the Satellite
program screens referrals based upon the child’s history and current necds. Of the first 20
children participating in this program, 65 percent had a history of out-of-home placement,
nine children having histories of previous psychiatric hospitalization.

The Satcllitc Program also has worked successfully with familics with spccial needs.  For
example, the program worked with a deaf couple who had thrce children. Staff were taught
sign language so that they could communicatc with the parents and nctworked with agencies
serving the hcaring impaired. Recently, the program became involved with the family of a
child in thc STAR program. The infant with AIDS was in a spccialized foster home, and the
Satcllite Program worked with thc mother to prepare for and adjust to rcunification. Thesc
types of adaptations rcflect the program’s willingness to learn as they go and adjust their
scrvice to mect the special needs of individual children and familics.

It should be noted that a case is identified as a family, not as an individual child. Further,
even if the child ultimately requires out-of-home placement, the Satcllitc Program continucs ic
work with the family to adjust to this transition and to work towards rcunification. In some
casts, the program serves foster families to achicve stability in the foster home placement and
to prevent a more restrictive placement for the child.

Staffing

The Satellite Program is staffed by a program administrator, 20 family workers, 5 social
workers, a social work supervisor, and a nurse.  Approximately half of the staff are
minoritics. ~ The staff is organized into five tcams consisting of four family workers and a
social worker. A team is rcsponsible for approximatcly 11 familics. Three of thesc tcams arc
geographic, serving the west, north, and south areas of the county. The Assessment
Reintegration, and Aftercare (ARA) Tcam was started in 1980 as part of the Governor's Youth
Services Initiative to provide 90 day asscssments to children in out-of-home placcments and
their families in order to dctermine the fcasibility of rcturning the child home.  If
reintcgration was dctermined to be feasible, the Satcllitc Program would provide longer-term
assistance to facilitate rcunification. ~ When the special iniliative cnded, this team began
functioning much like the other Satcllitc tcams, cxcept without geographic boundarics. The
Family Involvement Recintegration Scrvices (FIRST) Tcam was formed in 1985 as a result of the
DCFS - DMHDD Joint Initiative and provides scrvices o children being diverted from
placcments in mental health facilitics or returning from such placements.

When the Satcllitc Program began, a single worker assumed a cascload of three familics. The
Program found it difficult for one worker to provide all concrete and counscling scrvices to a
family and also to objectively evaluatc the family and its dynamics. As a result, the program
now assigns two family workers from the tcam to work with cach family; cach family worker
has a cascload of about six families. The program has found that this tcam approach
encourages informal processing of information and creates a sense of identity, cohesion, and
support.  In addition, it is safer for a team of two to work together in unpredictable,
potentially dangerous neighborhoods.

The tcam upproach also has potential problems, such as conflict and competition. The program
cncourages staff to dcal with any such problems internally and to cnsurc that any discord is
not taken out to the familics or community. While such persistent conflicts arc rare, on onc
or two occasions staff persons have bcen transferred because of conflicts within the team
structure.
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Aruitoxt provided by Eic:

The social workers generally are at the Master's level; the Satcllite  family workers  arc
required to have a Bachelor’s Degree or an Associate Degree with five or more years of social
service experience.  Staff members tend to be young (23 to 35) and many have recently
completed school.  In hiring staff, the program rccognizes that the degree or professional
training is not the variable that predicts success.  The challenge is to find staff with clinical
skills. who arc willing to roll up their slceves and do "hands on" work with children and
familics and who can relate to Kalcidoscope's nontraditional philosophy and approach.  The
program looks for persons with expericnce working with families and who have a varicty of
other qualitics, including motivation, the ability to work with a minimum of supcrvision, social
conscicnce and commitment, good judgement, common sensc, sense of humor, good relationship
skills with a varicty of types of people, flexibility and adaptability, good personal support
systems and stress relicvers, and the ability to work well as a member of a tcam.

The Program Administrator docs the initial staff screcning, and extensive intcrviews with
numcrous hypothetical situations are uscd to sclect staff for the Satellitc Program. As many
as four intcrvicws may be required to complete the staff sclection process, with the
Kalcidoscope Director and/or Assistant  Dircctor conducting the final interview and rctaining
"veto" power.

The primary role of Satellitc Program staff is to beccome a “fricnd of the family" or an
extended family member.  The workers actively seek to develop a close rclationship with all
members of the family system and to use that relationship to encourage change. More
specifically, the role of the family worker includes most of the dircet service and interaction
with familics.  Family workers provide counscling, cducation and skill training in a varicty of
arcas, networking and lisison with schools and other community agencics. In short, the family
workers do whatever s needed to assist a family.  While they are not officially designazcd as
casc managers (DCFS retains this formal designation), family workers do assume a case
management role.

The role of the social workers is somewhat different and involves consultation and clinical
supervision as well as dircet service.  Social workers assist in the initial assessment  of
familics, helping to identify problem arcas and develop inicrvention strategics.  They make
monthly visits to cach family for assessment purposes and provide ongoing consultation to
family workers regarding treatment interventions,  The social workers also are available to
provide crisis intervention and to provide intensive counscling to mcmbers of onc or two
familics depending upon the particular situation.

In addition to the family workers and social workers, the Satcllite staff includes a full-time
nursc. The nurse visits all familics to conduct an initial health assessment, provides ongoing
health scrvices to  familics with medical issues, and opcrates a medical clinic at the
Kalcidoscope offices te make health carc services more accessible to clients. The program
also can take advantage of other Kalcidoscope staff who arc available to assist in the service
delivery process when indicated such as a housing coordinator, rccrcation coordinator, and
vocational coordinator.  Psychiatric and psychological consultation are obtaincd as needed, and
additional child carc or clinical professionals arc sccured as needed on a temporary or
consultive basis to mcet thc nceds of an individual client.  Student interns from the
University of Chicago and University of Illinois Schools of Social Work also are used to
supplement the staff.

Much training of Satcilitc staff is handled on-the-job by pairing new workers with ¢..p2ricnced
staff. In order to enhance training cfforts, a training package was developed exclusively for
the program. The training program consists of a scries of twelve 1wo-hour training sessions,
gencrally held monthly.  The training focuses on understanding clicnts and their necds,
understanding  worker values and nceds, and gaining the knowledge and skills necded for
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home-based intervention.  Small  group sessions, discussions, readings and other matcerials,
informational presentations, role plays, and other techniques are all used in the various
training scssions.  The topics in the training program includc organizaticnal clarilication
(philosophy, structure, programs of Kalcidoscope), behavioral assessment and management,
systems issucs i family work, team building, crisis asscssment and intcrvention, family
systems, taking care of oursclves, child abuse and neglect, conflict management, child
development, communication skills, and working in the community.

In addition to this program-specific training, Satellite Program stafi participate in the all-
agency in-scrvice training scries.  Scssions are held every Friday morning, and agency stall
arc rcquired to attend at least 20 in-service cossions per year.  This requirement is reflected
in staff performance evaluations. In-service training is provided on a wide varicty of topics
such as AIDS, agoraphobia, suicide and depression, schizophrenia, chemical dependence,
adolescent  sexuality, asscrtiveness, and public aid.  Additionally, in-scrvice scssions are
arranged on spccial issucs or problems clients may be expericncing, including gangs, multiple
personalities and dissociative disorders, and satanic cults.  The agency maintains a resource
bank containing information about various topics that staff may rcfer to when needed.

Training in the arca of supervisory and management skills is perceived as a training need
within thc agency. Most supervisory personnel are hired from the ranks of the direet care
staff and lack spccific experience in management.  Kaleidoscope plans (o obtain consultation
or develop a program to address this nced.

The Satcllite Program Administrator provides overall direction and supervision to the program,
working in tandem with the Social Work Supervisor who has line authority over the social
workers, The family workers arc directly supcrvised by three family worker supervisors who
oversce the opcrations of the various tcams. Close supervision and support of staff is
considercd cssential to the effective opcration of the program. Team mcctings arc held
weekly for purposcs including revicwing cascs, sharing information, and addressing tcam issucs.
Collaboration mcetings, which arc team mectings attended by the Program Administrator and
Social Work Supervisor, arc held monthly and are used for case review and treatment planning.
Monthly staff breakfasts for the cntire agency are held for both information cxchange and
mutual support, with administrators doing all the preparation and cooking.

The Satellite Program has a detailed protocol for the evaluation of staff performance.  All
factors affccting job performance are considered, including adaptability, initiative,
perseverance, responsivencss to  client  nceds, fulfilling dircet service  hours, completing
reporting requircments, and others. As part of each cvaluation, accomplishments are reviewed
and future objectives which the ecmployce agrees to work towards during the next evaluation
period are established. The outcome of the performance evaluation is dircctly tied to salary
increases.  New staff arc cvaluated at six-month intcrvals during their first two years on the
job and could potentially reccive up to a 14 pereent increase over this period based upon
performance.

The average tenure for staff in the Satellite Program is approximately two years, although
there is a core group of staff within the program who have remained for five to seven years.
The major factor alfccting staff retention appears to be low salarics in comparison to the
state pay scalc and other social service agencics in the arca. In addition, it is recognized
that therc may be a limit to the length of time that staff can continue providing highly
intensive  services  to  such severcly dysfunctional familics, work which can be  stressful,
demanding, frustrating and, at times, discouraging. A number of actions arc taken by the
agency to reduce staff "brown-out” and to enhance job satisfaction and retention:
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o Providing a good benefit package including four wecks vacation (staff can borrow two
weeks after six months employment), personal days, birthdays off, dental plan, annuity plan, -
cte.

0 Promoting staff from within for supervisory and administrative positions.

o Team support to help staff determinc how to cope with "brown-out" and with personal
problems.

o High levels of support from agency supervisory and administrative staff.

0 Acknowlcdgement and recognition for accomplishments such as T-shirts of different colors
for cach ycar of “survival,' jackcts for five and ten ycars employment, mention in the
agency newsletter for particular accomplishments, and notices in the newsletter of five and
len year anniversaries and promotions.

Additionally, staff report that satisfaction is cnhanced in providing home-based scrvices.  With
counscling, results may not be readily apparent, but with concrete scervices workers can sce
that somce things arc accomplished immediatcly.

Resources

The costs of providing home-based scrvices through the Satcllitc Program are estimated at
$1,200 per month or $21,600 for an avcrage cpisode of home-bused scrvices (18 months). This
cost is compared favorably to thc cost of residential treatment that many children would
othcrwisc require.  Further, in over 80 percent of the familics served by the program therc
arc at lcast two children for whom placcment might become an issue.  Thus, the program
scrves as an alternative to residential placcment for two or morce children and as a preventive
service for other family members.

The annual budget for the Satellite Program is approximately $766,000. Support for the
program is provided principally by a purchasc of scrvice agrecment with the Ilinois DCFS and
a grant from the Joint Services Children’s Initiative in the amount of $106,000. Under the
DCFS contract, the primary funding mechanism for the program, rcimbursement is provided in
the amount of $15.57 per hour of scrvice delivered. The agency can bill for an avcrage of 80
hours of scrvice per family per month, up to a maximum of 100 hours per month per family.
The dollar amount of reimbursement currcntly is bascd upon the previous year's expenses.
However, DCFS is considering alternative approaches for financing home-based scrvices such
as performance-based contracting or 2 variant of DRGs. These changes would climinate the
current cost-driven system which some charge has few incentives for cfficiency. The Joint
Initiative grant requires a similar hourly-based reporting system, but this is not tied to
reimbursement,

In addition to state funding, the program will be cligible to receive Medicaid reimbursement
for five hours of clinical assessment to be billed through DCFS up to a contract maximum of
$100,000.  Effort to raisc funds privately also nave bcen recciving incrcasing emphasis  at
Kalcidoscope. An organization entitled “Friends of Kalcidoscope, Inc' has been formed by the
Board to solicit funds, and direct appeals are made through the agency’s newsletter. Support
is being sought from the private sector to finance vital services that the state cannot fund,
including emergency cash, food, and housing assistance, spccialized job creation services,
purchase of leased facilitics, and program evaluation. The agency has been successful in
obtaining a $5,000 grant from the Robert McCormick Charitable Trust for fiscal year 157 and
a two-year grant from the Chicago Community Trust for approximatcly $50,000 to improve the
clicnt tracking and evaluation system. Additionally, a $10,000 grant was obtained from Dr.
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Scholls for supplementary and aftercarc services for indcpendent living clients, and a $38,000
grant from the Illinois Department of Public Hcalth was awarded for the recruitment of
specialized foster parents for the pediatric AIDS program.

Funding for the Satcllitc Program is considered stable but cumbersome, requiring as many as
16 different proposals to access appropriate funding streams. Additionally, some contract
requirements place constraints on servicc delivery and reduce flexibility in adapling services to
meet individual client needs, such as the requirement of 60 percent direct service and 40
percent collateral time. A frustration for the program is that aftercare or follow-up services
have not been built into contracts with funding agencies; the program is attempting to
determine how to obtain support for this aspect of service delivery.

Evaluation

To date, the Satellite Program has not had resourccs to devote to cvaluation activitics. In
the program’s contract with DCFS, outcome goals are specified, including:

0 At least 50 percent of the children referred for services will be maintained outside of the
placement systcm for a minimum of 18 months,

intensive services required, and

o At least 90 percent of familics referred to the program will be accepted except for lack of
space in the program.

The Juint Initiative contract specifies that of the youth transitioned or deflected from the
hospital or other residential placement, 75 percent will remain in their familics for at least six
months following tcrmination from thc program. Further, the contract states that 100 percent
of the families successfully terminated will be linked with at least one appropriate altcrnative
community resource. The grant recently obtained from the Chicago Community Trust will
enable the agency to develop a computcrized system with tracking and data collection
capabilities that will enable more systematic monitoring of these goals. At present, the
program obtains informal feedback from families at the time of termination,

Some data are available from a 1985 evaluation of the Joint Initiative. Of the first 20 cascs
served by thc program, 9 had completed the intcrvention at the time of data collection. Of
these nine cases, four were considered successful (successful completion of the service plan
and aftercare arranged) and two were considered partially successful (successful completion of
the service plan but no consistent aftercarc). Three of the children were placed out-of-home,
two in residential trcatment, and onc in foster care. For purposes of this evaluation,
successful trcatment was dcfin. 1 to include several criteria -- the family was stabilized, no
placements or hospitalizations 'occurred, and the family was linked and actively involved in
outpatient scrvices.  Thus, with these highly complex cascs, the program was successful or
partially successful in two thirds of the cases. :

Major Strengths and Problems
Program administrators, staff, providcrs from other agencies, and familics cited the factors
that they fecl make the Satcllitc Program cffective.  The major strengths identificd include

the following;

o Willingness to go to the home, where the clients are.
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o Flexibility and openness to a varicty of diffcrent mcthods and to doing anything that is
nceded to assist a family,

o Persistence, perseverance, and commitment to clicnts.  Willingness to "hang in there” with
familics no matter what thc problems and behavior, and to work with familics over the
long-term.

o Approach of addressing the whole range of problems and issues affecting the family rather
than focusing on picces of the problems or on one particular child.

o High quality staff and leadership.

Another strength or advantage cited for the Satellite Program is the fact that it is a lower
profile, less visible approach than group homes or residential treatment centers.  With group
homes, therc is a greater likclihood of community resistance and negative mecdia attention.
Youngsters involved in the program are easily identifiable and may get blamed for rouble
occurring in the arca whether or not they are responsible.  With home-based scrvices and
therapeutic foster care approachces, these types of problems arc largely avoided.

Several problem arcas facing the program also were noted. Concern for the safety of Satellite
workers is an arca requiring vigilance, as workers enter dangerous neighborhoods and projects,
black workers enter white, anti-black suburbs, and so forth. While no serious incidents have
occurred to date, workers take necessary and appropriate precautions in the ficld.

Low staff salarics make it cxtremely difficult for thc program to attract and retain staff. The
relatively high turnover rate among entry level workers is costly for the program in terms of
the cffort nccded to sclect and train new staff. Further, it is difficult to find staff for the
program sincc much of the formal training provided in schools of social work is antithetical to
the philosophy and approach of the program.

The inability to build follow-up services into contracts has been a barrier, as it is felt that
follow-up scrvices for a period of time would o.'d an important dimension to the program that
currently is lacking.  Further, respite care aud flexible funds to meet emergency and other
nceds are two pressing nceds for families involved in ke Satellite Program. Resources to
mect these necds are not available.

Disscmina’*on and Advocacy

Kalcidoscope sees its mission as transcending direct service to include leadership,
disscmination, and advocacy efforts. These activitics are based upon the belief that,
ultimatcly, many more troubled chiidren can be helped through dissemination and advocacy
than can be rcached in direct service. Thus, with the direct service role of the agency
providing vision and legitimacy, staff become involved in numerous initiatives to promote
home-based scrvices in Illinois and nationally.

Kalcidoscope has been involved in numerous dissemination efforts related to the Satellite
Program and other program models. A newsletter, "New Directions for Children, Youth, and
Their Families," is distributed widely to publicize Kaleidoscope's programs as well as to secek
support. Staff  consult extensively regarding Kaleidoscope's philosophy and programs;
consultation has been provided to public and private agencies in more than 15 different states,
and staff speak at numcrous conferences and workshops.

Kaleidoscope’s advocacy activities are directed toward developing better policy and fiscal
support for services to children who are most in necd. A major policy initiative to which the
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agency is dedicated is to cxpand family-based scrvices in lllinois.  To this end, Kaleidoscope
leaders were among the founders of the linois Alliance for Family-Based Scrvices, a coalition
of individuals, agcucics, and associations that provide or support intensive, home-basced
services to familics. Onc of the goals of the Alliance is to encourage the development of
direct service programs by crcating a forum for the cxchange of program models and service
methods and providing training. The Alliance sponsored a conference on family-based services
in 1986 and has plans to hold such conferences regularly. A scecond goal involves gaining
stronger policy and budget support for family-based scrvices in the state.  The Alliance played
a key role in successfully supporting and advocating for the Family Prescrvation Act of 1987,
which crcates a new cmphasis on family preservation in child welfare scrvices, expanding the
usc of family-bascd scrvices similar to the Satellite Program. The Alliance has emerged as the
major force for strengthening family-based services throughout the state.

Casc Examples

A 12-ycar old black fcmale ("M") was referred to the Satcellite Program by DCFS as a result
of her "out of control' behavior.  She had frequent quarrels with her family, threatened her
sister with a knife, played with fire, and had tantums. In addition, siic stayed up all night,
had a history of bed wetting, and cxhibited other aggressive and  bizarre behavior.  Her
houschold included a mother who was agoraphobic, two bothers, and two sisters, one of whom
had threce young children in the home.  The intervention with this family was multifaceted,
including cfforts to work with the mother to initiate trecatment for her  phobias  and
depression; working with the sister to help her to meet her  overwhelming  parenting
responsibilitics; and working with M Following an arrest for prostitution, M was placed in a
Kalcidoscope group home in Bloomington. The Satellite Program has continucd working the M
and the family towards possible reunification, including visits between M and her family
facilitated and supported by staff.

“T" ic a 13-ycar old whitc femalc who was referred to the Satellite Program by the Day
School, a private therapeutic school for emotionally disturbed children. T was characterized
as a decply disturbed child with bchaviors including shuffling gait, grunting and groaning,
rocking, hunching over, hiding behind her hands, hair, or coat, and refusal to cat or usc the
bathroom. She had been cvaluated on several occasions and given diagnoses, including atypical
psychosis, anxicty disorder, and others and was considered a candidate  for  residential
placement. T's mothcr had an cxtensive history of mental illness and was divorced from T's
fathcr. The father retained legal guardianship, and the houschold consisted of the father, T
and two sisters (ages 8 and 19). The Satellite Program became closely involved with the
family and has provided concrete scrvices (food, transportation, ctc.); scrved as liaison with
the schools and therapists; established a relationship with the mother; involved the children in
recrcation which focused on encouraging individual attention and cxpression; and provided the
fathcr with information and support to improve his parcnting skills.  The family also has
continied weekly family therapy at a mental health clinic.

After four months of intervention, feedback from the Day School and mental health clinic has
becn positive.  The father has improved in his parenting skills and has started behavior
management programs in specific arcas.  The family has learned to better handle problems of
day-to-day living, avoiding thc continual crisc. which were common in their previous  history.
Additionally, T's bchavior shows significant improvement at home, although progress in the
school environment has been slower.
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Technical Assistance Resources
0 Program Forms:

Referral Form

Identified Needs Checklist

Trecatment Worksheet

Assessment Form

Satellite Family Visit Assessment Form
Information Shect for Treatment Conferences
Consent for Release of Information
Satellite Family Information Sheet
Satellite Monthly Report

Satellitc Family Educational Report
Satellite Family Worker Evaluation

o Satellitc Program Training Materials
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KALEIDOSOOPE, INC.
IDENTIFIED NEEDS CHECKLIST

;

PRESENTING PROBLEMS:

DATE OF BIRTH:
DATE OF ADMISSION:

A:
3:

assess

high priority need
moderate priarity need
low priority need

Initial 90 Day 6 Mo. 1 yr. ll}_yt. IZJr. . 3 .

DATE & S.W. INITIALS: | | ] l

4 yr.

1)mmmmmnmmmmmmnmz
(Note: Belate to IQ & Diagnoses in determining needs and capacities)

a. Eliminate Physical Abuse to Children

b. mmxmtemwm

Cc. Eliminate Sexual Abuse

d.” Eliminate Reportable Neglect

e. Eliminate Ongoing Incest

f. Eliminate Serious Physical Assault
Outside of Family

9. Decrease Family Violence
( Adult, Leading to Serious Injury)

h. Assist in Adjustment to Moderate
ar Severe Brain Damage/Retaidation

i. Assist in Adjustment to Acute
Psychiatric Impairment in
Functioning




“»

Initial

90 Day 6 Mo.

1l yr.

1 yr.

2 Yr.

24 yr.

3 yr.

3 yr.

4 yr.

2) DISPLAY MORE SOCIALLY APPROPRIATE BEHAVIOR:

a. Eliminate/Reduce Runaway (2)

b. Eliminate/Reduce Prostitution (3)

c. Eliminate/Reduce Stealing (2)

d. Eliminate/Reduce Destruction
of Property (3)

e. Eliminate/Reduce Qurfew Violation

f. Eliminate/Reduce Verbal Assault

g. Eliminate/Reduc? Pramiscuity

h. Canply with Court Order (2)

i. Maintain Conditions of Probation/
Parole

j. Other:

Initial

90 Day 6 Mo.

1l yr.

1% yr.

2 Yyr.

2% yr.

3 yr.

3 yr.

4yr.

3) IMPROVE SOCIAL FUNCTIONING WITH PEERS & FAMILY:

a. lmprove Ability to Relate to Peers

b. Improve Ability to Relate to Adults

C. Exhibit Appropriate Functioning:

Sex Appropriate

At Developmental Lewvel

Social Role Appropriate

d. Accept and Act on Appropriate Role
Within Family (2)

e. lmprove Sibling Relationships
(Natural)

f. Improve Relationship with Natural
Parents

h. Reduce :arital Instability (2)

- ~crease Limit Setting & Follow

;iroudh fapacity of (Specify)




Initial

J. Improve Social Network

901@3}_ 6 M. 1 yr,

1 vr.

2 yr. 2k yr.

3yr. 3k yr. 4 yr.

k. Camplete Family Assessment
Specify:

1. Improve Parenting Skills (2)

Envirommental Stimilation

3t Dissioh:

Appropriate Expectations

cons1s /Follow
stency, Through

m. Improve Family Cammunication
Specify:

n. Improvr Sibling Relationships
(Fost- )

O. Improve Relationship with Foster
Parents

P. Gain Biotional Independence from
Family (2)

qg. Other:

Initial

90 Day 6 Mo. 1 yr.

1% vr,

2 yr. 2k yr.

3 yr.

35 yr.

4 yr.

4) IMPROVE EDUCATIONAL/VOCATIONAL FUNCTIONING:

a. Determine Appropriate Rducational/

Vocational Placement

b. Camplete Grade/Class

C. Improve Reading to Grade lLevel

d. Maintain School Attendance for
Months

e. (btain GED

f. Enroll in Special BEducatiom

g. Bnroll/Camplete Vocational
Training Class

VRN

BEST COPY AVAILAR\.E



Initial

90 Day 6 Mo.

1l yr.

1 yr. 2 yr. 2k vr.

3 yr.

3k yr.

4 yr

5)

IOENTIFY AND ACT ON MENTAL HEALTH NEEDS:

a.

Eliminiate Self-Destructive Behaviar (3)

b. Eliminate/Reduce Alcochol/Drug Abuse (3)

C.

Eliminate/Reduce Encoprosis/Eneuresis (Zﬂ

d.

Obtain Psychl. Eval. (IQ and/ar Proj.)
Reasons:

Gbtain Psychiatric -Bval.
Reasons:

Obtain Neurological Eval.
Reasons:

Obtain LD E.aluations
Reasons:

h.

(ind., grp., natural family, foster
family)

i.

Gbtain/Cantinue Inter-agency Counseling
(ind., grp., natural family, foster
family)

J.

Resolve Feelings Around Loss/
Separations Specify: (2)

k.

DevelOp Appropriate Ways of
BExpre..sing Anger (2)

Develop Understanding of
Sexuality (2)

Resolve Caonfusion around Gender Identity

n.

Resolve Feelings Regarding Past
Sexual /Physical Abuse

Q.

Assist in Adjustment to Residual
Psychiatric Impaimment in

Pe

Cope with Learning Disability

q.

Cope with Mild Retardation Issues

ERI

JAruitoxt Provided

Q ther:
IC
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1
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'BEST COPY AVAILABLE



Initiai 90 Day 6 Mo. 1lyr. Iyyr. 2yr. 2% vr. Jyr. 3% vr. 4 yr.
6) IDENTIFY AND RESPOND TO MEDICAL NEEDS: ~

.MW(M&WM%
2 Reason:

b. Gbtain Dental Exam (Anmual aor Specific)
Reason:

C. Camplete Family Health History

d. Obtain Birth Control VD Caunseling (2)

e. Cumplete Vision Assessment

f. Camplete Hearing Assessment

g. in Immunizations
Type:

h. Camplete Substance Abuse Assessment

i. Diet, Goal:

j. Obtain Medication Maintenance Resource

k. OGbtain Medication Evaluation

1. Improve/Maintain Health Status
(of family)

@M. Other: (such as toilet training,
pregnancy, muscle/speech development,
cognitive development, hirth defect,

Initial 90 Day 6Mo. lyr. 1kyr. 2 yr. 2 yr. 3 yr., 3k yr. 4 vyr.
7) MASTEX DAILY LIVING SKILLS:

a. Gbtain/Maintain Adequate Housing

b. Maintain Qurrent Living Situation
far Moaths

C. Obtain Proper Furniture/Supplies

d. Improve Housekeeping Skills

e. Obtain/Maintain Stahle Income

£. Inprove Money Management Skills

g. Improve Clothing ' m:

([ o'h J

ER] BEST COPY AVAILABL £

Aruitoxt provided by Eic:




Initial
90 Day 6
m.
lyr. 1l5yr. 2yr. 2
. yr. 3vyr
o vr
. 4 yr.

t.x. Improve Hygiene

;.. Improve Stress Management Skills
k.mlaimreﬁm&ins

. Acjquire Knowledge of Cammunity Resour

. Other: & —

ot
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IV. PROFILES OF HOME-BASED SERVICE PROGRAMS

The first phase of the study of community-based services for children and adolescents who are
severcly emotionally disturbed involved identifying existing programs. A range of programs
providing home-based services, crisis services, and therapeutic foster care were identified
during the first phase of the study. A questionnaire was sent to each identified program in
order to gather detailed information about the program’s characteristics. The information
from these questionnaires was summarized in the form of a one-page profile of each program
in order to provide specific examples of a variety of programs.

The profiles contain the following informiation about each program;
o Type of Community - urban, suburban, rural, or mixed.
o Type of Agency - agency type and whether public, private nonprofit or private-for-profit

o Capacity/Staffing - number of children or families served at a given time and number of
full-time equivalent (FTE) staff.

0 Age Range - range in age of children served.

o Majority Age - age categories of majority of children served.
0 Scx - percent of males and females served.

o Race - racial characteristics of children served.

o Diagnosis/Reasons For Not Accepting - percent of children served with various diagnoscs
and reasons for which children would be considered incligible or inappropriate for services.

o Duration/Intensity - length of the intervention in weeks, months, or years and number of
hours per week spent with the child and family.

o Description - brief description of the program and the services provided.

o Observations - funding sources, other services provided by the agency, interesting aspccts
of the program, availability of evaluation data, n: teworthy evaluation results, linkages with
other agencics, whether case management is provided, advocacy activities.

It should be noted that programs were asked to use readily available data to complete the
questionnairc so as to minimize response time as well as response burden. Programs without
data were asked to provide estimates for purposes of these profiles.  Therefore, the data
contained in the profiles should be considered estimates. Further, information in some
categories (such as diagnoses) may be collected and used differently by each individual
program. Thus, certain categories of information are not dircctly comparable across programs,

These profiles are not intcnded to represent the universe of home-bascd service programs.
There are, of course, many more programs in existence. Theaw profiles r‘a\}e intended as

examples of a variety of programs to assist states and communities in thei program design
and development efforts.
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APPALACHIAN MENTAL HEALTH CENTER, FAMILY SERVICES NETWORK
Beverly, West Virginia

Reg. 111

Established: 1984

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASOLS FOR INTENSITY
NOT ACCEPTING

Rural Private 27 children  0-18 50X 13-15  62% 95X White 49% Emotional 4 weeks
nonprofit 216/year 278  6-12  Male SX Black 33% Behavioral/Conduct 12-15 hours/
19 FTEs 22.5% 16-17 38% 10% Schizophrenic/Psychotic week with child
5% 0-5 Female Will not accept if: and family

o severe retardation

DESCRIPTION OBSERVATIONS
o Provides intensive in-home intervention to families with SED child o Funded 100% by West Yirginia Department of Health
where child and/or family is in crisis and out-of-home placement 0 Agency also provides treatment foster homes, day treatment, wilderness/
is imminent sirers adventure program and is in process of developing a residential
o Services can be provided up to 20 hours per week treatment center
0 Has systems orientation - uses methods including strategic family o ALl children must receive in-home services prior to being eligible for
therapy, behavior ..anagement, RET, etc. other components
o -oceived a grant to hire three staff to provide aftercare and case 0 Case and class advocacy
management to the most seriousl/ disturbed families 0 Have evaluation data at 1, 3, 6 and 12 months follow-up




BAIRD CENTER FOR CHILDREN AND FAMILIES, COMMUNITY-BASED SERVICE
Burlington, Vermont

Reg. I

Established: 1982

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ OURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 15-18 6-14 80% 6-12 BO% 100X white 80X Emotional Disorders 12-14 months
nonprofit families 20% 13-15 Male Some undiagnosed 2 hours/week with
5 FTEs 20% Any child at risk of removal child
Female from home or school due to 4 hours/week with
behavior family
DESCRIPTION CBSERVATIONS
o Provides intensive services to femilies in their own homes, schools o Funded 36X by United Way, 41% Private contributions, ond 23X Vermont
communities Department of Education
0 CBS Treatment teams include family workers and consulting teachers o Baird Center provides a range of services including intensive in-home
0 Services include working with schools, teaching child management skills, and in-school services, resiciential treatment, and on-site special education
linking with and coordinating community resources, behavioral programming, 0 Provides case management
training in social and communication skills 0 Interventions aimed at improving the child management skills of

parents and in-schooi consultation to improve performance in school
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BEHAVIORAL SCIENCES INSTITUTE, HOMEBUILDERS
Federal Way, Washingtor

Reg. X

Established: 1974

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 52 femilies Infant - 17 44X 13-15 49% 82% wWhite Do not designate diagnosis. 4.5 weeks
nonprofit per month 20X 6-12 Male 10% Black Will not accept if: 10 hours/week
26 FTEs 15X 16-17 51% Remainder 0 nonresidents of treatment face to face with
13% 0-5 Female Hispanic, area or non-DCFS client child and family
Asian, Native o no imminent danger of out-
American of-home placement

o other less intensive services
have not been utilized

0 parents unavailable to work
with therapist in child
abuse or . :glect situations

DESCRIPTION OBSERVATIONS
o Intensive in-home crisis intervention and family 0 Funded by Dept. of Social and Health Services
intervention program designed to prevent out-of-home 0 Broad acceptance criteria
placement o Range of linkages with -utside agencies especially
4-6 week prcgram information exchange, ruferrals and planning

Therapists work with 2 families at a time and are
on call 24 hours a day

o Psycho-educational intervention model based on cognitive/
behavioral approach

0 Provides concrete services to families as necded

Case advocacy

Short-term case management

Follow-up data available 3 months and 1 year after termination
Opened program in the Bronx, N.Y. in 5/87

O O © o
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BRINGING IT ALL BACK HOME STI*"~ "~ENTER APALACHIAN STATE UNVERSITY, HOME REMEDIES
Morganton, North Carolina

Reg. IV

Established: 1986

COMMUNITY 1YPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Rural Public 3 families 0-17 50% 13-15 50% 75% white 75% Behavioral/Conduct 6 weeks

1.5 FTEs 40% 6-12 Male 25% Black 25% Emotional 15-20 hours/week
: 10% 16-17 S0% Will not accept if: with family
Female o Primary problem which cennot

be remedied (severe physical
disability, severe mental
disorder or severe retardation)

o Primary problem which requires
requires long-term remediation
(chronic substance abuse,
scxual abuse or emotional
cisturbance)

o Immediate threat of violence

o Family does not make itself
available for intuke within 72
hours of acceptance

DESCRIPTION OBSERVATIONS

o Crisis intervention and family education program o 100% funded by Juvenile Justice Delinquency Prevention

o Offers intensive short-term home-based services to children and ¢ Founded on principle that first investment should be made in care and
families in which at Least one family member under age 17 is at treatment of children in their own homes. Emphasis on empowering
risk of « 't-of-home placement or is returning after placement families and building on their strengths

o Employs psycho-educational model and individualized services 0 Provides case management and advocacy

o Provides services and training in communication skills, behavior o Study Center also provides therapeutic fostcr care, Teaching-Fami ly
m _gement, anger management, and managing depression and stress Training Center (therapeutic group home)

o Each counselor serves no more than two cases at a time o Evaluation in developmental stage - will have behavior checklists,

0 Services available 24 hours a day assessments of family functioning and satisfaction questionnaire

Tuo




CHILDRENS CENTER OF WAYNE COUNTY, IN<HOME TREATMENT
Detroit, Michigan

Reg. V

Established: 1980

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Urban Private 30 children  4-17 50% 13-15 S0% 80X Black S0X Behavioral/Conduct 4 months
nonprofit 2.5 FTEs 25% 6-12 Male 10% White 50X Emotional 2-3 houra/week
20% 16-17 50% 10% Hispanic Will not accept if: with chitd and
5% 0-5 Female o violent behavior fomily
OESCRIPTION OBSERVATIONS
o Intensive in-home services provided in an attempt to avoid inpatient 0 90X community men- .’ »ealth funds, 10X Medicaid
hospital ization o Childrens Center provides outpatient services, sex abuse unit, day

treatment, foster care program, group home, teenage parent progrem,
parent aide program, tutorial progrom, emergency services, etc.

o Is developing progrems for youngsters who are mentally retarded and
emotionally impaired and preschoolers with emotional problems
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COMMUNITY COMMITMENT, INC.
Point Pleasant, Pennsylvania
Reg. 111

Establ ished: 1972

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Rural/ Private 35-40 youth 10-18 S0% 16-17 75% 75% white 50% Behavioral/Conduct 8-9 months

Suburban nonprofit 7 FIEs 45% 13-15 Male 15% Hispanic 35% Emotional Disorders 10 hours/week
25% Will accept anyone with youth and
Female family

DESCRIPTION OBSERVATIONS
0 A program for court committed youth 0 /5% state funds; 25% county
0 Services include counseling, family therapy (not necessarily in 0 Rarge of agency {inkages
home), tutoring and a variety of alternative or innovative forms o Intensive case advocacy

of therapy, meditation, hypnosis, dance, etec.

Describes program and staff as having 1960’s idealism
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COMMUNITY SERVICE PROVIDERS, INC.
Lionville, Pennsylvania

Reg. 111

Established: 1982

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ OURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed, Private 60-80 Infant to 60X 0-5 50% 65% white 19 X Developmental Disabilities 1-3 years
more rurat nonprofit children 18 37X 6-12 Male 35% 8lack Will not accept if: 10 hours/week
3 FTEs 50% o referral from families directly with family
Female
ODESCRIPTION OBSERVATIONS
0 A program to educate parents in their own homes through o Provides case management, advocacy, has range of linkages with
role modeling and hands-on training so clients re-learn agencies
o Services include parent training and education, basic living o Funding from County Children and Youth, MH/MR,

skills training, transportation, and case management
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COUNSELING SERVICE OF ADDISON COUNTY, FAMILY ADVOCATE PROJECT
Middlebury, Vermont

Reg. 1

Established: 1982

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX
SERVED STAFFING AGE
Rural Private 64 children Infant - 18 30% 6-12
nonprofit 22 fomilijes 30% 16-17
2.5 FTEs 20% 0-5
20% 18+
DESCRIPTION

0 Long term intensive home-based gervices as well as extensive
work with a network of providers

0 Goal is to empower families through an intensive relationship
with a skilled therapist and through service network

0 Services include in-home therapy, cose management including
multi-family groups

0 As of 9/86, offers a continum of home-based services including
short-term crisis intervention, mid-range services, and long-term

RACE DIAGNOSIS/ DURATION/

REASONS FOR ~ INTENSITY
NOT ACCEPTING

100% White Will not accept if:. 52 weeks
o family is not highly dys- 4 hours/week
functional and does not with family
require long-term in-home
services

0
0

o family does not sign permission
to share information with other
agencies

OBSERVATIONS

70% state funds support this project

Counseling services is a CMHC; also provides individual
and family therapy, therapist in schools, groups for
@ing 1 childrer, summer therapy programs

Networ. Includes schoolz, child welfare agencies, mental
health providers, vocational rehab advocacy, case
management evaluation

Evaluation



CPC MENTAL HEALTH SERVICES, THERAPEUTIC COMMUNITY ALTERNATIVE PROGRAM (TCAP}
Eatontown, New Jersey

Reg. 11

Established: 1985

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOS!S/ DURATION/
SERVED STAFFING AGE REASONS FOR ' INTENSITY
. NOT ACCEPTING
Mixed Private 16 children  6-18 W% 6-12 62% 94% White 20X Behavioral/Conduct 6 months
nonprofit 3.2 FiEs 29% 16-17 Male 6% Black 20% Emotional 2 hours/week
18% 18-21 38% 15% Substance Use With child
12% 13-15 Female 10% Schizophrenic/Psychotic 1 hour/week
10X Developmental Disabilities with femily
10% Other (Abuse/Neglect)
10% Dual (Substance Use/Conduct)
5X Mental Retardation
Will not accept if:
0 requires hospitalization
o0 not at risk of psychiatric
hospitalization
DESCRIPTION OBSERVATIONS
o Provides intensive clinical intervention and case management o Funding 100X by New Jersey Division of Mental Health and Hospitals
services to families with high risk children _
0 Contacts occur at home, in hospital, at special schools and 0 Agency also has 2 schools for LcD children (Elementary, Junior Hs, and
other special needs programs HS), group hcmes, summer day cemp (Camp High Point), partial
o Consult with staff in inpatient settings to establish plans hospitalization, outpatient psychiatric/peychological servives, crisis
for discharge and re-entry into community services (Helpline & Crisis Unit), p-i. tric liaison se-vices
0 Goals are to prevent hospitalization, reduce length of stay in (psychologists placed in pediatrician’s offices), stude: % a:sistance
psychiatric hospitals, and provide intensive treatment, program for substance abuse, TOTLINE, consul tation to p: eschools,
coordination and services following discharge day care centers and schools, program for adolescent sex offenders, etc.

o Has comprehensive network of services
Provides cuse management and case advocacy

7
9 b 175




DAUPHIN COUNTY, JUVENILE PROBATION, IN-HOME DETENTION PROGRAM
Harrisburg, Pennsylvania

Reg. 111

Established: 1977

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURAT 10N/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEF "ING

Mixed Public 21 children 10-18 56% 13-15 1% 49% Black 70% Behavioral/Conduct 6 weeks
3 FTEs 39% 16-17 Male 47% white 20% Substance Abuse 7 hours per
% 5% Emotional week with child
Femal e 5% Mental Retardation and family

Will not accept if:

o child is at risk of committing
additional crimes or if crime
Was so serious as to warrant
uncondi tional placement

DESCRIPTION OBSERVATIONS
0 A short term program (maximum 60 days) supervising juveniles 0 75% of funds from County Commissioners; 25% Juvenile Court Judges
to determine their appropriateness for probation supervision 0 Linkages with agencies include referrals and information exchange
(as opposed to placement) 0 Case management

0 Alternative for secure detention
0 Services include diagnosis, individual, group and family
counseling, referrals




DENVER DEPARTMENT OF SOCIAL SERVICES, OPERATION HOME BASE (HBO)

Dunver, Coloredo

Reg. VilI

Established: 1980

COMMUNI TY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY

SERVED STAFFING AGE

Urban Public 168 children Infant - 18  38% 6-12
144 foamilies 36% 0-5
13 FTEs 19% 13-15
including MSw 6% 16-17

DESCRIPTION

0 Intensive in-home counseling and treatment services to families

0 Also serves children in foster ceare to reduce stay

0 Social workers available 24 hours a day, 7 days a week

0 Individual and family therapy provided at least weekly

0 Education specialists evaluate and serve as liaison to schaol

0 Homemaker provides support, parenting snd household skills

0 Recreation funds available for families and to support activities
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SEX

60%
Male
40%
Female

RACE

36% White
36% Black
27% Hispanic

DIAGNOSIS/
REASONS FOR
NUT ACCEPTING

33% Child Abuse and Neglect

31X Behavioral/Conduct

15% Emotional

Does not rule out any psycho-
social problem area fn accepting
child but have been unsuccessful
in treating active psychosis,
severe substance abuse and
severe behavior problems

OBSERVATIONS

80% state and 20% county funding
Program linked with other gervices of DOSS- -homemaker,
foster care, crisis shelter

179

DURATICN/
INTENSITY

Once a week
face to face
contact with
child and
family for 8
months

Referrals and contact with range of service providers
Voluntary progrem ss alternative to out-of-home placement
Case management and advocacy



EASTFIELD CHILDREN’S CENTER, ADOLESCENT IN-HOME TREATMENT PROGRAM
Campbell, California

Reg. IX

Established: 1985

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY
SERVED STAFFING AGE
Suburban Private 9 families 12-17 70% 13-15
nonprofit 5.5 FTEs 20% 16-17
108 6-12
DESCRIPTION

o Brief (90 day) program offering intensive family therapy
to SED adnlescents and femilies

o Families referred in crisis
Treatment initiated in 8-10 hour "multiple impact" meeting
in femily home

o Emphasis placed on femily and community support systems

0 Treatment model: structural, strategic and multigenerational
components integrated to empower families

o Services: family therapy, individual counseling, evalustion,
intense collaboration

1o

SEX

60%
Female
40%
Male

RACE DIAGNOS1S/ DURATION/
REASONS FOR INTENSITY
NOT ACCEPTING

58% white 40X Behavioral /Conduct 3 months
24X Hispanic 40X Emotional 2-3 hours with
15X% Black 20% Dual (Emotional Disturbance child
with Substance Abuse) 4-6 hours with
Will not sc.apt if: femily

o youth is actively suicidal
or is uncontrollably violent

OBSERVATIONS

o Funding: 80X county mental health; 20X private

0 Center also offers residential treatment, school-based day treatment
and an outpatient family clinic

o Linkages with other agencies inciudes referrals, contract with mentatl
health

0o Evaluation component



FAMILIESFIRSY INC., HOME-BASED SERV!. S
Davis, California

Reg. IX

Estabiished: 1983

COMMUNITY TYPE OF AGENCY CAPACITY) AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 10 families Infant - 18 43% 0-5 58% 69% White Not applicable; raferrals to 4-6 weeks
nonprofit S FTEs 32% 6-12 Female 16% Black progrem are prior to mental 10-15 hours/
20X 13-15 42% health evaluation services week with child
5% 16-17 Male Will not accept if: and femily

0 safety cannot be asaured

DESCRIPTION OBSERVATIONS
0 24-hour home-based family centered child abuse treatment and prevention o Primarily supported through federal and state funding
0 Approaches include crisis intervention, cognitive/behavior medification, o FamiliesFirst also offers 3 group homes and special
family systems ed school

Referrals and information exchange with variety of agencies
ALl referrals from Child Protective Services

Case management

Involved in advocacy coalitions

Uc-Davis evaluation
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0 Services include assessment, crisis intervention, therapy, skills training,
service coordination, referrals and follow-up
0 Contact is intensive; cas~ loads include 1 to 2 families per month

O O 0 0 ©o




FAMILY & CHILDREN SERVICES OF THE KALAMAZO00 AREA, HOME-COMMUNITY INTERVENTION PROGRAM
Kalamazoo, Michigan

Reg. v

Established: 1984

COMMUNI TY T"'7E OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 18 families 0-18 40% 13-15 55X 88% white 55% Behavioral/Conduct 6 months
nonprofit 2.1 FTEs 25% 0-5 Female 12X Black 40X Emotional 3 hours/week
25% 6-12 45% 5% Dual Diagnosis (Emotional with child
10X 16-17 Male Disturbance/Mental Retardation and family

Will not accept if:

danger to self or community

actively psychotic

needs 24 hour supervision

extreme substance abuse

family with violence, actively

psychotic adults, extreme

substance abuse

o family is dangerous situation
for child or uninterested in
having child at home

o O O 0 o

DESCRIPTION OBSERVATIONS
0 Provides intensive, time-limited services to families of children 0 Funded 88.3% Michigan DMH, .8% Medicaid, 9.9% United Way
who are at risk of out-of-home placement for mental health reasons o Part of continuum of single entry services for children’s mental health
or are returning home from placement system
0 Uses structural approach to family therapy and provides intensive o Philosophy of least restrictive, most appropriate placement and
crisis interviews in-home, 12 week contracts with families with maintaining families whenever possible
specific goals (renewable once), team approach to treatment, 24- o Provides case management
hour crisis availability o Program expanded to include less intensive, longer-term services as well
0 Some families have stayed involved for more than 6 months for continued as short-term
support 0 Have demographic data on families, clinical and service histories,
0 Have meetings with family and extended helping network service histories, service provision, outcome and fol low-up data

0 Agency also provides therapeutic foster care programs
0 Valley Center outpatient and day trestment programs (after school and
sumer)
0 Have defined system of care coordinsted by mental health board and
service agreements with Juvenile Court and Department of Social Services
L IR i ' o
104 0 Single entry system l 6 U




FAMILY SERVICE ASSOCIATION OF GREATER FALL RIVER, INC., HOSPITAL OIVERSION PFOGv:M
Fall River, Mass:chusetts

Reg. |

Established: 1984

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE D1AGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NGT ACCEPTING

Mixed Private Capacity 7-17 56% 13-15 58% 52% YWhite 63% Emot ‘onal 20 days
nonprofit Limited by 23% 16-17 Male 45% dhite/ 33% Behavioral/Conduct 10 hours/week
number of 42% Portuguese 4% Schizophrenic/Other with child
staff{ - 2 Female 3% Black Psychotic Disorders S hours with
ideally each Will not accepty if: family
staff has one o chiidren need protection of
case at a time hospital

o unwilling to participate
o in need of housing

DESCRIPTION OBSERVATION.
0 ¢1-day crisis intervention program to prevent psychiatric placement o Funding through Department of Mental Health
0 Services provided in-home include assessment, individual and family 0 A foster home component (maximm stay of 10 days) is maintained
ceunanl ing, advocacy, recommerdations and referrals 7OF situation when children cannot be served in own home
0 Focus to stavilize family situation o Variety of linkages

0 Admission to program throuah mental health center

ERIC BEST COPY AVAILABLE
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FANILYSTRENGTH
Concord, New Hampshire
Reg. |

Estabhligshed: 1985

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOS1S/ DURAT 10N/
SERVED STAFFING AGE : REASONS FOR INTENSITY
NOT ACCEPTING

Rural/ Private 100 femilies Infant - 18 45% 13-15 50% 99% white 76X Behavioral /Conduct S months
Small Town nonprofit 5% 6-12 Male 23% Emotional
24 FIEs 20% 16-17 SoX 7% Substance Use 8-10 hours/week
10% 0-5 Female Will not accept if: face to face

o parent unwilling to participate contact with family
or if child is in imminent
danger of being hurt or
endangering others

DESCRIPTION OBSERVATIONS

o Comprehensive in-home family centered services for families
with child at risk of out-of-home placement; also works with
families on reunification Case management and case advocacy

o Philosophy: comprehensive approach, flexible timing and array of services, A sole purpose agency designed specifically to
intensive services, low caselood, focus on entire family and its strengths support family preservation services

o Services: counseling, skills training, community networking, parent support and
education grouns, child and adolescent groups, and 24-hour crisis coverage

Funding: 75% state, 25% counties
Range of linkages with multiple agencies

o O O o
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GERARD OF MINNESOTA, INTENSIVE IN-HOME FAMILY TREATMENT PROGRAM
Austin, Minnesota

Reg. V

Establ’ .ed: 1978

COMMUNTTY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOS1S/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 65-75 Infant - 18 50% 0-12 50% 96X White Acceptance not |imited 6 months
for-profit Families 50% 13-21 Male for any family symptom face to face
13 FTEs 50X contact with
Female fomily inftially
4 hours/week

varies with child

DESCRIPTION OBSERVATIONS

o In-home program provided through professional treatment
team approach using femily systems model
0 Focus on relationship ssues, utilizing family strengths, Gerard also provides residential treatment services
skill building--parenting, communication, conflict resolution, Varfety of Linkages, including planning, information
home management, utilizing community resources exchange, referrals
0 Some outcome cata

Purchase of service agreements with counties
Satellite programe
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GERARD SCHOOLS OF IOWA, IN-HOME TREATMENT SERVICE
Mason City, lowa

Reg. VII

Established: 1978

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ OURATION/
SERVED STAFFING AGE . REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 40 families 0-21 30% 6-12 50% 97% White 70% 8ehavioral/Conduct 6 months
for-profit 5 FTEs 30% 13-15 Male 20% Emoticnal 1 hour/week with
20% 0-5 50% 19% Substance Use child
15% 1617 Female 3 hours/veek with
5% 18-21 family
DESCRIPTION OBSERVATIONS
o Provides short-term intense services in the home 0 95X% purchase of service from lowa Department of Humsn Services
0 2-3 contacts weekly with total family or subsystems 0 Agency also provides day trestment, In-Home Diagnostic and Evaluation
0 Provide family therapy, parenting intervention, couple counseling, services, residential treatment
custody m diation 0 For 8 years, 80-85% of families have remained intact upon termination
0 Goal is to prevent out-of-home placement or aid children in returning of services
earlier and to strengthen and maintain family o In-Home Diagnostic and Evaluation program offers in-depth, multi-
o Family systems approach disciplinary evaluation with report and reconmendations within 45 days

0 Provides case management and advocacy through membership in organizations
‘ncluding Home-Based Family Services Association

S
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KALEIOOSCOPE, SATELLITE FAMILY OUTREACH
Chicago, Illinois

Reg. V

Established: 1973

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE OIAGNOSIS/ OURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Urban Private 55 families 0-21 .- .- 80% Black 40X Child Abuce and Neglect 13 months
nonprofit 30 FTEs 15% White 30% Behavioral/Conduct 20 hours/week
5% Hispanic 20% Schizophrenic and Other with family

Psychotic Oisorders

10% Emotional

Admits any family regardless
of multiple needs or severe

pathology
OESCRIPTION OBSERVATIONS

o Provides intensive services to families in their own homes to avert 0 Funded 80% by Illinois Oepartment of Children and Family Services, 20%

out-of-home placement or to reunite children who have been in by Oepartment of Mental Health

residential placements with their families ' o Philosophy is normalization and investing as much as possible in keeping
0 Provides parent training, role modeling, family counseling and therapy, families together

homemaking, crisis intervention, and helping o meet the family'’s 0 Kaleidoscope also provides Youth Oevelopment Program ( indepenc.ent

besic needs for food, clothing, jobs, medical vare, etc. living), therapeutic foster homes

Provides case management and advocacy
Founded Illinois Alliance for Family-Based Services
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LA GRANGE AREA DEPARTMENT OF SPECIAL EDUCATION, PREVENTIVE INTERVENTION PROGRAM (PIP)
La Grange, Illinois

Reg. V

Established: 1984

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Suburban Public 16 children 14-21 60% 16-17 80% 94% White 90% Behavioral/Conduct 3 months
/ ( 2 FTEs 30% 18-21 Male 5% Black Will not accept {f:
10% 13-15 20% o profound retardation precludes 3 hours/week
Female service provision with child
2 hours/week
with family
DESCRIPTION OBSERVATIONS
o Consists of four major components: in-home crisis intervention; o Funding - 100% P.L. 94-142 discretionary funds
in-home parent training; community linkage and liaison; and a o Special education department provides full continuum of
teasibility study of short-term alternative living arrangements special education services; PIP is adjunctive
o Establishes organizetional capacity to delfver edjunctive or o Variety of linkages

supportive services to SED students in LADSE Cooperative

1 sy (‘r‘,
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LUTHERAN SOCIAL SERVICE OF IOWA
Des Moine, lowa

Reg. VIl

Established: 1978

COMMUNITY TYPE OF AGEMCY CAPACITY/ AGE RANGE
SERVED STAFFING
Mixed Private 350+ families 0-18
nonprofit 30 FTEs
DESCRIPTION

MAJORITY
AGE

38R s-12
3% 0-5
20% 13-15
o% 16-17

0 Provides diagnostic and evaluation services, interventions including
therapy and parent skill development, and leisure and recreation

services

0 Provides supervision through in-home monitoring with goal of preventing

out-of-home placement
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SEX

55%
Male
45%
Female

RACE

97% white

DIAGNOSIS/ DURATION/
REASUNS FOR INTENSITY
NOT ACCEPTING

97% Dual Diagrosis 6 months

3% Mental Retardation Intensity varies
Child in danger of being dith need
removed from howe because 1 or more hours/
of suspected abuse or week with child
emotional disorders and family

Will not accept if:

© psychotic

o violent behavior

OBSERVATIONS

o Funded 83X by lows Department of Humen Services

0 Agency provides continuum of services including therapy, in-home
services, foster care, group cere and residential treatment

0 Have paid (obbyist for advecacy activities

o Direct care ratio 1 gte.¢ - 8 children
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LUTHERAN SOCIAL SERVICES, FOCUS HOME INTERVENTION PROGRAM (HIP)
Washington, 0.C.

Reg. 111

Established: 1984

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOS!S/ DURAT 10N/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Urban Private 4 femilies 21 months - 41.7% 6-12 7x 100% Black 50% Behavioral/Conduct 4-6 weeks
nonprofit 6 FTEs 17 41.6% 13-15 Female 50% Emotional As many hours per
8.3% 0-5 29% Will not accept if: week as necessary
8.3% 16-17  Male o not in danger of out-of- with femily

home placement

0 not residing with parent or
guardian

o parent or guardian do not
agree to service

DESCRIPTION OBSERVATIONS
0 24-hour 7-day & week home-based program 0 Contract with D.C. government constitutes 100% of funding
v Philosophy based on family systems theory 0 Makes referrals to variety of providers
o Each family has therapist and resource worker 0 Team provides case management and advocacy
0 Services include parent support, self-esteem building, parenting

skills training, school stabilization, crisis intervention, individual
and family therapy, advocacy, and information and referral

() - 2.1
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MENDOTA MENTAL HEALTH INSTITUTE, HOME AND COMMUNITY TRE;;;ENT
Madison, Wisconsin

Rey. V

Established: 1969

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ OURAT 10N/
SERVED STAFFING AGE REASCNS FOR INTENSITY
NOT ALLEPTING

fined public 15 children 3-10 90% 6-12 67% 85X White 50X Emotional Disorders S2 weeks
and families 10% 0-5 Male 10X Black 50% Dual Diagnosis (Attention 4-6 hours/week
3.8 FTEs 33X Remainder deficit and emotionally with family
Female Wispanic and disturbed) during first 6
Native American months
DESCRIPTION OBSERVATIONS

o Core team provides family treatment and child management process
which serves as an alternative to residential treatment

¢ Sessions focus on demonstration and practice of skills including
staff modeling and coaching

Funding: 80X state general revenue, 20X third party payment
variety of linkeges, case management, advocacy

Been in existence for 17 years with same staff nucleus
Agency also provides in-patient care

o © O o
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NORTHERN PINES UNIFIED SER'/ICES CENTER, INVENSIVE HOME INTERVENTION PROGRAM

Cumbertand, Wisconsin
Reg. V
Establ ished: 1980

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING
Rural Pubtic 5-6 families 0-18 Primarily .- 99.4% White Emot jonal ongoing
1 FYE adol escents .6X Native Substance Use services
American Hental Retardation
Developmental Disabilities
Children at high risk for
institutional placement
DESCRIPTION OBSERVATIONS
o Femily specialist works intensively with 4-6 families in their 0 Funded 90X by state, 5% by county
homes with other community agencies to prevent institutional 0 Provides case management and advocacy
placement o Joint effort between psychiatric clinic and Burnett County Department
o Provides family counseling, consultation to schools and other of Social Services
agencies, and back-up psychiatric-psychologica! services of the 0 Progress and outcome and cost-effectiveness evaluation using Global
clinic Assessment Scale for children
o Judge has ordered families to participate in the program es an 0 Agency also provides outpatient services, inpatient services, group home,
siternative to residential care alcohol and drug sbuse prevention program, in-home infant stimulation
program, family incest treatment program and attention deficit disorder
2 ; ,i clinic

20




NORTHERN RHODE ISLAND COMMUNITY MENTAL HEALTH CENTER, HOME BASED COUNSEL ING
Woonsocket, Rhode Island

Reg. |

Established: 1981

COMMUNITY TYPE OF AGEMCY CAPACITY/ AGE RANGE MAJORITY
SERVED STAFFING AGE

Mixed Public 36 children 13-18
in combin-

ation of day
treatment and
home-based

counsel ing

1 FTE plus a

2 20-hour

consul tants

40% 13-15
40X 16-17

DESCRIPTION

o A home-based outreach intervention progrem which is a coliabarative
venture involving a CMHC and three LEAs.

o Program provides “affective education' and edjunct therapeutic
intervention to behaviorally handicapped children i *heir home
environment

o Three hour/day progrem for 180 school days plus intensive case
management and home-based counseling
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SEX

80%
Male
20%
Female

RACE

90X white
10X Minority

DIAGNOS1S/
REASONS FOR
NOT ACCEPTING

80X Behavioral/Conduct

OBSERVATIONS

2007

DURATION/
INTENSITY

3 hours/day per

45 day period with
child

Daily phone contect
with families

S - 10 sessions
home-besed counsel ing
with child and fomily

0 Program clinical cost funded by schools through P.L. 94-142
o Also has day treatment program



NCRTHSIDE CENTERS, INTENSIVE CRISIS COUNSELING PROGRAM (ICCP)
Tampa, Florida

x2g. IV

Established. 1982

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 14 children 0-18 .- 57X 83% White 45X Behavioral /Conduct 5 weeks
nonprofit 3.5 FTEs Male 12% Black 30X Substance Use (6 weeks maximum)
43% 5% Hispanic 25% Physical/Sexual Abuse 3-12 hours/week
Female Will not ac:cept if: with child and
o clear, serious risk of danger family
initially
/
DESCRIPTION OBSERVATIONS
0 Uses crisis intervention approach with families where child is in 0 100X state funded
imminent danger of removal from home 0 1984-85 "success" rate was 89X at 12 month follow-up. (Have 3, 6 and
0 One responsible adult must be willing to work to keep the family 12 month follow-up data)
together 0 Center also has case management and other services
0 Provides family crisis intervention and social service linking/case
management




NORTHWEST FLORIDA MENTAL HEALTH CENTER, INTENSIVE CRISIS COUNSELING PROGRAM (ICCP)

Panama City, Florida
Reg. 1V
Establ ished: 1981

COMMUNI TY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY
SERVED STAFFING AGE
Mixed/Rura. Private 16 families 0-18 40% 13-15
nonprof i t 3.5 FIEs 30X 16-17
158 6-12
15% 0-5
OESCRIPTION

0 Provides home-based crisis intervention for families in which there
is a danger of out-of-home placement for a child due to abuse,
neglect or status offense behavior

o Provides intensive intervention, 24 hour availability

o Employs behavioral progremming, family therapy, parent training,
crisis intervention, transportation liaison and referrals to
community services

20

SEX

60X
Female
40%
Male

RACE

85X white
15% Black

DIAGNOSIS/
REASONS FOR
NOT ACCEPTING

50% rahavioral/Conduct

40% Abuse,; Neglect victims

10% Emotional

Will not accept if:

o strong suicidal ideation
o extremely violent behavior
0 acute psychosis

OBSERVATIONS

DURATION/
INTENSITY

5 weeks

(max. 6 weeks)
6 hours/week
with child
and/or family
(2-4 visits/
week)

100X funded by Florida Division of Children, Youth and Femilies
Based on philosophy that every family has strengths to build on and
deserves opportunity to maintain the family unit -
Case management provided by Department of HRS
While limited to 6 weeks by contract with HRS, find it would be helpful
and appropriate to have flexibjlity to extend services on a less

intensive basis

0 Mental health center also provides outpatient services, therapeutic
parenting program, child abuse pre.ention and counseling, vocational
services, day treatment, case manarement, etc.

o Family Enrichment Program provides in-home services to teen mothers to

prevent abuse and neglect
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PROGRESSIVE LIFE CENTER’S, COMMUNITY SERVICES PROGRAM

Washington, D.C.
Reg. 111}
Established: 1984

COMMUNITY TYPE OF AGENCY CAPACITY/

SERVED STAFFING

Urban Private S0 children
nonprofit 7 FTEs
DESCRIPTION

AGE RANGE

14-18

0 Alternative sentencing progrem for juvenile offenders
Philosophy and approach is Afrocentric, which has a spiritual basis
0 Progressive Life Center provides in-home family, group and individuat

counsel ing and therapy component

MAJORITY
AGE

50% 16-17
40X 13-15
5% 6-12
5% 18-21

0 Other services include parent training, multi-family retreat and an

adolescent therapy group

SEX

Male
10%
Female

RACE DIAGNOSIS/
REASONS FOR
NOT ACCEPTING

90% Black 80% Behavioral/Conduct
5% white 10X Emotional
5X Hispanic 10X Ssubstance Use

Will not accept if:
0 active psychosis
0 severe substance abuse

OBSERVATIONS

funded through DC goverrment

DURAT ION/
INTENSITY

6 months

2 hours with
child and 2

hours with family
on weekly basis

Information exchange and referrals occur with a variety of providers
Progressive Life Center provides similar services to other agencies

and funding services



QUAKERDALE FAMILY SUPPORT TEAM
Waterloo, lowa

Reg. VII

Established: 1978

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ ' DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 300 children/ iInfant - 18 40X 13-15 60X 95% White Behavioral/Conduct 6-8 months

nonprofit year 30X $-12 Male Remainder Emotional S hours/week

7 F1Es 20% 0-5 40% dlack and Hispanic Developmental Disabilities face to face

10X 16-17 Female Substance Use contact with
Will not accept if: family, 2 hours/
o actively psychotic adult or week with child

child
DESCRIPTION OBSERVATIONS

o Provides in-home treatment services to families in 11 counties
in lowa

o Approach focuses on family as primery caretaker; general systems
theory model used by therapists

o Services include femily therapy, parent skitl development,
community assistance and supervision

Funding: 98X state department of human services, 2X county funds
Variety of agency |inkages, advocacy, case management

Serves rural areas

Evaluation component
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ST. CLOUD CHILDREN’S HOME, IN-HOME FAMILY SERVICE
St. Cloud, Ninnesota

Reg. V

Esteblished: 1984

‘COMMUNTTY TYPE OF AGENCY CAPACLTY/ AGE RA.GE MEJORITY SEX RACE DIAGNOSIS/ OURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 22 families Infant - 21 - .- 98% white 44% Behavioral/Conduct 6 months
nonprofit 4 FTEs 2% Native 34X Mental Retardation 5 hours/week
American 22X Emotional with child
All referrals are accepted and family

for an initial evaluation

DESCRIPTION OBSERVATIONS
0 Provides intensive, comprehensive contimum of therapy and crisis o Funding: hourly rate charged to agency making referral; sometimes
intervention services families contribute _
0 staff includes in-home therapists and specialists who provide a 0 St. Cloud’s also a residential treatment center
supportive and educational focus 0 Uses Kiresuk and Sherman Goal Attainment Scaling Procedure to evaluate
o Services include systems oriented femily assessment, therapy, crisis program
intervention, liaison with community resources 0 Associated with St. Cloud’s, a residential treatment center under
o Family systems approach Catholic Charities




ST. MICHAEL'S CENTER, HOME BASED FAMILY SERVICE PROGRAM
Bangor, Maine

Reg. !

Established: 1981

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJOREITY SEX RACE DIAGKOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 9 families Infant - 18 50% 13-15 60% 99% white 70X Behavioral/Conduct 13 weeks
nonprofit 5.5 FTEs 30% 6-12 Male 1% Native 20X Substance Abuse 4 hours/week
20X 16-17 40% American 10% Emotional with family
Female Will not accept if:

o family lacks commitment
o full caseload

DESC~IPTION OBSERVATIONS
o Short-term intensive, in-home family assessment, counseling and o Fundinee 50% Department of Human Services, 40X Department of Mental
referral Healtt ‘0% local
Family systems approach o Offers . rgency foster care or respite for families
Teams of two-family workers o 6 month and 1 year follow-up visits

Development of a network of community services for each family
Joint planning and collaboration with other agencies

o O O ©




SWEETSER CHILDREN’S HOME, -AMILY PRESERVATION SERVICES PROGRAM
Saco, Maine

Reg. |

Established: 1984

WMUNITY YYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX
S, 'ED STAFFING AGE
Mixec Private 8 families Infant - 18 .. .o
nonprofit 6 FTEs
DESCRIPTION

0 Nine-week intensive, in-home treatment progrem

0 Team ¢f 2 family workers meet with 8 fumily 2-4 tims a week

0 Therspeutic spproaches include femily systems treatment,
brief problem solving techniques, educational and psychodynamic
approaches

0 Services include fenily focused treatment, education, community
Lisison ar~d advocacy

RACE DIAGNOSIS/ DURAT ION/
REASONS FOR INTENSITY
NOY ACCEPTING

100% white Diagnostic label ing not used. 9 weeks
Will not accept if: 3-6 hours/week
o Life ¢f child is threatened with femily
o child is not in danger of
removal from home

OBSERVATIONS

0 Funding: 80X state, 20X agency contribution
0 Sweetser Children’s Home also offers residential, day treatment and

evaluation services, therapeutic foster homes, therapeutic group homes
prevocational programming, and neuropsychological evsluation services.



VENTURA COUNTY MENTAL HEALTH SERVICES, VENTURA COUNTY CHILDREN'S MENTAL HEALTH DEMONSTRATION PROJECT, IN-HOME INTERVENTION PROGRAM COMPONENT ( INTERFACE)
Ventura, California

Reg. IX

Established: 1985

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Public 6 children 6-17 40% 13-15 60% 75% White 45% Emotional 4-6 weeks
3 FTEs 40X 16-17 Male 20% Wispanic 40X Behavioral/Conrhuct 5-10 hours/
20% 6-12 [ ] 2% Black 15X schizophrenic/isychotic week with
Female 2% Asien Wilt not accept f: chila
1% Native o mental retardation 5-10 hours/
American o active psychosis week with

o viotent behavior fomily
o acute medical iliness
o not at risk of separation from

family
o not Likely to return home within
10 days
DESCRIPTION OBSERVATIONS
o Program based on Homebuilders model o 100X state funded (special legislation)
0 Goals are to prevent child in crisis from being separated from 0 Part of Ventura County Demonstration project with comprehensive system
family and to facilitate successful reunification of child and of children’s menti.l hesith services
family after placement o County has 10.5 FTE case menagers ("brokers") to coordinate full
o Provides assessment, crisis intervention, parent training, continuum of services as part of en integrated intergency network
individual and family therapy, commumnity referral and liaison o Have 2 research psychologists for systems evaluation of progrim outcome and

costs over time and across agencies
0 Other services provided in county include enriched foster care, emergency
services, residential treatment for juvenile of fenders and court dependents,
A crisis intervention in Juvenile Hall, case management, day treatment on a school
22 L site, outpatient services, group homes, prevention, etc.
0 County has interagency policy council, interagency case management council,
written interagency agreements and is working toward an interagency service

system 2 () 3




WAKE COUNTY JUVENILE SYSTEM, OUTREACH
Raleigh, North Carolina

Reg. 1V

Established: 1981

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY
SERVED STAFFING AGE
Mixed Public 50 children 6-18 40% 13-15
7 FIEs 40% 16-17
20% 6-12
OESCRIPTION

0 Provides in-home services from minor support services to intensive
family therapy, depending on the need

o Provides supportive counseling, parent education, individual and
family therapy, behavior management, role modeling for parents end
children, family functioning assessments, help with household
management, accessing, linking with comunity services

SEX RACE DIAGNOSIS/ OURATION/
REASONS FOR INTENSITY

NOT ACCEPTING

75% 50% White 75% Behavioral/Conduct 1-12 years
Male 50% Black 15% Emotional 1-25 hours/week
25% SX Mental Retardation with child
Female 5% Development Disabilities 1-25 hours/week
Will not accept if: with family

o child presently dangerous
to self or others such that
hospitalization is required

OBSERVATIONS

0 100X state funded

0 Soon to be merged with the Clinical Team of the Juvenile Treatment
System

0 Services provided according to client need, following philosophy of
Willie M. consent decree

0 Part of Juvenile Treatment System which provides case management,
individual hebilitation planning team, secure residential treatment,
high management group homes, moderate supervision group homes,
supervised apartment living, therapeutic foster homes, day treatment,
individual, group and family therapy and vocational services

0 Families must accept service, Emphasis on family involvement in
service planning

0 State-wide evaluation of Willie M. programs

oo
&



APPENDIX

LIST OF PROGRAMS RESPONDING TO SURVEY

Appalachian Mental Health Center
Family Services Network

P.O. Box 215

Beverly, West Virginia 26253

Baird Center for Children and Families
Community Based Services

1110 Pinc Street

Burlington, Vermont 05401

Behavioral Sciences Institute
Homebuilders

34004 9th Avenue South, Suite 8
Federal Way, Washington 98003

Bringing It All Back Home Study Center
Appalachian State University

Home Remedies

204 Avery Avenue

Morganton, North Carolina 28655

Children’s Center of Wayne County
In-Home Treatment

101 Alexandrine East

Detroit, Michigan 48201

Community Commitment, Inc.
P.O. Box 307
Point Pleasant, Pennsylvania 18950

Community Service Providers, Inc.
251-A Welsh Pool Road
Lionville, Pcnnsylvania 19353

Counseling Service of Addison County
Family Advocate Project

89 Main Street

M:ddlebury, Vermont 05753

CPC Mental Health Services

Therapeutic Community Alternatives Program

59 Broad Street
Eatontown, New Jersey 07724

Dauphin County Juvenile Probation
In-Home Detention Program

Dauphin County Human Services Building
Seventh Floor

Harrisburg, Pennsylvania 17101-2025

Denver Department of Social Services
Operation Home Base (HBO)

2200 W. Alameda

Denver, Colorado 80223

Eastfield Ming Quong

Adolescent In-Home Treatment Program
251 Llewellyn Avenue

Campbell, California 95008

FamiliesFirst

Family Preservation Services
502 Mace Boulevard, Suite 8
Davis, California 95616

Family & Children’s Services of the
Kalamazoo Area

Home-Community Intervention Program
1608 Lake Strect

Kalamazoo, Michigan 49001

Family Service Association of Greater Fall
River, Inc.

151 Rock Street

Fall River, Massachusetts 02720

Family Strength
72 North Main Street
Concord, New Hampshire 03301

Gerard of Minnesnta

Intensive In-Home Family Treatment
P.O. Box 715

Austin, Minnesota 55912

Gerard Schools of Iowa
In-Hon:e Treatment Service
P.O. Box 1353

Mason City, Iowa 50401
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Kaleidoscope, Inc.
Satellite Family Outreach
1279 North Milwaukee
Chicago, lllinois 60622

La Grange Area Department of Special
Fducation

Preventive Intervention Program

1301 W. Cossitt Avenue

La Grange, Illinois 60525

Life Management Center of N.W. Florida, Inc.

Intensive Crisis Counseling Program (ICCP)
525 East 15th Street
Panama City, Florida 32405

Lutheran Social Service of lowa
In-Home Treatment

3116 University Avenue

Des Moines, Iowa 50311

Lutheran Social Services of the National
Capital Area

Focus In-Home: Crisis Program

3319 Alabama Avenue, S.E.
Washington, D.C. 20020

Mendota Mental Health Institute

Home & Community Treatment Program
301 Troy Drive

Madison, Wisconsin 53704

Northern Pines - Burnett County
Intensive Home Intervention Program
Burnett County Government Center
Route 1 Box 300-117

Siren, Wisconsin 54872

Northern Rhode Island Community Mental
Health Center, Inc.

Home-Based Counseling

1 Cumberland Plaza

Wooncaocket, Rhode Island 02895

Northside Centers

Intensive Crisis Counseling Program (ICCP)
13301 Bruce B. Downs Boulevard

Tampa, Florida 33612

Progressive Life Center
Community Services Program
1123 11th Street, N.W.
Washington, D.C. 20001

Quakerdale Family Support Team
140 South Barclay
Waterloo, Iowa 50703

St. Cloud Children’s Home
In-Home Family Services
1726 South 7th Avenue

St. Cloud, Minnesota 56301

St. Michael’s Center

Home-Based Family Service Program
1066 Kenduskeag Avenue

Bangor, Maine 04401

Sweetser Children’s Home

Family Preservation Services Program
50 Moody Street

Saco, Maine 04072

Ventura County Mental Health Services
Demonstration Project

In-Home Intervention Progam/Interface
300 Hillmont Avenue

Ventura, California 93003

Wake County Child and Family Services
Outreach

2321 Crabtree Boulevard

Raleigh, North Carolina 27604



