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Foreword

ment Act (P,L. 93-247) was signed into law. The act estab-

" fished for the first time within the federal government a
National Center on Child Abuse and Neglect. Responsibility for
the activities of the Center was assigned to the U. S. Department of
Health, Education, and Welfare, which, in turn, placed the Center
within the Children’s Bureau of the Office of Child-Development.

On January 31, 1974, the Child Abuse Prevention and Treat-

The Center will provide national leadership by conducting
studies on abuse and neglect, awarding demonstration and re-
search grants to seek new ways of preventing, identifying, and
treating this nationwide problem, and by giving grants to states
to enable them to increase and improve their child ‘protective
services. ’

One of the key elements of any successful program is public
awareness and understanding, as well as the provision of clear
and practical guidance and counsel to those working in the field.
It is for this reason that the National Center on Child Abuse and
Neglect is publishing a series of booklets—three comprehensive
and related voluines (of which this is one); and three shorter
booklets dealing with the diagnosis of child abuse and.neglect

from a medical perspective, working with abusive parents from
a psychiatric viewpoint, and setting up a central registry. -

While some material in-all these.’publicatibns deals with studies

~ of specific local programs as opposed to generalized approaches;

they are not intended to represent categorical or. functional models
upon which other programs should be based in order to be gffe.c,—
tive. Rather, they are intended to provoke thinking and considera-

tion, offer suggestions, and stimulate ideas. Similarly, the views of

the authors do not necessarily reflect the views.of HEW.
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In the present series, Child Abuse and Neglect: The Problem

and Its Management, Volume 1 presents an overview of the prob-: .

fem. It discusses child maltreatment from various perspectives,
including characteristics of the parents and children, effects of
abuse and ‘neglect, a psychiatrist’s view of the problem, and a
discussion of state reporting laws. It also examines-the many prob-
lems that make the abuse and neglect of children so difficult
to comprehend and manage—from problems of definitian and
incidence to deficiencies within our system of child protection.

In Volumeé 2, the roles of some of the many professionals and
agencies involved in case management are discussed: those
working with abusive parents; child protective service agencies;
physicians and hospitals; the police; and teachers and the schools.

Volume 3 presents a description of community coordination
for managing and preventing child abuse and neglect. Within the
context of the “community-team approach,” various resources
for identification and diagnosis, treatment, and education are dis-
cussed. The volume. includes suggestions for developing a coor-
dinated community program, examples of existing programs, and

some current ideas on the prevention of child abuse and neglect.

This series- of three volumes includes descriptions of many

agencies and programs involved in managing the problem -of
child maltreatment. Again, each such description is intended as an
example rather than as a model. R T :

We hope that everyone concerned with detection, prevention; *

and treatment of child abuse and neglect will find some, if not
all, of these publications of use in the vital work in-which: they

are engaged. We hope, too, that these materials will be of use to
those individuals and organizations wishing to become involved. -

v
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Practical men, almast by definition, deal with the crisis of the

moment, leaving the problem
; $0
selves. Scientists, by contras ftomo,rro\.,v to take care of them-

solutions, and try to sh
»and. ow us the larger picture | j
present crisis fits as only one piece of the }/?fgsaw pgztzglg h~lCh the

other evils, Short-sighted action is

but let us expect no ‘more than short- often required;

term benefits from it.

%GarrettHardin 2
Population, Evolution, and Birth Control
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Chapter 1
The Community-Team Approach

hild maltreatment, like other social problems, can be viewed
C from at least-two perspectives. It is obviously the immediate
and individual problem of any family in which it occurs—
whether this “crisis of the movement” is the one-time abuse of a
child by an adult under stress, periodic child torture or battering,
or long-term physical or emotional negiect. L :
But from another perspective, the abuse and neglect of chil-
dren is a reflection of more pervasive problems. According to Dr.

“Eli Newberger, the symptoms these children present can be seen

““as an artifact of a system of child-rearing which encourages
physical force and urges parents to coerce their children to con-
form to certain behavioral norms.””* In still broader perspective,
he adds that maltreatment can be viewed as “the final, tragic
expression of a culture which deprives many young families of
their needs for real services—-such as health care, teaching about
child development, day care, and adequate housing—and for the
goods of society.” D , o
The goals of those concerned about the problem similarly span
a continuum from the immediate to the visionary. At one extreme
is the most basic goal: to save children’s lives and to protect

~identified childrén from further injury. At the other end is a goal-

which may be stated in various ways. Some say it is to create a

world free from all forms of violence. For others, it is to develop
mechanisms to counteract the alienation, the ‘destructive childs
rearing patterns, the disintegration. of family life, ‘and the eco-
nomic and social stresses from which-we all suffer to some degree.
However it is worded, the visionary’s goal is to effect a radical
change in the way. we i{ve as a society, L




Between these two extremes lies a wide range of intermediate

goals. While in many communities the most basic goals seem as
unattainable as the most visionary, other communities are ad-

dressing themselves to tasks somewhere in between. Some are
attempting to develop appropriate identification, intervention,
and treatment programs for families in which children are mal-
treated. Some are trying to provide both crisis-oriented and on-
going social services for all families—the abusive and neglecting,
as well as those in which children have not yet been hurt. Still
others are working toward an increased awareness by profes-

sionals and public alike of the causes, nature, and outcome of
child maltreatment.

The approach which a number of communities are taking to
reach these goals is that of community-wide coordination and
cooperation-—the “community-team approach.” This approach
has been variously defined—from “people simply talking to each
other,” ? to ““a multidisciplinary diagnostic/treatment/and preven-
tive program for families and children who have or are likely to
have the problem of abuse and/or neglect.”” * For the purposes of
this book, a community team is defined as a body of professionals
and the representatives of service agencies and groups who work
together, using some form of coordination, to ensure more effec-
tive management of cases of abuse and neglect.

However it is defined, the primary purpose of the community
team is to upgrade the quality of protection for children and ser-
vice to families. To quote Dr. Edmund Pellegrino of the National
Academy of Sciences, Institute of Medicine: “The purpose of the
group or team approach is to optimize the special contribution
in skills and knowledge of the team members so that the needs
of the persons served can be met more efficiently, effectively,
competently, and more considerately than would be possible by
independent and individual action.””* :

Community teams are fashioned by people within the com-
munity to meet particular local needs. Although the members
vary with the community, teams generally include social workers,
doctors, lawyers, juvenile or family court judges, psychologists,
public health nurses, teachers, police officers, day care workers—
in short, representatives of the agencies and groups that work with

children and families. Many community teams include private
citizens as well.

. e, to ific objectives will vary
ince group structurg, tasks, and speci .
wiil‘\nthegindi&dual tean4, itiis doubl"t\fu‘l thaihany t\,\r/g Ccsr;:;rirr\]ugig
i the same. Nevertheless, there are . .
P oete of wnll.be ity must provide if children
ments of service that each cornmunity _ e
ili : helped, and the abuse
to be protected, families are to be | ,
?\Leglect o? childrerll ultimately conta}ned. These edle'mii‘:ettsailfai‘rl
roughly into three groups, each of which is discussed In
Chapters 2, 3, and 4 respectively.

rst ithi ificati d diagnosis: fami-
f has to do with identification an !
.., [Ti};:(sa Iil;\s/ing the problem of child afbusfe orlneglg;:/t ?ag/he;rgz
" be identified—either through self-re er.ra} or Y 3
n report—if they are to be helped; they m 4
ggrps%pria?e social, medical, and p.sychologtcal ass?ssmgnt,
and a treatment plan for each family must be developed.

e The second required group of services relates to treatrréigsi |
identified children must be‘protéacted ?niagll\éirr\ear;yng wces:
i i nd emotio y
sary medical, psychological, an | e

ided with appropriate P
parents must be prov T enily may
i treatment plan for
and support services. The ' amily e

i isi ber of services of any typ
include provisions for any number  ype
—fr [ ces for the parents,
—ffom long-term psychiatric servi or the p:
isi t aide, to ‘temporaty

coency loan, or Visits by a paren , to ten /
grrng)egrmarz/ent pl/acement of the children, or their involve
ment in therapeutic day care. :

The third service element each corgmpr;g?r:};g\;lgogzcxﬁg
i i i t be in
is education: the community must it one
the base of potential re
maltreatment both to broaden e
‘ ublic awareness of availa ;
porters 200 10 vorking. ith children must be taught to
rofessionals working with chi . ‘
Ii)dentify the signs and symptoms of abuse and g;:agrl:ﬁg%
and those directly involved in case manageme
receive additional specific training. ’

Iden i i com-
Identification and diagnosis, treatment, an.d educa?;onr: a{;}; .
ponents essential to a 'successf}t:l Pfor?n?unt;g/ngrg?escmol  Ray
fer, i sration with both the Infan ool C
Helfer, o erica it ¢ pediatrics and the National
‘ttee.of the American Academy of Fediair e Nation:
angrtftB:r for the Prevention of Child Abuse and Neglect in Denver,
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A—Idem:ﬁcat:on and
Diagnosis

T—Case Coordination

2—Professional Training
and Recruitment

3—Public and Profess:ona!

ducatton Professional
Training

B—Long-Term Treatment

C—Education, Trainin
Public Relat;ons &

4—Program Coordination

Figure 1. Helfer's Mode! of the Community-

Team Program,
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has developed a model of the community-team program* based
on these three components.® As the diagram of this model in
Figure 1 shows, coordination is the central interface of the pro-
gram’s component parts.

~ In common usage, community can refer to any area from per-
haps a five-family village to the city of New York or Los Angeles.
For the purposes of program coordination, however, Helfer feels
that regionalization is necessary; and he defines as a “community”
any geographic area with a population of 200,000 to 500,000. This
number of people allows the necessary array of services to be
developed while facilitating their optimum use. A program devel-
oped for a population smaller than this would lack either the
variety of services individual families may require, or the clients

needed to make the various services cost-effective. On the other

hand, attempted coordination of a large metropolitan area such
as Chicago, Los Angeles, or New York would lead to “undue
frustrations and stumbling blocks.” ¢ By Helfer's definition, New
York City would require some 20 community programs; while,

in some states such as Wyoming, Alaska, or Vermont, there would

be only one.

The discussions in this volume revolve around a central ques-
tion: How can a community develop and coordinate its services
in attempting to manage and prevent child abuse and neglect?
While every community will, of course, have to answer this ques-
tion for itself, this volume presents practical information about
various aspects of the community-team approach. It includes
discussions of alternative identification, treatment, and educa-
tional resources; a section of -guidelines on community coor-
dination; several examples of community teams functioning in

" different parts of the country; and some current ideas about

primary prevention. The purpose is to offer information, alterna-
tives, and encouragement to those working to help reintegrate
families being shattered through inadequate parenting and to

*While the literature on child maltreatment is extensive, little has been written
on the community-team approach. Models of hospital teams and discussions of
the problems inhibiting"community-wide coordination are abupdant, but-actual
models of coordinated community programs-are few. Helfer's model has been
chosen because it is comprehensive, without bemg restrictive, In fact, as a gen-

“eral framework, it may be found to have value in the. management of vanous

social problems in-addition- to the maltreatment of children.



those working toward tomorrow’s goal of preventi
. nt
and neglect of children. 5 p g the abqse
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Chapter 2
Identification and Diagnosis

™ he: first component of the community-team prograrm includes
all the people, procedures, and resources involved in the
initial. phase of case management: the identification and
diagnosis of families in need of protective intervention, and the
development of a coordinated treatment plan for each. - :

~ Prime responsibility for case management in- this initial phase
lies with the child protective service (CPS) agency or, in some
states, with other mandated agents such as the police. However,
other persons are necessarily involved. Identification, for exam-
ple, is the responsibility of all those mandated by law to report,
generally professionals——physicians, nurses, teachers, social work-
ers, and others—who have direct contact with children. In a

- broader sense, everyone in the community shares the responsibil-

ity for identification. Even thos

e who are not legally required are

- often encouraged by their state’s law to report.

Since some reported children require medical assessment and
care,- physicians and nurses are also directly involved in case
management. The parents may require psychological evaluation
by a psychiatrist, psychologist, or psychiatric social worker. The
.protective service caseworker, after evaluating the family, may
need to consult an attorney on. the handling of the: case. In

7




some cases, the police will have to make an emergency removal
of a child from the home. If temporary or permanent placement
of the child is indicated, the case will usually have to be re-

ferred for adjudication and disposition to the juvenile or family
court,

In the identification and diagnosis component, essentially five
procedures are involved: reporting, investigation, intervention,
assessment, and disposition. To be effective, these procedures
must be viewed as an interrelated process.

Reporting. In most communities, the public child welfare agen-
¢y is mandated to receive and investigate reports of suspected
abuse and neglect. However, as noted in Volume 1, Chapter 3,

many states divide this responsibility among two or more agen-
cies. ‘

When the responsibility for accepting and investigating reports
is divided, the community is in danger of having “everybody’s
business become nobody’s responsibility.” Every community
should designate one agency to receive, initially investigate, re-
fer, and follow up all reports. The Final Report of the New York
City Mayor’s Task Force.on Child Abuse and Neglect recommends
this practice for two reasons: one central agency would have
“prime responsibility for knowledge of a particular case’; and
the centralization of this knowledge would facilitate “the most
efficient flow of information.” !

“Prime responsibility’” would, in most cases, reside with the
public child protective agency—the only public agency specif-
ically addressed to the problem of child maltreatment. But there
are communities where another of the legally mandated agencies
fills this role. In Los Angeles, for instances, the police depart-
ment’s Abused and Battered Child Unit handles the receipt, in-
vestigation, and referral of all reports.

Regardless of which agency is designated as having prime
responsibility, it should meet certain criteria: it should be able
to accept reports 24 hours a day, seven days a week; ideally, it
should be able to investigate emergency reports within an hour,
and other reports within a day; it should maintain, at the local
or state level,"a céntral register of reports; and it should have

acéess to multidisciplinary consultation, as well as effective lines
of communication with other agencies throughout the commu-
nity.2 :

To facilitate reporting, the agency cquld provide a smg!e tlelg—
phone number as a 24-hour reportingk line. Seve_ral states, includ-
ing Florida and New York, have initiated statewide reportmghsys-
tems which use one toll-free number for reports from anyw ehre
in the state. Under such a system, reports are gnterc_ed into the
state’s central register, correlated with any previous mhformatltor}
about the family, and immediately trapsferr_ed from the centra
intake office to the local CPS unit for investigation. .

However, there are dangers inherent in efforts to facilitate reci
porting. One of the prime risks is the generation of an unexg!eciﬁ
increase in reports before resources are deve_loped.to han le the
increased caseload. Florida’s experience with this situation is
discussed in Chapter 4.

Investigation. As noted in Volume 1,~Chapt§3r 3, chllq protectl;/:.
agencies rely on fairly routine prqcedures in har)dllng repgrto.
Following an intake process in whlch‘the report is sc;leene 0
determine whether CPS investigation is appropriate, the c}?se :
assigned to a field worker who .must'determme whether 't ?trhee
port is valid and what if any action is necessary to protect X
child and help the family. The investlgat.mn o.f reports rheq'u:re
both skill and experience.’ Discussion of investigative tec mq.?le;
and considerations is beyond the scope of this volume; detaile

- information is presented in The Fundamentals of Child Protec-

tion* by Vincent De Francis, as wellas various other sources.

One point that deserves mention here concerns th}e; mform;:
tion generated throkugh'investigatiop. In add'mon to ‘tl e fnves -
gating agency, other professionals involved in a family’s asses‘d
ment and treatment require information about the case. To avoi
unnecessary duplication, information gathering should be stan-

dardized. The following is an example of what theoretically can

happen to a case of abuse reported by a hospital |n New York
City. ‘ ,

*See bibliography for complete source information.



sistance or to the SPCC, it is possible for them to involve
themselves to protect the other children in the family, call-

may be placed away from his own family temporarily through
remand, until a finding of abuse s made,

Probation also has an intake procedure during ‘which es-
sentially the same information is obtained again. . . . It i
also probable that with all the investigations made thus far,
no service has been given the abusing parents—though they

ave now recounted their possible traumatic (to them as well)
‘story five times.? ~

Ideally, all relevant basic information collected about a family
should be available and acceptable to any other professional in-
volved in the case. To approach this ideal, involved agencies

child can be hospitalized; can remain at home under protective
supervision and with support to the parents (homemakers, parent

aides, or other such services); or can be removed to an emergency
shelter or other temporary facility. ;

Kempe and Helfer stress that any child under the age of six, as
well as most older children, should be hospitalized if there is a

suspicion of abuse.’ The American Academy of Pediavtrics Com-

thorough evaluation can be made, the hospiga!ized cgligelss}forgl;
tected, while the parents are at least tempora,r,,lly spared

i .

of having their child removed “by the state.

Whatever form intervention tal?es, the EJroieslsli(:?na;Zs lgzgg/eeg
ith the parents at a .
should be open and honest wi panders
initi the parents an p
ts that the initial contact between . ‘
?gsgs%?]al can “affect the way the parents will Iaterhre;sporr;d C;rrc;
suggestions for help.” 7 The parents should be told that a rep

has been or will be made, and all decisions affecting the case

should be explained and discussed with them. Thr}?ugi;? g?ih(zr
ression of concern for the parents and the emp ?}51 of their

geeds as well as those of the chilgi, treatment begins the

the diagnosis of abuse or neglect is considered.

Above all; the parents should ,Indevehr bebaccur;izi g)faerlnbilrjfelggygg
lecti i [ they ‘be cross- )
cting their child nor should th c amined. A
rlézérl);e ngtes the professional is notiin a position to 'tplzyircjetxiry
tive, looking /for confession.”.® With patient ahndklsc?nsxiel\rituall(z/ y
’ i interviewer should e
d respect for the family, the in r shouls
:gle topc.’etermine the nature of the home situation,

Assessment. Probably the most cri@ical s’cep_hipldcarsjtéj tng:ngvga?:
ment, assessment includes the d?agposm of theg: il r?eed he eval
uation of the parents. If the famllky is fourtlddzc:/eligna eed of chilc

i i mus |
otective services, the caseworker ! cof
?armily treatment pllan on the basis of these evaluations

. . . . o

In some cases, assessment’ requires medlca.l dla%ng]s‘;s p(;fret:ts

child and psychological or psy’chlatrlc'evaluatlondo he parents

in addition to the CPS worker’s evaluation of the dyna s In the

home. Parﬁc’ularly in severe or difﬁcult-to—.dlggQOﬁe casgi; ssess:
ment can be shared by members of a multidisciplinary diagn

i ’ worker,
consultation team: Such teams often include the CPS caseworker,

i i nd some-
a pediatrician, a psychiatrist or psychologist, a [?ucrliel ?cr),feSSional
times a hospital social worker and a law¥er.i‘ aas apwhole; nal
evaluates the chiid, or the parents, or the family ol o
gether they recommend to the caseworker the mos 1

treatment plan. :

‘ : l T ‘ r " .' o g ‘ 3 l—

‘ i e i f multidisciplinary consul-
isposition. The help and adwc;e of multi Ay o
tarﬁésgan be an invaluable asset to protective service dec ’
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making; nevertheless, ultimate responsibility for developing and
implementing a family treatment plan rests with the CPS$ case-
worker or, in some cases, with the juvenile or family court judge.

Terr and Watson emphasize the importance of the “sequence
of planning” treatment.’ The first issue that must be settled is
whether the child can safely remain in the home. If the child’s
safety is in question, even with careful protective supervision, and
the parents refuse voluntary foster placement of the child, then
the case should be referred to juvenile court. The next issue is
the type or types of treatment best suited to the family. Whatever
treatment plan is implemented, all rehabilitative and support ser-

vices should be coordinated; treatment should be individualized

to the needs of the child, the parents, and the family as a whole;
and the case should be maintained as long as necessary.

In addition to the people and procedures involved in identifi-
cation and diagnosis, there are various resources that can facili-
tate the initial . phase of case management. Two of the most

important, central registers and hotlines, -are discussed in: detail
below. : ~

“Central Registers*

A central register is essentially an index of cases handled by an
agency or a number of agencies. Registers of child abuse cases”
existed in.Denver, Los Angeles, and New York City as early as
1964, and if-Cincinnati and Milwaukee by 1965.! By 1966, Cali-
fornia, Illinois, “Virginia, and Maryland had statewide registers
established by law;'" and Colorado, Florida, North Dakota, and
Utah maintained registers as a matter of administrative policy.?
By early 1974, 46 states and the District of Columbia had central
registers; of these, 33 wire established by law, and 14 by admin-
istrative decision.”? The wumber of statewide registers had in-
creased almost 500 percent within a period of eight vears.

The Present Status of Central Registers

To say that a state has a central register says little about the

*This section has been adapted from a booklet on Central Registers, written
by Douglas J. Besharov for the Office of Child Development in 1975. Some of
" the material in this section was originally published in-Mr, Besharov's juvenile
Justice Advocacy (New York City: Practicing Law Institute, 1974), and is used
here with the permission of the publisher.
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science conception of a register to assist in understanding the
problem of child abuse by providing statistical data. As a diag-
nostic tool, the register would provide a means of locating prior
reports on a particular child or family; as a researrh aid, it would
provide data on the characteristics of reported cases.

Most existing central registers, particularly those established
by law, are said to have either a diagnostic or a statistical pur-
pose, or both. But in their present condition, most registers are
unused and unusable. Because the data in most registers are in-
complete, inaccurate, and out-of-date, the typical central register
is a largely ignored appendage of the state’s child protective sys-
tem. As a special committee of the American Academy of Pediat-
rics commented, “In general, communities and states lacking

registries would like to have them; but those that have them
are dissatisfied.” '* '

The Diagnostic Purpose. In 1974, 27 of the 33 state laws creat-
ing central registers made specific references to the register’s di-
agnostic purpose; '’ and several other states had administrative
provisions for using the register to assist in diagnosis. Neverthe-
less, no state can point to more than a handful of instances where
a professional has requested the register’s assistance to diagnose
suspicious circumstances. In most states, the register has never
been used as a diagnostic aid.

In fact, few states have registers which could quickly provide
requested - information. Typically, there is insufficient staff as-
signed to the register; locating -specific information usually re-
quires a manual search of files; and personnel are generally un-
qualified or too busy to provide diagnostic consultation. Because
few registers include follow-up information on reported cases,
the recorded data are usually incomplete, inaccurate, unverified,
and outdated. (One state’s computerized register was inadver-
tently programmed so that every report automatically erased any
prior report on the same child.) In addition, most central registers

operate only during regular business hours—9 a.m. to 5 p.m.,
weekdays. ‘

Although several states provide for telephone access to the
register, a greater number require that requests for information
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Generally, even the limited data that the register contains are
not readily accessible for use and evaluation. Electronic data pro-
cessing and immediate retrieval capability are rare. When a state
reports that its register is computerized, this usually means that
data on manual records have been key-punched for simple, nu-

merical tallying.

Rethinking the Central Register

Various developments since the early 1960s have served to
downgrade the original diagnostic and statistical purpose of cen-
tral registers. For example, because of broadly expanded child
abuse reporting laws, the register's original diagnostic. function—
to “enable the doctor or hospital to record concern that the child
may be in an unsafe environment before the evidence is suffi-
ciently specific that it can be reported” *—is no longer necessary.
Reporting is now. required when maltreatment is suspected; the
reporter does not need specific “evidence.”

Similarly, improved. child welfare and social service record-
keeping has outshone the register’s statistical function in many
respects. Some states are rapidly moving toward comprehensive
social service information systems which provide more statistical
data on all aspects of social welfare, including child protective
services, than any but the most ambitious central registers.

It appears that many of the functions that have been assigned
to registers might be fulfilled equally well or better by other com-
munity resources. Diagnosis and -case management, for example,
may be assisted as well and with less duplication by such devices
as the social service exchange, the state social services informa-
tion systems, or the agency master index. The same devices and

random sampling of cases would certainly be sufficient for almost-

all statistical purposes.

Existing register systems are in a state of flux. Every year, 10 to
15 states amend their child abuse laws, including the provisions
for central registers. At least two states, Maine and Minnesota,
are dismantling their registers, apparently because of cost, dupli-
cation, and fears about.the misuse of data. Yet-many more states
—including Connecticut, Florida, Idaho, New Jersey, New York,

Tennessee, and Texas—are rapidly upgrading their registers’ scope
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can monitor and measure the system’s -overall performance, and
can present at least an elementary picture of the problems in the

system.

Specifically, the uses of a properly operated central régister in-

clude:
e ‘Assisting diagnosis and evaluation by providing or locating

information on prior reports and prior treatment efforts

e Providing convenient consultation to child protective
workers and potential reporters

» Providing feedback to reporters

o Measuring the performance of the child protective service
by monitoring follow-up reports :

¢ Coordinating community-wide treatment efforts

e Providing statistical data on the handling of reports to fa-
cilitate research, planning, and program development

¢ Providing a focus for public and professional education
campaigns. C
Diagnostic and Evaluative Assistance. By providing information
on prior reports involving a child or his or-her siblings, the cen-
tral register could facilitate the identification of abuse or neglect,
and could assist in the diagnosis of danger to the child.

It is often difficult and sometimes impossible to know for cer-
tain ‘whether a child has been maltreated. In general, the diag-
nosis of child abuse or neglect means that, based on certain signs
or indicators (obtained through evaluation of the child’s con-
~dition, of other members of the family, of the home, and of the
psycho-social forces operating within the family), a professional
has formed an opinion that the child has been maltreated. This
decision, if seen realistically, is tentative and at times uncertain.
In one survey, over one-third of the protective workers inter-

viewed admitted their difficulty in verifying reports of abuse and

neglect.

Since child ébusé and vneglect are usuélly part of a repetitive

or continuing pattern, information on the existence of prior in--

juries or-other manifestations of maltreatment could help pro-
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fessionals differentiate between the isolated accident and a
condition that is part of a series of injuries or reports suggesting
abuse or neglect. Knowledge of a previous incident, similar in
kind, could turn doubt into relative certainty. ‘

Some abusive parents “hospital shop,” taking the child to a
different doctor or hospital each time there is a need for medical
care. As a result, a physician or other professional who sees the
child for the first time will probably be unaware of previous in-
juries or suspicious circumstances. By providing such information,
the central register can facilitate diagnosis. As an example, two
hospitals in Albany, New York maintain and $hare information
from files on suspicious traumatic injuries in children seen in the
emergency room. Although their files are of more limited geo-
graphic scope than most central registers, and although the rec-
ords list cases about which-there is too little suspicion to report,

the hospitals have identified 75 cases by pattern rather than by
specific incidents.?

In some cases, a protective worker, physician, or other profes-
sional recognizes that a child is abused or neglected, but cannot
assess the degree of risk in the home or the family’s treatment
needs. Knowledge of prior reports and their outcome can help
gauge the seriousness of the family’s situation and can be an im-
portant factor in determining whether the child should be im-
mediately removed and which services the family needs. .

William lreland describes how the register can aid in evaluating
a report and determining a family’s service needs. o

Since the Central Index on Child Welfare Services and the
. Central Registry on child abuse are closely correlated, the
same inquiry may elicit information on whether or not the
child or family is being or has ever been served by the de-
partment or any of the voluntary child welfare agencies
licensed by and reporting to it. This optional procedure may
be interpreted as a diagnostic aid or simply as a means of
reducing duplicated efforts. It is diagnostic in the sense that
a child or family that has been reported previously on sus-
picion of abuse can be identified.and the worker directed to
the source of more detailed information. Even if no previous
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If the law permits sharing thie results of investigation with the
original reporter, the register can be the vehicle for such feed-
back. The amount of information provided would, of course, be
limited by the family’s right to privacy and the source of the re-
port. Only minimal feedback would go to nonprofessional sources.

Feedback on the validity of the original report can refine the
reporter’s ability to use the register for diagnostic purposes, and
can thus improve the quality and accuracy of any future reports
the person might make. Similarly, the return of information can
also increase the accuracy of the data in the register by providing
a “double check” on the information supplied. :

Measuring Child Protective Service Performance. The central
register is more than a compilation of reports of suspected child
abuse and neglect; it is also an index of past failures of the child
protective system. Every subsequent report on a family, unless
made for malicious reasons, reflects a prior failure of the system
-to treat or ameliorate the family’s problems. In New York state,
for example, 20 to 30 percent of all reports involve previously
reported families.?® In this light, the register is hard-and-fast proof
that children and families are not being helped enough. But the
register is not only a critical measure of agency performance; it
can be a prime tool for improving child protective services. -

Protective workers often have dfficulty making the decisions
their role requires. Because, in most states, there is no review of
worker’s decisions, a worker will sometimes avoid making a dif-
“ficult decision—Dby convincing the parents to “voluntarily” accept
services, including foster care, without determining their need
for the services; by referring the case to the juvenile court for
disposition; or by keeping the case open indefinitely “for serv-
ices’” or “‘ccunseling,” not because the family is being treated
or helped, but because the worker-cannot make an alternate de-
cision, Such avoidance techniques not only violate families’ rights;
they also make program planning impossible, since agency man-
- agers cannot know the size of the actual caseload and cannot
gauge actual service needs. ’ ' ' .

Recruitment of sufficiently qualified staff and improved worker
training will be needed to raise the adequacy of child protective
services. But, for the short termat least, the central register can
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worker time spent with each case, classified by type of case and
type of activity.

Coordination of Treatment Efforts, Therapeutic and rehabilita-
tive services are delivered by a social service system that is frag-
mented and uncoordinated. Scarce resources are shared, divided;
and duplicated among local child protective agencies, police,
juvenile courts, hospitals, and various other public and private
agencies. Referrals for treatment must be followed up if sufficient
protective and rehabilitative services are to be assured.

Used as a case-management and case-monitoring device, the ~

central register can lessen the barriers between agencies by pro-
viding a constantly updated picture of the present handling of
individual cases. Protective workers making referrals to commu-
nity-based treatment programs could feel secure in knowing that
the register will follow up on the family’s progress in treatment.
Because it will have an up-to-date picture of primary case respon-
sibility, the register will further lessen the danger of lost referrals

and information.

Research, Planning, and Program Development. After one hun-
dred years of organized child protective efforts, many of the fun-
damental questions about child maltreatment remain unanswered.
No one knows why some parents maltreat their children while
other parents, in the same situation, do not. We are not even
sure how best to structure crisis intervention. =

The child protective system lacks meaningful data on the char-
acteristics of its clients and how they are served. Agency planners
lack a sufficient information base for intelligent planning and
program development. They need statistical data to gauge the

effects of different services and treatment approaches. Virtually -

all- efforts to plan and develop services are hampered by a per-
vasive lack of adequate, objective, and quantifiable information
about the incidence of child maltreatment, its effects on the va-
rious individuals involved, and how agencies handle these cases,

Without objective evaluation of the methods of treatment, it is’

difficult, if not impossible, to make rational choices about what
kinds of treatment programs should be developed and to whom
they should be directed. = : L : :
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in a usable form. The statistics, charts, and reports-a central reg-
ister can generate have the potential to overwhelm managers
with enormous quantities of data, much more than they can pos-
sibly ever read, let alone use. If unchecked, the mania for collect-
ing statistics can be the undoing of central registers.

Finally, statistical information must be pursued and used with
caution. Conclusions about cause-and-effect relationships in the
real world of child maltreatment can be superficial. True relation-
ships are complex and inextricably interwoven with many differ-
ent, and sometimes hidden, factors. Even now, the most basic rela-
tionships are poorly understood. For example, it is often mislead-
ing to attempt to apply scientific measures of cost effectiveness to
child protective procedures. Even numerical costs include both
direct and indirect burdens that cannot always be discovered.

~ Furthermore, numerical measures tend to oversimplify and dis-

tort issues, since considerations such as justice, individual. liberty,
rights of privacy, and humaneness are beyond the realm of quan-
tification. The cost-effectiveness approach should not be used to
decide questions involving unmeasureable human values.

Public and Professional Educaiion. By collecting, analyzing, and
disseminating statistics and other information on the incidence
and severity of child maltreatment, the central register can help
alert people to the nature and extent of the problem locally. In
addition, if the register serves as the 24-hour recipient of all re-
ports, it can become a convenient and dramatic. focus for public
and professional education. Instead of presenting a complicated
discussion of where and when to report a particular type of mal-
treatment in a particular community,” the' campaign’s - message
could be: “If you suspect that a child is abused or neglected, call

the central register.”

Organizational and Gperational Considerations

Most state laws, with a few exceptions, do not specify the
operations of the register. In general, they provide only that a
specific state agency “maintain a central register of reports,” note
its. diagnostic or statistical purpose, and.in some states describe
the data that are to be contained. The register’s organization and
its mode of operation are left to administrative decision.”” ’
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Before a central register is established, concrete and broadly
accepted decisions about its functions and operations should be

made. On the following pages, some of the issues that warrant
careful consideration are discussed.

The Agency Responsible for the Register. All but a few existing
central registers are maintained by the social service agency hav-
ing prime child protective responsibility in the state. it would be
advisable for all states (and communities operating registers) to
adopt this practice. If one agency receives, investigates, and fol-
lows up on reports but does not maintain the register that stores
them, there is a greater risk of misuse of the register and greater
likelihood that the register will not be used at all. For example, it
would be impractical, if not impossible, to use such a register for
casework monitoring. In effect, protective workers would have to
make follow-up reports to another agency which would, in turn,
have to supervise their day-to-day activities.’ ‘

Geographic Scope. Central registers now operate at the city,
county, or state level. There are currently 46 statewide registers.
In South Carolina, registers are countywide in scope. Some states

have a two-tier system, with registers at the city or county level
in addition to one for the entire state.

In deciding geographical coverage, at least three considerations
must be balanced: the transience of the population; the cost of

“maintaining the register; and the confidentiality of the names and

histories recorded.

Like U.S. families in general, families in which children are
abused and neglected are geographically mobile. Although their
movement sometimes results from the desire to escape detection,
their transience for the most part appears to stem from the same
social and economic forces that cause Americans in general to "
move. Since abusive and neglecting families move not only within
cities, counties, and states, but throughout the country as a whole,
local and even statewide registers seem to have limited value for
diagnostic purposes. To maximize the diagnostic function of

registers, it would seem most appropriate to have a system of data

exchange between the registers of individual states. Some states
are already encouraging such cooperation. Texas law, for example,
states: “The department may adopt ruies and regulations as are

28

A

A i

i i isi f this section. The rules
rv in carrying out the provisions o jon. ‘
?sgﬁsgio’(/ide fory. . ..cooperation with other states in exchanging

reports.”’ %

The strongest argument in favor of bro’gd .geographigl.cavire%ei
concerns cost. Economically, it is unrealistic to eséa f|tse ho;rs
hour, seven-day-a-week service that may be needed after

!

_only once a week, as probably would be the case in any small-

opula‘tion area. New York's statewide operation serv%sgogo;zgx;:s
Ec)ion exceeding e mim$o4%'o gggd“i’seaT?Fr: rg;;?gdjcé the state-
ts over ) a . '
E::ig::islyl?s,‘.ltear?\cjinC(é?ie County, New York, which has a po\;/nvté\lit;of\rl\ew -
1.200,000, the cost would be almost $20Q,OOO a year. ter"sestem
Y’ork Ilaw permits any county to set up !ts owndreglsSO toy datel.
only one county outside of New York City has done ,

The broader the geographic coverage of ‘E(F;eforfg(';?;eg?‘oggi
tial to match previous reporis 107
B ostive pu unbiased monitoring of the
and evaluative purposes, to ensure _ oniEOring O here
i d to achieve economies Of scaie.
P A tagos 10 d coverage. As the register's geo-
are disadvantages to increased COVerage. S
i ds, the bond of local coope ! an :
B oo I addit because the larger quantity of dafa
can deteriorate. In addition, beca of cata
i se broader coverage req
attracts more attention, and because D verage redu
ist d to inquiries from dista
the register’s staff to respon A e to
is gr danger of unauthorize :
known callers, there is greater ' o
confidential iéformation. {%”(?]‘teq rgteogrfaprizccofgsve;ﬁ%e fr:c?:(i(tgates
i identiality o
easier to secure the conitgent | facilitates
cooperative, trusting relationfshups bftvzifgas;ﬁzsrtigggi esctsthe .
. . - oals.
d local child protective professiona ) ! '
i;lir;hts of reportepd families are discussed later in this chapter.)

Contents. If the central register is to fuldﬁn its prtiscglgce;iuign;
ions, its cc jete and accurate. e
tions, its contents must be comp : c e Detaus
' istincti use ‘and negilect,
the often hazy distinctions between a use : > regts

i ild maltreatment,

¢ should include data on all cases of ¢ at
Ec‘;ose not specifically covered in the state’s reports{\gcggvé.aslerl
some communities, as much as 90 p‘?rca?t otfhtahne ;%?smal  case

i ' er .

load involves cases of maltreatment Other Ui ysical 2005

imi i : rticular-cases: of maltr

t the register’s contents to par “cases of

?er?tm\;vould pr%)duce a highly inac%urzéte pictéjrrﬁagsft;hoeusl;:gé
incids ) , or: perna

dence of abuse and neglect. Hundreds sand
lc;‘lfuér?d‘angered children would be excluded from the registers

29




records. In turn, the diagnostic, statistical, and monitoring func-
tions of the register would suffer.

Similarly, the contents of the register should not exclude
reports on the basis of the reporting source or the agency to
which they are made. Unless the register receives all reports of
suspected child maltreatment made to any local or state agency,
protective ‘workers and other professionals cannot rely on the
register for diagnostic assistance, agency administrators cannot
rely on it to measure agency performance, and planners cannot
rely on its data to assess programmatic needs.

- Each record in the central register should contain at a minimum
the following information:

» Identification and demographic data; including the name,
address, age, sex, and race of the child and of his or her
parents or guardians; the name of the person or persons
responsible for the suspected maltreatment; and family
composition and economic status

¢ Information about the initial report, including the nature
and extent of the child’s injury or condition, as well as
any evidence of prior injuries, abuse, or maltreatment to
the child or his or her siblings; identification of the
reporter, his or her occupation or relation tv the family
{friend, relative), and where the reporter:can be contacted;
a summary of the actions taken by the reporting source,
such as taking photographs and X-rays, placing the child
in protective custody, or notifying the medical examiner
or corcner; and the date and time the report was received

s Information on the handling of the report, including an
initial evaluation by the child protective agency of the
family situation and the risk to the child and his or her
siblings; the actions taken or contemplated; whether the
report was unfounded or indicated; the plan for family
treatment; services offered and services accepted; and an
evaluation of the. child protective and treatment process
including, when ‘indicated, an evaluation of the family’s
needs that have not been met, needed services that are
not available, existing services that are unsuitable, and the
family’s need for additional setvices.
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Although several states allow all mandated reporters direct
access to the register, most States severely [imit access. Direct
access to the register’s information s often restricted to child

A ert a diagnostic
purpose for the register, only 12 allow access by physicians.2

The reason for limiting access involves a twofold concern over
the misuse of the register’s information. First, large-scale access
to the personal and family data in the register unreasonably com-
promises the right to privacy of those whose names and histories
are recorded. If ajl mandated reporters are allowed access, there
would be immense practical problems in guarding against unay-
thorized disclosure of infcrmation, One alternative would be to
give an identifying code number, much like a credit card number,
to each person mandated to report. To obtain information from
the register, an individual would first have to recite his or her
code number together with a password. (Tennessee will require
this procedure for access to its computerized central register;

The second concern over misuse of the register is that many
individuals may not know how to yse the data intelliz=itly. As

Or not reporting a child. Many states therefore withhold from
potential reporters information about previous reports, partic-

ularly since the Jaw requires -the reporting of reasonable sys-
picions only.

Both these arguments lead to the conclusion that direct access’
should be limited to protective workers. But the issue of -access
to the register cannot he settled so easily, since other profes-
sionals must often exercise child protective responsibility. For
instance, in al| states, the police have the legal authority‘tq place
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The subjects of a report in a central register—that is, any
reported child and his or her parents or guardians—should also
be granted access to the register. They not only have a right to
know the recorded allegations concerning their family situation,
but only with knowledge of the contents of the record can' they
pursue their legal rights to have the record amended or removed.

Protecting Civil Liberties

Although some people are unduly concerned about the exis-
tence of data banks, there is no question that they pose a poten-
tial threat to families’ individual liberty and ability to reform.
Central registers often contain the unverified suspicious of thou-
sands of individual reporters. Many reports received, stored, and
made easily accessible by central registers prove to be unfounded
—depending on the community, between 10 and 60 percent.
Sometimes, neighbors or relatives report for malicious reasons;
more often, well-intentioned reporters are simply mistaken in
their suspicions. But whether the reports in the register are con-
firmed or unfounded, it is essential to protect the rights of those
reported. The register contains information on the most private
aspects of personal and family life. There is a definite risk that
improper disclosure or misuse of these personal data could
stigmatize reported children and families.

As an example of the potential danger, a worker from Mas-

_ sachusetts noted that some automobile companies are identifying
high-risk - groups as a means of determining potentially poor
insurance risks, and that one of the factors being examined is
family stress® Without appropriate provisions regarding dis-

closure, it is impossible to be sure how information released
from the register may be used.

The coming computerization of registers, with easy electronic
retrieval of information magnifies the potential dangers as well as
the potential benefit of registers. As more states seek to improve
the accessibility and usefulness of the information in their regis-
ters, greater consideration must be given to the uses to which
the material is put and the conditions under which it is used.

In most states, at present, those reported are not .informed
that their names have been entered into the central register;

34

T TR B AL BB, it

41
4
]
:
{
v
'
3

|

i

!

i

, , -
i ir files; they cannot have u
ot permitted to see their ; : ve un
’;he\éc?erg innfor?nation removed; and they have nori;lgk;tr tgon%%en_
(())?ten there is no provision to ensure the security

1

tiality of the register's data.

i tion of
i facts is that the protectio

al: response 1o these . ’ o, o
chﬁdzg“i:nevitag\y results 1;1 tgwe cor?r;;lroggn?;ec;f \f/?\ri?entcslesigned-
h the law and the cen , signec
Howfgtiiétbeor:dangered children, can also prc;tec@l.tiwse lTehg;trgnare
Y }?ts to privacy of reported children 'a'nd an;)l lt t'he ere are
;lg'timate needs to maintain central regl.ste‘rs,.d u‘5 he e e
e;glre and use personal information about |nd|V|_ %:r’s‘misuse. Ie
s;hould not forestall efforts to fpre\r/‘?:wat‘ igzisrgénss s excaps
+vil libertarian criticisms of C€ reeb

i?:nmc\)nfl lt‘he generalized fear of personal‘ data banks)

avoided through intelligent planning.

i ¢ administrative efficiency

ing the competing needs 0 o

Igftfirciigrﬁz r{gghts, the U.S. D'epartment of Hea(l)t:“n, :S?ocmateci

a?\d Welfare's Secretary’s Advisory Committee oo

?’ersonal Data Systems made a sgarllecsj (;f iic())rrré? e wing

i ‘ntenance of social data recorts. . 18
Cerglrggn;:eda?glns of the committee are directly applicable

rec

central registers. \
i tems
e There must be no personal data record-keeping sys
" whose very existence is secret.

y for an individual to find out what

» There must b8 & rd and how it is used.

information about him is 'm a reco

e . -
» There must be a way for an indlwgufal to péegﬁ?;;rswéo;gm
i i or on
i ut him that was obtaine | o
tk;(e)&?ng‘otged or made available for other purposes with ut

his consent. o
"o There must be a way for an individual to co;::ect or.am
a-record of identifiable information about him:

T . dis-
: izati i taining, using, of
anization creating, main - dis
) ?ennzinzrtigng records of identifiable persqngl tgigaedmuse‘
assure the reliability of the data for thg:xrsénof ded
and must take precautions to prevent misu

35




» There should be civil and criminal penalties for unau-
thorized use of information.®

It should be noted that such protections are parallel to those
being established for credit and financial records.

In order to protect the subjects of a report in a central register,
there is a need to ensure the accuracy and integrity of the infor-
mation recorded, and a need to limit the use of recorded data
to the register’s relatively narrow functions.

To ensure accurate information, the subjects of a report should
have the right to review the contents of their file and to make
appropriate application. to amend or remove the material. In
Connecticut, welfare department regulations provide that the
parents of a reported child may request that the welfare com-
missioner remove the child’s name from the register; if the
request is refused, the parents will be notified in writing of the
reasons for the refusal. New York’s 1973 Child Protective Serv-
ices Act guarantees children, parents, and other subjects of a
report the right to receive a copy of all information contained in
the central register. However, the state commissioner is autho-
rized to prohibit the release of data that would identify reporters
or anyone who cooperated in a subsequent investigation, if the
commissioner reasonably finds that such disclosure will jeop-
ardize their safety or interests. In addition, the subject of a
report may request that the commissioner amend,; seal, or
expunge the record of the report. If the commissioner refuses
to comply within 30 days, the subject has a right to a fair hearing
to determine whether the record should be amended or expunged

on the grounds that it is inaccurate or being maintained in a
manner inconsistent with the law.

Statutory provisions in at least four states and administrative
provisions in others require that records be automatically sealed
or removed if they are unfounded or otherwise inappropriately
made or kept."In addition, some states have provisions to seal

or remove a record once the child reaches a particular age,
usually 18 years. ‘

in order to restrict the use of data in the register to a narrowly
defined group of persons having a legitimate need for the infor-
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The central register is an attractive teghnglogtce}ll soluttore\r;?eg
complex social problem. But its potential is eaSIbyrsixs\gegm e
and }ijts utility easily compromised. The mere estadl e o of

| register, even if it is the most elaborate and p misng o
Cent:;sreigs not, the end of the process of improving child P
izscti\)e ;ervices. But it is a good beginning.

Hotlines™*

Several weeks before the Child Ab'use,_Lxstgn'n:e% r;/\c:il;tg;r;
(CALM) hotline started up in 1970,.En1d Pike visi Vicéthat ber
of Santa Barbara agencies to explain the new ge‘rwas e e
hel ed create and to solicit their cooperation. She firglidonts

g‘ cover a good deal of skepticism. Thg purpose 0 e o

w lst receive reports of suspected child gbuse an 0n ffer
\cl‘iliiictoassistance to callers who feared harming their ow

i i illiam E.
*Much of this section has been adapted from m:tenal written by willia
Howard for the Office of Child Development in 1974.
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dren. It was the self-referral part of the service that professionals
questioned: “What parents would pick up the phone and admit
to a stranger that they had hurt or even contemplated clobbering
their children?” Yet in CALM's first year, 30 percent of the hot-
line’s calls were self-referrals from parents. The proportion of
self-referrals has since risen to 72 percent of the total number
of calls CALM receives.

The CALM hotline incorporates the functions of the two basic
types of telephone hotlines: the reporting line, set up to facilitate
reporting of suspected child maltreatment; and the crisis-inter-

vention line, aimed at helping parents who call out of fear of
hurting their children. ; '

This section deals primarily with the crisis-intervention hotline,
but this focus should not imply that the reporting line is without
value. Florida, New York, and Hlinois are among the states having
pubilic-supported reporting hotlines; and many metropolitan wel-
farz departments operate similar ‘round-the-clock services. These
tziephone-reporting systems tend to be well publicized and
focused on immediate investigation and intervention. But while
reporting lines have produced an often-dramatic increase in
reports, most receive relatively few self-referral calls from parents.
As Jeanette Dille, the executive director of Connecticut’s Child
Care-Line, a citizen-run hotline, has ohserved: “Few people are
going to call an official hotline and say they need help to prevent
them from hurting their children. They are too afraid that there'll
be a policeman or a social worker at their door and that they’ll
find themselves in a worse mess.”

The crisis-intervention line, on the other hand, is specifically
designed to reach these parents. It is similar in many respects to
other special-purpose hotlines, such as those providing crisis
intervention for suicide prevention, drug abuse, teenage prob-
lems, and venereal disease. The crisis-intervention line provides
an instant outlet for the distressed parent through the listener
or answerer on the other end of the line. The caller can maintain
his or her anonymity, knowing that there is no obligation to
accept the assistance offered.

The crisis-intervention line has a decidedly more complex
function than the reporting line. The ultimate purpose of both
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need for structured handling and follow-up on calls: there should
be a standard procedure for a social worker or a trained volun-
teer to make the initial contact with the parent, for review of
the case (perhaps by a multidisciplinary team), and for making
decisions regarding the assistance given to the parent. A hap-
hazard handling of calls should be avoided at all costs.

Geographic Service Area. The target area and client population
defined for service should match the services the hotline can
provide. If service is to be limited to referrals, the hotline can
serve a larger population than can one relying primarily on volun-
teers to personally assist parents who call for help. -

There may be a temptation to start with a wide geographic
area or a large population, particularly if local services are lacking
or scarce. But a new program can easily be overextended. It
usually takes several months for a hotline to become known in a
community; as word of the service spreads, the number of calls
can increase dramatically. If unprepared, the service may find
its effectiveness declining. The quality of the service is more
important than the size of the population served, especially in
the beginning stages of the program. If resources are limited, it is
advisable to start with a small service area and to expand as

personnel and funds develop. :

Organization. In terms of organization and operation, there are
three basic types of hotlines: those operated by a parent orga-
nization, such as a hospital or protective service unit;. those
affiliated with another organization; and those that are totally
independent. Each type has its advantages and drawbacks.

The primary advantage of a hotline run by a larger organiza-
tion is its secure source of funding. In addition, the parent orga-
nization may offer more credibility for the serfvice with other
community agencies and may provide resource personnel and
consultants. But there may be a price for these benefits. The
parent organization may stipulate rigid management practices,
such as in the employment of personnel, and may limit the num-
ber or types of services provided. Also, potential callers may
doubt the. confidentiality and heipfulness of a hotline run by a
large organization or a public welfare agency.

Partially or totally independent hotlines enjoy considerably
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At the administrative level, a hotline must be run like any
other business. Responsible accounting practices should be
developed early for the income and outgo of funds. It is also
important to maintain records of both the number and type of
calls received and the services delivered. These records can be
used to keep track of cases and their disposition, and will provide
valuable statistical data to support fund-raising requests.

Management. It is generally recommended that the administra-
tor of the hotline be a professional such as a social worker or a
psychologist. In addition, a decision-making body or advisory
group can be extremely helpful. Some hotlines have boards of
directors drawn chiefly from their own staffs; others are man-
aged by groups comprising various specialists in case manage-
ment as well as community leaders. The broad-based advisory
group offers two specific advantages: its professional members
can provide the service with readily available consultants; and
community leaders can be influential in raising funds. One hot-
line service is considering the establishment of two boards—one
to provide professional consultation, the other to manage fund

raising.

Type of Service Provided. The decision on the type of service
the hotline will provide has to be based on the needs of the
community and the number and quality of services already avail-
able locally. Connecticut’s Child Care-Line provides some tele-
phone counseling along with referrals to appropriate community
agencies; the Parental Stress Service of Berkeley, California sup-
plements its referral service with direct in-home work by volun-
teers, three therapy groups for parents, and a speakers bureau.
Other hotlines, lacking sufficient professional backup among their
own personnel, have established links with focal CPS units, and
call on their staffs when needed. County welfare departments
providing this type of backup place a certain number of case-
workers on 24-hour call and rotate them on a weekly basis.

As indicated earlier, an initial survey of the community and its
existing resources can be invaluable in determining the type of -
services needed. Here again, there are advantages to beginning
conservatively and adding new services as additional funds and
personne! become available.
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Making Referrals and Using Consultants. Among the prerequi-
sites for success is that the hotline be fully integrated with other
community service agencies, particularly the child protective
service unit. In order to provide appropriate assistance to callers,
an up-to-date referral list of all relevant community services—
from mental health clinics, to alcohol and drug treatment centers,
to day care centers—has to be developed and maintained. The
list should include the names of key personnel, the address and
the telephone number of each facility, and a brief descrip-
tion of every service. The administrators of each agency should
be contacted for information about the services provided, their
criteria for accepting referrals, operating hours, and other relevant

matters; in addition, the agencies must be informed that they
will be used for referrals. ‘

The real test of how well the service has been prepared comes
when community agencies are approached to integrate their
services with the hotline. No hotline can survive in a vacuum. The
people in other agencies must know and trust the hotline’s ser-
vice if there is to be an exchange of referrals. Agency administra-
tors will probably want to know the professional qualifications
of the hotline's staff; the goals, philosophy, and standards of the
program; and the types of services that will be offered. Expect
tough questions, and do not be surprised if some agency admin-

istrators perceive the hotline’s services as an encroachment on
theirs.

In addition to the referral list, it is important to develop a list
of on-call consultants, particularly psychologists and psychiatrists,
who are available in emergencies and on short notice. Consul-
tants can be used in various ways: to expedite problem solving,
they can be brought in on a telephone conference-call; in an
emergency, they may be needed to provide immediate assistance
to the parent-at home; in.a less critical situation, they may agree
to see the parent in their office the next day or within a short time.
Some consultants may reduce their fees for people with low in-
comes or may provide counseling over the phone without charge.
As noted earlier, some hotlines use professionals from their boards
of directors as consultants. This is probably the most effective
way to obtain consultants who understand the goals and policies
of the service and who are committed to its success.
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clearly, can improve telephone-communication techniques, and
can enhance sensitivity and awareness.

Training should begin with a thorough orientation to the
problem and management of child maltreatment, followed by a
specific orientation to the service itseif. For example, a reading
list of general books and articles could be prepared for trainees,
-and professionals in various aspects of case management could
be asked to conduct seminars for the group. The designers of
the hotline could then instruct new staff members in the philos-
ophy and goals of the hotline service.

Trainees must become familiar with the resource files and
must learn how to make referrals, when te call in professional
backup, when to consult with a supervisor, and how to use con-
sultants. They should also be given firm guidelines on the use
and extent of their decision-making power.

Staff can be trained in telephone-listening techniques through
role playing—with the instructor playing the part of the parent
in hypothetical telephone conversations—and by listening to
actual recorded calls. When the trainee is felt to be prepared,
he or she can be allowed to take hotline calls with the instructor
monitoring the conversations. Complete training may require

three or four months.

Many hotlines conduct regular in-service training sessions once
or twice a month for the entire staff, including volunteers. While
these sessions sometimes consist of lectures by the service's
consultants, followed by question-and-answer periods, the time
is primarily used for discussion of the handling and progress
of actual cases. Through case discussions, administrators are kept
informed of the staff's performance, and staff members obtain
support and guidance. In planning these sessions, it is helpful
to ask the staff what they need in terms of additional training.

Offices. Most independent hotlines operate out of small, cen-
tral offices. Frequently, the space is donated or made available
at a low monthly rate. While thé office does not have to be
large, it should ‘accommodate desks and filing space for all. on-
duty listeners without crowding. In addition, it should be rela-
tively free from outside noise. Lo
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Some hotlines keep the specific location of their offices confi-
dential for security purposes. But many that are affiliated with
or run by other organizations cannot conceal their address,

Still others do not regard security as a problem and even provide
group therapy sessions at thejr offices.

Operating Hours, To determine operating hours, one must con-
sider the philosophy of the service; the availability of staff,
backup services, and Supervision; the operating hours of other
emergency services in the community; and budgetary con-
straints. If there are times when the hotline will not be in
service, attention should be given to how the phone js answered.
An unanswered phone will hurt the “helping” image of the
service; by its nature, a hotline means instant contact between
one person and another. If 3 ceinmercial answering service js

used, it should reflect the philosophy of the hotline and provide
callers with an alternate emergency number,

The Telephone System. Hotlines can be designed to meet
various needs. Since individual calls can last an hour or more
many hotlines covering wide geographic areas have toll-free
numbers to eliminate financial barriers to callers. Some hotlines

The operating hours can influence the design of the telephone
System. Some 24-hour hotlines, for example, employ listeners
in their homes for night and weekend duty. This requires an
extension in each listener’s home—an additional expense that

eliminates transportation costs to the listeners and allows thern
freedom about their homes between calls.

Telephone companies can help in designing such systems and
in saving money and time. The company may also be able to
list the hotline number with other emergency-service numbers

in the front of the telephone directory,

Legal Counsel. Before the hotline becomes operational, an
attorney should be consulted regarding personal liability with
respect to malpractice and false-counseling lawsuits, types of
insurance needed to protect the agency and the staff, and in-
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permission.”’

. . .
But in most states, the operators of hotlines are ”l]id:doer? gggf?-
o aortie la\{:/s. Thiy[dhe;‘ve é%e?]r?\yxr?orl}s in danger.
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'crignst;?:slgjard th)(,e child, they must lmmedlately repcci)rft th;aeseocriissg
as required by law. In actual experience, the need for rep
is rare with self-referral calls.

If a report of suspected abuse or neglect is recltfivggs;nsaigs
hotline, the listener must relay it at once to the legta ya hgve >d
agency./ Depending on the state, the qral repor mfyr ave 1o
be followed by a written report. If available, forms fo
reports should be obtained and kept on hand.

Hotline operators must be familiar wi‘th the'prlqvisiowr;:hotfh:ill
applicable laws and must institute procedures in line
legal responsibilities. '

Promotion and Education. If it is to reach g?'ii;eiireg;cg
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the line becomes operational, press releasgs s ou.” likeﬁy b
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other places that parents may frequent, Notices
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in laundromats and drug stores and on the bulletin boards of
churches, schools, and service organizations. Ads in the “per-
sonals” column of newspapers may also be effective.

With the increasing public interest in the problem of child
abuse and neglect, many hotlines have created speakers bureaus
with the twofold objective of public education and publicity
of the hotline service. Members of the staff and the board of
directors can appear before community groups, on radio and
television talk shows, and as participants in seminars with pro-
fessionals from ather community agencies.

As part of its educational efforts, at least one hotline has
found students in junior and senior high schools quite responsive
when asked: “What kind of parent would you like to be?” The
thrust of the program—which includes the film The Battered
Child, produced by the National Center for the Treatment and
Prevention of Child Abuse and Neglect in Denver—is to make
young people aware of parents’ responsibility and long-term
commitment in raising a child, As one official of the agency
explains: “We don’t try to dispel the idea that parenting can be
a beautiful experience. But we do try to get them to think
realistically about their responsibilities and expectations. And
we stress that any parent can be a better parent with the proper
training.”

Evaluation. Regular evaluation of the service and the staff
should be carefully planned. Questions such as the following
should be examined: Is the service meeting its stated goals?
What is its overall effectiveness? What does the service lack?
Should some part or parts be eliminated or changed? Are con-
sultants and referrals being used effectively? Is there a need for
additional or alternate training? Is each staff member performing
in accordance with the goals and philosophy of the service?
The answers to such questions are essential if the quality of
service is to be maintained and improved:

Telephone Listening Techniques

Every caller to a hotline has a unique set of problems that
leads him or her to place the call. Accordingly, it is important
that listeners develop techniques to help them learn what makes
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i i i d grasp the

kev to being a good listener is o hear an 5D
mg:neingezf what thge caller is actually saying. 1t is often @fjné\:‘lt
to listen creatively to a stranger OvVer the telephone, particuiarly

if the caller is distraught.

with assessing the emotional state.
of the caller and the intensity c;f the crisis in order to Seezste{}riz;nie;
whether the child is in immediate danger. l'r‘xl some ga cal’m s i
exremely difficult, since mary SC0 T edking point. Con-
rational when they are in 1a ) aking poin dinte
siderable expertise 1s needed to dgtermme W i
i ion is required. One must listen for ch{es-——t ein _
gftar\\ée\?gicc)gl ';au?es, inconsistenc'ies——whlledaiklngb‘g:Sntly probing
questions to draw out the caller's fears and troubies.

Creative listening begins

Handling the Crisis Call. The caller in the following situation is

a woman, so upset she can hardly speak.

“ ' talk to somebody right now, I'm going to hit my
babI; égci?rr)).’e t(e;he says the word “again” almost inaudibly, but
the listener catches it.)

“How old is the baby?”

“Seven months.”

"Where is he now?”

“In his playpen.”

" feeling all right?” o ’ 5 ]
"Ics)l?eyees Heg’s malﬁng noises to himself. But there’s some
, yes.

( i bout him.
i ith me. | have a lot of bad feelings abe ]
g;niﬁgnngvewe;ngry most of the time, agd ! feel like I'm going
to hurt him. [ can’t cont}:ol the fe’gltrr;]%&?”
“Di im when you hi ? _ .
’PI\;g v rtclirltd:'?‘v:? hiin}f 1 said 1 felt like | was going
to,/hv’\ge’;;mv'vhat do you think is the reason for yourl‘feeliggg
toward )//our son? A lot of our callers have those feelings
it often helps to talk about th}ﬁem." ‘
”| don’t know exactly . ..
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trollably, she appears to be suffering a brae’;(lidg?/\tz)r? 78 -uncon-
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“You said you’d been in a hospital. Would you like to talk
‘to a doctor?”

“Something is happening to me. | don’t know .. . A doctor?
What kind of doctor?”

“A therapist. Someone who can help you.”

“| teel this terrible pressure on my head. Yes. Yes, | would
like to talk to someone . .. here.” :

“I know how it is to be alone and upset. But we’ll get you
over this. I'll have a very helpful doctor over to see you in a
few minutes. Now, give me the name of your motel and your
room number. After | make the arrangements with the doctor,
I'll call you back, and we’ll talk until he gets there.”

The listener had the option of calling protective services or
the police to take custody of the children. But the woman could
have become more frightened and upset if someone she did
not see as a helping person arrived at the door. By getting her to
agree to admit a doctor, assuring her that she was about to
receive help, and keeping her on the line until the doctor arrived,
the listener helped avoid a threatening situation and lessened her
distress as well as the risk to her children.

Calming the Caller. It is important to put the.callers at ease.
The listener should let parents know that they can stay on the
line as long as needed and can discuss whatever they want. If
the caller is upset or is being interrupted by children, the listener
could suggest that he or she get a cup of coffee or, if possible,
send the children out of the house. Most important, each caller
should be given time to think through his or her problems.

Clarifying Feelings and Options. The listener’s general role is
that of assisting callers in clarifying their feelings and options.
For example, a caller may. state: “My new husband seems to
résent my daughter. He wants me to spank her for the slightest
reason.”” To help clarify the situation for both the caller and
the listener, an appropriate response would be: “Have you ‘and
your husband ever discussed his feelings about her? . . . How
well do you and your daughter get along when you husband
isn’t home?” With a caller who says, “1 don’t feel the same about
my kids since my husband left me,” the listener could ask:
“Do you mean you don’t love them as much, or are you worried

about carrying the burden all alone?”
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| -onfi This can
» i in the caller’s confidence.
Listener: “Have you thought about placing your children in a o The key, o.f.coursek,) is to ngt?é)r;ing callers confidence, helped
e T s e The Yoo coni "o k‘ ot fa(:llltateld' ’)'/l m§t a call last week from a woman in a
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least part-time

ituation similar to yours. One of our vo!unteers is r(u)o:é Kgl&:gg
;ltuatlor day and helping her with her children . . . One hotline
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that doesn‘t help, I could PUt you in touch with 3 good
child psychologist for your son.” :

Caller:  “My son Larry is always hiding from me and won’t mind
at all. I can’t teach him to do anything.”

ients of a
Limiting the Call. Some parents become hregltflaer gln!e?qtosur 2
hotline; they call daily, often staying on the mSome hout or
more, but refusing to discuss Isubste}nftlveulgztéssbthers hotfines
’ imi dless of freq .
r set limits on calls, regar ' ers
g gsc\)lglem if the line is tied up by relatively few ca

Preventing “Lost” Cals. Among hotlines’
“lost” calls—where the parent reveals a need
to identify him- or hergelf, hangs up,
a rule, listeners try to obtain each caj

biggest worries are
for help yet refuses
and never calls again. As
ler’s identity so they can

' ‘ imiti xcessive -calls, such as
: . . veral ways of limiting exc: ; ch as
send immediate help jf needed and can follow up on referrals, L Th?::?n arc\ev;gther listexers L S Over!gpriT‘er <
Obtaining this information requires patience and skifl. ?:atr;?e calglers- e aoners e o \,\P/‘,th t“;r?ngumum o
. , .
i i ; utting the ca .
In the midst of an emotional crisis, anonymous callers may 2 what letO bethtsﬁgfﬁii’sifﬁcz it a%other e O i
talk freely about their personal behavior and their relations with worker from

intimates and may admit that they ha
But as the conversation progresses and the caller
“cool off,” he or she may become uneasy.
and may be reluctant to identify him- or herself. To avoid losing
the call, the listener must take the initiative. One approach js

to swing the conversation momentarily away from the parent and
onto the service jtself. :

ine li a per-
With experience, every good hotlm_e listener icj;‘\i:eelgplsistesers
sonal style of listening and res;?ondmg. Experk noed. lsteners
hould note the telephone techniques that. wor jell tor them
and h . Id share their skills both with trainees an W‘k'll her
Zzgeiiecr)ied workers. Helping troubled parents is a skill
can always be improved. :

“Do you know

anything about this hotline service? How
it operates?* ‘
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Examples of Hotline Services

The Parental Stress Service of Berkeley, California and Con-

necticut's Child Care-Line illustrate some of the various functions
a hotline service can incorporate,

Parental Stress Service.* A staff member describes the Parental
Stress Service and its clients as follows: “Most of our callers
are alone and isolated. They don’t have a car or money to pay

babysitters, and they lack what we call a ‘support system’ of

friends and relatives. They're really stuck. What they need more

than anything is a friend, and that's what we try to provide—
a helping friend.”

The Parental Stress Service (PSS) of Berkeley, California was

- begun by Carol Johnston, a former abusive parent. Like the
parents PSS now serves, she knows the feeling of being alone

and isolated and “stuck.” While living in a remote part of the

state of Washington, she was aware of her need for professional

assistance, yet was afraid to seek help. ‘

After moving to BerKeley, johnston did obtain therapy, and
began working for the Alameda County Juvenile Court. There
she saw numerous battered and neglected children, and she
saw the pain and confusion of their parents as well. From this
and her own experience, the idea for a hotline grew—a line

any parent could call anonymously to talk to someone who could
provide support.

PSS was launched in the spring of 1972 on a $15,000 demon-
stration grant from the California Department of Mental Health.
By 1974, the Service was incorporated into the state mental
health program and was receiving double its initial funding. PSS
now has two satellite offices in Alameda County, a range of

follow-through services in addition to its hotline, and a projected
annual budget of $84,000.

In Berkeley, cases of abuse and neglect are handled by the
Alameda County protective service unit, the county juvenile -
court, and the police. But with protective services limited to

*For further information, contact: Parental Stress Service, P, O, Box 9266,
Berkeley, California 94709; (415) 845-6243.
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ili i luctant, for fear of punish-

families and with parents re , -

Wil:\irio esiseek aid from the court or the police, I;Stsuhasinbscé)r?;is

z/ri‘rtue;l!y the only local resource for parents caught up i
with their children.

and
1te 24-hour toll-free hotline covers all of Alamsediiéozgzenﬂy
t t neighboring Contra Costa County. The her e e o
ey b%ut 60 crisis-intervention calls a month—/0.p reent o
T an clf-referrals—and maintains an active case aeaded
wg\o'?; Sagiafx"ilies More than half the client-families are
a i .

by single parents.

i __a director, an

1. The staff includes eight pald members Ha dc;;gécstior'\ally

etar director, an administrative assistant (all pr onally

ass.lstant. ireiial’work) a secretary, three coordinators, d 2

tcrsxsnduri?tyfgutreach wlorkerf—and about .f)n?egxflgn\asgi( ach

- commi - fo

N m‘ft ;:V%‘Beri?gyiﬁg‘gg%line or working directly (;/;/‘xtt}?

hqurs ; W'}e'es:and to attend two training sessmnsda xrenmberé

cher}t—fanlﬂje is handled by the professional staff an }%lo e

Pl tlri‘asig ltr)‘ga‘rd of directors, which includes chgd ps;/; gists,
(r)rfatrtieage counselors, therapists, and a registered nurse.

i ice has
PSS sets no 2ge Timit for VOlunteert':,os\t/\,’fsx‘ljlceciﬁuﬁe{;/]ere nes
i e 1 psstUl
t experienced parents ar : L e e
Z?J(:r?: ‘ct:rm?ldlesg people and 2 few .formei gl‘ljentesaCh or ugnteer
volunteers. Administrators of the Service ma Eoicg e aking 2
and client, and volunteers are not given a ¢

particular case.

i i ist

Volunteers are instructed to act as helpir}g fnevrix:s 3/12% ?isxjes.

clients in dealing with their problems and lmproining e

s administators feel thel bigges PET L iyt parents

imits with their ciients ' :

: ta?\jeyéw;‘stssu:snto be discussed. Volunteers have_dtov(i?;ntin%ilé

role in terms of their own time a_nd energy 10 avo\](etomany enains

themselves and, in turn, rejecting the pare‘:t. I great.
difficult to restrict their time with people whose n

jents i i erv-

Those working directly with clients may plm\{(ldeisvg‘zuzlii -

ices. On occasion, the agency sends two VO unhe I b the
home—one to mind the children while the other
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Tedl

;o)?rt%rw then a parent is sick, in a period of crisis, or going out
ot hg a few days{ voluntee_rs may take the children into thejr
mes, stay with them in the client’s home, or take them

necessary.

iVPeSnS volunteers work under very close supervision and are

tghe prc;;rtégsuooufs SLIJ.pp(t)rt wrt: each case. They frequently discuss
clients with their supervisors, and i

. : case dis-

cussions constitute a large part of the twice—al-mon,th training

to be prepared to fight off discour.
> be agement
give Is not reflected in a client’s beﬁavioe?. ther. he felp. they

vo'/:nc,;/llary services. In addition to its hotline counseling and
nteer service, PSS sponsors a referral service, three parents
groups, and a speakers bureay. 4

Having integrated its servi i
ce with other community agenci
PSS repeatedly refers callers and clients to these reg/ou%’ces efr’al

th;’rg\fess;o?]als from the staff and the board of directors conduct
e rfneOttheerrsap();ngerochl);?sSifgrl pa;etr;]ts. Thers is one group for
‘ , gle 1athers, "and one for couples.
;Frl:]zr?urt;?]ose of the groups ig to create an atmosphere of }:rlﬁst
ar g the parent men)bers in order for them to discuss and

arn to cope with their problems. PSS initially conducted the
Eroup. meetings on a drop-in basis, but this did not work well
Group members must now agree to attend meetings for at

least two months. The p. :
_ . parents have respon
consistent, well-defined program. i dEd ‘better te: the

angstp!art_ of the Service’s publicity efforts—which include radio
elevision publlc~seyrv1ce announcements, -occasional news-
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paper articles, and the posting of the hotline number in places
that parents frequent—a speakers bureau is maintained. Staff
members are on call to speak to community groups about the
problem of child maltreatment and the agency’s efforts toward

prevention. ‘

PSS ofiicials feel the future of the Service is secure. They have
not only acquired operational funding status from the state,
but they point to the continual increase in self-referral calls
as evidence that the Service is filling a real, local need.

Child Care-Line.* A combination reporting and crisis-interven-
tion line, Child Care-Line was set up by the Connecticut Child
Welfare Association—a private, nonprofit, citizens’ group—as a
demonstration project in 1973. Connecticut’s reporting law was
expanded that year to include virtually all of the more than
100,000 professionals having contact with children in the state.
The Association, which had backed passage of the law, saw a
need for a 24-hour, statewide communications system to aid
in the reporting of cases and to provide a crisis-oriented resource
for parents. The line is toll free from anywhere in the state to

. the Association’s headquarters in Hartford.

One reason behind Care-Line was to provide a means of
educating professionals about their reporting responsibility and
how to make a formal report. But the Association also wanted to
demonstrate that existing reporting procedures needed to be
improved. The state’s Child Protective Services Division accepted
telephoned reports from 8:30 a.m. to 4:30 p.m., Monday through
Friday, and had no emergency number for evenings, weekends,
and holidays. As Jeannette Dille, the executive director of the
Association, commented, “The state seemed to assume that
children are abused and neglected only during office hours on
work days.” -

- Before launching the hotline, Dille surveyed the entire state
to avoid duplication of existing services. Although there were
~a number of hotlines for drug and other types of crisis counseling,

*For further information, contact: Child: Care-Line, Connecticut Child Welfare
Association, Inc., 1040 Prospect Avenue, Hartford, Connecticut 061053; (203)
236-5477.
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there was no statewide network. that could be adapted to the

problem of child maltreatment.

Care-Line officials feel their service has proved its worth.
In its first year of operation, there were 2,359 calls to the hotline,
including 255 “crisis” calls, Between the hours of 5:30 and 11:30
p.m., the service received 45 percent of its total number of calls,
and 65 percent of those considered crisis calls. Moreover, calls
from abusive or potentially abusive parents have been steadily
increasing. During ‘a recent six-month period, self-referrals

accounted for 16 percent of the calls-to the hotline.

Budget. One of four demonstration projects sponsored by the
Association, Care-Line was begun on a- $25,000 grant from a

private foundation. The budget has since risen to $60,000 a

year, and there has been some difficulty in obtaining continuing
sources of funds.

Among other costs, the budget covers the salaries of three
professional staff members, secretarial help, and three parapro-
fessional listeners who 'work out of their own homes. The
statewide telephone system—which includes three toll-free lines

(two incoming and one outgoing) and extensions to the listeners’
homes—costs approximately $1,000 a month.

Training and Backup. One of the three paraprofessional listeners
is on duty from 4:30 p.m. to 9 a.m. each weekday and ’round-
the-clock over the entire weekend. The three are on a four-day
rotating schedule, and each is on duty every third weekend. All

three are women; two are married and have children. One
listener is bilingual in Spanish.

Selected for their ability to deal with people via the telephone,
their common sense, and their patience, paraprofessional listeners
are trained by the professional staff. With the initial group of
fisteners, the trainers used hypothetical cases to demonstrate lis-

tening techniques and how to obtain needed information from

callers, The trainees were also instructed in self-awareness and
sensitivity. New listeners are now given some initial indoctrina-
tion training, followed by several days in Care-Line’s office, where
they take actual calls with a staff member at their side. The
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i ice © ndle
trainer listens in on the calls and gives advice on how to hg
each.

i i he listeners have constant
n duty in their homes, t .
prc\;\f/:si?o:al bad;/up. One of the three professional staff members

is always on call and is consulted whenever the listener believes. -

the police or a caseworker should be b_rou,ght‘ i{’lt(_} a case.

Reporting Care-Line advertises its services th;;glrjsgk‘;urfeilg 3:(1
ision publi i ts, a spea ,
ision public-service announcements, s bu !
;elg\:ochurg. All its publicity streﬁses th?ft‘ .Cz‘zr:éléxnncey |;:W2\c/):r
i ili i icia . .
service, not affiliated with any OfiC Hov
Ztsat::cc))frgssional social workers, the hotline’s three administrators
are mandated by law to report.

The listeners encourage persons .calhng with a Ct?\r/gp‘s?al::/ticgi
child abuse or neglect to report directly to prot?r% > services
and inform them of how to make the repor;g.‘ eort re-tine
staff follows up on such calls to ensure that the rep

' r
was made. If, for any reason, a caller refuses to make the repo t,

Care-Line will report if there is sufficient informatioR. Sl}:ecceo‘:kéei
reports that come to Care-Line’s attention are lega ‘yt econc:
hand" or “hearsay,” the service is still trying to formuiate

for filing its own written reports to CPS.

Care-Line's policy regarding parel:‘és Vxh;’hgal‘i‘st;?\etr};errzsssgﬂeg
. i I
is to act as an “informed good neignbor. ' . Self-
;ita sympathetic, nonjudgmental, ljonthree?)t;m?{g Vga%?/ers e
referrals are not reported to the police ohr ¢ ,isah As Marsha
encouraged to remain anonymous if they wish.

H 1 l
i i explained: “The rea
Levinson, Care-Line’s program assistant,” exp

. e e ¢
benefit of a citizens' group operating 3 line like this is tha

H )

the callers know we are n;\)t thethpocmic; \/\'\;/\;ee)/; nnec;/terwr“el?rc])grtetg
E these parents to the autnd . We're

zgé,rifoif:e the tr%st they place in us by sen.dmghlg e;jé:;;o;’:{jﬁ:’g
without question, if we knew that a chlldd a O by e
and we knew where that child was, we woul l}nmn‘ A
for emergency protection.” According 1o Levmsofe;SiOMi hed
“been only one self-referred case for Whl.Ch a prg O et
member believed a report to CPS was mdncdatehe. o
encouraged this mother to call CPS herself and s .
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Referrals and Counseling. Care-Line maintains a book of re-
ferral resources and emergency services in every town in the
state. In addition to providing referrals to parents for professional
assistance in their own communities, the service is prepared to
mobilize emergency protection for an endangered child via an
immediate call to the police or protective services.

Professional staff members will also counsel parents over the
phone. Levinson, who is a psychologist by profession, notes that
the hotline counseling she provides “is not a substitute for on-
going professional help, but it is a half-way measure until we
can get the caller to the point of obtaining professional help.”
She adds that hotline counseling is also a good addendum to
treatment, since many of the agencies to which callers are referred
operate on an 8:30-to-4:30 schedule. “We act as a buffer in

between times. Some people pick up the phone and call us
instead of hitting their children.” ’

Even if the hours of the state child abuse register were length-
ened, Care-Line officials expect that their hotline would remain
in operation. They are convinced of the continuing need in Con-
necticut for a privately operated, confidential service for troubled
parents. As evidence, they cite the increasing number of calls
from parents who frankly admit they would never seek assistance

- from & public agency.
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Chapter 3

Treatment

identification. and diagnosis, treatment, and 'edu§?t'1§)rr11—o—;
treatment tends to be the most notably lacking. 'f'l Dot
uncommon for a community to develop extensi;:villden.t;);jzad n
i i hen to find itself ill-equi
and diagnostic resources and t fi : e o
i ifi ilies. ' ities with a wide rang
help identified families. Even commun ‘ ge of
i fective alternatives to m
crapeutic resources may lack ef ive A
gmil\?'s individual needs. More often than not, existing resources |

have to be modified. *

@f the three components of the community-team program——

For example, Dr. Richard Galdston, in d‘c_scribi?gcgi\]ed P;\rl'JeL?st;

roj tion o ,

ter Project for the Study . and Preven ” : _

Eg?eserthe t)endency of agencies t? p.rlqmlote ad5~tr”e\7\}em§2§/;e§:d
ique” rather than to respond to families’ needs: '

;:'ic‘zients who have been picked up by other agencies for day

- care treatment, night care treatment, job retraining, neighbor-

hood activities, group therapy, p.sychotherapy,h rehablllrl\t?]:l:r?\,:
Montessori training, and psych3trop1c§h§;m31c§-;g2?&y.mvowed
instances the patients were droppe X

wlien it becampe obvious that the patients’ proglsrlns were not
amenable to or suitable for the treatment offered.

Professionals and agencies “that provide therapeuhtllc setrk\]/:):;elsl
have traditionally assumed that “if people ~wan!t espa,l A
show up.” This assumption, however, does not a wazt fc?r Vel
abusive or neglecting parents. For them, the r%qu?en or help
may . take a more subtle form—Iike .bnngmg a eas' -
nourished child to- the hospital emergency r;)obm_, ”)’branded
U e Y i e A o e ]
as ‘bad’ and then hurt by the _ .- ney ‘ auied:
appointments; discourage help; and are 'generalllry’/ gesca;:]c;t;zr;?
hostile, and - unresponsive to traditional service methods. | ;
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they require “reaching-out” services as well" as individualized
care.

As Dr. John Reinhart of Pittsburgh’s Children’s Hospital ex-
plains: “You can't sit back and expect these people to come in
for help. You've got to go out to them.” Therapists, for example,
often have to modify their practice by occasionally seeing the
parents at home, chasing them down the hallway, and seeing
them at odd times—like two weeks late.” 3

In most communities, modification of traditional resources
and procedures———something Reinhart feels “every system has to
learn”—must go hand in hand with the development of addi-
tional treatment resources. This is the work of the community
program’s  “therapeutic development group*—to encourage
groups and agencies to offer innovative treatment programs
geared to the needs of families in the community. Its members
may, for example, try to “sell” the idea of parent aides to pro-

The therapeutic development group functions as a facilitator
in initiating and helping set up new programs. Since its members
neither operate nor administer these programs, they require no
particular qualifications other than “selling” skills, Dr. Ray Helfer
emphasizes that therapeutic development is not a job for protec-
tive service workers or any other professionals involved in the
identification and diagnosis component—"they’re too busy put-
ting out fires.”” * On the other hand, Vincent De Francis, director
of the Children’s Division of The American Humane Association,
feels that the development of therapeutic resources is the respon-
sibility of the protective service agency: “CPS s doing this sell
job all the time.” Whether it is CPS or some other agency, group,
orindividual, unless someone in the community is responsible for

this role, effective therapeutic alternatives are likely to remain in
short supply. ~

Most of the available therapeutic programs that have proved
successful share at least three basic assumptions:

66

e

e That child maltreatment is a “serious r}??nifestation of
~ abnormal rearing within a family structure

i i he parents
hile the child must be protected and t ‘
) ;ihvaetnvrxelp, the family as a whole must be the prime focus

of treatment

¢ That with present therapeutic techniques, there sho;gld bi
a significant improvement in gpproxnmately 70 EQ .peto
cent of all the families entering treatment within six

nine months.®

The following sections discuss various therapeutic .:jeso%rcgs
that should be developed, modified, or at least considered by

every community program.

Treatment for the Parents*

While no two parents who abuse or neglscg thei;hchiflglr‘ir\llv?r:;
i jority s me degree the
exactly alike, the majority share to 50 ‘ e
istics: - i i maturity and associa
characteristics: a special form of im
dependency; tragically low seh‘-l((esteemI and a segs%r?éiggrig;;l
i iffi i i easure an
incompetence; difficulty in seeking p g satls-
ion in the ; tion and reluctance to
faction in the adult world; social isola . ’ se
help; significant misperceptions of tflle‘ mf?nt, aisfgz;‘r'ec:lft.spa?:i{rng
i ief i of pun ;
children; a strong belief in the value 2
i ili lly aware of and to respon
serious lack of ability to be empathica ‘ 1
iatel ife it d needs. With the cumu
appropriately to the child’s condition an eec .
Iapt?ve iffect of these factors and thehdynamlc:t r?ge:igit';(z;sna?q%rg
them, it is extremely difficult for t e.paren !
nimitly and to be successful in meeting the demanding tasks of

child care**

i i d neglect of children

Parental actions that result in the abu§e an dre
do ?foi fall into any standard diagnostic category of psycggair!c
disorder, nor should they be considered a separate psychiatric

*Much of this section has been adapted from the bog)kleDtr Vg?ar:éfzgstvgétlg
Abusive Parents from a Psychiatric Po{nt 091‘7ZIEW, written by Dr.,
Office of Child Development in- 1974, .
fox:"”'tsht;ae Vciklume 1, Chapter 2 for discussion of thg personality nfag;;;lrisnear;c;
characteristic traits prominent ir}; abusi\{e and ar;terilaetf::ft p:r:?inti’eamain e o
the pattern of child care that ¢ aracterizes m , an :
-ig ti?e early life of-the parents that lead them to folloyv this pattern
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;jslsao;(igugnihe?sglves. Als noted in Volume 1, child maltreatment
Of abnormal parenting, a distorted i
| pa ttern of child-
rearing, rather than a psychiatric di d s o
that foese perernan @ b isorder. This does not mean
. ee from emotional prob| ‘
illness. Among abusive i ents, the imcmenl
. and neglecting parents, the inci
and distribution of neurose p racter diapee
i S, psychoses, and character di
are much the same as in the ' i t such e
> m > general population, But such psy.
chiatric conditions tend to exist more or less independentlssgf

the behavioral pat :
childran, patterns expressed in the abuse and neglect of

Less than 10 perce
psychiatric F nt of the parents suffer from such serious

r:]ear;tt:gatgrr;]avatilatﬁle fo}: tre;;tment of the more subtle problems of

€nt, they should ideally be screened f

treatment program and gj i ent or outgationt 1eEUIar
rog given In-patient or out-patient ca

necessary. Similarly, those parents who suffer froFr)n severe ;?cg-s

7 t

wrollence dor crirr?ina!l behavior need much more intensive and
grgtgggse ppf())/chratrlc care and rehabilitation than the usual child
gram can provide. Until such basic pro
Sral ‘ oblems hav
been treated, it is futile to try to alter the parer?t’s pattern o?

Cegi);chiatric consultation and proper psychiatric screening pro-
es ensure that the parents wil] receive appropriate help

pr(l)rélzcigisltlczgetrc; tljose parel?tf; with serious psychiatric and social
, IS a small but significant numb h

abused or neglected in their i Tas 8 reslt

_ ; earliest years and, as a result suf-

fered organic brain damage due to either heacli trauma or'rﬁ:r-
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nutrition-during critical growth periods. Because of brain damage,

these parents had perceptual defects, diminished 1Q, and sig-

nificant delay in language development—deficits that may pro-

duce in later adult life such characteristics as significant lack of

basic knowledge and attitudes of helplessness, immaturity, and

dependency. If such organic problems are suspected, careful

evaluation through appropriate psychological testing and psy-

chiatric examination should be conducted. Parents who are

organically impaired will not respond easily, if at all, to the usual

methods of treatment; whereas those whose immaturity and

dependency are essentially functional in nature—related to emo-
tional deprivation during childhood—are much more responsive
to intervention. If parental dysfunction due to brain damage is
documented, therapeutic goals can be appropriately revised and
limited, avoiding much unproductive effort by the worker.

Goals of Treatment

Abusive or neglectful behavior is related to a life-long pattern
deeply embedded in the parent’s character structure. Accord-
ingly, treatment or alteration of such behavior. is a difficult and

probably long-term project.

The primary goal of treatment is to help the parents replace
an abusive or neglectful pattern of child-rearing with a method
of care that is both more rewarding to them and conducive to
their children’s optimal development. Treatment includes réopen-
ing channels of growth for the parents in order to help them
develop beyond their present limitations and the hampering
residual effects of their own early lives. In short, the basic goal
is to help the parents become more mature.

Subsidiary goals necessary to the parents’ development include
"building self-esteem; developing basic trust and confidence;
learning to make contacts with other people in the family, neigh-
borhood, and community in.order to establish personal supports;
and developing the ability to enjoy life and to have rewarding and
pleasurable experiences in the adult world.

In treatment, parents should learn new ways of looking. at

themselves, the world around them, and their relationship to
that world. Subsequently, they should learn new techniques of
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living so as to improve the lives of themselves and their families.
Their learning should focus on attaining the ability to try some-
thing and, in spite of mistakes, to try again in order to eventually
find the most effective technique to gain desired ends. The

parents very much need to learn that mistakes are a normal
fact of life.

Workers, in turn, must accept errors in both themselves and
others and must be ready to give approval and praise for even
minimal success. Guidance and education toward improving the
parents’ ratio of sticcesses to failures is one way of describing
the treatment process. The worker is not an indoctrinator but a
teacher who makes it possible for the parents to learn.

General Problems and Considerations

Whether they come voluntarily or under some pressure, abu-
sive and neglectful parents usually enter treatment hampered by
a set of characteristics that makes the therapeutic relationship
difficult. They do not expect to be listened to, understood, nor
really helped. Rather, they fear being criticized and punished
by workers who will not care about them. As a rule, they have
already felt accused or attacked by someone—a doctor, social
worker, policeman—who has discovered and described their
behavior as abuse or neglect. Thus, in entering treatment, they
are reliving a new edition of their life-long nightmare of being
criticized and punished for failing to do well.

Particularly in the initial contacts, the worker should bear in
mind how the parent must be perceiving the situation. Suspicion
and reluctance to become involved should not be interpreted as
irrational or “paranoid” behavior but, rather, as the inevitable
result of past life experience. In addition, workers should not
expect the parent to recognize or appreciate their good inten-
tions. It is not unusual for a parent to question why help is
offered or even to ask what the worker expects in return. The
worker should not be dismayed if offers of help are spurned.

Some parents are openly angry, argumentative, obstructive,
rejecting, and evasive, and their behavior can be an almost
insurmountable obstacle to developing a helpful relationship.
Often, there is little the worker can do except to wait patiently

70

|

A

R g R e A

|9
i

§

b

Z;
i
=
i

without retaliation, trying to find time to be supportive and
appropriately helpful.

On the surface, the anger appearé to bedquiteviigzgfgogfrligi
jrrati i be understood as € !
and irrational, but it can also ! dence O e
g do the past and work towar@ &
parent’s attempt.to un ork toWart! will not o
Ny _1n a way, the parent is saying: |
pattern of b e interfered with as | was In childhood.
controlled, managed, anc;l interfere i
oing to become mdependent and r y !
lexc;lg;tign togthis element of rebelling against the past and attempt

ish i Iso an element of the
.o to establish independence, there is a an ¢ >
,;?agretnt identifying with his or her own authoritative and aggres

sive parents. In trying to be and act like an adult, the parent .

simply uses the model of adult behavior Ieﬁrnetcé i: tg;:ir?gh?togs
Seei i i tive rather tha

ne parental anger in this perspec . itas
iec?i,regctppersonal attack allows the wquer to deal with the situa
tion more comfortably and constructively.

: . i
These situations can sometimes beth]essenoerctiingro?\ilr?\l/iitcilga-
' i ri tive in the rep :
the therapeutic worker is notac eporting or e e
i [ have been invoived In ‘
ion of the family. Those who ' r
tiﬁcation and diagnostic process hcar;‘ thege\rﬁga\l’l\/r;rgg Erl;r&eie;;
leaving the thera
forget of paren el 2 e I If parents remain severely
chance of being seen as a helper. 1t p . severey
ive, i treatment tespunst
ve. it may be helpful to share '
gi%\;avtéenl two wyorkers, one to maintain ofﬁce‘c Eontactskz;r;sd nil;s
isi ticipation ot two wor
her to make home visits. The par _ 4
génvince the parents that others are in fact conierneifiwga;?vcz;éj
them, while easing the burden for each of the workers ved.

Men are notoriously reluctant to accept help, bgththe pr:;ajengei
of male workers encourages some 1o accept eit ert%i atpboth
individual therapy programs. If poslszbée., utturi;;nnia:;ttar&hipd Dot

‘and the father be involved in e ‘
S;\ed T\Zglfétairsl a problem that invczjlv?s thﬁl\ghxlseg‘?zrggz,the\;; éi

the cnila.
only one parent actually maltreaj&e e £ A El e usion.
. #[Tlhere is no such thing as abuse :

r/;\(l)ttls;ugh[ gn]e member of the family may be thhe actéve]tal?aur;?‘x;;
his behavior has fo be tacitly accepted by other adult.
members.””” ,

There are some parents who aré quite 'agreeablci, (icr)w(t:ll%ggﬁ
cooperative at the beginning and well into treatment.
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sionally, these are paople who experienced relatively little distress
in childhood and are able to respond quite readily to an honest,
helpful worker who offers some measure of liking and support.
But'more often, these are parents who learned early in life how
to respond appropriately to a situation in order to avoid criticism
and punishment. They can perceive what will please others and
simply act accordingly. - ' ’

It is important that the worker not be misled by this superficial
appearance of progress. Feeling that the parent’s problems are
being solved and that the family’s life is improving, an unsophis-

ticated worker may end therapeutic contact much too soon, with

the possible result of further injury to the children. By maintain-
ing a high index of suspicion, an observant worker can pick up
clues to disturbing family situations that may have been glossed
over and that make further contact essential. Home visits are a
valuable technique for determining these unspoken problems.
Here, too, the sharing of treatment contacts between two workers
can be quite valuable, since the parent may unwittingly present
quite different pictures of family life to each.

Parents who present inadequate or inaccurate information
should not be seen as trying to outwit and manipulate the worker;
rather, they are more like frightened children, “telling stories
that are untrue” in order to protect themselves from being hurt,
It-is not uncommon for a worker to learn, after several months
of treatment, the full story of what happened between the parent
and the child. In general, this will only happen when the parent is
able to trust the worker. Pressing the parent to tell the truth or to
produce facts is, in most cases, probably unwise and pointless.
Strenuous efforts in this direction are more likely to produce de-
fensive and evasive maneuvers than useful, accurate information.

For example, as discussed in Volume 1, Chapter 2, the parents
tend to have significant misperceptions of their children. Only
with great caution should the worker directly confront the parent
with the illogic of these misperceptions. Unless the treatment
relationship is solid, comfortable, and trusting, the parent is very
likely to feel misunderstood, criticized, and accused of being
crazy. It is usually more profitable for the worker to use skillful
and gentle questioning to help the parents explore the bases of
their ideas and to find out for themselves how unrealistic their
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ions are. In fact, parental misperceptions may not nee_
Ec):rgeepggalt with directly. The parent who is treated vzlt%csexs
sitivity and empathy will, in tum,'become more e?]t%e ch'ild's
he views his child with more sensitive awarenesa Od' ° i
real character, the misperceptions should gradually diminish.

i i i i mplicated
he issue of parental misperceptions bgcomes co
wgen there are real ab»normalit;e‘s. in the gklnld. V(\j/ic%;::itflx;v&;ﬁ
tand and deal with “reality”” problems .
;Ji?gyerc?eal with parental misperceptions, even though ?lther may
be the basis of the parent’s dissatisfaction with the child.

One of the intermediate goals of therapy is to help the .partir;tis;
find more satisfaction in the ad.ult‘world by overcor;unlgasure
fear and distrust of people and fmdspg new spurcesl o tp einimai
Only after the parent has succ?eded in obtammg"a; eas mrience
satisfaction will he orshe be able to gHow the Ch‘l ‘ tfo ext;;e ence
pleasure. One criterion of success in treatment is o}r1 e child
to become less restricted and inhibited anc{ to show

pleasurable activity than before.

/ ¢ potential problem is that many parents, in obvious
neggoél;egui%ance, me?y ireely ask for advice. To comply cthretzﬁgi):
with this request, the worker not only unwittingly ;!eﬁeivsto e
own parents’ mistake of telling.them’what to do and ho v o do
it, but can also perpetuate their. apparent helplessngss at Jack
of self-reliance. On the other hand, by not responding 2 such
requests, the worker repeats another o_f their payen}t}s omgs feel—'
not listening to them and not requndnqg to thex;t ou%ker, fecl.
ings, or needs. This is a difhcult. situation, for the wo1cf er must
listen and show clear understanding of requests, bé:t.o e
support and information rathe> than controlling advice.

One area in which the parents may request a.dwce mvoll\:es thﬁ
handling of crises. A major task for the wo.rke'r is to hdelp the \p/)%e
ents understand the impact of crisis in their lives, and to péohan-
support as they develop new techniques for anticipating an

dling crises. The worker must keep in mind that what may appear .

eable
tob i easily managed problem may be an unmanage
d(;sasetzrr?c‘)nt(;mré pare\l;lt. The worker’s ability to be sympathetically

understanding and helpful with even minor crises is sometimes .
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the first step toward developing a therapeutic. relationship with
the parent and the beginning of thz parent’s rehabilitation.

A different kind of problem in establishing and maintaining
a therapeutic relationship involves working with parents of a
different race or from a significantly different cultural or eco-
nomic background. In such cases, parents often have a profound
distrust of the worker and tend to feel strongly that they will not
only be misunderstood because of racial, social, or economic

background differences, but will probably be criticized and deni-

grated as well. Their mistrust can be a significant obstacle that
requires much time and patience to overcome. This situation is
particularly difficult with a parent who was severely abused or
neglected as a child; it resembles and reinferces the pattern of
being unable to obtain understanding and sympathy, of receiving
only criticisin and punishment. The worker will require great
sensitivity to separate these two closely allied patterns of distrust
—one resulting from the different backgrounds of the parent and
the worker, and the other from the parent’s childhood experi-
ences. Despite their similarity, the two patterns must be recog-
nized as having different origins and meanings and must be dealt
with separately. The most important guiduline is for the worker
to accept the parent as an individual with a right to personal ideas

and to meet the parent on his or her own ground as comfortably
as possible.

Effective treatment can be handled by people from many dif-

ferent disciplines and walks of life, using various therapeutic -

techniques. Special training and experience in a specific profes-
sional or paraprofessional field are invaluable assets,” but the
worker's character and personality are of equal importance. It
is useful for a worker to have a nonchalant ability to accept
markedly different patterns of human behavior, without having
to criticize, control, or manage; an ability to adapt to the parents’

needs and to try to satisfy them without being self-sacrificing;

some  knowledge of child development and ‘behavior; and,

ideally, experience in having raised children successfully. Most

important; the personal life of the worker has to provide enough

satisfaction so that the worker's own self-esteem will not depend

on the behavior and progress of the parents.

One of the primary requisites in working with abusive and
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i i . them as individuals. Feeling
neglecting parents is respect-for
resgpected, the parents can leam to respect themselv_es and can,
in turn, more readily develop the ability to be empathicalyly caring
for their children.

In addition, workers must be more available than bns us‘?ﬁ:y
considered necessary in therapeutic work. They must.dekvx;l r;g_
to accept telephone calls or emergency contacts outside 0" b%e
ular office hours, and should never be out of town or udnava} atain
without adequate notice to the parents. To develop an makl)? n
a reliable therapeutic relationship in which the parent is d‘d eEm
trust and depend on the worker, the worker must av?l. ar\f
semblance of desertion or abandonment. Sugh a relaalon§1|i (;.’__
involve large expenditures of time and emotion lfor the wor eOre
a fact that again suggests advantages to involving tv:jo o‘rhm ¢
workers with each family in which al?use has occurred. A thoqg
some agencies have found this practice to be disruptive, s an?{g
the burden of dependency, anxiety, and respong:bthty can ma
treatment contacts easier as well as more effective,

The most valuable ingredients that enable parents 1o grow. ﬁngl
develop are time, attention, tolerance, and recognition ?(r their
worth as individual human beings—all of which the worker can

provide.

Treatment Modalities

The matching up of parent, worker, and treatment modghty
is difficult and usually.managed on a less than ideal lpas&s’. Sg\ge
the parents are often extremely reluctant to bgcome m\;o;\ée in
any form of treatment, the selection of a tr‘eatment metwc;] mgy
be determined by what the parents will accept rather than by
theoretical reasons for a specific choice. In addition, the selection
‘of a therapeutic worker or a mode of treatment is c:ten monr?
influenced by availability than by theoretical ideals. At presg‘ ,
there are no data derived from thorough, comparative studies
indicating how or why any one mode of treatment is moref effec;
tive than another for a particular parent. Yet, even (n the acl:)e o}
rather haphazard selection, remarkably good results have been
. produced by various treatment methods.

' . » is handled by
By far the greater part of treatment for parents is
pub}i,ic and private social agencies in whlch the traditional values
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and methods of social casework are maintained. There is, how-
ever, increasing use of other techniques and of paraprofessionals

working under supervision. Various therapeutic approaches are
discussed in brief below,

Community Mental Health Agencies. A family treatment plan
may call for any of a number of mental health services—individ-
ual counseling, family counseling, group therapy, play therapy,
or psychiatric services. To rnany families, perhaps most, these
services may be either unavailable or economically out of reach,
unless there is an active mental health agency in the community.

The mere existence of a community mental health agency does
not ensure adequate service. Dr. Lewis Thomas observes that
“several decades of Mental Health have not made schizophrenia
8o away, nor has it been established that a Community Mental
Health Center can yet maintain the mental health of a com-
munity.” ® Moreover, the availability of the mental health resource
does not ensure that the family needing this service most will be
helped. Parents having the problem of abuse or neglect rarely
seek out mental health services; and it is not uncommon for
those' referred through protective services or the juvenile court
to keep no more than a few appointments,

Respondents to a survey conducted in California included
recommendations for “aggressive mental health services reaching
into the community to effect prevention as well as treatment.”” °
To improve the delivery of mental health services in New York
City, the'Mayor’s Task Force on Child Abuse and Neglect recom-
mended that “social services be considered the most important
ancillary (back-up) service available to abusing and neglectful
parents who utilize mental health facilities.” 10 The Task Force ad-
vocated that a caseworker be assigned to each family under treat-
ment by mental health services. The caseworker would maintain
close liaison with the mental health facility both to ensure that.
appointments are keptand to provide whatever services are needed
to solve or ameljorate problems that arise during treatment.

One means of providing more active “outreach’” mental health
services is through a visiting psychiatric service, another recom-

- mendation ‘of the Task Force. They suggested that “a staff of

horne-visiting mental health specialists be developed to treat
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those parents whose personal isolation precludes regular office

visits.” '! This service could be staffed by various professionals—

psychiatrists, clinical psychologists, or psyg:hlatrlc social ;/vorkﬁrsé
The Task Force report indicates that while thge cost of suc 2
service would be high, it might be.moderate in comparlsond~
the combined “costs” of parents without the hglp they neﬁs n
the costs to themselves, their chlldre‘n, and society as a whole.

Psychotherapy. Various. modes of psychotherapy have been
uselz)cslyi;‘nhtohe tre;)tyment of abusive parents. Although therle hhas betir:
some success with classical psychoapalysus, the general ¢ z;(rac;his
structure and life-style of most abusive parents-tend to nI:a ether
proc&dure impractical and usually unsu‘ccessful.. (ﬁ‘n the ohen-
hand, psychioanalytically oriented dynamic psychot Ierapy,cxévsSfUI
handled by skilled therapists, has proved extremey suc
in‘many cases.

In ‘general, the therapist must be more willing hto achja.ptrcv{tg
patient needs and to: allow greater dependency than hlst Okill-
narily considered appropriate. Intensive psychotherlapy t ? rznce
fully utilizes transference, with avoidance of a ful tranIs eh nee
neurosis, can stimulate major groyvth and‘deep ‘structmia o amgal
in parents despite their severe immaturity and de;e zpme !
arrest. The parent tends to respond best when psyc hqltderaptyec_
accompanied by supportive services provided by a c}:1 i prtts) <
tive service or by individual soc[al workers, lay therapis /also
group therapy. Skilled and experienced psychologlsés' cc?‘r\]/‘dual
work successfully as counselors and therapists in both individua
and group situations.

' ' jal advan-
Group Therapy. Group therapy has at least one spec_la. v
tage forpparentg);vith the problem of abuse or nc.eglect.hlt bnTnhg;
these typically isolated people into contact with ot erst, e
Final Report of the New York Mayor’s Task Force com;nelr} ] that
“the very structure of the group serves to eliminate fee mgt of
isolation by providing a “‘common ground’ for peer support.

Par wh.» have the courage and ego strength to enter a
gfojper;;trsogram can be helped through the process to g?pi;?is
‘their emotions more openly and to learn to accept crj lcbl .
As members find out that they are not alone in their .trodu esd,
their self-esteem improves. And as they can understand an
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respond to each other’s feelings and problems, they can have
the experience, perhaps for the first time, of trusting someone
else and even being able to extend help. In addition, since the
therapist works with a number of clients at once, group therapy
helps ameliorate the shortage of professionals specifically trained
to deal with cases of abuse and neglect.

By itself, however, group therapy is seldom adequate for the
person or family with overwhelming social problems, since the
therapist cannot provide the social services that may be needed.

Moreover, experience suggests that one-to-one contacts outside.

the group, either with group leaders on an individual basis or
with workers from other agencies, are often necessary for the
parent’s optimal development-and improvement.

Most groups are formed and led by professionally trained
group therapists such as psychologists, psychiatrists, other mental
“health workers, and social workers in protective agencies. It is
often wise to have at least two leaders, preferably a man and
a woman, especially if the group consists of couples.

Since its introduction in 1955, group psychotherapy has been
used in the treatment of almost every psychiatric disorder. While
its use in the treatment of abusive and neglecting parents is on
the increase, there is as yet-a dearth of published reports detail-
ing either techniques or long-term results.

Much of the available literature is based -on the group therapy
program of the Child Trauma Intervention and Research Project
at UCLA’s Neuropsychiatric Institute. The project is staffed by
10 members of the Department of Psychiatry, five of whom
work with the group therapy program. Dr. Morris Paulson, clinical
psychologist and principal investigator for the project, describes
the group. program as “multidisciplinary, multitheoretical, and
eclectic treatment of abusive parents through the vehicle of
group psychotherapy.” ® Thp program has been operating for
six years and has served sdme 115 parents to date. There are
two separate therapy groups, each conducted by male and female
co-therapists. A child psychiatrist and a public health nurse lead
one group; a clinical psychologist and a psychiatric nurse ‘lead
the other. A psychiatric social worker provides liaison contact
with the professional community.
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. the power and the effectiveness of group psychotherapy.

Group members are either referred through the Department
of Social Services or the juvenile court, or come through self-
referral. Though not required by law to gttend, many parents
are strongly encouraged. The program insists that bot‘h> parents
attend, if both are present in the. family. The intake-procedure
includes interviews with two staff meml;t_ers apd a day-long psy-
chological examination. There is no specified time for termmatlo!n
of therapy. The abused children of group members are generally
in foster placement or with relatives, and most of the parents
continue to attend meetings until their children are returned.
There has been only one recurrence of abuse among the parents
in treatment, and this child was a sibling rather than the child
originally abused.

The goals of the program are emotional grow?h, insight, .angi,
ultimately, successful termination of therapy. Initially, the \pch-
vidual parents were suspicious of the therapists. As the meetings
progressed, the members of each group increasingly began tg
trust the therapists and one another, acknowledge their nee
for help, and place the therapists in the role of parent Islurrogates.
As Dr. Paulson and several of his colleagues note: “For every
step toward growth in therapy that could be attributed to the
co-therapists, there were ten steps attributable to the group and

its members. This was, for the therapists, confirming evidenfiof

~ According to Dr. Paulson, many of the parents proved to be
“incredibly ignorant of child devetopment; they had no corwcep-
tion of what a three-month-old infant was capable of/ .The
program was therefore expanded to include half-hOl:lr sessions
dealing with facts about child development and chxld-rearmg.
These weekly sessions precede the two-hour therapeutic meetings.

Since many of the parents had problems arranging for the '
care of their children while they attended group meetings, the
program added an in-house “baby-sitter’’—a trainefj worker }Nho
also functions as an observer of the children’s behavior. Behavioral
observation includes notes on how the child separates from

_the parents, other facets of parent-child interaction, and the

child’s manner of relating to other,\childrgn. These data give
the therapists valuable clues about the family’s progress.

&
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The therapists give their telephone numbers to clients, remain
on call 24 hours a day, and sometimes make home visits. As
Dr. Paulson explains, these practices help illustrate their phil-
osophy: “When you're panicked, in despair, and have no place
to turn, that may be the time when the child js injured. You've

got to have a number to call, you've got to have somewhere
you can go.”

Parent Aides (Lay Therapists). To the parent in need of hélp,
access to psychiatrists, psychologists, and social workers is some-
times limited by waiting lists and often by cost. In many cases,
nonprofessionals can help to meet parents’ needs. Kempe and
Helfer hold that the great majority of parents “can benefit

significantly from an intense relationship with a nonprofessional
therapist.” 's

Professional opinion is divided on the issue of parent aides.
Dr. Frederick Green of Children’s Hospital, Washington, D.C.,
notes that some professionals are skeptical whether “this kind
of nonprofessional person dealing with a critical problem may
raise issues which he is not capable of handling.” But Dr. Vincent
Fontana, discussing the parent aide program in Denver, does hot
seem to-agree: “Are there not dangers in letting amateurs ven-
ture where perhaps even some psychiatrists may fear to tread? . .
No. The Aides are carefully chosen and work under the super-
vision of social workers and in consultation with pediatricians
and psychiatrists. . . . [Tlhe entire family structure is carefully

evaluated and the parent or parents psychiatrically tested before

any sort of therapy is initiated. The ill receive treatment, and the
immature get motherly visitors.” '* The New York City Mayot's
Task Force suggests that, while lay therapists are inappropriate
for use with parents suffering severe psychiatric prdblems, they
can be “highly effective” with the parent plagued by isolation.”

There are different concepts of “lay therapists,” and variations
in the nature of their relationship to the client, the kinds of
services they provide, and the intended results. But most such
programs are consistent in their description of the parent aide
as someone who displays warmth and understanding, who listens
uncritically, and offers support. While Dr. Green prefers the
term “friend of the family,” others describe the role as that of
“parenting” or “mothering’ the parents. :
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a parent aide is willing to become deeply involved
wiltge:“lemilypfor a period of eight @o."twelvg months or lgrlgercj
can make weekiy or twice-weekly visits during th‘at per.lo ; an l
¢an relate to the parents from a listening, approving, noncritica
point of view, rather than from a position of authority.

. ily limited. While parent

The goals of lay therapy are necessarily limite
aides cinnot be expected to undo the harms.of the past, thf.y
can help the parents to a point where the child can safelyj live
at home; where the parents can see and even enjoy the child as

- an individual; where they can recognize impending crises; yvhere

rt; here, eventually,
they can ask for as well as offer support,.and w !
the); are no longer dependent on the primary theraplst.”’.

Wwithin the broad concept of lay therapy, various programs
have beer developed.

i jo General
- Denver. The Parent Aide Program, based at Colprado (
Hospital, is ‘staffed by men and women who were raised by

loving parents, who are themselves parents, and who are ready .

' from all economic
to take on the care of another adult. They come
and social groups, and their backgroundg are carefully matcheﬁ
to those of their clients. They work part-time and receive a sma
hourly wage.

Parent aides informally visit one or both adults in the farr)flly
once or twice a week. They are encquraged to fit into 'thﬁ life-
style of the family—to have a cup of tea or coffee in the kitchen—
and to listen with interest to the probiems of the parents. Bet\n{deelr]
visits, they are available for help in crises; thg client hgs the ai ef
phone number and that of an alterqate aide, As t eéapy]'pécl)
gresses, they generally begin to function as mature and reliable
friends, rather than solely as visiting helpers.

Since_parent aides need close and continuing'supeilrvm‘c;nl,
Kempe and Helfer recommen:i that they be‘ based in a _l?spr f
or other agency that has the necessary professional support. P\]/:r‘);
two weeks, the parent aides attend a group theragy SeISSIonfthl e
they are encouraged to express to the professional staff th

- inevitable feelings of frustration, anxiety, and anger. The emo-

tional stress of working with abusive parents makes it necessary
to limit caseloads to two or three families each.
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One social worker can supervise several parent aides and
still ‘carry a limited caseload, which substantially reduces the
cost of treatment and increases its availability. Clinical results—
provided the initial diagnosis of the family’s needs was correct—

_ have been -outstanding. Fontana suggests that if “‘the Aide is
successful in establishing a supportive relationship . . . is able
to build up the parent’s self esteem and sense of personal worth
. . . to develop a relationship of mutual trust . . . to ease the
parents through crisis situations and truly understand the parent’s

feelings, then she is not anly helping the parents but the entire

family - and protecting the child in the most effective way
.possible.” ‘ -

San Diego. Dr. Kent jordan, with a grant from the California
Department of Mental Health, is attempting to implement the
Denver lay-therapist model in the San Diego Department of Social
Services. In addition, he intends to expand the lay volunteer pro-
grams already underway and to develop training materials. The
program will eventually include 200 carefully selected volunteer
lay therapists, each handling one case, with one client visit per
week. As a control group, there will be clients who receive
identical treatment except for the provision of the lay therapist.

Dr. Jordan hopes to determine, among other things, the charac-
teristics of an effective lay therapist* '

Lansing, Michigan. Lansing's Parent Aide Program puts relatively
greater emphasis on friendship than on therapy. The 21 parent
aides are mostly young married women. According to Helen
McGuire, the program’s supervisor, they are untrained, but care-
fully screened: “We look for individuals who have a good
marriage, have children with normal problems that the parent.
can handle, are nonjudgmental and outgoing, and have a capacity

for loving people.” They are not paid for their work, but do
receive experise money.

- Working under the supervision of a social worker from Catholic
Social Services, each parent aide is assigned one family—usually
a multiproblem family that requires more attention that the case-
worker can give. Their primary role is that.of an understanding
friend, needed to break through the family’s isolation. In emer-
gencies, they provide services such as transportation or babysit-
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ting. Since most of the parent aides are young, they are mo‘rilike
sisters than surrogate mothers to the parents they work with,

ide d children
etimes the parent aide apd her husband an .
ge%otr:gether with the client-family socially. As Helen McGu:rg
explains, "They're basically free to do anything they want—an
they're resourceful.”

_SCAN (Suspected Child Abuse and Neglect) Volunteer
Se/ré\\/ri’:::)??\f:., was o(rganwzed in Pulaski County, Arkansas by Sharon
pallone in 1972. Her reason for founding SCAN was tha;notfone
local agency, public or private, could meet the r;ee 5 o]c arz
abusive parent she knew. Available prpfessxonai help was .ragr
mented, slow, and generally unable either to meet a crisis O
to produce lasting results.”

SCAN is currently staffed by 13 full-time employees and ‘ab.out
55 volunteers. The volunteers, mostly women without fulﬁ-hme
jobs, provide emergency intervention, as \{veH as long-term \_ofugé
seling and supportive services. Each contributes-an average o
hours a week and is reimbursed $50 a month for expenses.

The volunteers are carefully selected and given an initial 40
hours of ‘training, conducted by doctors 'and pther commtépltyi
professionals. Among the topics covered in training are mi‘lca
evidence of abuse and neglect, legal aspects of y;he pro ler)f\,
marriage counseling, counseling te_chmques, t.ransa.ctlor%.fai anatysus;
and group therapy. In-service training consists of sta dmjae ing
every other week and professional consultation as needed.

Under contract with the Arkansas Social Service Division,
SCAN receives referrals from the Division, the community, apg
Arkansas Children’s Hospital and cooperates extensively W|tl
the University of Arkansas Medical Center. The Service recenthy
expanded from its base in Pulaski County to ne:gh,bonngdWas -
ington, Garland, and Jefferson Counties as a result of ad ,en;'on-
stration grant from the U.S. Department of Health, Education,

| : \ joi ffice of
, d Welfare (the grant was awarded jom_tly 'by the Office ‘
;é?ﬁld Develoémen% and the Social Rehabilitation Service).

1 i ’ ‘ ' lect
In all four counties, every report of §uspected abuse or neglect
is investigated within an hour by a SCAN volunteer. The volun-
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teer has no legal authority to remove a child but, through close
cooperation with the prosecuting attorney and the Social Service
Division, is able to offer the parent the alternative of working
with SCAN or facing law enforcement officials and possible foster
placement of the child. ,

Most of SCAN’s work consists of “mothering” the parents,
thereby teaching them to be better fathers and mothers. The
volunteer focuses on the problems of the parents, providing
support and noncritical counseling according to their needs. As
Sharon Pallone explains: “The volunteer’s work may be as simple
as convincing a mother who beat her child because she didn’t
mop the floor that two-year-olds can’t be expected to mop floors.
But it may be much tougher—improving housing, getting food
stamps or money, arranging for adequate health care, We work

with every agency in attempting to- solve the problem that
- spawned the crisis.”

The maximum caseload for a volunteer is four families, includ-
ing no more than two active cases. The volunteers initially spend
a great deal of time with each family at home. Their involvement

tapers off as the situation improves, although cases are maintained
as long as necessary. -

Initially, professionals in the community were slow to accept
the volunteer organization. But as a result of the skill of SCAN's
volunteers—who, since August 1972, have provided service to
well over 200 families—the Service has the full cooperation of
both the professional community and local government. Even-
tually, SCAN plans to operate statewide.

Public Health Nurses. Many communities already have a rich
resource for therapeutic and follow-up care: visiting public
health nurses. Early in the diagnostic process, the nurse can
provide the protective service caseworker with valuable infor-
mation about the family and about the interaction between par-
ents and children, By training and experience, most public health
nurses are comfortable entering the homes of clients and talking
with them in a relaxed, coffee-in-the-kitchen way. Some, in addi-

tion, have a great capacity for caring for the parents of abused
or neglected children.

84

TR

To function therapeutically, the nurse must be noqcrltlcalf
nonjudgmental, and prepared to commit herself to a dee'p involve-
ment in the family’s life. She shoulgl be a sympathetic, unde[-
standing listener, rather than an a'dwsor or teacher. The nurse’s
role is to provide needed ”motherm.g." She should focus not on
the child but on the parents, offering them an opportunity - to
break out of their isolation, to develop trust in another -adult,
and to raise their opinions of themselves. Without an excess gf
advice or lecturing, she may be able to help the parents begin
to understand and even enjoy their children.

Dr. Morris Paulson and several others from the staff of UCLA's
Neuropsychiatric Institute describe why such a rel.atlons.hlp can
develop: “While both male and femalg therapists [in thelrdgroup
therapy program] were regarded with x_ncreased warmth an_dcor]-
sideration, the female nurse co-therapist was mu_ch more identi-
fied in this surrogate [parent] role. Her information input in the
important areas of child development, her practlca! know.ledge 13
the caring and nursing of the infant and growing child, an
her numerous home visits all defined the greater degree of
intimacy and personal involvement in the life axnerience of these
families.” #

If possible, the nurse should informally visit thc? family once
or twice a week—twice weekly at first, then tapering off as the
parents progress. Itis important that the relationshlp, once bfzgun,
not be cut off too soon. The visits should continue until the

~child is no longer at risk—preferably for a year or longer if nec-

essary, but seldom for less than eight or nine months. il)espl.te
the atmosphere of friendliness and informality, the nurse’s visits
are an important element of treatment, and a decision to ter-
minate should be made jointly by the nurse, the protective
service worker, and any other professiona’ ljrectly mvolkved with
the family. .

Homemaker-Home Health Aide Services. Homemaker sesvices
have been recommended and used as a support to familie'rs under
stress, as an alternative to temporary removal of the child .ffom
the home, and as a way to facilitate a child’s return. In addition,
homemakers can assume a preventive role, if avaifable to famllges
in which “mothers simply do not have the strength to cope with
all the demands of several children.” * A homemaker who can
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fit into the family—not to run the household, but to work along
with and support the parents, helping with the house and children
as needed-—can help relieve at least some of the fainily’s stress.

The exact role of the homemaker varies according to the needs
of the family and the goals of the treatment plan. One possible
role for the homemaker is mentioned by Paulson and Blake: like

‘the visiting nurse, she can help the social worker evaluate the
family strengths and weaknesses through daily observation of
interpersonal relationships and patterns of living.® ‘

The report of the New Yark Mayor’s Task Force points cut that
a homemaker who cleans, shops, cooks, and cares for the chil-
dren can be valuable and even necessary to many families,
including those whose children are neglected, and can in the Jong
run decrease the costs of service to the family. But, the report
adds, such a homemaker is seldom needed by abusive parents
and would -be. of no help in altering destructive patterns of
behavior. The Task Force recommends that the most qualified
homemakers be trained as parent aides “to address.the emotional
rather than the material/logistic difficulties experienced by the
abusing parent.”” % -

Kempe and Helfer note that the homemaker can be part of the
therapeutic team, helping to provide the parents with understand-
ing and emotional support?’ If the community has a parent aide
program, homemakers could be included in their in-service train-
ing sessions to gain professional support and advice. '

Whatever the role of the homemaker in a family, it should be-

made clear to the parents from the start. Otherwise, the home-
maker’s presence may lead to confusion, suspicion, and even

. greater stress for the parents.

Parents Anenymous, | started P.A. because of my own prob-
tems, because of my own pain, my own anguish.”” ? This is how
Joily K., a former abusive parent who had been abused as a

child, explains the beginning of Parents Anonymous, a self-help

organization for abusive and potentially abusive parents. After
repeatedly approaching established agencies for help that she
never received, Jolly K. started P.A. as a way to help herself and
others. - : ‘ ~ oo
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' three and a half years later, P.A. includes some 112
c};zggfl(e?s/:k and approximately 1200 membgr.s throughout the
United States. Each chapter is headed by a chairperson-—a parent
from the group—and a professional sponsor who is usuaHX a
social worker, psychiatrist, or psychologist. However, as Dr. Vin-
cent Fontana observes, “P.A. does not suffer’ from any ‘go'ggl;e—
eyed reverence for professionals.” ?* The main emphasis is .on
parents helping one another.

Members attend weekly meetings at which they gxchange
family experiences, both good and bad, in a nyoncn‘ncal, su};}a—
portive atmosphere. Since all the members have expeflenced t ﬁ
stress -and anger that can lead to abuse, thgy can discuss eac
other's problems with u’nderstanding'and w@ho_ut moralization.
Parents typically unable to communicate with others iearn to
share their feelings with the group.

An additional focus of P.A. is on crisis incervention, which
typically comes as the result of a telephone call for help. Members
exchange first names and telephone number's. When a parent
under stress feels in danger of abusing a child, she or he can
call another member, day or night. Help may take several fqrms:
discussion and reassurance over the phone, a personal visit, or
sometimes temporary care of the child by another parent‘. There
is a general feeling that giving help—actually bsamg useflljl'to
someone in a time of crisis—can be as therapeutic as receiving
help, ' ~ ,

Since about 80 percent of P.As members are self-referred,

" some professio'nals—-whilé lauding the success of the organiza-

tion—would like to see closer ties between local P.A. chapters
and. protective service agencies. Protective services could then
monitor and be accountable for the child’s safety and coulq pro-
vide support services, if needed, while the parents contmued

with P.A.

‘Crisis-Ovriented Services. As discussed in Volume 1, Chapter 2,

- crises tend to play a significant role in the lives of famil‘ies in

. *Parents Anonjtmous has recently received-an OCD grant to expand to 200
chapters. ' ‘
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which abuse or neglect occurs. For some families, the crisis may
be of a physical nature—the lack of food, clothing, transportation,
or shelter. In such cases, addressing the family’s physical needs—
through, for example, the provision of an emergency loan, tem-
porary housing, or needed clothing—may be an important first
step toward treatment, by relieving a stress-producing situation
that may have no other solution. Such action may establish the
worker as a person who is sensitive to the “real’” needs of the
parent and can reinforce the parent’s feelings of being cared for.

But for many parents, crises are not so much the result of
material need as the product of momentary frustration and stress.
The breakdown of the television, an argument with one’s spouse,
the child’s breaking of a lamp—these are among the everyday
crises that can precipitate abuse. To help both the parent and
the child in such a situation, emergency services should be avail-
able around-the-clock. These could include a 24-hour - crisis-
intervention line (see Chapter 2), crisis nursery facilities (see the
following section, “Treatment for the Children”), or the tele-
phone number of a worker who can be called at any hour.

Education in Parenting. Treatment that uses cognitive learning
techniques is based, at least in part, on the assumption that the
parents have difficulty because they have not been given proper
opportunity and knowledge to develop adequate parental atti-
tudes and skills. To some extent, this is true; but, in general, the
deepest deficit in the parents is in the emotional or affective
rather than the cognitive sphere.

Some parents, particularly those who neglect or only mildly
abuse a child, may profit from instruction in parenting tech-
niques. But this should not be a standard or exclusive -treatment
method for the majority of parents. In many cases, even those
involving. the serious abuse of a child, the parents are able to

provide good care for other children in the family. It is evident

from such situations that the parents do not suffer a lack: of
factual knowledge, but rather emotional difficulties involving

specific attitudes toward and misperceptions of an. individual
child. ' ‘

For those parents lackingvchild-care skills, classes in a school
or hospital or individual instruction by a public health nurse
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an extremely valuable part of the parents’ treatment.
gggllnd i:(satruction coulé include learning how to diaper, feed,
pick up, and play with children; how and when to discipline a
child; and some facts about child development. The content and
nature of the instruction will, of course, be determined by the
needs and abilities of the individual parent. :

Behavior Modification. Behavior modification technlques——the
use of positive or negative feedback to modify behgvnor——have
been found to effect changes in the attitudes and actions of a}bg—
sive parents in relatively short periods of time. However, it is
ot clear whether such techniques have validity for long-term
rehabilitation. ‘

To some extent, positive reinforcement is an element included
in almost all modalities of treatment for the parents. But the use
of negative-feedback techniques to induce change has bggnl
seriously questioned, even though there has been superficial
success with such techniques. Negative feedback is essentially a
repetition of the childhood experience of most of these parents, a
repetition of the very process that helped lead them to abuse or
neglect their children.

Treatment for the Children*

While the care of abused and neglected children has been the
concern of health and welfare agencies in this country sm.ce'the ;
late 1800s, much of the professional emphasis has been limited
to medical treatment and physical protection. In many cases,
protection has been synonymous with removal of the child from
the home. But.more and more professionals are recognizing the}t
the child as well as the parent requires direct help if treatment is
to produce optimal rehabilitation of the family.

The .va-l,r'pose of this section is to describe several methods of

*Much of this section has been adapted from material written by Elsa Ten
Broeck and Steven Stripp for the Office of Child Development in 1974, Mdan()j/
of the points discussed are based on the authors' experience at 'the ,Fxten e l
Family Center, San Frangisco. Except where indicat_ed, the subsection Remova
of the Child” has been adapted from material written by Douglas J. Besharov
for OCD in 1975. Much of this subsection is based on the April 1972 Reppr}:
of the New York State Assembly Select Committee on Child Abuse, of whic
Mr. Besharoy is the executive director. , s o
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direct treatment for the very young (up to age five) child. This
discussion ‘does not attempt to set treatment for children apart
from treatment for parents. While it focuses on children, it
emphasizes the family setting, the effects of children’s treatment

on the parents, and the need to coordinate treatment for all
family members.

In this section, aspects of treatment in a day care setting are
the primary focus. There are several reasons for narrowing the
discussion to this setting: little has been written about therapeu-
tic nurseries; many older children :in need of treatment can be
referred for individual child-psychiatric services, whereas: the
very young child .cannot; and-finally, emphasis has to be placed
on providing therapeutic intervention for children as early as
possible, - ‘

Before discussion of actual treatment modalities, it is important
to look at the role of out-of-the-home placement of the child
as part of the family’s treatment plan. '

Removal of the Child

Temporary Removal. Of the many difficult issues in the man-
agement of child abuse and neglect, the involuntary removal of
children from their parents is among the most volatile. There are
some families in which children cannot safely remain. For these
families, temporary or permanent removal of the child, accom-
panied by appropriate treatment for the parents, is the only

viable alternative. However, because of inadequate casework -

and administrative practices, insufficient funding, and lack of
trained, experienced workers in- some child welfare agencies,
foster ‘care—the placement of children with a foster family, in
a group home, or in an institution—is the primary mode of
“treating” the problems of abuse and neglect in some com-
munities. As a result, some children- who could remain in their

own homes are placed in foster care, and too many children

remain in foster care for too long.

The increasing use of foster placement in recent years has
led to a general lowering of standards for recriitment and approv-
al of foster parents. It is a “seller's market,” in a sense; more
stringent standards, even if they could be enforced, would leave
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many children without homes. In some cases, the quality of
foster care is not significantly better than the care the children
received from their natural parents. There are, for example, cases
where foster parents abuse the children placed in their care.

Inadequate recofd-keeping in some agencies orfly aggravates
the problems of substitute care. One. agency, for instance, suc-

cessively placed and then removed seven children from a foster

home is the space of one year. Since there was no record to
explain why these children were unz'ible to. get along in the home,
it was impossible to determine which, if any, children could be
placed there in the future.

The child’s position in foster care is compl_icated‘ by policies
in some agencies prohibiting excessive emotional mvolyement
with the foster parents. The rationale is that foster care is tem-
porary, the ultimate objective being the return of the child to
the natural parents; undue affection by the foster parent could
cause emotional ambivalence if and when the child is rgtqrned
home. When foster parents follow such guidelines—prov;c!lng a
warm home; but a home without too much Iovg—the children
-often perceive the foster parents as they do their own parents,
unable or unwilling to love them enough. :

It is not unusual for an agency to remové children from a
foster home because they are shown too much love. One agency
used this reason to remove two children, nine and elg\{en years
of age, from a foster family in which they were tbrnvmg after‘
three years of placement. The children were placed in an institu-
tion, and the foster parents brought the matter to courlt. Nine
months later, the case was resolved in the foster parents’ favor;
but by this time, the children felt so rejected and confused that
they refused to return to the foster home. _Althoughbotb chil-
dren had an 1.Q). of about 120, they remain in the institution
where 90 is the average Q. ‘

Once the abused or neglected child is placed jn foster care,
many agencies make little or no effort to work yvnth the natural
parents. This is not only dangerous for other children who may
remain in the home without services or protective supervision,
it also allows foster care.to become a more or less permanent

situation for the children who are removed. There are; of course,
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some agencies that do creative and highly constructive rehabili-
tative work with the natural parents, but these seem to be excep-
tioris to the typical practice.

Planning for families does not seem to occur in any predictable
or reasoned pattern. For example, it is not uncommon for chil-
dren to be placed in foster homes far from their natural parents.
Under such an arrangement, meaningful contacts between chil-
dren and their natural families are almost impossible, and suc-
cessful rehabilitation of families becomes unlikely.

In a research project headed by Dr, David Fanshel, director of
the Child Welfare Research Program at Columbia University’s
School of Social Work, 624 children who entered foster care for
the first time in 1966 were followed for five years. At the end of
three and a half years, 46 percent of the children were siill in
substitute care.’® Commenting on their findings, Dr. Fanshel and

his colleague Dr. Eugene Shinn write: “It is our impression that:

too many children slip into long-term foster care careers. with
the passage of time and their statuses become frozen through
a process of default rather than through a consciously arrived at
decision that alternatives to placement are not feasible"3"

"This failure to consider alternatives to placement is particularly -

alarming in light of the often damaging effects of foster care.
Even when the quality of care is adequate, placement can be
troubling to children. As Dr. Ner Littner explains: “No matter
what the realistic reason for the separation, the child seems to
experience first—either consciously or unconsciously—a feeling
of abandonment, which contains elements of loss, rejection,
humiliation, complete insignificance and worthlessness.!” 3 Foster
care places children in a painfully ambiguous situation in which
they are unsure of their future. Children frequently blame them-
selves for the separation from their parents, and they harbor feel-

ings of guilt. If they relate the separation to some fault of their
parents, their identification with the parents can result in their |

seeing themselves as similarly “bad.”

- The very nature of foster care adds to children’s concerns * |

about their worth. Children in institutions may feel “different”
because they do not have a family; those in foster homes have

names different from the foster family, a constant reminder that b
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they do not really belong. Eugene A. Weinstein investigated foster
children’s grappling with four questions: Who am 12 Wherg am
12 Why am | here? What is going to happen to me? 3 His f_mdmgs:
these are confusing, anxiety-laden questions for children in foste;r
care; however, children who had more contact and were pri-
marily identified with their natural families showed a'stati.stigally
greater understanding of their foster placement. These findings
point not only to the difficult ambiguities that placement can
impose on a child but also to the continued importance of the
natural family to the child’s well-being.

In 1971, the Davidson County (Tennessee) Department of P_ub-
lic Welfare (DPW) began a three-year project in the metropolitan
Nashville area, addressing many. of the problems of foster care.
The project, Comprehensive Emergency Services for C'hild'ren in
Crisis, provides. 24-hour emergency services—including intake,
foster homes, Caretakers, and homemakers—to enable neglectgd
and dependent children to remain at home or, when remova! is
necessary, to minimize the traumatic effects of placement. During
its first three years, when the project was funded by the U.S.
Children’s Bureau, emergency placements were reduced from
approximately 480 to 70. Funding is now handled by th'e state
and county DPW. In addition, the Children’s Bureau is now
funding a follow-on project to disseminate information about the
Comprehensive Emergency Services program. To date, some 20
communities are committed to installing similar programs.*

Among the recommendations of the Massachusetts Committee
on Child Abuse were four suggested components of an adequate
foster care system: the 24-hour availahility of “highly competent
professional foster homes”; a mechanism for recruiting, review-
ing, and supporting ““good quality” foster homes; the innovative .
use, of day care; and the development of alternative group care
facilities. These recommendations are based on the assumption
that, when placement is unavoidable, foster-home care “is often
preferable’” to and “less expensive than institutional care’* In
a foster home, a child should receive temporary but uninter-

*For further information, contact Patricia Lockett, Director of the National
Center for Comprehensive Emergency Services, Nashville Urban Observatory,
320 Metra-Howard Office Building; 25 Middleton Street, Nashville, Terinessee

-37210; (615) 259-5371.
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rupted care, while his or her parents are in treatment or until
permanent placement is arranged.

Foster parents often pride themselves on taking better care of -

a child than the child’s natural parents. This feeling—while it is
gratifying for the foster parents and helps to compensate for
poor pay and long hours—can further disrupt the natural parent-
child relationship by reinforcing the parents’ poor image of them-
selves, However, through careful selection and professional sup-
port, foster parents can be a source of help for the natural

parents as well as for the children. The following example illus-

trates the supportive and therapeutic role the foster parent can
play.

Throughout the investigation and court hearing, Erica main-

tained that she did not know the cause of her five-month-old
daughter’s severe injuries. She felt that the psychiatrist. and
the social workers who were assigned to “help’ her were
unfair and insensitive, and she was not able to benefit from
the contacts. Her daughter Jennifer had been placed in'a fos-
ter home, which Erica avoided because she was afraid of
what the foster mother would think of her. Her husband

. Tony did not visit either, feeling little attachment to the baby
and no responsibility for her care, ‘

Erica finally decided to visit her daughter; she worried that
by staying away she would be thought an unfit mother. To
her surprise, the foster mother was quite sympathetic. She
talked with Erica about the baby’s behavior, not about what
Erica “had done.”. The foster mother sewed a kerchief for
Erica and occasionally invited her and Tony for meals. She
encouraged them to bathe Jennifer und to.take over other
parental tasks, which not only helped them to feel close to
the baby, but also relieved the foster mother of much of
Jennifer's care. As soon as possible, Erica and Tony were
allowed to take the baby home for short visits. These visits
gradually lengthened until the child was permanently and
safely returned.* - o '

*Adapted from material written by Elizabeth Davoren for the Office of Child -

‘Development in 1974,
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Permanent Removal. Unlike Erica and Tony, some parents .of
children in foster care will never have the interest or capacity
to care adequately for their children. In cases where the chlld’s
return is unlikely, the possibility of adoption should be actively
explored.

Freeing Children for Permanent Placement is a project l?egun
in Oregon in the fall of 1973 to deal with the problem of cf_uldren
remaining in foster care, often for years, because alternatives to
temporary”’ placement had not previously been explored. FL{nc!ed
by the U.S. Children’s Bureau, the project began by identifying
children in foster family care who had little chance of returning
fo their natural homes, and by examining their files to determine
if an honest effort had been made to work with the natural
parents. Treatment services were then provided for tho§e parents
who seemed likely to be able to respond. In the project’s first
year, over 10 percent of the children in the study population

“were returned to their natural homes; others were adopted by

their foster parents; and, for others, adoptive homgs were re-
cruited. The project—which covers 10 of the state’s high-popula-
tion counties and a sampling of rural counties—is also work!ng
to educate judges and attorneys about the importance of freeing
children for adoption when there is little possibility of their
raturn to their parents.* .

In recent years, adoption has become possible for an increas-

_ing range of children; those who are available for adoption now
" stand a better chance of finding a home. There are several reasons

for these changes. Because of more widely practiced birth control
and the legalization of abortion, and because more unwed
mothers now keep their children, there are increasingly fewer
unwanted children. Interracial adoptions and the adoption of
older children have become more common as the number of
white infants availab'e for adoption has decreased. In addition,
subsidized adoptions have lessened the financial burden to fam-
ilies with limited incomes.®® '

Nevertheless, many child welfare agencies rarely, if ever, con-
sider adoption as an alternative for children in their care. In the

*For further informétion, contact Victor Pike, Project Director, Freeing Chil-
dren for Permanent Placement, 1415 S.E. 122nd Street, Portland, Oregon 97216;
(503) 257-4344, o
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Fanshel study, less than three percent of the 624 children in
foster care were adopted in the period of three and a half years.®
Many smaller agencies are simply unequipped to handle adop-
tions. In one case, although the foster parents wanted to adopt
the child and the natural mother agreed to terminate parental
rights, the agency did not know how to go about the adoption
process. Other agencies refuse to assist in adoption proceedings
on the grounds that their attorneys’ time is not reimbursed.”

Even after the decision to terminate parental rights, adoption
can be torturously slow. New York City’s Department of Social
Services studied time variations in the adoption process, using
a sample of 274 children from 19 agencies.®® The time between a
child’s placement with an agency and completed legal adoption
ranged from 13.4 months to 28.1 months, with an average of
22.1 months. The mean interval from placement with an agency
to placement in an adoptive home was approximately eight
months. This study is of interest not only because it shows the

adoption process to be unnecessarily lengthy, but also because

the time variations among the 19 agencies indicate that the quality
of management can prolong or expedite the process.

The adoptability of a child can be greatly influenced by the
length of the adoption process. Prospective adoptive parents
generally prefer infants. Although this preference is becoming
less rigid, it still limits the possibility of adoption for children
over three or four years of age, particularly for minority-group
children. More important; a lengthy adoption process places
children in a kind of limbo in which they are denied consistent
mothering in their formative years. judge Nanette Dembitz of
the New York Family Court warns that “children are kept “in
foster care for year after year after year; if finally by the age of
seven or ten or twelve the mother has completely abandoned
the child, it is too late—and frequently the child is too maladjusted
or too involved in juvenile delinquencies—for adoption.”

There are at least two specific mechanisms that could facilitate -

the adoption process. First, since some agencies avoid adoption
in favor of prolonged foster care because of such .expenses as
legal fees, private welfare agencies could be reimbursed for the
costs involved in terminating parental rights and placing a child
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for adoption. :Second, laws could be enacted authorizing the
juvenile court to immediately free children for adoption when,
in Judge Dembitz’s words, “the possibility .of the mother’s ever
being able to give the child decent care is zero or very, very
slight.”” %

Treatment Modalities

Within the last decade, a variety of services for abused and
neglected children has been developed to supplement m-hqm'e
treatment services for the family. The intent of these services

is to support the child’s expression of feelings, to meet the child’s

emotional needs, and to offer direct treatment.

Play groups generally meet a few hours a week, often while
parents are attending therapy sessions. Frequently staffed by vol-
unteers under the supervision of a professional, the play group
has as its major advantage the opportunity for diagnostic observa-
tion of the children.

Crisis nursefies. offer immediate relief to parents who are
temporarily unable to care for their children. The primary func-
tizns of the crisis’ nursery are to protect the child and help

. stabilize the home by providing the parents short-term relief

from child-care responsibilities.

Therapeutic-day. care centers have several important functions.
From four to ten hoursia day, the center functions as a refuge
for the children; and is_a support to treatment for the parents
vides diagnostic observation of and intensive, long-term therapy
for the children; and is-a support to treatment for the parents
by allowing them the needed time to develop and pursue other
interests,

Family shelters’ offer intensive 24-hour residential care for
the entire family. -Such comprehensive treatment provides an
ideal setting for intensive diagnostic study and ‘round-the-clock

- intervention. Residéntial treatment is usually limited to a few

months,-followed#by out-patient supervision. An example of
a family shelter is'the Temporary Shelter at the New York Found-
ling Hospital,*! SR : : ‘ W
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Behavior Characteristics and Dynamics

Brief contact with abused and neglected children has led to
descriptions of placid, slow-learning infants and overly friendly
preschoolers who form indiscriminate attachments to adults,
These descriptions support the opinion that the children, though
quiet or overly friendly, are generally “normal.” But through
long-term daily contact, this initial “normal” and, in particular,
““good” behavior can be seen to be only one of several defenses
against the very troubled environments in which maltreated
children develop.

In day care settings, abused children have displayed a variety
of behaviors that are noticeably different from those of other
children of the same age and in similar settings.”? The abused
children evaluated in one study were found to be four to eight
months behind their peers in language development.® In general,
the children’s coordination skills, both gross and fine, are less
developed than would be expected for their age; those who are
mobile tend to be accident-prone. As a group, abused children
are sick more often and for longer periods of time than infants
and preschoolers in other group settings.

Their behavior tends toward extremes of introversion or extro-
version. The degree to which the children were abused seems
to be in alignment with both their symptoms and their respon-
siveness to treatment. When abuse is severe, the children tend
to display extremely introverted symptoms; when abuse is mild,
they tend to display a variety of extroverted symptoms soon
after the first week in a center,

Introverted symptoms include passivity, withdrawal, inhibited
verbal or crying responses, and immobility. Extroverted symptoms
include hyperactivity, very short attention span, and seemingly
unprovoked aggression. The initial symptoms of the introverted
children tend to resolve intb more varied repertoires of behavior
within the first three months in a center; for the extroverted group,
the initial bekavior changes may occur in a few weeks or less.
In general, children who are initially timid and passive eventually
begin to express more anger and defiance, while those who are
initially aggressive and hostile gradually begin to express sadness
and fear. Timid children who originally require a great deal of
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physical holding become more willing to explore on their own,
whereas those children who at first canndt tolerate physical
contact begin to allow it.

Even after children have attended a center for several months
and some of their initial behavior has changed, certain charac-
teristics remain. For example, separation is difficult, from parents
in particular; and transitions in general are very threatening.
Arrival at the center is a difficult time of the day. Although
many of the children overtly seem to have no fear of leaving
their parents, they express their attachment-anxiety nonverbally
once they are in the center. It is not unusual to find children
climbing over or hiding under tables, hanging on to the front
door, walking aimlessly around the room, or. refusing to take
off their coats.

For many of the children, resistance to change continues
throughout the day. Daily events, even those occurring with
regularity, are continually resisted until the children begin to
develop trust and become willing to take risks. Nap time can
be particularly difficult. The children tend to be very tense and
unable to relax. They resist confinement in a bed or crib and
become upset and fearful when restrained. Despite their resis-
tance, most of the children do need a nap; and, with individual
attention and physical contact, they do fall asleep.

Another prominent characteristic is' the children’s unusual
propensity ' for violence.* Many respond with aggression to
anxiety, threats, and confusion. It is not unusual to observe a
toddler, who is unable to join in a game, simply destroy the
game rather than accept exclusion. Many of the children express
violence even without provocation. Destructive behavior tends
to be characteristic of those who have suffered chronic anger
and rage from disrupted rapport or trust with their parents.
These children are often vulnerable to tantrums and rage as
well as to destructive acts when confronted with the limits and
discipline of the center.

Some- children in treatment have displayed well-developed
skills at frustrating and provoking both adults and other children.

- Those who have experienced chronic shame and fear—by being

disciplined through name-calling and required to perform beyond

0




their age and developmental capabilities—tend to humiliate and
terrorize other children. Those who have suffered chronic dis-
tress—by having satisfaction of their needs delayed or only
partially: met due to negative parental feelings—often seek to
frustrate others.

- Periodically, some of the more severely abused children exhibit
autistic-like behavior. They appear to desensitize themselves to
certain auditory; kinesthetic, and visual stimuli. In a conversation,
these children listen and respond; but when being disciplined,
they refuse to acknowledge or respond to their own names.
They sometimes collide with objects, as if the objects did not
exist. And despite frequent accidents, they exhibit no signs of
pain and seem to have only a hazy awareness of their physical
environment. Much of this desensitization is believed to be
defensive -behavior developed to cope with the physical pain
these very young children experienced early in life.

Treatment Considerations

A center for abused and neglected children needs to-offer
the nurturing and care most children receive at home; in addi-
tion, it has to help the children develop skills to cope with the
above average demands of their homes. Two goals of treatment
are for the children to develop their ability to trust and to develop
positive self-images. Both can be reached more easily if the

therapeutic environment gives the children a sense of safety

and positive feedback.

It is important to create a personal space for each of the

children; a space where each is reminded of his or her unique
identity. A picture of each child in his or her part of the room
is helpful; and mirrors, particularly small hand-mirrors, are not
only interesting to children, but help them initially in deve!opmg
their self-images. Such measures can help the children develop
a positive sense. of themselves that will allow them to maximize
their ability to grow and develop. :

A rconsistent routine helps the children perceive the center
as a “/safe” environment where they can test feelings and actions
and begin to trust themselves and others. To facilitate the devel-
opment of trust, the staff should be consistent in their actions
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and should always prepare the children for transitions through
verbal explanations. It is important to verbalize even routine
transitions, such as feeding and changing. This technique is
particularly helpful with the nonverbal child and has encouraged

-speech in children who are old enough to talk but who have

previously remained nonverbal.

Verbalization between the staff and the children can also

help the children recognize and deal with their feelings, particu- -

larly feelings of rage and terror. Once the predominance of these
negative feelings lessens, the child can begin to learn to deal

- effectively with the environment.®

The center’s program must also teach the children how to deal
with. various settings and surroundings and how to obtain satis-
faction from a variety of sources. The children quickly learn that

certain behaviors and expressions which are denied them at home -

are allowed in the center. Abused and neglected.children learn,
at an earlier age than most, the reality of contradictions in life
and the types of adjustments they must make. Without extensive
longitudinal research, it is impossible to assess the effect of this
knowledge, at such a young age, on children’s emotional growth
dnd development. Nevertheless, it is clear that unless the chil-
dren are removed from their parents, they must learn to cope
with some degree of emotional trauma.

A side benefit of all day care programs is that they expose
preschool children to adults who can supplement parental care.
This exposure helps children realize that there are adults other
than their parents who can provide for their needs. The sharing
of parental responsibilities, including child care and nurturing,
is a basic principle of the extended family. The re-establishment
of this principle can be an effective means of assuring the phy-
sical and emotional survival of the maltreated child.

_ A therapeutic environment in a day care center, coupled with
intensive parent treatment, is often the most effective means to

“help the children maximize their development. Without having

to endure the trauma of total separation from their parents, the
children can learn the coping skills needed to minimize the nega-
tive effects of remaining in-a home where their emotional needs
are not completely met. :
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Planning~ a Center

Following is a list of some practical considerations in planning
a therapeutic day care center.

e Choosing a population

(1) Determine the age group of children to be served.

(2) Develop, designate, or coordinate with programs to
provide treatment for the parents of client-children.

(3) Determine the types of cases to be served-——whether
preventive, suspected or identified.

(4) Develop a referral process.

e Choosing a site

(1) Become familiar with all federal, state, and local codes:

relevant to group child care, such as welfare, fire, or
health department codes that will impact on particulars
of the age group to be served, required indoor and
outdoor space, required plumbmg, required isolation
space, required access to the building and yard, and
needed renovations to the existing building.

(2) Obtain. zoning requirements needed to establish a day
care center in the chosen site.

- (3) Evaluate thesite in terms of transportation to and from
the center.

- (4) Evaluate the available space in terms of future require-
ments. For example, in a long-term program, more
space will be needed when infants reach the toddler
stage..

(5) Choose a site that mcludes adequate .separate space
within the center for parents to meet with each other
-and with the staff. Preferably, there should be enough
space to accommodate groups of parents.

(6) Apply for and obtain all licenses required by state and
local laws. Be prepared for delays in processing such

applications.
(7) Negotiate a lease with an open -ended option to renew.

® Equlpplng a site

(1) Spaces that should be created include a space for
isolating disruptive children, a space where children
can express aggressive feehngs and a particular space

102

&

¢/

li

that helps the child feel safe and  not overwhelmed
by emptiness or overcrowding. -
(2} Suggested equipment and supplies include:

(a) Strong durable toys that can withstand great
amounts of physical attack yet cannot be used
as weapons.

(b) Equipment that allows for the expression of teel-
ings, such as barrels (for hiding); pounding
boards; large foam-rubber blocks; musical in-
struments, especially drums and bells (careful
supervision is required with these); a record
player and records; dolls and a doll house; a
television cabinet (without the picture tube or
the accompanying electrical equipment) that
the children can use for dramatic play; dress-up
clothes; and toy kitchen equipment.

(c) Equipment that encourages group play, such as”
a water table, a rocking boat, a sand box, a
three-foot-wide slide, and an auto-tire swing.

(d) Equipment that encourages active play, such as
climbing boards, climbing structures, tricycles,
and a padded- tumbling -area.

(e) Equipment that encourages verbalization, such
as books, records, blocks, anda fish tank (prop-
erly anchored and carefully supervised),

o Suggested daily routine

(1) Arrival

(a) - Greet the parents-and children.

(b) Put coats and personal belongings away, allow
for the expression of separation feelings (verbal

: and nonverbal), and prepare for breakfast.
(2) . Breakfast

(a) Preparation: set the table (the children’s par-
ticipation should be encouraged), toilet the chil-
dren, help them to wash their hands.

{b) Eating: allow for messiness, but take precautions
to protect the children’s clothing; stimulate con-
versation about homie and the day ahead.

() In cleanmg up, . the children’s participation
should again be encouraged. Toilet the chlidren
after breakfast
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(3) Morning activity

(a) Include group activity to encourage peer rela-
tionships, activities to help children in individual
areas, and activities to enhance development
skills. :

(b) Where possible, allow for simultaneous group
and individual activities with staff available for

v both.
(4) Lunch

(a) Preparation (same as breakfast).

(b) Eating (same as breakfast). ‘

(c) After cleaning up, prepare the children for their

- ‘naps.
(5) Nap :
’ (a) Preparation should include outside activity to
_release energy, preparation of the sleeping area,
toileting, quiet time with books and puzzles,
verbal preparation, and individual physical con-
- tact such as rocking and patting to encourage
- relaxation and sleep.
(b) Waking up should be followed by toileting, then
music or quiet activities. ’ 4
(6) Afternoon activity should include free play out-of-
doors, supervised group games, and individua! use of
space. ;
(7) Departure .
(a) After toileting, have children’s personal items
together and the children cleaned up prior to
their parents’ arrival.
(b) Verbally prepare the children for departure.
(@) In greeting the parents; ask about their day and
inform them of the events of the child’s day.
(d) Give support to the children as they leave. If
necessary to aid in the transition, allow a child
to take something from the center home.

Staffing

Staff Selection. The selection of appropriate staff is the most
crucial ingredient in a successful program. Although all the char-
acteristics of a successful teacher cannot yet be defined, limited
-experience shows that a teacher should have good health and
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stamina; be patient, -flexible, and consistent; have a cheerful
disposition; and, most important, have special sensitivity for both
the child and the parent. It is a rare and valuable teacher who
can give the needed emotional support to the children and still
support and empathize with the parents.

The teacher must perform many parental functions—such as
showing the children tenderness and affecticn, and setting rea-
sonable limits—and must often help the child cope with instances
of parental rejection, resentment, inappropriate expectations, anfzi
even brutality. Yet, at the same time, the teacher must be sensi-
tive to the parent’s ability to nurture the child and must be
willing to turn that responsibility back to the parent. The center
must create an environment where the parent and the child can
relate on a level that provides for the maximum growth of each.

When interviewing prospective teachers, questions such as the
following should be asked: ’

* How would you handle a parent who is angry because you
allowed his child to behave .in'a manner that the parent
does not allow at home?

. Dovyou feel that the needs of abused children differ from
. those of children who have not been abused? If so, how
do they differ?

* How would you handle the following situation in the cen-
ter: a child, in front of her parents, tells you that she
doesn’t want to go home?

¢ What would you do if a parent began to spank her child
excessively in front of you in the center?

e How would you, as a teacher, discipline a child in the
center?

~ How would you respond to a three-year-old in the center
requesting a bottle at nap time?

* What would you do if a parent refused to allqw you to-do
certain things for his child that you felt were important to
the child’s development? - :

Staffing Patterns andS,uppbrt._ The‘required child/staff ratios
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of traditional day care agencies—4:1 for infants, 5:1 for pre-
schoolers *—are not adequate to meet the physical and emo-
tional needs of abused children. Working with abused children
requires total - involvement. They frequehtly need individual
attention, and they require constant supervision. The work can
be phys:ca”y and emotionally exhausting. :

Day care personnel traditionally schedule breaks and staff
meetings during nap time or scheduled group activities, times
that usually allow for low staff/child ratios. In therapeutic day
care settings, however, these are the times of greatest tension
for the children. The budget should permit enough supplemental
help to provide the full-time staff with relief, plannmg time, and
meeting time away from the children.

Faced with limited resources to hire the needed full-time
staff, the typical therapeutic center must use volunteers and part-
time help. For example, the Extended Family Center in San
Francisco has successfully used two mentally retarded adults in
the infant-center program. Other alternatives for providing sup-
plemental care include using high school students and neighbor-
hood youth groups; college students majoring in education,
nursing, or social work; and senior citizens. A large staff offers
the additional benefit of allowing the children to relate to a
number of adults who give them consistent nurturing.

Ideally, the staff should include both men and women of a
wide range of ages and of various ethnic backgrounds. If pos-
sible, one or more staff members should work exclusively with
the parents. In addition to maintaining a large corps of part-time
and volunteer help, it is important to provide the full-time staff
with ongoing tralnmg and ways to handle their own inevitable

~frustrat|ons

Therapeutic Interventions and Games

The staff of the Extended Family Center uses specific inter-

- ventions and has developed games to help the children begin

to recognize and deal with their feelings and alternatlve forms
of behavior. Several examples follow. ,

Therapeutic Interventions. Preverbal infants may exhibit rage
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and tantrums through uninterrupted crying or lack of respon-
siveness -to holding, feeding, burping, and- changing. These
behaviors are often the result of repeated force-feedings or being
ignored when quiet or crying. Appropriate interventions include
gentle rocking in an automatic swing, singing, feeding in a feed-
ing table with a large tray, or encouraging feeding by allowing
natural exploration with soft, colorful food such as fruit cocktail.

The verbal child may exhibit rage through tantrums or destruc-
tive acts. Such rage may be the result of the parents’ anger with
the child’s expression of needs or their arbitrary interruption of
the child’s pleasurable activities. For the verbal child expressing
rage, several types of intervention are: consistent verbalization
of limits; forceful verbalization of unacceptable destructiveness;
encouraging both the “injured” child and the aggressive child
to verbalize anger; acknowledging the child’s fear of rejection;
and giving the child space to have a tantrum, then encouraging
him or her to reJom the group once the tantrum is ended.

As a result of parental anger and threatened punishment jn
reaction to a child’s expression of needs, the child may exhibit
symptoms of withdrawal: passivity, immobility, meek crying, or
extreme shyness with adults and children. Appropriate iiiterven-
tions would include: establishing a protective: environment for
the child; one-to-one, adult-to-child contact; holding, rocking,
and eye contact; singing; and encouraging the child to explore
various objects.

Finally, for children who terrorize others through unprovoked
threats, taking toys from other children, taunting, or risk-taking,

several .interventions can be used: consistent and appropriate -

setting of limits, encouraging the child to verbalize feelings, or
offermg the child alternatives to these behaviors. Such actions
are often the result of either parental expectations that the child
p}en"orm bevond his or her ability, or repeated criticism and
threats :

Dramatic Play; Games based on dramatic play‘should first be

- practiced by the teaching staff, then introduced to a few children
.at a time, Usually, the teacher will go through the dialogue apd

action two or three times, leaving appropriate pauses, until the
children gradually respond and imitate. Slow, clear dialogue and.
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consistently - repeated actions  facilitate the children’s learning.
Some children . may simply watch for a time before joining in.

The followmg dramatic play, “The Glum Ghost Lives in the

Zeon Pit,” is particularly helpful for chlldren who exhibit rage
and tantrums.

Introduce the game by asking the children:
“Do you want to play ‘Glum Ghost’'?”

Teacher: “This is what the Glum Ghost says:
‘'m busy being busy, being busy.””
(This is said while pointing in the air and turning
“in a circle.)

Teacher: (Points at one of the children.)
“Don’t you laugh!”’

Repeat; this time going in the opposite direction. After some
practice, employ the “Cloze” technique and omit the word
“laugh.” The children generally supply the word with glee.

Teacher (After two circular walks.) :
“Where does the Glum Ghost live?”

. Teacher: (Stooping.) “Way down, down, down in the Zeon
Pit!l And what do you hear from the Zeon Pit?”

Teacher: (In a whiny, angry tone.) ”l want to be happy yes- v

terday! / want to be happy yesterday!”

Teacher: (Stands slowly while mimicking a pair of glasses
with his/her hands and looks at each child.)
“Are you in the Zeon Pit? . . . No, you’re smiling . ..
Are you in the Zeon Pit? ., .”

_Children enjoy this game and frequently ask to replay it. Some
of the parents have borrowed it to play with their children at
home. The game can be used as a treatment technique when
employed at the anticipation or onset of a child’s tantrum. The
teacher can use the hands formed as glasses to clue the child’s
memory of the game. Next, the teacher can say: “You're falling

into the Zeon Pit! When you’ re through being mlserable, come -

join us.”

. ”Poor, Plty—Me Parrott” is a dramatic play for chlldren who
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exhibit withdrawal; it is particularly effective for chlldren who
exhibit chronic anxious imitation of others.

Teacher: (Arms folded to simulate wings; head rolled in a
bird-like gesture.) “Awrrk! I'm not here! Awrrk!
I'll do what you do . . . maybe you'll like mel”

Repeating the phrase, walk backward until hitting a wall.

Teacher: “Ouch! Why did | hit my head? Oh, why? Oh,
pity me!”

Many children play and replay this game with laughter for
relatively long periods of time. Those who enjoy it often ask
their parents to play “Glum Ghost” as well.

For children who terrorize others the dramatlc play “Stupid
Stick” is especially useful.

Teacher: (Holding a stick vertically.) “I'm all alone. | don’t
need help! Forward march!” (Begin moving back-
ward.) “I’'m all alone. | don’t need help!” (Back into
wall and hit head.) “Quch! It's your fault! It's your
fault!”” (Mimic striking someone next to you and
end game with:) “I'm not a stupid stick. Are you
a stupid stick?”’ .

The play can be used as an intervention by asking a child who
is threatening another if he or she is a “stupid stick.”

Implications for Parental Treatment

Therapeutlc nurseries are best offered as one component of
a comprehensive treatment program for the family.¥ Direct care’
of the child can, in fact, create additional problems for the
parents and should not be offered unless some type of sup-
portlve treatment is available.

“For examp|e, one of the classic symptoms of abusive parents
is an ‘often extreme need for nurturing. Unless the parents receive

- individualized treatment, they often resent the care and treatment

their children receive. It is pointless to create a positive environ-
ment for a child eight hours a day only to have him or her return
each evening to jealous and resentful parents.

Treatment for the cmldren can also hive a' negatlve lmpact on
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the parents’ characteristically low self-esteem. A parent’s sense
of inadequacy tends to increase when the child enters therapeutic
day care. The mother and father typically interpret. the referral
to the center as an illustration of their failure to be “good”
parents. Feelings of inadequacy are most often expressed through
resistance and hostility toward the center’s staff; the parents tend
to be critical of the care the child receives and appear to rejoice
when staff members make mistakes. Even parents who seek help
voluntarily tend to resent the staff because competent profes-
sionals make them feel more inadequate.

Although threatening, therapeutic day care is a valuable service
that offers tangible help to the parents. Many parents, in fact,
seem to “dump” their children on the staff, and frequently forget
or even refuse to come for the children in the evening. These
reactions generally reflect the parents’ inability to tolerate the
dependency of the child; they diminish as the parents’ own
dependency needs are met in treatment.

Another advantage of the therapeutic nursery is that it offers
parents the opportunity to see their children in a group and to

‘begin observing them and their behavior in a new way. The

nursery is also an ideal setting for parent education programs
staffed by workers trained to deal with the special needs of
parents. Timing is a primary factor in the success of parenting
education: the parents can use information on child develop-
ment and child care only when they are ready to nurture their
children, and this occurs only when their own needs begin to
be satisfied. At this time, the parent will usually ask voluntarily
for needed information about the child’s development. Parents
who continually reject solutions to their child-care problems may
simply be stating that they are not yet ready to deal with the child.

In treatment, there is sometimes conflict beween the needs

of the child and the needs of the parent, The following case is -

an example,

Elaine was three months old when diagnosed for fractures
of the jaws, ribs, and extremities resulting from abuse. After-
seven months in the home of relatives, she was returned to
the custody of her parents on the conditions that she be
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placed in day care at the Extended Family Center and that
her parents participate in the center’s parent-treatment pro-
gram. ,

Initially, Elaine was extremely withdrawn. She would not
move unless picked up by a staff member, and she rarely
cried. When handled by an adult, she became fearful and
whimpered quietly. Nap time was most difficult. Despite all
attempts to help her relax, Elaine rarely slept. The only object
that gave her comfort was her bottle.

After the family had been in treatment for about four
months (Elaine was then 74 months old and just beginning
to walk), her mother demanded that the staff no longer give
the bottle to the child. For about a week, the teaching staff
and social workers at the center discussed with the parents
the child’s need for the bottle. But the mother remained
adamant that Elaine was old enough to be weaned. She felt
that the center was spoiling her daughter: “It's a hard world,
and it's time for Elaine to learn how to be tough in order to
survive,” The mother and father, concerned whether they as

* parents could control the care of their child, finally thregt-
ened to remove Elaine from the center if.their expectation
was not met. After conferring with the center’s consultant,
the staff reluctantly agreed not to give Elaine a bottle at nap
time.

There are no specific guidelines for these situations other than
to warn of their existence and to note that it is important for
the staff to be aware of the entire family’s needs and to consider
both the immediate and the long-term consequences of all deci-
sions. In the case described above, it was decided that insis?ing
on the child’s having the bottle would result in the parents’ rejec-
tion of treatment; this would place Elaine at a greater risk than
was warranted by the consequences of depriving her of the bottle.
Such conflict situations can sometimes be avoided if staff mem-
bers respect the parents’ opinions about the care of their children

and allow them to air concerns and grievances.

A related problem that must be anticipate’d_when planning a
family-oriented center is the potential conflict between staff
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members who work with the parents and those who work with
the children. Such conflict easily develops unless definite times
and procedures are designated for communication between the
two groups. Exchange of information among all therapeutic work-
ers is essential for understanding both the children’s and the
parents’ behavior and for offering appropriate, consistent treat-
ment.
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’" community-team program. Like the identification and diag-
Away from Home, Twoother examples of family treatment nosis component and the treamtent component, education and

programs are the Parents and Child Center and the Guildare 4~ training is essential to a community program’s success. The devel-

ay Car nter, both i ' . ' A% . ;
Day Care Center, both in Bosto}nv, Massachiisetts + opment of educational programs can involve any of a number of

people and groups—an educational specialist from-the commu-

nity mental health center, the department of social services, a

university, or the school system; professionals skilled in working

: ‘ with groups; someone experienced in the production of audio-

AR » ' ‘ % visual presentations; an advettising agency; or groups such as the

R ' i League of Women Voters or the junior League. The work of

these people—the education component of the-community team S
—falls into four basic areas: education of the public; education SR
of professionals who ‘deal with children; the training of those
directly involved in cases; and public relations. Their efforts will

determine, at least in part the effectiveness of case management

in the commumty

: Public Education

Children are abused in the privacy of the home. Their families
are typically isolated from friends and relatives; and neighbors,
not wanting to become involved; may simply ignore a child’s

- screams, scars, or neglected condition. ‘As late as 1966, one
authority, Elizabeth Elmer, wrote of the “social taboo” surround-
ing child maltreatment: “We resent the evidence -that vindictive
impulses exist in others and may therefore -exist in ourselves,
Hence, the ‘cloak of silence’ and the determmed actlons to

~ eliminate or disregard the evidence.” !

- *Adapted from matenal wntten for the Office of Chlld Development in 1974

i s ) e :
Reference not included in blbliogrg;phy, by Deborah Adamowicz and Donald Depew, Brandegee Associates, Inc.
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As long as people are reluctant to accept the reality and
seriousness of child maltreatrnent, children in need of protection
are likely to remain at risk, and parents in need of help are
likely to remain isolated with their problems. The public needs

to be informed that abuse and neglect can occur in any neigh-

borhood and in any family. They need to understand the necessity
of reporting their suspicions that a child may be at risk. They
have to be informed about the procedure for making a report.
And, most important, they need to be familiar with the types of
services available to families with the problem of abuse or
neglect.

Dr. Vincent Fontana suggests an' additional focus for public
education: public awareness of the problem of maltreatment
should include awareness of tix: need for people to reach out—
in a personal, caring way—to isolated families. Public education
could perhaps include promotion of “the idea of neighbor
helping neighbor or running next door to offer coffee and sym-
pathy.” ? This focus would not only clarify the “helping” aspect
of the community’s approach to cases of maltreatment, but might
also help to prevent the abuse or neglect of a child.

This level of knowledge and awareness in the general public
might well be the object of a long-term educational program.
In the shorter term, a brief but intensive information campaign
can sensitize the public to the problem. There is evidence that
public information programs can have a tremendous impact on
reporting. Florida, for example, conducted a statewide, total-
media public information campaign from October 1972 through
December 1973. During the first 12 months of the campaign,

there was an increase of more than 200 percent over the previous -

year in the number of reports phoned in through the state’s
reporting line. In total, maore than 29,000 reports were received

during this period. A discussion of the Florida campaign, includ-

ing guidelines for conducting a public information program, is
presented later in this chapter. '

Professional Education

Doctors, nurses, social workers, teachers, and al} other profes-
sionals who work with children need more extensive information
_than the general public. Many professionals are unaware of their
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legal responsibility to report suspected cases. Others, though
aware, simply fail to report for any number of reasons or report
only the most extreme cases.

Professional education, like public education, can take various
forms. For example, a manual—including general social and
physical characteristics indicative of abuse and neglect, legal
responsibilities, and reporting procedures—could be developed
and distributed to professionals locally or statewide.

Short-term courses and seminars could be held for professional
groups in the community; perhaps these could be included as
part of the in-service training programs teachers, social workers,
and other professionals are required to attend. Sympathetic pro-
fessionals could be enlisted to address professional meetings. A
well-known physician or the head of a state agency, for instance,
could address local meetings of the medical profession, empha-
sizing both professional considerations and the legal obligation
to report. A lawyer might be asked to address groups of profes-
sionals to explain the legal aspects of the problem. Or members
of the community program could speak to various groups about
the extent of the problem locally, the services available in the
community, and how they as professionals canhelp.

University departments of medicine, law, social work, nursing,
and education could be encouraged to include in their curricula
general information—or even specific training—on the detection
and handling of cases of abuse and neglect. Professionals from the
community program could help design these curricula and might
even arrange to speak to classes or conduct seminars for the
students. In addition, state licensure boards and pediatric spe-
cialty boards could be encouraged to include on professional
examinations questions on the problem of child maltreatment
and the state’s reporting law. :

B
Professional Training

Professionals. directly involved in case management require
specific training on their roles and responsibilities. For instance,

- protective service caseworkers and police officers have to learn,

among other things, how to evaluate a home in terms of the
child’s safety. Physicians and others sharing diagnostic respon-
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sibilities have to be trained on the specifics of their roles. And
those involved in treatment—from psychiatrists and psycholo-
gists, to homemakers and parent aides—need to be instructed
on how to work with the families.

While specific information on roles and responsibilities will
vary with the particular discipline or agency, the general content
of training workshops could include discussion of the psycho-
dynamics of child maltreatment, recognition ‘and diagnosis of
the problem, interview techniques, legal aspects, involved com-
munity agencies and their functions, and the roles and respon-
sibilities of all professionals participating in case management.
To encourage interdisciplinary cooperation, various professionals
could jointly conduct workshops for different groups. For exam-
ple, members of the Los Angeles Police Department’s Abused
and Battered Child Unit attend an intensive, eight-day training
program that includes speakers from U.C.L.A.’s Neuropsychiatric
Institute, the Children’s Hospital, and the Department of Public
Social Services. If people qualified to direct such training are
not available locally, professionals from diagnostic consultation
teams, child protective services, and community programs in
nearby cities or states may be willing to conduct seminars and
workshops in the community.

Training in the practical aspects of case management should
be supplemented with regular meetings focused on the emo-
tional aspects of the job. Elsa Ten Broeck, director of the Exterided
Family Center in San Francisco, explains: “Child abuse hits at

the most personal level, and creates incredible anxieties. "It's -

hard to deal with people who can injure or kil a kid. To be
successful, you have to deal with your own anxieties and emo-
tions. As we, as professionals, begin to support and deal with
- each other on a more real basis, services will improve.”

Public Relations

Public relations activities are a natural outgrowth of educational
programs. Public awareness of the community-team program will
 likely generate interest among laypeople and professionals as
~well as increase community-sinvolvement in the program. But
~members of the program’s education'cb?fi'ﬁ‘o”ﬁ"ér-it—*sheUﬁld&:g!*s»o take

specific steps in the direction of public relations. e
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The press should be kept informed of program ag:compli§h-
ments and activities—the establishment of a protective service
unit or a parent aide program, notices of symposiums, or the
creation of a crisis-intervention “hotline.” Members qf the pro-
gram should try to obtain the support of local profess;onal.asso-
ciations, and should actively seek to involve both professionals
and interested ‘laypeople.

Fund raising is another obvious PR activity. Members of the
program will have to obtain funding for the sala}w of a program
coordinator, the expenses of volunteer parent aides, the salaries

“or expenses of members of a speakers bureau, and various other

expenses. But, as discussed in the guidelines in Chapter 5, fund
raising for the program should not be attempted until the three
program components have been established and the members
of the community team are able to work together smoothly.

Public relations might also focus on ‘legislative activity. In

- Montgomery County, Maryland, for example, members of the

Executive’s Task Force on Child Abuse promoted legislative revi-
sions which were subsequently included in the state’s child abuse
statute (see the appendix). In addition, community leaders should
make legislators on the local, state, and national levels aware _of
the problem of child maltreatment and the need for appropria-
tions for programs and trained staft.?

The kinds of public relations work a community program un-
dertakes, like every other facet of the program, vs'/lll; be deter-
mined by the needs and resources of the community.

The Florida Public Information Campaign

The following pages describe the brief, but intensive public
information campaign conducted by the state of Florida from
September 1972 through December 1973." While .Flgrlda’s pro-
gram is not necessarily the ideal model for all public information
efforts, it is a good example of one state’s success in heightening
public awareness about the problem of child maltreatment. This
discussion is presented as a case study that illuminates some of
the methods, the problems, and the possible impact of a coor-

- dinated, statewide information campaign.
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Although it was not the first state to make a public information
effort, the Florida campaign was outstanding in its scope and
quality. Florida had already initiated a statewide protective ser-
vice program; a toll-free, 24-hour telephone system for reporting;
and ‘a central register to receive, relay, and-store information
about reported families. The statewide, total-media campaign
was intended to enhance these existing resources. It had two
principal objectives: to increase public awareness of the prob-
lems of abuse and neglect; and to inform the public of an easy
means for reporting. In practical terms, these objectives came
down to one goal: to make the reporting line ring.

Before the Campaign

Between September 1970 and September ,1v971, 17 reports of

abuse and neglect were filed in Florida’s ““central register,” a
small box in the Jacksonville office of the Division of Family
Services (DFS). This box was the only statewide record of reported
cases. At the time, both reporting and investigation were handled
through local juvenile courts, whose personnel were instructed
to notify DFS of all reports received. But because the system
lacked coordination, most reports never reached Jacksonville, and
it was not possible to obtain an accurate, statewide picture of the
incidence, reporting, and management of abuse and neglect.

Like reporting, child welfare services were uncoordinated on
a statewide basis. In 1970, only 27 child welfare units operated
in the state’s 67 counties, and only three areas within the DFS
organization had specialized protective service units,

Florida’s approach to managing abuse and neglect began to
change in 1970, when the legislature took the position that the
state, rather than the counties, should have overall responsibility
for child welfare services. The next year, several legislative
changes enabled the Department of Health and Rehabilitative
Services (DHRS), of which DFS is a part, to begin building a state-
wide protective service program. S

One of these changes was the revision of the state’s Child
Abuse Act (Section 828.041, Florida Statutes). Previously, only
doctors ‘and other medical personnel were mandated to report
abuse, and there was no requirement to report neglect. Under the
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amended act, effective July 19771, doctors, nurses, teachers, social
workers, and employees of any public or private facility serving
children are required to report suspected-abuse or neglect directly
to DHRS, which is to investigate all reports immediately. The act
also called for the Department to establish a .central register as
part of its overall mandate “to protect and enhance the welfare
of abused children, and ... other children potentially subject to
abuse [when] detected by a report..."”*

During the same legislative session, the Juvenile Court Law
(Section 39, Florida Statutes) was also revised. As part of the
amendment, the Division of Family Services was given specific
responsibility for dependent children, with DFS personnel autho-
rized to take a child into temporary protective custody if the
child is in immediate danger in the home.

As a result of these legislative changes, DFS issued ‘a Statement
of Intent on June 29, 1971, which provided that DFS would
administer the Child Abuse Act; establish a centralized reporting
system; coordinate a protective service program for the entire
state; and conduct a statewide, public-service publicity cam-

- pdign.” According to Geraldine Fell, assistant chief of the Bureau

of Children’s Services, DFS, “The main difference in protective
services since 1971 is that, for the first time, protective service
workers are located in each county in the state, making services
available to children and families 24 hours a day, seven days
a week.”

In October 1971, the Division set up a central register and
telephone hotline—called the Florida Child Abuse Registry Wide
Area Telephone System (WATS)—as the core of a statewide
reporting and investigative system. When the hotline system was
first installed, thousands of letters explaining the reporting pro-

“Cedure were sent to Florida professionals mandated to report.

Follow-up postcards and telephone stickers with the WATS-line

~ humber were sent within'a month of the beginning of operation.

Several newspaper editorials on abuse and neglect and the state’s
reporting system appeared at this time, in addition to occasional
news releases issued by the Division. Although the ‘system re-

—————

*Under the legislative definition, the term “/abuse” includes neglect and failure
to. provide sustenance, ‘clothing, shelter, ‘or medical- attention. . = v
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ceived no other publicity, 19,128 reports of abuse and neglect
were entered in the register the first year; 4955 came in through
the WATS line, and 14,173 through the. local DFS offices.

The Campaign

With the hotline system in operation, DFS initiated plans for
the statewide information campaign required by its 1971 State-
ment of Intent. In mid-1972, the. Division retained Franceschi
Adbvertising, Tallahassee, to produce the public-service .program.

The Concept. The advertising agency’s proposal was to-blanket
- the state for a period of one year with high-quality materials for
television, radio, outdoor advertising, and newspapers, as well
as collateral items.

Their original concept was to capitalize on the shock value of
abuse. They felt that pictures of abused children or models made
up to appear battered—children with bandaged heads, scarred
bodies, blackened eyes, and broken arms—with “Stop Child
Abuse” as the campaign’s theme, would command their audi-
ence’s attention. Initially, the DFS staff liked the concept. But
after further consideration, the agency reversed its opinion and
rejected the idea. They reasoned that the public was being so
saturated with violence by the news media that further exposure
to brutality might ““turn off” the people they wanted to reach.

After several more creative sessions, the agency developed
the concept of using pictures of healthy, appealing children to
contrast with the headline “Who would hurt a little child?’ This
guestion became the campaign’s theme.

Basically the same headlmes and body copy were used for all
media. ‘Alternate headlines were “Who would ... murder, rape,
starve, torture, burn, neglect...a little chlld?” The copy an-
swered the headline question, bnefly explaining the problemin
Florida, and stressed the need for reporting. Each piece of copy
ended with the toll-free WATS number, followed by one of two
taghlllr:jes “You could save a young life” or “Lift a finger to save
a.child.”

~ Since all media were to be used, continuity of theme was
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essential. Duane Franceschi, who supervised production of the
campaign, believes that repetition of the theme among the var-
ious media helped reinforce the campaign’s message: “The ideal
situation would have been for a person to hear a radio spot while
having breakfast, to see a billboard while driving to work, to
notice one of the ads in-the afternoon paper, and then to see a
public-service spot on television that evening. This was the kind
of reinforcement we hoped for. We didn’t expect anyone to copy
down the WATS number after seeing or hearing one of the ads.
We simply wanted to make people aware that child abuse is a
reality and that there is a reporting number available.”

Samples of Campaign Materials. The samples reprinted here
illustrate how the campaign’s theme was carried throughout the
different media. Following are scripts for two of the 60-second
radio spots, the first introduced by original music written for the
campaign. In all, nine radio announcements of different lengths
were produced.

MUSIC: Hold the children in your arms ... Only you
can keep them safe and free from harm ...
Keep them warm . ..
(Under)

ANNOUNCER: ~ Who would beat a little child? Last year
thousands of people throughout Florida did.

They beat them, starved them, tortured them,
raped ‘them, neglected them...and even
murdered. them.

These parents are sick. And their children
need help, desperately.

Now you can help. If you know of a case of

_child abuse, call us toll free, any:time, day or
night. Call Child Abuse, 800-342-9152 ...
You could save a young life. :

MUSIC: Only you can keep them safe and free from
S harm ... Keep them warm.

ANNOUNCER 1: Here are some numbers we think you should
‘ know:
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ANNOUNCER: 2:

ANNOUNCER 1:

ANNOUNCER 2:
ANNOUNCER 1:

Sexual abuse ... . 523. Beatings ... . 2,663.
Medical neglect .. .1,115. Abandonment . . .
844, Unattended . . . 4,541. Broken bones
..{Under)

This is not a casualty list for Viet Nam . . . It's
a list of actual reported cases of child abuse
in Florida. Last year, over 19,000. children
were  beaten, - battered, - burned, - raped,
starved, tortured, neglected, and murdered,

Dead on arrival ... 13

Who would hurt a I/ttle child? You’d be sur-
prised! . :

If you know of child abuse, call this number,
any time, day or night, toll free . . . 800-
342-9152. You won’t have to get any more
involved than a phone call . . . 800-342-9152.
You could save a young life. :

The following television scripts were used for two of the six
professionally produced color spots. The first is a 30-second an-
nouncemernt; the second runs orie minute,

VIDEO

- Open on extreme close-up of Who would rape a little child?
little girl sobbing.

AUDIO

Slow pull Last year, throughout Florida,

back to reveal she is sitting ~ there were over 400 reports of
on bed. Camera very selec- children who were raped by a

tively pans on girl.

parent.

If you've never thought much
about child abuse before this,
we hope we've got you think-
ing now.

SUPER: Call Child Abuse If you know of an abused or

349 neglected child, call us toll free
800, 429122 : at 800-342-9152, any hour, day
You Could Save or night.

A Young Life.

You could save a young life.
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VIDEG | AUDIO
Two-frame quick cuts of
children’s heads.

”

SFX: Computer noises.

ANNOUNCER 1: Here are somé_
numbers you should know.

Numbers super over children. S ~
Total changes with each new =~ ANNOUNCER 2: Broken bones

number. k ... 149. Beatings . . . 2,663.
Sexual assaults .-. . 523. Unat-
tended . .. 4,541. Neglected . . .
1,115. Abandoned . . . 844. Dis-
organized family life . . ..

Freeze frame on last child. ANNOUNCER 17: Last year

throughout Florida there were

SUPER: Call Child Abuse over 19,000 reports of abused

children. And remember, these

800-342-9152 are not just statistics . . . they're

You Could Save children. Here’s another num-
A Young Life. ber you'd better know.

If you know of.an abused or ne-
glected child, call Child Abuse
toll free at 800-342-9152, any
hour, day or night.

The copy samples below were used, respectlvely, in full- page
and small-space newspaper ads. -

WHC WOULD HURT A LITTLE CHILD?

In the last year, thousands of people throughout Florida did.

They beat children, burned them, starved them, raped them,
- neglected them, tortured them mentally, and murdered. them.

These people are sick. «

-These children need help. Desperately

What can you do? -

We're working on the theory that somebody. knows about
almost every child who is abused or neglected.
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ANNOUNCER 2: Sexual abuse . .
Medical neglect . .
844. Unattended . .

, ...(Under)
ANNOUNCER 1:

. 523. Beatings . . . 2,663,
.1,115. Abandonment . .,
. 4,541. Broken bones

This is not a casualty list for Viet Nam . .. It's
a list of actual reported cases of child abuse

in Florida. Last year, over 19,000 children

were beaten,

battered, burned, raped,

starved, tortured, neglected, and murdered.

ANNOUNCER 2:

ANNOUNCER 1:
prised!

Deéd onarrival . ..13.

Who would hurt a little child? You'd be sur-

If you know of child abuse, call this number,
‘any time, day or night, toll free.. . . 800-
342-9152: You won’t have to get any more

involved than a phone call . .

. 800-342-9152.

You could save a young life.

The following television scripts were used for two of the six
professionaily produced color spots. The first is a 30-second an-
nouncement; the second runs one minute.

VIDEO

Open on extreme close-up of
little girl sobbing. Slow pull
back to reveal she is sitting
on bed. Camera very selec-
tively pans on girl,

SUPER: Call Child Abuse
800-342-9152

You Could Save
A Young Life.

AUDIO

Who would rape a little child?

Last year, throughout Florida,
there were over 400 reports of
children. who were raped by a
parent.

If you've never thought much

about child abuse before this,
we hope we've got you think-
mg now.

If you know of an abused or
neglected child, call us toll free
at 800-342-9152, any hour, day
or night.

-You could save a young life.
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VIDEQ
Two-frame quick cuts of
children’s heads.

Numbers super over children.

Total changes with each new
number.

Freeze frame on last child.

SUPER: Call Child Abuse
800-342-9152

You Could Save
A Young Life.

-1,115. Abandoned .

AUDIO
SFX: Computer noises.

ANNOUNCER 1: Here are some
numbers you should know.

ANNOUNCER 2: Broken bones

. 149. Beatings . . . 2,663.
Sexual assaults . . . 523. Unat-
tended ... 4,547. Neglected . ..
. . 844. Dis-
organized family life . ..

ANNOUNCER 1: Last year
throughout Florida there were
over 19,000 reports of abused
children. And remember, these
are not just statistics . . . they're
children. Here’s another num-
ber you'd better know.

If you know of.an abused or ne-
glected child, call Child Abuse
toll free at 800-342-9152, any
hour, day or night.

The copy samples below were used, respectively, in full-page

and small-space newspaper ads.

WHC WOULD HURT A LITTLE CHIVLD?

In the last year, thousands of people throughout Florida did.
They beat children, burned them, starved them, raped. them,
neglected them, tortured them mentally, and murdered them.

These people are sick.

- These children need help. Desperately

What can you do?

it

-We're: working on the theory that somebody knows about
~almost every child who is abused or neglected.
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If you're that somebody, it’s important that you tell us. You
don’t have to get any more involved than making a phone call.

Call Child Abuse toll free any hour, day or night at 800-
342-9152. '

As soon as we hear from you, we'll act. If a child is in imme-
diate danger, we'll take it to safety. If the parents of the child
need help adjusting, we’ll arrange it. The important thing is
we can’t help unless we know about it.

So if you know of an abused or neglected child, or, if you

have feelings of uncontrollable rage toward a child, call us.
Who would hurt a little child?
You'd be surprised.

CALL CHILD ABUSE: 800-342-9152

You could save a young life.

WHO WOULD MURDER A LITTLE CHILD?

Last year throughout Florida, there were 13 child abuse cases
that resulted in death.

Maybe you could have stopped them.

If you know an abused or neglected child, call us toll free any
hour, day or night.

CALL CHILD ABUSE: 800-342-9152.

Lift a finger to save a child.

The copy for posters prepared for distribution to professionals
was essentially a shorter version of the full-page newspaper ad.
There was only one significant change: after the final question,

““Who would hurt a little child? is the line “Do we hy 2 to

remind you?”

Costs. The production of these materials required almost six
months. It has been estimated that if the agency had charged
regular commercial rates, the cost of producing the campaign
would have been close to $100,000—twice the amount they. were
paid. : DR

Professional advertising is expensive. For instance, the televi-
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sion materials alone cost some $20,000 to produce. Production
units were hired to do the radio and television commercials, and
a songwriter was contracted to write music for some of the spots.
All the children pictured in ads were professional models, and
only professional radio and television announcers were used. In
addition to a creative director and a writer brought in from out
of state, eight members of the advertising agency’s regular staff
worked on the campaign. :

Franceschi, whose background includes work in television and
radio, feels that such professionalism is essential in any public-
service campaign: “We wanted to be sure we did it properly,
particularly since we were planning to use donated media time
and space. I've found that if radio and television stations are
given a good-quality, professionally produced, public-service
announcement, theyll use it.”” v

The cost of media time and space for the statewide campaign,
if purchased at then-prevailing rates, has been estimated at
$2 million. To buy 30 seconds of prime time on television, for
example, would have cost from $900 to $1400 at 1972 rates.
Public service was obviously the only feasible way to run the
campaign. ’

Distribution. In September 1972, with production completed,
a brochure explaining the campaign and the importance of media
cooperation was mailed to all newspaper publishers, outdoor ad-
vertising companies, and radio and television stations in the state.
The media were asked to use the campaign materials throughout
1973. Three days later, complete public-service kits containing
the ready-for-use materials followed. ‘

In addition to the media publicity, DFS arranged to have Girl
Scouts deliver 50,000 campaign posters to professionals including
doctors, nurses, teachers, social workers, and day care workers
throughout Florida. The Division had earlier begun arrangements
to have the state’s 16 telephone companies list the WATS-line
number in their directories, both inside the front cover with
other emergency numbers and in two places in the white pages—

~under “Child Abuse Registry”” and “Florida, State of, Child Abuse

Registry.” : ,
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Media Exposure. To ensure the widest possible media exposure,
each medium was given a choice of materials. For example, some
radio spots were developed for stations with a “top 40" music
format, some for “easylistening” stations, others for talk shows.
Each included 10-, 30-, and 60-second versions. Newspaper lay-
outs ranged from full-page to one-sixteenth-page ads. For tele-
vision, there were six different spots, with 20-, 30-, and 60-second
versions of each.

As Franceschi explains, each medium was able to adapt its use
of the materials to the space or time available: “We knew that
television stations, for example, wouldn’t use a 60-second public-
service announcement in. prime time when blocks of 20- and
30-second units are sold. So we shortened our 60-second spots
for prime time use. The longer versions, we knew, could gain
fringe time.”

Although no formal follow-up was used to determine the extent
of media exposure, Franceschi feels that television was the most
effective medium for the campaign; outdoor, second; and radio,
third. But he was disappointed in the relative lack of cooperation
from newspapers: “Several college papers did publish the full-
page ad, and several weeklies the small-space ads. But | never
saw nor heard of a major daily using any of our material.”

He gave several reasons for these differences in time and space
donations: “Radio and television stations are required by the
Federal Communications Commission to set aside part of their
programming for public service. This was a great help in getting
our material on the air. And outdoor advertising companies,
though not required to grant free space, will post a public-service
message on an unrented unit for 30 days, provided they've been
given the poster paper. Newspaper publishers, on the other hand,
rarely donate space.”” Unlike the other media, which have a
certain amount of time or space to be filled, the length of each
issue of a newspaper varies with its-content. If a radio or tele-
vision station has a 30-second unit that has not been sold, they
will use a public-service spot to fill the time. But newspapers
have little excess space; extra space can easily be filled with news
or editorial copy.

ments still appeared well into 1974. Both the advertising agency
and the DFS officials are pleased with the widespread exposure
campaign materials "have received. As Mary Ann Price, a con-
sultant to. Florida’s protective service program, commented,
“There’s not a region in the state that hasn’t reported coverage
of the campaign through radio, television, or outdoor ads.”

Effects of the Public Information Campaign

The -campaign’s’ effects have been basicaﬂy two: it ‘has con-

*tributed to increased reporting; and the greater volume of reports

has increased the caseload for DFS personnel. -

Increased Reporting. The main goal of the campaign had been
to make the Child Abuse Registry WATS line ring. For the year-
long period beginning October 1972, which included 12 months
of the information campaign, 52 percent of all reports came in-
through the WATS line. The total number of reports had increased
55 percent over the previous 12 months—from 19,128 to 29,686
—and reports called in through the. WATS line had more than
tripled. (Figure 2 shows a breakdown of results by reporting
periods; Tables 1 and 2 present complete reporting figures.)

The public information campaign unquestionably had an im-
pact on statewide reporting, and it did in fact make the WATS
line ring. Unfortunately, the campaign’s impact cannot be mea-
sured precisely, since callers were not asked what prompted them
to report or how they learned of the WATS-line number. To
evaluate its effect, it may be helpful to examine several explana-
tions that might account for the dramatic increase in reports
during the campaign.

The increase in reports could reflect an actual increase
in the number of incidents of child abuse and neglect. This
explanation seems highly improbable. There is no other evidence
of a 55- -percent increase in child. maltreatment in one year.

~ Some small increase mlght have occurred, but this would account

for only a minor rise in reports. It seems far more likely that
many of the reports were based on pre-existing conditions or
on incidents that had occurred prev:ously but had not been

- reported. This would indicate an increase in pubhc awareness

“Though the campaign had officially ended, some announce- and willingness to report
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Legislative

Changes
| S Public Information
Initiation of Campaign
Hotline/Registry N ]
] September i January
1 i 1
1970 1971 : 1972 1973 1974
Oct!)ber Oct:)ber October = ‘October Oct'ober
E S ! - ] - !
i 17 reports - : Reporting Period 1 - : Reporting Period 2 Il IM :
. : ) : 19,128 reports | 29,686 reports I 26,500 reports |
1 1 52.4 per day l 81.3 per day ! 73.4 per day |
Figure 2. Time'iine showing a breakdown of reports by reporting periods. -
Table 1
_ Volume of Reports
‘ Reporting Period*
Reports 1 ‘ Cumulative
- Oct.- April- Year's 2 3 (as of 9/26/74)
: March Sept. Total
Total 3,615 15,513 19,128 29,686 26,500 75,314
- Receved through ,
“ WATS Line 670 4,345 4,955 15,375 15,350 35,680
{(Number): (approx.). |. (approx.)
Received through = : :
WATS Line 16.5 27.5 26 52 57.5 47
{Percent) ‘

*Reportlng perlods are: Period 1—October 1971 through September 1972
Period 2—October- 1972 through September 1973
Period 3-—October 1973 through September 1974
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Table 2
Reports by Type of Abuse or Neglect

—
w
N

—
<
2 &
= OWIRHMNDVANY IO D
= & RNCOBDRIREIRNEREE 832
- CEANINOANINAONG O rin
gm o~ mal FONOS e
e~ — ™
= Q
O ow»
&
PRV OLTONDODRAINNA OO
) ONNOXON N WO
RYogdzgangsck I8S
” - <t ™ O N
VNN OINOUINT O =&
NOMNOOIN OOoin
o = Emgfgggmmqqqq =N
Ll R - SRR
x .
=
£
B
P N O NINONT O N W W
- C ROOHE '~NOO
p” B EINT gmmﬂggagquqq CRE3
g o0 Nt ~
25 >
e
o
<%
&
L \O ™~ N M Iy
= OO TN Y OW
= (SRR N e i-o e -} SN
Fa% %Nwmmgqhmqmqq <+ Oy v
<Wv ~ ~N M ™
O
LS N OO OINNNTON TSSO T NND O
5 OTOONTN  BON
BEl 2 TUTARQAYIQLAIRN Y
o=
v
L.
i}
k= >
g | g = 5
Y. 1 > o
Pol=c 0 s )
‘Bm-s M'E* g“—-s-» \_Cg
Z‘t‘.‘Zo’&,mm BT & T W=
¥ mollE®ns c QYU O -9
Q.QQ.’- :JC‘ OQ’NEQ)ODDO
> <o 3sg8 Lz N o XL c
] J—QU - CC-U L
i 1 c <ru°° [ N a— G Cu. T 2
& 0 = e w o < i
o 0 o3 U O o
3 =5 e oPoLOFTG L2
- Nadi] Q v R Fes c = L 80
< U“D=¥MC~“—U°mm¥U£;¥
DO X205598=0238cY 58S
N3 Fo0ocdem=30<DI un |

Period 2—October 1972 through September 1973
Period 3--October 1973 through September 1974

*Reporting periods are: Period 1-—October 1971 through September 1972
**Includes l;ape and other abuses.
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The increase could be attributed to increased reporting
on the part of professionals required by the state’s amended
Child Abuse Act to report suspected abuse and neglect. Although
this explanation could apply to the initial 12 months of the
state’s reporting system (Reporting Period 1), it seems to have
had little effect on the increase during much of the campaign
(Reporting Period 2). In fact, the greater part of this increase
in reports did not come from professionals, as Table 3 shows,

but from neighbors, relatives, and others who may be termed
the “general public.” ‘

The minimal increase in reporting by professionals does not

" necessarily indicate lack of concern. For example, reporting by

social workers actually declined in the second reporting period—
probably not because of any slackening in effort, but because
more people were reporting directly to Jacksonville rather than
channeling their reports through social workers. There are per-
haps other reasons that explain- the small change in the volume
of reports from professionals.

In any event, the point is clear that the greatest increase in
reporting ‘has come from the general public, which was the
primary target of the information campaign.

Finally, it is probable that many of the reports are traceable

to Florida press coverage of several sensational cases of abuse
during the early operation of the hotline and register. It is
hard to believe that reports of child “torture and editorials
on the problem of abuse in Florida could have failed to have
some effect in sensitizing the public to the need for reporting
Suspected cases. But the magnitude of this effect is unknown.

Even th‘ough hard supporting data do not exist, it seems
apparent that the public information campaign, together with
Press coverage, spurred most of the reports by the general public.

From October 1, 1973 through September 26, 1974, the date
of the most recent compilation of reports, reporting has dropped
off slightly—from a daily average of 81.3 reports during Reporting

-Period 2, to an average 73.4 per day during Reporting Period 3. -

Nevertheless, the number of WATS-line reports has remained
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Table 3

Reports by Source

Reporting Period****

bChange
etween
R?""“"g ! 2 3 Cumula}ive’ Repgrting
ource - il- Year’ (as of . [Periods 1 &2
Wt '223!. Total 9/26/74) | (Percent)
PUBLIC 1,496 8,996 10,092 20,033 18,435 48,560 99
Neighbors 326 2,308 2,634 7,299 7,345 17,278 177
Relatives 374 1,845 2,219 4,342 3,751 10,312 96
Parents* 315 | 1,679 | 1,994 . 2,760 .| 2,265 7,019 38
Anonymous 141 1,167 1,308 2,895 3,096 7,299 121
Other 340 1,597 1,937 2,737 1,978 6,652 41
PROFESSIONALS 2,119 6,917 | 9,036 | 9,653 8,065 | 26,754 7
Doctors 57 318 375 414 323 1,112 10
Nurses 102 332 434 486 441 1,361 12
Hospitals 56 163 219 386 457 1,062 76
Police 376 1,746 2,122 2,654 2,389 7,165 25
Attorneys 1 30 31 113 96 240 265
Courts 147 327 474 222 101 797 -53
D.Y.S.** 183 763 946 989 790 2,725 5
Schools 485 1,087 - 1,572 1,924 1,651 5,147 22
Social Workers*** 661 1,949 2,610 1,804 1,348 5,762 —-46
Clergy 16 48 64 99 75 238 55
Day Care Centers 14 91 105 121 171 397 15
Children’s Residential :
Institutions 21 63 84 441 223 748 425

*Usually one parent reporting the other. . L )
“Divislgn of Y%uth Serv?ces, DHRS, which provides intake seryices in juvenile courts.
**includes all social workers in all state agencies,
****Reporting periods are: Period 1—October 1971 through September 1972
Perjod 2—October 1972 through September 1973
Period 3—October 1973 through September 1974

134

e S N R e

o, T AT

TSR e P s i

constant, with 42.5 reports now called in each day compared to
42.1 per day during the second reporting period. A decline in
reporting following a brief campaign is predictable, but reports
from the general public seem to be holding up particularly well.

Increased Caseload. “Whatever the direct contribution of the
campaign to increasing the caseload,” said Geraldine Fell, “what
we now have is a program that has outgrown its staff.”

Between October 1971, when the hotline was opened, and
July 1972, the DFS added 90 workers to the protective service
staff. The Division had hoped to add 200 caseworkers the
following year but, because of a cut in state appropriations, lost
58 instead. The net result was an increase of about 11.5 percent
in staff to handle an increase of about 55 percent in reporting.
The protective service program now has a staff of 249 case-
workers, 51 unit supervisors, and 11 regional casework super-
visors. This staff of 311 people handles protective services for
the entire state of Florida, which has a population of approxi-
mately 2,716,000 children under the age of 17.

In some areas of the state, the problems of understaffing have
become acute, In Dade County, for example, there was a four-
fold increase in reported cases between September 1973 and
September 1974; during this same period, the county's pro-
tective service staff was reduced 10 percent. A recent informal
survey of three Florida counties showed a rapidly increasing
“pending” caseload—reported cases not yet investigated, with
some reports more than 60 days old. ’

The shortage of CPS personnel is a statewide problem caused
by lack of funding. Before the state’s reporting law was revised
in 1971, both the legislature and the governor expected that
federal Social Security Act funds would reimburse Florida for
75 percent of the cost of the proposed protective service pro-
gram. However, in 1972 Congress placed a nationwide ceiling of
$2.5 billion on social service funding to the states. Florida, like
most states, was caught short of money. The problem of under-
staffing is now so pronounced that further public education
efforts have been terminated., o

CPS staff shortages have impacted the provision of services
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to identified families as well as the investigation of reports.
When a report of child abuse or neglect is found to be valid,
the DFS staff must be ready to take prompt action to protect
the child and help the family. Despite the dramatic increase in
reporting, the confirmation rate on reported cases has dropped
only slightly since the campaign began. For the first reporting
period, the confirmation rate was 63 percent; for the next year-
long period, 60 percent; and is currently about 56 percent.

For - confirmed cases, the protective service program is to
provide a combination of counseling, referrals, and services
such as emergency shelter care and foster care. If investigation
of a case indicates the need, a caseworker may temporarily
remove the child from the home. Within 48 hours, if the child
cannot be returned home, the Division must petition the juvenile
court for temporary custody. The child will then remain in
shelter care, be placed with: relatives, or in some cases will
eventually be placed in a foster home. Caseworkers may also
arrange for homemaker services for the family or may provide
referrals to day care centers or mental health clinics.

Counseling is the caseworker’s primary function. Whether or
not the child is removed from the home, the DFS staff works
with the family to alleviate the tensions that provoked the abuse

or neglect. Many families require long-term counseling, which:
can last for months or even years. But with increasing caseloads -

and the reduction in staff, caseworkers are often unablg to
provide the in-depth counseling needed.

Scarce and inadequate treatment resources further hamper

the Division’s efforts to help identified families. Although many .

cases should be referred to mental health clinics, very little
out-patient treatment is available in Florida. The few existing
facilities are often ill-equipped to deal with either the children
or the parents. According to Fell, “These are often isolated
people who need to be reached in ways that are beyond the
present capabilities of mental health units.”

As Florida’s experience shows, reporting alone is no remedy
for abuse and neglect. An increase ‘in the volume of reports,

without a commensurate increase in the capacity to deal with

identified cases, has limited value.
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The.revision of the Child Abuse Act, the establishment of the
reporting and investigative system, and the sponsoring of the
public information campaign are, to date, the primary examples
of Florida’s effort to coordinate an effective statewide protective
program. Mary Ann Price of the protective service program feels
that, as a result of these first steps, children are now better
protected. “But,” she adds, “hopefully, we will continue to
improve. on -our services.”

Guidelines for a Public Information Campaign

. The Florida public information campaign has attracted interest
in a number of other states. DFS has received many requests for
information, and  the advertising agency that produced the

campai_gn' has been approached by 15 other states interested in
a public information program.

Those .planning to conduct a campaign to inform the public
about child abuse and neglect may find the following guidelines
useful. They are based on suggestions from those who planned
and produced the Florida program and, in part, on the guidelines
proposed in an article by Duane Franceschi* These guidelines
should not be taken as hard-and-fast rules. .Rather, they are
presented as suggestions that may help others benefit from

- Florida’s experience.

. The first and most important step in planning any public
information effort is to determine the campaign’s focus. Geraldine
Fe[l, one of three DFS officials who helped plan Florida’s cam-
paign, defines this step as determining how to present “the
ph!losophical base you're working from, to the audience you're
trying to reach.” : :

IF may be helpful to begin by posing and answering some
basic questions. For example: Who is the intended audience?
Is the campaign to be directed only to the general public, or
to professionals as well?2 Will the campaign also attempt to
reach parents: who have the problem of abuse and neglect or
Who fear the potential in themselves? What is known about
the local incidence of child abuse and neglect? How much does
the public already know about abuse and neglect, the local
reporting procedure, and local protective services? What are
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people’s attitudes about child abuse and neglect, about reporting,
about intervention and treatment? As discussed in Chapter 2,
data from the central register could be invaluable in helping to
focus the campaign.

The most effective way to determine the public’s knowledge
and attitudes on the problem and management of child maltreat-
ment is to conduct a statewide survey. The necessary time and
money will be far better invested in such a survey than in a
misdirected campaign.

Cost will vary according to-the size of the state and the
scope and depth of the survey. A Chicago market research firm
estimated that a statewide survey could be developed and
administered for approximately $7,500 at 1974 rates, If the
budget for the campaign is limited, perhaps a local firm will
donate its services or agree to a reduced fee.

One approach to such a survey would require a sample of
300 to 400 respondents, each interviewed for 15 to 20 minutes
by phone. The questionnaire might be based on the one used in
Dr. David Gil's nationwide survey, designed by Brandeis Uni-
versity and administered by the University of Chicago’s National
Opinion Research Center during October 1965.% A post-campaign
poll, similar to that used before the campaign, should also be
considered in order to evaluate the campaign’s success and to
determine whether continued or alternate public information
methods are needed.

Formulate specific, measurable goals for the campaign. One

goal might be an increase in public knowledge or a change
in public opinion, measurable by “hefore and after” surveys.
Another, as in Florida, might be “‘to make the reporting line
ring.”” A major goal could be to huild public support for more
and better protective service units anci treatment programs.
Other possible goals include raising the percentage of validated
reports; reaching specific foreign-language or cultural groups to
assure thatall state residents are informed; increasing the number
.of parents who ask for and receive help; or stimulating formation
of local self-help groups. Goals should be determined by specific
conditions within the state and the most urgent statewide needs.

138

i L i)

Froeiei o

BT

oyt 5
R B it e by i s DL

12ty

ST e L A i

Whatever the goals, provide a means. to evaluate the cam-
paign’s success. Only through objective measurement and evalua-
tion can you decide whether the campaign has been effective
whether it was worth its cost, whether it should be repeated,
and whether in repetition it should be changed. Objective mea-
surement will permit you to report the resuits of the campaign to
the funding source and will be invaluable if you intend to ask
for additional funding. Negative results will guide you in making
positive changes; positive results—now or later—will increase
public and government confidence in your operation. '

. The means for measuring results may have to be incorporated
in the operations of state agencies. In Florida, for example, the
impact of the campaign would now be known more precisely if
the WATS-line procedure had included a question to callers on
why they were reporting or how they had learned of the WATS
number. Other possible goals, such as increasing - the validity
rate or increasing the requests for help from parents, can be
measured through agency records if these data are recorded.

Thoroughly evaluate the material to be presented for its impact
on the target audience and for possible unintended implications.
Several DFS officials have indi: «ted that if they ‘were to conduct
the campaign again, they would make at least two changes.
One would be eliminating the copy line “These people are
sick,”” referring to those who abuse or neglect children. Instead
of castigating the parents, they would make a greater effort to
lnfqrm them that help is available. The other major change
would be to play down protection of the reporter from involve-
ment. The campaign told the public that “you don't have to get
any more involved. than making a phone call”; but Florida’s
experience has been that, if the case goes to court, the reporter

~may be unable to avoid some degree of involvement.

{\nother'reccﬁmmendation is to coordinate the information cam-
paign statewide. This would be difficult or impossible in a state.
\ylth a city- or county-based syster for reporting and investiga-
tion. One DFS official suggests that such states consider the ad-
Vantages of statewide coordination, since both reporting - and
Intervention can be more effective at the state level. A statewide
System' can use one teiephone number for the entire state, bring
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all reports directly into one central register, and handle all inves-
tigations through one state agency. '

In planning and producing the campaign, be professional.
Florida’s experience shows the value of professionalism in gain-
ing maximum exposure for campaign materials. The media are far
more likely to use top-quality material than amateurish produc-
tions, no matter how worthy the cause.

To develop and produce a campaign as exfensive as that in
Florida, hire a professional advertising agency or public relations
firm. If a full professional fee is beyond reach, a local agency
may be willing to develop the basic concept and assist with pro-
duction and distribution at a reduced fee. People from the agency
could then suggest where professional help could be obtained
for producing the actual materials. For instance, a local television
station might agree to produce television spots, and a radio
station might record radio announcements.

Plan the campaign in close cooperation with the communica-
tions specialists who will develop and produce the materials. Your
continuing direction will keep their efforts in line with your goals.
In turn, they can advise on the strategies most likely to be suc-
cessful and on the results to expect.

If you cannot obtain professional help, contact local media
representatives to find out if they will be willing to use cam-
paign materials and, if so, the format that is most acceptable.
Franceschi, for example, before beginning production, consulted
with the F' tida Association of Broadcasters, the Florida Press
Association, «nd six outdoor advertising companies.

~ Once the campaign materials are produced, plan distribution to
ensure that the materials are used. For maximum publicity, an-
nounce the campaign with a press conference conducted by the
governor or some other state official. A press conference will
be more effective than a brochure to inform the media of the
campaign and to gain their interest and cooperation. To further
assure media cooperation, use personal contacts rather than the
mail to distribute the materials.

If possible, arrange for personal follow-up contacts with ‘each
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o'u’tlet——each radio or TV station, newspaper, and outdoor adver-
tising company—to check if the materials have been received
to supply additional materials if needed, and to answer any ques:
tions. These centacts might be made 30 days after the materials
are distributed, and again after 90 days. The follow-up could also
tze used to determine roughly the media exposure of the mate-
rials. Each outlet could be asked if the campaign materials are
being used and, if so, how often. This information would provide

a basis_ for evaluating the impact and the effectiveness of the
campaign.

In 'at'jdition to advertising media, consider using other means to
gublrc:ze the campaign’s message. For example, although adver-
tising space in the Florida press was found to be a basically inef-
fective medium for the campaign’s public-service ads, newspaper
rersnis and editorials seem to have spurred public reporting in
_thg.‘ stwie. Additional publicity might be generated by periodically
infusning the press and other news media of the results of the
campaign.

Personal appearances are another valuable means of publicity.
Representatives of the state’s protective service agencies could
appear on radio and television interview. programs and ‘‘call-in”
talk shows. Most voluntary groups such as PTA’s and community
associations are on the lookout for good speakers. A speakers
bureau can be a welcome and effective way of reaching these
groups and answering questions that cannot be addressed in
detail by the materials produced for the advertising media. Per-
sonal appearances are also opportunities to distribute literature
or to make audiovisual presentations.

_The list of possible alternatives contains many other inexpen-
sive and effective mechanisms for furthering public information.
Whether these are intended to supplement the campaign or to
stand alone, they should be planned and carried through with

the same care and professionalism as the advertising media
campaign. '

A final guideline: Keep the campaign itself in focus. A cam-
paign that attempts-everything may be too diffuse to accomplish
anything. Don’t hope to alleviate abuse and neglect through
information alone, and don’t attempt a thorough program of
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public education within the short-term format of an information
campaign. Unless the specific goals of the campaign are kept
in sight, resources of time and money may be spread too thin.

Not every community will be able to conduct a program as
extensive as the Florida campaign. But public education can take
various forms. Whatever form a community’s education efforts
take, think of the program as one link in a chain. Its purpose
is to bring the other links together—specifically, to stimulate
public awareness, action, and support. Each step in the campaign,
each expenditure of time or money, should be directed toward
eliciting a public response that is appropriate to local needs
and compatible with the state’s reporting, recording, and inter-
vention facilities.

Information is a means, not an end. The real measure of its
worth is what it contributes to the protection of children, to
help for parents, and to the long-term goal of eliminating the
conditions that lead to child abuse and neglect.
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Chapter 5
Coordination and Guidelines*

comprises three interlocking components—identification
and diagnosis, treatment, and education. Among the three
components, coordination is the central link.

As illustrated in Chapter "1, the community-team program

To be- effective, coordination has. to function on two levels.
At the program level, there must be coordination among all the
people, resources, services, and procedures involved in the
management of abuse and neglect in the community. At the
case level, the delivery of services to each family in need must
also be coordinated.

Program Coordination

In a well-coordinated program, gaps and duplication among
services are minimal, and the role of each worker and agency
is well defined. In such a program, cases of abuse and neglect
can be handled in a systemic way, but with individualized man-
agement, planning, and treatment.

Program coordination can involve any number of administra-
tive tasks, including identifying problems in the community;
handling problems between agencies; overseeing the develop-
ment of new services, such as a diagnostic consultation team or
parent aides; obtaining funding for the program; maintaining
!laison with the agencies involved; and recommending changes
in services, policies, and procedures as needed.

In ' most community programs, coordination is either handled

"by & designated person or an inter-agency committee, or is

shared between the two. For example, in Toledo, Ohio, coordi-

*Adapted from material written for the Office of Child 'Development in 1974
by Deborah Adamowicz, Brandegee Associates, |nc. ’
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nation is handled by an advisory committee—consisting - of
administrative representatives of the agencies involved in the
program-—and by a full-time program coordinator, who is paid
by a private agency but accountable to the committee.

If coordination is handled by one person, the coordinator
should coordinate rather than direct the people and agencies
involved in the program. If an interagency committee coordi-
nates, it should ideally comprise both agency administrators and
people from the community who have necessary administrative
skills—a banker or a businessman, for example. Rebecca Schmidt,
the coordinator of the Toledo program, feels. that professionals
involved in case management—social workers, doctors, nurses—
should not be included on a coordinating committee: “That's
like putting a faculty member on a university's board of trustees—
there are too many conflicts of interest.”

Case Coordination

At the case level, both short-term and long-term coordination
are needed. Short-term coordination extends from the time a
case is identified until a treatment plan is developed and imple-
mented. This phase of coordination, handled by caseworkers
from the protective service agency, involves seeing that the
child is protected and the family assessed, and arranging for
the treatment that is best suited to the family’s needs.

Long-term coordination begins as the family is being readied
for referral for treatment and extends until the case is closed,
which may be months or years later. The function of long-term
coordination ‘is to prevent families from “falling through the
cracks’—to ensure that treatment appointments are kept, that
the treatment planned is followed through, and that additional
or alternate services are provided if needed.

Various professionals hold- that protective service caseworkers
are and should be responsible for both short- and long-term case
coordination. Since caseworkers have the mandated responsi-
bility to protect children, they must be in charge of case
management from the time a case is opened until treatment
is completed.
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Others, however, point out that there are risks in having one
person handle both types of case coordination. In many com-
munities, various factors—such as excessive caseloads or regula-
tions that cases be closed within a certain time-—prevent the
caseworker from handling long-term coordination effectively.
In. gddmon, protective service caseworkers are specialized in
crisis management. Once a family has been referred for treat-
ment, it may be more efficient for long-term case coordination
to be handled by someone who has the time and commitment
to regularly follow up on the progress of each family, rather
than to have the caseworker handle this fairly routine though
essential job. If problems should occur during treatment, the
case cqordinator would, of course, refer the case back tol the
protective service worker. In this sense, the long-term case
coordinator functions as both a support to protective services
and a resource to ensure that each family receives the services
that are needed. .

Guidelines for Developing a Community-Team Program

Given Fhe complexities of a good community program, the
question is where and how to begin. Who initiates planning and

action 'towar“d' a community program, and how does one go
about it? '

The following guidelines are offered to those who want
to initiate or improve a community-team program. This is not a
set of _how—to—do—it instructions. The guidelines are practical
suggestions to facilitate the task of developing a working program
in most communities. They are no one’s exclusive ideas; rather
they reflect the thoughts and experiences of many professionals’;

throughout the country.

The first suggestion is to bear in mind that there are three -
components of a complete community program, as discussed -in
Chapter 1. The full effectiveness of each component depends on
the effectiveness of the others. Plan to move toward all at once
at approximately the same pace of development. If some of the
elements are already present in the community, remember the

-probable need to modify or adapt them to the special problems

of child abuse and neglect, and to coordinate them with new
elements as they come into being.
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A “prime mover” has to get things going. The first step in
creating a community team is forming a small, interdisciplinary
planning group. This initial group should be quite informal and,
ideally, should comprise a member of each profession involved
in case management. The prime mover who gets this group to
begin meeting can be one individual or several. The person or
people need not come from any particular background or pro-
fession. The prime mover is a facilitator, not an authority figure,
and can be anyone with the will, the energy, and the patience to
organize several initial small-group meetings. Some people feel
the prime mover should come from a social service background;
others recommend that it be someone from the medical pro-
fession; to still others, the prime mover should be in a position
of neutrality among the professions. There is something to be
said for all three points of view. But the most important thing
is “h1. someone devote the time and energy necessary to initiate
a planning group. "

Developing realistic understanding and trust among profes-
sionals is the first job of any group that gets together to plan
community coordination, The planning group must be multi-
disciplinary if it is to be effective. Despite the traditional
autonomy of the different professions, the members of the group
must find ways to work together effectively. Probably their most
important task in the beginning is simply to listen to one another.
Since part of their mission is o0 teach families to break through
their isolation and to begin to trust, they themselves must learn
to be interdependent and trusting.

Don’t expect instant results. Real understanding and trust be-
tween members of different professions, previously isolated and
keenly aware of their own prerogatives, takes time. Coordination,
in most communities, is not a simple matter of dividing up and
delegating duties. According to Dr. Robert S. Stone, former
director of the National Institutes of Health: “The development
of a team, as distinguished from a collection of health care
professionals who happen to work in the same building, is a
question of interaction between people—of each influencing
the others constructively, and of each permitting himself to be
influenced by the others,”' Real coordination on a complex
and demanding job has to be worked out in practice, sometimes
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pa.infu'lly* Don‘t expect to develop a functioning team in months;
think in terms of two to three years.

Getting acquainted and establishing a common ground for dis-
cussion should occupy at least the first few meetings. Don’t try
to solve problems in these early meetings; spend them getting
to know each other’s backgrounds, problems, points of view, and
competences.

Define the goals of the group and the roles of the professions
and agencies represented. The expressed goals will, of course,
have a pronounced effect on what the group does. Some goals
are nearly universal—for example, to facilitate early identifica-
tion and appropriate intervention and treatment. Subsidiary goals
vary, depending on the needs and existing resources of the
community. For example, one group may focus on treatment
for the parents, while another may concentrate on better medical-
diagnostic facilities.

Again, bear in mind that the program’s three basic components
should be developed in unison. The program as a whole will be
crippled if some components are missing or weak. For exam;ile,
sophisticated reporting and diagnostic rescuttes will have-little
if any value if treatment facilities are in short supply. Likewise,
well-developed treatment programs will have less than optimal
effect u_nless the public is informed of their existence and
appropriate reporting and diagnostic resources are available.

The roles of the various professions in the community - may
seem self-evident to the planning group at first, even though
there may be overlaps in what is actually done and gaps among
the services offered. One way to begin clarifying roles is to ask
each professional in the group to list, in turn, the things he or -
.she‘does when handling a case. The point is not to discuss or
justify, but simply to list. Then, as a group, list the procedures
and services which ideally should be availablé, regardless of who
provides ‘them. A comparison of this ideal list against the lists
of actual services each profession provides should point out gaps
and duplications among services in the community.

ngelop a definition of child abuse and neglect. While the
state’s legal definition controls the action of the court, a broader
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typology of abuse and neglect is required for casework and pre-
ventive intervention. Definitions tend to vary according to the
backgrounds and customs of the community; and the definition
adopted will determine the kind of action taken, particularly in
case identification, referrals among agencies, and the approach to
treatment planning. Some state laws, for example, define certain
types of maltreatment—such as overt physical injury, inflicted
nonaccidentally—as abuse and as a criminal action. The obvious
response is prosecution and punishment of the parents. A quite
different definition—"a family crisis which threatens the physical
or emotionai survival of the child”?—focuses on resolving or
preventing family crises.

The extremes of physical abuse and neglect are easy to define—
fractures, burns, serious malnutrition, or death. Other forms of
maltreatment which can be equally serious, such as psychological
abuse or emotional neglect, are hard to define and identify and
even harder to write into law. Nevertheless, their recognition in
the community’s definition can make a great difference in the
scope of services provided. (See Volume 1, Chapter 1 for a more
extended discussion of defining child maltreatment.)

Define the “community” that the program is to serve. Accept-
ing a political entity—a city or a county—as the community
does present the possibility of local government backing for the
program. For maximum program effectiveness, however, the
community should be defined primarily by the population served
rather than by geographical or political boundaries. Helfer’s
concept of regionalization, discussed in Chapter 1, focuses on
the effect of the size of the community’s population on the
program. A region should be big enough, he says, to provide

~ the necessary services, but not so big as to be unwieldy. Co-

ordination by regions—each comprising 200,000 to 500,000
people—would, in his opinion, allow for optimal service delivery.

From this perspective, program development is generally imprac-

tical and often imipossible when based on the county unit: only
127 of -the nation's 3,000-odd tounties have populations o
250,000 or more. :

Identify the problems in the community. Pinpoint the most

significant gaps in services and the greatest obstacles to the
development of a quality program. A list of major problems
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might include the punitive approach of thé local police; the
disastrous understaffing or absence of a child protective service
unit; or the near-automatic removal of threatened children from
their homes because of the lack of treatment programs for
parernts.

Get down to earth by consulting on actual cases early in the
planning process. Different members could bring cases to the
group for discussion. And even at this early stage, members
can consult with one another on cases without any serious com-
promise of the autonomy of the professional primarily respon-
sible. The families will probably benefit from the consultation,
while the professionals will gain real-world insights into each
other’s problems, methods, and assumptions. Most important,
by working together, the members will probably discover that
they need each other—that none of them alone can adequately

handle a case. ~

Inform the agencies represented by the members of the plan-
ning group of the purpose and progress of the meetings from
the start. Their understanding will be needed later for support,
in the form of money and personnel. '

Identify “advocates” in the community who can 'help solve
problems. Having established mutual confidence and a common
point of view, the group can begin to involve others as needed.
A juvenile court judge or a district attorney may help to modify
punitive legal practices; a school teacher or principal may help
with identification of abuse and neglect:in the schools; an
editor or advertising agency may help with public information
work; a legislator or mayor may work toward improving laws
concerning abuse and neglect; the administrative heads of
agencies can help smooth out coordination of services.

Among the advocates “should be representatives. of citjizens
in the communily. The program must reflect community as well -
as professional standards. No service can reach its" greatest
effectiveness without community support. Dr. Edmund Pellegrino
has observed that “the health professional is always in danger
of extending his autharity in technical matters over the patient’s
system of beliefs and values.””? Many ways to involve citizens
in the planning process have been suggested, ranging from form-
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ing a citizens council which would act as an advisory group, to
membership of laypeople—including former abusive parents—
on committees or planning and evaluation teams.

Delegate specific tasks to individuals or small groups. A suc-
cessful program will require the input of various people. People
will be needed to develop training programs and a public
information program, to establish diagnostic teams, and to set
up a therapeutic development group. Once the planning group
has established trust and a shared view of the goals and purpose
of the program, it can seek out groups and individuals to assume
such responsibilities with little concern about possible bias or
“slanting” of the results toward the interests of one profession
or agency.

Approach the administrative heads of agencies for help. By
this time-~perhaps a year or more since the initial meeting—
the planning group should be well informed about community
problems and resources and accustomed to cooperating across
discipline and agency lines. What the program needs now is
some key full-time personnel, including a program coordinator
and a case coordinator, and funds to get proposed programs
under way. If administrators have been kept informed of the
group’s progress from the beginning and are convinced of the
program’s importance, they should be amenable to working
together as a group—as an advisory committee or board of
directors—to handle the specifics of obtaining and assigning
funds and personnel.

It should be noted that funding is not necessary early in the
development of the program——it may, in fact, create obstacles.
When money for program development is sought before planning
is well under way, unnecessary conflicts can arise on how to
allocate and spend it. Fund raising should probably not be tackled
until at least the second year of program development, By then,
plans for the program should be fairly sound, and agency admin-
istrators should be meeting as an advisory group or board that
can coordinate funding needs.

A final guideline is to plan and implement programs of primary

prevention. With the aid of community support, personnel and
funding, careful planning for the needs of the community, and
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trust and understanding between professions and agencies—all
of which should now be on a sound basis—the various com-
ponents of the community program should be functioning as a
yvel!-ordered system. At this time, expansion of the program to
include mechanisms of primary prevention should be considered
(see Chapter 6). If the community attempts to initiate a full-
scale prevention program before diagnostic, treatment, and edu-
cauion programs are established, the program will most likely
“fall flat.”” On the other hand, a community with a well-function-
ing program that ignores primary prevention is side-stepping the

issue that is the logical next step in the management of child
maltreatment,

These guidelines are not intended to make the process of
program development sound easy. On the contrary, expect it to
be long and difficult. There will likely be problems with people
and resources in the community; and there may be problems
whose sources are outside the community and difficult to influ-
ence—state laws, for example, or funding sources with conflicting
ideas about the use of funds. These guidelines are not offered
as a solution to all problems, but as a logical approach which
may help to multiply the effectiveness of people—professional

and lay alike—in serving the needs of the community and its
families.
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Chapter 6
Primary Prevention*

omewhere between the goals of practical men and those of
visionaries lies the area of primary prevention, A community
> with a well-coordinated program of identification, treatment,
and education directed toward the problem of child maltreat-
ment has already initiated preventive measures, although these
can prevent abuse and neglect in only a secondary way—by
limiting its extent and recurrence. Primary prevention focuses
on preventing the first occurrence of child abuse or neglect
in a family.

Some professionals doubt that complete prevention of child
maltreatment is even possible, It would require, they say, a
total change in our social fabric, the creation of Utopia. Others
consider primary prevention a more or less reachable goal.
They propose that, while the abuse and neglect of children may
never be completely eliminated, there are definite steps a well-
coordinated community can take in the direction of this objective,

This chapter examines, in the context of the community-team
program, various preventive steps that have been proposed. None
of these measures is new or unique. Many have been suggested
elsewhere, often for specific purposes other than the prevention
of child maltreatment. But for at least three reasons, there have
been few attempts to implement most of the measures discussed
in this chapter. First, preventive action requires a well-coordinated
community effort, and community coordination is still relatively
rare. It also requires an effective service-delivery system, quite
the opposite of our typical community services, which can seldom
meet even chronic or emergency family needs. The third and
probably most basic reason for the cutrent scarcity of preventive
action is that primary prevention of child abuse and neglect
will require a change in attitudes and priorities—in communities
and institutions, and in people as well.

*Adapted from material written for the Office of Child Development in 1974
by Deborah Adamowicz, Brandegee Associates, Inc.
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For these reasons, a community-team program may be the
most effective base for developing and implementing a local
program of primary prevention. In a commiunity with a well-
functioning abuse and neglect program, the various professionals
and agencies involved in case management have already coordin-
ated their efforts and shotld be working together with relative
smoothness. In turn, the delivery of services to families should be
functioning effectively; there should be few, if any, gaps in
needed services and little duplication of effort. The public should
already be aware of the problem of maltreatment and of the
services available to families locally. In such a community where
mechanisms for identification, treatment, and education are
coordinated and functioning, the ground has already been laid
to incorporate preventive aspects into each of these three pro-
gram compoenents.

This chapter contains no guidelines for preventing child mal-
treatment, but two points deserve comment. One is that primary
prevention should be planned with the same care given to any
other aspect of the community-team program. Second, preventive
mechanisms, like all other services and resources, have to be
selected and developed according to the needs of the com-
munity. It is quite possible that few or perhaps none of the
points discussed below will be used by a particular community.
But if these ideas stimulate thinking as to what form local
preventive action can and should take, this discussion will have

fulfilled its purpose.

Identification

The identification of families having the problem of abuse
or neglect generally occurs through identification of the child
or children. The injury or condition of the child is what usually
leads people to suspect and report maltreatment. But in the
preventive sense, identification focuses mainly on parents with
the potential to abuse or neglect their children. \

Like reporting, preventive identification should not be an
accusatory action, but a'means of reaching out to families in
need of help. To ensure that reach-out mechanisms do not
become devices for meddling, surveillance, or unwarranted inter-
vention, it is important that the identification component be
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cussed in Chapter 3. If parents are aware that such services are
available to any family in need of support, they may refer them-
selves before their problems reach a crisis stage. Having ap-
proached one group or agency, the parents could then be
directed to additional or alternate services if necessary.

Predictive Models. The development of screening programs to
identify families in which child maltreatment is likely, even
though it has not yet occurred, raises both practical and ethical
questions. Dr. C. Henry Kempe, for example, notes that on the
basis of data now available, there is no certainty that an adequate
screening tool can be developed. According to Dr. Wincent De
Francis, the likelihood of coming up with a truly predictive scale
is not very high. Dr. Ray Helfer, on the other hand, speculates
that effective early-identification instruments will be validated
and used within the next decade.

While various screening tools are currently being developed,'
ethical questions remain. The problem is not with screening and
identification per se, but with the method and quality of inter-
vention once a person or family has been identified as having
the potential for abuse or neglect. Professionals agree that the
most acceptable form of intervention would be the provision of
needed educational, therapeutic, and social services to families
willing to receive them. But what if the family refuses? Does
protective services or any other agency have the authority to
intervene before a child is born or before there is evidence that
a child may be at risk? The answers to these questions will
undoubtedly influence our ability to prevent the occurrence of
abuse and neglect.

The “Special” Child. As discussed in Volume 1, Chapter 2, chil-

dren who are abused and neglected tend to be misperceived by
their parents as “bad,” “stupid,” “mean,” or in some way differ-
ent from other children. Dr. John Caffey has pointed out that
deformed, premature, multiple-birth, adopted, foster, and step-
children—those who are, in reality, different—run-a higher risk
of maltreatment than “normal” children do?

A program of primary' prevention could include early identifi-

cation and follow-up of high-risk “special” ‘children and the pro-
vision of educational and social services to their families. For
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example, the parents of a physicall i

: , : y or mentally handicapped
cZHd‘c.ould be prov:ded appropriate diagnostic, treatmentpgnd
educational services. In such families, regular visits by a p,ublic

health nurse or a- homemaker-hom . )
valuable parental support. ome health aide could provide

Treatment

Opce a community-team program begins to incorporate pre-
ventive measures, the program’s treatment component ma
assume a far broader role than before. The focus ‘of treatmen)é
has to be expanded to include families identified as having a
potential for abuse and neglect. Depending on the specific needs
of the parents and children, the family may require any of the
therapeutic resources mentioned in Chapter 3.

Ina broader sense, treatment can be focuse
nity lts.elf———on the external factors that may ingu%?wct:i C;aTeT?;
pptentlal for abuse and neglect. The preventive mechanisms
ch{lscgssed below ifvolve hospitals, schools, businesses, neighbor-
tf?rce)esioar!d the community as a whole. The discussion includes
fhree asic categories of preventive action: modifications in the
ealth-care system, measures to support family life, and ways to
help people manage personal crises more effectivély. Y

Beforg discussion of these areas, it is important to look at how -
wevgntlve measures can be developed and implemented. One

ay - is fgr the community program’s therapeutic development
group, _dlscussed in Chapter 3, to expand its scope to include
phreventlop. In much the same way that the group approached
therapeutic development,. it could encourage groups. agencies,

and institutions to modify thei [
_ ir pract 5t i
oty rons o y practices and offer prevention-

As another alternative enti i »

. I , preventive action could be planned and

lmple;nented.k?y a group devoted to increasing com'?nunity sup-

E{qrt for families. For example, Forum 15 of the 1970 White
ouse Conference on Children recommended that each. commu-

nity form a Council for Families and Children as a means to make

g:ji'hcommunit)./ a more favorable environment for family life?
puct a council would include representatives of  child- and
ily-oriented institutions and agencies, businesspeople, parents,
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teenagers, and preteen children. The concerns of the council
would extend beyond child maltreatment alone, but it could be
affiliated with the community’s abuse and neglect program, and
many of its activities could amount to preventive treatment for
the community.

Modifications in the Health-Care System. Various studies indi-
cate that a significant number of abused and neglected children
were low-birth-weight (premature) infants.* As a group, their mal-
treatment may indirectly result from the traditional hospital
practice of isolating low-birth-weight babies from their parents,
ofters for long periods of time. Elizabeth Elmer of the Pittsburgh
Child Guidance Center notes that “very early separation can be
damaging to the mother” and that studies point to this as one
of the prime factors in later maltreatment.

While hospitalization of premature infants is necessary, isolat-
ing them may thwart the parents’ development of positive feeling
for the child. When mothers of premature babies are allowed
very early contact with their children and are allowed to par-
ticipate in their care, twofold benefits can result: the infants
tend to progress more rapidly, and their mothers relate to them
more easily’ As Dr. Ray Helfer notes: “The results show up
maybe two years later. Mothers having early contact with their
newborns develop a different way of talking to, relating to their
kids than those who are denied this contact.” The effects of
early isolation on the mother-child bond suggest the need for
changes in our system of protecting all newborns from infection.

Many hospitals now provide prenatal classes for expectant
parents. With several modifications, these classes might prove
effective in preventing the maltreatment of children who are not
yet born. Prenatal classes could be extended to include both moth-
ers and fathers, from early in pregnancy to at least several months
after the baby’s birth. Ideally, they would be available in any
hospital or clinic providing prenatal or obstetrical care. Gynecol-

ogists and obstetricians, informed of the existence and impor-

tance of these classes, could urge couples to enroll as soon as
pregnancy is determined. In class, couples could be instructed in
prenatal and newborn care; perhaps more important, they could

" be emotionally prepared for the role and responsibility of being

parents.
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The continuation of classes beyond the child’s birth is impor-
tant for several reasons. Most new parents require more infor-
mation and support after than they do before the baby is born
Postpartum depression, a colicky baby, and other factors that
the parents may have calmly anticipated before delivery can take
on unexpected proportions once they are alone with the child
In class each week, along with their own and other newborns,
many parents will be able to see that their child and their prob-,
lems.are not unique; and, as in many group programs, they may
p.rOVlde one another with mutual understanding and support
Either formal or informal predictive screening programs could be

used in these classes as a way to detect a ; )
nd treat v
problems early. arious family

’_l’he classes for parents could be affiliated with an infant and
child heglth.program in the same hospital or clinic. During reg-
ular pedlatr!c visits, the parents are likely to feel more comfort-
able in ask!r}g questions and discussing problems if they are
already familiar ‘with the facility and the staff. In turn, the staff’s

. knowledge of the parents’ problems and needs, obtained through

their participation in the classes - . '
. ' should result ividu-
alized care. , ' | i in more individu

The development of such comprehensive pre-

programs and their accessibility pto all expgctan?ngafé):t?—it?r:
terms of .both location and cost—sHould have a definite impact
on reducing infant mortality as well as on preventing abuse and
neglect. In some cases, mortality during the first year of life may
be related to inadequate prenatal care. In the mid-1960s, federally
funded projects for maternal and infant care were devIeIOped in
Poverty areas in 14 cities.* Within four to five years, infant mor-
Eahty rates in these areas dropped sharply—in one case by more
than half. Among those served by these projects, the number
of premature births and unwanted pregnancies also declined.

Still another preventive measure is the use of the health visitor,
a practice common in several countries. In Scotland, for examplel
It is required that all preschool children be seen periodically in'
their homeg by a health visitor.” Should there be a developmental
problem. with a child, the visitor either works with the parents
or refers them to appropriate services. A health visitor program

- could be invaluable in the identification and treatment of condi-
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tions that could lead to abuse or neglect, and could offer a means
for personal contact and periodic health checks to even the most
isolated families.

Support to Family Life. According to Dr. Morris Paulson, prin-
cipal investigator of UCLA’s Child Trauma Intervention and Re-
search Project, “’people are beginning to look beyond the concept
of child abuse, to see it as just one example of the breakdown
in family life.”

There are various data pointing to the fact that the American
family is indeed breaking down.® In Massachusetts, 50 years-ago,
at least one adult in addition to the parents was included in half
of all families; today, only one family in 25 includes an addi-
tional adult. Nationwide, the percentage of children whose par-
ents are divorced has almost doubled in the past 10 years.
Between 1965 and 1970, day care enrollments increased by 50
percent; nevertheless, the number of children who return from
school to an empty home is said to also be on the rise.

Other research findings suggest that even intact families are
losing much of their traditional cohesiveness. For example, a
recent cross-cultural study of the uses of time indicates that, com-
pared to their European counterparts, American parents who are
employed and married spend the highest ratio of free time alone
rather than with family members.’ Even when parents and chil-
dren spend time together, meaningful contact between them
may be minimal. For instance, a sample of middle-class fathers
claimed to average 15 to 20 minutes a day. playing with their
year-old infants; yet one study found that the mean number of
daily interactions between fathers and infants was 2.7, and that
the average time spent interacting was 37.7 seconds a day.'"

Dr. Urie Bronfenbrenner, professor of human development and
family studies and of psychology at Cornell University, names

various factors that serve to isolate parents and children from

relatives, neighbors, and other traditional support systems—and
from one another as well. Included are the decline of the ex-
tended family, the functional breakdown of the neighborhood,

. occupational mobility, the demands of a “rat-race” culture, and

the increasing professionalization of child care." These are also
among the influences Bronfenbrenner refers to when he calls
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child maltreatment a product of “the circumstances in which
people are forced to live.”” From his perspective, prevention
requires the reinvolvement of adults and children in each other's
lives: “Any device which furthers such involvement could func-
tion to reduce child abuse by providing essential emotional sup-
port to those who care for children.”

To facilitate prevention planning, Bronfenbrenner suggests
that an initial audit be conducted to determine what the com-
munity is doing and what it is not doing to support family life,
Any number of specific questions could be raised: Where are the
children and who takes care of them? How many. children are
left unattended because their parents are working or otherwise
occupied? Does the community have enough adequate maternal
apd child health services, day care facilities, recreational facili-
ties? What opportunities are there for real interaction among
various age groups? The questions asked and the answers ob-
tained would determine where and how. preventive action is
directed. : :

Neighborhoods. In many communities, the functional neigh-
borhood is a thing of the past. Interaction between neighbors
tends to be limited to a passing nod, and often neither knows the
other by name. In such neighborhoods, family isolation is com-
mon, and children are more likely to be abused and neglected.

The redevelopment of functional neighborhoods could prove
to be a key element in the prevention of child maltreatment. One
possible approach is through the use of “block parents.”” ? Local
schools could be asked to identify one or two parents in each

- block who are well known among their neighbors. These people

would then be asked to assume the role of block parents. They
would get to know their neighbors, identify the problems in their
b}lo.cks, and organize neighborhood-based activities. In short,
their task would be to initiate the concept of neighborliness—
people knowing and helping one another, ‘

Other devices for revitalizing neighborhoods include neighbor-
hood family centers where “leisure and learning and community
problem-solving” programs could be provided for people of all
ages, anc{ where legal aid, child care, health, welfare, and other
famlly-on‘ented services could be obtained;" recreational and

© 161



day care facilities located in areas easily accessible to families;
and public places throughout the community where children and
adults can walk and talk and sit together."

Business. Any community attempting to prevent the maltreat-
ment of its children, and concerned about upgrading the quality
of family life, should include business and industry as potentially
strong allies. The report of Forum 15 of the 1970 White House
Conference on Children explains: “To an extent not generally
recognized, the patterns of life of American families are in-
fluenced by employment policies and practices. Employers, both
public and private, can make a significant contribution to placing
families and children at the center rather than on the periphery of
our national life.”” '* :

Specifically, as the conference report indicates, employers
could be made aware of the need for minimizing out-of-town,
weekend, and overtime obligations; reducing geographic moves;
increasing the number and status of part-time jobs; making work
schedules as flexible as possible; giving leave and rest privileges
to pregnant women and new mothers and fathers; and locating
day care facilities at or near the parents’ place of employment.’®
Such actions could benefit employers as well as workers: the
potential economic advantages include more and better produc-
tion, and lower turnover and absenteeism."

Employers may also be amenable to more innovative ap-
proaches to fostering adult-child interaction and understanding.
Children are generally excluded from the world of work and
responsibility. Rarely are they able to observe their parents, or
any adult other than teachers or pediatricians, at work. To coun-
teract work-related segregation of children from adults, Forum 15

recommended a practice common in the USSR: that business -

firms or departments “adopt” a group of children—a school
classroom, a nursery school class, a Boy or Girl Scout troop.' The
workers could periodically visit the children’s group and, on

occasion, could invite the children to their place of work. The

objective is not vocational education, but to acquaint children
with working adults, and workers with children and their families.

An example of such a program is depicted in the film, A Place
to Meet, A Way to Understand, produced by Forum 15. The pro-
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gram it documents was arranged on an experimental basis be-
tween the Detroit Free Press and the sixth-grade classrooms of
two public schools—one in a slum area, the other in a middle-
class neighborhood.

Schools. As it operates today, our educational system may be
failing both children and families in various ways. Urie Bronfen-
brenner observes that children are drilled in subject matter, while
the “development of a child’s qualities as a person—his values,
motives, and patterns of social response’—is virtually ignored;
schools purport to prepare children for “life,” yet rarely equip
them with either education for parenthood or training for re-
sponsibility, decision making, and problem solving.'® Just as
business and industry separate children from adults, our educa-
tional system isolates them—and their teachers—from both adults
and children of other ages. Although schools could have a major
impact in reducing the potential of future parents to maltreat
their children, at present they do little to suppor family life.

There are a number of things that schools could do as part of
a community’s program of primary prevention. Probably most
important, school systems could institute a mandatory human
development curriculum, including education for parenthood*
and family life for students from kindergarten through high
school. The curriculum could incorporate various studies: from
hygiene and family planning to human interaction and how com-
munities function. While the specifics of the curriculum would
vary with the community, the general objective would be to
better prepare children to become responsible adults—including,
of course, preparation for parenthood.

Vincent De Francis suggests that, for very young children, such
education could take a subliminal form. Readers, for example,
could contain stories about Mama and Papa Bear, their inter-

*Under a grant to the Education Development Center, Cambridge, Massa-
chusetts, the Office  of Child Development, in cooperation with the Office of
Education, has developed a curriculum in education for parenthood for use. in,
grades seven through twelve. The curriculum is being used in a number of
schools across the country. In addition, seven youth-serving organizations have
received OCD: grants to design their own parent-education curricula for use
outside the schools (for example, the Boy and Girl Scouts and 4-H Club mem-
bers). For further informatjon, write to. the Office of Child Development.
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actions with their little bears, their realistic handling of crises, and
their next-door neighbors who love children dearly but have

~ decided against having any of their own. As children progress,

the curriculum could become more formal. They could learn not
only about the practical aspects of parenthood—how to feed and
diaper a baby, basic child development, what to expect of a
child at a particular stage—but about the emotional aspects
as well.

For example, the curriculum could include among its. goals a
change in the current permissive attitude toward physical dis-
cipline of children. In school, children could be taught that anger
and frustration play an unavoidable part in parenthood, but that
there are ways to cope with negative feelings; that tbrpugh even
mild corporal punishment, the young child can be injured; a.nd
that there are more constructive forms of discipline than spanking
and physical force. But children learn through exan?pl'e as wg]\
as through instruction. The child who is physically c‘ilsmplu_wed in
school learns that the use of force against children is considered
acceptable, and may later apply the lesson to his or her own
children. Elimination of corporal punishment in schools, and
substitution of other forms of motivation, would demonstrate
the community’s concern for nonviolent discipline and provide
examples of methods.

Children could also learn that, in bearing and raising a child,
one assumes a highly responsible role—a role that not everyone
should undertake. Accordingly, sex education and bll:th—COHt!‘O‘
information should be included in the curriculum. Wl_th the in-
creasing rate of births among girls aged 10 to 14* it is obvious
that such information should be provided in junior high school,

" if not earlier,

The location of day care centers, crisis rurseries, and other
preschool programs in or near secondary s'chqols could serve 2
threefold purpose. Older students could gain both p_ractrgal
experience and course credit by working, on a rc_sgular basis, with
the younger children. They could be entrusted with actual respon-

*According to the 1974 Statistical Abstracts, the rate of live births among thjs
age group rose from .8 births per 1,000 population in 1960 to 1.2 per 1,000 in
1970, the latest year for which data are available. In actual figures, there were

6,657 live births among girls aged 10 to 14 in 1960, compared to 12,246 in 1970. -
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sibilities—as opposed to customary “duties’’—requiring judgment
and decision making, such as involvement in planning and
operating the programs. In addition, such programs would begin
to replace the traditional age-related segregation in our schools
with interaction between young children, adolescents, and
parents and other adults.

Schools could also develop and publicize classes for adults in
parenting education and family life. Classes available both in the
daytime and the evening would allow for more flexible enroll-
ment and for a mixture of adults and teenagers in the classroom,
While the classes would be directed toward strengthening “‘nor-
mal” families, they could aiso serve as a therapeutic resource

and as a means to identify parents with a potential for abuse
or neglect.

Crisis Management. Crisis occur in every family. In the abusive
or neglectful family, they are often a way of life. The parents are
characteristically unable to plan ahead, to anticipate crises and
head them off and to attack problems analytically. They are also

unlikely to deal with problems at all until they have reached the
crisis stage.

These typically isolated families get little or no outside supjsort
with their problems. Since the parents often have a tragically low
opinion of themselves, they are vulnérable to anything that may
diminish their self-esteem. To them, an incident that other fami-
lies might regard as minor—a child breaking a lamp or a marital

argument—may be the overwhelming ““last straw” of a perpetual

series of crises, and may trigger abuse.

It is impaossible to prevent all crises. What can be attempted at
the community level, for the short term at least, is the provision
of services and facilities to help families cope with crisis and to
help relieve stress. For example, a 24-hour crisis-intervention
hotline, as discussed in Chapter 2, could give a distraught parent
somewhere to turn. -Understanding and support over the tele-
phone can help in many cases; but callers could also be directed
to other services for additional ongoing help.

Crisis nurseries or a free crisis-babysitting service, available 24
hours a day, could help relieve some of the stress of a mother
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in a time of crisis, and would protect her children until the danger
is past. Family crisis centers, an extension of the concept of the
crisis nursery, could provide a temporary refuge for the'whole
family—safety for the children and support and counseling for
the parents.

Day care ideally offers not only social stimulation to the chil-
dren of isolated families, but a way to relieve parents of the
seemingly endless burden of child care. As Bronfenbrenner ex-
plains: “Taking care of kids can be very, very hard work. When
you have to do it essentially 24 hours a day, and are under the
demands of a very young child, and there's noquy else to spell
you off . .. then you can go batty. That's when child abuse comes
in.” For day care to play a preventive role, the cost and'lpcatxon
of facilities would have to be within the reach of all families.

Poverty is almost universally recognized as an aggravating in-
fluence to families at or near the point of crisis. Dr. De}vtd Gil
points out that “environmental stress and strain are consndgraply
more serious for persons living in poverty than for those enjoying
affluence” and that “the poor have fewer opportunities than th.e
nonpoor for escaping occasionally from child-rearing responsi-
bilities.” ©°

There may be limits to what one community can do about
poverty, but much can be done to relieve its impact. For example,
depending on its size, a community can provide a certain number
of additional jobs for those who are unemploye‘d. It can arrange
for crisis-oriented financial support, provided without long wait-
ing or excessive investigation. Crisis housing can be.prearrangedlé
ready for emergency use. In addtion, a co_mmumty can wor
with and support local social service agencies to make the de-
livery of services to the poor less chaotic, more reliable, and
more supportive to the personal dignity and self-esteem of the
recipient.

For the longer range, communities can help prepare their

members to deal with crises more effectively. Local school sys-

tems can be induced to put far more emphasis on learning ab.g.ut
values, learning to make decisions, and developing the abitity
and the habit of accepting responsibility. Children, fro.rr!_t.he
earliest elementary grades, could be given actual responsibilities

166

in both the school and the community. They could be taught
problem-solving skills and crisis-management techniques. They
couid also be involved, far more than at present, in group activi-
ties—with peers as well as children and adults of all ages—so
that they can learn constructive interdependence.

Education and Training

With the addition of a preventive focus, the community pro-
gram’s education and training component would not be essen-
tially changed. The function of those comprising this component
would be much the same as before: to educate the community,
to train professionals involved in cases, and to conduct public
relations work. The main difference would be in the expanded
focus of education and training. :

For example, the goals of public and professional education
could be broadened to include increasing people’s awareness
of primary prevention. The public should know what steps the
community is taking to prevent abuse and neglect, and how
individual citizens can become involved. All.parents should be
aware of the services available to any family in need of support.
Professionals who work with parents and. children should be
aware of the characteristics of high-risk families, the services

available to these famiiies, and how to refer a particular family
for help. :

Education could be directed toward specific groups to inform
them of their potentially valuable role in eliminating child mal-
treatment. Qne project could be to convince school boards, the
state board of education, and individual teachers of the need for
changes in the educational system. Another could be to help
employers recognize and modify their impact on family life. A
program of primary prevention will require the involvement of
the community as a whole. Appropriate education and training
are essential to producing a climate in the community for preven-
tive action tc succeed. ~

* * *

The proposals in this chapter do not constitute a design for

- Utopia. They are not guaranteed to prevent family crises nor to

e!‘iminate the abuse and neglect of children. But, together, they
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could help makz any community a better and safer place for
children and families to live.

Blaise Pascal, the seventeenth century French philosopher and
scientist, is known to have made a wager in which he bet on the
existence of God. His rationale was that he would lose nothing
if he were wrong, but would gain heaven if he were right. In
much the same sense, no one can be certain whether the mal-
treatment of children can ever be prevented, nor what form pre-
ventive action should take. But, like Pascal, the community *hat
wagers in favor of preventive measures has nothing to lose but
has very much to gain. ;
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Appendix

~ Examples of Community Programs*

Following are four examples of communities that are making
a coordinated effort to deal with the maltreatment of children.
While various communities in the United States have programs
that would serve as excellent examples, the four included here
were selected because they illustrate a range of different types
of communities; alternative techniques for program develop-
ment; and various structures, services, and objectives.

¢ The program in Honolulu is centered on a strong pro-
tective service unit that functions as the agency of prime
responsibility; a children’s hospital; a multidisciplinary
consultation team; and strong community support.

* In Greater Lehigh Valley, Pennsylvania, the child abuse

"~ program has two unique features: it is based on a two-
county unit and, unlike many communities, has developed
a strong and innovative therapeutic component.

* Montgomery County, Maryland is a suburban county hav-
ing one of the highest per-capita income levels in the

" United States, The development of its program was sparked
by work of the local 4-C Council and the backing of a
strong county executive.

.» Uptown Chicago is in some respects the opposite of
Montgomery County. Part of an “inner city,” it has a
relatively large population of day laborers, poor people,
and transients. The program here is an example of coordi-
nation in a large city.

Each of these communities has found its own way of working
toward a community -program based on its own needs and
resources. No'community’s orogram would be ideal for any other.
These examples are presented not as prepackaged models that
can be installed in any community, but as programs that have
been adapted to local needs by concerned people within the
community.

~*Adapted from material written for the Office of Chlld Development in 1974
by Deborah. Adamowicz, Brandegee Associates, -Inc.:
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Honolulu County, Hawaii'

To me, Honolulu has the ultimate in coordination and
in what may be called'a “team approach” . . . This is
a classic example of what ought to be in terms of a
sound protective services program.

Vincent De Francis, Director of
the Children's Division, The American
Humane Association

The concepts “protective services” and “team approa~ch” are
relatively new, even among professionals. Yet on the island of
Oahu, Honolulu County, Hawaii, both have been developing

for years.

in 1937, Hawaii established the Department of Public Welfare
(DPW)—the predecessor of the present Department of Social
Services and Housing (DSSH)—to protect children and prevent
family breakdown. In 1956, the DPW, the juvenile court, and
the police department jointly developed “Operation Help,” an
outreach program to initiate social services on a 24-hour basis

to families in crisis.

The enactment of a mandatory child abuse reporting law in

1967 was the first of a series of events that culminated, two

years later, in the establishment of a multidisciplinary protective
service center for the island. With the passage of the reporting
law, the DPW lacked sufficient staff to handle the increasing
caseloads, The result was predictable: needed services were not
being provided. Community accusations that the Department’s
Oahu branch was not adequately protecting children resulted,
in 1969, in special state legislative action providing for additional
staff positions, the re-establishment of the protective service unit
(created in 1957 but later discontinued), and funds for a colla-

borative team, late in 1969, DSSH established the Children's

Protective Services Center.

]
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Serving the 640,000 people of Honolulu County, Qahu, the
Center is housed in a rented building on the grounds of Kaui-
keolan} Children’s Hospital (KCH). As Figure 3 shows, the Center
comprises three components: the DSSH Oahu Branch Protective
Service Unit, Kauikeolani Children’s Hospital, and a community
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advisory committee. An annually negotiated contract between
DSSH and the hospital clearly delineates responsntthtles betwggen
the social work and medical components of the Center. Funding
presently comes through state and federal monies.

According to Dr. Vincent De Francis: ’fThe beautyhof th‘e
Honolulu program is that it can be replicated anyw ergadt
does not require any enormous investment of funds, provi ii
there's an existing protective service operation. All it nee s
is the designation of the unit and thg procuring of ‘consultants.
But Dr. George Starbuck, the medical director .of .the Center,
notes that while many hospitals use the cqllaboratlve te?\mt
approach, he is not aware qf any‘commumty program tha
replicates the Oahu model in its entirety.

The DSSH Protective Service Unit

Oahu's protective service unit includes eight caseworke(l;sf a
supervisor, a social worker aide, and cler}ca! support. rlSIi
oriented, the. unit is responsible for th'e social work assg?s.mego
of reported families and for transferring each caseEj vfw[tl-nn S
days, to an appropriate unit for ongoing treatment and fo ovg- pt
care. The average monthly caseload per social worker tsdahou
20 families; to date, the social work turnover has averaged three
positions a year.

i i d neglect
The unit receives all reports of guspected abuse anc
through the hospital’s 24-hour switchboard. Table 4 is a sdum;
marized list of cases reported from 1967 through 1:373 and o
the number of confirmed reports each year. (Hawail's reporting
‘law includes emotional deprivation and sexual abuse as report-
able conditions.)

; Table 4
Reports of Abuse and Neglect, Oahu

1967 | 1968 | 1969 | 1970 | 1971 } 1972 | 1973

Received g8 | 67| 375 924 | 934| 1051 | 962

Confirmed 60 | 49| 204 | 455 | 455| 480 | 461
174

Kauikeolani Children’s Hospital

" The medical .component of the Center includes a- full-time
salaried medical director, a. full-time nurse, two psychiatrists,
two psychologists, and a secretary—all paid through annually

. negotiated DSSH-KCH budget funds. The hospital, through its

medical staff, is responsible for conducting the diagnostic study
of children and parents and for providing medical treatment and
hospitalization when needed. (This is modified if a family prefers
to have the medical workup done privately.) In addition, mem-
bers of the medical staff serve as consultants to protective service
workers, both from the Center and from outside units.

The medical director reviews the medical aspects of each
case and all diagnostic workups; can obtain medical information
for a social worker if necessary; is ‘available to professionals
throughout the state for medical advice about cases; discusses
medical diagnosis, prognosis, and treatment with reported fam-
ilies; and, if the caseworker desires, can act as a counselor to
both parents and children. )

Multidisciplinary Collaborative Teams. In addition to these
various functions, the medical director has established and
maintains two collaborative teams. The original team has been
meeting since December 1969 to provide recommendations to

- caseworkers on one or more generally complex cases a week;

the second team was formed in response to the increasing work
of the Center.

Team members include the Center's social work supervisor,
the medical director, a pediatric nurse, a state deputy attorney
general, a pediatric psychiatrist, and a pediatric psychologist.
In addition to these fixed members, team case reviews include
the social worl er in charge of the case and sometimes physicians,
lawyers, teachers, school counselors, public health nurses, police,
or others whose knowledge of the family may be needed. As
part of an outreach effort, the teams periodically meet with
social workers from units outside. the Center and from private
agencjes to consult on cases.

" The function of the collaborative teams is to recornmend the

most feasible treatment plan for the family. However, the social
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vworker presenting the case retains final responsibility for ;jec.;d-
ing on and implementing the treatment plan, prior to referring
the case for ongoing treatment and follow-up.

If a parent or child requires therapy, it is arr.anged kif posfsx:adg
with someone who has not done the §i|agnosnc workup o the
family.  Protective service workerg typically attempt to m;/ e
the parents in the problem-solving process. For ex':hmp ec;m-
removal of the child is indicated, r}?ost case:vorkzrsx;;l gﬁzgeét

i the parents and ‘w ‘
mend temporary separation to ‘ : ‘
i i ¢ t with friends or relatives,
ossible alternatives such as placemen ’ » !
?n the protective service unit’s emergency shelter, or in a foster
home. . - .

The Research Advisory Committee. Through the initiative o}f

the medical director, the Center has also e.stablls_;hed a Reseez;z/

" Advisory Committee, consisting of the f‘nef:hcal cilrencat;)r,a:dméiﬂd

i i mater

research coordinator, and professiona S‘l? _ :
iatry, services. The Com

health, psychiatry,” psychology, ‘and socia v )

‘mittee, hp;syreviewfed pertinent hterature;. organlzed‘ a retrospc;cr

tive study of certain cases; and assisted' in develomng forms g_
requesting the services of the collaboratuvgz teams )a"nd fpr recor

ing team recommendations, the protective service dlqusmon,

and follow-up reports.

The Community Advisory Committee

The third component of the Childre_sn’s Protective Seg:jcsif
Center, the Community Advisor){ Committee represents a cross-
section of the community including various famnly:servnnlgr %: A
cies. The Committee can deal with the community at ka gublic
a manner not possible for DSSH. For_examp!e, it c?]n s(e::e &ittee
funds to support increased community services. T e.t or:]\d fee
‘can also review and assess problems in the community ath o%‘h
its recommendations an to DSSH or the Center; in turpt, rr0u gs
the Comimittee, the Center can seek help from community groups.

As part of the Center’s community services, the medical direc-

. . v e
tor, social work supervisor, and nurse conduct an extensiv

education program—for schools, physicians, nurses, soc&dal \:\;Sarllt(é
ers, the police, ambulance drivers, and both public and p
community organizations. :
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already underway.

Future plans for the Center include the possible addition of
a therapeutic and follow-up unit, group therapy, and a parent
aide program. In addition, there are plans to develop a program
geared to the prevention of renewed abuse in reported families
and to the study of low-birth-weight infants who are at high
risk for abuse and neglect. The latter phase of this program is

in a paper presented at The American Humane Association’s
Second National Symposium on Child Abuse, held in October
1972, Rade Awana, social work supervisor of the Children’s
Protective Services Center, listed ¢
program: children-and families in crisis are bein
and more efficiently; the. Center’s interdisciplinary - approach
contributes to “more healthy family functioning”; and each par-
ticipating profession continues to tearn from the others.?

g served quickly

Slowly, the Center is moving toward its objective of providing,

in Awana’s words, "the best protective services to children and
their families in Honoluly. 3 :

Greater Léhigh Valley, Pen'nsylvania

Coordination Across County Lines

Lehigh and Northampton Counties are two of the most affluent
in. Pennsylvania, Together they comprise’ the - Greater Lehigh
Valley. The population’ of approximately 470,000 includes all
socioeconomic levels and a variety of ethnic and cultural groups.

The urban centers of Bethlehem and Allentown are surrounded
by extensive rural areas.

In the late 1960s, Dr. john Wheeler, an Allentown pediatrician,
Wwas seeing in his private practice repeated incidents of abuse in
middle-class families. Rather than putting the incidents out of

is mind, Dr. Wheeler decided to find out what the agencies in
is county were doing about the problem. The answer: not only
did Lehigh County lack a specific program for abusive families,
but the typical community response to the parents was punitive,

Wheeler then contacted a former medical school classmate,
Dr. C. Henry Kempe, who is now director of the National Center
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for the Prevention and Treatment of Child Abuse and l\{eglect
in Denver. He obtained information on developmentsl in the
field of child protection, community-based program models, and
therapeutic approaches. His inquiries even.tually led to a series
of meetings among the directors of the Lehigh and Northampton
Counties Children’s Bureaus, the director of the Base Service
Unit of Lehigh County Mental Health/Mental Re'tardajuon (MH/
MRj, and Dr. Raymond Seckinger, a psychiatrist in private prac-
tice. Their purpose in meeting was to consider a specific group

‘therapy program for parents. In late November 1969, the first

iocal therapy group was formed, under the sponsorship of the
Lehigh County MH/MR Base Service Unit.

The Child Abuse Group, as the group therapy program Is
called, and the administrative meetings that led to its establish-
ment, were the beginnings of a coordinate two-county program
for the Greater Lehigh Valley. While many of its components
have been developing over the past five years, much of the
Ccordinated Child Abuse Program is still in the formulative stage.
The description below includes functioning aspects as well as
some new and some proposed additions to the Program. Begin-
ning in October 1974, the expanded Program is t')emg partially
funded over the next three years by the Pennsylvania Department
of Public Welfare.

The Program provides services only to families who have.the
problem of child abuse or who refer themselves as potentlal‘ly
abusive. For families in which children are neglected, the Chil-
dren’s Bureau in each county provides protective services; how-
ever, services to these families are separate from the Child Abuse
Program. The 1974 statistical accounting of chnld_abuse reports
is not complete as of this writing, but an informal survey is
presented in Table 5 below.

Table's

Child Abuse Reports, 1974
Validated | Validated | Indeterminable Total
Lehigh 97 4 , 9 40
County :
Northampton 13 4 3 95
County : ,
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Objectives

The Coordinated Child Abuse Program has six broad objec-
tives: - .

e to prevent the abuse of children by ef%ectirig psychologi- .
cal changes in parents and responsible adults

* t enhance children’s development A S
¢ to modify the home environment so as to lessen stresses
that may precipitate abuse

e to improve the effectiveness of the Program’s training
component

e to conduct research that will add to the understanding of
both the etiology of abuse and the effectiveness of dif-
ferent treatment modalities

e to further educate the community in order to create a
more favorable climate for positive family change.

Coordination and Administration

According to Dixie Bair, supervisor of the child abusé unit of
the Lehigh County Children’s Bureau, community cooperation
and the coordination of services are the “key” to the Child
Abuse Program. Coordination functions at several levels, as Fig-
ure 4, an organization chart of the proposed Program, shows.

At the administrative level, the Program in each county is under
the auspices of the respective county’s Children’s Bureau, with
the Bureau’s director or- designated assistant responsible for
administration. In_addition, a program coordinator—responsible
for supervising the integration of all compor ' its of the county’s
program—has been added to the staff of each Children’s Bureau.
Their specific duties include: maintaining communication among
the agencies and resources involved and resolving any internal
conflicts that may develop within the Program; developing
liaison with other local, state, and federal programs; proposing
changes in administrative policies and procedures; developing
training programs; spearheading community education; arrang-
ing consultations and case conferences on specific cases; coor-
dinating the work of all involved agencies once a treatment plan
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_Figure 4. Components of the Coordinatéd Child Abuse Program in Lehigh and Neorthampton Counties.
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has been developed for a family; providing ongoing follow-up
on all cases; overseeing the collection of statistics on abuse
cases; and handling information requests concerning abuse and
the Child Abuse Program.

The coordinating mechanism between the two counties is
PROTECT—an unincorporated, nonprofit association of profes-
sionals and interested individuals from the community. Begun in
1973, PROTECT functions as an advisory group to the agencies
and professionals in the Program. There are currently 32 members

representing various disciplines and every agency involved in the
Program. ' '

Reporting and Diagnosis

In Northampton County, all reports of suspected child abuse
are handled initially by intake workers at the county’s Children’s
Bureau. In Lehigh County, initial handling is. shared by Chil-
dren’s Bureau intake workers and caseworkers from the "child
abuse unit. All reports are recejved by the intake department;
but approximately 50 percent, particularly those resembling “clas-
sic’” child abuse cases, are forwarded to the abuse unit super-
visor, who assigns cases for immediate investigation to the unit's
caseworkers. In the future, the child abuse unit may possibly
receive and investigate all child abuse referrals in addition to
providing ongoing services for accepted cases.

If a report is made by a neighbor, relative, or other nonmedical
source, the intake worker will visit the reported family within 24
hours and, if necessary, take the child for medical ‘evaluation.
If an apparently abused child is seen first at a hospital dispensary,
the attending physician will admit the child, begin a thorough
medical work-up, and make an immediate ‘oral report to the
Children’s Bureau. The hospital’s social service department will
later contact the Bureau and, . if indicated, will file a written
report. Within 24 hours of receiving the written report, the
Children’s Bureau intake worker will visit the child in the ward,
speak with the attending physician, and then meet with the

E Upon receipt of a written report from any source, intake

workers make an immediate oral report to the local police, who
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file the reported information. In Lehigh County, the police take
" no further action unless requested; in Northampton County, the
local police department and the Children’s Bureau mutually
decide if and how the police should be involved in the case.

Within 24 hours after receiving a written report, the intake
worker begins a comprehensive psychosocial evaluation of the
family. Based in part on this evaluation, the Bureau must deter-
- mine whether placement of the child—either voluntary or court
ordered—is necessary. The next decision is whether or not thg
parents are ‘group material”’—can they functior) in-and benefit
from the group therapy program? A ‘“‘custom-fitted”” treatment
plan is developed for every family.

The intake process ends once the parents are refe_rred for
treatment and planning for the child is completed. A child abuse
unit caseworker is then assigned the case, if it has not already
been assigned to the unit during the intake process. Currently,
the average caseload per abuse unit caseworker in Lehigh County
is 20 families; in Northampton County, 15.

The Greater Lehigh Valley Program also includes a child abuse
consultation service, available to any physician at no charge to
the patient. Headed by Dr. Wheeler, the service will assist
attending physicians in the evaluation -of children and the course
of action to be taken.

Treatment

Since the initiation of the Child Abusé Group, an increasing
array of family-oriented treatment services has been developed
in the Greater Lehigh Valley. ‘

Parent Groups. The original parent therapy group, led by
psychiatrist Raymond Seckinger, was open to parents from both
counties, with caseworkers involved with the families participat-
ing in the group. A year later, the clinic director of the MH{MR
Base Service Unit, Helen Ruch, a psychiatric social worker, joined
the group as co-leader to provide individual cou.ns:e.lin.g to group
members. Approximately 18 months after the initiation gf the
group, one protective caseworker from each county was assigned
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to-handle all abuse cases, and each hecame a permanent member

of the group. Abuse unit caseworkers are now assigned to the
groups.

Child abuse reports in the Greater Lehigh Valley increased
about 900 percent between 1969 and 1974, and two additional
therapy groups have been formed. Northampton County now
has its own group, and Lehigh County has two. Group, individ-
ual, and family therapy, as well as marital counseling, are avail-
able to parents in both counties. A future goal is to have bilingual
staff provide casework service for Spanish-speaking families.

The broad goals of the therapy groups are to “refine’” and
“remodel” aggression; to increase self-identity; to guide in family
planning; fo define and refine interaction between nuclear- and
extended-family members; and to improve marital and parent-
grandparent relationships, parenting capabilities, child-rearing
practices, and impulse control. The groups are also concerned
with prevention—aiming to prevent further abuse in member
families that have previously been reported and to prevent the
first incident in self-referred families that have identified them-
selves as potentially abusive,

The success of the groups is illustrated by the recidivism rate:
previously over 50 percent, it has dropped to zero for parents
who have completed the entire therapy program, -However, there
have been four or five instances of repeated abuse—in the form
of physical injury, development of a “failure to thrive” condition,
or emotional disturbance affecting the child—in families who
withdrew prematurely from the treatment program against pro-
fessional advice.

The Children’s Bureau caseworkers assigned to families in the
therapy program provide various services. They initially prepare
the parents for the program; transport them and their children
to and from the weekly group sessions; and, when appropriate,
provide individual therapy, marital counseling, and family
therapy. Caseworkers also utilize any available community re-
source to help the family. If necessary, caseworkers help the
parents manage a budget or secure better housing, transport
them for medical attention, and provide them with child devel-
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opment information. Once the parents have sucgessfully com-
pleted the therapy program, the caseworker maintains service
contact for approximately six months.

parent Education. Among the recent additions to the Child
Abuse Program is a pilot program in which parent-educators,
employed and trained by the local Head Start program, provide
supportive and preventive services to parents. The g.oals of the
program are two: to increase the parents’ self-confidence and
self-esteem by increasing their teaching skill's and enhancing t_he
learning environmerit of the home; and to increase the Iegrnmg
capacity, self-esteem, and emotional well-lpenjg of the children.
There are plans to expand the program in its second year to
include education of foster parents who are caring for children
previously abused by their natural parents.

For approximately one and a half hours every other week,
parent-educators “focus” on a specific preschool child of 'the
family (although other children from the family and thta neigh-
borhood are included in activities) and the parents in their home.
The parents are taught skills to facilitate their children's' deve!;—
opment, behavioral expectations appropriate to the ch'lldrens
developmental level, and constructive methods of rewarding and
disciplining children. The program will also include group meet-
ings for mothers, with lectures and discussions on such topics
as nutrition, health, and psychological problems.

Treatment for Children. When one of the parent therapy
groups meets, the preschool children from eth ffimily are
brought to a “/play” group for group activities, social stlmula.tlon,
.and observation by volunteers. These groups are sometimes
videotaped for diagnosis by the child-psychiatrist consultant, for
playback to the parent group, or for training purposes.

There are also plans to expand the availability of therapeutic
day care for abused children and their siblings; to develop a

24-hour crisis nursery that would include temporary “rooming-in""

facilities for mothers and children; and to develop in each county

a day care facility in the Base Service Unit (or wherever the parent‘

groups meet).

184

Education and Training

The education component of the Coordinated Child Abuse

Programincludes both public education and the training of
professionals.

As David Lehr, program coordinator for Lehigh County, ex-
plains, child abuse is not the problem of welfare agencies
alone: “Whast we hope to.do is to educate the community to
the fact that this is 'a community problem—that everybody has
to pitch in. A particular point emphasized to the community is
that child abuse can happen in anybody’s family and that all
parents are vulnerable.” Though newspaper articles and a bro- -
chure describing the program are used, speakers are the main
source of public education. The program coordinators and pro-
fessionals from PROTECT regularly speak to church and PTA -
groups, junior and senior high school classes, college students,
hospitals, medical socjeties, and other community groups.

Training for professionals had been conducted on a somewhat
“hit-or-miss’ basis in the past, but has become increasingly more
formal. Currently, there are plans to develop a comprehensive
training program over a three-year period. In 1975, the first year,
all professionals, including medical and school personnel, and
‘paraprofessionals- involved in case management are receiving
in-service training—including workshops, observation of other
programs, consultation with professionals outside the Lehigh
Valley, and ongoing .training "conducted by local professionals.
In the second year, training will be provided for a limited number
of professionals throughout the state. In the third year, the Pro-
gram intends to make available a comprehensive “training pack-
age’’ that can be adapted to the needs of any community.

Research and Evaluation

Also projected for development over a three-year period is
the research and evaluation segment of the Program. This seg-
ment, which is being conducted in cooperation with Lehigh
University, has several general aims: to develop qualitative mea-
sures of criteria relevant to the objectives of the Program; to
assess -the degree to which these -objectives are achieved; to
develop controlled research-on the etiology of child abuse and
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the prediction of high-risk families; to assess the extent of child
maltreatment locally; and to evaluate the effectiveness of

training.

Five specific outcomes are anticipated from the first year's
research activity:

e an annotated bibliography on child abuse

e an analysis of evaluation methods for assessing the back-
grounds and personality dynamics of abusive parents, the
developmental levels of abused children, the parent-child
interaction, and the home environment

e a comprehensive record-keeping system for involved agen-
cies, with a manual explaining its use

e a set of research-design models for use in testing hypo-
theses about the causes and dynamics of child abuse

¢ a design and a set of procedures for conducting a Lehigh
Valley census of child abuse.

These initial research products will be the bases pf the research
and evaluation conducted in the second and third years. They
will be available for use in other programs.

Montgomery County, Maryland

It Takes a Tragedy

In May 1972, a child in Montgomery County, Maryland was
tortured to death by her parents. The incident was followed .b.y
sensational press coverage, and drew the attention of local citi-
zens and government to the problem of child abuse and.neglect.;
The essenzial question they raised: How could such a thing hap-
pen in one of the most affluent counties in thg United §tates——
a.county with one of the highest levels of public education and
with a range of social services beyond the reach of most com-
munities? There was a sense of searching for a scapegoat.

A suburb of Washington, D.C., Montgomery County has a
population of approximately 500,000, The agency mandated by

law to protect children is the protective service unit of the
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county’s department of social services. In the county, there are
various other public agencies involved in the welfare of chil-

~dren, as well as a 4-C (Community Coordinated Child Care)

Council—a private organization dedicated to mobilizing and
coordinating community opinion and action toward better
child care. ;

By mid-summer, the 4-C Council had set up a Child Abuse
Committee, with both lay and professional members, to study
the county’s protective service system, identify local needs, and
suggest possible solutions. The Committee’s role was that of a
catalyst. Its members investigated how other communities re-
spond to the problem of maltreatment, recommended the crea-
tion of a coordinating task force, pressed for improved legisla-
tion, educated the public about the problem of abuse and
neglect, and sought public support for positive action.

In November 1972, Montgomery County Executive James B.
Gleason established the task force recommended by the Com-
mittee—the Executive’s Task Force on Child-Abuse. His reasons
for creating the Task Force were basically three: he recognized
the government’s responsibility for protecting children, the need
to improve and develop protective and rehabilitative services
locally, and the likelihood that improved services would require
county funds. More than a general study group, the Task Force
was charged with developing specific programs and recommen-
dations, determining their costs, and planning their implemen-
tation,

The Task Force is co-chaired by the director of the county’s
office of human resources and a representative of the 4-C

Council. Other Task Force members include top county adminis-

trators from the public school system’s pupil personnel section,
the health department, the department of social services, the
department of juvenile services, the juvenile section of the police
department, and the state’s attorney’s office, as well as a juvenile
court judge and a representative of the six area- hospitals. The
Task Force held weekly meetings from january to May 1973, and
has met biweekly since. Approximately every fourth meeting is
open to the public. :

Early meetings were devoted to establishing a viable working
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ip. Diane Broadhurst; the original co—chairyvoman repre-
sggr)]?iﬁg 4-C, describes ‘the atmosphere of th_e initial meetings as
one of apprehension: “Everyone was Iool‘qng for someone to
blame for the child’s death. In my experience, the same ps‘zl-
chodynamics tend ‘to- occur over and over. It seems to take
something dramatic—a tragedy—to galvanize a community lgto
action; then people begin to look for somebody to blam;. lEt
the simple mechanics of getting togethelrl once a week and talk-
ing began to produce a positive change.

The Task Force initially addressed itself to probﬁle.ms of mt'erci
agency cooperation and coordination. Its members jointly stgdfle
procedures within and among agencies, they exchanged‘ infor-
mation, and they learned from one a.not.her. As communication
among the members improved, coordination among the agencies
they represented gradually began to develop.

Broadhurst feels that the improved coordinatiqn 91’ services in
the ‘county owes as much to the county executive’s b'g‘cqugll?f
the group as it does to the work of the Task Force usil'f. r}
getting organized, it helps tremendously to have the backing o

the community’s top political executive. Lacking that, there’s too

much -time, and money, and effort required to get what you
need.”

The Task Force has impacted the way Moqtgomgry County—d
and, to some extent, the entire state—deals W'lth child abu'sera_n
neglect. Its impact has occurred in five basic areas: legislative
change, case management, education and training, long-term
treatment, and coordination.

Legislativé Change

itsi i foi -C Council

Soon after its inception, the Task Force joined the 4-C 7
in working to revise Maryland’s child abuse I_aw. They analyzed
and suggested changes to proposed legislat|or_1,. educated the
public to the need for legislative revision, testified before the

House Committee on the Judiciary, and submitted written tes-

timony to the state senate in support of one of the prgp’oged
bills. Partly due to their efforts, the state adopted new leglslatlpn
in May 1973, The revised law now designates the local depart-
‘ment of social services and the local law enforcement agency
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to receive and jointly investigate all reports—a practice that was

7

policy in Montgomery County fully a year before state law
required it :

Despite the legislative revisions, the Task Force felt that the
Maryland statute needed to be further improved. In mid-1973,
its subcommittee on legislation drafted an amendment that pro-
posed eliminating the requirement for parental consent for the
medical examination and treatment of a child if abuse is sus-
pected, mandating all Maryland physicians to examine such chil-
dren, and granting immunity to any individual or institution
involved “in the examination or treatment. This amendment,
introduced into the legislature by County Executive Gleason, was
subsequently incorporated into a bill that included a pro-
posal to expand the legal definition of abuse to include sexual
molestation and exploitation of minors. The bill was passed by
the legislature and signed by the governor, effective July 1974,

Case Management

Probably the greatest change in Montgomery County’s ap-
proach to abuse and neglect has been in the way cases are
identified, investigated, and managed. Among its first accom-
plishments, the Task Force replaced the state’s long and com-
plicated form for written reports with a single, clearer form to
be used by all county agencies and professionals involved in
child care. In response to another Task Force recommendation,
a single telephone number now serves as a 24-hour hotline for
reports from anywhere in the county. o

Within one hour of any report of suspected abuse or gross
neglect, a juvenile section police officer and a protective service
caseworker jointly investigate. In most cases, the child is imme-
diately taken for medical examination. The social worker, accom-
panied by the police officer, is authorized to take a child into
temporary protective custody if needed. Removal must be justi-
fied the following court day in juvenile court, and the court
determines the immediate disposition of the case. If the child
is temporarily removed from the home, a later hearing is held
for a more permanent disposition. '

A protective service caseworker needing consultation on the

189



management of a particular case can bring the case before the
county’s Child Protection Team. Established upon the recom-
mendation of the Task Force, the Team has been meeting weekly
since February 1974. Its function is to provide multidisciplinary
consultation and to review cases periodically. Permanent mem-
bers include a pediatrician, a psychiatrist, a public health nurse,
an attorney, a pupil-personnel supervisor from the public schools,
a protective service supervisor, and a.pclice juvenile officer. In
addition, other professionals involved in a specific case are
invited to become ad hoc team members. :

Protective service workers can also obtain consultation on
specific cases from the health department Evaluation Team,
located at the district court since February 1973. The prime func-
tion of the Evaluation Team—which comprises a pediatrician, a
psychologist, a psychiatrist, a social worker, an education diag-
nostician, and a pupil-personnel worker—is to assist the court in
case evaluation.

Another recommendation of the Task Force that has served
to improve case management was a budget increase of almost
$47,000 in county funds to provide for more protective service
caseworkers. Early in 1972, the local protective service unit had
three caseworkers and one supervisor; caseloads averaged 35
to 40 cases per worker. Today, the complement is 15 caseworkers,
three supervisors, and a clerk-typist. Caseloads average about 25
per worker,

The health department, the juvenile section of the police
department, the department of juvenile services, and the office
of hiuman resources have also increased their staffs, A new dis-
trict court judge has been appointed who will devote 60 percent

of his time to juvenile court; and a new position for assistant

state’s attorney has been assigned to the juvenile court.

Education and Training

Among its initial charges, the Task Force was to plan broad
public education and professional training programs. Since the
local 4-C Council had already launched educational programs—
including a child abuse conference for professionals in 1972—
the Task Force agreed that 4-C should handle the major educa-
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ti.on.al' effort. The 4-C Child Abuse Committee has compiled a
sngmflcan_t reference collection on abuse and neglect, housed in
the public library system; established a speakers bureau; and

provided videotapes for community information and ini
A, ¥ the training

Most of the agencies represented on the Task Force have
conducted periodic or ongoing training programs for their staffs
Task Force members routinely plan and frequently participate in
these programs. Relevant training has been provided to the
protective service staff; all administrators, supervisors, and pupil-
personnel staff of the public school system; the entire health

department; police officers; day care employees; and the staffs’
of at least two local hospitals. :

In z‘addltlo_n,.the county’s public school system has undertaken
a major training program—Project PROTECTION.* Funded by
an $80,000 federal grant, the program includes training for the
county’s 8,000 public school teachers on how to identify, report
and work with abused and neglected children; training for non-
public school teachers; and curriculum study and policy revision.

Treatment

Child abuse is a felony in Maryland. Montgomery County has
a@op(ed a policy of avoiding criminal prosecution whenever pos-
sible in favor of treatment and rehabilitation, although many of
the treatment modalities needed are presently lacking. In addition
to providing a typical range of placement and counsyeling ser-
vices, the protective service unit is sponsoring a group therapy
program for abused adolescent girls, and is working with the
pubhg school system’s adult education program to develop an
effeqtlve group . program for parents. The health departméht
provides various therapeutic services, and area health centers

offer individual counseling or psychother health !
and help in parenting. psy apy, health education,

_ Exten_ding the range of treatment is one of the Task Force’s
immediate concerns, There are plans to develop therapeutic

*For further informafioh, contact Diane D, Broadhu i j
) . rst, Coordinator, Project
PROTECTION, . Montgomery County Public ‘Schools, 850 North Wa'shingjton

- Street, Rockville, Maryland 20850; (301) 949-7888.

191



modes and services now unavailable in the county: IaY _thera-
pists, Parents Anonymous, crisis nurseries, and famlly crisis-care
homes. Improvements in basic mental health services and in
basic maternal and child health services are also planned.

Coordiration

At the case level, coordination is handled by protective.service
workers, who are mandated to follow each case. Th_e Child Pro-
tection Team serves as an addijtional case-coordination mechan-

1S,

At the countywide program level, coordination is shared by
the Executive’s Task Force and the county’s chl_ld protection
coordinator, a full-time administrator of the Chl!d Protection
Team. The coordinator, with an administrative assistant and an
administrative aide, assists the Team in developing pr_ocedures,
scheduling and giving notice of meetings, and preparing mate-
rials. In addition, the three maintain liaison vynth government
departments represented on the Team and with other pub.hc
and private agencies; collect and analyze data related to child
maltreatment; oversee the development of treatment resources
in the community; design and evaluate treatment apd service
programs; plan and implement education for profesanna!s and
for the community; and periodically report on community re-
sources, gaps in available services, and recommended changes in
policies, procedures, or programs. ‘

Montgomery County is in many ways unique. It is an affluent
county, with a local government committed to and ca'g::able;of
effecting needed change. But its efforts to develop an effective
community program typify a number of the problems and issues

that any community might face. And its reported incidence of

abuse and neglect—302 referrals between January 1 and June 1,
1974—is evidence that child maltreatment is as common to the
suburbs as it is to any community.

Uptown Chicago
A Thorough Planning job

Uptown Chicago, a community of about 140,000 people, has a
wide array of health and social service agencies to serve its
extremely .diverse population. A broad range in housing prices
reflects the local mix of socioeconomic groups: from stable and
affluent families to large numbers of migrants, transients, and
day laborers. Uptown residents include people from Appalachia
and the South, the Middle East, Asia, significant Latin American”
and American Indian populations, and a sizeable number of
former mental patients.

Among the many service agencies in Uptown Chicago, some
serve the community, some the city, and others the county or
state. Some are privately funded; others reczive funds from the
city, the state, or the federal government. Until recently, con-
sistent coordination and communication among Uptown agencies
was lacking. There were gaps and overlaps in services, and occa-
sional interagency rivalries. Many of the agencies were handling
cases of child abuse and neglect with little knowledge of the
services other agencies offered and with little or no success. in
coordinating the child protective services available.

A major step toward coordination was taken in 1973. A group
of service providers, concerned about the fragmentation of ser-
vices, settled on child abuse as an issue on which they could
begin to work together. The group called itself the Uptown Task
Force on Child Abuse, and a number of committees were formed
to address specific tasks. As it continued to meet, the Task Force
attracted service providers from an increasing range of agencies,
as well as some community representatives. Today the Task
Force represents about 30 Uptown agencies, both public and
private. ,

‘Two people responsible for the Task Force—Dr. Nahman
Greenberg, a psychiatrist at the University of ‘lllinois Medical
School, ‘and Paulette ‘Williams, a social worker and planning
associate at the Edgewater-Uptown Community Mental Health
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Center—were selected, respectively, as the chairman and the
executive secretary of the Task Force. The lllinois Department
of Children and Family Services (DCFS), the state agency man-
dated to protect children, assigned a full-time staff person to the
Task Force to serve as the internal coordinator.

For the present, the Task Force considers itself a planning group
rather than -a direct service provider. Members feel that, in
the past, programs have been adopted before being thoroughly
planned, and without the full participatioq or consent of those
expected to act on them. The Task Force initially decided to step
back and do a tnorough planning job—spending the necessary
time to educate themselves and to resolve interagency con-
flicts and misinterpretations of roles.

Their objective, according to Dr. Greenberg, has been "to
explore the local need for ‘services in the area of child abuse
and neglect, to deterrnine where the gaps in services are and
what can be done to develop a model program.” Improved
coordination has been “just a spin-off’ of their work, although
it is the long-range goal. :

Education

Education has been a primary focus in two senses: Task Force
members have been educating themselves and evaluating the
need for education among other professionals and in the com-
munity as a whole. o :

Self-education comes through discussion of mutual problems
and through the work of several Task Force committ‘ees. The
Background Information Committee‘collec.ts data on child abuse
and neglect, research data, and information on new proposals
and programs, both local and national. To help the Task Force
better define the community’s service needs, a Case Documen-
tation Committee is attempting to identify a cross-section of
cases to determine the present situation of previously treated
families and the gaps in the services they received.

As another means to determine needs, the Resources Com-

mittee sent a questionnaire to 190 Uptown Chicago agencies and
institutions, asking what services each could make available and
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what each saw as the most serious gaps in existing services. The
questionnaries drew an immediate response from 70 agencies.
Responses indicated, among other things, the lack of coordina-
tion was felt to be a serious drawback. Some respondents urged
the Task Force to take on the task of coordination immediately,
but the members have so far preferred to remain with their
original planning intent—to complete a thorough assessment and
to arrive at a comprehensive plan.

The Education Committee was formed partly in response to
the need of the DCFS to educate those setvice providers who
are required by law to report. The committee is responsible for
exploring the community’s educational needs and for develop-
ing programs on such subjects as general ‘information about
abuse and neglect, legal considerations, community resources,
child development, and effective parenting.

The Orientation/Membership Committee serves as the Task
Force’s public relations body. It is responsible for disseminating
information about the Task Force and for recruiting other agen-
cies, groups, and individuals as members.

The Task Force has not yet made a direct attempt to involve
community people, except for an “open house’’ sponsored by
the Steering Committee to inform the public about the program.
The Task Force members recognize the need for further com-
munity involvement, but feel they need something more definite
than they have yet produced in order to get people to respond.
But, as Paulette Williams notes, the work of the Task Force is
approaching the point of needing some “reality testing” in the
con:jmunityfto see how closely the group’s plans match actual
needs.

Identification

Most of the agencies which responded to the Resource Com-
mittee’s questionnaire stated their need for more training in the
identification of abused and neglected children and of family situ-
ations where it might occur. Dr. Greenberg, in his own estimate
of needed services, included “much better identification proce-
dures’’ ‘as well as “"developing the capacity of the community
itself to reveal where the problems are.” o
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As a result of the Fducation Committee’s work, a task force
on child abuse has been formed at one Uptown school. lts
purpose is to identify suspected cases of maltreatment and to
direct families to appropriate ‘community services, : ~

At present, reports of suspected abuse typically go to the
police, and cases are usually taken to court—a procedure said
to contribute to the reluctance of doctors and others to report.
The Task Force’s Court and Legal Services Committee has been
examining the policies and practices of the juvenile court, and
will make recommendations for changes and possible realign-
ment of roles. Committee members have established good work-
ing relationships with several of the Cook County juvenile court
personnel including some judges. The committee is also looking
into the legal and political feasibility of greater community ‘con-
trol over abuse and neglect cases.

Treatment

Despite the abundance of agencies in Uptown Chicago, there
is a critical shortage of stress-relief, crisis-oriented, and treatment
services. According to Paulette Williams, among those lacking
are 24-hour crisis nurseries, provisions for immediate financial
assistance and housing, parents’ groups, homemaker services,
short-term’ crisis- centers to serve entire families, and resources
for the care of abandoned children. In addition to noting these
specific gaps, she describes present treatment plans as usually
geared only to the protection of the child, rather than being
coordinated plans for the treatment of each family as a whole.

Iri response to these and other problems, the Program-Writing
Committee is charged -with studying various models of service,
examining community needs (through the input of other com-
mittees), developing a philosophy of service related to the local
situation, and writing a program for a comprehensive, coordi-
nated network of services. Its goal is to devise a coordinated
system that not only is geared to the particular problems and
needs of the Uptown community but can be useful as a model
anywhere. :

“Ceordination

As yet, there is no formal structure in Uptown Chicaga for
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the coordination of services at either the administrative or the
case level.

At the case level, lack of coordination is recognized as a serious
gap. Task Force members agree on the need to coordinate the
separate services that an individual family may require from
various agencies, but have not as yet agreed on the person or
agency most appropriate for the task. One suggestion that the
Task Force is debating is the development of one centralized
service to handle intake, ensure careful diagnostic evaluation,
and coordinate individualized treatment. An advantage of such
a separate unit would be its neutrality. But there would be dis-
advantages: existing agencies would have to relinquish some -
case control, and funding would be required. -

In November 1974, the Task Force submitted a proposal for
federal funding of a coordinated community service project.
When its proposal was rejected, the group began to re-examine
its focus and goals. The Task Force has since incorporated,
elected a board of directors, and selected new officers. In addi-
tion, the Task Force plans to request representation on the board
of the newly funded Metropolitan Area Protective Services Proj-
ect—a group comprising DCFS and 17 private service organiza-
tions attempting to coordinate service delivery for Chicago’s
entire North Side. (The proposed service area includes Uptown,
but the project does not formally involve the Task Force at
present.)

As part of its current refocusing efforts, the Task Force plans
to gear itself more toward actual service coordination, now that
its “ideal model” has been relatively well developed through
planning. As Williams notes: ““Coordination and development of
services could have been attempted more quickly, but it would

* have been mechanical. We wouldn’t have had a common under-

standing of the function of each agency or evern a common con-
cept of child abuse. We've gore out of our way trying to get
the agencies committed to a common purpose. We very much
believe that a planning phase—during which a true communica-
tion of needs, definitions, resources, and so. on occurs—is essen-
tial for commitment and cooperation in service delivery and

_coordination in any community.”
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Although the Task Force has preferred to think through ques-
tions rather than to make premature proposals or attempts at
formal coordination, some practical benefits of the Task Force
are already evident throughout the Uptown community. Repre-
sentatives of approximately 30 local agencies have lm'proved their
mutual understanding and their working relationships, and the
agencies themselves have begun to work together more smoothly
in serving families. '
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ation’s Publications on Child Protection (request price list),
¢ The National Center for the Prevention and Treatment of
Chiid Abuse and Neglect, University of Colorado ‘Medical =
Center; 1001 Jasmine, Denver, Colorado 80220.
* NIMH Communications Center, Rockville, Maryland 20852,
Ask for Selected References on Child Abuse and Neglect.
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