‘ 57

If you have issues viewing or accessing this file contact us at NCJRS.gov.

Prepared for

Gifics of Child Development, Washington, BC

1 Nov 76

ER
U.S. DEPARVHISHT ©F COMMERCE

o &aﬁé@%@@»ﬁe@hﬁ%i Emﬁﬁﬁaﬁ@gsgm&e

. SHR-0003080 :
MNotional Center en Child Abuse and
Meglect. Evaluation of Twelve
Demonstration Centers. Velume |
€. H. White end Co., Sen Franciseo, €A




.




TR

s
S b

e

TETIEE

¥t

-~

ROr

SN

S5

.

B

S S T A B R X

B
S OA
]

m}*‘@?? TR
el AR
‘,ﬁ'"" !

ZWEkGy

¥

Prepared Under Contract EEW-108-76-1117
-for the Office of Child Development

VOLUME I _ .

S 'Hovember 1, 197§ - :

DRAFT ANNUAL REPORT

NATIONAL CENTER ON
CHILD ABUSE AND NEGLECT . .

. EVALUATION OF TWELVE
* DEMONSTRATION CENTERS

REPRODUCED BY

‘ | NATIGNAL TECHNICAL

NORMATION SErvice
¥ " SPRINGFIELD, VA, e LPCE
) 1822 K BTRESTNW., © BSUITE33S o 1 WABHINGTON,D.C.20008 o 202 /3311851

~ SHR-0003080 o " B

: > i - , o savcLevenT sTREET
E. H. WHIlE & vuU. . | 8AN FRANCISCO, CALIFORNIA 86118

- HIANAGEMENT CONSULTANTS S e/ emmasts o




@




Sheaged

DT sy e

T s

R B e,

v esrRe =

T s e e T T Y T T TP T O TR FRRay O S G A St s G S L ™ T e :« M,‘ Y _;.v‘ ‘:. rE Ao :
D e T s N Y e e e R T L S S R TR R A

" DOCUHENT INFORHATION SHEET

REPORT NUMBER
"' SHR-=0003080

TITLE .
of Tuelve Demonstration Centers. Volume I.

EEPORT DATE
1 Nov 76

PERFPOREI NG ORGANIZATIOH, NUMBER & NAHE
_Bhite (E.H.) and Co., San Francisco, Ch.

CONTRACT-GRANT XN UM BER
DHE#=-105-76- 1117
)

SPONSORING ORGANIZATION

Office of Child'Development% ¥ashington, oc.’

NOTES
Draft annual rept.

See also Volume II, SHR-0003081; Volume III, SHR-0003082.

AVAILABILITY
UNLIBITED

PAGES
0097p

PRICE
PC AO5/HF AO01

National Center on Child Abuse and Neglect. - Evaluation

™







AT

it s,
4

%

e
5

i

PRSI A R R

RS R

T,

e R L

o

TR

2

F

TR NF T

ot
eks e

T e R G B B e
4 .

=2

T T R P R T ¥ R A R T R T A R

 EVAZUASION OF WECAN DEMCMOTRATION CENTERS

Ro'

'mm@%‘ CONTERTS VOLIE %

Table of c@nwamba;ooooooeooo@ooooeooooeeoeoe;ooooaooo

4

u@t @g ?&bl@@oooounoooooooooeaoooeocooeooooooooaooooooui

mgt gﬁ Piwe@ooaooooeoeeoeoeooooeooﬂeooooeooooooooooo&i&

ESE@QB%&W@ gWoseoaoeooooooooa.eeoo;soe.oleovo;ocoooooo

1.
2.
3.
8.

G@n@zai N&rr&tiWGooeooooooooooooeeoeoeoooooeeeooooaooo

1.
2.
3.
4.

cz&@ni’.@ g@ﬂ@aeea.aoc.ooooooooooooooooaeuoooco.oooo

m@@ Gf C%wg@ooooooooooooeeoooeooooeoeoooooooooo

Allccaticon of ReBOBEERB o 0c000e00000000000000060600ao
' v

Unit coste by ROCIPLIEAE.cccccoeescccscssscoososnooe

Intr@ductiﬁn.ou.o..,.e......eeo..ao.ooe.o.o,a,.o.oo
The Broad Nature of €hild aAbuse and ﬂ@gl@@too..oow;
The NCCAN Demonstration cQat@r@o;o.....oo.ogeooc.e;
Program Proﬁil@.o....eu.oo..e.o.oe..o.ueo..e..,..o.
8. .Start-up Is@u@s......oo..eaacoo..o,..o,..o.....o

b° st&ffingooo..ooooeooeoolooeoodoo.ooooo-eoeooo.oooo

Co orgmz&tiona\% I@@ueg;oo‘o‘q;oooo‘oooooooooaoocooos

by

B © N o

22

. 30

31
32

45

49
49
53
56

do xfingg&g@@;VOOOI.O.DO‘..OOOD'OD.OQGO’DOOGOC.CODO.OO.OQS@

.@. Iﬁgal I%u@ﬁ.oaoooobooooooooooeoooooc.ooeodoooo-o&l

£. Csmmunity Amarenega.............o..n.......,.....ss

go chgram Prioritiagoooooooc-0..0000.0.0.000.00.00.67

h. Program Goals and ADPYOBCNE S cevavscocsconananess

68

io Smtistic&l Infomtion-..ooo.b..o.‘.b..‘.'to;... 70

/,

B

FEUBUAITRIED

7
~

i

i

i

1

b

1y

[

- ®
1

14

1

i

1y

b

:

. ¢
e
: 3
R






C - et e

.
o
R

e

‘i@r.‘tg <
.
.
i

g

e t— et e e

®
i

@5 @@mbzx‘ m@tb@ﬂolwieal x@tesooeo;oo'ooooc;o;ooooeeo 81

TR

Lo mﬁ@waté@n cgnt@f GoalgﬂOCQOID.GGGOO'OOOOOOO;OO. Bg

? g‘yalﬁéti@ﬁ Pgoj@ct Gga;isOOO..O_.0000.000‘000009000000 @‘3' i

iaict

»
e
r“

eres

“30 m&i@@tgeﬂ c@@@n@nts.ooooooooo-oooeoﬂwuooooeooeo 84 : -
@0 E@Zs cmumtiem Pzec@dur@goooo..oeooooooooeoooo 85

.

2
I TR

5

®

1]

%

SRR N R

A
s

-
o B T AT b TRAEY

£

Bt A ket S
T e PR T

3
-

TR SR
el







EPENTIRTeRT T | |

 LIST OF PIGURES: VOLMME I

2

S

T

Pigure 1 Actual Cost Per Service Area by Center
T’m@' Fx”lg‘?soo...Q.OOOOOOOUOOOQBQO.DO’O.GOBO

St

L

e

’?iggg 1A Total Value Per Service Area by Center
fyp@ ?Y"lg?s:»eooco-oooOo

S

FS

09 00008060000 ATOSG60OO0 SN

ey

oo

el

R

Pigure 2 Actual Cost Per Service Aree by QUAZtSE......

T RAT

. Pigqure 2A Total Value Per Service Area by QUart@T......
Pigure 3

e
5 LN

Annualized Quarterly Estimates of Mean and
Median Unit Costs Per Recipientccceccsccocsoo

Cage Flow Diagrams for the Last Two Quarters
of E’Yulg7600060069.°°0.0900..000...000'0.000.

Figure 4

R T Y A

TR

'LIST OF TABLES: VOLUME I

o
s

AT

Costs by Clicnt Service A¥Ga@B.cecscscsocsssce

Unit Costs from January 1, 1976 through June
30' 1976 P@r R@cipientoaooo.oooeoocoooooooooe
‘Table 2R Usit Costs by C@nt@r Typaoo.......eao........

'Iadic&to:s of Potential Problems.,.e....,.,..

ot TR T

AT

Gl

s

AT gt

a8

R G A

S

B moenrn s ..-N-qmﬁ_q-‘
) i

14
14
19
19
73

7

12

25
25
78

. . .
LR EUNRRERUIVECIIEIICOR DL RPN, I






Euil.riy

¢

PR U T

i

T o TR

-
t

Goks T

e e e e e

@

R A I S

R

K

’-i
£
g

St

AR

NI

i

:
e
ak
SN
e

} e

S

3 i
2 B
]

}

8

4

E.

SO o < To b FEd ) BrERSSERR

DROTE SRR T

jv “ , N
‘ LET US SPEAK LESS OF THE DUTIES OF =~ - g
CHILDREN AND MORE OF THEIR RIGHTS - e

JEAN JACRQUES ROUSSEAU f

SPARE THE ROD AND SPOIL THE CHILD - :

‘ BIBLIOTHECA SCHOLASTICA i

: . RS S — i

, ;

_ S I

{.7

5

i

k

j

: ;

- i
5
, g
i

— - e e e, :z\:?*’{; s er - o g .-

el .f." i . A -







R PG AL - T Y T S T R IR

S T AT

Rt S
‘

.
TRARITCRN L 3 V11N L8 S TSR S SRR AR

T
.
RS

i

A

Nay

4

EXECUTIVE SUMMARY

| kY
, :
’: L] [ ot - ,4 ]
. -~ av%
. &
L t
-
:
% "
' N |
J m f
]
+ ]
.
-
i
]
. i
t
~. M - —
) . u-
R P AR S N A B R B et e T e g o S T R Sy PR Th e U FeRns y
U RE s SR Ry B O T B YR S B s A T e i e e W A ST
3 ¥ N L AL PV £ AR N ot s LRV )

. ® N ] ® L @






ey e

[ ——

RO NI O

2

oy

i

TR

AR T T R T e R AR

PR BB AR Y

(AN AT S et TR T P Ty radiel s R 5 T R R P
BRI R b Terases : : T 7 et s ity P -

" EXECUTIVE SUMMARY'

This.report presents the findings of ?hésa‘II of the —
érocass evaluation of the twelve Demonstration Canters that
were funded in January, 1975, by grants from the National
Center on Child Abuae and Neglect (NCCAN). Operations of -
*hase canters for the year ending June 30, 1976, axe summarized*’
and gome discussion is prov;ded of the histories of the twelvez/
Projects during the startoup phase and prior to the grant |
award. Detailed treatment of individual centers is contained -

in the second volume of thig report, .

The information assembled in this report comes from two

- major sources: on-site :interviews conducted by the field gtaff-

of E.H.White & Company, Inc., with demcnaération center and -
other local agency Personnel; and from stétiatical data on.~
staifing, clients, costs, and service deliveéies, provided -
directly by demonstration project Directors or their staff -
through the Management Informatibn System. (MIS) forms designed

during Phase I of this evaluztion.

In general, the results of the process evaluation to date
are encouraging, in that all twelve of the Centers have achieved .
operat:icnal status, and are carrying out their primary mission
of deliverlng comprehens;ve services to families involved in/’
chlld abuse and/or neglect. Although two or three projects
experienced substantial rates of staff turnover, administratcive

problems were no greater than anticipated in programs_of this
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'_whirh our gociety has ﬁra&ition&lly @@ni@ﬁ, ignor@é, 3 r@f@xx@é

;fto law-enforcement ag@nci@@.

One ﬁnfortunate feature of the data is that the MIS -
foxms and categoriaes vere revised ia January, 1976, so that-

in many cages it is- not posaibla to asogregate or compara ‘data—

' from the last two gquarters of 1975 with the firse two quazt@r@«--"

of 1976. 1In some cases enly the two quarters involving tha
game MIS8 forms are'x@pozted below. In others four quarters

are zeported, since no éh@ng@@ were made, or the changes ware
sufficiently small that slightly éiﬁﬁ@r@nt data eat@gczi@s can

x@asonably be cgmbin@ao

CLIENTS SERVED

On June 30, 1876, 1247 @&mili@s waro reweiving c@mpr@--/
hanaiva sgrvices according to a trestment plan daveloped by
Demonstration Conter staffs. These included 1,575 adults and
2,621 children as zécipi@néa of planned gervices. During the
£irst six months of 1976, an additienal 710 families left
plarned serxvice delivery status: of these,91 had unplanned
terminations, 213 entered follow-up, and 406 had planned _
Although direct comparison

terminations of treatment services.

with 1975 data is not poséible, at least 160 families completed —

* planned sarvices during the first two quartersAof the MIS's

operation (when sevaeral centers were not yet operational), so

that at least 2,100 fahilies, including more than 4,000 children,'

received planned services from the program‘during FY=-76.
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In aédition o th@sa planned sezvices, CESLFORCY @@rviceS//
(5@:V&Q@§ pxoviq@a prior to development of a treatment pl@n)

ware received by 551 families duxing the two 1976 quarters,

‘and 442 cases vers referred to other agencies. (Here

“referral® means that arrangements were made for another

specific services provided to families in a8 Center's caseload .
are regarded as “coordinated” sarvices zeceived through the

Demonstration Center program, whether ths cost of such services

.is borne by the NCCAN grant, by other Ceater funds, or'by

other gources. Cases receiving “referral” im the téfminology
of this report have left the casesload of the Demonstration
program, although they may subseguently bs cubject to the
attention of the WCTAN S@ﬂﬁ&tiVé Eva;uat&oﬁ.)

Be&w&enrdanuaxy'I and &un@ 30, 2,526 cases of abuse
and/or neglect, or of femilies at high risk thereof, came to
the attention of the twelve Centers. The 443 referrals thus
represented about 17.5% of the femilies contacting the Centers.
8ince half of the Centers reported fewer than eight referrals
per quarter, it appsars that "craamidg“ (rejection of difficult

éases) could not have been é wideépr@aa practice among the

_intake facilities of the program.

Among families receiving planned services (the caseload,

for purposes of calculating unit costs and similar basic indi-
cators) the largest group (40%) involved confirmed or suspected"l'

B abuse, 23% neglect, 118 abuse and neglect, and 26% high risk of <

abuse or neglect. Thus, the progrsm amphasizes child abuss

agency to take on ths gagponssbility of case management; - -
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ﬁr@atﬁant and prav@ntion, rathar th&n child neglece; E@ti@atasz/.
of the national pxevalenc@ of both phmnem@ns u@u&&ly regard
neglect &2 the mora ccmmon, elthough abusive parents may ba

more likely to be zeport@d to service agencies, owing to the
hature of their problem. Since the MIS requests "type of cass®
informaticn only at aix-monﬁh intervals, the proportions listed

abbvenéra for the quartex ending Jun@ 30, 1976; the corr@spon&ing i

1975 data omits the “high rigk® cat@gory, and predates the full
ataffing of some cf the Centers. The next annual zepozt, which
‘will be based upcn FY¥=77 MiS reports, will include information
on sexual abuse casges ag a Separate category. Sihce Bome Centers
operate special ccmponéntw dealing with such ca@ea, which tend to
involve older (beyond age five) fam&le children, the addition of
this categorv is expected to pzoviﬁe additionrl &etail on an
aspact of child-abuse which includes problemns and activities

somewhat different from the classic “battered child® syndrome .

TYPES OF CENTERS

There is no end to the classificatory systema which could
be applied to the twelve Centers (although they could at most
produce only twelve categories). Fox pu:poseé of the procesas

. @valuaﬁion,bhowever; the Office of Child Development has been _

. interested in two aspects of their organization: administrative—
base and delivery mode. Two types of the firast classifier are
distinguished hospital based, and social sexvice agency based.~
Although NCCAN had at one time intended to award half the demon-
stration grants to hospitals aad half to social service agen=
cies, in the end only four Centers were located in medical ~
,iaciiitges: Honolulu, Newark, Philadelphia, and Waghington, b.C. —

I
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.Thé.remaihing @ight Demonstration Centerg axe'z@g@rdea hera.—
aa_gocial.sarvicéﬁbased,-despite the'h@t@zog@neity of grant@es—/
ﬁh&t is appéx@nt upen reading the deécriptions of indivigual
pfoj@cts in Volume II of this report: Grantees inelude a

number of State agencies, 2 consortium of county governments,

& YMNCA, end other sponsors different from the protective .-

service agencies pProbably anvisioned'as.“typic&l“ social v
Berviece agencies by Office of Chiid_nevalopment Planners a¢

the inception of the Demonstration Centerg program,

The second typolegy focusses on the mode of delivery —
of services: were Services provicded directly by Démonseration

Center staff (or by profesgionals ox voluatecers under the

'&irect suparvision of Center 8taff), or were serviess pro- .

vidad by other agencies, under purchase agreements or othar <’
Gcordinating arrangements? Thisg distinction wag meant to
dichotomize centers into direct service Projects (which

answered "yes” to the £irst questien), and coordiaated

sexvice projects, which operate Primarily by subcontracted
setvicea;

A8 the Centers actually set up their Programg, the
majority operated in both modes, providing some servicas ~
direcﬁly and purchasing or otherwise'securing others for -~ »
their clients from other sources. Thisg is'hardly‘surprising,
since the social service agencies are not usually in a
position to‘have "in-house" medical, legal, or fostexr-care

8exvices, for éxample, and the majority of grantees uged a

i
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’: §értion qfftnéif budgets to hixé sé&éf to ép@éiaiiza.in
"doungéiing aduzés oF children invelped in abuse or neglect;
'_it is unlikely that many fullotime jobs in this area exist@d
: pz&ez to tha activities of NCCAN . For purposes cf che . - -
| process @valuation, Centers were asked to tabulate sepa:ately;? !

'(duxing alternate qﬁartaxﬂ) the service deliveries that éere“’

provided directly and those provided thro ugh coordinating > CUTa

arrangements. On the basis of other reporting forms from -
. the same projects, costs were agsigned to each service -
cataegory. A value of the pazC@ntage of client=gservice costs

(i.e¢.., ignoring indirect costs) provided directly, and its %

J
ccmplem@nt, tha cost of coordinated services as a percentage, i
was calculated for each of th@ twelve Centers. On the basis
of data for the gquarter eading Mazreh 31, 1976, thxa yielded
2
the following estimates oﬁ service delivery modality:
CEMONSTRATION GE@TER SITE ' % DIRECT ] COORDINATED
(NEAREST URBAN CENTER) CLIENT SERVICES CLIENT SERVICES _
' : . . J
“Albuquerque, New Mexico 100° -0
Washington, D.C. Ss 1l
San Diego, California 98 2
Philadelphia, Pennsylvania 96 4
Hazrtford, Connecticut 85 : 15
Oakland, California 78 ' . 22 J
Newark, New Jersey : 60 40
New York, New York 54 46
Chicago, Illinois 48 52
Evancgton, Xllinois 35 65
Belton, Texas 27 : 73 B
Honolulu, Hawaii 0 100 ‘3

:These statistics are based upon the'actual‘cost to Centers,
R and exclude donations of labor and services; that is, they
g ' . reflect how the projects used their budgets, rather than the

total value of serviceé received by their clients. The latter

v
]

i
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7-coulé similarly serve as a basis for c&lculating the index
of sarv,ce modality, and the reaults would certainly show a
strong sh;ft in/ the direction of "coordinatead” gsexvices. The
difficultzes involved in accurately appraising (and even of
- tabulating) donated aervicea, especially the value of medical
| Service donations, which totalled nearly $400,000, led to

the_somevhat arbitrary definition of service modality on T

the previous page. The six Centersz ranking highest on the —
percentége of client services directly provided (783 or more) <
are aggregated as “Direct® service projects in the figures -
digplayed below. The remaining six Centers, which provided -
40% or more of their actual cost of services through coordi--
nating agreements, are aggregated as "Coordinatedg” projects —
in the same data displays. This classification dapends, for ;

- its validity, upon the accuracy with which Centers reported
their service delive?ies, and can be made with greatex

- -~ . precision after. several quarters’ data.havebé@n colliected. - .-. .-

v

4 Comparison with the quarter ending September 30, 1276,
shows only moderats stability, with Chicago and Honolulu -

‘_u .exhibiting shifts of more than 40 percentage points, and

Belton and Bartford changes of more than 25. The Honelulu
data is probably in error, but that projegt neverthelesgs ia
primarily ccordinated, through several subcontractors. Actual
operational changes have oceurred in service modality sihce
the earlier quarter, as Centers cdmpleted staffing and staff
training, so that the indices shown on page six generally
ffeflect the direct vs. coordinated services as curfently

- provided at the twelve Demonstration Centers,
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ALLOQ&TION Oz RESOURCES

- Ia coll&bcration wicth two other contractors conducting

%
evalu&tions of NCCAN demonstration projects, the E.H.White &

.Company WCCan Evalnation Tean defined thirtyunin@ categories of -

i } » | costa and gezvieea within which the twelve Damonstration Cent@rg

i  ,H:f' repoxt costs and @erviwe deliveries for the MIS. (In fact th@ .

! R ) MIS criginally ugad 31 cat@goxies until January, 1976, so that f
§ o soma of the information in Vclume IIX of this report covers only
the last two quarters of FY-76.) Theée are not individually

: treated in this report outside of Volume IIXI, so that their

names and definition@ are not inecluded in this sectien of the

Annual Report. These cat@gories are primarily intended for the
convenience of local proj@ct managers, who are provided by tha

MIS with service vtilizstion detail and cost estimates for .

individual program components. : ”

. Of more general interest are the “functional areas® which ~
the MIS forms by combining logically related service arcas. Two
diftexent sets of sexvice areas are provided:

(1) On the basis of the type of beneficiary, five areas <
-are distinguished, whiéh form disjunct subsets of the
- f' total operating budgét of each Center;
(2) On the basis of the néture_of the service, seven _
areas are distinguished which form disjunct subsets

of the total cost of services to clients, but excluding

the costs of case integration and case management .
; ‘ : - activities, as well as excluding owerhead costs and
community activities not focuss2d on clients ir the

" active cassload.
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. (A)

(8)

(c)

_ ' The_aefvice areas within the first clasgification F a
the following: ' /

ey e g e . gt o e

ggerations.-_Thig includes occupancy and overhead

. costs, administrative ccsts, regseazrch and evaluation

ccst@ (including the co@ts of ccop@rating with the

process @valu&tioa), staff training, and other

-indirect costs S

Community Activities. Thisz includes costs of community — - -

awareness activities, coordination with other agencies, ~

activities to influence lsgislation affecting the _
field; activities to affect the policiea qf publiec -
and private organizations dealing with child abuse
and néglect, activities to upgrade the skills or -
awareness of professionala, outreach activitias to
promote contact with pot@ntial clienta, prevention :
activities to ideatify families or pregnant women at

risk of abuse or neglect, screening of children in

- day care or school facilities, and other activities

directed at families not y@t in the intake stage of

the Center caseload.

‘Casework. Initial contact with actual or suspected

cases, investigation and diagnosis, development of
treatment plans, reviews of client progress (by one

worker or by a team), contacts with elients in follow-up

(who have terminated treatment), referral of cases to .

other agencies to assume case management responsibility.

et R ¥ S caeshd e i Fdn e e s e 8t L ama b L e, R o saee







Lo R

RN

. P AW e, TETr RN Y TR RIS
A A S Ry R T A T AL VT e A I SN TR TR

- 10 =

(D) Services to Families. All gpecific client serviceg,”

>,providea.as part of a cempr@h@nsive tfeétment plaa or —

. on an emergency basis, for which an adult or the family

(E)

for all éf the expenditures and donations utilized in each -

Center's program.

the direct client service costs (axeas D and E above) to seven -

:as a whole is the focus of treatm@nt. These include
certain counseling and therapy activities, shelter for
abusged spouség, crisis interveantion, educational acti-
vities such as parenting, hemémaking, nutrition, or .
child development classes, transportation of client5;~

and emergency funds,

Services to Children. All client services for which the

child is the primary’recipieﬂt. Includes testiﬁg, counseling,

therapy, medical care, day care, babysitting, and foster

carea.

The five service areas listed'above are usaed to account —

client service areas, according to the nature of the service:

The second system of classification allocutes -

Bt M won i

DA v e

()

i :
, o ce ;
(F) Medical. All medical and hospital sexvices to adults or children.

()

(H)

'of documents and tesfimony, but excluding efforts to obtain

(I) Shelter/Custodial. Day care, baby-sitting, foster care, and
i

Psycholoagical., All psychological, counseling, and tharapy

(other than physical therapy) serviceé, ineluding Parents

Anonymous, whether provided by lay or professional workers.

I

Legal. All legal and courtroom activities, including preparation:

legislative action or-to draft laws. (These fall into B above.)

emergency shelter zservices are in this cateqory.
i \
!
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(J) Suggg t,_ Bomemaking, tsanapsrtaticn, and am@rgéncy fundg
‘ pxavided to xeduce th@ stress on client families. ““;‘“*“‘““f

(X) Bducational, Par@mt @ducatien claggag inten&ed to incxease

the skills ana knowledge of client families,

I S
- N A iy

(L) Crisis Intervanticn. Activities in reaction tg crises
%
_ in the ¢lientsg! lives, such as emergency home visits or
‘unschediuled conferences at. the Centers also the wmaintenance e

" of a "hot line” to receive telepbone calls from clients and

other interested pearsone. _ | o T

The seven categories listed for direct client Bervices —

are intended to reflect the NCCAN goai for the Demonstration
Center Program of providing comprehensive services to persona -
involved in child abuse and neglect; th@y\pregumably represent
dictinct areag’ of nezd which, in the absence of the ‘Demonstration

Center, would require referral to geveral agencies, if such

services were available at all in the community. By reducing
the problem of "fragmentation of aervices," the Demonstration

Center in theory can efficiently meet the complex needs of

the program allocated to these service areas provides an indi-

'

|

Z

_ b
familiea ‘involved in abuse and neglect. The Tasources that ‘ E
{‘.

J

i

f

cation of the relative priorities assigned to these service

components. . _ &

Table 1 below shows ﬁhe aggregate costs assigned to éhe
service areag during FY-76 forAtha Demonstration Program as a - -
whole. ®"Actual Cost® refers to funds obligated from the Center_
budgets (whether from their federal grant or from other sources).

"Total vaiue” adds to this the imputed value of all donationg,  ~--- oo -o...
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TASLE 13 -COSTS BY SERVICE AREA

SETIESVORRSUNY SRR x>/

COVERING PERIOD JULY 75 TEROUGH JUNE 76

. ACTUAL

 FUNCTIONAL AREA
. COST
TOTAL $2,830,000

: PROGRAM OPERATIONS 1,212,919

COMMUNITY ACTIVITIES
CASEWORE ACTIVITIES
SERVICES TO FAMILIES
SERVICES TO CHILDREN

CLIENT SERVICES:
MEDICAL
PSYCHOLOGICAL
LEGAL
SHELTER/CUSTODIAL
SUPPORT
EDUCATIONAL
CRISIS INTERVENTION

302,477
444,133
624,679
245,792

54,411

378,828
28,489
202,552
174,084
45,990
39,186

" TOTAL NUMBER OF CENTERS: 12
TOTLL NUMBER REPORTING: 12

PER
CENT

100.0% $3,583,672 100.0% -~

42.9%
10.7¢
15.7%
22.1%
8.7%

1.92% .

13.39%
1.018

7.16%
6.15%

1.63%

1.388

TOTAL
VALUE

1,299,444
328,596
503,466
737,532
714,634

444,466
438,313
50,201
227,692
188,899
60,858

44,487

PER . __
CENT !
36.30 K
9.2% %
14.08 i
]

20.68 )
19.9% :
: ;
U

i

>

12.408% j
i

12.238 ?
1.408 g
6.35% Z
5.27% . |
5

1.70% i
1.248 i
%






I R T R T T S T R T AT R I, e

D R R DRl

s L]
T

e 13 =

‘It can be seoen that the total netual cost reported by the —

twalve centers was $2,830,000. (This does not répr@g@nt &

‘rounded figur@: th@vfozty-eight'quartetly MIs_zééczts from
- which these data axe derived listed costs summing to this

valua. Thé mathematically inclined reader mighﬁbwi@h to
verify the evaluator's calculation that the prebability of
such a result is 10,000 o 1.) Accovding to the first — -

- set of service categories, the largest part of this (42.9%8)

‘went into indirect costs, although ag Figurz 2 balow shows, ~

this overhead declined during the year f£rom values near 508

to values below 40%, as Centers became operational.:' About ~
103 of costs went to COmmuh;ty activities, 16% to Ca@éwcrk, —
22% to Family sérviées, and almost 98 to6 Chilédren's @ervicea./

'An additional $750,000 in donated ggaeé, mat@fiéls} and -
services were reported by the Centers, ﬁéﬁt.of which was in
the afea of services to children ($460,000-a=€hese are rounded
figures). Donations raised the proportion of total value
devoteé to cﬁildren°s gervices to almost 20%, while the other

areas declined somewhut in their relative allocations.

Among client services, about half of the actual cost was

devoted to Psychological services ($378,828), with Shelter/Cus-

todial ($202,552) and Support ($174,084) the only other areas
accounting for 2% or more of the actual cost. The same rank of
s2xrvice arcas held for allocations of total value, except that
Medical donations d£'$390,055 raised that area to the

largest value among client services, accounting for’mdfe than

an eighth of the total values of program operaﬁibns.
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FIGURE 1- % RCTUAL COST PER SERVICE ARER DY CENTER TYPE, FY-76
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D- NORE THAN 50% CLIENT SERVICES DIRECTLY PRDVIDED BY CENTER STAFE
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FIGURE iR= ¢ YBTRL VALUE PER SERVICE RREA BY CENTER TYPEs FY-76
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%-";;w;- . Floure 1 above éhows graphica;Ly how the actual cost was

the foux typ@s of Ceatexa (which for bzevi*; shall bes referred

to as Direct, CGQrdinate&, Bocial, and M@&ic&l: a3 notaed in
the e&rliar &iscuasion, of course, ®oat cGnters funution in

all £our ways, but these names characterize specific groups

- of Centgra). Sinc@ service medality was defined on page 6 in

! ... such a way that two Medical snd four Social-baged projects are
S Ln‘éécﬁﬂgérvicémﬁgééiity claseificatioﬂ, the two typologies are
Yorthogonal® in ﬁhe experimental-design sense: there is no

8 priozi correlation between service modality and administrative
base, as would have been true if a less symmetrical dichotemy had

existed (such as three Medical Centers in Direct, or if unequal

... . Direct and Coordinated projects received: grants). Since Figure

- 1 expresses costs as p@rcentagee'of the éot&l budget for each
type of Center, the fact that there werc twice as many Social
projects doeB not af}ect the comparigon. The estimates of costs
are perhaps more reliable for the Social projects, however,
since they are based on a larger "sample® of Centers, though

i hardly a random sample.

CLT - ~.According to-the Figure 1 data f0r FY-76, there is virtu-
ally no difference between Direct and Coordinated Pénters in the
: rate of indirect costs (Operations), but Medical projects show
‘ _ substantially higher overhead {roughly 50%) than Social projects
: ~ (about 40%), measured in terms of actual cost. Since this scale
is "ipsative,"” me;Zing that a fixed total (100% of costs) must

V

’

A'allocat@d amcng the five initial functional areas for each of o

¥ e drciad fad e i s i e =



NS



‘J_k@ éivided-&éohg é&a five functianal aza&s. it fﬁll@wm ﬁh@t
tha sacia1 proj@cta muat shaw highaz xat@s than Mediecal in at
'1aagt one other ar@a, Thiz they de, in both cgﬁmunity activ«

[y it&@a (lé% versus G%) and Childz@ﬁ 8 sexvices (108 versus S%).

To repeat, th@@@ £igureg r@preaent actual cost, and the situ»

aticn is s@m@what diffezant for total value. cocz&inate@

- projects surpassed Direct in the same areas by smalise m&rgims,,-

and gl@o in Family sezvices, where Medical projscts (25%) had
larger allocations thanm Social (208) . The largest difference
batween gervice modalities was in Casework, where Direct-

service sent@xs unsuxprisingly incurred almost twiece th@ ecst

of chrdinated proj@cta (20% V@rsns 1ig).

While these &llecaﬁioms zaflect ailtinc@ difgerencas in
pattezns of expenﬁitux@ (and preaumgbly, of program pzioriti@@),

evan th@ largest of th@m is not very gx@at, and the five azeas ' -

 ranked in the same order across all 2our Cunter types, with one
excaption. (This was that Coordinatei projects 8pent mora on
Community activities than on Casewox):, and even this may b@.an
artifact of the fizatfquarter, whaea an unapticipat@d z@duetion
in the effective size of the Demonstration grants required the
Ceoordinated Centers to renegotiate most of their subcontracta.
As noted above on page 9, paracraph B, the cost of time sp@nt
arranging service agreecments is asgzigned to the Community
activities area.) One source of potential error in these data
is that projects may inadvertently fail to report expen&itures,
80 that the actual costs are underestimated. A ccmpa:iscn of

the costs shown for individual Centers in Volume II, Table 1,
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with the size of the Demonstration grant awarded to each Center
would identify sites at which such underreporting may be a
problem.  8ince Centers may have unexpanded FY-?G monies,
v however, and since the "actual cost” &&t& of Figure 1 includes
a;l fa&@ral, state, 103&1, and pPrivate funds obligated by the

Centars (iaa., not merely the Demonst*ation grants), the task

of validating actual coBts repozted is noet an easy ona.

Figure lA, in a similax format, but showing dollars,
zath@r than percentages, displays the total value of costs
and donations allocated by each type of Center to the game
£ive functional areas. The symbol "K" along the ordinate maéns
©$1,000." Sinee total dollars, rather than averages or percena
tages are shown, the fact that there are half ag many Social
as Me&ic&l pxojects must ba tak@n into acccunt when camparing
adminzstrative bases. Unless the histogram of Social ig twice
@3 high, the Medical Centers are showing a higher proportional
rate of expenditure. Bacause there are six of both types, the

service modality data are directly comparable, however.

 According to the Figure 1A data for FY-76, Coordinating
projects showed & highex valﬁa of indirect costs ($760,000 versus
$360,000) then Direct did, and a higher grand total by about

. $300,000 Zor the sum of all areas. This yields a difference in

overhead rates, with Direct (358) lower than cdordin&ging.(Ba%).

Coordinating Centers also reported more Family services, $460,000

’

varsus $270,000 for Direct. Hospital=~-baseqd Centeri/feported

Proportionally higher values in the same two areasg, but obtained
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'@uch'laége donaﬁians (prﬂmafily cf m@dieal ssrvic@a) in the
' &rea of Children 8 servic@s that most of the value (648} 4in

this area vas reported by the fbuz M@ﬂic&l Projectz. 8o lazge

| were these donations, in fact, that ¢he cv&rh@aé (Operations)

for M@dical Centers r@pr@seat@d only 33% of their total ~

value, versus abcut 388 for aocial cht@rB.

Tha ze@ulta shown in Figures 1 and 1a, paradoxically, v
would appear to support argum@nta thet both types of adminipg-
tretive bage Centers surpassed the othexr type in controlling
indirect costs, deperding upon whether actual cost (Pigure 1)
or total value (Figure 1a) were the basis of cemparison. The
reader's pessiblae temptation tc dismigs as faanciful the larg@.
donations of sarvicea to the Hospital-based Programs ought +o
be examined carefully: these reflect the value of servicss

provided to the client, and may not have been av&ilabl@ in

- the absmnce of the atmosphexe of profesa;onal awvareness that

a DQAOnstration Center would be expected to Create or contribute
to in its ecatchment grea, Severe ceses come to the attention of
Hospitals, and the cost of medical care is ralatively high.

A related issue ig discussed in th@ section belcw dealing with

unit costs,

- Rasults are more stréightforwa:d for the comparisen of

serviceudelivery modality: only small differehces, again in

' both directions, are observed using actual cost or total valus

to estimate the rates of indirect costs fo: Direct and for

Coordinated Centers, wiéhxdifferences within each type larger

than the difference between tha two.
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Figuxe 2 d;splays graphically the allocetion of actual
:‘coets among the five initial 3ezvice areas for the aggregate
of all twelve Centerl during the four quarters cf PY¥=76 angd
'for the ye&r as a whole. As in Figure 1, the parcentage, rather

‘than the dollar cost, provides tha units.

As Figure 2 indicates, the rate of indirect costs

declined during the first three guarters, with the cost of |
Operations 5 the fcurth quarter (38.5%) viztually the same as
in the thira (38. 3%). This genaral decline in the aggregate
data overhead conceals rather chplex fluctuations at the
individual Centers: only at two, Evanston and Oakland, did

the proportional cost of Operations decline throughout FY-76,
and -in- two others (Newark and New Ycrk) they increased during

each quarter, an unanticipated x@sult.

The percentage of actual cost allocated to Community
ectivities declined somewhat from 13% to 10% over ths vear,
while the direct client service areas increased: from 7% to 118
fox Children, end from 17g to 25% for Pamilies. Casework gener-
ally increased from 12% in the first quarter to 16% in the last,
with a peak in the third of 18.6¢8. Thus the data show a trend

towards reduced ovVerhead and increased allocation to client
services of eheir pProportionate actual costs. The similarity

of third and fourth quarter data suggaests that the patterm of

expenditures may have stahiiized.

Figure ZA on the same page shows similar data based upon

the allocatlon of total value among the same areas in the same

s
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time series, but with total dollars, rather than éezc@ntages,
a8 the metcie. Siﬁcé the grand total value increased every
quarter, these doliar values do not represent th@ same

percentages from guaresr to quarters; fo: @xample, although

" the total value of Operations incr@ased between the second and

third quarters, the proportion of total value devoted to
6ps§ations declined over the same pexi@d, tecause of largexr
increases (associated with donations) in the other four
functicnal areas. Figure 2A shows the absolute dollar values

for each area by quarter, rather than the relative allocation. e

Rezsults in Figure 2A show that Operations and bémmunity
activity values are greatest in the first and last quarters,
while the other three areas showed increases after each qmar?er
(although Children's services peaked in the third). The total
value of services increased every quarter; this result prcbaﬁly
reflects both xmproved reporting practice, a last-guarter
ef‘ert to avoid the loss of carry-over funds, and increasing
success in utilizing other acesncies to obtain services for.
clients. As in Figure 2, the fourth quarter datg more closely
resemble the third quarter than either of the 1975 reportiﬁg
periods, suggesting that the program allccations of total value
are stabilizing, and that the MIS aggregate fiscal information
is fairly reliable. The FY-76 averages are reésonable indicators
of program priorities for the Operations and Community activities
areas, but nbé‘for the Casework and Client service areas, which

have substantially increased their allocations of total value

‘since January, 1976, correspondlng to the completion of start-up

activities at most Centers. Co ’

R LT TR

IRRSVISRIES V0P

JROVECRHE

e Ara e e e gt e o

wicean b vz oot 2l






e sy gn i savto et s ¢ e e e e

I R T T L TR LT R ST g R T R A L T NI e S e R e
T TR T T T LI R T T [ : e :

37

ﬁNIT COSTS BY FAMILY AND BY CHILD

A traditiocnal index of efficiency of any sarvice
 program, amd a planning aid to others wishihg to provide
similar services, iz the cost per recipient. rhé MIS of

the D@monstxation Centers produces four such indicators,~

-showing the actual cost and the total value of the program — T

per family and per child. 1In each case, the aggregate of"/
all service areas (rather than client services only or some —
other subset of expenditures) is divided by the number of
femilies or of children receiving planned services. Thus, the
recipients of emergency services who do not enter the planned
service caseload, or clients still in intake at the close of

the reporting period are not considered in calculating the

.unit costs. The rationale for this definition is that the —

goal of the program is to provide comprehensive planned services,

but the effect is to somewhat understate thé number of persons
benefitting to some degree from the Demonstration Program. Mo
purpose would be served, however, if the estimated unit costm
were lowe: than the real costs that should be anticapated by
agencies hoping to establish a similar project having a given

caseload capacity. Indirect costs are included in the unit —

costs because it is difficult to imagine a situation in which

services could be provided to clients without incurring such

indirect costs.

-

Each quarter the MIS estimates the unit costs for each

Center and for the pooled expenditures of all twelve, using the

N ks
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An@mbar of families Qr,chilér@mvrec@iving planned services
during the guartez as the divisor of expenditures reported -
-fer the quarter. An “annualized“ value ig obt&inaa by
multiplying this quarterly estima,a by four. This can be
interpreted as the projected cost over a year of providing
services to.the number of clients reported for that quarter.
Figure 3 below and (for individual Centers) in Volume II of
this :éport digplays these guarterly estimates for the four
quarters of FY-76, and shows an “average” that is the simple

mean of the four quarterly estimates of each unit cost indesx.

Table 2 and Table 2A below show unit costs for the last
two guarters of FY-75. Theireader will note that these values
are different frem these of Figure 3, and the explanation for
this seeming discrepancy follows. _

Table 2 and 2A are calculated by dividing aétu&l costs
or total value by the number of recipients reéeiving planned
services during the six months from Januvary 1, 1976, thxough
June 30. (The number of children iz not obtained directly, but

TP,

is estimated from the ratio of children to families reported at

@ach Center in Pigure 4 below; families are obtained directly.)
Since soma (in fact most) clients received planned services in
both quarteis, the number of recipients over the six months is
less than the sum for both quarters (which counts many clients

twice); For this reason, the unit costs shown in Tables 2 and

2A run higher than those shown in the Figure 3 Quarterly esti-

mates. No error of arithmetic is involved; the two displays

simply define “"unit costs" in analogous, but different ways.
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One cona@qu@nce @f this methcé of calculation is that

CQnters which retain elients in plannad @ervices CVaE a 1ong‘/’

' pexiod of time are assigne& higher unit costs than CQnters -

reporting the @ama expandiuures and having the same caseload

| capacity which “turn over" their cases more zapi&ly- Cases

- that are terminated, whether by the agreement of the Center

gtaff or in an unplanneﬁ.fashLOﬂ by the client, permit new
cases to bz added as service recipients, and reduce the unit é
éosts reported by a Cenﬁer. Thus,the unit cost data reflect
case g;gg, as well as "efficiency® in the usual sense. This
complicates the interpretation o? these data, but the reader

is reminded that any statistic which attempts to summarize

; - program operations in a single number will have its limitations.

. Another obvicus limitation of the unit cost indices is 5t
that they do not take into accéunt the quality or intensity - i

of treatment services: a larez unit cost could show that the s ]

client wag provided with an abundanee.of services, or that )
the Center had a lérge overhead rate. It will be the task of

% the Summative Evaluéto:, vecently designated, to determine

i ' whether differences reported in the units costs reflect ' o

differences in the effectiveness of project services.

For the purposes of this repért, Table 2 is based upon
the last two quarters of FY-76 because comparable MIS forms . -
are available for that periocd, and because the sukstantial~
start-up costs incurred by most Centers do not inflate the.
data for these two quarters; During this period, 1789

families, and an estimated 3728 children, received planned
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TABLE 23 UNIT COSTS FROM JANDARY 1, 1876, THROUGH JUNE 30, 1976.

- ACTUAL COST PER CHILD
TOTAL VALUE PER CHILD

ACTUAL COST PER FAMILY
TOTAL ‘VALUE PER FAMILY

TABLE 2A: UNIT COSTS PROM
. BY CENTER TYPE.

ACTUAL COST PER CHILD:
ACTUAL COST PER FAMILY:

D
c
M
s
D
c
M
s
D
c
M
S
TOTAL VALUE PER FAMILY: D
c
M
S

AVERAGS oW
$ 413 § 225 .
563 . 308
862 528
1173 683

JANUARY 1, 1876,

AVERAGE Low
$ 331 . .§ 225
- 510 . 294
.502 279
374 225
500 304
638 339
796 591
459 304
623 528
1221 710
883 605
849 528
939 - 683
1527 771
1401 1033
1042 683

HEDIAN

s 318

486

- 719
942

BIGH
$ 1022
1275

2218
2761

TBEROUGH JUNE 30, 1976

MEDIAN

$

305
382
491
310

462
509
826
378

600
1036
759
719

777
1376
1333

787

'HIGH

$ 537
1022

793
10z2

997
1275

- 1048

1275

727
2218
1842
2218

1417
2761

- 2435

2761

LEGEND: D = Direct service Centers (more than 75% of client costs)

©uE o0

= Hospital~based Centers
= Social service agency based Centers

= Coordinated service Centers (less than 75%)
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_tﬁ@atment services, @nd tha aggregate actual cost of the
program was $1, 541,260° An additional iﬁputed value of

$558 009 increased the total value of the program to

$2 099 269. Direct projecﬁs served 1075 different families
- and 2020 children; cOordinated served 714 families ang

1708 children. - The four Medical projects served 656 I
families and 1155 children; th@ eight Social Centers served
1133 families ang 2573 children.

' The ﬁedian cost per family, as shown in Table 2, was
$719, and the average was $862. (The average is far above tha
median because although nine Centers were bglow the mesn, the
three remaining, which included the two largest budgets, had
actual costs per family above $1,200. ) Cost per child was lesgs
than halg these values, . -reflecting the greater number of children.
The total wvalue per family had a median of $719, and a mean
of $1,173, with smaller unit values per child. The range of
each index is large among the twalve Centers, with the highest

level at least four times the lowest for all four measures.,

Table 2A displays the corresponding data for easch of the
four types of Centers (Direct, Coordinated, Medical,- Social)
distinguished earl;er in this report,"These resules are easy
to interpfet: Coordinated Centerg reported much higher unit
costs and unit values than Direct-service Centers, and Medical
projects reported higher unit costs, and much ‘higher unit
values, than Social service-agency based enters. The median
cost per family for Direct Centers was %gco, versus $1076 for
Coordinated; tha mean showed an even sharpea differenca. Only

one Direct project had a higher cost per family than the Coor-
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- éinats& CQntcf reporting tha 1owast rate, 80 ths distxibuticn@_

w@xc n@azly &isjunct. The other three nait cozts and valuas
' showed b&sically the game patt@kn, with 5maliar;'but stils
' substantial differences. thle the reasons for thia large
di@parity are not obvious, it should be noted that the Ceordi-
natad Centers had an average total of 119 femilies in planned
saervices for the period, versus for Diract CQnﬁers 179 (more
than 508 moxre). No Coordinated -center had. 179 cases. This
dlfference in capacity (or rate of flow, as explained above)
is hard to account for, but may possibly involve, in part, the
need for COOrdinated Centers to support both their own indirect
costs and those of the sub;ontractor actually del;veting the
services. i
Medical projecbs showed higher average and medaan unie
cosgts and values on every indlcator, although the difference in
unit cost per family is only about 5% of the Sbcial Centers"®
‘rate. As the reader may have anticipated f£rom the ea&lier
descriptions of donated medical services, ﬁhe total values
per child and per family are much higher for the Hospital=-based

prciects. There is much more overlap, however, in the range of

these Center-types from administrative base than in the service=-

modality types: the Medical projacts with low unit costs appear
to be far more efficient than several of the Social Centers.
The discussion of the limitations on interpreting unit costs,

which began this section, should be kept in mind before

-drawing conclusions from these results. Until the summative

evaluation provides information on treatment effactiveness,
however, these data raige the possibility that the Coordinated
i
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service ﬁada Ceat@rs and the Hespitalobased Caentarsg m&? be
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relatively expensive maans of providing comprehengive servicas.
Pregumably NCCAN will permitlmore operational daga to esccumulate
bafore éven tentativaly accepting this. Do the several types

Lo s it Sl L it

' of Centers handle the same kinds of cases, do they treat pzoblems

m.qf comparable severity, and are the treatment services pzovidad

of comparable quality? - fThese are questions anticipated by 0CD P

_prioz to the award of the-Démonstration Grants, but they arze

and in some cases the &nswers must await the results of the
summative evaluation. While the statistical indices raported
above ghow differencea among the several types of Centers, E
the meaning of these differences will becoma clea;ez after ;
the process and summative evaluations have developed more' ' i
information, and aftoer the Demonstration Center ranagers have
made program adjustments to opetatioual problems which may - :
lead %o unnecessarily high unit costs. Alternatively, it

may be that effactiva treaﬁment requires very high levels of
Tesources, and that’some Centers presently reporting very low
costs are hot creating the necesgsary changes in the behavioral
patterns of the majority of their clients. The Demonstration
Program must operate with limiteq raesources, but its purpose

is to provide for the welfare of the chiléren and their parents.
While the MIS may seem to emphasize.costs and vélues, that is
only because of their convenience in describing rrogram actie
vities. Impact upon clierts is the "bottom line,” and this
present evaluation isg primarily ihtended to describe the twelve

Centers in sufficient detail that differences in effectiveness
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id@ntiﬁi@d by the @ummative evaluator crn ba plavsibly related

"-to common o unique characteristies af tha Centers aﬁd thaix

: p:ogr&m cgmpon@ntﬁo,

This cenclud@s the "Executive Summary,® which was intended
ta present the major findings of this report. It was felt to
be appropriate to include consideorsble statistieal detail, and
several explanations of the procedures 5y which the numbers
were derived, and the cffact of these definitions upon the
interptetation of the data. Other important quanticative

- results for the program as a whole are given in the last ™

- saction of Part B of this Volume, and in Volume Iz, 9he

data in Table 3, "Indicators of. Potential Probléms,® give

an important suwmmary of the warning flags produced by the MIS

ags a result of each C@nter°s.output for the final quarter of
FY-76. To these should be added a potential problem alluded
to on page 26 above: the actual cost per Eamily for the last
two FY-76 quarters was below $850 at all except three Centers:
New York ($1,224), Newark ($1,842), and Chicago ($2,218). It
will be the task of the MIS during FY-77 to determine'whether
these Centers are able to incraage their caseloéd or contréi
theirxr expeﬁditures in such a way that the future unit cost per
family is less at variance with the rates of the othexr Centers.
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| © B. GENERAL NARRATIVE

1. Introduction

In November, 1974, the Office of Child Development of
the Department of Health, Education and Welfare invited several

2{A) small business firms to submit proposals to assist the

National Center on Child Abuse and Neglect to prepare for and
; P to evaluate the twelve Child Abuse and Neglect Demonstration
f Center programs. '
The major purpose of this engagement was to evaluate
the feasihility; efficiency and effectiveness of different
strategies- (modalities) for organizing, mobilizing, and
bringing resources to bear on the identification, prevehtion,

and treatment of child abuse and neglect.

- R g R P e i A e TR P s T e

The output objectives of the proposed engagement, as

; stated in RFP 38-75-HEW-0S, were to:

() Determine.the efficiency and effectiveness of

s g et i g s e

| medically based and social service agency based

| client-oriented child abuse and neglect centers
with certain program variations.

© Determine the afficiéncy and effectiveness of
different service delivéry modalities in

- medicaily based centers and in socizl service

4 ey et vy n O™ a3 T e+ T 7y

agency centers w.th certain program variations.
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0 'Idéntify approaches to the delivery of ‘ -
5ervices_to those involved in abuse or neglect
which are wbrthy‘df replication and sissemination

‘to others.:

2. The Broad MNature of Child Abuse and Néglect

The abuse og children takes many forms. Neglect of
children results from acts, or failure to act on the part of
the parents.. The neglecting parents are ¢ither:

(a) Doing things which directly bring about‘neglect

'of'ﬁheir children _ ' |
(bi Not Qoing things wiich they should be doing to

avoid negiect.’

in category () above, we find such actions as desertion,
aﬁondonment, excesgive drinking, refusing to support as well
as forms of physical punishment. 1In category (b) above, we
find such things as failure to provide needed medical attention,v
housing, clothing or food, failure to give propre schooling,
training and-conatructiée'discipline. Even more important
is the failure to give a child the love and affection, the
sense of belonging and the secﬁtiry which is so important to
a proper personality development and self-concept.

Thus, child abuse and neglect ﬁay be defined as those

activities (éingular, accumulative) which induce physical and/

\s -
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v"oi eﬁbtional trauma in children and arevthe resuits of ndno

abcident&l actions of the parents or other individuals with

- whom the child interfaces. In recent years, Dr. DePrances,

- Director of the Children's Division' of the American Humane

Association, has defined eight categories of abus@'énd negléct.
Théy.ér@:

o Physical Abuse

The non?accidentalAactions of'parenﬁs or other
individuals that induce physical trauma. The
‘Battered Child Syndrome' in which multiple long
bone fractures are often éoupled‘with subgdural

hematoma present the classic exa@pl@ of repeated
child abuse.

c: Sexual Abuse

Acts of sexual abuse ranging frem molestations such
as indecent exposure, and fondling to fu114§nter-

course, rape and incest. These acts may bexgxecuted
\
by parents, relatives, neighbors and other inc\xi.viduals°

\
© Moral Abuse And/Or Neglect . N\

The exposure and/or forceful inducing of chil&r@k
‘into activities such as: prostitution, productio&;
and/or viewing of porﬂography, incest, homoesesxual .
éctivities, rape or other activities‘which may be
illegal and at a minimum should only occur with

two consenting adults.
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o Emotxonal Neglect

'; The failure to provide the child with adequat@

supervisxon and protection which are prerequisites
to physical and/or psychological d@velopment.
Medical Neqlect

The failure to provide medical examinations,

‘innoculations against disease, and other medical

services which the child requires to insure
physical well-being. '

Educational Neglect

The failure of the caretaker %o insure that the

child is able to comély with state requirements

which determine the minimal level of educatien

: that the child must receive and/or the failure to

provide the child with the items or materials
necgwsary for school.

Community Neglect

The failure of the community to provide adequate

‘schools, housing, medical facilities and other

services which are necessary for the development

of physically and emotionally sound children.

While the focus of abuse and neglect has been on the child,
there remains the 'Parent (Caretaker). _Rééently, éttempts have

been made to implement and improve treatment services made
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‘available to them. Some of the most.eziouraging efforte in
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this recard are occurring under the auspices of such orgy- "~

zations
o
o

o

as: Nt

Parehts Anényﬁous ih Lés-Angeies, Califcfnia%
The Children's Trauma Center in Oakland, California
Parental Stress Service in Berkeley, California

The National Center for the Preventioﬁ and
Tfeatment of Chilad Abuse in Denver, Colorado

Family Care Center in Los Angeles, California

Family Life Achievement Center in Chicago, Illincis

Staff members of E. H. White & Co., under an early

(January '74) CCD/Child Abuse effort, interacted with and

interviewed many of the major participants of these programs.

Child abusers have been described as immature, impulsive,

dependent, angry, rejecting and demeaning individuals. Many

of the parents are emotiohally immature and their emotional

makeup remains at the arrested adolescent stage. They have

a low frustration tolerancr level sc that when problems arise

that they can't cope with, they strike out. These parents

feel insecure and unloved, &#nd look to their small children as

a source of reassurance and comfort. Another type of abusing

parent is one with borderline intelligence who has a difficult

time functioning and doing routine tasks; one who during

-marital strife use the child to get at each other. Many
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abus;ve parents have inaccurate percepticns and expectations

" of chlldren. They demand performance from their children

that is clearly beyond the ability of the children and ignore

“the child's own needs, 1imited abilities and helplessness.

- Abusive parents feel a "sense of righteouaness" in punishing

children who do not live up to such principles. Stiil
- another type of abusive pa:ent is the emotionally disturbed

parent -- those that are mentally ill. Some of these

' parents have emotional problems that are reflected in other

characteristies, i.e., alcoholism, drug use, character

- disorders. There are several common dynamics which usually

set abusive parents apart from others. There is a definite
lack of positive mothering that they themselves experienceé
during childhood. Most abusive parenés wéré themselves
mistreated and abused as children. They are taught to believe
that pPhysical violence against children is an appropriate
discipllnary action. '

The Child -- The Caretaker -~ The Indicent! Dr. V.J.

Fontana of the New York City Mayor's Task Force on Chilgd Abuse
and Neglect estimated that in 1973, 50,000 children could be
expected to die ang 300,006 be permanently injured by
maltreatment. Statistics strongly suggest that child battering
is probably the most common cause of.death in children today,
out numbering deaths caused by any ihfectious diseases,

leukemia, and auto accidents. The actual incidence of abuse
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to childxen in the'United States is impossible to cite,

There may be miilions of children who are or have besn the

victims of one or more of Dr. De Francis'_categories of abuse

‘and neglect defined above.' There are estimates on the numbers

| of physically abused ang battered‘children, but many experts

disagree on their accuracy. The main cause for their disagree-

ment is thelack of unifoimity in reporting._ For every case
that comes to the attention of the public, it is estimatgd that
12 cases to undetected/unreported. It is Suggested that many

Private medical doctors are reluctant +o report such cases

. involving middle or UPFer income families whom they have

. dealth with over the;years. Yet, because low income families

:(individuals) have to deal with county hospitals ang emergency
hospital rooms, they'seem to be disproportionately reported.
In summation, the Necessary statistics are not available for
estimating the current national rare. Differences in

criteria for case finding, a variety of reporting biases,

cases of physical abuse. By 1970, however, New York City
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alone'was reporting about 3,000 casas annuaily_(Kempe &
Helfér, 1972).. It is strongly suspactgd that the ﬁrue
in;idehcendf physiéal abuse to children is substantially
lﬁrger than the reported incidence (e.g., gsee results of a
National Opinion Research Council survey reported by Gil,

1%69).

3. History and Legislation of Child Abuse/Neglect

The ﬁaltreatment of childrén is not an acute|problem.
Its existence cannot be separated from the social, economic,
and political history of our society. It has been ﬁustified
for ma-y centuries by the belief that sévere physical
punishment wésinecessary either to maintain discipiine, to
transmit educational ideas, to please éartain Gods, to expel
evil spirits, or because of religious beliefs and practices.

Circumcision, castration, foot-binding, cranial defor-
mation, slavery are all documented examples of this malpractice.

Urbanization and the machine age led to other forms of chkild

- abuse and to increasing mortality. Children had always worked

but when the reign of the machine began, their work oftén
became synonymous with slavery. When parents rebelled against
these conditions and refused to send their children to work,
pdor children-paupers-£from ﬁhe workhouses, who had no parents
were pﬁt to work in the mills. They were starved, beaten and

in many other ways maltreated. Many succumbed to occupational
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‘diseases, and some committee suicide; few surv;ved for any

. length of time. Even though the child stirs the most tender

g emotions in mankind, cruelty to children has always vrevailed.

As a direct result of an indicent reported by Fontana (Vincent

J., 1864, The Maltreated Child), the Society for the Prevention

of Cruelty to Children was founded in New York City in 1871.

Following the example of the New York Society, many other
gocieties with similar objectives were formed in different
pérts of the country. Many of these early efforts to assist
and protect were spearheaded by the American Humane Association
udner the aegis of local societies. These organizations

formed ‘the basis of the early private protective services that

wera the seed for the network of protective service agencies

today.- Early efforts focused on:

O Creation of shelter care for childxen'without homes
o Creat;on of detention facilities to avoid jailing
children
"o Abolition of baby farms
© Promotion of chi;d labor laws

© Promotion of child protection services

Considerable debate at the Federal level made Congress
increasingly aware of the need for legislatién in the area of
child abuse. 1In 1912, the President signed into iaw a bill

that would authorize the creation pf a Children's Bureau

..
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aﬂd the developmetn of a special Bureau to do research and
provide information about’ ch;ldren. With the passage of the
SOcial Security Act in 1935 (as amended in 1962), Child Protec-

tive Services became the responsibility of Public Child Welfare.

Impetus wasg given to Child sérvices Programg as they were

Aandated to provide child welfare for “neglected, dependent
children, and children in danger of becoming delinquent.®
In 1963, all of the 50 states began passing laws making it
mandatory for meducakm law enforcement, social worker and
school personnel who suspected cnild abuse and negiect to
report the incidence to the agency Oor public office stated
in law. PFor a variety of reasons, the enfbrcement of this
law met with only partial success. '

That child abuse and neglect were problems, was generally-

accepted and recogniced. The testimony of expert witnesses

. to Congress in November, 1973, revealed a concensus on the

multi-faceted and éomplex nature of the problem, and of the
need to assure the universal accessibility to contiﬁuous
comprehensive care for all abused chi;dren and their famiiies.
By 1974, this iséue had become one of naticual concern. The
gravity and-magnitude of this concern was reflected in the
actions of the Congress and the President which resulted in
the passage of the Child Abuse Prevention and Treatment Act.
P.L. 93;247, signed into law January 31, 1974. The stated

puipose of the Act include, "To provide financial assistance _
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for a demonstratlon program for the preventzon, identification

. and treatment of child abuse and neglect, to establ;sh a-

A.National Center on Child Abuse and Neglect, and for other
 purposes.” '

In accordance with this legislation, the Secretary of
Health, Education and Welfare established the National Center
on Child Abuse and Neglect (located in the Office of Chila

'Developmenﬁ) and authorized it to make grants to and enter
into contracts with pPublic agencies or non-profit private
organizations (or combinations thereof) for demonstration
projects and programs designed to prevent, identify, and treat
child abuse and neglect. On ESeptember 17, 1974, the Department
of Health, Education and Welfare formally anncunced it was
launching a new three and one-half year demonstration program
to: |

"estab;ish centers to meet the compiehensive needs

of children, their families, and others who may be

involved in instances of child abuse or neglect."

The ebjectives of the demonstration Program were to:
(a) Increase and.improve the delivery of
comprehensive services to those involved in
abuse and neglect.
(b) Find effective methods . for the organization

and mobilization of resources and for the
< ’
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deiivery of éervices that would prevent the
oCcurrenée of abﬁse and neglect and alleviate
ies consequenceé'when it occurred.-
Key features of the demopstratian program ware discerned and
it was expected that attention to the operation of those ‘
: progréms would result in information of value for replication
J or modification by others.

On October 5, 1973, a solicitation for Demonstrations
of Child Abuse and Neglect Programs (at local and‘state levels)
was released. This demonstration program was jointly funded
by the Office of Child Develépment; Sccial and Rehabilita;ion
‘Service, Health Services and Mentai Health Adminiétration, and

the Office of Education. The intent of this solicitation was

% ' to fund child abuse and neglect prpjects at state, county,

| and local'levels under the administration of public and

voluntary agency direction.- _
' Subseéuently, eleven multi-disciplinary dembnstration

. projects for the coordination, integration and augmentation

P of services for the abused and/or neglected child and the

- ' family were awarded. Following EEEEé a3ards (June, 1974) the
Public Health Service, through a Conﬁractq:,’undéftook the
evaluation cf the operations of 32332 eleven centers. That

f Contractor was charged to carry out two basic ta5ks=1
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(a) To monitor the activities of each grant

- {continuously and provide feedback to the

- Project Officer as well as the grantee.

(b) To design and perform an evaluation to
& determine the impact grantees had on the

population and systems in question.

‘More specifically, Ehat Contractor was agked to:

(a) Develop instruments and plans for baseline
data collection and uniform reporting fofms
for use by all projects

(b) 'Dpvelop detalled data collection and analysis

'plans

(c) Perform a formative evaluaticn to measure that
the objectives of each project were clearly
specxfied and that intermediate objectives
were specified guarterly.

(d) ?erform a summative (overall) evaluation to
measure the differential impact of demonstration

projects on the communities served.

On Ocﬁober 24, 1974, the Department of Health, Education and
Welfare formally announced to 8(A) contractors its intent
during FY'75 to fund two special demonstration efforts (with

an estimate of twelve grant awards each). These efforts were

for:
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(a) Child Abuse and Neglect Demonstration Program(s) :

(b) Child Abuse and Neglect Demonstration Centers . .

. More specifically, the Department'of Health, Education and |
& Welfare releused a request for technical proposal (RFP=38-75- f
' HEW-0S) to aasist the National Centexr on Child Abuse a1d ;
Neglect in all steps necessary to prepare for and to evaluate :

the Child Abuse and Neglect Demonstration Centers Program. )
Applications for grants for these Demonstration Center programs f

were to be submitted November S5, 1874, and grants were to be ;

awarded Décember»3l, 1974.
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Twelve_such.Demonstration Canters were funded.,

Demonstration Centers

John Cosgrove, NCCAN Demonstration Center
'Director :

College of Medicine and Dentistry
Dept. of Social Services .
65 Bergen Street

Newark, New Jersye 07107 (201 643-8800 X2484

. Mg, Maéy Holman, Director

NCCAN Demonstration Cente:-Child Protection
Center

' Research Foundation of Children's Hospital

2125 13th Street, N.W.

They ara:

Service Delivery

Direct

Washington, D.C. 20009 (202) 825-4000 - 438~4475 Direct

Odele Childress, Director

NCCAN Demonstration Center

St. Christopher's Hespital for Children
2600 N. Kaukini ¢t. ,

Honolulu, Hawaii 96817 (808) 538-6135

Mr, James Boglie, Director

' NCCAN Demonstration Center

Evanston Mental Health Services
1601 sherman Ave.

Evanston, Ill. 60201 (312) 475-2508

Ms. Agnes Williams, Exec. Dircetor
NCCAN Demonstration

Indian Nurses of California, Inc.
390 Euclid

Oakland, Ca. 94€10 (415) £32-238%

My. Wayne Holder, Director
NCCAN Demonstration Center
Family Resource Center

8016 zuni, S,.E.

Albuquerque, N.M. (505) 262-1911

Ms. Norma Totah

Connecticut Child Abuse and Neglect
Demonstration Center

94 Branford St.

Hartford, Conn. 06112 (203) 566=3040

Coéréina;ed
Ccordina;ed
Direct'
Direct

Direct
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Demonstration Center Service Delivery

Mr. Dennis Depéik, Director : ' s

Metropulitan Area Protective Services 3

1630 West Armitage ave. ) e : R

Chicago, Ill. 60622 (312) 276=-3550 - Direct/Coordinated 3

Mr. Donald Gibbs, Dir@ctor ‘é

The Wiltwyck School, NCCAN 3

Demonstration Center 2

1239 Fulton St. ' 3

Brooklyn, New York 11216 (212) 632-9400 :

Mr. Jack Knox, Director ?

CAN-DO, NCCAN Demonstration Center ;

P.O. Box 729 3

Belton Texas 76513 (817) 939-1801 (ASK FOR ;

CAN-DO) . . 18

Mr. Gary Matthies B

NCCAN Demonstration Center .

Family Stress Center , ;

577 Third Ave. 4

Chula Vigta, Ca. (715) 425-5322 e
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‘The Centers were glven a six month start up period and
their doors were to open for service July 1y 1975.. The
Demonstration Centers were selected for partlc;patlon by a
ZXZ matrlx encampass;ng programs with either a medical base
or social service base and providing either direct or
coordinated services. .

- The presentation that follows reviews the activities and
gources of these centers to date. Because ofthe idosyncracy

of the information and reporting system, only statistical data

.from the period January 1, 1976=June 30, 1976 has been

included in this report. ‘

Although progress on some fronts is being made, the
comprehenSive eéaluation of child abuse and neélect involves
many people from different backgrounds'énd diseiplines. It

is safe to say that many of these people will have different

perspectiveq on how to carry out evaluative (program's impact)

effocrts. It is only legical that an increased understanding

and improved cooperative relationships and interactions between

these individuals will provide the multi-disciplinary guidance —

hecessary to reduca the incidence of child abuse and neglect.
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4. Program PProfiles

a. Start—up.issues

_As the twelve Ch;ld Abuse and Neglect Demonstration

Centers became operat;onal, there were a number of problems

"which ‘each center had to face, While the majority of these

problems or st&rt-up issues were unique. for individual

centers, there were issues which were shared by a number

. of the centers. Amohg those issues_which four or more

of the centers had to deal with are the following:

(l) Site selection. Finding suitable facilities

for the operation of the Center was a problem for a number

of the demonstration centers. In the case of one center,

- the problem involved locating an area within a large county

as well as securing a facility for operation. A few of

the centers have relationships to state structures

-and organizations which complicated the acquisition or

renovation of acquired sites due to the abundance of red
tape that was generated by the. State. However, within
reasonable periods of tiﬁe, all centers did acquire sites

and have or are in the process of renovating those faci-

Lities,

(2) Clarification of the relationship of the centers

to_existing agencies. For almost half of the demonstration
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centers, there were agencies already established that
pProvided some degree of service to‘persons involved in

child abuse and/or neglect situations. as the "new"

.agency, it was hecessary for some of the centers to create

or clarify procedures and to establish positive working
relationships with Depértments of Welfare or other similar
agencies, 1In many instances, this clarificaﬁion process
has moved smoothly and is working well for both the
cénter and the involved department or agency. However,
in other instancés, these proﬁlems are still beipg worked
through, '

In addition to the above start-up issues, a number
of issues were common to only two centers. They are

briefly.discussed below;

(1) Restructuring a program and transferring it

~

to a new site. Two of the CAN demonstration centers were

already handling chilg abuse and neglect cases before they
were funded by OCD. fThe funding as a demonstration center

necessitated some restructuring of the old Program and

transferring it to new facilities. For both of those

demonstration centérs, their previgus experience in chilg
abuse and neglect.acted as a negative force as it impeded
the center in its efforts to become cohpletely opeiational;
ﬁowever, both centers were able to make a successful

transition,

[
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(2) Definlng intake and follow-up procedures.

: C _' . As a part of the early operation of these centers, it

.‘lwas necessary to clarlfy and/or change the intake and follow=-
! P procedures which were being used in order to fac111tate

‘ ; L n ' commurucatlon between the number of persons who had some

| ' measure of respons;blllty for clients.

(3) Relationships with contracfing agencies.

Two of the centers have a large number of subcontracts

with other agencies who provide the bulk of the services

for their clients. One of the start-up issues which had

to be dealt with (and in one case is still being dealt

with) was the relationship of the demonstration center

. ..,...‘._...

to the sub-contracior. The prov1510n of feedback to the
center from the sub=-contractor concernlng the services
provided for specific clients was one of the areas in
which procedures had to be developed. Another concerned
the completeness of fhe feedback thch was provided.

(1) Defining the catchment area. Two of the

." centers had the problem of establishing and defining by

area the population that they would serve. In both cases,
the original area that was defined in the proposal was too
‘large, in terms of geography and population, to provide

the type of services that the centers wanted to provide. -

Both centers were able to work out a me

thod for realistically

restricting their target areas.
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Other s ft-up issues were unique to individual cen-
ters and are discussed in the individual center profiles

contalned in Volume IXI of this report.
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b, staffing AT

e Most employces were hiredduring’lB?S on che basis
of thelr congruence w1th the grant proposal Job descriptions.
The need to obtain staff through the hlring mechanlsms
of sponsorlng State, hospital, or college administrations
tended in several cases to increase the time re§u1red

B to complete staffing beyond the projected schedule, and
also reduced the control of Project Dlrectors and
Executive Boards over staff selectlon. In one case parti-
cular, the requirements of the Iliinois Civil Service
regulations were identified as the source of serious
’éroblems for the Chicago MAPS pProject in filling staff
pPositions with persons éought by the Center managers.

. Several Centers had service agreements with local agencies
80 that donated staff (such as from the Hawaii Child Pro=-
tective Service Unit, and the California Department of
Corrections in San Diego) functioned directly within the
Center organization, permitting fuller staffing than the
NCCAN grant alone would have provided. Although Centers
generally are subject to the various federal laws and
e#cutive orders which pertain to equal employment
opportunity, the Cakland Project was successful in
recruiting an all-American Indian staff. Since the clients
of this project are all Indians, this will facilitate‘

greater rapport between caseworkers and clients.
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~ volunteers, and 42 ¢onsultants,

‘Were 32.7% Social,
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The judgment of scme other Centers may be open to question

: ‘for their lﬁablllty to match the ethnicity of their service

population to the workers selected to staff the program,

At the close of FY -76 the twelvs emonstratlon

Centers reported 171 full- or part-time permanent paid
employees.  Of these, thirty-three (or 19.3%) were primafily
administrative, twenty-nine (or 173%) were support staff,

and 108 (or 63.2%) were primarily direct service staff,

with one employee unclassifiaqd

i24. More than three-quarters
(129,

or 75.4%) of employees were female, and less than
a quarter (42, or 24.6%) were male, according to the MIS

data. Despite this great preponderance of women on the

. payroll the majority of Project Directors were men.

This permanent staff was supplemented by 129 auxil=-
liary stafs, including 6 temporary employees, 61 unpaid
Most of the volunteers
were reported' by the Belton Center (45), and most of the
consultantc were retained by the Oakland Center (22).
Unt11 January, 1976, the MIS forms classified professional
workers as either Social Workers, Health Workers, or
"Other". For the quarter ending December 31, 1976, these
31% health, and 12.3% other. Fo? all

quarters, about 85% of Center employees worked more than

20 hours per week.
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i Tg_staff a proéram; a éroject must both recruit and
retain personnel. The NCCAN Demonstration Centets reported
31 termznated employees during FY=76. for a turn-over
rate of only 18 2%, but Sseventeen vacancies occurred
during the last quarter of FY-76. Must of this was in
the clerlcal positions, where budgetsvtended to provide
unrealistically low compenéation. As a resuvlt, capable

secfeta;ies tended to leave for better jobs, while

' unskilled applicants could not be economically trained in

clerical skills.

All centers devoted efforts to staff tralnxng.

Some developed speclflc curricula and materials for training

project staff and other commun;ty persons, both lay angd

‘professional. Some Lullizatlon of the NCCAN Resource

Centers wore also reported. Other Centers relled primarily
on outside contractors to Provide training. Relatively
little exchange of training materials appears to have
occurred among the twelve project. In the future the
Several Resource Centers may be able to identify the
tralnlng needs of project staff and to find existing
trainlng pPackages that can serve . .as a basis for training

tailored to the individual needs of a Center.
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" ¢. Organizational Issues

There is a great range of organizational structures

among the demonstration centers. Classifying the 12 centers
' according to type of sponsoring organization one obtains 8

: (eigﬁt) types. With such diversity, no generalization

predicated on sponsuring agency, per se, is feasible. The
types are: |
(1) State Protective Services-
' Albuquerque, Hartford
(2) Joint Operaticns of State and Hospital- '
Honolulu
(3) State Hoﬁpitals {distinct from irotective
Servicesf - '
Aﬁewark
(4) State Sponsored Consortium of Public and
private agencies =
Chicago
(5) Consortium of public and private agencies
(independently iﬁcorporated)-
Evanston
(6) Multi-CountyAOrganizations (dealing with
social issues)-
Belton
}(f) Private Organizatidns (dealing with social

igssues) -

Brooklyn, San Diego, Oakland
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(8) Private Hospitalé-
_ Philadelphia
(9) Public Hospitals -

Washington

On another orgaﬁizatidnal dimension, the internal
structures range from the traditional hierafchical orga-
nization to more democratic forms. The stressful nature
of working with abusing/neglectful families suggests the
possibility that a non-hierarchical orgahization may prove
more supportive to direct service staff. This aspect will
be considered more fully in the future. ‘

The centers may also be classified as to whether di-
rect service staff is mostly.profeSSionals or mostly para-
professionals. There are several centers in both of these
classifications. Clearly, the staff composition relates to
matters of cost effectiveness and this issue will be evaluat-
ed at a future date.

Perhaps the most noteworthy organizational parameters
are those embodied in the original design of the NCCAN de-
monstration centers program: organizational base and ser-
vice modality. There are eight social service-based centers
and 4 hospitalQbased centers; the centers have been evenly
separated by whether most services are provided directly or
by otherAagencies. Some striking preliminary findipgs on
these matteéers are discussed elsewhere with regards to unit

costs,
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Finally, the organizational issues that relate to j;:f
operationa during ‘the yaar are discussnd below. R .
' , IO (1) In Philadelphia, the paraprofessional workers A
o i ‘ { hold group interviews with all protective staff o )'*;
’ ; mambers. This process has deloyed the hiring
i . .
" of & much' needed social worker. This is related
o to a more general problem of decentralized deci- 3
e A
? sicn making discussed fully in that center's
profile. _
1 (2) In Evanston, the governing board was expanded 3
® ; to include members of the business comrm.nity
to improve fund raising efforts.
~(3) In Hartford, there were difficulties hiring y
needed staff because of a freeze orn hiring in
¢ the state government. :
" (4) In Newark. there was a delay in acquiring faci- 5 B
lities because of a need for approval at the ?
® state level. i
] (3) In Brooklyn, the working relationships had to g :
| be reorganized to meet the demands of the work. _
(6) In Chicago, OCD felt the board was too large
? : ) _ for effective de¢ision making and that there
was potential conflict of interests. j
o {
L |
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d. Linkages Issues

‘ j Each -of the CAN demonstration centers has established
linkages with other organizations or agencieq. Those
linkages can be classified as consortium linkages, contract
linkages, or informal linkages. Each type of linkége is

briefly discussed below.

(1) Consortium Linkages. For some of the centers,

a consortium of organizatxons and agenciesg has been involved

with the CAN demonstration center from the beginning.

The criginal proposal to OCD was conceived anrd written by
the consortium and the consortium members act as édvisory
\ * board members to the center., In at least one instance,

some of the agencies whieh participated in the conceptual

beginnings of the center and helped shape the direction

in which the center would go, have moved into sub-contractor

roles of various sorts. 1In all cases, however, the consor-
i .
; tium remains involved with the center and helps guide the

center in policy issues.

; (2) .Contract Linkages. All of the centers have

! linkages with organizations Or persons representing organi-
E )

zations and agencies by use of contracts. The contract

linkage has been used Primarily to provide services for

clients that <ould not be provided by the staff of the

center. As an example, most of the certers do not have

a child psychiatrist among their staff; therefore, when
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the services of a psychiatrist is warranted, there ig

-a perscn, on contract, who provides that eervice. Many

of the contracts have been negotiated for long periods

"of time, while others are for only short periods.

(3) Informa; Linkages. Many of the donated serviéee
which all centers receive are a result of the informal
linkages which have been developed during the duration of
the OCD contrzct. Although the center generally does not
pay for services which are received via the informal
linkages, often those services can Le paid for from Title
XX funds. All centers emerge in activities whicﬁ can
lead toc further informal linkages so that the more and bet~

ter services for clients can be provided.
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Because the abuse or neglect of children is a criminal
actxv;ty the file of the Demonstration Centets are of an
extremely sensitive nature, and the maintenance of confi-
dentiality of records is necessary both as an ethieal |
matéer and because of theipotentially actionable nature of
the case file information. A number of project employ
digital coes sustituted for all references ﬁo the identi-
ties of the clients on the Client Record Forms. Such file
security procedures are appropriate, althouéh thex intro-
duce the possibility of problems for "he summative evalua-
tion, if the decoding keys were def. .tive or unavailable
when it becoﬁes necessary to contact Center clients. K

In addition to confidentiality and civil liability,
the criminalization of abuse.and neglect creates a potential
problem at meny Centers in thut self-referrals of abusive
parents undex the mandatcry reporting statues of several
jurisdictions, most be brought to the attention of law
enforcement agencies. The ﬁhreat to the therapeutic
relationship of "calling the cops” on families seeking
help is evident, and affected Cénters have dealt with the
problem in various. ways. A Probation Officer attached to

San Dlego Center as a counselor is assigned respon51b111ty

for the mandatory 1nvest1gaLlon, for example, and similar

agreements to deter the entry of police workers into.
certain cases identified by the Centers have been made,

formally or de facto, by Centers which have investigative
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-cepebiiities. -where eourt and_police‘agencies have been
olosely involved in the Center program, difficulties
arising from law enforcement priorities have been minimal.
Some Centers, such as in Albuquerque are the nandated
investigative agency, which is perhaps the ideal solution
if the Center has the manpower to perform this function.

A related legal issue is the need for Center staff
to know the law, ccurt procedures, and ef‘ic 120t ways of
meeting court requirements arising from casework. Most
Centers have arranged for training in these areas, and some
have been active as resources to other professional workers
in their catchment areas, even'developing manuals to
advise social, medical,educationai, and other profes-
sionals of their duties, liabilities, and best procedures
in connection with cases of suspected abuse and neglect.
While this duplicates a potential function of the Resource
Centers, the many loeal variations in definitions, laws,
and procedures make this an efficient utilization of the
understanding and experience of legal issues available
to the Demonstration Centers;

While this section deals primarily with the Centers'
response to the legal system, the Centers have also been
active seeking better legislation to deal with child abuse
and.neglect. Several Centers, such as Honolulu, have

assisted in drafting and lobbying for model legislation
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in the area, while the New Jersey Center‘has rallied

Support for the defeat of a reactionary proposed law

which woula have the effect of eliminating hospitals and

physxcians from the reporting system, by raquirinq them

to notify law enforcement agencies. (It is well known

that such a procedure, as opposed to the present reporting

to Protective Services, creates a conflict of interest

for most physicians, thereby endangering the unreported

children.) The Oakland program engages in advocacy activities

relating to the national status of Indian children.

A final legal issue faced by many Centers arxses

from the only approximate correspondance between the local

legal definitions of child abuse and neélect, and the circum-

stances in which the Centers lntervene. Some laws are not

spectiiq,while others result in reports based upon lack

of supervision or unusual housekeeping practices that are

jess acute threats, compared with other situations, to

the child's life or well-being. Thus the *"high risk"

category is sometimes used where no legal determlnatloq

has been made on a strong susp1c1on of abuse and neglect.

The diversity of laws obliges the Centers to use local

definitions of abuse and neglect, increasing the hetero-

geneity of +the "case type" data treated in Volumes I and’

II of this report, and sometimes removes the motivation .

for parents to cooperate with a Center, if the language

of the law does not cover some unusual child-rearing

- . ,
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©g. Community Awareness . o A ‘ Jg
-There has been an extremely broad ranée of activitieé. 4%
- carried ouﬁ by the demonstration ¢ente;s to increasé awafe- é
iness of the problems;of chiid ébuse and neéiect. Eaéh éf the ) E
Céntéfsvhas perfofﬁeé sevefalvof the activities listed be- %
low. It is notaBle that some centers feel that they cannot ;
afford to publicize their serviceé since they already have | ﬁ
extremely full caseloads. . ' | ;é
General Public Awareness §
(1) Design and distribute flyers and fact sheets
(bi-lingual, where appfopriate) ‘
(2) Produce and/or sponsor radié and television
spots (including ten 30 minute radio talk .
sﬁows_by one center) | :
(3)'Provide public speakers
(4) Establish a lending library including audio s
' visual materials. , ;i
(5) Recruit vr .nteers at foster homes ?E
(6) Establish and publicize hot line é%
Specialized Awareness Efforts ?
(1) Provide in-hospital education for professionals i
(2) Provide education for professionals in education, ;%
" lawrenforcemént, and social service agencies ;
(3) Develop resources and perform liaison ac;ivities .
. - (4) Establish a lénding library including audio visual v
materials ej
.
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(5

(6)

(7
(8)

(9)

- 66 -

Pubiiéh articles.in' professiohal jgurnalls
‘Publish newsletters _

.Prbduce a.tréi‘ning £ilm for professionals
Conduét and/or sponsor semiﬁars and wbrkshops
?resent a college course "Dynamics of Child

Abuse and_Néglec,t" for paraprofessionals
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.'g; Program Priorities

Looking at program priorities across all twelve
demonstratxon centers, the contractor found the following

. areas of prxorxty in descending order:

i Case Management & Review (7
'individual Adult Counseling (5
Multidisc1plinary Team

Case Review _ : (5

B Couple/Family Counseling (4
Crisis Intervention : ' (3
Home Making (3

. Parent Aide/Lay Therapy (3
° Identification/Outreach (3
; Psychological Serv;ces . (3
) Day Care _ ' (2
Educational Services (2
Transportation/Waiting . (2
Diagnosis ' (2
Special Child Therapy (2
Baby sitting {1
Crisis Nursery , (1

The” heavy emphasis on casework aotivities

endeavor to maintain a smooth patient flow and to provide
effective services. The next major emphasis on Identification/
Outreach; Crisis Intervention and CodnselingA(lay and

professional) are logical sequential expectations from

the service delivery systems involved.

other services in discreet categories flow from this.

centers)

centers)

centers)
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e - R '0verall there were no discernable trands between centers
providing direct or coordinated services, or those operating
‘ I o from a medical or soc:Lal service base,
e ;
By "priorities"™ in the above discussion and tabulation
is meant that a service area was among the four highest of
the 30 service cateayories among the Casework and Client
! i : :
e Service areas in expenditures for FY-76 for a Center.
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he Goéls/Aoproaohés
' The contractor carried ocut a thoxough r@viow of individual
goals for ‘each of the individual domonstration centors. Although
fwe detected wide variance in how spocific goals for tho indiv;dual
centers were labeled. & content analysis ravealed the following
Primary goals for an overwhelming majority of the centerS°
@ Provide comprehensive child abuse and neglect (CaN)
services _
© Provide broad range of Community Education activities
@ Prov ile comprehensive staff tuoaining in child abuse
iand neglect. |
Additionally, at least one third of the centers articu;ated
- goals in the following two areas:
© Provide 24-Hour Emergency Services>
© Develop and implement a atrong Preventivo Program
While these were articulated as goals, they may wall be
viewed as necessgary objectivea for meeting the mors global goals
listed above. .
Finally, the following goals were listed by one center eaoh:

® BExplore cultural aspects of CaAN
9 Develop a systeﬁ for multi-disciplinary-interagency as-
‘sessments '
© Develop a Regional CAN'ﬁegistry
Overall, there were no dlscernlble trends Ltetween centers
providing direct or coordinated services,

or those operating from
@ medical or social service base.
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- 4. Stati@tical Infosaation

The MIS has Produced v&rious indicators of the
cost and productivity of chter oparationa, The Bxecutive

'Summary section of this report {pages l through 29) displaya

~L-_the nost fundamental of these: the allocation of costs to

- Bervice areas (Table 1 and Figures 1, 1A, 2, and 22) and

the erenditures pe: recipient zeceiving Planned serxrvices
(Table 2). These results showed overall rates of indirect
expenditures near 40%, large donations of medical sarvices,
increased expenditures each quarter of FY¥=76, and certain
differences among the varicus Center types, which were
sensitive to whether actﬁal cost or total value was uéed

to measure expenditures. For the last two quarters of PY-76,
the twelve Centers reported a median actual cost of $318
per child and $719 per family; the median total valuss

were $436 per child and $942 per family. Relatively large
variation was reported among Centers, with actual cost par
family ranging from $528 (the lowest value, for the San Diego
Center) to $2,218 (the highest value, for Cnlcago) a typical

distribution. Large differences were found in thase unit costs,

with Coordinated projects Jenerally reporting higher rates
than Direct service Projects, and Medical higher thanm Social
by a smaller margin.

This section discusses further statistigal detail on
the program as a whole, Additional informétion is provided
in Volvme III of this report. Volume II presents corresponding

statistical indicators for individual Demonstration‘Centers.
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- Pigure aloh the next page shows the median unit costs
by quartar and the mean unit coust by quaztezs £or each F¥-=76

Quarter; Because extrame valuea reportad for number of cases

» t@n&ed to distort the mean for the £irst two quarters, the

madian gives a more accurate pictur@ of the y@&r, although

the means are included to express the aggregate expenditures

divided by caseload. Expenditure¢s in Figure 3 are measured in

~dollars. As is explained on pages 22-24 of the Executive

Surmary aﬁove, thesa quarterly estimates of unit cost are
obtained by dividing the number of recipients of planned

services during each guarter into the expenditures for that

Quarter, and multiplying the result by four to obtain an
"annualized® estimate. Since this last operation would
only give the'same result as dividing total expenditures
for -thé year by total recipients during: the year if no
racipientc icft the casaload, it amounts to an estimate of
the cost of providing services to one reéipient for twelve
monthas. Since in fact clients leave the caseload and are
zéplaced by others, the method of calculation used in Table
2 (recipients during the period Jandary through June, 1976,
divided into expenditures for the same period) gives a lower
unit rate than the annualized quarterly estimates of Figure

3, bscause the same dollars are divided by a larger number

.0f clients. Put in another way, Figure 3 gives unit costs

based ﬁpon twelve months of treatment services, while Table 2
gives unit costs bamed upon the actual duration of services
during a 8ix month period; for many clients, services were

provided for fewar than six months during that period, during

which thay laft or entered the caseload.
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ilaesuigs for thé énﬁualized quéxtarly estimates in Figurs
3 show that the mean cost of treating a'childlfox a yeax, asg
an average of the four quarterly estimates, Wa@‘about §1,150,
and th@ corxesponding median value was $1,600. The actual
cogts per famzly were $2,000 (mean) and $2 400 (median).
Thesa “cost of capacity rates are about four times tha | 7
“ccsﬁ of actual clients” rates she n in Table 2. Total valuas
wvere somewhat_higher, zlthough the median was lesé sensitive
to the large donations reported by some Centers than was the
mean, which xose to $1,450 per child and $2,550 per family,

roundz2d to the nearest $50.

Over the four éuarters of FY-76 the median actual cosi par
chilad decl;néd from over $z,000'in.tha second quarter to just
over $1,G00 in the fourth quarter, while actual cost per
family remained essentially fixed at $2,300 for the last
three quarters. All median rates were lower for the last
quarter than for the average of the four quarters. Thigsg concludasg
the discussion of Figure 3 annualized quarterly estimates of

unit costs-for the twelve Centers.

For purposes of the present report, five stages of case
integration are usad to describe the status of famililes who
come to the attention of the Centers. Figure 4 telow, the
éase flow diagram, shows the number of families at each stage
during the last two quarters of FY- /6, and the'humber of
families making transitions from onerstage to another during'

the same periocd (as numbers entered in circles between ths
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symbols forvthe stages). The numbsrs of children and adults

',‘in_plahne& service delivery represent the total during the
B p , : e T

_ithixd quarter incremented by values estimated from the number

of families entering planned service del;very status in the

_ 'gouxth quarter.

(1)

(2)

(3)

(¢)

(5}

The f£ive stages distinguished in Figure 4 are:

Initial Services. (These include intake, diagnosis, ths
development of a treatment rplan, angd
émergency services provided prior to
the development of a treatment plan.)

Complete Referral. (Cases not zetained in the caseload, but
. for which some other agency is found te
accept case management responsibility.)

Comprehensive Services. (Cases receiving planned services
. atter the development of a comprehensgive
family treatment plan.)

PollothE; (Cases for which the delivery of planned services
: : is completed, but for which a review
' of sexvice needs is on-going or planned.)

Terminations. (Cases not in stage (2) but for which no

further attention by the Center is
contemplated, either through completion
of planned services, or loss of contact.)

Figure 4ishows that 1,734 families received planned

sexvices during the first six months of 1976 (the period

for which comparable data categories are available). Thase

included 3,726 chiidren and 2,250 adults. Of tnese families

in planned service Celivery, 1,072 (or 60%) began to receive

pPlanned services during the period, while 810 left ..

planned services, and 35 reentered planned sexvice delivery

after’a follow-up review subsequent to the-completion of the

pPlanned treatment services. Of the 810 legving planned

service status, 213 entered follow-up, and 497 were terminated .
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O£ th@se texminations, 406, or 81%, vera planned, and the
z@maindar uaplanned. Of the total of 2,528 potential casges
m&king contact with the Centers during this period. 443, or
17.5% were referred to other agencies for services, while
1,425 received intake (56.7%8), and 867 (34. 3%8) had family
treatment plans daveloped. An additional 479 families (19. 7%)
- were terminated prior to the d@Livery of initial planned
sexvice; the majority of thas@ terminations (90%) were
Planned. There were 1,247 Eamili@a in planned 2ezvice

delivery status at the end of ¢tha fiscal yearz, an increass

. fxom 1,105 at the end of tha third quarter. Thus .ths capacity

of ‘the Centers, in terms of ths number of planned service
dalivery cases on a given day, is about 104 fawnilies at the
®“average" Center. The somewvhat larger caseloadsz discuszsad

earlier were based upon the nunber of families in planned

services during a quérter'or sume longer interval of time.

These data also show tha: the program had not yet reached

an equilibriﬁm by the =nd of the fourth guarter, since more
cases were entering planned service delivery than were leaving
that status. Simiiar case=-flow diagrams for individual

Centers can be found in Volume II of this report.

In addition to the indicators of program performance

discussed above, the MIS produces certain warning flags to

call attention to statistical indicators whose values may
be related to operational problems at the individual Centers.
Table 3 bulow shows those indicators for the last quarter of

FY-76; the meaning of the symbols is defined as follows:

3
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;   2ABLE.3=vINDIéATORS OF POTENTIAL PROBLEWS ?
% - S : STAFF . mBY t
Eor ' CENTER . ADMINISTRATIVE SERVICE TURNOVER STAPP A

: ‘ LOCATIGN ~~ COST CosT (9/s) VACANCIES .
; S . L ) L s
i - ALBUQUERQDE . . 1/ 1 :
i BELTON. L 171

"“‘% ' CHICAGO | ' | : o/ 1
o EVANSTON  ° ' A o1
e memom o A 2 )

f HONOLULT . ® | 1/ 2 é
g P NEWARR L . o/ ;
| NEW YORR S L o/ 1 1 ]
% % CAKLAND _ _ .1/ 3 :
? | SAN DIEGO : o /1 >
| WASHINGTON . ' . . 4/s [
e | g
! é Administrative and service cost data are based upon the 3;
f last two quarters of FY-76, while "Key staff vacancies® : ?
z . _ are based upon staffing as of 30 June 1%76. "Staff fi
; : ' _ Turnover"® éhows the number of permanent employees ’ :‘
E f- ’ ~ terminated durihg thg last twg-gquarters 6f’?3516,:w, Tt g:

L Administrative cost is flagged if it exceeds 25% of the

actual cost of operations for the period. Service cost

C " . is flagged (L = "LOW") if it falls below 50% of the
' actual cost for the period."Service Costs" are all costs |

outside the "Operations" area defined for Table 1. - T
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. ADMENISTRATIVE COST:

" SERVICE COST:

STAFF_TURNOVER (Q/S):

KEY STAFF “JACANCIES:

This is flagged "H® (for High) if the
cumulative actual cozts assigned to this
gervice category in the MIS exceeds 25% of

. a Caonter’s actual cests for the last two
- quarters of FY-76. :

This is flagged "L® (for Low) if the
cumulative actual costs assigned to the
thirty=-five service categories outside
the "Operations®” area for the two last
quarters of FY-76 are less than 50%.

This shows two numberg: the number of
employees terminated during the last
quarter of FY-76, and the cumulative
number terminated during buth of the
last two quarters. (Terminations during
the start-up phase ara disregarded .

This shows unfilled key positions as of
June 30, 1976.

The ‘data in Table 5 show.that only one Center, that in
Honolulﬁ. was cited for high adminisérative costs, which were
31.7% of the aclual expenditures. This is intendéd as a warning
of high indirec£ costs, but the Honolulu Center was not flagged

for low service costs, since the othef indirect categories were

3 well-controlled. Discussions with the evaluator indicate that

this flag may be an artifact of the Center's incorrect assignment

. . of staff time in support of specific service activities to the

“gsdministrative® cost category.

Three Centers (Newark, 63%; Philadelphia, 55%; and New

York, 53%) reported indirect costs above 50% of actual expenditures,

so that the MIS alarm for "Low® service expenditures was sounded.
The same Centers were cited in both quarters tabled here, so the

rapozted rates seem to be reliable. Philadelphia and New York

both reported substantial donated services that reduced the

indirect allocation 6f total value to less than 40%, but no such
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silver liniﬁg is evident in the case of Newark. The indirecé
costs ch&gged‘by Maretland Eospital_restrictjthe ability of tha

~ Center mﬂn&gém@nt to reduce this rélatively high overhead. It

‘should be noted that all four of the Centers receiving flags
ara located ih relatively high cost-of-living areas, although
some of the Centers not cited by the MIS are similarly situated.

The Staff Turnover data have conspicuous values for
Hartferd and Washington. The Office of Child Development is

aware of the efforts at these sites to fulfil their qéals, and

. the reorganizing activities at these Centers are appropriate

to the preoperational Phase II through which the Demonstration
Centers were scheduled to de&elop by tﬂis period, which clcses
the éighteenth month of the program since the‘initial grant
award. By making adjustments so that the programs meet local
needs in a comprahensive and efficient fashion, as understood
by the 1ocai community, it is anticipated that the program.will,
dﬁriﬁg operational Phése,III display a2 useful range of viable
program models, which can be replicated in their succeséful

features under various community environmeats.
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'C. METHODOLOGY

g The N&tional Centar for Child Abuse and Neglect

"'Demonstration Centers are charged with the’ responsibility

of initiating a wide range of activities and of perfcrming

' critical funétionsdeemed pertinent and essentizl to

the identification, prevention and treatment of child
abuse and neglect. The goals of the demonstration centers
are: .
(1) 'to increase and improve the delivery of comprae=
hensive services to those involved in abuse
and neglect; and _
(2) to £ind effective methods for the'organization
'and utilization of resources and for the delivery
of comprehensive services, which wili prevent
the occurrence of abuse and neglect, and alle-

viate its consequences when it occurs,

On January 2, 1975, the Office of Chilqd Development
of the Department of Health, Education and Welfare awarded
to E. H. White & COmpany'a contract to conduct an
evaluation of the twelve individual programs that were

funded under the National Child Abuse and Neglect demonstra-

tion program. The purpose of the formative evaluation is

ttq:
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(2)

(3)

Assees‘fhevfelative effectivensss of different v

‘2program varxations by determining the efficiency

of hospital-based and social se:vi»e egency—

. based cl:=it-oriented child abuse and neglc st

centers;
Determine the conditions under which each of the

program variations works best by determinxng

the efficiency of different ‘service delivery

modalities in medically-based centers and in
social service centers; | '

Collect and assess descriptive data about the
occurrence, consequences, remediaticn, and

pravention of child abuse and neglect by identi-

' fying approaches to the delivery of services
to those involved in abuse or neglect which

‘are worthy of replication and dissemination

to others.

The twelve demonstration projects awarded NCCAN

grants in January 1975 have completed the initial phases

of thelr activity. During Phase I, the start-up period, -

staff were assembled and trained, agreements with other

local providers of services were negotiated, the mechanics

. of the link with NCCAN were explored, some acquaintance

with the evaluation staff and with preliminary versions

Rt
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ot the informatioa‘rvstem was made, and services to clients

' was cemmsnced at evaxy proje‘.t°

The Annual Report dascribes the subs@quent precp@:&e

'Ttionnl“ phase of these projects, called Phase II. In this

staqe trained staff are in place, cases are being processed,

and servxces are baing delivered, but management is p:ocaeding_
o in an essentially experimental manner. Phase II policies,

'Procedures; and program corfigurations are tentative,

exploratory, an.' seeking to identify “besgt® ways of achigving

project goals and objectives.

The major activities of ﬁhu contractor in conducting

- ‘this evaluation can be grouped under the following five head-

ings, or evaluation componentss

1. Standardization of procedures dcross pto;
jects and coordination with other evalua-
tion contractors. _

2. Management assistance activities conduct-
ed onfsite by evaluation staff Jduring vi-
sits to projects.

3. D.gireloP, document, train staff in tiLe usa
of, and iﬁplément a Management Information
System (MIS) providing quarterly descript-
idns of project'staff,'case flow; service
deliveries and costs.

4. Collection of baseline information des-

o
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"?cribing projects, thair communitiea, an&

jlocal servica d@livazy systems related to

;'t'program alsessment. . '
8. Examination of technical questions, invol~
ving the differential cost and effective-
TLneéé of project services and configurations
relative to case types, client characteris-
tics, and environmental variazbles.

Tﬁe first component has resulted in a conference, held
in October 1975 attended by representatives of threeAevaluah
tion contractozs and of the Office of Chlld Development. The
thirtymnine service categories def;ned in Volume IIX of this
ruport were the result of those discussions. In addition, -
the distribution of uniform Client Record Forms developed by
the Joint Demonstration Project contractcr, and the use of
standardized data categories and reporting forms at the twelve

Demonstration Centers, has impozed some comparability upon

_»the descriptions of the several projects (comécnents 3 and 4

above) .

The second component consists of the monitoring fuﬁc?

tion performed by the evalua‘:on field staff, who advise NCCAN

. of conditions at the twelve sites,and, as management consult-

ants, are available as a resource to pProject managers. While

P——
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g ‘_“'_"_*  " the evaluation ltaff doas not int@xfaze in th@ administzae
S T 7 tion of the Centers, certain data mn&gmnt procedures ne- .

o cessary to the evaluation have b@@n suggestad by fiald

¢ ' ' . staff to Centers encountering problems in implgmenting the
? MIS. o
o The MIS is the third and 1argest cimponent in terms
of the program and evaluator resources required for ies
maintenance. It proéuces the operational data that com=
prise the bulk of this repor:, and most of the remain&ex
. : of this section will provide detail on the me?:ho&s employed

in the MIS célchlations.

. The fourth component, baseline infozmation, has been

' collected at all sites during Febzuary-2April 1976, and is

separately reported. The same information, dealing with

the community characteristics and service delivery systens,

will be updated during Phase IXI of the evaluation in 1977.
"g . The last component, the treatment of technical ques-
 tions, involves the analysis and qyﬁthesis of MIS and base-
g i line data. Because of the change in MIS reporting forms in-
: ' stituted in Jaﬁuary 1976, many questions will be reserved
for a future time when at least four comparable quarters of
data are avéilable for examination. Volume IIIX below, how=

ever, cxamines some of the issuves subsumed under technical

® . questions.
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- The original degign cf tha Demcnstxaﬁion Erogram

, ienvisiened a ”f&ctorial desirn" of czossed dichotemies

(M@dical - and sceial - ag@ﬁcy administrative bage, ver- -
‘sus Directe and Csordinated-@@rvice»d@livery mode) , with
three replications of each combination of service mode

and &dmiaistzativ@ b&se.l The pattern of grant awards

did not cenform to this design, so that the analysis-of- .
variance approach to the KIS data, recommendad by the
proposéd equal cell'frequ@ncées, has been dropped in the
staﬁisticai analysis pﬁesent&é here. Thie'analysis avoids

parametric statistical inf@r@nc@, and doaa:not regard the

' grantees as a “sample”'of_.asything (in the sense of a

randemly chosen group). The co&p&risoh of'mean values on

. variouvs indicaes among the different typeeof-Center cate-

gories is repeatedly presentad, however. Tﬁs reader must
exercise personal judgement in determining whether the pe=-
culiarities of the individual Centers that make up these
groups permit any generalizations to "other projects of the
same type”. . '

There is probabiy no pzoblgm iqhthé diétinction between
hospital-based and soclal-gervice based agencies, although
the Newark and Philadelphia Centers characterized their

professioral staff as predominantly "social®, rather than
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‘1gsa@@1eh° wozkeza ia th@ last (Decemb@f 197:) quazt@r'

;;fﬁﬁ which the KIs callec@a& @Lch ﬂa&a.~ Th@ Secial S@ﬂh

'fivasa agencymbased CQat@gs axe, in a&diticn, quiﬁ@ h@tea ”_l R
.:g@genecas in theigz czi@ntaticno The distinction, h( wever, : " Y

i r@asonably cl@&g, ‘and the underiying administrative

(h@@pitals &nd businass@s) and pxofessioaal (madicine

: versus social work) diffez@nc@a betwaan th@ managers of

the two types of Cent@rg may ba expected to express it- »
@@1§ in operational differences. B o I " ?

The other cla@@ificaeion, Dir@cﬁ versus cgo &inated

@@zvice mc&ality i@ lsss cl@azvcut. A3 noted on page 6 R ;
- . Z.»,' : \:;:}
of this xeport, most cemtezs pravide scine a@fvic@s éir@eea ST .,é

1y, and arranga for others through cth@r agenci@a, Tha S .jnn_ i_

’ %ZB dogs not claasiﬁy Cent@rs dixactly, but ccmautaa an

.‘iﬂﬁ@R of service mod@lity by which the cguters hava been

partitiened at the median (which fortunately carresponéa' s
to a fairly wide gap in the distribution of the index usad).

Tbus, serxrvice moaality is a dichotomized continuous variableg

and 4 it is possible for a Center to changa its classification B

£zom one qu&rtar to anothar, The present report usag data

e et e et
b i

from the period January 1, 1976 to March 31, 1976, to clas-

sify Centers by modality. *ha computational baaia for the

index is provided on page 6 above,

B
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In ca‘culating the cost associated with a 3@rvice

category, the informatzon comes frcm each Center°a MIS

v‘: dinput form D report of purchased and donated services
r(whlch assigns subcontract costs and the value of donated

'7'services, in dollars, anmong the 39 service categories, and

from the form C time log samples, which allocate working
hours (évér a ténaday sample each quarter) for each worker
among the same 39 categories. The actu&l coat of wages ang
salary accrued for gervices for the entire'qu&rter is di-
vided in Proportion to these hours among the cateéories.
Thus, Suppose that a reimbursed volunteer worked a total of

10 hours during the sample of time logs, and provided during

" the quarter hot-line services with an eatimated total value

of $250, at an actual cost of only $50. If 80% of her time
were alloc:ted to Crisis Intervention, then $50 x 808 « §$40
would be added to the actual cost of Crigis Int@zvention.

The total value of the gamns category 1o $250 x» 80% = $200
for this worker. on MI3 Input form E, "Other Coats and Dona-
tions®, Centers can allocate expenditures to specific ser-
vice cateogires or to a “general allocation”, which distri-
butes e#penditures among the 39 service categori»s in pro-
portion to the actual cost of time log labor costs. All
expenditures are accrued, which means that’ they are charged

to the quarter in which they are incurred, rather than to

the quarter in which.they are paid. The sum of time log,
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;,” . _ form D, and form B axpenditures acrosg all servics c&teg@n
o s .‘ries iz the estimated total fcz a center for the quartaro
' - Costs per service unit are obtained by dividing th@_
- '»”'V ‘.'expehditures for a serxvice category by the-number of ser-
'. vice units reported to .have been deliVered in the quarteg,
For each case type within a Center, these sezvice unit costs
are estimated to be equal, but ‘the MIS obtains different
service unit costs for the aggregate data by case type by
o -dividing the sum og p:oportional costs (within each service
§ category) by d@liéeries for each case type.
: These and the other MIS statistics must be regarded
£ as estimatas of the “true® values, because sampling @KXors
% and errors of omission (nct tabulating deliveriss, reci-
g e ‘pients, or axpenditures) or of classification(assigning ex-
? penditures or deliveries to the wrong category or case type)
"cannot  be eliminated entirely without increasing the cost
of the MIS to levels incompatible with the Demonstratian
Program goals. The values reported here, hcwever, are the
'[ | f best estimates of pProgram characteristics, and are intended
‘ - to provide detail on the performance and priorities of the

<
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e

Centers that will asgist in the assessment or repliyatﬁon

of the program.-
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