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Introduction

The emergence of the multidisciplinary approach in child abuse and
neglect intervention and treatment has been described by DeFrancis
as the result of a combination of the two other major models of
child gbuse and neglect —- the social service model and the medical
model. The multidisciplinary approach is in part an attempt to
enlarge the theoretical framework by which child abuse and neglect are
understood. Just as the social service and the medical models imply
approaches to intervention, so the multidisciplipnary model implies a
way of intervening in c¢hild abuse cases. This approach involves the
combination of social service and medical personnel into a coordinated
unit - the multidisciplinary team. Although there are a number
of variations on this basic combination, most multidisciplinary teams
directly involved in the treatment of child abuse and neglect include
medical and social service personnel.

A multidisciplinary team, then, is a team of professionals (which
may include paraprofessionals) from a variety of disciplines, often
representing different agencies, working together for a well-defined
purpose or purposes. These purposes have included coordipation,
diagnosis or identification, prevention, treatment, consultation, and
education.

Why Multidiseciplinary Teams?

Child abuse and child neglect are problems which do not lend
themselves to a simple treatment approach. In many cases of abuse or
neglect there are injuries or physical problems which require the
services of a physician for diagnosis and treatment. The abusive or
neglecting parent generally exhibits some degree of psychological
impairment, though rarely as dramatic as psychosis, which requires the
attention of a mental health or social work professional. It is
likely that the abused or neglected child may also require psycholo-
gical or psychiatric intervention. Because the abusive or neglectful
family does not exist in a vacuum, it is necessary to consider and
perhaps intervene in the family’s interpersonal and social environment.
This is traditionally the province of the social worker. Besides
counseling on interpersonal relationships, the social worker is also
concerned with problems involving family sustenance and shelter.
Finally, there is a legal aspect of child abuse and neglect, in which
the police, the public prosecutor, and the courts may figure.

If one considers other aspects of the problem besides treat-
ment, such as identification and prevention, it becomes c¢lear that
other agencies and professions are, or should be, involved. Teachers
and other school personnel can help by recognizing the signs of abuse
or neglect and becoming familiar with reporting procedures; public
health nurses may be able to identify abused or neglected children, or
help to prevent abuse and neglect by encouraging healthy parenting.
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Child abuse and neglect are problems whose effective amelioration
must involve the coordinated efforts of professionals and community
agencies. In an area in which resources are as chronically scarce as
protective services, it is important that these resources be used in
the most effective way. Lack of communication between agencies
involved in the provision of services to families of abused or neglec-
ted children can lead to feelings of frustration and anger among those
involved. Workers in one agency may have unrealistic expectations
concerning the services available at another agency, or may be unaware
of available services. An interagency multidisciplinary team can
provide a forum for the exchange of services information, and for the
development of better relationships among agencies. Moreover, if
services are coordinated, the risk of duplication of effort or working
at cross purposes is diminished.

Multidisciplinary teams within organizations such as hospitals can
make use of existing resources within the hospital in a more effective
way. Besides encouraging a sharing of expertise among professionals,
the use of teams in case management brings to bear more perspectives
on cases, and can relieve the social worker or pediatrician of the
burden of having to make difficult case decisions alone. The concen-
tration of expertise and responsibility for diagnosis or management in
a hospital-based multidisciplinary team may lead to better recognition
and handling of cases.

Types of Multidisciplinary Teams and How They Work

Child abuse multidisciplinary teams can be roughly categorized
according to their organizational locus. Many multidisciplinary teams
operate under the auspices of hospituals. According to Ray E. Helfer,
M.D., a pioneer in the development of the multidisciplinary approach,
any hospital which sees more than 25 cases of abuse or neglect per
year should have a well-defined child abuse multidisciplinary team.
Other multidisciplinary teams are not organizationally attached to any
particular agency, but have members who represent different agencies.

Hospital-Based Programs

Although the treatment-oriented program at the University of
Colorado Medical Centér has provided a model for many other programs,
including the Sinai Hospital program described below, most hospital
mul tidisciplinary teams are not primarily organized for providing
continuing direct treatment services. A 1973 survey of hospital
programs dealing with child abuse and neglect showed that relatively
few functioned as a treatment resource. Iwenty-two of the 41 programs
had a multidisciplinary team which engaged in evaluation, consultation,
and crisis integvention; cases were referred to other agencies for
long~term care. In many hospitals, the multidisciplinary team
physician serves as the reporting physician for other doctors who use
the hospital.




One program which illustrates the way in which a hospital multidis-
ciplinary team can serve as a treatment resource, providing intensive
evaluative, medical, and psychotherapeutic care for abusivi families,
is the Child Abuse Project at Sinai Hospital in Baltimore.  The
multidisciplinary team associated with this project is composed of 2
full-time paraprofessional community aides, a half-time nurse, a
consulting pediatrician, a consulting psychiatrist, and a full-time
social worker. An integral part of this team is the full-time secretary,
who provides a variety of critically needed services and serves as a
central point for all team communicatior and activity. The project is
coordinated with the state’s child protective service agency so that
referrals are accepted only from its local departments. The team
social worker is the project coordinator, as well as the primary
therapist for family members. The community aides function as listeners
and behavioral models to the abusive parents; they wurk to ameliorate
environmental stresses facing parents and act as parent advocates to
overcome service gaps. The team pediatrician is availazble for medical
evaluations and to provide ongoing medical care for the children and
other family members. The nurse’s role complements that of the
physician in seeing that family health needs will be met either within
the scope of the program or by local community health resources. The
psychiatrist provides ongoing consultation to the social worker,
interviews each family, evaluates possible organic disorders which may
contribute to parental violence, and is present at all weekly staff
meetings. Evaluative data collected on the Sinai project demonstrate
that families served by the program have benefitted substantially
from the team’s intervention. One factor in the success of the
program has been the careful selection of staff members who are
willing to become intensively invelved with their clients and stay
involved throughout the course of treatment.

Because of the legal status of the mandated child protective
services agency and reporting requirements in most states, some
agreement between the child abuse team and the agency is desirable.
The inclusion of a representative of the mandated agency on a team is
invaluable in coordinating the efforts of the team and the agency.

The Boston Children”s Hospital Mediczl Center’s Trauma X Team, which
is primarily oriented toward providing multidisciplinary case consul-
tation, is an example of a hospital-based program which uses represen-
tatives from outside agencies. TFour protective services agencies,
including the state’s mandated agency, are represented on the Team.
Nevertheless, it is the hospital administration, specifically the
Department of Patient Services, which has responsibility for the
conduct of the Team. Other Team members are a pediatrician, a psychi-
atrist, a hospital social worker, a child development specialist, a
psychologist, a nurse, a case data coordinator, and an attorney. The
Trauma X Team is. a consultative group available to any professional at
the hospital faced with the task of handling a vulnerable child and
his family. Consultation may include any ome or all of the following:
support; information; and assistance in assessment, treatment planning,
and followup. The mechanism through which the consultative input is
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provided is decided by the individual requesting assistance. Consulta-
tion can take place in a number of ways, including by telephone, chart
review, participation in the interviewing of parents, or through the
Team’s weekly clinical conference. There is at least one Trauma X
Team consultant on call at all times. Child abuse cases are handled by
management teams consisting of a physician, a nurse, and a social
worker. The consultant on call at the time of a case referral becomes
the Designated Consultant from the Trauma X Team to the case management
team, acts as a link between the two teams, and participates in the
avaluation and assessment of the case. Although all the Trauma X Team
consultants are on call on a rotating basis, each has, in addition,
special duties related to his or her profession. While Team members
are not involved in the direct provision of treatment services,

their input into the mauagement of child abuse cases fosters sensitive
and humane handling of these cases, and exposes the professionals
directly providing family services to ghe elements of good clinical
management of child &buse and neglect.

The Children’s Protective Services Center in Honolulu illustrates
a unique way of coordinating the hospital and social service agency.
Under an agreement between the mandated agency, the Hawaii Department
of Social Services and Housing, and the Kauikeolani Children’s
Hospital, the protective service unit is housed in the hospital. The
protective service social work staff responds admiristratively to the
public welfare agency and works cooperatively with the medical compo-
nent at the hospital. The social work component continues to receive
all referrals for protective services and is responsible for social
service diagnosis and treatment. The medical component provides
diagnosis and treatment in physical medicine for the child, and
provides psychiatric and psychological diagnostic evaluations of child
and family. All of the medical team members -- a pediatrician, a
psychiatrist, and a psychologist -~ serve as ccnsultants to the social
workers. These medical members, and the public welfare social work
supervisor, meet weekly to provide diagnostic consultation on cases
presented by social workers. The social worker has the final responsi-
bility for deciding the course to follow in individual cases.

The child abuse program at the Presbyterian-University of Pennsyl-
vania Medical Center in Philadelphia illustrates a very different
relationship between a hospital multidisciplinary team and the mandated
child protective services agency. The program, which includes the
disciplines of social work, public health nursing, pediatrics, and
psychiatry, developed in an atmcsphere in which hospital staff felt
that the mandated agency was not¢ providing its legally mandated
services. An agreement with the agency was reached which allowed the
hospital project to provide services to families of abused and neglec-
ted children whom the hospital reported. The mandated agency agreed
not to pursue further investigation in these cases as long as the
hospital project regularly reported th9 status of each family to
a designated supervisor at the agency.




Interagency Programs

Perhaps because of the extensive coverage given treatment-oriented,
hospital-based multidisciplinary teams in the literature, there has
been some confusion over what a multidisciplinary team is and can do.
A multidisciplinary team does not have to be treatment oriented, nor
need it be based in a medical center. Different communities, having
very different protective services needs and resources, evolve child
abuse teams designed to meet the unique problems which face them.

Many community proagrams have been developed for such specific purposes
as better reporting and interagency coordinatiom.

In Boston, a city with several teaching hospitals and a number of
social service agencies, a multidisciplinary program evolved out of
frustration caused by poor interagency coordination. With so many
organizations involved in child abuse and neglect treatment and
intervention, there was an acute need for communication and coordina-
tion, and clarification of roles. Children’s Advocates, Inc. had its
beginnings in informal meetings between a hospital and the mandated
child protection services agency. It has grown to include representa-~
tives of 23 agencies, all involved in direct services to children ar:
their families. The coordination made possible by Children’s Advocaces
has been a boon in the identification of abused children. Because
there is a tendency for abusive parents to go "hospital shopping” to
avoid recognition, a network for sharing information on these cases
can help considerably in identifying them. Such a network now exists
in Boston. Besides sharing information and expertise, members work om
committees to develop community resources. There is an education
committee which has developed a speakers bureau to talk about report-
ing. A resource committee has arranged an information and referral
telephone service for lay people and professionals, and has sponsored
a Parents Anonymous group. Other committees have been formed to deal
with public relations, legal issues, and membership. This program
illustrates how much can be done toward effectively mobilizing the
community to deal with child abuse and neglect, without any invglve-
ment in direct service provision and without major expenditure.

Some teams combine the function of interagency coordination with
that of direct responsibility for case management and service delivery.
The Ramsey County (Minnesota) Child Abuse Team is an example of this
type of program. Here, team members who represent different agencies
are involved directly in case management. Prior to the development
of the Child Abuse Team, community intervention in child maltreatment
was fragmented. Coordination among agencies was poor, and the Ramsey
County Welfare Department, which is legally responsible for child
protection, was ill-equipped to deal with the multiproblem families
involved in chilid abuse and neglect.

In May, 1969, the Judge of the Juvenile Court urged that a program
be developed to coordinate the work of medical, legal, and social
agencies. This idea received the support of several area program
directors and professionals. The St. Paul - Ramsey Mental Health




Center was chosen to organize the program. The Child Abuse Team
includes representatives of all community agencies which are signifi-
cantly involved in intervention and treatment of abusing parents and
abused children. Agencies represented include the St. Paul Police
Department ; the Ramsey County Welfare Department; the Ramsey County
Juvenile Court; the Departments of Pediatrics and Social Work at St.
Paul - Ramsey Hospital; Children’s Hospital; the Ramsey County Nursing
Service; the Community Mental Health Center; and the Wilder Children’s
Placement Service.

Member agencies routinely utilize the team on all cases of
confirmed abuse. Information on cases of abuse is shared by agencies
and services are cocrdinated through the Team. Importantly, member
agencies have not abrogated their respective roles and responsibilities:
the police still investigate the circumstances of the abusive incident;
the Welfare Department still provides investigation, assessment, and
case management services; and the Mental BHealth Center is involved in
psychological evaluations and therapy. The Team does not dictate the
action of any professionals; it only discusses cases and makes recom-
mendations. The team process consists of emergency staffings, which
are called when a child appears to be in imminent danger; treatment
planning staffings, held as soon as all the relevant information on a
case is available; and implementation staffings, held at least quarter-
1y by involved professionals when three or more agencies are involved
in a case. Administrative policy commitments from all member agencies
to involvement in the Team were found to be of crucial importance for
its functioning. Equally important was the designation of a Team
coordinator, the only funded position on the Team. Finally, it was
found that role definitions of Team members had to be clear and
mutually agreed upon. Because of the complexity of community coordin-
ation, the process requires significant ongoing efforts to run smoothly.
Over seven years of operation, during which the Team has been involved
in about 600 cases of child abuse and neglect, the benefits of Team
operation have proved to be well worth the effort.

Multidisciplinary teams can be valuable in special applications as
well as in community organization and coordination or treatment. For
example, in the Adams County (Colorado) School District, a "minimalist"
multidisciplinary team operates to coordinate abuse and neglect cases
among the district’s pupils. The team, which was recommended by a
special task force convened to develop solutions to poor reporting by
school personnel and lack of coordination in handling cases, consists
of a social worker and a nurse who have district-wide responsibility
and act as a central clearinghouse for all incidents of abuse or
neglect. The school principal and another school representative,
usually the resident counselor, assist in the handling of cases
in their school. Implementation of the program included panel presen-
tations for school personnel. During the 1972-73 school year 24 cases
were processed by the team. Most were handled without referral to
other agencies.  In several cases, seemingly insignificant incidents
were reported that were matched later with similar occurrences
involving a sibling in another school. Thus, the program’s record
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system provided data whose relevance might otherwise have been
overlooked. Even when limited in scale and in scope, multidisciplinary
teams can make a valuable contribYBion in the detection and handling

of child abuse and neglect cases.

State-Mandated Multidisciplinary Teams

Several states have either mandatory or permissive legislati?n for
the establishment of multidisciplinary teams. The Colorado law
encourages the creation of child protection teams in each county or
contiguous group of counties. In counties in which 50 or more inci-
dents of child abuse are reported in one year, the child protection
teams must be established the following year. The teams, which are
under the direction of the county welfare departments and include
representatives of local law enforcement agencies and the juvenile
court, review case materials, make recommendations to the county
welfare department on individual cases, and make reports to the state
central registry.

Michigan’s law!? directs the state-mandated child protective
service agency to provide "multidisciplinary services...through
the establishment of regionally based or strategically located
teams." 'The teams provide services "such as those of a pediatri-
clan, psychologist, psychiatrist, public health nurse, social worker,
or attorney." Missouri requires the use of multidisciplinary services
"whenever poss}Ble," both in investigating cases and providing treat-
ment services. California has authorized the thablishment of
pilot multidisciplinary teams in three counties, and Pennsylvania
law requires that each child protective igrviee agency in thiﬁstate
make a multidisciplinary team available. The Virginia law
establishing multidisciplinary teams is explicit in spelling out the
team composition and functions:

"The local department shall foster, when practicable,
the creation, maintenance and coordination of hospital
and community-based multi-~discipline teams which shall
include, where possible, but not be limited to, members
of the medical, mental health, social work, nursing,
education, legal and law enforcement professioms. Such
teams shall assist the local departments in identifying
abused and neglected children, coordinating mediecal,
social, and legal services for the children and their
families, helping to develop innovative programs for
detection and prevention of child abuse, promoting
community concern and action in the area of child abuse
and neglect, and disseminating information to the
general public with respect to the problem of child
abuse and neglect and the facilities and prevention
and treatment methods available to combat child abuse
and neglect. The local department shall also
coordinate its efforts in the provision of these ser-
vices for abused and neglected children with the
judge and staff of the court."
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The codification of multidisciplinary teams in state law resflects
the growing consensus in the child abuse and neglect literature on
the necessity of a multidisciplinary approach to deal with abuse
and neglect.

Child abuse multidisciplinary teams are now operating on many
Federal military bases. Army regulations provide for the establish-
ment of a Child Protection Committee (CPC) on every base; the Air
Force has issued similar guidelines. The CPCs usually include
pediatiricians, social workers, psychiatrists, nurses, Red Cross
workers, military family service or Army Community Service workers,
chaplains, lawyers, military police, and unit commanders. Often,
representatives from local civilian child protection agencies sit on
the military committees in liaison, consulting, and support roles.
The military has developed the team approach because there are no
military welfare agencies similar to those in civilian communities,
and because the lega%7base for child protective services in the
military is limited.

Conclusions

Multidisciplinary teams represent a major step in the direction of
more humane and effective child protection, and it appears that
they will continue to proliferate. The multidisciplinary approach
is consonant with the best thinking in the child protection literature.
Eli Newberger, M.D., and others have noted that the multidisciplinary
approach is better suited to the preservation of the family than
earlier efforts. Different agencies and professionals working in
relative isolation from one another can do more harm than good and
break up the family. As Newberger points out:

"we now know that with the right kind of interdisciplinary
cooperation, families can be kept together znd made to be
safer, more nurturant contexts in which children who. have
suffered abuse can grow. Professional energies will be
invested more in the direction of making families stronger
than in simp}g assuring that children’s risk of reinjury
is reduced."”

Multidisciplinary teams can help eliminate, or at least reduce,
many ianstitutional and other barriers to effective action. Among the
barriers noted in the literature are lack of understanding by the
members of one profession of the objectives, standards, conceptual
bases, and ethics of the others; lack of effective communication;
confusion over roles and responsibilities; interagency competition;
mutual distrust; a?8 institutional relationships which limit interpro-
fessional contact.

The results of systematic evaluation of multidisciplinary team
efforts are encouraging. The Sinai Hospital team included a research
component whose conclusion was that "the overall results of team
intervention, which have been substantiated both by observable changes
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in family fu&ﬁtioning and by ongoing systematic research, have been
gratifying.” Evaluation of the handling of child abuse cases at
Boston Children’s Hospital Medical Center showed a reduction in

the cost of medical services and in the risk of reinjury subsequent to
diagngiis of child maltreatment after the institution of the Trauma X
Team .

A recently conducted survey of 14 multidisciplinary teams revealed
a number of problems and advantages in their operation. Two of the
teams reported no problems, and six indicated that their problems were
minor. On eight teams, intellectual conflict between members sometimes
made a consensus difficult to reach. This problem, however, appears
to diminish over time. Six teams identified the problem of territori-~
ality or "turfism." Problems caused by personal conflicts were
reported in six teams, but these were resolved in the group process.
Four teams reported difficulty in developing treatwent plans which
realistically reflected the available resources, and four reported
that confidentiality of client records was problematic. Problems
related to scheduling team meetings and the geographic location
of meetings were also reported.

The advantages of multidisciplinary operation, however, seemed to
outweigh the disadvantages, which were generally characterized as
minor. WNone of the teams reported that they had not met their objec-—
tives., Some team advantages have already been noted: the contribu~
tion of several different professional perspectives; the sharing of
responsibility for difficult cases; the broadening of perspectives
brought about by exposure to other disciplines; and the improvement in
the quality of case management decisions. Interagency multidisci-
plinary teams studied tended to facilitate cooperation between poten-
tially competitive service providers. gareover, the cost efficiency
of these teams was termed "impressive."

Besides providing a better and less expensive means of intervening
in the cycle of child abuse and neglect, multidisciplinary teams offer
several advantages accruing from their concentration of expertise.
Multidisciplinary team members are well~suited to engage in community
awareness activities such as speaking before groups, running workshops,
and providing training for other involved personnel. They can become
the focal point in the community for child advocacy, and for the
development of additional resources.

Multidisciplinary teams may well represent a major part of the
future of child protective services. Dr. Helfer maintains that "'we
can no longer afford the archaic system of maintaining county-governed
child protection serviceszgnd expect to make progress in the area of
child abuse and neglect." He proposes the organization of
child protective services on a regional basis, with state~administered
multidisciplinary programs providing acute care, long-term therapeutic
intervention, education, evaluation, and research.
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Appendix A

Child Abuse and Neglect Programs Which Use
A Multidisciplinary Approach

(Arranged by Federal Region)

The information for this Appendix comes from Child Abuse
and Neglect Programs, The National Center on Child Abuse

and Neglect (DHEW), March 1978. Available for purchase
from:

The National Technical Information Service (NTIS)
5285 Port Royal Road
Springfield, VA 22161

Purchase Information:
PB~277 824 NTIS Price: $15.50

CHILD ABUSE AND NEGLECT PROGRAMS
March 1978, 529 pp.

-1 3




CP-00007
Boston Hospital for Women, Mass.
221 Longwood Ave.
Boston, MA 02115
Team for the Prevention of Family Break-
down.
A. Groves.
Oct 74.

Services: Part of this program is concerned
with child abuse and neglect. Social work
counseling, health counseling, family planning,
and madical care are offered directly to
parents; weekly follow-ups are conducted by
social workers and nurses. Meadical care is
directly available to children, Other services are
made available by referrai, including homemak-
ing services, day care, foster care, and welfare
assistance. Daily to monthly follow-ups are
made by social workers, visiting nurses, and
visiting homemakers.

Cllentale: Individual parents served by the pro-
gram come from mixed-income, urban and
inner-city areas. Twenty-four mothers were
treated in the tast fiscal year.

Statfing: All the staff are employed by the
hospital and include primarily child welfare per-
sonnel, nurses, and psychiatric social workers,
Psychialrists, pediatricians, and homemakers
also render services when needed.
Organization: The Boston Hospital for Women
houses and conducts the program.
Cootdination: The team receives its cases from
hospital statf. Case reports are made to social
saervices authorities.

Funding: Program activities are supported
tinancially by the hospital.

CP-00013
Children’s Hospital Medical Center, Boston,
Mass.
300 Longwood Ave,
Boston, MA 02115
Children's Hospital Trauma X Team.
M. Serotkin, and J. Hyde.
Sep 70,

Services: The Trauma Team, devoted entiraly
to child abuse and neglect problems, provides
social work counseling and medical care for
families. Parent Apnonymous, various types of
counseling and therapy, homemaking services,
and welfare services are offared through refer-
rals, The children are furnished with medical
care, Individual therapy, and specialized
therapy. Day care, play therapy, therapeutic day
care, foster care, foster and residential care are
supplied through relerrals. The program also
provides medical evaluations, psychiatric
evaluations, and discharge planning. Follow-up
is maintained through telephone and personal
contact, and conferences at various monthly in-
tarvals.

Clientele: The program clientels are comprised
of approximately 80 percent families and 20
percent children. They are from suburban,
urban and inner-city areas and found in ail in-
comae levels,

Stasting: The team includes a lawyer, nursas,
psychiatrists, pediatricians, psychiatric social
workers, psychologists, administrators, and so-
claj workars.

Organization: The administering agency is
private and nonprofit.

Coordination: Stalf are from the hospital's
Family Development Study, Massachusetts
Saciety tor Pravention of Cruelty to Children,
and the State Division of Family and Children’s
Services. Casae referrals come from private
physicians and social service agencies,
hospitals, schools, and concerned individuals.
The program shares medical information with
other local hospitals, inciuding Boston City
Hospital, New England Medical Center, and
Massachusetts General Hospital. The program
also shares case information with other local
groups and agencies such as Neighbor Health
Centars, Families Service Agencies, Boston
Children’s Sarvices, and others. The team re-
ports individual cases to social sarvices and the
state central registry.
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Funding: In the last fiscal year the hospital nro-
vided 85 percent of the program’s funds. The
remainder was provided directly through
fedaral sources.

CP-00048
New Hampshire State Div. of Welfare, Keene.
Keene District.
116 Main St.
Keeneg, NH 03431
Child Abuse Project,
S. M. Holden.

Services: Lay therapy, social work counseling,
pediatric care, home economics training, and
psychological and psychiatric counseling are
provided for families.

Stafting: A social worker is on tha project staff,
A pediatrician, a psychologist, a psychiatrist,
and a teacher volunteer their lime. A parent
aide has been added.

Organization: The administering agency is a
county affice of the State Division of Welfare
which is part of the State Department of Health
and Weltare,

Coordination: The mental health personnel
serving the project come from Monadnock Area
Mental Health, the pediatrician comes from
Keene Clinic, and 2 professor of home
economics comes from Keene State Coliege.
Information concerning procedures of this mul-
tidisciplinary team is shared with the Task
Force on Child Abuse,

CP-00053

Family Service Saciety of Pawtucket, AL
33 Summar St.
Pawtucket, RI 02860

Police Crises Teams,

J. Carr, and M, Penlini.

Jan 74,

Sarvices: Social work counseling, couples
counseling, family counseling, individual
therapy, and health counseling for parents are
available directly, Group tharapy, individual
tharapy, health counseling, welfare assistance,
and family planning aid are offered through
referrals. Individual therapy le children is
available directly or through referrals. The
training of police officers in other communities
is contemplated in the upcoming year.
Cllentsle: The clientele, who are primarily low-
income, are drawn from suburban, urban, and
inner-city areas. Individual children and fami-
lies constitute 10 and 90 percent, respactively,
of the total client profile.

Stafting: Family counselors, psychiatric social
waorkers, and police officers comprise the pro-
gram staff,

Organization: The program is operated by a
private, nonprofit organization which s
focused on mental health, Supervision of the
project is carried out by a board of directors.
Major operational changes which have been
made include the extension of services to 3
more communities,

Funding: Program income consists of 30 per-
cent federal funds distributed through the state,
5 percent state funds, and 5 percent private
toundation grants.
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CpP-01709
Boston Dept. of Heaith and Hospitals, Mass.
818 Harrison Ave.
Boston, MA 02118
Boston City Hospital Child Abuse Team.
A. McDonald.
Sep 70.

Services: The program is primarily concerned
with child abuse and neglect. Social work
counseling, health counsaeling, family planning
assistance, and medical care are provided for
tamilies. Social work counseling, group
therapy, Parents Anonymous, couples counsel-
ing, tamily counseling, individual therapy, child
managament classes, welfare services, family
planning assistance, and residential care are
available through refetrals. The children are
provided with medical care, play therapy, in-
dividual therapy, and specialized therapy. Chil-
dren are referred for day care, therapeutic day
care, foster care, and residential care, Quarterly
follow-up is maintained through return visits to
the clinic and contacts with other community
agencies involved with the families.

Cllentele: The program usually serves low-in-
come families from urban and inner-city areas.
Stafting: Team members include child welfare
personnel, lawyers, nurses, pediatricians, so-
cial workers, and a data coordinator. All team
members are employed by the Department of
Health and Hospitals in other programs and are
volunteers with the Child Abuse Team.
Organization: Evaluation is performed infor-
mally through peer review and interagency di-
alogs.

Coordination: Clients are referred from a wide
variety of sources including some neighbor-
hood health centers. Cases are reported to the
judicial branch, juvenile services, and social
walfare services,




CP-00082

Newark Police Dapartment, N.J.
20 Mt, Plesant Ave.
Newark, NJ 07104

Youth Ald Bureau.

G. P. Hemmer.

Services: Child abuse and neglect are a part of
the program scope. The bureau directly pro-
vides social work counseling. Referrals are
made to the New Jersey Division of Youth and
Family Services for family counseling and in-
dividual therapy for children. A police team ap-
proach in child abuse and neglect cases in con-
junction'with other agencies is anticipated.
Clientele: individual children and individual
parents served by the program maostly come
from the inner city of Newark. There were 76
cases in the last fiscal year.

Staffing: Crnminologists, family counselors,
psychologists, and social workers. staff the bu-
raau--some on a part-time basis.

Organization: The Police Departmaent is directly
supervised by the Newark City government,
Coordinatlon: Referrals to the bureau come
trom social service agencias, schoaels, the po-

lice, relatives, and neighbors. Case reports are
made to the central registry operated by the
Divizion of Youth and Famiy Services and in-
farmation is shared with the courts and the
Essex County Prosecutor,

Funding: Approximately 95 percent of the pro-
gram’s financing came from the city and 5 per-
cent from state-administered federal funds, in
the last fiscal year.

UR-00087
Visiting Homemaker Service of Morris County,
Maorristown, N.J.
62 Elm St,
Morristown, NJ 07960
Community Homemaker Health Alde Pro-
gram.
C. Gunther, and F, M. Strand.
Apr 75,

Searvices: Part of the program deals with child
abuse and neglect. The main focus of the pro-
gram is provision of heme 'tealth assistance.
Welfare assistance and mother substitutes are
aiso provided. Social work and health counsel-
ing, family planning assistance, medical care,
day care, individual therapy, foster care, and
specialized therapy lor children are also availa-
bie by referral. Follow-up is done by a referral
agency.

Cllentele: Families served by the program are
considered low-income by federal standards
and come fram suburban areas.

Staffing: The stafl consists of 5 homemaker
specialists, a family counselor, and a nurse.
Organization: The program is conducted by a
private, nonprofit agency. The program is seif-
evaluated through team canferances, statistical
reports, and periodic meetings with referral
agencies and the State Division of Youth and
Family Services,

Coordination: Families are referred to the pro-
gram by the New Jersey Division of Youth and
Family Services {DYFS), the Family Service As-

sociation, other social service agencies, and
hospitals. Case reports are made to the DYFS
central registry and juvenile and social welfare
services. The program exchanges information
with the above agencies and the Morris County
Welfare Board.

Funding: During the last fiscal year, approxi-
mately 75 percent of the program income was
from state-administered federal lunds, 20 per-
cent from county funds, and § percent from
state funds.
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CP-00148
Long Island Jewish-Hiliside Medical Center,
New Hydae Park, N.Y.
New Hyde Park, NY 11040
Child Protection Team,
P. Lanzkowsky, and B. N. Bogard.
Jan 74.

Services: The program’s primary focus is child
abuse and neglect. Children are directly ad-
ministered medical care and specialized
therapy; parents receive family counseling,
medical care, family planning aid, heaith coun-
seling, and individual therapy from the team.
Follow-up is carried out by social workers
monthly and by the Visiting Nurse Service
weekly. A day care center is contemplated.
Clientele; Suburban and urban-dwelling chil-
dren and their parents are treated individually
by the team. Fifty percent of the elients are
parents and 50 percent are children. In the last
fiscal year 16 parents were treated; 8 parents
were followed up; 8 children were treated; 4
children were followed up.

Staffing: The team is composed of a physician,
a pediatrician, a nurse, a psychiatrist, and a so-
cial workaer.

Organizatlon: This is a private, nonprofit pro-
gram,

Caordination: Clients are brought to the atten-
tion of the team by private physicians,
hospitals, parents, and by clients themselves.
All cases are reported to social and v zifare ser-
vices authorities.

Funding; Approximately 40 percent of the
team’s financing was met by the hospital, 40
percent was obiained from the city, and 20 per-
cent was county funding during the last fiscal
year.

CP-00160
Onondaga County Child Abuse Coordinating
Program, Syracuse, N.Y.
1654 W, Onondaga St.
Syracuse, NY 13204
Onondaga County Child Abuse Coordinating
Program.
D. Meier.
Jul 72,

Services: Most of the program scope encom-
passes child abuse, Services in the araas of
identification, prevention, treatment, and foi-
low-up are available. Social work counseling is
furnished directly to parents, with a wide range
of human, social, health, and welfare services
offered on a contractual basis and through
referrals; improvements are anticipated for
parent aide services. A wide varisty of child
health and child care services are offered to
children on a contractual basis or through
referrals. Crisis day care and public heaith
nursing have been added to the program
recently. It is expected that the sexual abuse
and crisis day care component will be
strengthened. Follow-up js maintained through
team meetings conducted on at least a biweekly
basis, quarterly updates of case records of
nonactive cases, and phone and {atter contact
as needed, The main purpose of the program is
to coordinate diagnostic and rehabilitative ser-
vices to parents suspected of child abuse,
Cllentele: Services to families are emphasized.
During the last fiscal year, identification,
prevention, treatment, and foillow-up services
were provided to 373 individual children and to
161 families. Clients are drawn from fow-in-
come, inner-city areas.

Staffing: The program relies extensively on
cammunity service coordinators. Sinca its in-
ception, the staff has increased from 2 to 6 per-
sons; another addition to the stalf may be mada
in the future.

QOrganization; The administering organization
is governed by the Onondaga County Depart-
ment of Social Services and by Catholic Chari-
ties. The program is evaluated through aralysis
of statistical data by the Family Court Execulive
and by a research aide smployed by the pro-
gram.
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Coordinatlion: Medical authorities, social ser-
vice agencies, schools, concerned individuals,
and victims are the major referral sources. Case
information is sharad with all referral agencies.
Funding: The county provides mast of the pro-
gram's funding. The program anticipates a con-
tractual arrangement whereby approximately
20 parcent of the income will come from the
Community Foundation of the United Way and
Catholic Charities.

CP-00151
Tompkins County Dept. of Soclal Services,
ithaca, N.Y.
108 €. Green St.
fthaca, NY 14850
Child Protective Services Unit,
B. J. Wagner, and M. V., Beggs.
Sep 73.

Services: Most of the program's scope encom-
passes child abuse and neglect. Social work
counseling, couples counseling, medical care,
residential care, and employment assistance
are offered directly to parents, with a wide
range of human, social, health, and welfare ser-
vices obtainable through referrals or on a ¢con-
tractual basis, Children receive day care and
foster care services directly, with a wide range
of child care and child health services furnished
through referrals or on a contractual basis.
Clientele: Program services focus on individual
children,

Organization: The administering organization
is governed by the Tompkins County Govern-
ment. A team of professional consultanis meets
with staff every other week to evaluate and
review cases.

Coordination: Medical and legal authorities,
private social service agencias, schools, con-
carned individuals, and victims are the major
referral sources. Cases are raported by name to
social services and to a central registry main-
tained by the New York State Departmaeit of So-
cial Welfare.

CP-01730

George Junior Republic, Freeville, N.Y.
Fraeville, NY 13068

George Junior Republic,

F. C. Spero.

Services: Child abuse and neglect constitute
part of the program scope. The services availa-
ble directly to children include individual
therapy and residential care.

Clientele: The children who are served by the
program come from mixed-Incoma urban and
suburban areas.

Staffing: Child welfare personnel, dentists,
doctors, nurses, nutritionists, psychologists,
soclal workers, and teachers ¢omprise the pro-
gram staff. An in-house team consistina of child

care workers, teachars, and vocational instruc-
tors evaluates the treatment program under the
coordination of a social worker.

Organization: The program is governed by a
board of directors,

Coordination: Cases are refarred to the pro-
gram by government social service agencias,
schools, courts, parents, or guardians.
Funding: Program income consists of funds
from the state and foundations, personal dona-
tions, and fees from individual clients.




CP-00217
Anne Arundel County Dept. of Social Services,
Annapolis, Md,
Calvert St.
Arundel Center
Annapolis, MD 21404
Mulitidiscipiinary Committee on Child and
Sexual Abuse.
A. L. Gazaway.
Oct 73.

Sarvices: Part of the scope of this program is
concerned with child abuse and neglect. The
program offers social work counseling, tamily
counseling, individual therapy, homemaking
services, housing assistance, family planning
assistance, medical care, and residentiai care
directly to families. Services offered directly to
children include day care, medical care, in-
dividual therapy, foster care, and residential
care. Referral supplies lay therapy, group
therapy, couples counseling, health counsel-
ing, child management classes, employment
assistance and several of the direct services for
families and specialized therapy and residential
care for children,

Clientele: Families from rural and inner-city,
mixed-income areas are usually served by the
program.

Staffing: The staft consists of social workers,
Organization: The arganization is supervised
by the State Department of Social Services. The
praogram Is evaluated by casework staff, ad-
ministrative stalf, and committee members.
Coordination: Sources of referrals are medical
authorities, private social service agencies,
schools, legal authorities, parents, other con-
cerned individuals, and clients. Cases are re-
ported by name to the police or the judiciary
and to the state central registry maintained by
the Department of Human Services, Program
staff is shared with the Health Department, the
Board of Education, private social service
agencies, and hospitals, including the Naval
Hospital and the Kimbrough Army Hospital.
Funding: Funds are allocated to the program by
the State Department of Social Services.

CP-00246
Washington County Dept. of Social Services,
Hagerstown, Md.
112 W. Baltimore St,
Hagerstown, MD 21740
Child Protective Services,
F. J. Connolly, and G. D. Sencindiver,
Jul 66.

Servicas: The program scope is concerned
with.child abuse and neglect. Services offered
directly in famllies include social work counsel-
ing, homemaking services, welfare assistance,
family planning assistance, and medical care.
Residantial care for families is purchased, and
thay are referred for many of these services and
for couplas tounseling, family counseling, in-
dividual therapy, health counseling, employ-
ment assistance, and housing assistancs. Chil-
dren are directly provided with day care, medi-
cal care, and faster care. Residential care for
children is purchased, and they are refarred for
day care, medical care, Individual therapy, and
specialized therapy, There are monthly home
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visits, office visits, and telephone contacts for
follow-up.

Clientele: The client profile genarally consists
of 50 percent individual children and 50 percent
individual parents. They are primarily from
rural, mixed-incoms areas.

Stafling: The staff consists of child welfare per-
sonnel, homemaker specialists, and social wor-
kers. The establishment of a multidisciplinary
team is planned.

Organization: The organization is supervised
by the Maryfand Social Services Administration,
The program is evaluated with field supervisory
visits and case readings by that agency.
Coordination: Sources of referrals are medical
authorities, private social service agencies,
schools, law enforcement agencies, parents,
other concerned individuals, and clients. Cases
are reported by name to legal authorities, ju-
venile services, health departments, and to the
state central registry maintained by the Mary-
land Social Service Administration. Some staff
members are shared with Single Parent Service
and Family and Children Services.

Funding: In the last fiscal year, the program was
supported by state funds, state-adminictered
federal funds, and county funds.

CP-00272

Children’s Hospital, Philadelphia, Pa.
34th and Civic Center Bivd.
Philadelphia, PA 19104

Suspected Child Abuse-Neglect Team.

P. MacRae.

Jun 73.

Services: Part of the program deals with chiid
abuse and neglect. The program encompasses
the areas of identification. prevention, treat-
ment, and follow-up. Parents recerve social
work counseling, and medical care directly
from the program, while parent aides are availa-
ble on a contractual basis. Comprehensive spe-
cial, soctal, health, and specialized therapy are
provided directly to children, with comprehen-
sive child care and child health services ob-
tainable through referrals.

Clientele: Indvidual children are the focus of
the program. During the {ast fiscal year, 136 in-
dividual chiid abuse victims were dentified, 41
received prevention services. and 177 recevec
both treatment and follow-up services. Clients
are drawr {rom low-income, rural, suburban,
urban. and inner-city environments. The inclu-
sion of borderline families is anticipated.
Statfing: Social workers and a coordinator are
employed on a full-ime basis. Nurses and
pediatricians are also available. A psychiatristis
shared with the Philadelphia Child Guidance
Clinic.

Organization: The Team is maintained by a
private, nonprofit organization.

Coordination: The Children's Hospital s the
major referral source. Cases are reported by
name to the social services. Data is shared with
the Suspected Chitd Abuse Center.

Funding: The program is entirely fundad by the
hospital.
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CP-00302
Presbyterian-Univ. of Pennsylvania Medical
Center, Philadelphia.
51 N, 39th St.
Philadelphia, PA 19104
Qutreach Supportive Services.
C. Bailard.

Services: The service works primarily as a
coordinating service for the Center's Child
Abuse Team. The Team identifies cases, pro-
vides 24-hour coverage, home visiting services
and other direct services to families. Outreach
Services coordinates community and hospital
services andr using a sociai-learning model
theory, develops treatment pians.

CP-00304
Saint Christopher’s Hospital for Children,
Philadelphia, Pa.

2600 N, Lawrence St.

Philadelphia, PA 19133
Family Resourcaes Center (Natlonal Demon-
stration Center for Child Abuse and Neglect,
Philadelphla Area),
V. Vaughan, and O. R. Childress,
Jan 75.

Services: The program is focused entirely on
child abuse and neglec!. identitication, preven-
tion, treatment, and follow-up services are pro-
vided. Social work counseling, lay therapy, cou-
ples counseling, family counseling, individual
therapy, child management classes, housing
assistance, employment assistance, - welfare
assistance, and educational services are of-
fered directly to parants by the program. Health
services are available through referrals, Com-
prehensive child care and child health services
are available through referrals.

Cllentels: Individual children, individual
parents, and families account for 5 percent, 70
percent, and 25 percent of the total clientele,
raspactively, Low-income, urban and inner-city
residents form the majority of clients served.

Staffing: The program ulilizes lay therapists,
pediatrictans, psychiatrists, social workers, and
training specialists.

Organization: The Center is administered by a
private, nonprolit medical facility. Program
evaluation is accomplished through casework
supervision, team conferences. patient input
and management consuitation. Both the staff
and clients are involved 1n on-going program
evaluation.

Coordination: Medical authorities, private so-
cial service agencies, schools, concerned In-
dividuals, and victims are the primary referral
sources. Cases are reported by name to the so-
cial service agencies. Information is shared
with interested state and local social service
and educational organizations.

Funding: Income was provided entirely from
federal sources during the last fiscal year.




CP-01743
Kimbrough Army Hospital, Ft. Meade, Md.
Ft. Meade, MD 20755
Child Protection and Case Management
Team.
D. A. Plymyer.
Feb 76.

Services: Most of the program scope focuses
on chiid abuse and neglect. Direct services to
parents include social work counseling, cou-
ples counseling, family counseling, individual
therapy, family planning assistance, and medi-
cal care services. They are referred to other
programs for group therapy, Parents
Anonymous, couples counseling, family coun-
seling, individual therapy, homemaking, health
counseling, housing assistance, and welfare
assistance. Couples counseling, family coun-
seling, individual therapy, and residential care
services are purchasad for parents from other
programs. Children receive medical care ser-
vices directly, and play therapy, specialized
therapy, foster care, and residential care ser-
vices are purchased for children from other
programs. Follow-up is maintained through a
quarterly review of medical records and
through twice monthly staft meetings. The ad-
dition of a parent aide service is anticipated.
Clientele: Military personnel and their families
are served, Individual children, individual
parents, and familles account for approximately
20, 60, and 20 percent of the total clientele,
respectively. Clients are drawn from mixed-in-
come rural, suburban, urban, and inner-city
areas.

Staffing: The program statf consists of lawyers,
nurses, pediatricians, psychiatric social wor-
kers, and social workers,

Organizatlon: A case management summary on
each established case of abuse or negilect is
submitted to the Army Health Services Com-
mand at Ft. Sam Houston, Tex,, for evaluation.
Coordination: Hospitals, government social
service agencies, schools, law enforcement
agencies, parents, relatives outside the im-
mediate family, and neighbors are the major
referral sources. Cases are reportad by name to
the legal authorities, social services, U.S. Army
Health Services Commands, and to a central re-

tion Is carried on via administrative supervision,
pesr supervision, and utilization of a team ap~
proach. External evaluation consists of con-
tract accountability with the New York City De-
partment of Soclal Services {DSS) and Nassau
County DSS.

Coordination: Statistical information is shared
with the Child Welfare Information System, and
Brooklyn Catholic Charities, Child Care Divi-
sion. Case referrals come from social service
agencies, courts, and siblings. Cases are re-
ported by name to legal authorities and juvenite
setvicqs. by name and code to sacial sarvice
authorities, and by gross numbers to health de-
partments.

Funding: In the last fiscal year 81 percent of the
program’s income came from city funds, 13
percent from county funds, and & percent from
personal donations.
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CP-00457
Pinellas County Juvenile Welfare Board, St.
Pelersburg, Fla,
3455 First Ave. S,
St. Petersburg, FL 33711
Parent and Child Effective Relations.
C. G. Bennett, and R, L. Edwards
May 74.

Services: In working with the interactions
between parents and children the program
serves abusive and neglectful parents and their
children in addition to other families. The pro-
gram provides a Parents Anonymous group,
volunteer parent aides, a hospital trauma team,
maternity ward consultation, child manage-
ment classes, a legalintern program, staff train-
ing, education programs, and other early
identification  and  prevention  services.
Babysitting is also provided for the families.
Follow-up is completed through monthly
behavioral record check lists through a cross
record chack with community Other services
are provided through referral,

Clientele: Clientele are. from mixed income
levels and usually live tn urban or suburban
areas. of the program is training staff members
of other public agencies,

Staffing: The program staff consists of program
evaluators, psychiatric social workers, and so-
cial workers,

Organization: The administering organization
is governed by the Pinellas County Board of
Commissioners. The evaluation is parformed by
Barkeley Planning Associates and through in-
tarnal analyses. The program is one of the
federal government’s Demonstration Child
Abuse and Neglect Programs,

Coordination: Information is exchanged con-
cerning cases with the Florida Department of
Health and Rehabilitative Services and other
local social service agencies and health agen-
cies. General information concerning child
abuse and neglect is provided to other public

organizations. Also, one of the major parts of
the program is training staff members of other
public agencies. Physicians, social service
agencies, schools, parents, and self-referrals
are the program’s primary sources of relerral.
Cases are reported individually to the Flonda
Department of Health and Rehabilitative Ser-
vices. Cases are also reported by code to
Barkeley Planning Associates and only in gross
numbers to the Office of Child Development.
Funding: in the fast fiscal year the program was
supported entirely through federal funds,
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CP-00475
Clayton County Protective Services Team,
Jonesboro, Ga.; Claytan Mental Health Centar,
Jonesboro, Ga,

213-D Arrowhead Blvd.

Jonesboro, GA 30236
Chiidren’s Program,
R. Coody.

Services: Part of the program is focused on
child abuse and neglect The program provides
social work counseling. group tharapy, couples
counseling, family counseling, individual
tharapy, child management classes, and
psychological and psychiatric  diagnostic
evaluations for tamilies, Homemaking services,
health counseling, welfare services, family
planning assistance, medical care, and re-
sidential care are provided through referrals.
Play therapy and individual therapy are
furnished for children. Medical care, special-
ized therapy, foster care, and residential care
are supplied for children through referral.
Clientele: In the last fiscal year, 50 children and
10 families from all income levels were treated.
Clients are usually from rural or suburban
areas.

Staffing: The program is stafted with
psychiatric  social workers, psychiatrists,
psychologists, and teachers.

Organlzatlon: The program is supervised by the
Division of Mental Health of the Department ot
Human Resources.

Coordination: Case information is exchanged
with the Clayton County Departmant of Family
and Children Services, the Juvenile Court, and
the Protective Sarvices Team. A teacher-
therapist is shared with the Clayton Counly
Board of Education, Medical authorities, pubtic
social service agencies, schools, courts,
clients, and other private individuals refar cases
to the program. Cases are reported to social
welfare sarvices,

Funding: In the last fiscal year 30 percent of
program's income was provided by the state, 10
percent through state-administered federal
funds, and 60 percent through county funds.
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CP-00574
Alamance County Dept. of Social Services,
Burlington, N.C.
1950 Martin St,
Burlington, NC 27215
Protective Services Unit.
A, L. Burton, and R. M. Whiteneck.
Sep 70.

Services: Part of the program deals with child
abuse and neglect, Identification, prevention,
treatment, and follow-up services are delivered.
Sociar work counseling, fay therapy, couples
counseling, family counseling, individual
therapy, homemaking services, family planning
assistance, medical care, and welfare services
are offered directly to parents, with health
counseling and child management classes
available contractually, Children receive meadi-
cal care, play therapy, individual therapy, foster
care, and residential care directly, with day care
and therapeutic day care furnished on a con-
tractual basis. Specialized therapy is provided
through referrals. Follow-up is maintained via
biweekly individual contracts with parents and
children, monthly correspondence, and
monthly collateral contacts with referral agen-
cies. The development of a Parents Anonymous
group is anticipated.

Clientele: Individual children, individual
parents, and families are served. In the last
fiscal year, identification, prevention, treat-
ment, and follow-up services were provided to
530, 10, 265, and 265 individual children,
respectively; 400, 10, 130, and 130 individual
parents, respectively; and to 200, 10, 105, and
105 families, respectively. Clients are drawn
from mixed-income, rural and urban areas,
Staffing: Child weltare personnel serve the pro-
gram.

Organizatlon: Goal setting is utilized to ascer-
tain program effectiveness in individual cases.
Coordination: Medical and legal authorities,
schools, concerned individuals, and victims are
the major referrai sources. Cases are reported
by name to the legal authorities and to a central
registry maintained by the North Carolina De-
partment of Human Resources. Relevant infor-
mation is also shared with the Alamance-
Caswell Mentat Health Canter and with the Mal-
Treatment Syndrome Team of the North
Carolina Memorial Hospital. A social worker
and homemakers are shared with the
Alamance-Caswell Mental Health Center.
Funding: The county provides the bulk of the
program’s finances,




CP-00722

Child Advocate Association, Chicago, Hl.
19 S. La Salte St. Am. 401
Chicago, IL 60803

Child Advocate Assoclation.

T. Hanrahan.

Feb 75.

Services: Most of the program scope encom-
passes child abuse and neglect. Follow-up ser-
vices are emphzsized. The program provides
legal intervention on behalf of children in rela-
tion to those services and institutions that imp-
inge on their lives. Legal representation ser-
vices are offered directly to children, The pro-
gram aims to establish hospital-based. inter-
disciplinary, interagency child abusa teams at
key county hospitals; to develop a pool of
valunteer attorneys to provide legal assistance
to abused children; to provide legal and social
work consultation to allied professions; to
develop treatment resources for families who
abuse their children; and to encourage in-
craased awareness and skill in handling c¢hild
abuse on the part of professionals and the
public. Follow-up is mantained through
bimenthly case conferences and court reports.
Cllantele: Program services focus on individual
chidren. Clients are drawn from urban areas.
Staffing: The program staff consists of lawyers
and social workears.

Organization: The Association is a private, non-
profit child advocacy organization,
Coordinatlon: Hospitals and social service
agencies are the major referral sources.
Funding: In the last fiscal year, primary fundiing
of the program was provided by the Iilinois Law
Enforcement Commission. Additionai income
cansisted of foundation grants ann persona!
donations.

CP-00986

Jetterson County. Children Services toarg,

Steubenville, Ohio. Div. of Protective Service,
240 John Scott Hwy.
Steubenviile, OH 43952

Protective Services for Children.

W. Dinello, and M. A, Curiman.

Feb 68.

Services: The program scope is primarily
togused on chitd abuse and neglect. Social
work, marriage, family counseling, parent
awdes, group and individual therapy, homemak-
ing services, Parents Anonymous, residential
care. and assistance in employment and hous-
ing are offered to parents directly; welfare
assistance and medical care are available
through purchase; and group and individual
therapy, marriage and tamily counseling, chid
management classes, heaith counseling, medi-
cal and residential care, and employment,
housing, wellare and tamily planning
assistance are available through referrals. Day,
residential, and foster care and individual
therapy are offered to children directly; medical
care, play therapy, and specialized therapy are
available through referrals. Follow-up by in-
vestigation and counseling s provided as
needed.

Clientele: In the tast fiscal year, identification,
treatment. and follow-up services were pro-
vided for 539 individual children and 430 fami-
lies from low-, middle-, and upper-income
levels and various locates. .
Staffing: Child wellare personnel, physicians,
and caseworkers comprise the program staff.
Development of a team approach to combat
child abuse and neglect is anticipated; teams
will consist of 1aw officer, physician, and staff
member.

Organizatlon: This is a county agency under
the supervision of the Ohio Departmentvor
Public Weltare. The program is evaluated in-
house.

Coordination: Medical authorities, social ser-
vice agencies, schools, law enforcement agen-
cies, courts, abuse victims, and other con-
cerned individuals refer cases to the program.
Cases are reported by name to the police and
judiciary, and to juvenile sarvices, welfare ser-
vices authorities, health departments, and 3
stale central registry. Relevant information is
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shared with the Jefferson County Welfare De-
partment.

Funding: Monetary support is received from
state, state-controlled federal county, and city
sources.

CP-00992
Miami County Children Servicas Board, Troy,
Qhio.
201 W. Main St,
Troy, OH 45373
Child Abuse Review Team,
R. 8. Painter.
Sep 75,

Services: The program f{ocuses entirely on
child abuse. Social woir counseling, family
counseling, and residential care are offered ta
parents directly; couples counseling, individual
therapy, and welfare and family pianning
assistance are available through referrals. For
children, foster and residential care are offered
directly,

Cllentele: Families constitute the entire client
profile; they come primarily from rural areas.
Sta(f(ﬂng: Chiid welfare personnel comprise the
staft.

Organization: The program is new; evaluation
methods and procedures are being developed.
Coordination: Medical authorities, government
social service agencies, schools, law enforce-
ment agencies, courts, abuse victims, and other
concerned individuails refer cases to the pro-
gram. Cases are reported by name to the police
and judiciary, and to social and welfare services
and a state ceatral registry.

CP-01005
Stark County Dept. of Wellare, Canton, Ohio.
Div. of Social Services,
209 W, Tuscarawas St.
Canton, OH 44702
Child Protective Services.
L. Burd, and C. E. Calhoun.
Jun 69.

Services: The program scope is primarily
focused on child abuse and neglect, Social
work counseling, lay therapy, marriage and
family counseling, individual therapy. heaith
counseling, employment, housing, and weilfare
assistance, and family planning are ollered to
parents directly; individual therapy, homemak-
ing services, and medical and residential care
are available-by purchase; and group therapy,
Parenis Anonymous, marriage and family coun-
seling, health counseling, child management
classes, and family planning assistance are
available by referral. For children, toster and re-
sidential care are offered diractly; day care,
therapeutic day care, medical care, specialized
therapy, and residential care are available by
purchase: and play, indwidual and spectaiized
therapy are available by referral. Follow-up is
made by worker or volunteer vits to the home
2-3 months after the case is closed, with an
average conlact ol twice each month,
Clientele: In the last fiscal year, 1.011 families
were served by the program; they came from
various locales and mixed-income levels,
Staffing: Child welfare personnel canpnse the
staff, Future plans include inclusion of an ex-
panded team approach.

Organization: The program is under the super-
vision of the Ohio Department of Public Wei-
fare.

Coordination: Medical authorities, social ser-
vice agenctes, schools, law enforcement agen-
cies. courts, prospective clients, and other con-
cerned individuals reter cases to the program.
Cases are reported to the state central registry
maintainied by the Ohig Department of Welfare,
Protective day care is purchased from a child
development center and homemaker setvice is
purchased from a family counseling center.
Funding: Monetary suppart comes from slate,
state-administered federal, and county funds.
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CP-01790
American Red Cross, Chicago, If.

43 E, Ohio St.

Chicago, 1L 60611
parent Aldes -- Valuntears in Support of Visit-
ing Nurses Associatlon -- Neglected Children.
J. Des Landis.
Jul 78,

Sarvices: The program s primarily concerned
with neglacted children. Parent aida sarvices
will be offered directly to parents. Follow-up
will be maintained through conferences with
the child abuse team conducted on a weekiy
basis at the onset of the program.

Cligntele: Individual parents are expectad to be
the primary clientele. Clients will be drawn from
fow-income urban and inner-city areas,
Staffing: The program staff will consist of lay
therapists, nurses, program evaluators, and so-
cial workers.

Organization: The method of program evalua-
tion is to be determined by the Visiting Nurses
Association, The program Is a collaborative ef-
fort of the Red Cross and Visiting Nurses As-
sociation,

Coordination: The Visiting Nurdas Association
will be the major referral source. Cases will be
reported to the Visiting Nurses Association, In-
formation will be shared with all American Red
Cross Chapters.

Funding: Most of the program income will arise
from voluntary agericy funds.

cP-01817

gafnilton County Dept. of Welfare, Cinclnnati,
io.
628 Sycamore St.
Cincinnati, OH 45202

Group Home Pragram.

5. Matlow, and D. Jazwinski.

Services: Part of the program scope is focused
on abuse and neglect. Direct services ta
parents include social work counseling, group
therapy, family counsaling, individuul therapy,
and residential care. Most of the above services
plus medical care are available though
purchases: homemaking services, health coun-
sellpg. employment assistance, housing
assistancae, and welfare assistance are avallable
through refarrals. Individual therapy and re-
sidential care are avallable directly to children;
medical care and specialized therapy are
available through purchases; and referrals may
be used for some specialized therapy.
Clientele: iIndividual children, children . In
groups, and families constitute 75, 20, and 5
percent of the clients, respectively, Clients are
typically drawn from low-incame urban and
inner-city areas.
Stafflng: Child welfare personnel, lay
therapists, and social workers comprise the
program staff, A coordinator Is shared with
other residentiat programs.
QOrganization: The program is supervised by the
Hamilton County Commissioners. Evaluations
are performed by in-house staff and also by a
court review board.
Coordination: All cases handled by the pro-
gram are the result of in-house referrals; active
cases are reported to the parent soc¢ial weifara
agency. Follow-ups of cases are ¢onductad by
the Protective Services division, as needed.
Fundlng: County funds support the program
operations.




CP-01100
Louisiana State Div. of Family Services, Baton
Rouge
P.O. Box 44065
Baton Rouge. LA 70804
Child Protection Services.
R. E, Westerfield, and J. L. Futrell,
Jan 73.

Services: The scope of the program covers, in
part, the identification and treatment of abused
and neglected children and their families. Ser-
vices offered directly to families include sociat
work counseling, couples counseling, family
counseling, individual therapy, homemaking
assistance., employment assistance, housing
assistance, welfare assistance, and medical
care. Residential care for families may be
purchased. and families are referred for group
therapy and famtly planning. Children are pro-
vided directly with day care, individual therapy,
and foster care. Medical care and restdential
care may be purchased tor children.
Cllentele: In the last complete fiscal year ap-
preximately 55 percent of those served were in-
dividual children and about 45 percent were
families. Clients are from various locales and
mixed income levels, )
Staffing: The staff is composed ot child welfare
personnel, homemaker specialists, pediatri-
cians, -and a training specialist. The program
plans to add attorneys and psychiatrists to the
multidisciplinary teams. o
Organlzation: The administering organization
s supervised by the Louisiana Health and
Human Resources Administration. For evalua-
tion, the Manitoring ana Evaluation Unit reads
samples of cases following a schedule
designed for that purpose. Their report s sent
to a Social Service Program Administrator who
meets with the Protective Service Consultant to
plan corrective action. ‘
Coordination: Sources of referrals are medical
authaorities, social service agencies. schools,
legal authorities. parents. other concerned in-
dividuals, and self-relerrals. Adjudicated cases
are reported by name to the state central regis-
try maintained by the organization and to the
Distilct Attorngy. Identitying codes are sent {o
the National Clearinghouse for Child Abuse and
Neglect in Denver. Information 1s ajso shared
with regional mental health centers and pansh
health umits. Pediatric care is purchased from
the Louisiana State University Medical School.
Funding: In the last complete fiscal year. the
program recewved approximately 25 percent of
its funds from the state and approximately 75
percent from lederal revenue distributed by the
state.
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CP-01171

Child Study Center. Inc., Fort Worth, Tex.
1300 W. Lancaster
FortWorth, TX 76102

Psychiatric Services.

S. G. Maddox, and L. D. Eason.

1966.

Services: Part of the program scope encom-
passes child abuse and neglect. Services in the
areas of prevention, treatment, and follow-up
are avallable. Social work counseling. group
therapy, family counseling, and child manage-
ment classes are offered airectly to parents,
Children receive day care, therapeutic day care,
play therapy, individual therapy, and speciat-
ized therapy services directly, with residential
care services furnished through referrals. Fol-
low-up 1s maintained by means of a question-
natre completed at the conclusion of treatment,
a child management recall every 6 weeks. and
by medical recall every 4 10 6 weeks.

Clientele: Individual children and families from
mixed-income, suburban, urban, and nner-city
areas are served by the program.

Staffing: The program statf consists of dentists.
nurses. pediatricians, psychiatric social wor-
kers, psychiatrists, psychologists, teachers, and
educational diagnosticians.

Organization: The program 1s conducted by a
private, nonprofit mental and physical health
orgamization. Individual case records are evalu-
ated quarterly by an interdisciphinary team ot
professionals. Resuits of case management and
degree of problem remediation are evaluated
every 2 years by the Joint Commission on Ac-
creditation of Community Agencies.
Coordination: Medical and fegal authorities,
soctal service agencies, schools, parents, and
victims are the major referral sources. Cases
are reported by name to the socral services and
health departments.

Funding: In the last fiscal year. direct federal,

State, state-administered federal, county, city,
and prwvate funds accounted for 8, 26 18. 1. 1,

and 46 percent of the program income. respec-
tively.
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CP-01204

Settiement Club, Austin, Tex.
1600 Peyton Gin Rd.
Austin, TX 78758

Settlement Home.

H. Scogin.

Sep 67.

Services: Part of this program is concerned
with abused and neglected adolescents and
their Iamlllas. Social work counseling, family
counseling, and individual therapy are offered
directly to families of residents. Children are
directly provided with medical care, play
therapy, individual therapy, residential care,
recreational activities, and group therapy.
Milieu therapy is emphasized. Many of thess
services are also available by purchase or refer-
ral. Adolescenis over 16 may be referred to
Texas Vocational Rehabilitation for job train-
ing.

Clientele: Clients are adolescents between the
ages of 13 and 18 and their families. They are

primarily from suburban and urban, mixed-in-
come areas,

Stafting: The stalf consists of psychiatric social
workers. psychiatrists, and psychologists.
Organization: The organization is governed by
the Texas Department of Pubhic Wellare. There
are indwidual treatment evaluations at least
every 3 months which invoive the entire treat-
ment team and are under the direction of the
Director of Social Services.

Coordination: Referring agencies include Child
Weitare. the Texas Youth Council. various ju-
venite courts 1n Texas. child guidance clinics.
wchool counselors, the military CHAMPUS pro-
gram, parents,  psychologists.  doctors,
psychiatrists, clients, and other concerned in-
dividuals. Cases are reported by name to the
Department of Public Weltare and information
Is also shared with the Texas Rehabilitation
Commission. The Home works closely with the
public schools where the students are enrolled.
Funding: In the last fiscal year, approximately
10 percent of the program’s income was from
the state. About 90 percent was from private
sources. including personal donations and
client fees.




CP-01240
Dallas County Child Protective Team. Adei,
lowa.
121 N. 9th
Adel, 1A 50003
Child Protective Team.
Aug 75.

Services: The program will be focused primanly
on child abuse and neglect. The program is new
and formalization of procedures and controls is
planned in the future. Planned follow-up is by
joint staff meetings at monthly and quarterly in-
tervals.

Cllentele: The program will concentrate on
family treatment. Clientele will probably be
from rural areas.

Stafting: Child weifare personnel, criminolo-
gists, and nurses are planaed tor the pragram
staff.

Organization: The program is a public. county
agency, No plan for evaluation has yet been
established.

Coordination: Medical authorities, government
soctal service agencies, schools, relatives, and
acguaintances are expected to refer cases to
the program. Case reports will be sent to the
police or court officals, social welfare services,
and the state central registry. Attorneys wili be
shared with the county attorney's office. nurses
wilh the Public Health Nurses, and social wor-
kers with the State Department of Social Ser-
vices.

cP-01291
Kansas Univ., Kansas City. Div. of Child
Psychiatry.
39th and Rainbow
Kansas City, KS 66103
Child Protectlon Team.
J. E. Fish.
Apr71.

Services: The program focuses primarily on
child abuse and neglect; the Team coordinates
sarvices of other agencies. Parent aides are
available to parents directly; sogial work coun-
seling, individual and group thecapy. marriage
and family counseling, child rnanagement
classes, housing assistance, welfare
assistance, medical care, and residential care
are available through referrale. For children,
medical care, play tharapy, individuat therapy.
specialized therapy, foster care, and residential
cars are available through relerrals. Weekly tol-
low-up af children in the haspital is reviewed at
regular team meetings; there is also follow-up
of casas in treatment at various cooperating
agencies and of casas scheduled for court
hearing. . .

Cllentele: Each agency involved in the team of-
fers direct services. Those served by the pra-
grams come from mixed-income groups in sub-

urban, urban. and inner-cily areas.

Stalfing: There are plans to train and assign
volunteer lay therapists and to hire a lull-time
lay therapist supervisor.

Organization: The Team represents 2-county,
state, local, and university agencies: its func-
tion is to coordinate services among agencies
concerned with child abuse and neglect and to
educate professional mental health, legat, and
other personnel

Coordination: Case referral sources include
medical authornties. government social sarvice
agencles, schools. law enforcement agencies,
courts. abuse victims, and parents. Cases are
reported by name to juvenile services and so-
cial services authorities

Funding: Program support comes from private
sources.
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CP-01302
Cardinal Glennon Memarial Hospital for Chil-
dren, St. L.ouis, Mo.
1465 S. Grand Bivd.
St. Louss, MO 63104
Child Abuse Management Team,
U. T. Roife.
Sep 73.

Services: The primary program scope is
focused an child abuse and neglect, with ser-
vices offered in the areas of identitication,
prevention, treatment, anc follow-up, Social
work couaseling is offered dircctly by the pro-
gram, and family counseling is available by
referral to other programs. Medical care, in-
dividual therapy, and specialized therapy are
available to children directly. Child health sar-
vices and social services are available by refer-
ral to other programs. Medical and social ser-
vice follow-up are given as indicated. Com-
prehensive follow-up is planned for the future,
along with an increasa in statting in both medi-
caland social areas.

Clientels: Those served are children and fami-
lies from mixed-income rural, suburban, urban,
and inner-city areas,

Staffing: Two full-time pediatricians, doctors,
and social workers are on the pragram staff.
Staff is shared with St. Louis University and

Medical School.

Organization: The program is a private non-
profit organization under direct supervision of
the Cardinal Glennon Memarial Hospital for
Children: primary organization focus is on
physical health and medicine. Evaluation is
hmited to the review of the child abyse manage-
ment team,

Coordination: Medical authorities, social ser-
vice agencies, schools, law enforcement agen-
cies. courts, cancerned individuals, and abuse
victims refer cases to the program. Case reports
are sent to the social ur welfare services and the
state central registry. Confidential cross
reference files are shared with the St. Louis
Children’s Hospital, and reports are shared with
the lllinois Crisis Team and the lllinois Children
and Famity Services.

Funding: The program ingome includes
minimal payment of fees from "ndividuai clients
and current Medicaid payment.

cpP-01847
Community Ceuncil for the Prevention of Chiid
Abuse and Neglect, Cedar Rapids, lowa,
701 10th St S.E.
Cedar Rapids, 1A 52403
Child Abuse and Neglect Multidisciplinary
Caonsultation Team,
M. Ward, and K. Bone.
May 76.

Services: The major function of the Team s to
provide diagnostic consultation and recom-
mendations for treatment of the Linn County
Department of Social Services.
Cllentele: Services to families are stressed.
Clients are drawn from mixed-income, rural,
and urban areas.
Statfing: The Team consisls of lawyers, nurses,
psychiatrists, soclal workers, teathers, a
Parents Anonymous representative, and a law
snforcament official. The addition of a physi-
cian to the team is anticlpated. These volun-
teors serve approximately 4 hours per month.
Ocganization: The administering council 1s
governed by the Linn County Board of Social
arvices. The program is internally evaluated
on an informal basis, A Community Council
Committee evaluates the team’s activities, and

tha Linn County Social Services provides fol-
low-up reports 2s to the atfectiveness of the
team’'s recommaendations,

Coordination: Private physicians and govern-
ment soclal service agencies are the major
refarral sources. Cases are reported by identify-
ing code to social services authorities.
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CP-01852
MEDDAC, Ft. Leavenworth, Kans,
Ft, Leavenworth, KS 66027
Army Child Advocacy Program (ACAPR). Child
Protection and Case Management Team
(CPCMT).
B, Barter, and G. Gritfin,
Sep 74,

Services: Part of the program scope focuses on
child abuse and neglect. Social work counsel-
ing, couples counseling, family counseling, in-
dividuali therapy, aiio family = pianning
assistance are offered directly to parents,
Referrals provide them with healith counsaling,
child management classes, family planning
assistance, residentlal care, and welfare ser-
vices. Children receive medical care and In-
dividual therapy directly, and foster care service
through retarrals. Follow-up Is maintalned
through home visits, outpatient visits, and so-
clal work visits conducted on a weekly to
monthly basis.

Clientels: Services to military familiss are
emphasized, Clients are drawn from mixed-in-
come groups.

Staliing: The program staff consists of lawyers,
nurses, pediatricians, psychiatrists, psycholo-
gists, and social workers who aiso have other
duties.

Organization: The administering organization
is governed by the Combined Arms Center and
Fort Leaveawaorth. The evaluation of case
management occurs at monthly team mestings.
The program was formerly a Fort Leavenworth
program but now has Army wide guidelines.
Coordination: Hospitals, government sacial
service agencies, schools, law entorcemant
agencies, concerned individuals, and victims
are the major referral sources. Cases are re-
ported by name to the legal authorities, social
sarvices, Army Health Sarvices Command, and
to a state central registry.

CP-01858
Buffalo County Dept. of Social Services, Kear-
ney, Nebr.
P.QO. Box 218
Kearney, NE 68847
SCAN.
K. Shatfer,
Jun 75,

Servicea: The program is focused primarily on
child abuse and neglect. The program has a ¢ri-
sis line for emergencies and provides parents
with social work counseling, family counseling,
and homemaking services. Group therapy and
couples counseling are purchased for the pro-
gram. Parents are referred for lay therapy or
parents aides, individual therapy, health coun-
seling, child management classes, welfare ser-
wices, family planning assistarice, medical care,
and residential care. Day care is purchased for
children, Therapeutic day cara, play therapy, in-
dividual therapy, specialized therapy, and foster
care are available for children through referrals,
The implementation of follow-up measures is
anticipated.

Clientele: The program serves Individuals from
rural, suburban, and urban areas, from all In-
come levels.

Stalling: The program stalf includes child wel-
fare  personnel, homemaker . speclalists,
tawyers, pediatriclans, psychologists, social
workers, and teachers.

Osganization: The program Is an interdiscipii-
nary organization of professionals,
Caordinatlon: The program shares information
appropriate to therapy with the Crisis Line and
the South Central Nebraska Mental Health Unit.
Cases are generally referred by private physi-
cians, hospitals, schools, and neighbors, and
by self-refarrals, Cases are reported to the po-
lice, social weltare services, and the state cen-
tral registry.




CP-01442
Montana Oeacaoness Hospital, Greal Falls,
2601 11th Ave. S.
Great Falls, MT 59404
Montana Deaconcss Hospital Child Protece
tion Team.
M. Schuldt, and J. Severns.
Apr 75.

Services: The program is focused primarily on
ro%) abuse and neglect. Socal work counsel-
4 3, Parents Anonymous. couples counseling,
individual therapy, and medical care are offered
to parents. Meetings to call attention of con-
cerned individuals to needs of previously
hospitalized children provide follow-up.
Cllentels: Those served are individual children
and parents; they are primarily from mixed-in-
couie, urban areas. In the last fiscal year, 8 chil-
dren and 10 parents wers treated.

Stalling: Team members who spend time with
children and parents include physicians, nur-
ses, ped/ - icians, psychiatric sacial workers,
and aso’ 2’ vorker. All members except the so-
cial wr w2 ire reguiarhospitaf staft.
Organszetfon: The program is conducted by a
private, nonprofit organization.

Coordination: Medical professionals reler
cases to the program. Information pertinent to
the case of a hospitalized child is shared with
the County Department of Social and Reha-
bititation Services; a social worker is also
shared with this agency.

CP-01497
Albany County Child Protaction Council,
Laramie, Wyo.
255 N.30th
Laramis, WY 82070
Child Protection Treatment Team.
W. L. Edwards.
Nov 72,

Sarvices: The program scope focuses primarily
on chi'd abuse and neglect, Services in t"e
areas ¢ identitication, provantion, treatmant,
and fol ow-up are available. Social work coun-
seling, lay therapy, group therapy, couples
counseling, (amily counseling, and individual
therapy services are offered directly to parents,
with some of thesa services and homemaking
sarvicas, haalth counseling, child management
classes, residential care, medical care, family
planning assistance, and welfare services ob-
tainahle thraugh reférrals. Children receive 1n-
diwidual therapy directly, with a wide range of
child care and child heaith services furnished
througn referrals. Follow-up 1s maintained
through monthly phene calls, home visits, and
contacts with referral ager~..3. A parent aide
service has been added to 27 - -gram, and the
inclusion of Parents Anory - ..nd expanded
parent aide servicesis unlic._* >,

Cllantele: Individuali children, children in
qroups, individual parants, parants in groups,
and families account for 20, 5, 60, 5, and 10 per-
cent of the clientele, respectively. Clients are
drawn from mixed-income, rural and urban
areas.

Staftlng: The team consists of child wellare
persannel, family counsglors, lawyers, lay
therapisis, nurses, pediatricians, psychiatric
social workars, psychiatrists, psycholngists, so-
cial workers, and training specialists, all of
whom are voluntesrs.
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Organization: The program is conducted by an
interagency council made up of public and
privdte agencies. The program is evaluated in-
ternally, using informal methods.
Coordination: Medical and legal authorities,
sacial service agencies, schools, concerned in-
dividuals, and victims are the major referral
sources. Cases are reported by name to the
legal autharities, juvealle sarvices, social ser-
vices, and to a cantral reqistry maintained by
the Wyoming Department of Public Assistance
and Social Services. Cases are reported by
gross numbers to the Council. Information re-
garding needs and current status is shared with
the Albany County Department of Public
Assistance and Social Services. the Albany
County Branch of the Southeast Wyoming Men-
tal Health Center. and with the Aibany County
Public Health Nursing Service. Social workars
and child welfare personnel are shared with the
Public Assistance and Social Services,
psychological and psychiatric personnel with
the Southeast Wyoming Mental Health Center,
and nurses with the public schools and with
Public Heaith Nursing Services,

CP-01506
Platte County Dept. of Puklic Assistance and
Social Services, Wheatiand, Wyo.
Box 287
Wheatland, WY 82201
Platte County Chiid Protection Team.
J. Halloway.
Jun 74.

Services: The program scope focuses primarily
on child abuse and neglect. Services in the
areas of identification. preventon, treatment,
and tollow-up are avaliable. Social wark coun-
seling, family counseling. ndividuz therapy,
homemaking services, medical care, tamily
planning assistance, employment assistance,
and weilfare assistance are offered directly to
parents, wh some of these services also ob-
tainable through referrals or by purchase. Chul-
dren receivs gay care, medicai care, and foster
care services directly. Oay care, foster care, and
specialized tharapy are purchased. Specialized
therapy is also available by referral. Follow-up
15 maintained through caseworkes tontacts
with the client and through consultation with
referral agencies.

Clientele: Individual children, indwidual
parents, and familirs are served. Clients are
drawn from mixed-income. rural areas. :
Staffing: The program staff consists of child
welfare personnel, doctors, family counselors,
lawyers, psychiatric social workers, psycholo-
gIsts, social workers. and teachers,
Organization: The administering organization
1S supervised by the Wyoming Child Protection
Center.

Coord!‘natlon: Private physicians, schools, legatl
authorities, concerned individuals, and victims
are the major referral sources. Cases are re-

ported by name to the legal autherities, social
services. to a central registry matntained by the
Wyoming Department of Public Assistance and

ag:xal Services, and to the Mental Health Ser-
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CP-01866
Primary Children's Medical Center, Salt Lake
City, Utah,
320 12th Ave.
Sait Lake City, UT 84103
Primary Children's Medlcal Center Chiid Pra-
tection Team.
M. S. Moilanen, and M. Paimer.
Apr 76,

Servicas: Most of the program scope encom-
passes child abuse and naeglect, Services in the
areas of Identification, prevention, treatment,
and follow-up are available. Sacial work cour-
seling, family counseling, individual therapy,
child management classes, and medfcal care
services are offered directly to parents. Com-
prehensive social, human, health, and welfare
services are available to parents through refer-
rals, including many of those available as direct
services. Children recsive medical care, play
therapy, individual therapy, speclalized therapy,
and residential care services directly, A wide
variety of child care and child health services

are furnished to children through referrals, in-
cluding many which are also available as direct
services. Follow-up is maintained through writ-
ten correspondence and telephone calls con-
ducted on a quarterly basis.

Clientele: Individual children, individual
parents, and families account for approximataly
50, 25, and 25 percent of the clientele, respec-
tively. Cllents are drawn from mixed-incame,
rural, suburban, urban, and inner-city areas.
Stafting: The program staff consists of nurses,
pediatricians, psychiatrists, and social workers.
Organization: The administering organization
is supervised by Intermountain Healith Care, Inc.
Program evaluations involve the analysis of fol-
low-up reports on clients to determine If they
benefited from the services offered.
Coordination: Medical authorities and victims
are the major referral sources. Cases are re-
ported by name to the social services. Informa-
tion on the type of case, services provided, and
tollow~up are also shared with the Utah Division
of Family Services, A soclal warker is shared
with the Utah Division of Famlily Services and a
child psychiatrist with the Primary Children's
Medical Center Psychiatric Center,

Funding: Most of the program funding ia pro-
viddd by the administéting organlzation.




CP-01520
Arizona State Dapt. ol Economic Security,
Phoenix.
P.0.Box 6123
Phoenix, AZ 85005
Child Protective Services,
J. Huerta, and D. W. Burdue.
Aug 70.

Services: The program {ocuses mainly on child
abuse and neglect. Social wark counseling,
group therapy, family counseling, individual
therapy, homemaking services, heaith counsel-
ing, family planning assistance, psychiatric
evaluations, and psychological evaluations are
oftered to parents directly; parent aides, family
planning assistance. and medical care are
available through puchases; and Parents
Anonymous, health counseling, child manage-
ment classes, and assistance in employmen,,
housing, welfare, and family planning are

available through referrals, For children, day
care, individual therapy, foster care, residential
care, psychiatric examination, and psychologi-
cal evaluation are offered directly. therapeutic
day care, medical care, and individual ther;py
are available through purchases, and special-
ized therapy is available through referzals
Clientele: Jn the last fiscal yzar, 10,837 in-
dividual children and 5,795 fanulies {rom rural.
suburban, urban, and inner-city, mixed-income
areas were provided identification, treatment,
and follow-up services.

Staffing; Sociat workers and child wellare ger-
sonnel comprise the staff. Since the inception
of the program there has been a significant in-
creass in staff, and use of child abuse teams
has been initiated; use of emergency caretakers
and homemakers is anticipated in the near fu-
ture.

Organization: This is a state-wide program.
Program Evajuation and Development, Social
Services Bureau, reads a random sample of
cases statewide to determine whether State
Law and the Cepartment of Economic Security
manual guidelines are followed. A Social Ser-
vices Consultant makes field visits to each local
office on a continual basis and prepares written
evaluation after each visit.

Coordination: Medical authorities, social ser-
vice agencies, schools, law e¢nforcement agon-
cies, courts, abuse victims, and other con-
cerned individuals refer cases to the program.
Cases are reported to the police and judiciary
and to a state central registry maintained by the
Department of Economic Security. Pertinent in-
formation is shared with law enforce.nent per-
sannel and with the medical profession.
Funding: In the last fiscal year, program sup-
portcame entirely from state funds.

CP-01592
Monterey County Dept. of Social Services,
Salinas, Calif.
P.0.Box 299
Salinas, CA 93940
Crisls Intervention Continuum,
E. Deasy, and J. Phan.
Sep 72.

Services: Part of the program scope encom-
passes child abuse and neglect Services in the
areas of identification, prevention, treatment.
and follow-up are available. Social work coun-
seling. parent aide, couples counseling, family
counseling, individual therapy, homemaking
services, health counseling, family planning
assistance, and welfare services are offered
directly to parents, with some of these services,
child management classes, and medical care
services obtainable through raferrals. Children
receive foster care services directly, with day
care, medical care, irdividual therapy, speciai-
ized therapy, and residential care services
purchased from another program or furnished
through relerrals. Follow-up is accomplished
through staffings conducted 3 times a year and
through personal visits conducted on a weekly
or semiweekly basis. The establishment of a
Parents Anonymous service is anticipated. The
program is a task force system which works
coaperatively in the area of child abuse and
neglect.

Clientele: |Individual chidren, ndividual
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parents, ang families are served. Durning the last
fiscal year. identification, prevention, treat-
ment, and folfow-up services wete provided 10
2,502. 400. 2,502, and 2.502 indvidual children.
respectively; to 745. 316, 745, and 745 n-
dwidual parents, respectively: and to 510. 80,
510, and 510 families, respectively. Clients are
drawn from mixed-income, rural. suburban,
and urban areas.

Staffing: The program stalf consists of
homemaker specialists, program evaluators,
social workers, and tralning specialists.
Organization; The administering orgamzation
15 governed by the Monterey County Board of
Supervisors. Pragram plans and goals are
reviewed through staffings. Cases are reviewed
by the Accountability Supervisor.
Coardination: Medical and legal authorities,
private social service agencies, schools, con-
cerned individuals, and victims are the major
refarral sources. Cases are reported by name to
the legal authorities and to the social services.
The follow-up plan is shared with the Monterey
SCAN team. Social workers are shared with the
Ef Sausal Junior High Schooi and with the
Volunteer Bureau. A Woman-to-Woman pro-
gram is purchased from the Volunteer Bureau.
and training for employment services i3
purchased from Sav-a-Work, a rehabilitation
program.

Funding: In the last fiscal year, state, state-ad-
ministered federal, and counly funds ac-
counted for 7. 75. and 18 percent of the pro-
gram’sincome, respectively.

CP-01593
Monterey Peninsula Youth Project, Calif.
467 Alvarado
Monterey, CA 93940
Cammunity Counseling Center.
M. McPherson, R. Leep, and J. M. Gallagher.

Services: A part of the program scope focuses
on child abuse and neglect. Group therapy.
Parents Anonymous, couples counseling, fami-
ly counselfing, individual therapy, health coun-
seling, and family planning assistance services
are offered directly 1o parents. Child manage-
ment classes, medical care, residential care,
and welfare services are obtainabie through
referrals. Children receive play therapy and in-
dividual therapy directly; day care. therapeutic
day care, specialized therapy, foster care, and
rasidential cai> services are furnished through
referrals. Follow-up is accomplished on a
monthly basis through direct contact, phone
calls, and letters. The focus of the program has
changed from drug abuse to families and chii-
dren in crists. Direct counseling supervision
has greatly increased since the program’s in-
ception. Soliditication of schoo! counseling
programs and the expansion ot group counsel-
ing sarvices to youths are anticipated.
Clientele: Individual children, chidren in
groups, individual parents, parents in groups,
and tamilies accaunt tar 40, 10, 20, 10, and 20
percent of the clientele, respectively. Clients
are drawn from mixed-income, suburban and
urban areas,

Stafting: The program staff consists of family
counselors and lay therapists. Staff expertise
has increased markadly since the program’sin-
ception,

Organization: The program is conducted by a
private, nonprofit mental heaith organization.
Intarnal program evaluation is maintained by
the Management Team, the Counseling Coor-
dinator, the Clinical Director, and the Executive
Director through counseling supervision,
review of interview tapes, chart review, and fol-
low-up questionnaires to agencies. A total pro-
gram evaluation is conducted by the Mid Coast
Comprehensive Mantal Health Assaciation.
Coordination: The program is affiliated with
Parents Anonymous. Medical and legal authori-
ties, government social service agencies,
schools, parents, and victims are the major
relerral sources. Cases are reportad by name 1o
lagal authorities and juvenile services. General
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progress information is shared with the Com-
r.unity Hospital, school personnel, and the Sui-
cide Prevention Service, with the client's per-
mission.

Funding: In the fast tiscal year, county, mu-
rucipal. and private funds accounted for most of
the program’s income. Some of the program in-
come was provided by the school districts of
Manterey, Pacific Grove, and Carmel counties,

CP-01639
YWCA, Monterey, Calif.
P.0. Box 1362
Monterey, CA 93940
Monterey Peninsula Child Abuse Prevention
Council.
P. Fall, and E. Feeney.
Agr 75,

Services. Most of the program scope encom-
passes child abuse and neglect. Social work
counseling, couples counseling, family coun-
seling, individual therapy, child managemaent
classes. employment assistance, welfare
assistance, family planning assistance, and
medical care sarvices are offered to parents
through referrals. Children receive day care,
medical care, individual therapy, specialized
therapy, foster care, and residential care ser-
vices through referrals. The program serves as
a clearinghouse for information on child abuse.
A list of community resources in this area will
be prepared and efforts will be made to bring
parent education into the curricula of all high
schools. The establishment of a professionat
committee of physiclians, lawyers, police of-
ficers, and social workers to meet periodically
for the diagnosis and treatment of selected
child abuse cases, and the establishment of a
team to deal with long range treatment, educa-
tion, research, services, and follow-up for the
program are anticipated.

Clientele: Clients are drawn from mixed-in-
come, rural, suburban, and urban area.
Staffing: The program stail consists of a pro-
gram coordinator.

Organization: The administering organization
is gaverned by the Monterey County Board of
Supervisors.

Coordination: Information is shared with the
Monterey County Department of Social Ser-
vices - Children's Proteclive Services and with
the Joint Child Protection Team of Community
Hospital of Monterey Peninsuia, Staff is shared
with other programs conducted by the or-
ganization,

Funding: In this fiscal year, the county will pro-
vide most of the program's income.




CP-01653
Sisters of the Good Shepherd of Las Vagas,
Inc,, Nev.
7000N. Jones Blvd.
Las Vegas, NV 83106
Home of the Good Shepherd (Marle Saint
Yves School),
Sister M Celine, and Sister M Annunciata,
Aug 62,

Services: Part of the program locus is on child
neglect. Social work counseling, group
therapy, couples and family counseling, in-
dividual therapy, health counseling, child
management classes, employment assistance,
medical care, residential care, aftercare, and
crisis day-care prevention are offered to
parents, Day care, therapeutic day care, meadi-
cal care, individual therapy, residential care,
and group homes are offered to children. Fol-
low-up is offered for 3 months atter the return
home on a trial basis, and aftercare is offered
for 1 year.

Cllentele: Chiidren individually and in groups,
parents, and families from mixed-income sub-
urban and urban areas are served by the pro-
gram,

Stafting: Child welfare personnel, dentists,
physicians, family counselors, lay therapists,
nutritionists, pediatricians, psychiatric social
workers, social workers, and teachers comprise
the staff.

QOrganization; This is a private, nonprofit or-
ganzation under the supervision of the Provin-
cial Convent of The Good Shepherd, St. Louis,
Missouri. Program performance is evaluated in-
house by a team approach method.
Coordination: Private social service agencies,
schools, law enforcement agencies, courts,
prospective clients, and parents refer cases to
the program. Casas are reported by name to ju-
venile services and social services authorities.
Information on the status of chidren and an
program development is shared with the Na-
tional Council of Juvenile Judges in Reno. Staf!

are shared with Nevada Mental Health and Vo-
cational Rehabilitation programs.

Funding: Program support comes from state
funds, personal donations, and client fees.

CP-01654

Washoe County Dept. of Health, Reno, Nev.
10 Kirman
Aeno, NV 89510

Child Neglect and Trauma Center.

V. D'Atri,

Dec 14.

Services: The program focus is on child abuse
and neglect, Social work counseling is offered
to parents directly; social work counseling,
group therapy, Parents Ananymous, family and
couples counseling, and individual therapy are
available through referrals, For children, day
care, therapeutic day care, medical care. in-
dividual therapy, and foster care are available
through referral, Changes in the program since
its inception include provision for early inter-
vention and treatment through case con-
ferences including invoived professionals,
development of a speakers bureau, involvement
of the judicial component, and development of
a respite care center. Future plans include in-
creasing emphasis on public education,
establishment of a family stress center. training
of professionals and paraprofessionals, expan-
sion to a 24-haur reporting service, establish-
ment of a multidisciplinary team, and efforts
toward sensitization of the legal system to a
child advocacy role.

Clientele: Individual children (90 percent of the
total clientele), individuai parents (5 parcent),
and families (5 percant) from a wide variety of
locales and mixed-income fevels are provided
identification and follow-up services.

Staffing: The Coordinator also serves as ad-
ministrator, training specialist, and data
gatherer

Organization: The program is governed by the

Northern Nevada Task Force on Child Abuse
and Trauma. It provides a non-punitive outlet
for teporting. Other objectives dtrs 1o improve
communication betwseen existing agencies and
resources, to design programs, and o inform
and educate the communiy. Program per-
formance is evaluated irom periodic reports to
the District Health Officer and quarterly reports
to the Mountain States Regional Medical Pro-
gram {grantor).

Coordination: Medical authorities, government
social service agencies. schoals, faw anforce-
ment agencies, abuse victims, and other con-
cerned individuals refer cases to the program.
Cases are reported by namse to the police and
judiciary, and to social and weifare services,
health departments, day care centers, and
hospitals; they are reported by gross numbers
only to a state central registry maintained by the
Nevada State Welfare Division. The Coordinator
works with the Reno Police Department and
Washoe County Sheritts Department, Nevada
State Weltare Division and Washoe County Wel-
fare Department, the University of Nevada and
the Washoe County School District, and the
Washoe Medical Center and St Mary's
Hospital.

Funding: In the last fiscal year, program sup-
port came entirely from direct federal funds.
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CP-01888

San Francisco Dept. of Social Services, Calif.
P.O. Box 7988
San Francisco, CA 94120

Child Protective Services,

A. Farrington, and A. Ghosh.

1958,

Services: Most of the program scope encom-
passes child abuse and naglect. Services in the
areas of identification, prevention, treatment,
and follow-up are available. Soclal work coun-
seling, parent aides, group therapy, family
counseling, individual tharapy, health counsal-
ing, family planniny, housing, empioyment, and
welfare services are offered directly to parants,
with sacial work counseling, group therapy,
family counseling, individual therapy, health
counseling, child management classes, family
planning assistance, legal counseling, and
homemaking services available through refer-
rals. Children receive play therapy, individual
therapy, foster care, and residential care ser-
vices directly, with day care, medical care, and
speciafized therapy furnished through referrals.
Therapeutic day care (s purchased from
another program, Follow-up is maintained by
another agency.

Clientele: Cllents ara served primarily as family
units. During the last fiscal year, identification,
prevention, treatment, and follow-up services
were provided to 1734 children and 863 fami-
lies. Clients are drawn from mixed-income
urban areas,

Statfing: The program staff consists of child
welfare personnel and social service techni-
cians. i
Organizatlon: The administering organization
is governed by the California State Department
of Health, Administrative review is conducted
by the Assistant Direct of the program, .wit'h
state and federal audits also conducted periodi-
cally. -
Coordination: Medical and legal autharities,
social service agencies, schools, concerned in-
dividuals, victims, and day care personnel are
the major referral sources. Cases are reported
by name to the legal authorities, juvenile ser-
vices, and to a state central registry. All case_in-
formation is shared with the Juvenile Probatlpn
Department, and information is sh'ared with
other social agencies with the client’s parmis-
siofi. A miore formalized team approach with the
Juvenile Probation Department is beupg un-
dertaken, which includes sharing of facilities.
Funding: Direct federal funds accoupted for 76
percent of the program finances during the last
fiscal year; county and city funds accounted for
the remaining 25 percent.




CR-01680
Children's Orthopedic Hospital, Seattle, Wash.
Dept. of Behavioral Sciences.

4800 Sand PointWay N.E.

Seattle, WA 98105
Child Abuse Team.
A. Kamm, and J. Raskin,
Jul 70
Services: The scope of this program is focused
on chiid abuse and neglect. Day care. therapeu-
tic day care, medical care, play therapy, and in-~
dividual therapy are provided directly for chil-
dren. Services provided directly to familes 1n-
clude social work counseling, lay therapy,
group therapy. family counseling, individual
therapy, and houstng assistance. Follow-up in-
cludes weekly family counseling and weelily
gfoup therapy sessions.
Cllentele: Parenis and children from urban,
low-income groups are served by this program.
Staffing: The stalf consists of social workers,
psychologists, pediatricians. physicians,
psychiatrists, and other medical speciahists.
Organization; The organization is supervised
by ts Board of Trustees.
Coordination: Cases are referred to the pro-
gram by physicians, public and private social
service agencies, schools, legal authorities.
relatives, and the clients themselves. They are
reported to social agencies.
Funding: During the last fiscal year, approxi-
mately 66 percent of the program income was
derived {rom county scurces, 34 percent from
private soucces.

CP-01681
Coalition for Child Advocacy, Bellingham,
Wash.
P.O. Box 159
Beflingham, WA 98225
Coslltion for Child Advocacy.
M. Day, and J. Dutt.
Oct 74.

Sarvices: Most of the program scope encom-
passes child abuse and neglect. The lirst goal
of the program is to provide a cooperative com-
munity-based method for planning and delivery
of services to prevent and remediate child
abuse and neglect in Whatcom Gounty. As of
September 1975, efforts directed toward sucha
goal have baen in five areas: service planning,

legislative advocacy, interagency cooperation.
24-hour telephone consuftation. and :informa-
tion and referral. A parent aide service is of-
fered directly to parents: a wide range of social.
health. and welfare services is obtanable
through referrals. A wide variety of child care
aad child heaith services are available to chil-
dren through referrals. A second goa! of the
program is o increase knowledge ot in the
county cencerning child abuse and neglect, Ac-
tivilies directed toward this goal have been in
the areas of analysis of local chiid protective
service reports, professional and paraprofes-
sional training. public education. and public
relatins. Another goal of the program is to n-
crease reporting of cases of suspected abuse
and neglect.

Clientele: lndividual children, individual
parents, and families are served, Clients are
drawn from mixed-income, rural and suburban
areas.

Stalfing: The program staff consists of a ¢oor-
dinator and volunteers. ) o
Organization: The administering organization
is gaverned by the Whatcom County Opportuni-
ty Council, The program is evaluated through
axamination of stated goals, planned activities,
and quantitiable or specific accomplishments
by the Coalition and by the Whatcom County
Opportunity Council.

Coordination: Social service agencies, schools.
concerned individuals, and victims are the
major referrai sources. Cases are reported by
rame to the social services-and by identilying
code to the program’s assessment team. Edu-
cational information is shared with any pro-
gram.organization.orindwlduaL
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Funding: in this fiscal year, state-administered
federal and private funds accounted for 985
and .5 percent of the program income, respec-
fively.

CP-01692

Panel for Family Living, Inc., Tacoma, Wash,
1115 8. 4th 5t.
Tacoma, WA 98405

Coordinating Community Coacern for Child

Abuse and Neglect,

C. Narr.,

May 74.

Services. Most of the program scope encom-
passes child abuse and negiect. Services in the
areas ol treatment and tollow-up are available.
Social work counseling, parent aide, group
therapy, couples counseling, child manage-
mant classes, and medical care services are of-
fared directly to parents, with Parents
Ancaymaus, health counseling, medical care,
family planning assistance, and weifare ser-
vices obtainable through referrals, Follow-up is
accomplished through a single home visit con-
ducted at 30 to 90 days after case closure apd
through phone calls conducted as needed. A
multidiscipiinary diagnostic team now ofters
consuitation to professionals in the community
who are serving abusive or neglected families.
Clientele: Individual parents and parents In
groups are served, During the last fiscal year,
treatment and lollow-up services ware provided
to 14 and 9 individual parents, respactively; and
to 56 and 38 parents in groups, respectively.
Clients are drawn from low-income, suburban
and urban areas.

Statfing: The program staff consists of program
evaluators, training specialists, social workers,
an outreach worker, and an office manager.
The social worker supervises direct services.
Organizatian: The program is conducted by a
private, nonprofit social service agency. The
design of service evaluation is baing revised, It
is expected that methods consistent with single
individual ressarch will be employed. Multiple
measures will be used adapted to this style.
General program evaluation under contract
with the Department of Haalth, Education, and
Waeltare is maintained by Berkeley Planning As-
sociates, Berkeley, Califarnia.

Coardlination: Sdcial service agencies, schools,
courts, legal aid, public health nurses, and vic-
tims are the major referral sources. Cases are
reported by namae to the State Department of
Children’s Protective Serviceservices. Informa-
tion ts shared with the American Humane As-
sociation utilizing a standard reporting form
Funding: In the Iast fiscal year, direct federal,
county, and private funds accounted for99. 05,
and 0.5 percent ol the program income. respec-
tively.

cP-01697
Suspected Child Abuse and Neglect {SCAN)
Canter, Spokane, Wash.

105 W. 8th Ave.

Spokane, WA 99204
Suspected Child Abuse and Neglect Program.
D, E. Feehan.
Oct 73.

Services: The program focuses on child abuse
and neglest. Lay therapy and Families
Anonymous services are olfered directly to
tamilies. They are referred for a variety of spe-
cial, heaith, welfare, and social services. Chil-
dren are referred for day care, therapeutic day
care, medical care. play therapy, mndividuai
therapy, specialized therapy, foster care, ang
ragidential care. Community services include a
24-hour hot line, a speakers bureau, an infor-
mation ceriter, and promotion of good parent-
ing. Foliow-up 15 acsomplished by twice
monthly teféphone contacts, monthly volunteer
meetings with an assigned volunteer. and As-
sessinent Team meetings upodl request, A Base
Line Data System has bean developed to deter-
mine abuse or neglect risk factors in parents.
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Clientele: The client profile generally consists
of 75 percent individual parents. 5 percent
parents in groups. and 20 percent families. n
the last tiscal year preventive sarvices ware
delivered to 80 individual parents, 15 parents in
groups, and 80 families, Clients are primarily
from urban, mixed-income areas.

Stafling: The program employs fay thaerapists,
social workers, child welfare personnel, nurses,
and a research spectahst. A lawyer, a pediatri+
cian, and a psychiatrist serve as consultants.
Organization: The organization is supervised
by iIts Board of Directars. The program 1s evalu-
ated internally by an evaluation commiltee and
externally by the State Divison of Heaith.
Coordination: Sources of referrais are medicai
authorities, sacial service ageacies, schools,
ralatives and clients. Cases are reported by
name to social service authorities. information
is sharad with various professionalsin the com-
munity, civic organizations, and the school dis-
trict. The Executive Director is shared with the
Washinglon Association for Retarded Citizens;
a social werker is shared with Voluntary Action;
and nurses are shared with the Washington
Nursas Association and the Public Health Dis-
trict. An increased public awareness campaign
i§ planned.

Funding: In the fast tiscal year. approximately
45 percent of the program’s financial support
was provided by the county; about 55 percent
was contributed by voluntary agencies and pe(-
sonal donations. Sponsors include the Depart-
ment of Social and Health Services, the Juntor
League of Spokane, Cathalic Charities, Inc.,
ard the United Way ot Spokana.

CP-01701
Washtngton State Dept. of Social and Health
Services, Wenatchea.
Box 398, Chelan St.
Wenatchee, WA 98801
SCAN Diagnostic Team.

8. Bonifaci, 8, Johnson, and D,
B $ Newall,

Services: The scape of this program focuses on
child abuse and neglec!‘., Sgemces ollergd
directly to families include social work counse!~
ing. lay} therapy. couples counseling, tamily
tounseling, indwvidual therapy, and hamamak-
Ing services. Medical care, residential care, and
family planning assistance are purchased from
families, and they are relerred for welfare sar-
vices. Children ara directly provided with in-
dnvtdual therapy. Day care. medical care, Spe-
cialized therapy, and residential care are
purchased for children and they are also
re!erred torfoster cara.

Clientels: In the last fiscal year, 415 individual

children and 164 families were identified, and
350 children and 82 tfamilies were treatend‘
Clients are from various locales and income
lavels.

smmng: The staft is comprised of homemaker
specialists, lay therapis’s, »~d social workers.
Organlzatloq: The argadization is supervised
by the Washington State Department of Public
Assistance,

Coordination: Sources of refarrals are medical
and legal authorities, social seivice agancies,
schools, parents, other concerned indivi - s,
and clients. Cases are reported by namw to a
state central registry maintained by the Depart-
ment of Social and Health Services. Information
is also shared with the Wenatchee Sch~n| Dig-
trict, the juvenile court, and the Chelan-
Bouglas Health District.




CP-01895

Falrbanks Health Center, Alaska,
800 Alrport Way
Falrbanks, AK 99701

Child Protection Task Force.

C. Brice, and D. Schorr,

May 73,

Services: Most of the program scope encom-
passes child abuse and neglect. Services in the
areas of jdentification, prevention, and follow-
up are available. Parent aide services are of-
ferad directly to parents. Social work counsel-
ing, couples counseling, family counseling, and
child management classes are available to
parents through referrals, Children receive day
care, Individual therapy, and foster care ser-
vices through referrals.

Cllentele: Individual children, children in
groups, individual parents, and families ac-
count for approximately 5, 5, 19, and 80 percent
of the clientele, respectively. Clients are drawn
from mixed-income, suburban and urban areas,
Stafilng: The program staft consists of child
welfare personnel, doctors, homemaker spe-
clalists, fay therapists, nurses, pediatricians,
psychiatric social workers, psychologists, so-
clal workers, teachers, clergy, and a day care
coordinator. All are volunteers.

Qrganization: The Task Force Is govarned by
the Division of Mental Health, the Dlvision of
Social Services, and Fairbanks Healith Center.
Cuordination: Medical authorities, government
social service agencies, schools, parents,
neighbars, and victims are the major referral
sourses. Cases are reported by name to the so-
clal services and health departments, and by
gross numbers to a state central registry.
Funding: During the last fiscal year, a service
organization provided most of the program in-
come.
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Appendix B

Guidelines for Child Abuse and Neglect

Multidisciplinary Teams

The guidelines in this Appendix are reproduced with the
permission and cooperation of the Virginia State Department
of Welfare and the Pennsylvania State Department of Public
Welfare. TFor additional copies of these publicationms,
please contact:

Commeonwealth of Virginia
Department of Welfare
8007 Discovery Drive
Richmond, Virginiz 23288

Bureau of Public Education

Pennsylvania Department of Public Welfare
P.0. Box 2670

Harrisburg, Pennsylvania 17120

{(Publication Number PWPE 28 12-77)
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PREFACE

The General Assembly of Virginia in session during the winter of 1975 amended the Code of Virginia
by adding in Title 63.1 a chapter numbered 12.1 containing sections numbered 63.1-248.1 through
63.1-248.17. The addition established the statute of the State regarding child abuse and neglect, defined
certain pertinent terms, set the framework for reporting, and encouraged the fostering of multi-discipline
community and hospital-based teams within each locality.

“The local department shall foster, when practicable, the creation, maintenance and coordi-
nation of hospital and community-based multidiscipline teams which shall include where
possible, but not be limited to, members of the medical, mental health, social work, nurs-
ing, education, legal and law enforcement professions. Such teams shall assist the local
departments in identifying abused and neglected children, coordinating medical, social, and
legal services for the children and their families, helping to develop innovative programs
for detection and prevention of child abuse, promoting community concern and action in
the area of child abuse and neglect, and disseminating information to the general public
with respect to the problem of child abuse and neglect and the facilities and prevention
and treatment methods available to combat child abuse and neglect. The local department
shall also coordinate its efforts in the provision of these services for abused and neglected
children with the judge and staff of the court.”

(Chapter 12.1, Section of 63.1-248.6, E, Code of Virginia)

Although the local welfare departments were charged with “fostering” local teams, the same section
suggests that public and private agencies as well as community groups and interested citizens be in-
volved in the team.

Almost immediately, a need arose for some standards and guidelines to structure and give direction
to the teams. Therefore, the Governor’s Advisory Committee on Child Abuse and Neglect (also estab-
lished by the aforementioned Code amendments) designated a subcommittee to perform such a function
on behalf of the local teams,

Meanwhile, Region III of the Department of Health, Education, and Welfare signed a contract with
the consulting firm Development Associates, Inc., to provide assistance to State groups as they began to
structure programs for child abuse and neglect.

The material presented here is the result of the work of a subcommittee of the Governor's Advisory
Committee on Child Abuse and Neglect consulting with representatives of Development Associates, Inc.
Represented on the subcommittee were an established hospital-based team from the University of Vir-
ginia, the York County School Board, the Chesterfield-Colonial Heights Protective Services, The State
Department of Corrections, the Orange County Welfare Department, a multi-discipline team in Virginia
Beach, a mental health clinic in Martinsville, a health department in Abingdon, the Bureau of Child
Protective Services and the general public.

Teams around the State provided advice and critical reaction as the subcommittee’s work progressed.




The standards and guidelines presented here are based on the following model, which evolved from
several currently in use about the State. This model seems effective for the broad range of situations
existing throughout the State, but it should be considered eclectic, adaptable, and evolving.
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In order for a multi-disciplinary child abuse and neglect team to meet the full spectrum of a com-
munity’s needs, the team should consist of two general components or committees: a Case Consultation
Committee and a Program Development Committee. Other committees may be developed, but it is con-

ceived that they will either be components of these two general committees or they will be ancillary
to them.

Development of the two committees is anticipated to be gradual. Either committee may be developed
first — depending on the community’s most pressing and immediate needs — with the second committee
eventually evolving out of the first one.

The process will generally start with a small core group of highly interested and concerned citizens
who see a need for case consultation on child abuse and neglect cases and/or the development of pro-
grams and services to provide community education, treatment and prevention, etc. The core group will
coordinate efforts to form and develop one or both of these two committees in order to meet these needs.

Although the guidelines listed in this packet are only suggestions for developing a child abuse and neg-
lect team, they may be considered basic requirements for developing a team that can adequately meet
the community’s need for prevention, identification and treatment of child abuse and neglect. When a
system is developed for evaluating the quality of multi-disciplinary child abuse and neglect teams, these
are the standards on which teams will be evaluated.




Guidelines for implementation may be considered more flexible and subject to change from one com-

munity to another since each community can be expected to take into consideration its own unique
resources.

Although it will undoubtedly take different communities different lengths of time to fully implement
each standard, it is expected that all communities will eventually develop a fully functioning team in-
corporating each of them.

The responsibility for meeting these standards is the responsibility of the total community rather than
any particular agency. However, it is expected that the impetus for forming the core group will come
from the local welfare department.

The present subcommittee hopes to continue to function and to provide regional support services through-
out the Commonwealth. It is foreseen that evaluative, educational, and training techniques can be

provided by a permanent subcommittee on wmulti-discipline teams.

The committee welcomes your comments and criticisms. Send comments and suggestions to:

Chairperson, Sub-Committee on Multi-discipline Teams
c/o State Department of Welfare
Bureau of Child Protective Services

8007 Discovery Drive
Richmond, VA 23288

Persons responsible for writing these guidelines are:

Mrs. Elsie Elmore, Chairperson
Richmond, Virginia
Member of the Governor’s Advisory Committee

Dr. Catherine Smith
Abingdon, Virginia
Member of the Governor’s Advisory Cormmittee

Mr. Ernest Mooney
York County School Board
Grafton, Virginia

Ms. Corinne Carr, ACSW
University of Virginia Medical Center
Charlottesville, Virginia

Dr. Joseph Leizer
Patrick Henry Mental Health Center
Martinsville, Virginia

Miss Suzanne Fleming
Department of Social Services
Chesterfield-Colonial Heights
Chesterfield, Virginia

Mrs. Margery L. Krome
Professional Task Force on Child Abuse and Neglect
Norfolk, Virginia

Mr. Austin C. Micklem, Jr.
Division of Youth Services
Richmond, Virginia

Mrs. Lee McAlpine
Department of Social Services
Virginia Beach, Virginia

Miss Pauline Minor
Department of Public Welfare
Orange, Virginia

Mr. Gary C. Koch

Office of Child Development

Region IIT; Health Education and Welfare
Philadelphia, Pennsylvania

Ms. Patricia A. Vasquez, Consultant
Developmeat Associates, Inc.
Boothwyn, Pennsylvania




Mrs. Elizabeth Bone

Bureau of Child Protective Services
State Department of Welfare
Richmond, Virginia

I. TEAM PURPOSE, FUNCTIONS, AND ORGANIZATIONAL ISSUES

A. THE COMMUNITY BASED TEAM SHALL HAVE A WRITTEN STATEMENT
CLEARLY IDENTIFYING ITS MISSION OR PURPOSE.

® This statement should include:
1. measurable goals.
2. priorities.
3. specific objectives leading to the achievement of goals.
4. action steps, members responsible and deadlines.

B. THE COMMUNITY BASED TEAM SHALL OBTAIN SAICTION AND SUPPORT
FROM INFLUENTIAL GROUPS IN THE COMMUNITY.

® Sanctioning should be sought as early as possible in the team’s development.
® The team should advise political leadership of its effort and submit periodic reports.
® Team members should seek sanction and support from their respective boards.

The team should seek sanction and support from the local juvenile court and from the
commonwealth’s attorney, county attorney or city attorney.

The team should develop alignments with other citizen groups and representatives of
the private sector.

While the ultimate sanction for reducing the incidence of child abuse and neglect is based
in law, the need for having everyone in the community understand and support the effort
is obvious. Without this support, protective services and the community based team will
be working in a vacuum. With the broadest community support that can be secured, every-
one will become a part of the challenge, and the children will be the beneficiaries.

C. THE COMMUNITY BASED TEAM SHALL HAVE A WRITTEN STATEMENT OF
OPERATING PROCEDURES.

® This statement should include:
1. a method of electing a chairperson.
2. responsibilities of the chairperson and members.

3. terms of service of the chairperson and members.




4. frequency of meetings.
5. convenient time and locations of meetings.
6. procedure for the conduct of meetings.

® Plans and mechanisms should be developed for continuous communication and coordi-
nation of efforts with sanctioning bodies and with other pertinent groups, public and
private,

© The team may need to establish small, temporary subcommittees to undertake specific
tasks.

D. THE COMMUNITY BASED TEAM SHALL BE PERMANENT SINCE EFFECTIVE
SERVICE, PLANNING, AND COORDINATION ARE ENDURING PROCESSES. THE
COMMUNITY BASED TEAM SHALL DEVELOP PROCEDURES TO INSURE COM-
MUNICATION AND COORDINATION AMONG ITS COMPONENTS.

e A firm link must exist between the Program Development Comumnittee and the Case
Consultation Committee through the core group.

® A member of the core group should serve as liaison between any temporary subcom-
mittee and the team.

® The team members should understand how each organization represented on the team
functions.

® FEach member should be responsible for insuring that other members understand their
professional “language.”

II. COMMUNITY DEFINITIONS OF CHILD ABUSE AND NEGLECT AND STANDARDS OF
CARE

A. THE COMMUNITY BASED TEAM SHALL RECOGNIZE THE COMMUNITY CON-
TEXT IN WHICH CHILD ABUSE AND NEGLECT OCCUR (COMMUNITY VALUES,
INDIGENQOUS PROBLEM SOLVING TECHNIQUES, CHILD-REARING TRADITIONS,
RESOURCES AND LEADERSHIP) IN THE DEVELOPMENT OF PROGRAMS FOR
TREATMENT AND PREVENTION OF CHILD ABUSE AND NEGLECT. )

@ The team should identify sources of leadership in both the public and private sector.

® The team should identify strengths in the community that help or could help in pre-
venting child abuse and neglect.

® The team should identify social and economic problems and lifestyle patterns in the
community that contribute to the problems of child abuse and neglect.

B. WITHIN THE FRAMEWORK OF THE STATE CHILD ABUSE AND NEGLECT LEG--
ISLATION AND GUIDELINES OF THE DEPARTMENT OF PUBLIC WELFARE, THE
TEAM SHALL DEVELOP AN OPERATIONAL DEFINITION OF ABUSE AND NEG-
LECT TO GUIDE ORGANIZATIONS AND INDIVIDUALS IN IDENTIFYING AND
REPORTING.




® The definition should reflect community as well as professional standards and should be
sufficiently broad for casework and preventive intervention. The definition should be
reflective of the guidelines issued by the State Department of Welfare. The definition
should consider the varying child-rearing practices in the community.

C. WITHIN THE FRAMEWORK OF EXISTING REGULATIONS, THE COMMUNITY
BASED TEAM SHALL DEVELOP REALISTIC AND ATTAINABLE STANDARDS
AND GUIDELINES FOR USE BY COOPERATING AGENCIES AND INDIVIDUAL
PROFESSIONALS IN WORKING WITH CHILD ABUSE AND NEGLECT CASES.

® The standards and guidelines should include:

1. joint diagnostic evaluation.

2. criteria for treatment plans.

3. criteria ror format and timing of case review.

4. criteria for maximum caseload for team.

5. policies on follow-up of terminated or stabilized cases.

6. procedures for monitoring follow-up contacts.

Just as operational definitions can differ among communities, so also do the level of
resources, leadership, decision-making processes, and cultural backgrounds. It is not
possible, therefore, to develop standards and guidelines for service delivery that apply to
every community situation. The team should bear in mind that if standards are set too
low, they may be easily achieved but restrict progress. On the other hand, standards
that are set too high may never be attainable in some communities, and frustration can
be the result. By determining desirable patterns of services that are within the reamm of
reality and practicality, teams can measure needs by comparing existing patterns with
the desirable ones. This process will provide the necessary- groundwork for thorough
prugram planning and development.

IIi. SIZE AND COMPOSITION OF COMMUNITY BASED TEAMS

A. THE SIZE AND COMPOSITION OF A COMMUNITY BASED TEAM WILL DEPEND
ON THE TEAM’S FUNCTION AND PURPOSE WITHIN THE GEOGRAPHIC AREA.

® The membership of the community based team should consist of a core group whose
membership remains relatively permanent and a resource group whose membership
varies according to the need of the team for consultation,

The core group should draw its membership from those who have given impetus to the
formation and development of the community based team and who have shown regular
attendance at the team’s meetings. This should be a relatively stable group whose broad
function is to act as a steering commiltee for the community based team. Specific
functions of this group may include program planning and coordination as well as com-
munication and liaison between the team’s committees. It is recommended that member-
ship of this group not exceed six.




The resource group should have an open-ended membership consisting of people who are
invited to participate on the community based team for varying lengths of time de-
termined by the core group and who function as case or program consultants to the
community based team. The membership of this group need not be limited «nd should
be comprised of people who agree to participate on the team for specific projects or tasks
relevant to their areas of skill, knowledge, or community influence.

B. THE TEAM SHALL REFLECT THE RANGE OF PREVENTIVE AND TREATMENT
RESOURCES AVAILABLE TO ABUSED AND NEGLECTED CHILDREN. IT SHALL
INCLUDE PEC®LE INTERESTED AND WILLING TO PARTICIPATE ACTIVELY IN
THE IDENTIFICATION, DEVELOPMENT AND EVALUATION OF PROGRAMS RELE-
VANT TO CHILD ABUSE AND NEGLECT.

® The membership of the community based team (i.e. core and resource people) shall be
divided into a Cuse Consultation Committee and/or a Program Development Committee.
The community based team may function in either one or both of these areas, depend-
ing on the contituing needs of the community in which the team is developed.

¢ The Case Consultation Committee should be restricted to community based team mem-
bers who have the professional expertise necessary to identify and plan for treatment
of child abuse and neglect cases. Individuals with knowledge of a specific case to be
staffed by the Case Consultation Committee may be invited to participate on the com-
mittee for whatever length of time required for their consultation. This committee may
include both agency and privately employed professionals and should involve people
with a broad range of treatment and management knowledge, such as, physicians,
ministers, school personnel, psychologists, psychiatrists, social workers, law enforcement
officials and health professionals. The specific professions represented will vary with
both availability as well as the demonsirated or expected contribution they may be
expected to make to the committee. Where possible, these professi nals should be drawn
from local treatment agencies in order to provide a referral liaison between the com-
mittee and the agency. Agency professionals should have sufficient authority to accept
referrals to their own agency as well as to represent their agencies’ policies and
procedures.

® The Program Development Committee should include community based team members
who are agency as well as nonagency personnel. This committee should represent a
cross-section community in demographic characteristics determined mnecessary by the
Program Developr:ent Committee and may include representatives from civic groups,
volunteer organizations, business and government. Members chosen for this committee
should have skills, knowledge or influence necessary for contributing to program organi-
zation, coordination and evaluation as well as acquisition of funding. These members
should also have demonstrated an interest and concern about child abuse and neglect in
their community.

C. IF A MILITARY INSTALLATION EXISTS WITHIN THE AREA OF A COMMUNITY
BASED TEAM, A REPRESENTATIVE FROM THE MILITARY SHALL BE INVITED
TO BE ON THE TEAM.

IV. AREA AND COVERAGE OF COMMUNITY BASED TEAM
A. SUFFICIENT POPULATION SHALL BE ONE FACTOR IN DETERMINING THE

AREA TO BE SERVED BY A COMMUNITY BASED TEAM AS WELL AS THE COV-
ERAGE THAT CAN BE REASOMNABLY PROVIDED.




The population base might differ for the Case Consultation Committee and the Program
Development Committee of the team. A Program Development Committee might take
as its scope an area as comprehensive as an individual welfare region; however, a Case
Consultation Committee should be limited to a single municipality or a section thereof
and perhaps to one or more of its neighboring jurisdictions.

B. THE AREA CHOSEN FOR COVERAGE SHALL NOT EXCEED PROSPECTS FOR
ADEQUATE FUNDING TO ACHIEVE TEAM GOALS.

Combined jurisdiction might guarantee a better financial base.

Financial support for the team will come primarily from the budgets of participating
agencies.

Time and services may be donated by core and resource members of the team.

There should be cooperative efforts between the public and private sectors in exploring
the use of Title XX funds and other possible sources of funding.

Supportive services may be provided by sponsoring organizations or groups. These can
include such items as duplicating, clerical assistance, postage, etc.

C. COMMUNITY INTERESTS, LOCAL MORES, BUSINESS AND SOCIAL FACTORS
AND TRANSPORTATION SYSTEMS ARE IMPORTANT CONSIDERATIONS OF AREA
AND SCOPE OF COVERAGE.

®

The team should determine whether the area has common problems amenable to solu-
tion through joint efforts.

There should be a basic interpretation .. community standards and values.
Services should be accessible within a reasonable travel time.

Existing transportation systems should be considered in developing services.

D. THE DISTANCE TC BE TRAVELLED BY ANY TEAM MEMBER TO ATTEND MEET-
INGS SHALL BE A LIMITING FACTOR ON AREA COVERAGE.

A team member’s travel time should not exceed two hours a day.

V. CITIZEN PARTICIPATION ON A COMMUNITY BASED TEAM

A. THE COMMUNITY BASED TEAM SHALL DEVELOP MECHANISMS FOR CITIZEN
PARTICIPATION SO AS TO ASSURE AN ACCURATE VIEW OF AREA NEEDS,
PATTERNS, AND TOTAL CITIZEN SUPPORT.

The Community Based Team should encourage the participation of nonagency people.
This will allow concerned citizens to share leadership and guidance in the planning and
development of programs.

Procedures for choosing nonagency members should reflect the community make-up,
such as patterns of ethnic, racial, and economic levels. Other factors would include a
willingness to serve and an interest and concern in the area of abuse and neglect.




The Community Based Team should develop relationships with volunteer and citizen
groups.

The Community Based Team meetings dealing with community needs assessment, pro-
gram planning and program evaluation should be open to the public.

The team should develop regular communications with all segments of the community.

VI. PROGRAM DEVELOPMENT COMMITTEE

A. THE COMMUNITY BASED TEAM SHALL STUDY THE EXISTING SERVICE DE-
LIVERY SYSTEM FOR ABUSING AND NEGLECTING FAMILIES IN ORDER TO DE-
TERMINE THE COMMUNITY’S PROBLEMS, SIGNIFICANT GAPS OR OVERLAPS,
AND OBSTACLES TO DEVELOPMENT OF A COORDINATED PROGRAM.

Elements of the system that should be studied include:
1. identification and reporting.

2. investigation.

3. diagnosis and treatment planning.

4. long- and short-term treatment and follow-up.

5. training of professionals.
6. community education.
7. prevention.

The study should include not only those organizations and individuals currently provid-
ing services, but also any others in the community that could provide preventive or
treatment services,

Recommendations should be sought from any existing case consultation committee(s)
and human services planning groups in the community.

Information on problems and needs should also be elicited from clients, e.g., Parents
Anonymous groups or Client Involvement Committees.

The study should examine procedures for coordination within and among agencies and
organizations.

Each organization represented on the team may wish to assess its internal service capa-
bility, administrative procedures, planning and funding resources and commitment to the
team process before assuming responsibilities within the team’s plan.

B. BASED ON THE FINDINGS AND CONCLUSIONS OF THE STUDY, A PLAN SHALL
BE DEVELOPED TO SUPPORT A COMMUNITY SYSTEM FOR THE PREVENTION,
IDENTIFICATION AND TREATMENT OF CHILD ABUSE AND NEGLECT.

8 The plan should establish a framework for cooperative community structures to prevent

and treat child abuse and neglect.




® 'This plan should include:
1. measurable goals (long-term, intermediate and short-term).
2. priorifies.
3. operational objectives.
4. specific action steps.

e The plan should consider adaptation of existing services as well as development of new
ones.

® Recommendations for coordination at case consultation and program development levels
should be included.

C. THE COMMUNITY BASED TEAM SHALL ASSIST THE COMMUNITY (INCLUD-
ING ITS POLITICAL LEADERSHIP), THE GOVERNOR'S ADVISORY COMMITTEE,
AND THE LEGISLATORS IN UNDERSTANDING CHILD ABUSE AND NEGLECT AS
WELL AS IN FORMULATING AND EFFECTING LEGISLATION AND REALISTIC
APPROPRIATIONS FOR SERVICES TO ABUSING AND NEGLECTING FAMILIES.

® The team should inform the community and its leadership of the results of its needs
assessment study.

® The team should seek support for its comprehensive plan among various public and
private organizations as well as with political leaders.

D. THE COMMUNITY BASED TEAM SHALL SET THE DIRECTION FOR SOCIAL
ACTION THROUGH THE DEVELOPMENT OF PUBLIC POLICIES THAT STRENG-
THEN FAMILY LIFE, IN ORDER TO ALLEVIATE THE ECONOMIC AND SOCIAL
CONDITIONS THAT CONTRIBUTE TO THE PROBLEM OF ABUSE AND NEGLECT.

A thorough study must be undertaken before an effective plan can be developed. The study
should consist of a compilation of relevant statistical information as well as opinions and
the analysis of these to determine problems. It is crucial that real needs based on facts be
identified. The problems that appear most obvious may be those for which a solution is
already known and may not reflect the more critical problems underlying the service de-
livery system that should be addressed in the plan. The more directly each goal can be
related to a specific part of the problem, the more successful planning efforts will be. It is
difficult to develop realistic long-range goals because changes in conditions upon which they
are based are not always predictable. It is important, however, that teams attempt long-
range planning to set the over-all framework of their short-term goals and efforts. It is also
essential that the team establish priorities among its goals to reduce confusion about which
activity is more important and to provide direction on where scarce resources can most
effectively be used. In doing this, the team should always keep in mind the interdepend-
ence of various activities.

Adaptation of existing resources as well as developmént of new resources should be con-
sidered. Existing day-care programs might, for example, reserve a number of slots for




abused or neglected children after securing training for program staff. Vol'wmtary organi-
zations and church groups also sponsor programs that might be adapted to the needs of
abusing and neglecting families.

The plan should include a description of existing coordinating procedures, such as referrals,
sharing of information, and terminating of cases, and should make recommendations for
changes if needed.

VII. CASE CONSULTATION COMMITTEE

A. ANY MEMBER OF THE COMMITTEE OR HIS DESIGNEE MAY PRESENT A CASE

B.

TO THE CASE CONSULTATION COMMITTEE. THE LOCAL WELFARE AGENCY
SHALL DETERMINE WHICH OF ITS CASES ARE IN NEED OF THE COMMITTEE'S
ASSISTANCE. THE LOCAL WELFARE AGENCY MUST BE ULTIMATELY RESPON-
SIBLE FOR DEVELOPING AND IMPLEMENTING SERVICE ON ITS CASES.

® Appropriate cases to be brought to the Case Consultation Committee should be situations
where the specific treatment needs are not clear, where it is questionable whether the
child can safely remain at home, where a permanent plan of foster care or adoption is
to be considered, or where numerous community resources and treatment services must
be coordinated.

THE CASE CONSULTATION COMMITTEE SHALL ASSIST THE LOCAL WELFARE
AGENCY IN MAKING A COMPREHENSIVE DIAGNOSIS AND TREATMENT PLAN
FOR EACH CASE PRESENTED TO THE COMMITTEE. THE COMMITTEE SHALL
ASSIST IN MOBILIZING AND COORDINATING SERVICES TO MEET BOTH SHORT
AND LONG TERM TREATMENT GOALS.

® The Case Consultation Committee shall assist by:
1. collecting relevant .nformation on the child and family members to validate a com-

plaint or report; w the greatest extent possible, information should be collected di-
rectly from the family.

2. providing a forum to integrate information and identify potential problems in ser-
vice delivery.

3. assessing needs, strengths and priority problems of the child and family members.

4. recommending short- and long-range treatment plans and matching needs with ap-
propriate resources,

5. coordinating referrals to available resources.
6. promoting development of needed resources.
7. determining when a case is to be presented for another review.

8. developing a recall system to assure that cases will be reviewed at predetermined
intervals.




9. determining when a case can be safely terminated.

C. THE CASE CONSULTATION COMMITTEE SHALL INSURE THAT APPROPRIATE
FEEDBACK IS PROVIDED TO INDIVIDUALS WHO REPORT SUSPECTED CHILD
ABUSE OR NEGLECT SITUATIONS, WHERE THIS IS ALLOWED BY LAW.

® The State Department of Welfare, Social Service Manual outlines procedures for provid-
ing such feedback. In addition, the committee could determine other feedback methods;
e.g., a reporting professional might attend diagnostic and/or treatment review conference.

D. THE CASE CONSULTATION COMMITTEE SHALL ENCOURAGE COORDINATED
EFFORTS AMONG AGENCIES AND INDIVIDUALS WHO ARE RENDERING DIRECT
SERVICES TO A FAMILY. WHEN SERIOUS PROBLEMS OF COORDINATION OR
SERVICE DELIVERY OCCUR, THE CASE SHOULD BE REVIEWED BY THE COM-
MITTEE.

® Initially, service providers would convene to clarify their respective roles and set inter-
vals for progress conferences. Each provider would accept responsibility for communi-
cating with other providers whenever indicated, e.g., when a family crisis warrants
concerted action. Providers will want to consider the advisability of involving family
members in conferences when appropriate.

When a conflict between providers cannot be resolved, it would be in the family’s best
interest for the case to be reviewed by the Case Consultation Committee.

VIII. PARENTS AND CHILDREN’S RIGHTS

A. THE CASE CONSULTATION COMMITTEE SHAILL AT ALL TIMES REMAIN
AWARE OF THE NEED TO PROTECT THE RIGHTS OF PARENTS AND CHILDREN
IN THE PRESENTATION OF CASES BEFORE THE COMMITTEE.

® All committee members shall become familiar with State legislation and agency regula-
tions regarding confidentiality in child abuse and neglect cases. Minimally, the Case
Consultation Committee shall adhere to the Privacy Protection Act of 1976, Section 2.1-
377 through 2.1-386 of the Code of Virginia.

® Any information shared concerning the child and his/her family shall safeguard to the
greatest extent possible, the privacy rights of the individual involved.

B. DUE TO THE PRIVACY PROTECTION ACT, IT IS RECOMMENDED THAT TEAM
MEMBERS SIGN A WRITTEN STATEMENT THAT GUARDS THE CONFIDENTI-
ALITY OF ALL INFORMATION REVEALED DURING TEAM DISCUSSIONS.

IX. INTER-AGENCY AGREEMENTS

A. THE TEAM SHALL OBTAIN WRITTEN AGREEMENTS OF COOPERATION FROM
THE AGENCIES AND ORGANIZATIONS WITHIN THE COMMUNITY’'S SERVICE
DELIVERY SYSTEM.

® Local interagency agreements should reflect any agreements existing between State
agencies,




® Agreements should be based on the results of the study and comprehensive community
plan developed by the team.

® Agreements should include:
1. methods for formal and informal communication among staff.
2. referral procedures,
3, criteria for cases to be accepted by each.

4. the roles agencies will play in identifying and reporting cases, providing various
types of treatment and day-te-day management of cases.

5. procedures for sharing information on diagnosis and progress of cases with which
more than one agency is working.

6. mechanisms for resolving conflicts that might arise among staff working on a case.

B. THE AGREEMENTS SHALL RECOGNIZE THE LOCAL WELFARE AGENCY’S NEED
FOR SUFFICIENT INVOLVEMENT IN CASES TO CARRY OUT ITS LEGAL MAN-
DATE.

&

& The team should insure that the local welfare agency’s authority and responsibilities are
observed.

It is essential that the team insure that all agreements reflect the legal mandate of
the local welfare agency; for example, the local welfare agency is given the au-
thority to investigate all reported cases of suspected abuse and neglect.

C. THE TEAM SHOULD ENCOURAGE CONFERENCES AMONG COOPERATING
AGENCIES ON A REGULAR BASIS TO DISCUSS PROBLEMS AND RECOMMEND
CHANGES IN PROCEDURES AS NECESSARY.

® Administrators of cooperating agencies should meet quarterly to review progress in im-
plementing the comprehensive community plan.

e Agreements should be reviewed and revised as necessary.

X. PROGRAM EVALUATION,/RESEARCH

A. THE COMMUNITY BASED TEAM SHALL ENCOURAGE ALL AGENCIES TO MAIN-
TAIN AND SHARE THE TYPES AND AMOUNT OF DATA NECESSARY FOR PLAN-
NING AND EVALUATION OF PROGRAMS.

® This information should include:

1. the number and sources of referrals.

2. the number of valid cases.




3. the type of abuse and neglect.

4. the number of cases terminated and the reason.
5. the number of repeated cases.

the types of services provided by organization.
the number of organizations providing services.

the number of individuals providing services.

© ® N o

the number of case conferences held.
10. the number of joint treatment plans developed.
11. the number and types of training programs.

12. the number and types of public awareness programs.

THE COMMUNITY BASED TEAM SHALL REGULARLY PERFORM A REVIEW AND
EVALUATION OF THE COMMUNITY'S OVER-ALL SERVICE DELIVERY SYSTEM
WITH EMPHASIS ON THE EFFECTIVENESS, EFFICIENCY AND ACCEPTABILITY
OF SERVICES FOR CHILD ABUSE AND NEGLECT CASES.

® Effective planning for child abuse and neglect services is based on regular evaluation of
community programs and their effects on families.

THE COMMUNITY-BASED TEAM SHALL DEVELOP METHODS FOR REVIEWING
AND EVALUATING THE EFFECTIVENESS WITH WHICH SERVICES ARE BEING
COORDINATED AND UTILIZED.

¢ The team should designate persons skilled in evaluation methods to assist with this
evaluation.

The team should determine how a representative sample of cases is to be selected and
assist with selection of cases for review.

® The team should spell out criteria for determining effective and noneffective use of
services by clients; e.g., number of appointments made, kept, broken, accessibility of

service, completeness of treatment plan, regularity with which treatment plan is reviewed
and updated.

The team should determine how often such reviews should be conducted.

The team should be responsible for writing and distributing a report of findings and
recommendations to improve service utilization and coordination.

THE COMMUNITY BASED TEAM SHALL COOPERATE WITH INDIVIDUALS AND
GROUPS CONDUCTING BONAFIDE RESEARCH ON CHILD ABUSE AND NEGLECT
BY PROVIDING APPROPRIATE INFORM.ATION.




The teams should be assurea that the purpose of research is valid.
Only nonidentifying information should be released.

The teams should insure that the researcher is following acceptable research standards
such as those governing the protection of human subjects.

Cooperation with appropriate research gatherers may result in valuable planning and
evaluation assistance to the team.
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INTRODUCTION

This handbook is intended to assist county child welfare agency
staffs and other interested parties to develop and improve Multidisciplinary
Team services to abused and neglected children and their families.

On October 1, 1976 Frank S. Beal, Secretary of the Department of
Public Welfare, requested top level staff assistance from various State Depart-
ments to join with the Department of Public Welfare to establish a State
level Multidisciplinary Team.

The Team's major goal for 1976-77 was to develop a model with
standards and guidelines for use by county child welfare agencies in
establishing a county Multidisciptinary Team. This booklet represents the
Team’s efforts at puiling together all the general ideas on the Multidiscip-
linary Team concept and adapting them to Pennsylvania’s law and par-
ticular needs.

The following individuals were assigned to represent their respective
departments on this Statewide Team:

DEPARTMENT OF JUSTICE
Attorney General’s Office
Mr. Paul Schilling, Deputy Attorney General

JUVENILE COURT JUDGES COMMISSION
Honorable Harvey N. Schmidt

DEPARTMENT OF EDUCATION
Ms. Frances DeWitt, Special Assistant,* Deputy Secretary’s Office
Mr. john Christopher, Director, Bureau of Instructional Support
Services
Ms. Marian Lohr, Coordinator**, School Health Services

DEPARTMENT OF PRALTH
Dr. Annette Lynch, Director, Bureau of Children’s Services

PENNSYLVANIA STATE POLICE
Captain Salvador Rodrequez, Director, Community Relations Division




GOVERNOR'S COUNCIL ON DRUG & ALCOHOL ABUSE
Mr. Peter Pennington, Executive Assistant Director
Ms. Debbie Metz, Co-member**

DEPARTMENT OF PUBLIC WELFARE
Office of Mental Health:
Dr. Alan Handford, Director, Children & Youth Services
Dr. James Reisinger, Staff Assistant
Office of Menta! Retardation:
Ms. Carol Chalick, Chief, Division of Preventive Services
Office of Children and Youth:
Mr. Joseph Spear, Child Welfare Specialist***
Mr. Lee Mitler, Administrator, ChildLine

FEDERAL REGION il
Mr. Gary Koch, Child Development Specialist, Department of Health,
Education & Welfare

DEVELOPMENT ASSOCIATES
Ms. Patricia Vasquez, Project Director, Development Associates

| thank those Team Members who took time, inclvding weekends,
from their busy schedules and contributed valuable information and assist-
ance to us.

We hope the remaining pages of information are meaningful to you
and we welcome your comments.

Gordon johnson, Team Coordinator
Director, Bureau of Child Welfare

* Resigned from the Team
** New Member
**% Assistant Team Coordinator




PREFACE

The management of child abuse cases cuts across various professional
disciplines and at one time or another may require the expertise of
physicians, social workers, attorneys, psychologists, nurses, etc, With this in
mind the concept of the Multidisciplinary Team was developed to prevent
confusion to the child and parents and to allow the various professionals
involved to work cooperatively for the betterment of all concerned. The
treatment approach can be planned and implemented and services increased
or decreased as the need arises. Through proper case management by the
Team, the child can be maintained in his/her home environment with minimal
risk and maximum treatment benéfits.

The use of Multidisciplinary Teams also removes the awesome
decisions and responsibilities from one person and distributes the respon-
sibility among the various Team members. Since it does transcend one
profession, it is appropriate that all professions involved in a particular
case should meet to discuss the best approach to helping each particular
family.

The use of Multidisciplinary Teams has the added advantage of
minimizing the confusion to the client because it presents a systemized
approach and coordinates the activities of all concerned and involved. This
prevents a flood of helping persons from visiting the family and offering
services which may be in direct contradiction to one another. 1t allows
one person to take the leadership role with a particular family and to
coordinate and arrange for other services as they are needed or indicated.

Multidisciplinary Teams can serve another valuable function for
both the community in general and the child welfare agency administrator
in particular by identifying gaps in service in the community and working
to see that the necessary services are developed to fil! this void. The Multi-
disciplinary Team can either develop these services directly or use their
influence to convince the appropriate political structure that expansion
or development of services is necessary.




Legal Mandate:

The Child Protective Services Law, Act of November 26, 1975,
P.L. 438 (No. 124) mandates each county’s child protective service to make
available among its services for the prevention and treatment of child abuse
the benefits of a Multidisciplinary Team. Attending departmental regula-
tions, Chapter I, Section 23, stipulate that the Child Protective Service
shall consult with and utilize the services of professional disciplines within
their communities such as health, mental health, social services, education,
law and law enforcement for the purposes of developing, reviewing, and
implementing treatment plans for abused children and their families, and
for receiving recommendations as to the improvement of overall service
delivery by the Child Protective Service.

Acknowledgements:

In 1974 Congress enacted the Child Abuse Prevention and Treat-
ment Act which made available for the first time monies to be used speci-
fically for research and training in the area of child abuse and neglect. Part
of this money was used to develop a contract with Development Associates,
Inc., 2 Management and Governmental Consulting Firm located in Wash-
ington , D.C. The purpose of this contract was to conduct needs assess-
ment surveys in all ten Federal Regions to ascertain what state and county
agencies perceived as their greatest need in delivering services to abused
and neglectcd children. The consensus of the various professions engaged
in the planning and delivery of services to abused and neglected children
in Region lil was that there was a need for assistance in planning for and
carrying out the roles of a Multidisciplinary Team as well as staff develop-
ment assistance for the various state agencies involved in serving abusing
and neglecting families.

The Office of Child Development which is implementing this act
awarded a second contract to Development Associates to assist the states
in Region 1} in developing a state model for Multidisciplinary Teams based
on the uniqueness of each state’s law and administrative structure for deliver-
ing services to abused children and their parents. The first step in this process
was to designate a Team composed of the various professions that carried
program planning and development responsibilities for child abuse at the
state level. One of the. functions of this team was to develop the following
model and guidelines for local communities to use in developing Multi-
disciplinary Teams. The Bureau of Child Welfare in the Department of

Public Welfare was assigned primary responsibility to coordinate the activi-
ties of this Team. .
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DESCRIPTION OF THE PENNSYLVANIA MODEL:
COMPONENTS OF SERVICE

The schematic on page five (5) is a functional model for community-
based teams -- that is, it outlines the essential, interdependent functions
necessary to a coordinated community approach to child abuse. The
organizational structure adopted by different communities, however, will
differ with their characteristics and needs. One community might, for
example, develop a single group to undertake these functions while another
might develop a number of tiighly specialized subcommittees. A team might
also be composed of permanent members who meet regularly and consulting
members who undertake a specific task or who bring special knowledge or
skills needed for an individual case consultation.

It is anticipated that the process of implementing the total model
will be a gradual one, with each community determining which functions
it will address first. Because of any number of variables, counties are in a
continuum in establishing MDT’s. The Department of Public Welfare does
not expect every county to implement MDT as described in this booklet.
The purpose of the model, standards and guidelines is to assist communities
in establishing a MDT. Counties are not required to develop their MDT’s
after the model described herein, but encouraged to take those parts or
suggestions that would be of benefit to them.

This book should be considered as a beginning. Comments on its
usefulness and suggested techniques would be appreciated.




I.  Team Functioning/Organizational Issues

A. THE COMMUNITY-BASED TEAM SHALL HAVE A WRITTEN
STATEMENT CLEARLY DELINEATING ITS MISSION OR
PURPOSE AND MEASURABLE GOALS.

1. The team should establish priorities among its goals and
objectives which should include the following:

-

review and assess community needs and resources

assist the child welfare agency in t:e development of its
local plan

assist in developing needed resources

develop public awareness of the problem of child abuse
develop a component to provide consuitation to the child
welfare agency in specific cases

assist in the identification and development of interagency
relationships

assist in educating organizations and individuals in identify-
ing and reporting suspected child abuse

seek citizen participation (Sec. !lI, Citizen Participation)

2. Specific objectives leading to the achievement of each goal
should be identified.

3. Specific action steps, members’ responsibilities and deadlines
should be outlined.

B. THE COMMUNITY-BASED TEAM SHALL HAVE A WRITTEN
STATEMENT OF HOW IT WILL OPERATE (OR A CONSTITU-
TION AND BY-LAWS IF MORE FORMAL STRUCTURE IS
REQUIRED).




1. The statement should include:

- a method of nominating and selecting officers

- responsibilities of officers and members

- term of service for officers and members

- frequency, times and locations of meetings

- whether meetings are open or closed to the public
- aset of ground rules for the conduct of meetings
- attendance at meetings

- use of subcommittees

C. THE COMMUNITY-BASED TEAM, NOT THE INDIVIDUAL
MEMBERS, SHALL BE PERMANENT SINCE EFFECTIVE
PLANNING AND COORDINATION ARE A COMPLEX AND
DYNAMIC PROCESS.

D. THE COMMUNITY-BASED TEAM SHALL SEEK THE SUPPORT
OR SANCTION OF GOVERNMENTAL GROUPS IN THE
COMMUNITY,

1. The community-based team should advise the political leader-
ship of its efforts and provide periodic reports on its progress.

2. Plans and mechanisms for coordination of efforis with other
pertinent public and voluntary citizens’ committees should be
developed by the team.

3. Firm linkages should exist between program planning/coordin-
ation and case coordination.

4, The team should meet regularly with the administrators of
cooperating programs to review progress being made in the
development of a coordinated service delivery system.




COMMENTS

The purpose of developing by-laws or statements of operation is to
provide clarity in goals and objectives as well as a permanent structure for the
team. Equally important is a clear understanding of how the team is to
operate. Each member should understand his or her responsibilities as
well as such ground rules as how decisions are to be made. The team can
also begin to build a support base in the community by informing the
political leadership, other significant public and voluntary citizens' com-
mittees or councils as well as the community at large of its goals and progress
in achieving them,

1. Team Composition

A. THE COMPOSITION OF THE COMMUNITY-BASED TEAM
SHALL REFLECT THE RANGE OF AMELIORATIVE AND
TREATMENT RESOURCES AVAILABLE TO ABUSED AND
NEGLECTED CHILDREN AND THEIR FAMILIES.

1. Representatives from the fields of social service, health,
mental health, education, law enforcement, legal profession,
and elected governmental officials should be included.

2. In areas where military bases are located, a representative
of this sector should be included.

3. There should be representatives from the community at
large (non-agency members) selected on the basis of geo-
graphical distribution; community patterns of ethnic back-
ground, income levels, educational levels, and occupations,
as well as willingness to serve, expertise, and concern.

B. QUALIFICATIONS OF TEAM MEMBERS SHALL INCLUDE
THE ABILITY TO CONTRIBUTE TO THE SOLUTION OF
PROBLEMS AND TO CARRY OUT THE RESPONSIBILITIES
OF MEMBERSHIP THROUGH A WILLINGNESS TO SERVE
ON A CONTINUING BASIS. MINIMALLY, MEMBERS SHALL
HAVE DEMONSTRATED AN INTEREST IN AND CONCERN
ABOUT CHILD ABUSE AND NEGLECT.




1. Members who represent agencies should be persons of suffi-
cient stature that their actions reflect their agencies’ policies.
At the program coordination fevel, these members should be
administrators; at the case level, supervisory and direct service
staff. In either case, members should be able to make commit-
ments on behalf of their individual organizations.

COMMENTS

The initial composition and size of a team will most often be deter-
mined by its purpose and goals as well as by the level of interest and commit-
ment on the part of agencies and individuals. A team should strive to incor-
porate all organizations in the community which are or which could be
providing ameliorative and treatment services. While a team should be large
enough o be representative of the area it serves, caution must be taken so
that it does not become unwieldy. A team might, for example, be composed
of permanent and consulting members or might use mechanisms such as ad
hoc committees.

If aicommunity-based team is to become a realistic and effective joint
planning and decision-making body, it is critical that members appointed by
various organizations have the authority to represent their agencies’ interests
and points of view. Members should be able to stimulate implementation of
plans by influencing the necessary political and administrative action and
financing,

10




Citizen Participation

A. THE COMMUNITY-BASED TEAM SHALL DEVELOP ME-
CHANISMS TO SEEK CITIZEN  PARTICIPATION IN ORDER
TO ENSURE AN ACCURATE VIEW OF AREA NEEDS AND
PATTERNS AS WELL AS CITIZENS’ SUPPORT OF PROGRAMS
WITH THEIR IDEAS, LABOR, FUNDS, AND UTILIZATION
OF THE SERVICES.

1.

W

The team should identify sources of leadership in both the
public and private sector.

The team should identify persons or groups in the community
which do or could help in preventing child abuse and neglect.

The team should identify social and economic problems
or patterns in the community which contribute to the pro-
blem of child abuse and neglect.

The team should make reports to the community detailing
problems and needs, program plans and progress, and
recommendations for changes needed to improve service
effectiveness.

Team meetings dealing with community needs assessment,
program planning, and program evaluation must be open

to the public.

The team should develop linkages with voluntary organiza-
tions and citizens’ groups.

The team should assist in the development of public aware-
ness and education campaigns.

11




IV. Area/Coverage

A. THE CPS IN ALMOST ALL CASES FUNCTIONS ON A SINGLE
COUNTY BASIS. HOWEVER, THE COMMUNITY-BASED
TEAM MAY DEFINE ITS SERVICE AREA DIFFERENTLY,
BASED ON SUCH FACTORS AS:

1.

2.

Sufficient population base;
Necessary financial resources;

Linkage through common business and social interests and
transportation systems;

Political boundaries;
Existing service delivery boundaries or catchment areas.

COMMENTS

One of the first decisions which a team must make is the area which
it will serve -- a single county; sections of a large city; or, particularly in some
rural areas, all or part of several counties. Factors such as the type of team,
size of the population requiring services, proximity of the people to the
services, team staffing and budgetary constraints will all affect this decision.
The team should also determine whether or not the area chosen has common
problems which are amenable to solution through joint efforts.

V. Community Standards of Care

A. THE COMMUNITY-BASED TEAM SHALL WORK WITH THE
CPS IN DEVELOPING REALISTIC AND ATTAINABLE STAN-
DARDS AND GUIDELINES COMPATIBLE WITH EXISTING
REGULATIONS FOR USE BY COOPERATING AGENCIES
AND INDIVIDUAL PROFESSIONS IN WORKING WITH CHILD
ABUSE/NEGLECT CASES.
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1. The standards and guidelines should include at least the
following areas:

- criteria for treatment plans

- minimum frequency of contacts with families

- criteria for format and timing of case review

- criteria for maximum caseload size--for team and type
of staff

- criteria for determining timing and procedures for ter-
mination of stabilization of cases

- time between maximum progress and termination/stabi-
lization

- policies re follow up of terminated/stabilized cases

- procedures for monitoring follow up contacts

COMMENTS

The team should bear in mind that if standards are set too low, they
may be easily achieved but may restrict progress. On the other hand,
standards that are set too high may not be attainable in some communities,
and frustration can be the result. By determining desirable patterns of
services that are within the realm of reality and practicality, teams can
measure needs by comparing existing patterns with the desirable ones. This
process will provide the necessary groundwork for thorough program plan-
ning and development.

V1. Program Planning/Development

A. THE COMMUNITY-BASED TEAM SHALL IDENTIFY, REVIEW
AND ASSESS COMMUNITY PROGRAMS FQR ABUSING AND
NEGLECTING FAMILIES, WITH A VIEW TOWARDS DESCRIB-
ING THE EXISTING SERVICE DELIVERY -SYSTEM. THE
TEAM SHALL DEVELOP A REPORT OUTLINING ITS CON-
CLUSIONS AS TO THE COMMUNITY’S PROBLEMS, SIGNIFI-
CANT GAPS OR OVERLAPS, AND OBSTACLES TO THE
DEVELOPMENT OF A COORDINATED SERVICE DELIVERY
SYSTEM.

13




THE DEVELOPMENT GF A COORDINATED
SERVICE DELIVERY SYSTEM.

1.

The elements of a coordinated system include:

identification and reporting

investigation

diagnosis and treatment planning

long and short term treatment and follow up
training of professionals

community education

prevention

program evaluation and monitoring

.

v

*

Y

3

[

The review and assessment should include not only those
organizations and individuals currently providing services
but also others in the community which could provide
ameliorative or treatment services.

input should be sought from any human service agencies
and/for planning groups in the community.

Information on problems and needs should be sought from
clients of the service delivery system.

The team should review coordination procedures within
and among agencies.

The report on conclusions should describe the procedures
currently used to serve abusing and neglecting families, the
types of services provided, and the agencies providing services.
The assessment should consist of relevant statistical infor-

mation as well as opinion, and the analysis of these to
determine problems.

14
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B. BASED ON THE CONCLUSIONS AND FINDINGS OF THE
REVIEW AND ASSESSMENT, A COMPREHENSIVE COMMU-
NITY PLAN SHALL BE DEVELOPED TO STRENGTHEN THE
SERVICE DELIVERY SYSTEM.

1.

The plan should -establish roles and responsibilities for
cooperative community structures to prevent and treat child
abuse and neglect.

The plan should recognize Child Welfare’s mandate and legal
responsibility to establish and maintain a MDT.

The plan should include:

- measurable goals (short term, intermediate, and long term)
- priorities

operational objectives

specific action steps to be undertaken by the team
mechanisms for ongoing evaluation

. . The plan should consider adaptation of existing services as

well as development of new ones.

Recommendations for coordination needed at both the
program or system level and case level should be included.

The broadest possible community participation should be
sought in the development of the plan.

This plan should include recommendations to assist the
agency director in developing the “Local Plan.”

15




C. THE COMMUNITY-BASED TEAM SHALL ASSIST THE COM-

D.

MUNITY, LOCAL CITY AND COUNTY GOVERMMENTAL
OFFICIALS AND STATE LEGISLATORS IN UNDERSTAND-
ING CHILD ABUSE AND NEGLECT AND IN THE FORMULAT-
ING OF LEGISLATION AND REALISTIC APPROPRIATIONS
FOR SERVICES TO ABUSING AND NEGLECTFUL FAMILIES.

1. The team should inform the community and its political
leadership of the results of its needs assessment.

2. The team should be an advocate for its comprehensive plan
with public and private agencies and the political leaders.

3. The team should participate in the public hearings for the
local plan.

THE COMMUNITY-BASED TEAM SHALL SET THE DIREC-
TION FOR SOCIAL ACTION TO IMPROVE THE ECONOMIC
AND SOCIAL CONDITIONS WHICH CONTRIBUTE TO THE
PROBLEM OF ABUSE AND NEGLECT THROUGH THE
DEVELOPMENT OF PUBL!C POLICIES WHICH STRENGTHEN
FAMILY LIFE,

THE TEAM SHALL OBTAIN WRITTEN AGREEMENTS FROM
THE AGENCIES AND ORGANIZATIONS WITHIN THE COM-
MUNITY’S SERVICE DELIVERY SYSTEM SPECIFYING THEIR
ROLE IN IMPLEMENTING THE COMPREHENSIVE COMMUN-
ITY PLAN.

1. The agreements might include:

+

referral procedures

- criteria for cases to be accepted by each

procedures for sharing information on the diagnosis and

progress of cases involving more than one agency

- mechanisms for regular review of agreements and revision
as necessary

- procedures for joint staff training

- financial agreements

16




COMMENTS

A thorough needs assessment must be undertaken before an effective
plan-can be developed. It is crucial that real needs based on facts, not merely
opinion be identified. The problems which appear most obvious may be
those for which a solution is already kiown and may not reflect the more
critical problems underlying the service delivery system which should be
addressed in the plan.

The more directly that a goal can be related to a specific part of
a problem, the more successful planning efforts will be. Although it is
difficult to develop realistic long-range plans because changes in conditions
upon which goals are based are not always predictable, it is important that
community-based teams attempt iong-range planning to set the overall
framework of their shorter term goals and efforts. It is also essential that
the team establish priorities among its goals to reduce confusion as to which
activity is most important and to provide direction as to where scarce
resources can best be used. In doing this, the team should always keep
in mind the interdependence of various activities,

Using the service delivery standards, data from their needs assess-
ment, and the comprehensive plan as a foundation, the team should seek
appropriate agreements from all of the organizations in the service delivery
system, specifying their roles and responsibilities and how they will interface
with others. Most organizations have written policies and regulations which
govern their actions and determine the area they serve, clients served, and
kinds of services provided. The inter-agency agreements will serve as
mechanisms for implementing the comprehensive community plan.

17




VII.

Case Consultation

THE COMMUNITY-BASED TEAM SHALL OFFER THE SERVICES
OF MULTIDISCIPLINARY CASE CONSULTATION GROUP(S) TO
THE CHILD WELFARE AGENCY. WHEN THE AGENCY UTILIZES
SUCH CONSULTATION, THE MULTIDISCIPLINARY GROUP
BECOMES A PART OF THE CHILD PROTECTIVE SERVICES.

AS SUCH THEY ARE BOUND BY THE SAME CONFIDENTIALITY
-STRICTURLS AS THE CPS STAFF.

*

Multidisciplinary consultation should be available during the three
basic phases of the management of child abuse cases - crisis inter-
vention, diagnosis/treatment planning, and treatment implementa-
tion.

Depending on a county’s characteristics and its needs, the com-
munity based team might develop one group which could coordinate
services in each of the three phases; or it might develop a number of
specialized groups.

The multidisciplinary consultation group(s) should provide a forum
for the sharing of appropriate information on diagnosis, treatment
plans and progress among professionals involved with a child abuse
case.

The multidisciplinary group(s) should ensure that information
on problems of coordination and needs for resources is shared
with program planning and coordination components of the
community based team,

THE LOCAL CHILD WELFARE AGENCY SHALL DETERMINE
WHICH CASES ARE IN NEED OF A MULTIDISCIPLINARY CASE
CONSULTATION GROUP’S ASSISTANCE.

18




* Appropriate cases for referral to a multidisciplinary group should
include those where it is questionable whether or not a child can
safely remain in the home, where specific treatment needs are not
clear, where it is questionable whether or not a child can be safely
returned to the home, or where numerous community resources
and treatment services must be coordinated.

MULTIDISCIPLINARY CONSULTATION GROUPS DEALING WITH
CRISIS INTERVENTION SHALL INCLUDE THOSE PROFES-
SIONALS NECESSARY TO ASSIST CPS WiTH ITS INVESTIGA-
TION, PROVIDE IMMEDIATE PROTECTION TO THE CHILD,
AND -COORDINATE EMERGENCY SERVICES TO THE FAMILY.

* A crisis group should meet when child abuse is suspected and pool
and evaluate available information in order to make two critical
decisions -- do the injuries seem to indicate child abuse and is the
home safe for the immediate return of the child.

* The crisis group should coordinate the provision of emergency
services to ensure that the family is served more efficiently in times
of crisis by the various disciplines without long waits for services.
Services might include short term counseling, medical assistance,
emergency homemaker or child care, emergency financial assistance,
family shelters, crisis nursery, emergency removal and placement of
the child.

* The crisis group should ensure that duplicate investigations of a
family do not occur, i.e., that information already collected is used
where possible and allowable by law.

THE MULTIDISCIPLINARY GROUP PROVIDING CONSULTATION
TO CPS ON DIAGNOSIS AND THE DEVELOPMENT OF TREAT-
MENT PLANS FOR CHILD ABUSE CASES SHALL INCLUDE ONLY
PROFESSIONALS WITH THE REQUIRED EXPERTISE TO FUL-
FILL THE PURPOSE OF THE GROUP, {,E. ASSESSING MEDICAL,
PSYCHOLOGICAL, LEGAL, AND SOCIAL ASPECTS OF COMPLEX
CASES AND DEVELOPING A COMPREHENSIVE TREATMENT
PLAN.

19




* The group should include skilled representatives of the various
disciplines who will meet regularly as a core group to provide
consultation to CPS on cases as well as ad hoc consulting mem-
bers who have knowledge or a special skill needed for a parti-
cular case. The specific professions represented on the core
group will vary with availability as well as the contribution
they may be expected to make to the team. Where possible,
professionals should be drawn from local treatment agencies
in order to provide a referral liaison between the team and
agency.

This group should assist the CPS by developing a comprehen-
sive diagnosis and treatment plan for each case referred to it.
The plan should include:

a. a statement of the specific problems a family has and
possible causes

b. an assessment of the needs and strengths of the family

c. treatment goals, short and long range objectives—with dates

d. identification of resources to be used

e. a schedule for providing services, coordinating the needs
of a family and those of the service providers

f. aschedule for reviewing treatment progress

g. designation of a case monitor to maintain frequent and

sypportive contact with the family and service providers.

This group should also assist in:

a. identifying and resolving potential problems in service
delivery

b. developing a recall system to ensure that cases will be re-
viewed at predetermined intervals

c. reviewing a representative sample of cases to assess whether
services are being utilized as planned and whether agencies
are responsive to referrals of abusing families

d. ascertaining reasons for inadequate utilization of services

e. developing procedures for intervening when serious problems
of coordination of service delivery occur.

20




COMMENTS

The county child welfare agency should assume the leadership role

in establishing a MDT in the county. If there are two or more component
groups, a member of the CPS does not necessarily have tc be chairperson of
each component. Because the CPS has the legal mandate to provide protec-
tive services, a member of the CPS should be directly responsible for the
Case Management Component.

Vil

Parents’/Children’s Rights

THE CASE MANAGEMENT TEAM SHALL ADHERE TO THE
CPS LAW AND REGULATIONS CONCERNING THE RIGHTS
OF PARENTS AND CHILDREN INCLUDING BUT NOT LIMIT

ED TO THE FOLLOWING. :

* Their rights to confidentiality of information.
* Their right to legal representation at any stage of the proceeding.

* Their right to receive all necessary treatment and social services
to prevent future abuse and/or neglect if appropriate.

* Their right to court hearings for detention hearings, transfer
of custody, etc.

* Their rights regarding amending, sealing, and expunging reports
in which they are named.

* Children’s right to admission to any public or private hospital
for treatment

* Their right to a completed investigation within 30 days
* Children’s right to protective custody

* Their right to appropriate and proper notification regarding
receipt of the report status, changes, etc.

21




THE CASE MANAGEMENT TEAM SHALL ENDEAVCR TO INVOLVE
THE PARENT(S) AND, IF APPROPRIATE, THE CHILD IN THE DIAG-
NOSIS AND TREATMENT PLANNING PROCESS AND DURING
ONGOING REVIEWS.

* The team should invite the parent(s) and the child, if appro-
priate, to participate in meetings during which decisions are
made about them.

* The case management team should develop procedures for
assisting the family in understanding the results of meetmgs,
decisions, and the status of the child.

* The team should endeavor to obtain the family’s agreement
to {or at least acknowledgement of) the treatment plan selected.

THE CASE MANAGEMENT TEAM SHALL DEVELOP A MECHANISM
FOR CLIENT PARTICIPATION IN PROGRAM PLANNING AND EVALU-
ATION.

COMMENTS

While the team must be guided by existing law and regulations
regarding parents’ and children’s rights, it should give careful consideration
to developing procedures for involving families in the decisions made about
them in order to secure their cooperation in the treatment plan.

There has been increased legislative activity and litigation concerning
the individual’s right to privacy and freedom of information as well as
parents’ rights and professional malpractice. Case management teams should
be aware of these trends in order to make fully informed decisions in regard
to their own practices and procedures.
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IX. Program Evaluation/Research

B.

A. THE COMMUNITY-BASED TEAM SHALL ENCOURAGE ALL

AGENCIES TO MAINTAIN THE TYPES AND AMOUNT OF
DATA NECESSARY FOR PROGRAM PLANNING AND
EVALUATION.

1. The team should have access to data such as:

- number of cases identified--by source

- number of cases investigated

- number of cases founded, indicated, unfounded

- classification of cases (type of abuse or neglect)

- amount of recidivism in founded and indicated cases

- number of organizations providing services -- by organization

- services provided--by organization

- cost of services--by type and per client

- number of case conferences held

- number of joint treatment plans developed

- number of cases terminated

- number of professional training sessions—by source

- number and types of public awareness endeavors

- other information as might be necessary e.g., age, sex, and
location of child.

THE COMMUNITY-BASED TEAM SHALL REVIEW AND
EVALUATE THE COMMUNITY'S OVERALL SERVICE
DELIVERY SYSTEM FOR CHILD ABUSE/NEGLECT CASES
ON A REGULAR BASIS-THE EFFECTIVENESS AND EFFI-
CIENCY AS WELL AS THE ACCEPTABILITY OF SERVICES.
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1. The team should establish mechanisms which will assure a
regular means of securing feedback from all cooperating
agencies providing services and from service recipients.

2. The team should build measurable factors into all goal state-
ments,

C. THE COMMUNITY-BASED TEAM SHALL COOPERATE WITH
INDIVIDUALS AND GROUPS WHO ARE CONDUCTING BONA
FIDE RESEARCH ON CHILD ABUSE AND NEGLECT BY
PROVIDING APPROPRIATE INFORMATION.

1. The team should ensure the confidentiality of clients by
providing only non-identifiable information.

2. The team should ensure that the researcher is adhering to
acceptable research practices such as -those governing the
protection of human subjects.

COMMENTS

In order to do effective planning, the team must evaluate, on a regular
basis, the total system’s effectiveness and efficiency as well as its impact on
individual families. An assessment which includes management policies and
procedures as well as service practices will provide the team with the data
necessary to inform policy makers and the community at large of needs
for progressive changes in policies and procedures as well as the need for
additional and/or different resources.
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