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PREFACE

The system of carc for scvercly cmotionally disturbed children and adolescents has been of
great interest over the last scveral ycars.  The conccptualization of this system has been a
major focus in thc advancement of the availability and appropriatencss of scr.ices for this
undcrserved population.  In 1982, Janc Knitzer cstimatcd @ her scminal study, Unclaimed
Children, that of thc threc million children with scrious cmotional disturbances in this
country, two million wecrc rccciving no trcatment whatsocver and  countless others were
receiving inappropriatcly restrictive carc  becausc of the lack of community-based service
alternatives.  Knitzer documcnted that only 21 statcs had a child and adolescent administrative
unit within thcir dcpartments of mental hcalth and asscrted that this dcarth of leadcrship,
lack of appropriatc child mcntal hcalth scrvices, and fragmcentation of systems has resulted in
literally millions of children with scrious cmotional problems “falling throngh the cracks.”

In 1986, Lconard Saxc performed a study for the Officc of Technology Assessment (OTA) of
the United Statcs Congress, which confirmed Knitzer's findings.  Saxc introduced this rcport,
Children’s Mental Hcalth: _ Problems and Scrvices, to Congress with the statcment:  "Mental
health problems arc a sourcc of suffcring for children, difficultics for their familics, and great
loss for socicty. Though such problems arc somctimes tragic, an cven grcater tragecdy may be
that wc currently know morc about how to prevent and trcat children’s mental health
problems than is reflccted in the care available.” Saxc presented three major conclusions:

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

0 A substantial thcorctical and rcscarch base suggests that, in gencral, mcental health
intcrventions for children arc helplul.

o Although there scem to be shortages in all forms of children’s mental health carc, therc
arc particular shortages of community-bascd scrvices, casc managcment, and coordination
across child scrvicc systems.

Even before the OTA study, Congress responded to these problems and to growing calls for
change from thc ficld, by funding, in 1984, an initiative to dcmonstratc the dcveclopment of
better functioning scrvice systems. This cffort led the National Institutc of Mcntal Health to
devclop the Child and Adolescent Scrvice System Program (CASSP). CASSP now supports 48
states in the dcvclopment of intcragency cfforts to improve the systems under which the most
troubled childrcn and youth rcecive scrvices. Through state and community level grants, the
agencics that scrve these youngsters -- mental health, health, social welfare, juvenile  justice
and special education -- arc brought together to develop system change proccsscs.

As statcs began struggling with system change, a number of critical questions cvolved:
0 What should a scrvice system for children with scrious cmotional problems encompass?

0 Toward what ncw configuration or idcal should scrvice system change be dirceted?

=}

What arc thc components of the system?

=}

What is the ultimatc goal of such systems change?

To provide a conccptual framcwork for the ficld and to answer these questions, CASSP
supported the publishing of A System of Carc for Severcly Emotionally Disturbed Children and
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Youth by Beth Stroul and Robert Fricdman in 1986, This monograph has been called a
blueprint 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 carc across all of the relevant child-scrving agencics.  From  these
components, they proposcd a design for a greater "System of Care" cncompassing both the full
rangc of scrvices and the mechanisms required for the assurance of their appropriate delivery.

The System of Carc monograph describes a continuum of mental hcalth services for scvercly
cmotionally disturbed children and adolescents.  This continuum includes a group of important
nonrcsidential service options that have been under-represented in states and communitics.  In
order to assist stalcs and communitics that wish to develop a full system of care, CASSP
initiatcd a major study on family-centered and community-bascd scrvices for  children and
adolescents  with  scrious  emotional  disturbance, which has resulted in  this  scrics  of
monc_raphs.

This ncw scrics, which includes four volumes focusing on home-based scrvices, crisis scrvices,
therapeutic foster carc, and systems of care, complements the System ol Carc monograph as
well as an carlicr CASSP publication, Profiles _of Residential and Day Treatment. Beth Stroul
and Sybil Goldman have performed an cxtraordinary task in reviewing information on hundreds
of community-bascd programs, in synthcsizing this information, and in analyzing currcent
trcatment practices and scrvice dclivery strategics utilized within cach of the three scrvice
modalitics mcntioncd above. They have produccd a truly “statc-of-the-art” scrics on home-
bascd services, crisis scrvices, and thcrapeutic foster care.  In addition, they have described
in clcar and dircct prosc thrce actual commuaitics that have attcmpted to design  and
implcment  well-functioning systems of carc for children with scrious cmotional problems and
their familics. This scrics constitutes a major contribution to the ficld and should be of great
intcrest  to  program administrators  at  both thc statc and community levels, to  scrvice
providcrs, to parcnts, and to advocates -- to all thosc interested in improving or developing
community-based scrvicc options [or these children and youth.

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

Judith Katz-Leavy, M.Ed.
Assistant Chicf, Child and Family Support Branch
Nationa’ Institutc of Mcntal Health



INTRODUCTION

This document is part of a scrics of monographs on community-bascd scrvices for children and
adolcscents who are  severcly cmotionally disturbed published by the Child and Adolescent
Scrvice System Program (CASSP) Technical Assistance Center at Georgetown University.  This
scrics is the product of an cxtensive national study of community-bascd service approaches for
this population and includes the following volumes:

Volume I: Home-Bascd Scrvices
Volume I1: Crisis Scrvices

Volume I1: Therapeutic Foster Carc
Volume 1'V: Systems of Care

There is broad agrecement that comprchensive, community-based systems of carc for youngsters
who arc scvercly emotionally disturbed and their familics arc nceded, and the development of
thesc systems has beccome a national goal.  Many communitics offer the more traditional
components of thc system of carc, such as outpaticnt, inpaticnt, and rcsidcntial trcatment
scrvices.  However, there arc a growing number of promising and innovative treatment
approaches cmerging in the ficld, and there is a tremendous nced for information about these
service alternatives.  The study of community-bascd scrvices, funded by the National Institute
of Mental Hcalth Child and Adolescent Scrvice System Program, was designed to identify and
describe three types of scrvices -- home-bascd 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 rcquesting  that they identily programs providing homc-based
scrvices, crisis scrvices, and therapeutic foster carc to a population of scverely cmotionally
disturbed children.  The initial survey resulted in the identification of approximatcly 200
programs across the nation.  An cxtensive questionnaire then was sent to all identificd
programs in ordcr to gather detailed information about their organization, philosophy, services,
clicnt population, staffing patterns, costs, sources of financing, cvaluation results, problecms
cncountered, and other aspects of their programs.  Responses were reccived from more than 80
programs in 36 states, and a onc-page profilc summarizing major characteristics was prcparcd
for cach respondent program.

With the assistance of an advisory committee, several programs in cach catcgory were sclected
for in-dcpth study through site visits.  The programs werc sclected with the goal of
maximizing variation along kcy dimensions, including diffcrent  scrvice  approaches  and
trcatment  philosophics, geographic regions, types of communitics, and age groups or minority
populations served.  Additionally, an attcmpt was made to sclect programs that excmplily the
corc valucs and guiding principles for the system of carc described in Chapter 1 of this
document.  The programs sclected for site visits were not  nccessarily considered "model”
programs.  Rather, they were sclected to serve as cxamples of a varicty of scrvice dclivery
approaches.  There are, of course, a greal many other programs in the field which arc also
extremely cffective in providing these types of services (o troubled children and their familics.

In addition to site visits to programs in cach of the serviee categorics, the advisory committee
rccommended  visiting  three  communities  that appeared to have a wide array of scrvice
componcents in place as well as cffective mechanisms for linking and integrating these scrvices
into a coordinated system of carc.  Three-day site wisits were conducted in order to become
immersed in the programs in an attempt to determinc what makes them successful.  The site
visits involved  observation of program activitics and cxtensive mectings and  discussions with
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program 2dministrators, staff at all lcwls, stall from othcr community agencics, parents,
foster parcnts, and children.

The an-lysis phase of the project involved synthesizing  the information obtained from the
survey, sitc visits, and liicrature review in each of the service categories. This monograph
series represents the major study product, each volume providing a descriptive overview of the
scrvice approach, case studics of the programs visited, and profiles of the programs responding
to the survey. Thc monographs arc designed to provide information that will be helpful to
statc and community agencics, advocatcs, and others who are intcrested in developing these
types of programs.
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I. ASYSTEM OF CARE FOR CHILDREN AND ADOLESCENTS
WHO ARE SEVERELY EMOTIONALLY DISTURBED

In her book Unclaimed Children, Knitzer (1982) rcported that two-thirds of all children and
youth who arc severcly cmotionally disturbed do not reccive the scrvices they nced.  Many
others  reccive inappropriate, often excessively restrictive, carc.  Rcecently, there has been
incrcasing activity to imp-wc scrvices for children and  adolescents who are  scverely
cmotionally disturbed.  In 1464, with funding appropriated by Congress, thc National Institutc
of Mcntal Health (NIMH) launched the Child and Adolescent Scrvice System Program (CASSP)
to assist states and communitics to develop comprehensive, community-bascd systems of carc
for cmotionally disturbed youth and their familics.  Coalitions of policymakcrs, providers,
parents, and advocates currently arc being  forged  across the nation to promotc the
development of such systems.

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

BACKGROUND

Two decades ago, the Joint Commission on the Mcntal Hcalth of Children (1969) found that
millions of children and youth were not recciving neceded mental health scrvices and that many
others received unnccessarily restrictive carc, often in statc mental hospitals. The President’s
Commission on Mcntal Hcalth (1978) cchocd the Joint Commission’s conclusions, finding that
few communitics provided thc volume or continuum of programs nccessary to mcct children’s
mental health needs.  Both Commissions recommended that an intcgratcd network of scrvices
bc developed in communitics to mect the nceds of children and youth who are scvercly
cmotionally disturbed.  Knitzer (1982) asscrted that the necds of scvercly emotionally disturbed
children have rcmained 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
rcceive the full range of nccessary and appropriatc scrvices to trcat their mental health
problems cffectively.  The OTA rcport stated that it is a tragedy that “we currently know
morc about how to prevent and treat children’s mcental hcalth problcms than is rcflected in
the carc available.”

These reports and others have made it apparcnt that the range of mental health and other
services  nceded by children  and  adolescents  who arc  scverely cmotionally  disturbed s
frcquently unavailable.  Many children arc institutionalized when less restrictive, community-
bascd scrvices would be more cffective.  Additionally, there have been few attempts to get
mcntal hcalth, child wclfare, juvenile justice, health, and cducation agencics to work together
on behall of disturbed children and youth.  This has Icft children and youth who have serious
and complex problems to receive services in an uncoordinated and piccemecal fashion, if at all.

Currently, there is broad  agreement  about  the  critical need to  improve the range,
appropriateness, and coordination  of services  delivered 1o severcly  emotionally  disturbed
children and their familics.  The development of comprehensive, coordinated, family-centered,
and community-bascd "systems of carc” for children and youth has become a national goal.
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The term “continuum of carc” has been uscd cxtensively in the ficld to describe the range of
scrvices nceded by children  and  adolescents who arc  scvercly cmotionally  disturbed.
Throughout this document, thc term “system of carc” is cmployed.  “Continuum of carc"
gencrally denotes a range of scrvices or program components at varying levels of intensity.
These arc the actual program clements and scrvices necded by chiidren and youth.  "System of
carc" has a broadcr connotation. It not only includes thc program and scrvice componcnts,
but also cncompasscs mcchanisms, arrangements, structurcs, or processes to insure that the
scrvices are provided in a coordinated, cohcsive manncr. Thus, the system of care is grecater
than the continuum, containing the components and provisions for scrvice coordination and
inlcgration,

A system of care, therefore, is defined as follows:

A systcm of carc is a comprchensive spectrum of mental health aid other neccssary
scrviccs which arc organizcd into a coordinatcd nctwork to mcct the multiple and
changing nccds of childrcn and adolescents who are scvercly cmotionally disturbed
and their familics.

This chajter describes how these systems of care might look and the values and philr<~phy
that should guide scrvice delivery.

PRINCIPLES FOR THE SYSTEM OF CARE

The system of carc concept represents more than a nctwork of scrvice components. Rather, it
rcpresents a philosophy about the way in which services should be dclivered to children and
their familics. The actual componcnts and organizational configuration of the system of carc
may differ from statc to statc and from community (o community. Decspitc such differences,
all systems of care should be guidcd by a sct of basic valucs and operational philosophics.

There is gencral agreement in the ficld as to the valucs and philosophy which should be
embodicd in a system of carc for youth who arc scvercly cmotionally disturbed.  With
cxtensive consultation from the ficld, two corc valucs and a sct of tcn principles have becn
developed to provide a philosophical framcwork for the system of carc model.

The two corc valucs arc central to the system of carc and its opcration. The firsi value is
that the system of care must be driven by the nceds of the child and his or her family. In
short, thc system of carc must be child-ccatered, with thc nceds of the child and [family
dictating thc types and mix of scrvices provided. This child-centered focus is secn as a
commitment to adapt scrvices to the child and family rather than cxpecting the child and
family to conform to pre-cxisting scrvice configurations. It is also sccn as a commitment o
providc scrviccs in an cnvironment and a manncr that cnhances the personal dignity of
childrcn and familics, respects their wishes and individual goals, and maximizcs opportunitics
for involvement and sclf-dctermination in the planning and dclivery of scrvices.

Implicit in this valuc is that thc system of carc is also family-focused. In most cases, parents
arc thc primary carc givers for children with scverc emotional disturbances, but cfforts to
work with and support familics arc [rcquently lacking.  Parcnts often fcel blamed, isolated,
frustrated, discnfranchiscd, and shuffled from agency to agency, provider to provider. The
system should bc committed to supporting parcnls as carc givers through scrvices, support,
cducation, rcspite, and morc. There should also be a strong commitment to maintaining the
inicgrity of thc family whenever possible.  Recent cxpericnce has confirmed that intensive
scrvices provided to the child and family can minimize thc nccd for residential trcatment, and
that residential placements of all types arc overutilized (Behar, 1984; Fricdman & Strect, 1985,
Knitzer, 1982; Stroul & Fricdman, 1986; United States Congress, 1986).

2
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The sccond core value holds that the system of carc for cmotionally disturbed children should
bc community-bascd.  Historically, scrvices for this population have been limited (o state
hospitals, training schools, and other restrictive institutional facilitics. There has  been
increasing interest and progress in scrving such children in community-based programs which
provide lcss restrictive, morc normative cnvironments. The system of care should embrace the
philosophy of a community-bascd, family-centered network  of scrvices for  cmotionally
disturbed youth.  While “institvtional’ carc may be indicated for ccrtain children at various
times, in many cases approprialc scrvices can be provided in other, less restrictive scttings
within or close to the child’s home community.

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

SYSTEM OF CARE FRAMEWORK AND COMPONENTS

The system of carc modcl presented in this chapter represents onc approach to a system of
carc. No singlc approach as yct has been adequatcely implemented and tested to be considered
the idecal modcl. The modcl presented is designed to be a guide and is based on the best
available empirical data and clinical cxpericnce to daic. It is offcred as a starting point for
statcs and communitics as they scck 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 framcwork consisting of scven major dimensions of
service, cach dimension representing an arca of nced for children and their familics.  The
[rarucwork is presented graphically on page 5 and includes the following dimensions:

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

NownmesEwPo=

The system of carc model is intended to be function-specific rather than agency-specific.
Each scrvicc dimension addresscs an arca of nced for children and families, a sct of functions
that must be fulfilled in order to provide comprchensive scrvices to mect these nceds. The
modcl is mot intended to specify which type of agency should fulfill any of the particular
functions or nceds.  Certainly, particular agencics typically provide ccrtain of these scrvices.
Educational scrvices, for cxample, arc provided most often by school systcms, and social
scrvices generally arc associated with child welfare or social welfare agencics.  Onc might
assume that thc mental health scrvices should be provided by mental hcalth agencics.  This,
however, is often not the casc.

All of the functions included in the system of carc dimensions may be fulfillcd by a varicty of
agencics or practitioners in both the public and private scctors.  Therapeutic group care, a
component in thc mental hcalth dimension, often is fulfilicd by juvenile justice agencics and
social scrvicc agencics as well as by mental hcalth agencies. Day trcatment is another mental
health function that is frequently fulfilled by cducational agencics, idcally in  close
collaboration with mental health providers.

13



6.

9.

10.

CORE VALUES FOR THE SYSTEM OF CARE

The system of carc should be child-centered, wiisi the nceds of the child and family
dictating the types and mix of scrvices provided.

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

GUIDING PRINCIPLES ~OR THE SYSTEM OF CARE

Emotionally disturbed children should have access to a comprchensive array of  scrvices
that address the child’s physical, cmotional, social, and cducational nceds.

Emotionally disturbed children should receive individualized services in - accordance  with
the unique needs and potentials of cach child and guided by an individualized service plan,

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

The familics and surrogatc familics of cmotionally disturbed children should be full
participants in all aspects of the planning and dclivery of services.

Emotionally disturbed children should reccive scrvices that arc integrated, with linkages
between child-caring agencics and programs and mcchanisms for planning, developing and
coordinating scrvices.

Emotionally disturbed children should be provided with casc management or  similar
mcchanisms to cnsurc that multiple scrvices are delivered in a coordinated and therapeutic
manncr and that ‘they can move through the system of services in accordance with their
changing nccds.

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 cmotionally disturt ¢d children should be protected, and cffective  advocacy
efforts for emotionally disturbed children and youth should be promoted.

Emotionally disturbed children should receive scrvices without regard to race, religion,

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

An important aspcct of the concept of a system of carc is the notion that all components of
the system arc intcrrelated and that the effectivencss of any one component is related to the
availability and eflfectivencss of all othcr componcnts. For example, thc same day trcatment
service may bc more clfective if embedded in a system that also includes good outpatient,
crisis, and rcsidential trcatment than il placed in a system where the other services arc
lacking.  Similarly, such a program will be morc cffective if social, health, and vocational
services arc also availablc in the community than if thcy arc absent or of low quality. In a
system of carc, all of thc components arc intcrdecpendent -- not only thc components within a
service dimension such as mental health, but all of the scven scrvice dimensions that comprise
the modcl.

Within each of the scven service dimensions is a continuum of scrvice components. These
dimensions and thc componcnts within them are displayed on the following page. Of primary
importance is thc dimcnsion of mental hcalth scrvices since these are critical services for all
children who arc scvcrcly cmotionally disturbed.  These services are divided into scven
nonrcsidential catcgorics and scven residential catcgorics.  When considering  the  individual
services, it should be rccalled that these arc componcnt parts of an overall system of care.
The boundarics between the various dimensions and components are not always clcar, and
frcquently there is overlap among them.  While they are listed individually, the system of care
dimensions and scrvicc componcnts cannot be operated in isolation. Only when the services
are cnmeshed in a cohcerent, well-coordinated system will the nceds of severcly emotionally
disturbed youngsters and their familics be met in an appropriate and cffective manncr.

A critical characteristic of an cffective system is an  appropriatc  balancc between  the
componcnts, particularly between the more restrictive and less restrictive scrvices.  If such
balance is =ot present, then youngstcers and familics will not have a chance to reccive less
restrictive  services beforc moving (o more restrictive  services.  If, for example, within a
community thcrec arc no intensive home-based scrvices, only 20 day trcatment slots and 50
residential trcatment slots, the system is not in balance. Most likely, youngsters and familics
will have no opportunily to participatc in home-based or day trcatment scrvices because they
are relatively unavailable, and the residential components of the system will be overloaded
with youngsters, some of whom might have been diverted from residential trcatment il there
had been more nonresidential services available,

At thc present time there are no clear, cmpirically-based guidelines about the appropriate
capacity within cach component of a system of carc.  Implicit within a model system of
service, however, is the cxpectation that more youngsters will require the less  restrictive
scrvices than the more restrictive ones, and that scrvice capacity, therefore, should diminish
as one procecds through the system.  As additional rescarch and ficld experience are
accumulatcd on systems of carc for scvercly cmotionally disturbed children, it may bucome

¢}
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COMPONENTS OF THE SYSTEM OF CARE |

1. MENTAL HEALTH SERVICES
Nonrcsidential Scrvices:

Prevention

Early Identification & Intcrvention
Asscssment

Outpatient Trcatment
Home-Bascd Scrvices

Day Treatment

Emcrgency Scrvices

Residential Scrvices:

Therapeutic Foster Carc
Therapeutic Group Care
Therapeutic Camp Scrvices
Independent Living Scrvices

4. HEALTH SERVICES

Hecalth Education & Prevention
Scrcening & Assessment
Primary Carc

Acute Care

Long-Term Care

5. VOCATIONAL SERVICES

Carcer Education
Vocational Assessment
Job Survival Skills Training
Vocational Skills Training
Work Experiences

Job Finding, Placcment

Residential Treatment Scrvices & Retention Services

Crisis Residential Services Supported Employment
Inpaticnt Hospitalization

2. SOCIAL SERVICES 6. RECREATIONAL SERVICES
Protective Scrvices Rclationships with Significant Others
Financial Assistancc After School Programs
Home Aid Scrvices Summer Camps
Respite Care Special Recrcational Projects

Shelter Services
Foster Care

Adoption
7. OPERATIONAL SERVICES
3. EDUCATIONAL SERVICES Casc Management
Sclf-Help & Support Groups
Asscssment & Planning Advocacy
Resource Rooms Transportation
Sclf-Contained Special Education Legal Scrvices
Special Schools Volunteer Programs

Home-Bound Instruction
Residential Schools
Altcrnative Programs




possible tn dcfine the optimal ratios of capacitics in the different system  components
(Fricdman, 1987).

The opcrational services  dimension is somewhat  diffcrent from  the other system  of care
dimensions. This dimension includes a range of support scrvices that can make the difference
between an  cffcetive 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 are
called "opcrational scrvices" because of their importance to the overall effective operation of
the system. The services included in this dimension are casc management, sclf-help and
support groups, advocacy, transportation, lcgal scrvices, and voluntecr programs.

Casc managcment is a scrvice within this dimension that can play a critical role in the system
of carc. Bchar (1985) calls case managecment "perhaps the most esscntial unifying factor in
service dclivery." The important rolc that casc management can play in a system of service
has bcen increasingly recognized in rccent ycars but has been operationalized in only a few
states.

Casc :anagement 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 adequatc trcatment plan is developcd and implemented, reviewing client
progress, and coordinating services. Casc managcment involves aggressive outreach to the
child and family, and working with thcm and with numcrous community agencics and resources
to ensurc that all nccded services and supports are in placc. One important trend in serving
cmotionally disturbed children is to combine spccialized case management with the availability
of flexible funds to securc the specific mix of scrvices and supports necded by cach individual
child and family on a casc-by-casc basis (Update, 1986).

Advocacy can also play a critical role in the system of carc. "Casc" advocacy, or advocacy on
behalf of thc nceds of individual children, is necded as well as "class”" advocacy, or advocacy
on behalf of a group of children. Class advocacy, if successful, can have a grcater impact than
casc advocacy becausc it can produce changes that affcct more children (Knitzer, 1984).
Efforts to advocate for improved scrvices arc beginning to takc the form of coalitions of
parent, provider, professional, and voluntary advocacy organizations.  Thesc coalitions are
forming at community, statc, and national lcvels and arc beginning to provide a much nceded
voice in support of system of carc development.

The incrcascd interest in advocacy is onc of the more cncouraging signs in the children’s
mental hcalth ficld in rccent years. A key issuc affccting the degree to which cffective
systems of carc will be developed is the cxtent to which strong, persistent, and well-targeted
advocacy cfforts can be developed.

SERVICE DEVELOPMENT

The model described in this chapter can be used as a guide in planning and policy-making and
provides a framcwork for asscssing present services and planning improvements. It can be
conceptualized as a blueprint for a system of carc which cstablishes dircctions and goals.
States and communitics should revise and adapt the .iodel to conform with their necds,
cnvironments, and scrvice systems. The model also must be regarded as flexible, with room
for additions and revisions as expericnee and changing circumstances dictate.

Most important is the acknowledgment that conceptualiving a system of carc represents only a

prcliminary stcp in the scrvice system improvement process.  Development of a system of carce
model is a planning task whicli must be followed by implementation activitics. While dcesigning
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a system of carc is an cssential and challenging task, the rcal challenge for states and
communitics is to transform their system of carc plans into reality.

Using the framework that the mental health dimension of this model provides, it is apparent
that many communitics arc ablc to provide the morc traditional scrvices to cmotionally
disturbed children and iheir familics, services such as outpatient scrvices, inpaticnt scrvices,
and scrvices in residential treatment centers.  The service gaps gencrally include some of the
morc innovative scrvice  approaches such as home-bascd services, intensive day treatmen,
therapeutic foster care, crisis scrvices, casc management, and support scrvices such as respite
carc.

Because these types of services  frequently arc  lacking in  communitics, the study of
community-based scrvice approaches was initiated by the CASSP Technical Assistance Center
al Georgetown University.  The intent of the project was to develop and disseminate dctailed
information  about  specific  scrvice delivery approaches in  order (o assist  states and
communitics in their cfforts to implement similar programs.  Thus, this scrics is designed to
provide the tools for policymakers, planncrs, providers, parents, and advocales to translate
their system of carc plans into reality.

The three service components sclected for study and described in the scrics arc home-based
scrvices, crisis scrvices, and therapeutic foster carc.  Home-based scrvices are counscling,
support, and casc management scrvices provided on an outrcach basis to work intensively with
severcly cmotionally disturbed children and their familics in their homes. Many home-based
scrvicc programs arc crisis-oricnted, intervening during crisis situations in which the child is
in immincnt danger of placement in an out-of-home sctting. These programs work intensively
with familics on a rclatively short-term basis with the goal of stabilizing the child and family
and connccting them with ongoing scrvices as nceded.  Other programs have developed longer
term hom:-based interventions to work morc  cextensively with familics.  Some of these
programs arc bascd on thc assumption that familics can benefit from a long and stable
association with a professional.  Some of the major characteristics of home-based scrvices
include the following;

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

o The intervention is multifaceted 2nd includes counscling, skill training, and helping the
family to obtain and coordinate necessary services, resources, and supports.

o Stalf have small cascloads to permit them to work actively and intensively with cach
(amily.

o The programs arc committed (o cmpowering familics, instilling hope in familics, allowing
familics to sct their own goals and prioritics and assisting them (0 achicve these.

Crisis  scrvices for children and  adolescents  involve numerous types of agencics,  scrvices,
scttings, and personnel that respond to crisis situations,  The range of scrvices includes crisis
telephone lines, often specialized for particular types of problems such as suicide or substance
abuse; walk-inand  outpaticnt crisis intervention  services; mobile  crisis  outrcach  scrvices
including home-based services and emergency medical teams; and crisis residential services
including runaway shclicrs, crisis group homes, therapeutic foster homes used for short-term
crisis placements, and crisis stabilization units.  Inpaticnt hospitalization scrvices of various
types arc scen as back-up to these other types of crisis services, to be used when other
approaches arc not adequate for responding to particular situations,
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The undcrlying goals of virtually all of the crisis programs identificd in the study werc to
assist children and adolcscents and their familics to resolve crises and to avert hospitalization.
Despite diversc approaches and scttings, there arc many similaritics among crisis programs [(or
children with cmotional disturbances:

0 They intervenc immediatcly.

o They provide bricf and intcnsive treatment.

o They focus treatment on problem solving and goal sctting.

o They involve familics in trcatment.

o They link clicnts and families with othcr community services and supports.

Because crisis scrvices provide bricf, intcnsc interventions, they generally are followed by
other scrvices.  Thus, it is critical for crisis programs to maintain strong and effcctive
linkages with all othcr componcnts within the overall system of care.

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

Therapcutic foster care usually involves:

o Rccruitment of trcatment parcnts specifically to work with cmotionally disturbed children.
Trcatment parents arc seen as the primary thcrapeutic agents.

o Provision of spccialized training to the treatmcnt parents to assist them in working with
cmotionally disturbed children and c.cation of a support system among the treatment
parcnts.

o Payment of a special stipend to thc trcatment parcnts significantly higher than the ratc of
payment for regular fostcr care.

o Stalf who work closcly with cach child and trcatment family and usually assume both
clinical and casc managecment rolcs.

o Counscling, support, and other forms of assistance tv biological familics.

Therapeutic foster care programs can be flexible and can casily individualize the treatment
approach and program for each child. They can serve both sexes, children of different ages,
and childrcn with a wide varicty of problems. Some thcrapeutic foster care programs offer
morc intcnsive versions for children with the nost severe problems. These involve hiring a
human scrvice profcssional to scrve as the trcatment parent and provide ([ull-time, onc-on-one
care for a severcly disturbed child or uiiiizing rotating shifts of foster parent assistants (o
providc intcnsive, continuous carc and supcrvision in thc context of the therapeutic [foster
home.
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While each volume of the scrics describcs a particular scrvice component, the interdependence
of all system componcnts should be kept in the forcfront. No one service or program can
mcct the complex needs of cmotionally disturbed children and their familics. Thus, it may not
be wisc to devotc all available resources to devcloping one or two scrvices without considering
thc cntirc system.  Each of the services described in this series must be part of a
comprehensive, coordinated system of carc which is dedicated to mecting the multiple and
changing nceds of scvercly emotionally disturbed youngsters and their familics. Volume IV of
this scrics describes the cfforts of scveral communitics to link a variety of service components
into well coordinated systems of care.
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1I. THERAPEUTIC FOSTER CARE

DEFINITION AND TERMINOLOGY

Therapeutic  foster  care s considered  the least  restrictive option among the range of
residential services for severely emotionally disturbed children and  adolescents. Therapeutic
foster carc can be defined as a scrvice which provides treatment for troubled children within
the privatc homes of trained familics.  The approach combincs the normalizing influence of
family-bascd care  with specialived  treatment  interventions, thereby creating a  therapeutic
cnvironment in the context of a nurturant family home.

Therapcutic foster care is scen as a rclatively new form of care and trcatment that is
struggling o cstablish a clear-cut identity (Mcadoweroft, 1988; Webb, 1988).  Thc recent
proliferation of therapeutic foster carc programs with a wide varicty of charactcristics and
labels has made it difficult to rcach agrecement on a definition.  While there may not as yct
bc agrecement on a precisc definition for this approach, there is a universal cmphasis on
‘distinguishing therapeutic foster care from  traditional or rcgular fostcr care. Thc primary
function of rcgular foster carc is to provide a substitute family cnvironment for dependent
childrcn, whercas the primary function of therapeutic foster carc is to provide a treatment
cnvironment for troubled children.

Barncs (1980) noted that because of the basic similarity to traditional fostcr carc, therapeutic
fostcr carc may mistakenly be viewed as a “variation on a theme.” Howecver, the distinctions
between the two are substantial and pertain to at least four dimensions: the types of persons
recruited as parents, the payments they reccive, the preparation required for the parcnting
role, and the assistance reccived in performing the parcnting rolc (Cox & Cox, 1989). First,
regular fostcr parents gencrally are recruited and sclected based upon their willingness and
ability to provide nurturant, custodial carc.  Foster parents  for therapeutic foster care
programs (often referred to as “trcatment parents”) are sclected based upon their skills and
motivation to handic the challenges posed by severely disturbed children.  The paymcnts (0
(rcatment  parcnts  are  significantly higher than  payments to  traditional foster parents to
compensate for the cnormous skill, cffort, and difficultics involved in working with children
with cmotional problems and in acknowledgment of the professional naturc of trcatment
parcnting.

Extensive preservice and inscrvice training are provided to treatment parents,  This training,
which far cxcceds the training provided to regular foster parents, is designed to provide
trcatment  parcnts with the coping skills and intervention techniques needed te implement
trcatment programs for the children in their care.  Finally, trcatment parcnts arc provided
with extensive professional  assistance  and supervision, a marked contrast from the sporadic
visits of caseworkers o regular foster homes, A professional - stalf person is in frequent
contact with the trcatment family, providing technical advice, support, encouragement, and
crisis assistance for the treatment parents and the child.

These differences underscore  the basic premise  that therapeutic foster care is designed to
conduct therapeutic intervention programs with clearly stated treatment goals within thc home
cnvironment of the foster family, and not simply to provide substitute carc and nvrturance
(Bryant & Snodgrass, 1989; Snodgrass & Campbell, 1981).  Regardless of the similarity in
sclting, it is the “trcatment” aspect of therapeutic foster care that is its most important
distinguishing characleristic.

The fledgling association of therapeutic foster  care providers (initially called the Treatment
Foster  Care  Association |TFCA] and currently called  the  Foster  Family-based  Trcatment
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Association [FFTA]) attempted to define therapeutic foster carc and identify its broad
paramcters (TFCA Newsletter, 1988).  The scrvice was defined as "a program of fostcr family-
bascd trcatment for special nceds individuals.” The critical clements of this dcfinition were
further specificd:

o Special nceds individuals - The individuals scrved by therapeutic foster care programs arc
in nced of both out-of-home placcment and specialized trcatment related to their special
nceds and arc at risk for morc restrictive placcments.

o Trcatment - The trcatment provided in therapeutic foster carc includes scrvices and
procedures designed to producc a planncd outcomc in a person’s bchavior, attitude, or
general condition.  The provision of trcatment presumes  tha! thcre arc stated goals,
proccdures  for achicving goals, and asscssment of results; thc foster family is thc
rccognized locus of trcatment.

o Foster family-based - Therapcutic foster carc uscs legally constituted and duly approved
foster famiily homes which provide quality family carc, nurturance, and supcrvision and,
with appropriatc training and support, arc [urther cxpected to function as the principal
agents of trcatment.

This prcliminary definition was proposcd to the ficld through the ncwsletter with a request for
fcedback and was dcbated at the Sccond North Amcrican Conference on Treaiment Foster Care
held in 1988. In a subscquent newsletter, the Foster Family-bascd Treatment Assoriation
defincd therapeutic fostcr carc as "a dynamic family and community-based program for
children whosc nceds require intensive care and treatment outside their homes. It provides
comprchensive, individualized scrvices implemcnted by a team of profcssionals and traincd
foster familics. Trcatment foster carc cnables children to dive successfully in family and
communily sctiings” (Focus FFTA, 1989).

Further cvidence of the struggle to define therapeutic foster care can be scen in the array of
terms that currently arc uscd to describe this approach, such as:

Special foster care Therapeutic family carc
Specialized foster care Individualized residential trcatment
Enrichcd foster care Profcssional foster carc

Intensive foster carc Professional trcatment homes
Foster lamily-bascd trcatment Professional parcating

Treatment foster care Family trcatment homes

Treatment family carc

There has been considerable discussion, and some controversy, regarding the most appropriate
"oseneric’ term Lo describe therapeutic foster care (Hawkins, 1987; Hawkins & Luster, 1982
Webb, 1988).  Concern about terminology is closcly related to the concern about distinguishing
therapeutic foster care from regular foster carc.  Hawkins (1987) asscried that the last word
in a label tends to identify the primary concept that the label conveys. Thus, tcrms cnding
with the words “foster carc” may convey that “foster carc” is the fundamental thing donc.
However, the primary purposc of most programs is trcatment rather than foster carc per sc,
and, for this rcason, Hawkins cxpressed a preference for the term  “foster family-bascd
trcatment.”

Others concur that terminology should be used carcfully to avoid the connotation of regular
foster care. There is a particular need to distinguish therapeutic foster carc from  regular
foster carc in the minds of policymakers and legislators who must pay substantially morce for
treatment services in foster home scttings than for the largely custodial foster care scrviees
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with which they are more familiar.  While some programs do not usc the words "foster carc
in their labels, others cite powerful arguments for rctaining this terminology.  For cxample,
Snodgrass (1988) noted that failure 1o define the scrvice as foster carc might ultimatcly
jeopardizc the tax exempt status of payments Lo treatment parcnts.

The terms “therapeutic foster care” and "foster family-bascd (reatment” scem 1o be cmerging
as generally accepted generic deseriptors of this treatment approach. It sccms clcar that
regardless of their titles and the terminology used, therapeutic foster care programs sharc
their focus on cxceptional children and their cmphasis on applying planned trcatment  and
treatment technologics within the family cnvironment found in a foster home. The generic
term “therapeutic foster carc” is used throughout this document,

HISTORY

Bryant (1980a; 1981) obscrved that therapeutic foster carc is a growing trcatment resource for
intenscly disturbed and handicapped children.  The growth of therapeutic foster care reflects a
movement away from (rcating disterbed children in institutional scltings and towards providing
community-based and family-based scrvices. Bryant notcd that foster family homes have been
considered the preferred care sctting for “normal," dcpendent children sinee the turn of the
century, with institutions cvolving as specialized treatment scltings to serve disturbed and
handicappcd youngsters.  The  dcinstitutionalization movement  and rclatcd trends, however,
have creatcd a demand for community-based scrvices for troubled youngsters.  The therapeutic
foster carc model has begun to fill this scrvice vacuum by combining the family and
community-based aspects of the foster home with the structure and trcatment functions of the
institution.

Historically, familics have not been scen as appropriatc scttings for children with serious
mental hcalth nceds.  Historic biases  against trcating disturbed children in  family scttings
were cited by Mcadowcroft and Luster (1989); a 1965 study cmphatically concluded that the
idca of replicating a family situation to carc for disturbed children should not be perpe. tated
and that institutions should bc thc major focus of care (DcFrics, Jenkins, & Williams, 1965).
Over the past two decades, however, a number of forces have coalesced, and therapeutic
foster carc is increasingly perccived as an cffective resource for scrving cxceptional children.
These trends include developments in child welfare, mental rctardation, mental health, and
cducation systems, all of which favor the use of thc lcast restrictive, community-bascd,
family-oricnted service alternatives (Bryant, 1980a; 1981),

In the child welfarc system, for cxample, family foster carc was developed as a more
approprialc and humanc altcrnative to child carc institutions and shelters, Recent
philosophical and Icgal trends recognize the importance of preserving the natural family and
mandate that scrvices be provided to maintain family intcgrity wherever possible, When out-
of-home placement is unavoidable, a foster family environment is considered the best
substitutec for the natural family. The principles of normalization and community inlcgration
have gaincd promincnce in the ficld of mental retardation, Rathcr than providing carc and
trcatment in institutions, a varicty of community-bascd scrvices and scttings have been
developed for mentally handicapped individuals. Similarly, thc mental hcalth ficld has moved
away {rom institutional carc for both children and adults and has cmbraced the goal of
creating systems of community scrvices in order (o support persons in normal community life.
Efforts to improve mental hcalth scrvices to children have focused on the over-reliance on
cxcessively restrictive treatment environments and the need for comprchensive systems of care
which provide a range of less restrictive, more normalized nonrcsidential and residential
scrvices (Knitzer, 1982; Stroul & Fricdman, 1986),
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Trends in education also have supported the use of more normalized, colamunity-bascd service
approaches.  Public Law 94-142, the Education for All Handicapped Act, requires that special
cducation be provided to handicapped youngsters in  the least restrictive  environment
appropriatc to their nceds.  Additionally, court decisions have spurred the development  of
community and family-based scrvices. A 1974 case, W. Gary versus the Louisiana Dcpartment
of Hcalth and Human Rcsources, considered the rights of Louisiana children in out-of-state
placements.  The court found that children have a right to trcatment and placcments ncar to
their own homes and which imposc the least of all possible resirictions on their freedom. The
decision required the creation of a range of community-bascd alternatives for disturbed and
handicapped  youngstcrs, among them a therapeutic fosler  carc  program Thus, the
deinstitutionalization movement and related trends across scrvice systems  cated philosophical,
political, legal, and Icgislative pressure to adhere to the principle of “lcast restrictive sctting”
in making placement and trcatment decisions.

These trends have been fucled by increasing recognition of some of the problems associated
with institutional carc, particularly for children and adolescents.  While highly specialized carc
and trcatment may bc provided in institutional scttings, Bryant (1980a; 1981) cited scveral
serious problems:

o There is an inherent distrust and dislike of the large and impersonal naturc of institutions.

o Institutions arc scen as socially depriving, failing to provide adcquatc lcarning or coping
situations for children, and producing the “hospitalism* or apathy which is characteristic of
institutional paticnts.

o By virtuc of scrving groups of youngsters, institutions allow extensive  peer  influcnce,
modcling, and peer reinforcement of normally unacceptable social behavior, which may
ultimatcly decrcase the likelihood of successful functioning in normal community lifc.

o Many youngsters arc unablc to gencralize desiable behavior lcarncd in institutional settings
to more normal, but very diffcrent, community cnvironments.

These problems and others have led to increasing support for the use of family cnvironments
for placcment and treatment.  The issuc of gencralization of therapeutic progress is of critical
importancc.  Proponents of family-bascd scrvices arguc that gencralization of thcrapcutic gains
is cnhanced when trcatment occurs in a sciting that closcly approximates the sctting to which
the child must adjust permancntly. Most children in trcatment scttings cventually will return
to their natural familics, foster homes, or adoptive homes. Thus, trcatment provided in a
family cnvironment is morc likely to help them to adjust successfully in the long run than
trcatment carricd oul in morc artificial, congregalc environments (Bryant, 1980a; Bryant &
Snodgrass, 1989). Therapeutic foster carc offers advantages in this regard by combining thce
structute and treatment technologics of treatment-centered  institutions  with  the normalizing
influcnce of family and community life. The concept of adapting a foster family to create a
trcatment system which closcly approxinates truc community living has been referred to as
creating an "institution without walls” (Rubenstein, Armertrout, Levin, & Herald, 1978).

Somc programs (racc their beginnings to the realization that many youngsters farc bctter in
family scttings. Pcople Places in Staunton, Virginia, imtially was designed to provide weckend
placcments for youngsters in a statc-run residential trcatment facility. When it was observed
that many youngsters scemed to do better in the foster homes than in the residential
trcatment center, the program was extended to offer full-time placcments in treatment homes
(Bryant, 1983). The East Arkansas Regional Mcntal Health Center in Helena, Arkansas, found
that children made better progress when treated in stable, natural family scttings as compared
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with a group home, As a result, the agency converted its group residential treatment program
into a therapeutic floster care program,

Another impetus for the experimentation with  alternative approaches has been  the rapidly
cscalating costs of residential treatment  centers, group homes, psychiatric hospitals, and the
like (Baucr & Hcinke, 1976). Early therapeutic foster care programs clecarly demonstrated their
cost-cffectiveness. Bryant  (1980a; 1981) reported that several  carly programs provided
therapeutic  foster  care  to intensely  disturbed  children who  would ctherwisc  have been
institutionalized at onc-kall o twe-thirds the cost of institutional care. In view of the
limited resources available for mental health services, there is an incrcasingly urgent need to
explore cffective but less costly treatment options.  The rclative cconomy of therapeutic
foster carc as comparcd with institutional trcatment has made it an altractive addition o a
system of carc,

The cvolution of therapeutic foster care programs can be scen in two distinct phascs (Bryant
& Snodgrass, 1989; Wchb, 1988). The first programs cmcrged in the 1950s and 1960,
primarily as cxperimental or pilot cfforts. Many of these programs were short-lived, perhaps
because the “conventional wisdom” at that time did not perccive the foster home as an
appropriatc trcatment environment for disturbed chiidren (Bryant & Snodgrass, 1989). During
this early phasc of development, many programs were initiated by institutions to scrve a
transitional or afterrare  function for children who  were rcady for dischargc from the
residential facility but were not yet ready to (or could aot) rcturn to their familics. They
were considered supplements to residential treatment facilitics.

These carly therapeutic foster homes were not appreciably different from regular foster homes;
thc major difference was that they scrved a significantly more  disturbed population of
youngsters.  While foster parents were  provided with intensificd supports to managc thesc
challenging youngsters, the responsibility for treatment and therapy rested with mental health
proflcssionals, outside of thc home context.  These programs have been described as an
intensification of the traditional foster carc modcl, a diffcrence in degrec from rcgul.  foster
carc rather than a diffcrence in kind (Snodgrass & Bryant, 1984). Examples of carly » - mpts
at providing therapeutic foster carc include programs initiated in 1951 by thc Baltimorc ramily
and Children’s Socicty (Gray, 1957, Waskowitz, 1954), in 1952 by the Nlinois Children's Home
and Aid Socicty (Wildy, 1962), and in 1963 by Family and Child Services in Washington, D C.
(Finc, 1966). As noted, many programs were developed by residential trcatment centers to
fulfill a transitional aftcrcarc function, such as thec Astor Home Program in New York (Mora,
1962), the Ypsilanti Program in Michigan (Ricc and Semmclroth, 1968), and the Merrificld
Program in Massachusctts (Bryant, 1980a; 1981).

During the sccond phasc of cvolution, beginning in the latc 1960s and continuing to the
present, therapeutic foster  care  developed increasingly as  altcrnatives (0 morc  restrictive
forms of residential treatment rather than as transitional supplements,  Additionally, programs
began to develop some of the special characteristics which now dcfine therapeutic foster care.
Most important was the shift in the primary locus of trcatment to the trcatment home rather
than the therapist’s office and the accompanying shiflt in the role of the foster parents [rom
nurturant carcgivers (o primary (rcatment agents (Bryant & Snodgrass, 1989; Snodgrass &
Bryant, 1984; Wclkowitz, 1987). The qualitative changes in the later programs include an
cxplicit focus on achicving planned therapeutic changes; a profcssionalizing of the role of the
fostcr parcnts with appropriate training and payment; and a new consultive, supcrvisory, and
supportive role for staff.  The newer programs represent a significant departure from rcgular
foster carc in their clear treatment orientation.  The shift s cvident in the tendency among
programs to replace the term “foster parent” with terms such as "tcaching parent,” “trcatment
parent,” “professional parent,” “parent counsclor,” “"parcnt therapist,” and the like.  Examples
of sccond phasc programs include the Treatment Family Carc Homes Program cstablished in

17 ~

£



Wisconsin in 1968 (Baucr & Hcinke, 1976), the Alberta Parent Counsclors Program cstablished
in 1974 in Calgary and Edmunton, Canada (Larson, Allison, & Johnston, 1978), thc Parcnt-
Therapist Program initiated in Ontario, Canada in 1972 (Rubcnstcin, Armentrout, Levin, &
Herald, 1978), the Trcatment Alternatives Project developed in Boston (Bedford & Hybertson,
1975), and Pcople Placcs which was started in Virginia in 1973 (Bryant, 1980a; 1981).

Throughout the 1980s thcrapeutic foster carc programs have been proliferating throughout the
United States, Canada, and Zurope, and most of these programs arc conccived of as full-scale
alternatives to morc restrictive forms of residential trcatment.  To providc a cross-cultural
perspective, Hazel (1982) reported that while some countrics still belicve in trcating youth in
large institutions, othcr nations, such as Sweden, trust lay people working in thcir own homcs
to undertake cven the most difficult tasks and have reduced the number of children in
residential treatment facilitics to a very small number.  The approach is scen as providing
promisc for the futurc duc to its uniquc potential to cffectively trcat severcly disturbed
youngsters in minimally restrictive scttings which offcr the advantages of normal family life.
Bryant and Snodgrass (1989) predict that therapeutic foster care as a program type will
conlinue to grow in thc ycars ahcad as the preferred placcment alternative for many disturbed
children and youth.

PHILOSOPHY AND GOALS

Therapeutic foster care programs arc bascd upon the fundamental belicf in the value and
importance of family-based carc. The belicl that a family sctting rcpresents the best possible
trcatment cnvironment is thc major philosophical undcrpinning of the approach.  This
philosophy rests upon scveral key assumptions (Bryant, 1980a; 1981).  First, most children
cventually will cnter or return to some type of family situation.  Social lcarning thcory
suggests that the trcatment of psychological disturbances should take placc in a sctting which
most closcly approximates that to which the individual must adjust pcrmancntly. Trcatment
within the context of a family sctting will hclp children to adjust successfully to a family
sclting in the futurc. Sincc changes made during residential trcatment often do not generalize
to the child’s home situation, the therapcutic foster carc approach maximizes the likclihood of
gencralization of therapeutic gains (Webb, 1988). Further, a hcalthy family sctting is secn as
a potential training ground for basic parcnting and rclationship skills. The trcatment family
offers highly functioning role models of acccptable bechavior which may help to counter the
family pathology and disorganization expericnced by some youngsters (Hawkins & Lustcr, 1982).

Implicit in this belicf in family-based carc is the beliel that the first and greatest investment
should be made in the carc and trcatment of children and familics in their own homcs. Most
programs spccify that the decision to utilize out-of-home carc should be made only after great
consideration (Stroul, 1988).  Howcver, therapeutic foster carc  programs subscribe to the
notion that when scparation from the natural family is unavoidable, the trcatment sctting that
is most likcly to promote the child’s adaptive adjustment is anothcr family (Bryant, 1980a;
1981; 1983). While scparation from thc natural family may have dclcterious effects, some of
thesc may bc mitigated by placing the child in a loving, stimulating, personalized cnvironment
(Webb, 1988).  Given socicty’s belicl that family lifc is thc best cnvironment for a child,
thcrapeutic foster carc programs asscrt that emotionally disturbed children  should not be
denied the experience of family and community life by virtuc of their specialized trcatment
nceds.

Along with the philosophy of family-bascd care, therapeutic foster carc programs subscribe to
the principle of providing trcatment in the least restrictive, most normalized cnvironment.
Therapeutic foster care provides the closest possible approximation of a normal cnvironment
that can be achieved in an out-of-hemc placement.  Children live in families, can attend
community schools, and can be involved in  community aclivitics and utilizc community
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resources.  Additionally, the home scttings arc  minimally restrictive, placing the  fewest
possible limits on the child’s activitics, social contacts, and physical environment and placing
the most normal daily responsibilitics and expectations on the child (Hawkins, 1989).

The tendency to confusc the concepts of restrictivencss and treatment intensity is receiving
considcrablc attention (Burge, Fabry, & James, 1987; Fricdman, 1989; Hawkins, Almcida,
Mcadowcroft, Fabry, & Lustcr, 1988; Hawkins & Lustcr, 1982). Whilc trcatment intensity and
restrictivencss may go together, this is not nccessarily the casc.  Children may spend more
ctual hours in a hospital or residential trcatment center than in other treatment scttings, but
catment intensity depends upon how much of this time is used for active trcatment
. “ivitics,  As noted by Burge, Fabry, and Jamcs (1987), bricks, mortar, and fences do not
u ‘inc the sctting where intensive trcatment can take place; highly intensive and individualized
trcatment programs can be provided in minimally restrictive family-based settings.  Hawkins
and Luster (1982) definc treatment intensity as dcpending upon such factors as thc amount of
time spent engaged in activitics intended to produce change; the degree of individualization of
the asscssment and treatment plan; and the amount of stimulus support provided to produce
appropriatc bchavior.  They definc restrictivencss as the degrec to which available activitics
deviatc from the norm for persons of comparable age and development; the dcgrec to which
rules limit involvement in normal activitics; the similarity of the types and frequency of social
ceatacts to the norm; and the similarity of thc physical cnvironment t- that encountercd by
others.  Bascd on thesc definitions, it is apparent that therapeutic foster care offers the lcast
restrictive, most normalized of the residential treatment altcrnatives.  This does not mcan,
however, that this form of carc is Icss treatment intensive or less capablc of scrving children
with severe problems.  On the contrary, programs indicate that they provide highly intensive
and individualized trcatment to severely disturbed children in minimally restrictive
cnvironments,

The specific treatment  philosophics cspoused by therapeutic foster care programs represents
onc of thc major differcnces amor.g them.  Webb (1988) observed the diversity in trcatment
philosophy, noting that most programs arc at least partially behaviorally oriented, though some
cmphasize a psychodynamic approach and others build their thcrapy around a family systcms
orientation. Wclkowitz (1987) identificd three major clements of the trcatment philosophy of
therapeutic foster carc programs, each emphasized to different degrees by individual programs:

o Bchavioral/Lcarning-Bascd Approachcs - Many programs take a lcarning-bascd approach (o
clicnt trcatment (Bryant & Snodgrass, 1989). This approach has its roots in documented
success in training biological parents to be effective therapeutic agents as well as in the
success of the Teaching Family Model of group home trcatment, Using a bcehavioral
approach, it has bcen demonstrated that parents can be trained to be effective change
agents and can successfully treat their child’s behavioral problems in the homc (Hawkins,
Pcterson, Schweid, & Bijou, 1966; Penn, 1978).  Similarly, thc Tcaching Family Model
involves training "teaching parcnts’ to be the primary treatment agents who implement
treatment procedures for small groups of youngsters in  home-like scttings within the
community. The Teaching Family Model, first implemented in 1967 at Achicvement Place in
Kansas, has provided a wealth of cxperience regarding how carcfully planned mcthods of
behavioral intervention can  be  applied successfully by marric? couples trained as
therapcutic agents, within the context of community-based, home-like scttings (Joncs,
Weinrott, & Howard, 1981; Kirigin, Braukmann, Atwater, & Wolf, 1982).

It followed that if parcnts could serve as cffective treatment agents using lcarning-bascd
mcthods, and if group home parents could improve the behavior of several troubled
adolcscents in their care, then foster parcnts could also be trained to conduct trcatment
effcctively for onc or two children in their homes (Hawkins, Meadowcroft, Trout, & Lustcr,
1985).  Thus, the philosophy, language, and methods of behavioral and lcarning-bascd
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treatment  approaches  have  been incorper (s :xiensively into  therapeutic foster  care
programs.  Bryant and Snodgrass (1989) stated wit the behavioral treatment technology s
particularly well suited for therapeutic foster care as it is "so lcgeal, straightforward, and
compatible with good, typical parenting practices that it can be reasonably taught to and
implemented by foster parents with hope of pencflicial results”  In addition, the approach
offers concrele  programs aimed at specific behaviors, is casily communicated, and its
cffectivencss can be assessed casily (Penn, 1978).  While programs generally do not rely
exclusively on behavioral or learning-based mcthods, many have found this approach to be
particularly ~ well-suited o therapeutic  foster  carc.  Treatment  parents lcarn to ‘re-
cducate” children on a daily basis, using tcaching as a method to reduce and  prevent
problem behavior (Mcadowcroft & Grealish, 1989).

o Supportive Family Sctting - The sccond clement of the treatment approach for therapeutic
fostcr carc programs involves ke (reatment cnvironment itscll.  The family sctting, in the
laiger context of the community, is scen as a vital part of the intervention,  The child
rcaps the bencfits of stable, nuriurant carc and closc rclationships with hcalthy parcnt
figurcs.  Children are further exposed to and participate in all of the activitics of daily
family and community living. The healthy family milicu is considcred a critical ingredicnt
in the therapeutic process (Welkowitz, 1987).

o Family Systems Approach - The third clement of the treatment philosophy of many
therapeutic foster care  programs  derives from family systems theory.  The underlying
assumption is that somc disturbed children arc part of a larger system, the family, which
may bc troubled. These programs attempt to intervenc and achicve changes in the child’s
natural family, particularly in cascs where reunification with the natural family is the
desired outcome.  Thus, in addition to providing a therapeutic cnvironment for the child,
cfforts arc focused on the child’s family and community systcms.

Despite  ditferences in treatment  philosophy and approach among programs, most therapeutic
foster carc programs strive to achicve two wiajor goals:

o To provide a family-based treatment altcrnative to institutions and to minimizc the nced
for morc restrictive residential placements.

o To facilitate the child’s positive cmotional and behavioral adjustment and to strengthen the
child’s ability to function cffectively in the community.

The first goal, sharcd by the majority of therapeutic foster carc programs, is lo provide a less
restrictive, family-based trcatment alternative.  Minimizing thc nced for institutional carc by

providing a family altcrnative was identificd as a major purposc by morc than two-thirds of
the therapeutic foster carc programs responding Lo a survey (Snodgrass & Bryant, 1989).

A sccond and complcmentary goal of therapeutic foster carc programs focuscs on improving
the child's adjustment in all spheres -- emotionally, behaviorally, socially, and cducationally.
This goal involves using therapeutic interventions  to change thc maladaptive bchaviors of
troubled children and to help them to develop more adaptive behaviors. Programs may
approach this challcnge diffcrently  depending  upon their trcatment  philosophics, but  all
programs scck to achicve and documcent therapeutic gains as a result of their intervention.
The desired outcome of improving the child’s functioning is to cnable him or her to move to
the lcast restrictive cnvironment possible for long-term  carc. Although long-term placement
decisions are made on an individual case basis, most programs strive to rclurn children to
their natural familics where feasible or to prepare children for adoption, long-term fostcr
care, or, in some cascs, independent living,
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An additional goal is subscribed (0 by fewer programs, approximatcly 22 percent of the
programs rcsponding to the Snodgrass and Bryant (1989) survcy. This goal involves hclping
children to rcadjust 1o family and community living upon discharge from residential treatment
facilitics.  This transitional function, common to many of the carly therapeutic foster care
programs, rcmains an activc purposc for some therapeutic foster care programs operating
today.  For cxample, thc Professional Parent Homes opcratcd by thc Northcastern Family
Institutc (NFI) in Burlington, Vermont, arc uscd as longer-term  therapeutic placements  after
youngsters have completed the NFi residential program.

A final goal of some therapeutic foster care programs is to provide long-term placements for
troubled children who have little likelihood of returning home.  Programs, such as Pcople
Placcs, allow youngsters to remain in treatment homes on a long-term basis il it is not
fcasible for them to rcturn home. In some situations, moving thc child to another
cnvironment would create a risk of failurc, and therc is justification for maintaining the child
in the trcatment home over time.  Once the pathology has becn improved, the focus of the
trcatment parcnts shifts to goal sciting, achicving stability, and tcaching the skills nceded for
independent  living.  Thus, therapcutic foster carc scrvices can be used for timc-limited
trcalment as an alternative to more restiictive  residential care, as a transition back to thc
community following discharge from residential trcatment, and as a long-term placcment option
for disturbed children who cannot return home. :

CHARACTERISTICS

Therapeutic  foster  care  programs  can  be developed  and  administered by a varicty of
organizations and agcncics, most commonly privatc, nonprofit human service agencies, public
departments of social scrvices, and public dcpartments of mental health. The majority of
programs included in the rccent survey conducted by Snodgrass and Bryant (1989) werc
opcrated by voluntary, nonprofit agencics (75 percent); only 25 percent of the respondent
programs were characterized as public agencics. Similarly, this currcnt survey found that over
80 pereent of the responding programs wcrc private, nonprofit agencics; 16 percent  were
public agencics, and onc program was opcrated by a private, for-profit organization (.03
pereent).

The dominance of private agencics in providing thcrapeutic foster carc has been attributed to
a numbcr of formidablc obstacles faced by public scctor agencics in altcmpting to devclop and
opcratc such programs. For cxamplc, public agencics may have difficulty achicving the small
cascloads nceded to cnsurc effective and intensive supervision and support for trcatment
parents (Saodgrass & Bryant, 1989). Particularly in social scrvice agencies, workloads have
increased cxponcntially in attempting to cope with rising dcmands for investigations, protective
scrviccs, and family-based scrvices related to child abuse and neglect. These agencies, oftcn
understaffed to begin with, may not be ablc to allocate sufficient stafl time to a therapcutic
fostcr carc program. When public agencics do attempt to creatc a thcrapeutic foster care
unit, turl problems may result between rcgular foster carc and therapeutic foster care stafl as
a result of competition for scarce foster homes or rescntment of the significantly smaller
cascloads assigned to the therapeutic foster carc staff (Bryant, Simuions, & McKec, 1987).
Because of these and other burcaucratic obstacles, public agencics often clect to contract with
private providers for therapeutic foster carc services.  There arc examples of successful
therapeutic foster carc programs under public agency auspices, such as the Allcgheny County
(Pennsylvania) Specialized Foster Homc Program (Carros, & Krikston, 1989) and programs
throughout Missouri (Bryant, Simmons, & McKcee, 1987). Snodgrass & Bryant (1989) predict an
cxpansion of public scctor programming in the futurc, contingent upon the ability of public
agencics to limit caseloads.
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Until recently, the majority of thcrapeutic foster carc programs were operated by social
service agencies.  There is evidence that mental hcalth systems increasingly are becoming
involved in therapeutic foster care.  Public  departments of mental health and community
mental health centers are launching therapeutic foster carc  programs, often in collaboration
with social scrvice agencics.  For cxample, the Allcgheny County Specialized Foster Home
Program is jointly funded by the child and youth scrvices agency and the mental health/mental
retardation agency.  Additionally, some programs arc developed and operated by residential
treatment centers or state psychiatric hospitals and some arc university-affiliated.

Despite differences in organizational context, therapeutic foster carc programs sharc a number
of distinctive features.  The major characteristics of therapeutic foster carc  have been
described by Mecadowceroft (1988), Mcadowcroft and Luster (1989), Bryant (1980a; 1981), Wchb
(1988), and others.  Bascd upon the literature and observations from the ficld, it appears that
most therapeutic foster care programs have the following vommon featurcs.

1. Therapeutic foster carc provides a nurturant, family cnvironment for one or two children
with special needs.

Therapeutic foster care is provided in the privatc homes of substitutc families. The placcment
of ¢ ° onc troubled child per trcatment home is considered idcal, and most programs attcmpt
to adure to this guideline. The placement of only onc child in a trcatment home cnables the
trcatment parcnts to provide the highly intensive and individualized carc nceded to work with
youngsters who arc scvercly disturbed.  Additionally, limiting the number of children in a
single trcatment home  curtails  the potcntial negative influcnces  of other troubled peers
iMcadowcroft & Luster, 1989). Under some circumstances, two youngsters might be placed in
a trcatment home. This may occur with sibling groups, when onc youngsicr in placcment
demonstrates consistent  progress and  stability and the trcatment parcnts appear capable of
working with an additional child, or when it may be therapeutically advantagcous for the child
to be placed with another child of particular characteristics.

In rarc situations, therapcutic foster carc programs placc morc than two youngsters in a
trcatment home. The Therapeutic Foster Homes Program operated by Kalcidoscope in Chicago
has one trcatment home with four children. Both trcatment parcnts consider this their full-
time employment, and a full-time child carc worker was hired to assist thc trcatment parents
and provide relicf. This is the cxception, however, and most programs limit their treatment
homes to onc, or occasionally two, youngsters in order to preserve the individualized attention
of family living,

2. Therapeutic foster care programs rcgard trcatment parents as profcssional staff who arc
the primary agents of treatment for the child.

Therapeutic foster  carc  programs "professionalize” the role of trcatment narents, considering
them and trcating them as professional staff.  The profcssional status of trcatment parcnls is
a critical component of therapeutic foster carc and is refleccted in cvery aspect of the
program’s relationship with its trcatment parcnls (Bauer & Hcinke, 1976; Bryant, 1980a, 1981;
Meadowcroft & Luster, 1989; Wcbb, 1988). Parents arc recruited and sclected based upon their
<kills and motivation to scrve children with severc problems and arc provided with specialized
training to prepare them for their role. They assumc primary responsibility for dircctly
implecmenting trcatment plans and procedurcs for the child in addition to providing basic carc
and a therapeutic milicu. They arc scen as co-profcssionals on the trcatment tcam, and as
such arc active participants in the process of sclecting children for their home, preplacement
planning, dcsigning treatment plans and goals, and asscssing progress.
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The payment of trcatment parents also reflects their status as profcssional staff. Treatment
parcnts arc rcimbursed at a vate significantly highcr than that of rcgular fostcr parcnts in
rccognition of the high levels of skills and commitment demanded by thc job. Many programs
offcr trcatment parents  salarics and  bencfits  consistert  with  other agency  cmployecs,
Treatment parents are expected to demonstrate competence in their work: their performance is
cvaluated rcgularly; and they generally arc provided with ongoing training opportunitics to
cnhance their skills.  In addition, they are accorded respect by the program staff, arc trcated
as collcagucs, and arc accepted and valued as having legitimate ideas and abilitics.

3. Program staff provide trequent consultation, supervision, and support to trcatment parcnts,

The rolc of program stafl in therapeutic foster care differs significantly from many othcr
mental health programs.  Rather than providing dircet treatment services per se, thc primary
role of stafl can best be charucterized as a consultant or supervisor to the treatment parents.
Stafl supcrvisc, adwvisc, support, train, and monitor trcatment parcnts, assisting them to carry
out their role as trcatment agents.  Stall arc in frequent contact with trcatment  parents,
usually visiting trcatment homes weckly or biweekly.  Visits may bc cven more frequent during
the initial phases of a placcment or during crises, and tclcphonc consultation may occur as
often as daily, if needed. The tclcphone contacts and home mectings are uscd for various
purposcs including rcvicwing cvents, conducting in-home training of trcatment parents,
designing ncw trcatment  stratcgics, providing support and encouragcment, and mccting  with
the child if nccessary (Meadowceroft & Luster, 1989). Mecadowcroft (1988) cmphasized that the
main rcsponsibility of staff is to support trcatment parcnts so that thcy can providc high
quality carc and to cnsurc that treatment parents do not become overly stressed.

4. Program stall havc low cascloads to permit them to work actively and intensively with
cach trcatment family, child, and natural family.

The rolc and responsibilitics of program  staff rcquirc cxtensive involvement with each
trcatment family. In addition to supervising and supporting the dircct therapeutic cfforts of
the treatment parcnts, stafl often arc responsible for working with the child’s natural family,
working with the child when necessary, and coordinating all community rcsources and scrvices
necded by the child. In somc programs, staff also arc responsible for providing follow-up
scrvices to the child following discharge from the trcatment home. These activitics arc time
consuming, and stafl of therapeutic foster carc programs have cascloads which arc sulficiently
low to allow for this activc and intensive involvement. In their survey, Snodgrass and Bryant
(1989) found that thc average maximum cascload among all rcspondent programs was 15.
Howcver, for the 10 programs scrving morc severely disturbed clicnts, the average cascload
maximum was 12.5. Mcadowcroft and Luster (1989) reported that most stalf of thcrapeutic
foster carc programs carry cascloads of no morc than 12 to 15 children; the most typical
cascload is approximatcly 10, although somc programs have cascloads as low as § to 7.

3. Therapeutic foster carc provides treatment scrvices in the context of the treatment home.

The primary function of therapeutic foster carc is to providc trcatment. As notcd, it is this
fcaturc which distinguishcs therapeutic foster care from rcgular fostcr carc. As opposcd to
simply assuring nurturing carc, therapeutic foster carc programs arc oricnted toward producing
adaptive dcvclopmental changes in children (Bryant, 1980a; 1981). Trcatment mcthods vary
widely across programs duc to diffcrences in treatment philosophy.  However, Bryant (1980a;
1981) obscrved that regardiess of diffeiences in orientation, the trcatment in most therapeutic
foster carc programs is highly goal-dirccted.

In addition to variations across programs, trcatment scrvices often vary within programs bascd
upon the individual nceds of cach child (Mcadoweroft, 1988). By dcfinition, trcatment parcnts
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arc considered to be the main trcatment agents for the child, with primary responsibility for
implcmenting those treatment  activitics and interventions which are cxpected to have a
positive cffcct on the child's adjustment.  Many programs cmploy trcatment technologics based
upon bchavior analysis and tcaching of appropriatc behaviors, a technology which is casily
lcarncd and implemented by trcatment parents in a home setting (Mcadoweroft & Luster, 1989).
The trcatment approach of most programs involves an initial assessment of the child’s necds,
the development of a goal-oricnted trcatment plan, daily tracking of progress on  trcatment
goals, and periodic review and revision of the treatment plan depending upon progress.

The trcatment provided by therapeutic foster carc programs also may involve counscling by a
profcssional therapist.  As recognized by Mcadoweroft and Luster (1989), the trcatment parents
may not bc able to meet all of the child’s trcatment nceds. Accordingly, somc children may
reccive  additional clinical scrvices from an “outside” thcrapist who may or may not be
cmployed by the agency providing the therapeutic foster carc  scrvices. Mcadowcroft and
Luster warn, however, that thc danger in using profcssional counsclors involves potential
undermining or usurping the role of the trcatment parcnts as the main trealment agents.  As
a resull, the goal for profcssional counscling often is to assess the child's situation and
prescribe  additional training or consultation for trcatment parcnts or stall.  Professional
counsclors may scrve as clinical consultants to the trcatment tcam in addition to providing
dircct trcatment services to sclected children.

6. Therapeutic foster carc programs provide 24-hour crisis intervention scrvices (o trcatment
familics and children.

By virtuc of scrving a population of scvercly disturbed youngsters, crisis situations  arc
incvitable.  Criscs occur in thc home, school, and community and includc incidents of
aggression, preperly damage, running away, antisocial behavior, suicidal bchavior, drug abusc,
and others. (Mcadowceroft & Luster, 1989). An csscntial featurc of therapeutic foster carc
programs is thc capacity to respond (o crisis situations on a 24-hour-a-day, 7-day-a-weck
basis.  Most programs have an on-call system of somc type, often with stall rotating
responsibility for crisis response.  Program stafl, and in some cascs a crisis intcrvention tcam,
arc available for tclephonc consultation and, when nccessary, to go to thc home, school, or
wherever  the crisis is occurring to assess the situation and take any nccessary sleps to
intcrvenc.  The availability of program staff to respond to crises is onc of the most important
supports provided to trcatment parcnts who arc working with severcly disturbed youngsters in
their homes.

Most programs arc cquipped with back-up placement options for usc in crisis siluations in
which it is nccessary to remove the hild from the treatment home.  Intervention cfforts
generally arc dirccted at preventing removal of the child from the treatment home, but somc
cvents may require removal for a cooling off period, for investigation of an cvent (such as an
alleged incident of abusc against anothcr child in the home), or for stabilization.  Back-up
placcment options include other treatment homes, special treatment homes that arc designed
and staffed for children in crisis, crisis or diagnostic units operated by the program for short-
term asscssment and crisis intervention, or local psychiatric facilitics (Mcadowcroft & Luster,
1989; Mcadowcroft, 1988). In most cascs, the goal is to return the child to the treatment
home following resolution of the crisis.

7. Therapeutic foster carc programs carcfully sclect treatment parents and provide them with
cxtensive training,

Treatment parents are carclully sclected by therapeutic foster care programs bascd upon  their
skills, personal qualitics, and motivation to work with severcly disturbed children.  The

sclection  process normally involves as scries of applications, interviews, and home visits
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coupled with obscrvation and performance asscssment  during  the  preservice training
experiecnce.  The sclection process is designed to identify candidates who can function best as
professional members of a treatment tcam (Webb, 1988),

Extensive lraining is provided to trcatment parents in order to prepare them to fulfill their
role as primary treatment agents (Bryant, 1980a, 1981; Mcadowcroft & Lustcr, 1989). Bcyond
the natural parcnting abilitics sought in treatment parcnts, special skills arc nceded to provide
cffective trcatment for scverely troubled children.  In order to prepare trcatment parcnts,
programs providc intcnsive prescrvice training, often combining didactic mcthods  with
cxpericntial approaches to ensurc that treatment parcnts master the requisite skills.

In addition to prescrvice (raining, programs provide ongoing inscrvice training. Most inscrvice
training is in thc form of practical, individualized, on-thc-job training.  Much of the
supervision provided by staff is actually training, hclping the trcatment parcnts to devclop and
refinc the specific skills nceded to work with the child in their home at the time. Programs
also provide morc formalized inscrvice training opportunities for groups of trcatment parcnts
as well as opportunitics to participalc in confcrences and other related training cvents.

8. Therapcutic foster carc programs provide a variety of forms of support o treatment
parcnts.

Beyond training, a range of supports arc provided to treatment parents in order to help them
to fulfill their role and to avoid "burn-oul." Onc of thc most important supports is periodic
respite carc.  Programs provide respile carc in a varicly of ways. Respitc workers may be
hircd and traincd to provide respitc within the trcatment homes. Alternatively, treatment
parcits may be rccruited and traincd to provide respitc within their own homes.  This
approach may be particularly '~cii suited to trcatment parents who desire a break from full-
time placcments.  Often, active trcatment parents provide respite for cach other bascd upon
rcciprocal arrangemcents (Mcadowecroft, 1988).

In addition to respite, supports to trcatment parcnts may include family counscling, 24-hour
crisis intervention scrvices, bonuscs, opportunities for advancement within the agency, social
events, and various types of rccognition. (Mcadowcroft & Luster, 1989).  Furthcr, many
programs cncourage thc development of support nctworks among trcatment parcnts which
providc thc opportunity to share successcs and problems, to cxchange idcas and tcchniques,
and to providec mutual support and cncouragement (Mcadowcroft, 1988).  This often is
accomplished informally through monthly inscrvice training mcetings and other cvents which
allow treatment parcnts to form informal nctworks and rclationships.  Somc programs build
networks into their design, organizing “clusters' of five or six trcatment familics (Gedcon,
1986; Larson, Allison, & Johnston, 1978; Rubenstcin, Armcntrout, Levin, & Hecrald, 1978). The
trcatment familics within a cluster function as cxtended family, sharing responsibility for all

the children within the cluster and providing respite and a range of other supports for cach
othcr.

9. Therapeutic foster carc programs involve natural parents in (k. child’s treatment to the
extent possible and appropriate.

The cmphasis on the involvement of the natural parents varics widcly across programs. Many
programs attempl to kcep natural parents actively involved in the childs placcment and
treatment.  Involvement of the natural parcnts takes many forms, including rcgular visits
between the child and natural parents in accordance with the trcatment plan; participation
with the trcatment team in the development of the child’s treatment and discharge plans and
in the periodic assessment of progress; provision of direct services to assist natural parcnts in

25 ~ -
Q)



resolving any personal problems or issucs; and assistance to preparc natural parcnts for the
child's cventual rcturn home and to assumc the rolc of change agent for the child (Bryant,
1980a; 1981).

In most programs, the staff mcmber assigned to the child also is responsible for working with
the natural family. Both counscling and “cascwork® scrviccs may be provided to assisi familics
to obtain thosc rcsources and scrvices nceded to function more cffectively.  Some programs
arrangc support groups for natural familics whereby families can assist cach other to deal with
the painful cffects of scparation and with the anxictics and challenges of coping with an
cmotionally disturbed child,  Further, somc programs encourage the development of a
supportive rclationship bctween treatment  parcnts and  natural parcnts  wherehy  treatment
parcnts can provide consultation to natural parents and bccome an ongoing source of support
in managing the child and promoting his or her hcalthy development.  In cascs where there is
little likclihood of the child rcturning homc or where parcntal rights have been terminated,
some programs rcgard the involvement of natural familics as inappropriate or not feasible.
Others, however, strive to involve natural parcnts regardless of the long-tcrm placement goal.
Their rationalc is that the primary goal should be to cnhance the rclationship between parents
and child and that parental involvement is important to the child’s progress.  Programs report
that finding effcctive ways of involving and working with natural familics is onc of the most
challenging aspects of therapeutic foster care, rcquiring  skill, crcativity, commitment, and
persistence. '

10. ‘Therapeutic foster care programs maintain active linkages with a varicty of community
agencics, particularly with school systems.

Therapeutic foster care programs arc, to a grcat cxtent, dependent upon the quality of the
relationships they develop and maintain with a widc varicty of community agencies and
resources.  All nccded adjunct services are, theorctically, available within an institutional
setting. In a community trcatment sclting, howcver, program staff are responsible for
acccssing and coordinating all of thc scrvices and rcsources nceded by the child, treatment
family, and natural family. Thc rangc of scrviccs that may be necded include special
educational scrvices, vocational serviccs, mental hcalth scrvices, health care  services,
substancc abusc services, sexual abuse services, job f.aining scrvices, recrcational scrvices, and
morc. Program staff must havc good working rclationships with personncl in all of these

arcas in order to obtain and cffcctively coordinate scrvice delivery (Meadowceroft & Luster,
1989).

Of critical imvortance is the quality of the program’s rclationships with local school systems.
Mecadoweroft and Luster (1989) emphasized that most childrer in therapeutic foster care have
special educational nceds and that therapeutic foster care can fail if a child fails within his
or her school placcment.  Strong, cffcctive cducational liaison scrvices are an esscntial aspect
of therapcutic foster cars to ensure that the child is in an appropriatc educational placement
and to advocatc for the child within the school systcm as well as to assist school personncl in
handling bchavior managemcnt and academic problems.  Therapeutic foster care programs
gencrally spend a great dcal of time and cffort working with school personnel.

MAJOR VARIABLES - TREATMENT INTENSITY AND TREATMENT APPROACH

Therapeutic foster care programs may differ with respect to such features as organizational
auspiccs, program size, population scrved, cxtent of involvement of natural parents in the
trcatment process, and the like.  Onc significant variablc conccrns the uscs of therapeutic
fostcr carc. As notcd, somc programs dcfinc themsclves primarily as altcrnatives to more
restrictive  trcatment  cnvironments, while  others are uscd for transitional or aftcrcarc
supplcments to residential treatment.  Additionally, some programs consider it appropriate to
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usc trcatment homes as long-term placement options for youngsters who cannot return home.
Long-term foster carc within a trcatment home or adoption are allowed and cven encouraged
under appropriate circumstances.  Other programs regard heir role morc stringently as timc-
limited treatment and arce reluctant to use their highly specialized trcatment homes for long-
tcrm carc.

Another iriation in the use of therapeutic foster care involves programs spccifically dcsigned
lo provide crisis intervention scrvices in the context of trcatment homes. In thesc programs,
treatment parents arc sclected and trained to provide short-term cmergency placements and to
assist_ youngsters and their families in crisis situations, The Little Brothers Emcrgency Shelter
Network in Portland, Mainc, is an cxample of a program in which trcatment parcnts provide
constant supervision and crisis intervention for youngsters for an average of two wecks.
Outrcach counsclors work with children, their natural familics, and the trcatment parcnts to
asscss nceds, provide crisis counscling, develop a short- and long-term service plan, acccss
approprialc community rcsourccs, and provide ongoing counscling following discharge from the
cmergency therapeutic foster home.  The Counscling Scrvice of Addison County in Middicbury,
Vermont, offers a similar scrvice using therapeutic foster carc cnvironments for short-tcrm,
crisis inlcrvention purposcs. A spinoff of PRYDE, thc PRESS program (Presslcy Ridge
Emcrgency  Shelter  Scrviee), also provides  short-term  crisis  scrvices  in therapeutic  foster
homes.  (Scc Goldman, 1988 for more information on cmergency therapeutic foster carc and
othcer types of crisis scrvices).

Beyond these differences in uses, the major variables among thcrapcutic foster carc programs
appear to center around two dimensions which can be described as trcatment intcnsity and
trcatment approach.  In an attempt to charactcrize the variable of treatment intensity, Stroul
and Fricdman (1986) identificd two broad categorics of thcrapcutic foster carc programs. 'The
first catcgory includes thosc programs which provide trcatment parents with modest incrcases
over rcgular foster carc payments and offcr somc general training and frcquent supcrvision.
Thesc  programs rcly primarily on thc family cnvironment as the primary thcrapcutic
intervention, but children arc likely to reccive additional treatment scrvices from mecntal
health profcssionals.  The sccond category includes programs which rcgard trcatment parents
morc as cmployces and provide them with a morc substantial salary. Trcatment parents are
rcquircd to complete a morc technical training expericnce and arc responsible for implementing
a well-defined trcatment plan for the child within their homc. Clcarly, the sccond catcgory
of programs can be described as more "treatment-intensive” or more "treatment-oriented.”

Hawkins (1987) also attempted to capturc and describe this variable among thcrapcutic foster
care programs. Hc identificd a continuum of therapeutic foster carc program types or lcvels
beyond regular foster carc which cssentially represents variations in treatment intcnsity.  He
identified 10 variables which can be used to define the "level” (i.c., trcatment intensity) of a
therapeutic foster care program, including:

o Parcnt qualifications

o Parcnl training by agency

Support and supcrvision of parcnts bv agency

0 Intensity and generality of interventions dircctly with youth
Intensity and gencrality of indircet interventions

Casc managcer/stafl qualifications

Staff training by agency

Support and supcrvision by staff

Profcssional compctencics of other staff

Program accountability for process and outcome

e
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According to this schema, the more rigorous and systematic a program is regarding cach of
thesc  variables, the more trcatment-intensive  or treatment-oricnted it can be  considered.
Thus, the more trcatment-intensive programs would be  cxpected o have more  stringent
qualifications for trcatment parenls, more cxtensive parent training programs, higher levels of
staff supcrvision for treatment parents, and so forth. Of particular importance is the defining
variablc conccrning the intensity of the interventions with the youth,  This variable refers to
thc provision and documentation of intensive treatment procedures which arc part of an
individualized trcatment plan. It implics the systematic use of some type of “trcatment
technology,” regardless of the specific nature of that treatment technology.

Hawkins (1987) attempted to assign names to different "levels” of therapeutic foster carc along
this continuum and identificd three levels of therapeutic foster care  listed in order of
increasing (rcatment intensity:  special foster care, treatment foster care, and foster family-
bascd trcatment.  Although the concept of a continuum of therapeutic foster carc programs
which vary along thc dimension of trcatment intensity is a uscful onc, carc must be taken in
applying these terms to differentiatc among program types.  While there may be differcnt
connotations associaled with somc of thesc terms, there is little consistency in their usc by
the various programs and individuals in the ficld. In many instances, thc tcrms arc uscd
intcrchangeably regardless of the diterences in program characteristics.  Further, it would be
cxceedingly difficult at this stage of development of therapeutic foster care to define either
qualitativcly or quantitatively just "how much" of cach of these dcfining variables would
qualify a program for cach labcl.

Morc rccently, Hawkins (1989) described the dimension of trcatment intensity as being
compriscd of thc two sub-dimensions of potency and brecadth.  The "potency’ of trcatment
rcfers to the power of an intervention to produce change in the specific behaviors targeted,
as rcflected by the speed and magnitude of such change. The "breadth” of treatment refers to
thc number of diffcrent situations in which the behavior is monitorcd and changed, the
number of rclatcd behaviors that arc changed, and the number of different persons in the
child’s environment whose behavior is changed.  He noted that therapcutic foster care
programs vary in both potency and breadth, affecting the morc gencral dimension of treatment
intcnsity. At this timc, it is important to rccognizc that therapeutic foster carc programs do
vary along thc dimcnsion of trcatment intensity, with some programs providing higher levels of
aclive, systematic trcatment interventions within the context  of the trcatment home than
othcers.

In order to achicve cven higher levels of trcatment intensity within the context of a
therapeutic foster home, somc programs have developed special intensive versions to serve the
most scverely disturbed and difficult  youngsters.  For cxample, the West Virginia Youth
Advocate Program offers the Special Residential Advocate  Program  which is  designed to
provide intcnsive bchavioral stabilization scrvices to  particularly difficult youth with scrious
cmotional probicms. The Special Kesidential Advocate (SRA) is a full-time, salaricd staff
mcmber of the agency who is responsible for the youth on a 24-hour-a-day basis within the
trcatment foster home.  SRAs arc required to have appropriate cducational backgrounds and
considcrable cxperience in - working  with special nceds  youngsters; they are provided with
cxtensive additional training.  The Mentor Program, bascd in Boston, provides two full-time
mentors  (i.c., trcatment parents) to work with one youth who is in nced of constant
supcrvision and trcatment (Hensley, 1986).

The PRYDE Program in Pittsburgh has designed and implemented an intensive model in West
Virginia. The approach involves creating highly intensive and individualized programs within
the trcatment home sctting and drawing upon a wide array of program and community
resources to  provide technical consultation and support to the treatment parents.  Onc casc
described by Burge, Fabry, & James (1987 involved a child with a histey of unsuccessful
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placements (including a psychiatric hospital and a residential treatment center).  The resources
enlisted for his carc and trcatment included thrce parent assivtants, PRYDE stalf, a child
psychologist, psychiatrist, child clinical consultant, spccial cducaticr: tcacher, and a host of
other individuals and agencics.  Similarly, the Lce Mental Health Center in Fort Myecrs,
Florida, opcratcs a morz intensive version of its therapeutic foster care program, icrmecd the
Individual Residential Treatment Program.  This program is designed to scrve children with
sevcre cmotional disturbancc who have been deemed o requirc  restrictive,  residential
placcments and who clearly requirc morc carc and trcatment than the standard therapeutic
foster home can provide.  The Individual Residential Treatment Program involves hiring
profcssional therapeutic parcnts, paid professional salarics, to provide full-time, onc-on-one,
24-hour community support and trcatment. Stafl visit the home two to three limes per week
to provide consultation and support, and ancillary scrvices arc provided as appropriatc.

The second major variable is thc trcatment philosophy and approach cspoused by the
therapeutic fostcr carc program. As notcd, many programs arc committed (o lcarning-bascd

treatment technologics; others indicatc a preference for intcractional counscling stralcgics or

other therapeutic approaches.  The salicnt issuc appears to be the degree of reliance on the
nverall therapeutic milicu of the trcatment home versus the degree of reliance on highly
structured, primarily bchavioral, trcatment approaches. By definition, all thcrapeutic foster
carc programs usc thc cnvironment of a healthy, functioning family as a critical component of
the intervention. The diffcrence lics in the relative cmphasis placcd on the thcrapeutic value
of the family cnvironment and on the use of structured interventions (Welkowitz, 1987). Somc
programs employ highly structured, lcarning-bascd or behavioral trcatment programs for all
children in trcatment homes; others cmphasize the integration of the child into a hcalthy,
supportive family and dcvote lIess attention to structured or behavioral treatment stratcgics,
Yet other programs adjust the degree of treatment structure and the treatment approach to
meet the nceds of individual children.

PRYDE offers an examplc of a program with a highly structured, heavily behavioral (rcatment
approach.  Treatment parents implement well-defined  motivation systecms for cach youngster
and maintain extensive daily records to track progress on treatment goals.  The Parcnt-
Therapist Program of Youth Rcsidential Scrvices in Akron, Ohio, is a program which rclics lcss
on highly structurcd and behavioral treatment approaches and more on the overall therapeutic
value of the treatment homc. Parent therapists provide a warm and caring cnvironment, scrve
as positive role modcls, help children to lcarn how (o interact in normal ways, and implement
the treatmeat plan. The Lez Mental Health Center also sces the thcrapeutic milicu as the
major therapeutic agent, the catalyst that allows the child to change.  The Profcssional
Parenting Program of the Bringing It All Back Homc Study Center in Morganton, North
Carolina, incorporatcs fcatures of both approaches, relying initiaily on the therapeutic value of
the home and the skills of trcatment parents but utilizing morc structurcd, bchavioral
intcrventions when indicated (Update, 1986). Thus, the relative cmphasis on the therapeutic
home milicu, on the use of structured, behavioral techniques, and on the use of other
treatment  approaches  represents  a  significant  difference  among therapeutic  foster  care
programs,

SERVICES

Phasc I: Preplaccment

The vast majority of referrals to  therapeutic foster  care programs originatc from social
service or child wclfarc agencies (Fricdman, 1981; Grealish & Mcadoweroft, 1989).  For the
threc programs described by Grealish and Mcadoweroft, 87 to 100 pereent of the referrals arc
from local or state child welfarc agencics. The programs involved in this study indicated that
social service agencics arc the primary referral source for therapeutic foster care, with mental
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health agencics and hospitals or residential trcatment centers  representing thc next most
frequent referral sources.  Juvenile justice agencics and school systems also refer youngsters
for therapeutic foster carc scrvices; parents or relatives were cited by only two programs as a
rclerral source.

Therapeutic  foster care  programs gencrally require  that  detailed referral  information  be
provided in order to assist thc program in dctcrmining il the child can be served in a
therapeutic foster care sctting (Barncs, 1980; Grealish & Mcadowcroflt, 1989). Referral
information also is used to choosc an appropriatc family for the child and to begin the
process of devcloping a trcatment and cducational plan.  The information provided upon
rcferral may include:

Rcason for rcfcrral

Description of youth and presenting problem arcas

Lega! status of youth

Social history and description of prior placcments

Family history and rclationship with family

History of cmotional problems and prior mental health treatment
Results of psychological and psychiatric cvaluations

Mcdical history

Educational history and school rccords

© 0 0 00 Lo o C

Somc programs utilize “sclection and review committees” that review referral information and
determine a child’s cligibility and appropriatencss for therapeutic foster care.  The interagency
casc review committee in each Florida district reviews all children who arc purported to nced
therapeutic placements outside the home, including those referred for therapeutic foster carc.
Othcr programs use supervisory staff to make such judgments. In making their determinations,
programs oftcn arc guided by a dcfincd set of acceptance criteria.  For cxample, programs
may limit cligibility to children residing within a ccrtain gcographic arca, to a certain  age
range, or to children cxhibiting particulsr types of problems.  Additionally, programs may
consider certain behaviors unacceptable for therapeutic foster care scivices, such as a recent
history of arsom, violence, uncontrollable aggressive bchavior, or sexual offcnscs which might
constitute a potential danger to the family (Barncs, 1980; Grealish & Mcadowcroft, 1989).

Once it is determincd that a youngster is appropriatc for therapeutic foster care, ihe process
of “matching’ begins - selecting a trcatment family with thc best combination of
characteristics and skills to assist the particular child. Matching is considered onc of the
most critical steps in providing therapeutic foster care in that the success of the intcrvention
is largcly dcpendent upon the appropriatcncss of the trcatment family sclected for cach
individual child. Snodgrass and Bryant (1989) cmphasized that no amount of support from the
agency can compensate for a poor match. A host of variables arc considered in matching a
child with a trcatment family, including the parenting style of the trcatment parents and their
ability to manage thc particular problem behaviors displaycd by the child as well as trcatment
parents’ ages, the ages and gender of other children in the houschold, socio-cconomic  status,
cultural/ethnic characteristics, cducational levels, type and amount of rcligious involvement,
lifestyle, and preferred leisurc activitics.  Additional factors arc taken into account in
matching, such as the typc of homc and ncighborhood, location in an urban or rural
cnvironment, proximity to the natural family, and, of course, the availability of an appropriate
cducational placement in the arca (North Carolina Department of Human Resources, 1987).
The preferences, both of the treatment family and the youngster, also play a crucial rolc.

In an attempt to discern thc matching variables considered most significant by therapeutic
foster carc programs, Snodgrass and Bryant (1989) addressed this issuc in their survey.
Approximately thrcc-quarters of the respondent programs indicated that the treatment family’s
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preferences regarding age, sex, life circumstances, or type of problem of the youngster arc
significant in making placcment dccisions.  Approximately hall of the respondent programs
attempt to match the child to a treatment family with proven skills for handling the types of
problems demonstrated by the child.  Snodgrass and Bryant observed that it is rare to find
trcatment parents who work well with most children; it is morc common to find trecatment
parcnt who work well with certain types of children.  Thus, family preferences and suitability
of skills to the particular situation appcar to be two of the most salient considcrations in the
maltching dccision.

Another important  consideration is the composition of the trcatment family, particularly with
respect (o other children in the houschold.  Grealish and Meadowcroft (1989) noted that a
youth with a history of abusing younger children would not be placed in a family with young
children.  The siblings in the trcatment family and the potential cffect of the placement on
family functioning must be major considcrations in  detcrmining an appropriate match
(Hampson, 1988). Issucs that arc casily overlooked but can create stress in placement include
such factors as trcatment parents’ tolerance of youngsters’ smoking, use of birth control, prior
or current sexual activity, and so forth.

Tnc advisability of matching children with familics of different socio-cconomic levels or
different races has been debated among therapeutic foster care programs.  Some programs
report few difficulties involved in mixing cconomic or racial backgrounds; others recommend
that childrcn be placed with familics of similar cultural, ethnic, and socio-cconomic
backgrounds to the extent possible. Regarding interracial placements, Beggs (1987) quotcd a
trcatment  parent  as rccommending  “in-race" placement  with the rationale that troubled
children have cnough problems without having to cope with cultural differences (such as
differcnt foods) or being the only white child in a black ncighborhood, or vice versa.

The matching process gencrally begins with a thorough review of all referral information and
an interview or scrics of interviews with the youngster. The interview allows program stall
to obscrve the youngster first-hand, to cxplain the naturc and purposes of the program, and
to obtain a scnse of the youngster's preferences and attitudes towards therapeutic [oster carc.
Once sufficient data on the child and his or her nceds is obtaincd, the program procceds to
identify an available family with the appropriatc mix of skills and lifestyle characteristics for
the child. This identification  of potentially appropriate  trcatment familics may be
accomplished subjectively by program stafl or more systematically, aided by computcrized data
banks which comparc information on referred children  with  available trcatment  parcnts.
Pcople Places has developed a standardized decision-making process using a scries of weightcd
family variables considered most important to a successful match. The familics with the
highest rankings arc identificd through this data-based system as  being good potential
placcment candidates for the particular child (Snodgrass & Campbcli, 1981). To date, there
has been no rescarch comparing the success of data-bascd matches with the more subjective
matches made by staff (Hampson, 19388).

When an appropriate treatment family is identificy, wne family is provided with information
about the youngster and his or her problems in order to cnable them to make an informed
decision. A wvaricty of steps are taken prior to the actual placement to enhance the likelihood
of a successful match (Grealish & Meadowceroft, 1989).  Videotapes of the child or obscrvation
through a onc-way mirror allow treatment parents to gain a more accurate picturc of the
youngster.  Using these techniques, treatment parents can decide against a placement carly in
thc process without subjecting the child to a rejection experience.  Preplacement or  trial
visits are used by the vast majority of programs to continuc the decision-making process and
to allow gradual introduction of the child into the family. An initial visit may take placc at a
restaurant or other ncutral sctting, followed by trial visits at the trcatment home. These
visits, which may be overnight or for a weckend, enable program staff to observe the child in
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the family sctting and provide both the child and trcatment parcnts the actual expericnce of
the placcment rather than a mere description.  According to Grealish and Meadowcroft,
programs typically requirc at lcast two preplacement visits, and either the child or the
treatment family may cnd the preplacement process at any point if they have serious
rescrvations or objcctions.  Reportedly, only a very small percentage of potential matches do
not work out duc to the discomflort of trcatment parents or children during the preplacement
phase. If both partics agree, a datc may then be established for the placement to begin.

It should be noted thal some programs prefer to have trcatment familics meet the child prior
to reading cxtensive background material.  Written materials may show the child in the most
ncgative light and may make problems appear overwhelming. The Lee Mental Health Center,
while never withholding information from trecatment parents, may have treatment parents meet
the child before reading the entire case history.  The entire preplacement process can take as
little as two wecks to as much as scveral months depending upon the availability of a
trcatment home appropriate to the child’s needs.  Although programs may sometimes speed up
the preplacement process, most arc not "emergency’ programs; thcy cmphasize that carefully
planncd matching of the child and trcatment home is an cssential aspect of therapeutic foster
care.

Grealish and Mecadoweroft (1989) described two problems that commonly occur during the
matching and preplacement process.  First, youngsters may be resistant, thrcatened, or
frightencd, particularly sincc many of them have cxperienced difficulties within their own
familics or within previous  placements. Strategies to dccrcase this resistance include
developing an open and trusting rclationship with the child during all preplacement contacts,
allowing the child to participate actively and mcaningfully in the placement decision, and
helping the child to ncgotiate expectations and rules with the potential treatment family
including chores, bedtimes, smoking, church attendance, and the like. Efforts to include and
involve thc youngster throughout the preplacement decision making process is  especially
important for adolescents. If the youngster is involved as an active participant and has some
degree of control, he or she is more likely to develop an investment in making the placement
and the treatment plan successful (Barncs, 1980).

Further, natural parcnts may be resistant to their child’s placement in another family’s home.
There may be more feclings of guilt, failure, or inadequacy associated with placement with
diffcrcat "parcnts” than with placement in a specialized trcatment facility.  Grealish and
Meadowcroft (1989) indicated that the most powerful factor in reducing this resistance is the
quality of the rclationship between the natural parcnts and program stafl.  Staff efforts to
include natural parents in the placement and service dclivery process and to cducate them
about the goals of therapeutic foster carc and the professional qualifications of treatment
parcats arz cssential aspects of the initial phase of service delivery.

Phasc II: Interveation

Most programs develop an initial trcatment plan based upon referral information obtained from
the child's caseworker, therapist, natural family, school, and other sources coupled with direct
observations during preplacement interviews and visits.  Generally, a more formal treatment
plan is developed following the child’s first several weeks or month in the trcatment home.
The types of goals included in the trcatment plan reflect the program’s theorctical orientatior
to trcatment (Snodgrass & Bryant, 1989).  However, the plans commonly include a set of
trcatment goals to be achicved while the child is in the home; the long-term placement goal
(ic., rcturn home, long-term substitute care, cte); cducational, vocational, mental health, or
other special scrvices to be provided; goals and scrvices for the natural family; and plans for
the child’s contact and visitation with the natural family (Mcadowcroft, Hawkins, Grealish, &
Weaver, 1989), Idcally, the treatment plan is  developed with the full involvement and
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participation of the program stalf, trcatment parcnts, natural parents, involved caseworkers
and Uicrapists, and the child, if appropriatc.  Somc programs, such as the Professional
Association of Treatment Homes (PATH) in Minncapolis, conceptualize the treatment plan as an
cxplicit, written placement contract developed, agreed upon, and signed by all involved partics.
Many programs asscmble the full group on a quarterly basis to review the trcatment plan and
to make any nccessary revisions and adjustments based upon an asscssment of progress; other
programs usc a six-month time frame for cvaluating progress and updating the treatment plan,

The actual scrvices provided by therapeutic foster carc programs fall within four broad
catcgorics: trcatment  scrvices within the trcatment home, support scrvices to the treatment
home, ancillary scrvices, and scrvices to natural familics.  The first three categorics are
described  below; the services  provided to natural familics, as well as special issues and
considcrations in working with natural familics, arc discuse~ in a2 scparatc scction.

0 Trcatment Within thc Trcatment Homce - As noted, the primary function of therapeutic
foster carc is to provide trcatment designed to cnhance the child’s adjustment. The fosicr
family homce scrves as the trcatment cnvironment, offering a minimally restrictive and
normalized (reatment sctting.  Programs report that the supportive, family sctting plays a
major rolc in thc therapeutic process, with the family and community intcractions and
activitics providing opportunitics for intervention. Thus, a critical ingredicnt of the
trcatment  provided within trcatment  homes  derives from  the  child’s integration into a
hcalthy family milicu.  Further, the trcatment parents arc scen as the primary agents of
trcatment, with thc major source of intervention deriving from the daily interactions
vetween  the trcatment  parcnts and the youngster (Mcadowcroft, Hawkins, Grealish, &
Wocaver, 1989).

In addition to the therapeutic family milicu, most programs provide trcatment which can be
defincd as "planncd intcrventions' to address troublesome behaviors,  The specific sirategies
and mcthods uscd vary across programs duc to differences in trcatment philosophy,  As
previously indicated, many programs basc their trcatment approach on behavioral or
learning-bascd  technologics, but programs differ with respect to how  consistently and
formally these types of procedures are used.  Mcadowceroft, Hawkins, and collcagucs (1989)
notcd that behavioral interventions can be conceptualized according to a continuum  of
structure or "naturalness” ranging from simplc ignoring and praisc, to casily implcmented
behavioral contracts, to morc highly structurcd management mcthods such as point systems.
PRYDE rclics upon a point system or token cconomy as thc basis of its trcatment
approach whereby points  (or in somc cascs physical tokens) arc cxchanged for cach
occurrence or nonoccurrence of particular target behaviors,  Most children’s point systems
arc organized arovnd three lewels of privileges, allowing a child to obtain increasing
rewards for improvements in overall performance. Al children  centering the PRYDE
program bcgin with a point  system, although the system may be phascd out after
consistently  good  performance  over  time. Special interventions, such as  systematic
descnsitization, also may be used for specific problems.

People Places employs a treatment model in which specific prosocial goals arc taught and
reinforced, and progress is documented on a dailv basis.  Despite its use of such a system,
this program (along with thc Lee Mental Health Center’s Family Network Program, the
Parcnt Therapist Program, and others) believes that the "broader, informal, socialization
expericnee of stable family living over time is likely to have the most profound impact on
the child’s overall adjustment” (Meadowcroft, Hawkins, Grealish, & Weaver, 1989).

Another aspect of the treatment provided in the context of the therapeutic foster home

involves active teaching of appropriate behaviors and community living skills.  The focus of

such skill tcaching varics according to the age, developmental, and functional level of cach
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individual youngster; and the structurc and formality of the teaching activitics differs
significantly across programs.  Thus, the trcatment provided within the treatment home
consists of the interactions occurring within the therapeutic family cnvironment, planned
bchavioral interventions  with  varying degrees of structure, and skill (caching. The
rclative cmphasis on these various aspects of trcatment and the degree of structure applicd
to trcatment activitics varics according to the program’s trcatment philosophy and
according to thc nceds of different youngsters.  Onc of the strengths of therapeutic foster
carc lics in the flexibility to tailor treatment approaches to the individual child (North
Carolina Department of Human Resourccs, 1987),

Support Scrvices to the Trcatment Home - In order to cnable trcatment parents to (ulfill
their role, therapeutic foster care programs provide a range of supportive scrvices to the
trcatment home.  Programs agrce that the risk of burnout, frustration, and failurc arc
rcduced with the continuous availability of personncl and resources to  assist trcatment
parcnts with their problems (Tcaching Rcscarch, 1986).  First and forcmost, is the
cxtensive  consultation provided to trcatment parents by program stall.  As noted, stall
visit homes rcgularly, reviewing progress and  providing  feedback,  suggestions, and
cncouragcment. A large proportion of this consultation can be conceptualized as in-
scrvicc training that is practical and dircctly attuncd to the challenges posed by the
youngster placed in the trcatment home at the time. Telephone contacts between stafl and
trcatment  parents occur as often as nccessary, and both telephone and  face-to-face
contacts may bc incrcased in response to the current situation in the particular treatment
home. Consultation, training, and support also arc offered to trcatment parcies through
formalized inscrvice training programs, formal support groups, and informal support
nctworks.

Respitc carc also is considered an cssential support for treatment homes.  Without
provisions for rclicl, the program risks the stress, fatigue, and ultimatc burnout of
treatment parcents,  Respite care is provided on both a planncd and cmcergency basis, and
can bc a valuable mcthod for maintaining and strengthening placements. A varicty of
crcative arrangements have been devised by programs to provide respite services within the
trcatment home or in another home scttine (Mcadowceroft & Grealish, 1989; North Carolina
Dcpartment of Mental Health, 1987; Welkowitz, 1987).  Somc programs rcqiest that
trcatment parents identify persons within thei own nctwork of cxtended family and (ricnds
who may be intcrested in providing respite scrvices.  These individuals arc then trained,
and in some cascs licensed, to provide respite care for emotionally disturbed youngsters.,

Anotk + approach involves recruiting and training individuals specifically to provide respite
scrvices and usirg them (o [ulfill this supportive function for many trcatment homes.
Trcatment parents who do not wish to make a full-time commitment for periods of time or
those without an active placement may be used as respite care resources, and in many
cascs programs cncourage and assist trcatment  familics in  formulating  cooperative
arrangements to provide respite care for cach other.  Programs using the cluster conceplt,
such as thc Parent Therapist Program in Akron, Ohio, gencrally have onc relicl couple in
cach cluster. The relicl couple is familiar to all of the children placed in five treatment
homes within the cluster and is available three to four weckends per menth, summer
vacations, and other times as needed. In some situations, natural parents may provide
respite for trcatment parents or arrangements with a residential facility may be used for
respitc  purposes.  For cxample, the Northeastern Family Institute  Professional Parcnting
Program provides two paid days off per month and scven paid days off per ycar for cach
trcatment family.  The youngster returns to the natural family, goes to another treatment
home, or stays at thc Northcastern Family Institute group home which has a respite bed.
Mcadowcroft & Grealish (1989) warned that care should be taken to cnsure that the child
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docs not fecl rejected as a result of respite scrvices and to avoid using respilc as a
stratcgy for problem resolution.

The availability of crisis intcrvention scrvices, 24  hours-a-day, 7 days-a-week is  an
csscntial support for trcatment homes. Trcatment parents report that they arc much more
comfortable working with scvercly disturbed youngsters in  their homes knowing that
immediatc stafl back-up is availablc when they need it, that they arc not “out there alonc'
in times of crisis. It should be noted that for less severe crises, trcatment parcnts may
first contact cach other for support and assistance. In many programs, trcatment parcnts
are provided with thc home (clcphone numbers of the stalf person assigned to that casc.
Whether or not home numbers arc provided, programs gencrally have somc type of on-call
system using pocket pagers or other arrangements to cnsurc that a stall person can always
be rcachcd. The on-call stafl member is available to trcatment parcnts for emergency
consultation by phonc as wcll as to provide in-home assistance in cases which warrant
facc-to-face crisis intcrvention. In many cascs, discussing the situation with a stalf person
over the tclephone provides cnough support to cnable trcatment parcnts to handle the
crisis on thcir own. Every attempt is madc to keep the youngster within the treatment
home while resolving criscs by incrcasing the amount of stall consultation and support
provided to thc home and by other mcans. There arc, however, some circumstances in
which a youngster may bc rcmoved temporarily from the trcatment home for a cooling off
period, for stabilization, or to allow for investigation of an alleged offense.  Other
treatment homes, residential facilitics, and hospitals are uscd by programs when appropriate
and availablc.

Most programs publish clcarly dcfined parameters for (rcatment parents regarding what
constitulcs a crisis siluation warranting immediatc notification to program  stall.
Kalcidoscope’s Therapeutic Foster Family Program in Chicago requircs treatment parcnls to
immediatcly notify thc program of: any arrest of a child or incident that results in Icgal
action or involvement by thc police; any accident or injury to the child; any allcgation by
a child or adult of physical injury, scxual assault, or thrcat of bodily injury from any
source; any time the child is away from homc without permission or has not rcturncd home
at thc designated time; any complaints from school or ncighbors about behavior o