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PREFACE

The system of care for severely emotionally disturbed children and adolescents has been of
great interest over the last several years. The conceptualization of this system has been a
major focus in the advancement of the availability and opprop..;ateness of services for this
underserved population. In 1982, Jane K.!.itzer estimated in her seminal study, Ens !aimed
Children, that of the three million children with serious emotional disturbances in this
equntry, two million were receiving no treatment whatsoever and countless others were
receiving inappropriately restrictive care because of the. lack of community-based service
alternatives. Knitzer documented that only 21 states had a child and adolescent administrative
unit within their departments of mental health and asserted that this dearth of leadership,
lack of appropriate child mental health services, and frapnentation of systems has resulted in
literally millions of children with serious emotional problems "falling through the cracks."

In 1986, Leonard Saxe performed a study for the Office of Technology Assessment (OTA) of
the United States Congress, which confirmed Knitzer's findings. Saxe introduced this report,
Children's Mental Health: Problems and Services, to Congress with the statement: "Mental
health problems are a source of suffering for children, difficulties for their families, and great
loss for society. Though such problems are sometimes tragic, an even greater tragedy may be
that we currently know more about how to prevent and treat children's mental health
problems than is reflected in the care available." Saxe presented three major conclusions:

o Many children do not receive the full range of necessary and appropriate services to
treat their mental health problems effectively.

o A substantial theoretical and research base suggests that, in general, mental health
interventions for children are helpful.

o Although there seem to be shortages in all forms of children's mental health care, there
are particular shortages of community-based services, case management, and coordination
across child service systems.

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

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

o What should a service system for children with serious emotional problems encompass?

o Toward what new configuration or ideal should service system change be directed?

o What are the components of the system?

o What is the ultimate goal of such systems change?

To provide a conceptual framework for the field and to answer these questions, CASSP
supported the publishing of A System of Care for Severely Emotionally Disturbed Children and



Youth. by Beth Stroul and Robert Friedman in 1980. This nmnograph has been called a
blueprint for action in the child mental health field,

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

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

This new series, which includes four volumes focusing on home-based services, crisis services,
therapeutic foster care, and systems of care, complements the System of Care monograph as
well as an earlier CASSP publication, Profiles of Residential and Day Treatment. Beth Stroul
and Sybil Goldman have performed an extraordinary task in reviewing information on hundreds
of community-based programs, in synthesizing this information, and in analyzing current
treatment practices and service delivery strategies utilized within each of the three service
modalities mentioned above. They have prodtized a truly "state-of-the-art" series on home-
based services, crisis services, and therapeutic foster care. In addition, they have described
in clear and direct prose three actual communities that have attempted to design and
implement well-functioning systems of care for children with serious emotional problems and
their families. This series constitutes a major contribution to the field and should be of great
interest to program administrators at both the state and community levels, to service
providers, to parents, and to advocates -- to all those interested in improving or developing
community-based service options for these children and youth.

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

Judith Katz-Leavy, M.Ed.
Assistant Chief, Child and Family Support Branch
National Institute of Mental Health
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1NTRODUcnON

This document is part of a series of monographs on community-based services for children and
adolescents who arc severely emotionally disturbed published by the Child and Adolescent
Service System Program (CASSF) Technical Assistance Center at Georgetown University. This
series is the product of an extensive national study of community-based service approaches for
this population and includes the following volumes:

Volume 1: Home-Based Services
Volume II: Crisis Services
Volume III: Therapeutic Foster Care
Volume IV: Systems of Care

There is broad agreement that comprehensive, community-based systems of care for youngsters
who arc severely emotionally disturbed and their families are needed, and the development of
these systems has become a national goal. Many communities offer the more traditional
components of the system of care, such as outpatient, inpatient, and residential treatment
services. However, there are a growing number of promising and innovative treatment
approaches emerging in the field, and there is a tremendous need for information about these
service alternatives. The study of community-based services, funded by the National Institute
of Mental Health Child and Adolescent Service System Program, was designed to identify and
describe three types of services -- home-based services, crisis services, and therapeutic foster
care.

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

With the assistance of an advisory committee, several programs in each category were selected
for in-depth study through site visits. The programs were selected with the goal of
maximizing variation along key dimensions, including different service approaches and
treatment philosophies, rographic regions, types of communities, and age groups or minority
populations served. Additionally, an attempt was made to select programs that exemplify the
core values and guiding principles for the system of care described in Chapter I of this
document. The programs selected for site visits were not necessarily considered "model"
programs, Rather, they were selected to serve as examples of a variety of service delivery
approaches. There are, of course, a great many other programs in the field which arc also
extremely effective in providing these types of services to troubled children and their families.

In addition to site visits to programs in each of the service categories, the advisory committee
recommended visiting three communities that appeared to have a wide array of service
components in place as well as effective mechanisms for linking and integrating these services
into a coordinated system of care. Three-day site visits were conducted in order to become
immersed in the programs in an attempt to determine what makes them successful. The site
visits involved observation of program activities and extensive meetings and discussions with
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program administrators, staff at all levels, staff from other community agencies, parents,
foster parents, and children.

The analysis phase of the project involved synthesizing the information obtained from the
survey, site visits, and literature review in each of the service categories. This monograph
series represents the major study product, each volume providing a descriptive overview of the
service approach, case studies of the programs visited, and profiles of the programs responding
to the survey. Thc monographs arc designed to provide information that will be helpful to
state and community agencies, advocates, and others who arc interested in developing these
types of programs.

iv
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I. A SYSTEM OF CARE FOR CHILDREN AND ADOLESCENTS
WHO ARE SEVERELY EMOTIONALLY DISTURBED

In her book Unclaimed Children, Knitzer (1982) reported that two-thirds of all children and
youth who are severely emotionally disturbed do not receive thc services they need. Many
others receive inappropriate, often excessively restrictive, care. Recently, there has been
increasing activity to improve services for children and adolescents who are severely
emotionally disturbed. In 1984, with funding appropriated by Congress, the National Institute
of Mental Health (NIMH) launched the Child and Adolescent Service System Program (CASSP)
to assist states and communities to develop comprehensive, community-based systems e care
for emotionally disturbed youth and their families. Coalitions of policymakers, providers,
parents, and advocates currently are being forged across the nation to promote the
development of such systems.

This chapter presents a model system of care along with principles for service delivery. The
model and principles were developed through a project sponsored by CASSP with broad input
from the field (Stroul & Friedman, 1986). The model offers a conceptual framework to provide
direction to policymakers, planners, and providers. Individual service components, such as
those described in this series, should be considered in the context of the overall system of
care.

BACKGROUND

Nearly two decades ago, the Joint Commission on the Mental Health of Children (1969) found
that millions of chiidren and youth were not receiving needed mental health services and that
many others received unnecessarily restrictive care, often in state mental hospitals. The
President's Commission on Mental Health (1978) echoed the Joint Commission's conclusions,
finding that few communities provided the volume or continuum of programs necessary to meet
children's mental health needs. Both Commissions recommended that an integrated nctwork of
services be developed in communities to meet the needs of children and youth who are
severely emotionally disturbed. Knitzer (1982) asserted that the needs of severely emotionally
disturbed children have remained largely unaddressed. She considers these children to be
"unclaimed" by the public agencies with responsibility to serve them. Most recently, the
Office of Technology Assessment (OTA) of the United States Congress (1986) found that many
children do not receive the full range of necessary and appropriate services to treat their
mental health problems effectively. The OTA report stated that it is a tragedy that "we
currently know more about how to prevent and treat children's mental health problems than is
reflected in the care available."

These reports and others have made it apparent that the range of mental health and other
services needed by children and adolescents who are severely emotionally disturbed is
frequently unavailable. Many children are institutionalized when less restrictive, community-
based services would be more effective. Additionally, there have been few attcmpts to get
mental health, child welfare, juvenile justice, health, and education agencies to work together
on behalf of disturbed children and youth. This has left children and youth who have serious
and complex problems to receive services in an uncoordinated and piecemeal fashion, if at all.

Currently, there is broad agreement about the critical need to improve the range,
appropriateness, and coordination of services delivered to severely emotionally disturbed
children and their families. The development of comprehensive, coordinated, family-centered,
and community-based "systems of care" for children and youth has become a ,iational goal.



The term "continuum of care" has been used extensively in the field to describe the range of
services needed by children and adolescents who are severely emotionally disturbed.
Throughout this document, the term "system of care" is employed. "Continuum of care"
generally denotes a range of services or program components at varying levels of intensity.
These are the actual program elements and services needed by children and youth. "System of
care" has a broader connotation. It not only includes the program and service components,
but also encompasses mechanisms, arrangements, structures, or processes to insure that the
services are provided in a coordinated, cohesive manner. Thus, the system of care is great:A-
than the continuum, containing the components and provisions for service coordination and
integration.

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

A system of care is a comprehensive spectrum of mental health and other necessary
services which arc organized into a coordinated network to meet the multiple and
changing needs of children and adolescents who arc severely emotionally disturbed
and their families.

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

PRINCIPLE.; FOR THE SYSTEM OF CARE

The systcm of care concept represents more than a network of service components. Rather, it
represents a philosophy about the way in which services should be delivered to children and
their families. Thc actual components and organizational configuration of the system of care
may differ from state to state and from community to community. Despite such differences,
all systems of care should bc guided by a set of basic values and operational philosophies.

There is general agreement in the field as to the values and philosophy which should be
embodied in a system of care for youth who are severely emotionally disturbed. With
extensive consultation from the field, two core values and a set of ten principles have been
developed to provide a philosophical framework for the system of care model.

The two core values are central to the system of care and its operation. The first .ttitr. is
that the system of care must be driven by the needs of the child and his or her family. In
short, the system of care must be child-centered, with the needs of the child and family
dictating the tyres and mix of services provided. This child-centered focus is seen as a
commitment to adapt services to the child and family rather than expecting the child and
family to conform to pre-existing service configurations. It is also seen as a commitment to
provide services in an environment and a manner that enhances the personal dignity of
children and families, respects their wishes and individual goals, and maximizes opporti aities
for involvement and self-determination in the planning and delivery of services.

Implicit in this value is that the system of care is also family-focused. In most cases, parents
are the primary care givers for children with severe emotional disttirbances, but effoits to
work with and support families are frequently lacking. Parents often icel blamed, iolated,
frustrated, disenfranchised, and shuffled from agency to agency, provider to provider. The
system should be committed to supporting parents as care givers through services, support,
education, respite, and more. There should also be a strong commitment to maintaining the
integrity of the family whenever possible. Recent experience has confirmed that intensive
services provided to the child and family can minimize the need for residential treatment, and
that residential placements of all types are overutilized (Behar, 1984; Friedman & Street, 1985;
Knitzer, 1982; Stroul & Friedman, 1986; Unhed States Congress, 1986).
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The second core value holds that the system of care ;or emotionally disturbed children should
be community-based. distorically, services for this population have been limited to suite
hospitals, training schools, and other restrictive institutional facilities. There has been
increasing interest and progress in serving such children in community-based programs which
provide less restrictive, more normative environments. The system of care should embrace the
philosophy of a community-based, family-centered network of services for emotionally
disturbed youth. While "institutional" care may be indicated for certain children at various
times, in many cases appropriate services can be provided in other, less restrictive settings
within or close to the child's home community.

In addition to these two lundamental values for the system of care, ten principles have been
identified which enunciate other basic beliefs about the optimal nature of the system of care.
The values and principles are displayed on the following page.

SYSTEM OF CARE FRAMEWORK AND COMPONENTS

The system of care model presented in this chapter represents one approach to a system of
care. No single approach as yet has been adequately implemented and tested to be considered
the ideal model. The model presented is designed to be a guide and is based on the best
available empirical data and clinical experience to date. It is offered as a starting point for
states and communities as they seek to build their systems, as a baseline from which changes
can be made as additional research, experience, and innovation dictate.

The system of care model is organized in a framework consisting of seven major dimensions of
service, each dimension representing an arca of need for children and their families. The
framework is presented graphically on the following page and includes the following
dimensions:

1. Mental health services
2. Social services
3. Educational services
4. Health services
5. Vocational services
6. Recreational serviees
7. Operational services

The system of care model is intended to be function-specific rather than agency-specific.
Each service dimension addresses an' area of need for children and families, a set of functions
that must be fulfilled in order to provide comprzhensive services to meet these needs. The
model is not intended to specify which type of agency should fulfill any of the particular
functions or needs. Certainly, particular agencies typically provide certain of these services.
Educational services, for example, are provided most often by school systems, and social
services generally are associated with child welfare or social welfare agencies. One might
assume that the mental health services should be provided by mental health agencies. This,
however, is often not the case.

All of the functions included in the system of care dimensions may be fulfilled by a variety of
agencies or practitioners in both the public and private sectors. Therapeutic group care, a
component in the mental health dimension, often is fulfilled by juvenile justice agencies and
social service agencies as well as by mental health agencies. Day treatment is another mental
health function that is frequently fulfilled by educational agencies, ideally in close
collaboration with mental health providers.

13
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CGRE VALUES FOR THE SYSTEM OF CARE

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

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

GUIDING PRINCIPLES FOR THE SYSTEM OF CARE

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

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

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

-he families and surrogate families of emotionally disturbed children should be full
,.articipants in all aspects of the planning and delivery of services.

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

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

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

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

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

10. Emotionally disturbed children should receive services without regard to race, religion,
national origin, sex, physical disability, or other characteristics, and services should be
sensitive and responsive to cultural dderences and special needs.



While the roles and res.ionsibilities of specific agencies are acknowledged, many of the
services can be, and are, provided by different agencies iq different communities.
Furthermore, many of these services are provided not through the efforts of any single agency
but through multi-agency collaborative efforts. Such collaborations are important not only in
identifying needs and planning services but also in developing, funding, and operating services.
It should also be recognized that services are not always provided by agencies. Some
functions within the system of care may be fulfilled by families, parent cooperatives, or other
arrangements. In addition to public sector agencies and staff, private sector facilities and
practitioners can play a pivotal role in the system of care, providing a wide range of services
within each of the major dimensions. Additionally, juvenile justice agencies play an important
role in the system of care by providing a wide range of services to children and adolescents
who have broken the law (Shore, 1985).

An important aspect of the concept of a system of care is the notion that all components of
the system are interrelated and that the effectiveness of any one compoL is related to the
availability and effectiveness of all other components. For example, the same day treatment
service may be more effective if embedded in a system that also includes good outpatient,
crisis, and residential treatment than if placed in a system where the other services are
lacking. Similarly, such a program will be more effective if social, health, and vocational
services are also available in the community than if they are absent or of low quafity. In a
system of care, all of the components are interdependent -- not only the components within a
service dimension such as mental health, but all of the seven service dimensions that comprise
the model.

Within each of the seven service dimensions is a continuum of service components. These
dimensions and the components within them are displayed on the following page. Of primary
importance is the dimension of mental health services since these are critical services for all
children who are severely emotionally disturbed. These services are divided into seven
nonresidential categories and seven rendential categories. When considering the individual
services, it should be recalled that these are component parts of an overall system of care.
The boundaries between the various dimensions and components are not always clear, and
frequently there is overlap among them. While they are listed individually, the system of care
dimensions and service components cannot be operated in isolation. Only when the services
are enmeshed in a coherent, well-coordinated system will tb.. needs of severely emotionally
disturbed youngsters and their families be met in an appropriatc and effective manner.

A critical characteristic of an effective system is an appropriate balance between the
components, particularly between the more restrictive and less restrictive services. If such
balance is not present, then youngsters and families will not have a chance to receive less
restrictive services before moving to more restrictive services. If, for example, within a
community there are no intensive home-based services, only 20 day treatment slots and 50
residential treatment slots, the system is not in balance. Most likely, youngsters and families
will have no opportunity to participate in home-based or day treatment services because they
are relatively unavailable, and the residential components of the system will be overloaded
with youngsters, some of whom might have been diverted from residential treatment if there
had been more nonresidential services available.

At the present time there are no clear, empirically-based guidelines about the appropriate
capacity within each component of a system of care. Implicit within a model system of
service, however, is the expectation that more young.sters will require the less restrictive
services /Ilan the more restrictive ones, and that service capacity, therefore, should diminish
as one proceeds through the system. As additional research and field experience are
accumulated on systems of care for severely emotionally disturbed children, it may become
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COMPONENTS OF THE SYSTEM OF ,,IARE

1. MENTAL HEALTH SERVICES

Nonresidential Services:

Prevention
Early Identification & Intervention
Assessment
Outpatient Treatment
Home-Based Services
Day Treatment
Emergency Services

Residential Services:

Therapeutic Foster Care
Therapeutic Group Care
Therapeutic Camp Services
Independent Living Services
Residential Treatment Services
Crisis Residential Services
Inpatient Hospitalization

2. SOCIAL SERVICES

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

3. EDUCATIONAL SERVICES

Assessment & Planning
Resource Rooms
Self-Contained Special Education
Special Schools
Home-Bound Instruction
Residential Schools
Alternative Programs

4. HEALTH SERVICES

Health Eiucation & Prevention
Screening & Assessment
Primary Care
Acute Care
Long-Term Care

5. VOCATIONAL SERVICES

Career Education
Vocational Assessment
Job Survival Skills Training
Vocational Skilh; Training
Work Experiences
Job Finding, Placement

& Retention Services
Supportcd Empioyment

6. RECREATIONAL SERVICES

Relationships with Significant Others
After School Programs
Summer Camps
Special Recreational Projects

7. OPERATIONAL SERVICES

Case Management
Self-Help & Support Groups
Advocacy
Transportation
Legal Services
Volunteer Programs



possible to define the optimal ratios of capacities in the different system components
(Friedman, 1987).

The operational services dimension is somewhat different from the other system of care
dimensions. This dimension includes a range of support services that can make the difference
between an effective and an ineffective systcm of care but do not fall into a specific
category. Instead, they cross thc boundaries between different types of services. They are
called "operational services" because of thcir importance to thc overall effective operation of
thc system. The services included in this dimension arc case management, self-help and
support groups, advocacy, transportation, legal services, and volunteer programs.

Case management is a service within this dimension that can play a critical role in thc systcm
of care. Behar (1985) calls case management "perhaps the most essential unifying factor in
service delivery." The important role that casc management can play in a systcm of service
has been increasingly recognized in recent ycars but has been operationalized in only a few
states.

Case management can be provided to youngsters in both residential and nonresidential
programs. It involves brokering services for individual youngsters, advocating on their behalf,
insuring that an adequate treatment plan is developed and implemented, reviewing client
progress, and coordinating services. Case management involves aggressive outreach to the
child and family, and workinE with them and with numcrous community agencies and resources
to ensure that all needed services and supports arc in place. One important trend in serving
emotionally disturbed children is to combine specialized case management with the availability
of flexible funds to secure the specific mix of services and supports needed by each individual
child and family on a case-by-case basis (Update, 1986).

Advocacy can also play a critical role in the systcm of carc. "Case" advocacy, or advocacy on
behalf of thc needs of individual children, is needed as well as "class" advocacy, or advocacy
on behalf of a group of children. Class advocacy, if successful, can have a greater impact than
case advocacy because it can producc changes that affect more children (Knitzer, 1984).
Efforts to advocate for improved services are beginning to take the form of coalitions of
parent, provider, professional, and voluntary advocacy organizations. These coalitions arc
forming at community, state, and national levels and arc bcginning to provide a much ncedcd
voice in support of systcm of care development.

Thc increased interest in advocacy is one of the more encouraging signs in the children's
mental health field in recent ycars. A key issuc affecting the degree to which effective
systems of care will be developed is the extent to which strong, persistent, and well-targeted
advocacy efforts can bc developed.

SERVICE DEVELOPMENT

Thc model described in this chapter can be used as a guide in planning and policymaking and
provides a framework for assessing present services and planning improvements. It cs be
conceptualized as a blueprint for a systcm care which establishes directions and goals.
States and communities should revise and adapt the model to conform with their needs,
environments, and service systcms. The model also must bc regarded as flexible, with room
for additions and revisions as experience and changing circumstanccs dictate.

Most important is thc acknowledgement that conceptualizing a systcm of carc reprecP,nts only
a preliminary step in the service system improvement process. Development of a system of
carc model is a planning task whic, must be followed by implementation activities. While
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designing a system of care is an essential and challenging task, the real challenge for states
and communities is to transform their system of care plans into reality.

Using the framework that the mental health dimension of this model provides, it is apparent
that many communities are able to provide the more traditional services to emotionally
disturbed children and their families, services such as outpatient services, inpatient services,
and services in residential treatment centers. Thc service gaps generally include some of the
more innovative service approaches such as home-based services, intensive day treatment,
therapeutic foster care, crisis services, case management, and support services such as respite
care.

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

The three service components selected for study and described in the series arc home-based
services, crisis services, and therapeutic foster care. Home-based services are counseling,
support, and case management services provided on an outreach basis to work intensively with
severely emotionally disturbed children and their families in their homes. Many home-based
service programs are crisis-oriented, intervening during crisis situations in which the child is
in imminent danger of placement in an out-of-home setting. These programs work intensively
with families on a relatively short-term basis with the goal of stabilizing the child and family
and connecting them with ongoing services as needed. Other programs have developed longer
term home-based interventions to work more extensively with families. Some of these
programs are based on the assumption that families can benefit from a long and stable
association with a professional. Some of the major characteristics of home-based services
include the following:

o The intervention is delivered primarily in the family's I.:- me.

o The intervention is multifaceted and includes counseling, skill tvaining, and helpi% the
family to obtain and coordinate necessary services, resources, and supports.

o Staff have small caseloads to permit them to work actively and intensively with ench
family.

o The programs arc committed to empowering families, instilling hope in families, allowing
families to set their own goals and priorities and assisting them to achieve these.

Crisis services for children and adolescents involve numerous types of agencies, services,
settings, and personnel ihat respond to crisis situations. The range of services includes crisis
telephone lines, often specialized for particular types of problems such as suicide or substance
abuse; walk-in and outpatient crisis intervention services; mobile crisis outreach services
including home-based services and emergency medical teams; and crisis residential services
including runaway shelters, crisis group homes, therapeutic kster homes used for short-term
crisis placements, and crisis stabiliiation units. Inpatient hospitalization services of various
types are seen as back-up to these other types of crisis services, to be used when other
approaches are not adequate for responding to particular situations,



The underlying goals of virtually all of the crisis programs identified in the study were to
assist children and adolescents and their families to resolve crises and to avert hospitalization.
Despite diverse approaches and settings, there are mdny similarities among crisis programs for
children with emotional disturbances:

o They intervene immediately.

o They provide brief anf' intensive treatment.

o They focus treatment on problem solving and goal setting.

o They involve families in treatment.

o They link clients and families with other community services and supports.

Because crisis servim, provide brief, intense interventions, they generally are followed by
other services. Thus, it is critical for crisis programs to maintain strong and effective
linkages with all other components within the overall system of care.

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

Therapeutic foster care usually involves:

o Recruitment of treatment parents specifically to work with emotionally disturbed children.
Treatment parents are seen as the primary therapeutic agents.

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

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

o Staff who work closely with each child and treatment family and usually assume both
clinical and case management roles.

o Counseling, support, and othcr forms of assistance to biological families.

Therapeutic foster care programs can be flexible and can easily individualize the treatment
approach and program for each child. They can serve both sexes, children of different ages,
and children with a wide variety of problems. Some therapeutic foster care programs offer
more intensive versions for children with the most severe problems. These involve hiring a
human service professional to serve as the treatment parent and provide full-time, one-on-one
care for a severely disturbed child or utilizing rotating shifts of foster parent assistants ty
provide intensive, continuous care and supervision in the context of the therapeutic fost
home.
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While each volume of the series describes a particular service component, the interdependence
of all systcm components should be kept in the forefront. No ene service or program can
meet the complex needs of emotionally disturbed children and their families. Thus, it may not
be wise to devote all available resources to developing one or two services without considering
the entire system. Each of the services described in this series must be part of a
comprehensive, coordinated system of care which is dedicated to meeting the multiple and
changing needs of severely emotionally disturbed youngsters and their families. Volume IV of
this series describes the efforts of several communities to link a vareity of service components
into well coordinated systems of care.
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II. HOME-BASED SERVICES

HISTORY

Home-based services are interventions delivered to children and their families primarily in the
family's home. Such services have been given multiple designations including in-home services,
family-centered services, family-based services, intensive family services, family preservation
services, and others. While there arc distinctions among program characteristics, most home-
based services represent an intensive method of service delivery dhich focuses on families
rather than on individuals and is directed at strengthening families and preventing family
dissolution (Hutchinson, Lloyd, Landsman, Nelson, & Bryce, 1983).

The concept of home-based services for persons with special needs is not a new one.
Levenstein (1981) noted that school systems have provided home tutoring programs for
physically and emotionally disabled students; visiting nurses have provided home health care
since the end of the nineteenth century; and churches historically have ministered to the
disabled in their homes. However, the use of intensive home-based services as smial service
and mental health interventions represents more recent trends.

In American society, family problems often arc solved by placing &allied or troublesome
family members in out-of-home care. Until recently, elderly, retarded, delinquent, and
mentally ill persons typically were removed from their homes and treated in institutional
settings. This policy has been fueled by the myth that specialized care and services must be
provided outside of the home in specialized treatment settings. This myth has pervaded
systems serving both adults and children. For example, Turitz (1961) pointed out the lingering
but fallacious assumption in the child welfare field that only those services providing
placement outside the home arc 'genuine" child welfare services. Removing a child from his
or her family has been seen as the best means of protection. Accordingly, the most well-
developed child welfare services arc those involving the placement of children in substitute
care and not those directed at strengthening and maintaining family life.

In the mental health arena, the myth that treatment must occur in a hospital or other
residential setting also has created an overemphasis on out-of-home care. The Joint
Commission on the Mental Health of Children (1969) found that families arc unlikely to receive
help until a child is badly disturbed or disruptive to the community and that resources most
oftcn are used to replace families rather than to support and maintain them.

Over the past decade, the profound problems associated with the out-of-home placement of
children have become increasingly apparent. Some of the major concerns include the
following:

o Increasing numbers of children in substitute care - Betweet one-quarter and one-half
million children currently live away from their families in some form of substitute care
(Edna McConnell Clark Foundation [Clark Foundation], 1985). According to the Clark
Foundation, substitute care too often is used as a first response rather than as a last
resort when a child or family is in trouble. Many feel that substitute care placements of
all types are overutilized and that many placements could be avoided. In fact, most
children in substitute care placements receive no services prior to placement.

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

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

o Social and psychological risks associated with out-of-home placement - Many experts have
found that children crave continuity in their relationships with thcir parents (Clark
Foundation, 1985). Even in severely dysfunctional families, both children and parents tend
to show strong and enduring desires to maintain family bonds. Removing a child from his
or her biological family, even teinporarily, can be emotionally destructivv for the child and
parents. Children and parents experience feelings of loss, despair, guilt, anger, and
inadequacy that may be difficult to overcome. Placement may offer relief and respite for
families from a seemingly impossible skuation, but, according to Cautley (1980), the pain,
guilt, and sense of failure associated with separation are difficult for most families to bear.
While out-of-home placement is clearly needed to protect children in dani,er or to provide
highly specialized treatment, there are potential negative effects resulting from the
separation.

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

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

In the child welfare system, the concept of 'permanency planning" has become the guiding
philosophy to ensure that children remain in their own homes if at all possible, or are
adopted, or, at minimum, remain in a stable foster placement. Public Law 96-272, the
Adoption Assistance aod Child Welfare Act of 1980, creates financial and other incentives for
efforts to prevent out-of-home placemem and reunify families. Legislation in many states has
provided further impetus to develop home-based services to help children remain with their
families. As a result, there is a clear trend toward the development of home-based, family-
focused services within the child welfare system.

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

PHILOSOPHY AND GOALS

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

Home-based service programs regard the decision to remove a child from his or her family as
monumental -- a decision that should be made only after great consideration. Out-of-home
placement may damage whatever continuity the child has experienced, may introduce new
emotional risks, and may undermine family relationships and bonds. Further, Lloyd and Bryce
(1984) emphasize that social and mental health services are not advanced enough to predict
which families are "hopeless," "unmotivated," or otherwise unlikely to benefit from intensive
home-based services. Thus, home-based services are based on the premise that an investment
in the family should precede placement.

The principle of the primacy of the family is also reflected in the emphasis among home-based
programs on family empowerment. Programs express the belief that parents are in charge of
their families and that home-based services are provided to support, encourage, and assist
them in the parenting role. Service providers often underestimate both the strengths of
families and the power of family attachments (Lloyd & Bryce, 1984). Parents of emotionally
disturbed children often feel tired and beleaguered and may feel guilt, fear, and blame for the
problems of the child and family (Heying, 1985). Home-based services aim to counter these
feelings by attempting to recognize, respect, and build upon the strengths of the family.
Further, home-based programs consciously avoid regarding parents as inept and in need of
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"treatment." Rather, programs are based upon the premise that even the most troubled
families are not totally incapacitated and have strengths that can be enhanced and developed.
The underlying philosophy of home-based services, therefore, involves empowering families
rather than supplanting them, upholding rather than undermining family integrity, and building
upon the strengths of the family.

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

Family systems theory considers the forces of the entire family system on the behavior of an
individual family member. The client and recipient of treatment is the family as a unit rather
than the individual family member, even though the problems of the individual family member
led to the referral for services. However, viewing the family system as the client may not be
sufficient for treatment effectiveness (Stephens, 1979). There are many environmental forces
which impact on the child and family and which are considered within the purview of home-
based services. Thus, in addition to attending to the child within the context of the family
system, home-based services consider variables including peers, schools, physical environme,it,
social support networks, and community agencies and institutions. In effect, the fp:nily,
teachers, agency personnel, and other significant, involved persons become the "client" for
home-based interventions and are viewed as potential change agents by providers of home-
based services. In addition, the approach addresses the family's practical and material
problems together with their psychological or mental health treatment needs.

The goals of home-based services are consistent with the principles of family primacy and
family empowerment and with the ecological family systems orientation of most programs.
Despite differences in specific service delivery approachcs, most home-based service programs
strive to achieve three primary goals:

o To preserve the integrity of the family and to prevent unnecessary out-of-home placement.

o To link the child and !Indy with appropriate community agencies and individuals to create
an ongoing community support system.

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

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

This goal of family preservation is tempered by home-based programs with an equally
important goal -- that of assuring the safety of the child. F.ograms must be sufficiently
vigilant and include sufficient safeguards to ensure that the goal of family preservation is
always balanced against the child's safety and well-being. If the child's safety or treatment
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needs are compromised by the child's remaining within the home, home-based programs work
to facilitate an appropriate placement and treatment plan.

The second goal involves creating links between the family and needed community services and
resources. It is expected that these links will endure after thc home-based intervention is
completed and that these services and resources will support the child and family's ongoing
functioning. The arrangements for ongoing services may address ongoing mental health
treatment needs for the child and family as well as nee,'Is for educational, economic,
vocational, health, social, or legal services, or any other type of service or resource.

The third goal focuses on developing or improving the ability of parents to care for their
children in their own homes. Most home-based programs work to teach parents effective
parenting skills along with coping and problem-solving skills and techniques. These
interventions are directed at strengthening the family's capacity to function effectively. For
families of emotionally disturbed children, this gotil seeks to strengthen parents' ability to
manage and cope with their children's emotional and behavioral disorders and to assume the
role of change agent for their children.

It is important to note that in addition to intervening to prevent out-of-home placement,
many home-based programs are used to assist children already in placements to reunify with
their families. Emotionally disturbed children who have been in foster care, group homes,
residential treatment, or hospital settings often are expected to return home as different
people, without problems, and perhaps "cured" (Heying, 1985). Additionally, the level of family
stress that was relieved with temporary removal of the child may escalate on the child'sreturn. As a result, intensive, home-based services can be directed at providing the child and
parents the high levels of services and supports needed to reintegrate as a family. Theintervention can include facilitating and monitoring increasingly frequent home visits leadingup to reunification as well as monitoring and addressing any adjustment problems that mayoccur when the child returns home from care. For many programs, assisting in the
reunification of children with their families is an added goal.

CHARACIERISTICS

Home-based services are provided under the auspices of both public and private agenciesthrough a variety of different arrangements. Public agencies may establish specialized units to
provide intensive home-based services or may purchase these services from a variety of typesof private providers (Hutchinson & Nelson, 1985). Child welfare agencies, mental healthcenters and other mental health agencies, hospitals and residential treatment centers, juvenile
justice agencies, and other human service organizations may all be involved in providing home-
based services. Despite the different auspices and organizational contexts, most home-basedprograms share similar characteristics. The major characteristics of home-based service
programs have been described by the Clark Foundation (1985), Lloyd and Bryce (1984), Kaplan(1986), the Family Empowerment Resource Network (1987), Ginsberg (1986) and others. Basedupon the literature and observations from the field, a set of characteristics were developed todescribe the major features of home-based services.

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

Traditionally, emotionally disturbed children and theie parents have been seen in officeslocated in some type of mental health facility. In home-hlsed programs, thc majority of the
direct contact between counselors and family occurs in the family's home. Contacts may alsooccur in other community settings. For example, counselors may meet with family membersand other involved persons at schools, courts, and a wide variety of community agencies.Additionally, counselors may accompany family members to doctor's appointments, on shopping
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trips, kind to recreational or other outings which provide more informal opportunities for

counseling and teaching.

There are numerous advantages to using home visits as the primary mechanism for service

delivery. Most obviously, home visits overcome barriers related to service accessibility.

Particularly for rurkil or isolated families or for those without transportation, home visits offer
a viable service delivery approach. In addition to enhancing accessibility, services delivered
on the family's Own "turr tend to be less intimidating, less threatening, less stigmatizing, and,
therefore, more acceptable. Home visits also provide an opportunity to engage the entire

family in the service delivery process; family members who may be reluctant or unwilling to
come to a traditional office setting might be reached and involved at home.

Assessment of a child and family's problems and progress is more accurate when based upon
direct observation in their own environment. The counselor can recognize and understand the
family's dynamks, problem areas, and strengths more easily and accurately through first-hand,
on-site observation. Further, families can learn and practice skills more effectively within
their own environment. Families are not expected to learn skills in the counselor's office and
then try to apply them at home. Rather, they can practice in the environment in which they
will need to use the skills, with the counselor present to model, coach, and provide feedback.

2. Home-based services have a family focus, and the family unit is viewed as the client.

As noted, home-based services are family-oriented. Rather than focusing solely on the

emotionally disturbed child, the child is considered in the context of the family. Programs
attempt to involve as many members of the family and extended family as possible, and the
entire family's needs are considered in developing the service plan (Hinckley & Ellis, 1985).

The families of emotionally disturbed children frequently have been overlooked in the service
delivery process, whether the child is at home or in a residential setting. Parents most often
are the primary care givers for emotionally disturbed children, and may lack the specialized
parenting and coping skills and other resources and supports needed to fulfill their role

effectively. Home-based services offer an opportunity to observe and intervene in the entire
family system, helping the family to become the change agent for the child.

3. The services have an "ecological" perspective and involve working with the community
system to access and coordinate needed services and supports.

Home-based services look beyond the family to the community as part of the service delivery
process. Families often are involved with a number of different helping agencies and systems,
and they generally require multiple services and supports in order to meet their needs. The
ecological perspective enables home-based service providers to recognize the interdependence
of the family with its environment and to axpand their intervention accordingly. Thus, most
home-based programs go beyond traditional "mental health treatment" to address the whole
range of needs the family may expe-ience. They work to obtain services and resources from
various community agencies; they attempt to identify and utilize natural social stipport
networks where possible; and they work to coordinate the various services and su:)ports
needed by a child and family.

4. Home-based service programs are committed to family preservation and reunification unless
there is clear evidence that this is not in the child's best interest.

As noted, home-based services operate from the premise that the family is of primary
importance and that efforts should be made to support and assist the family unit in order to
avert out-of-home placement. While family preservation is the first and foremost goal of
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home-based services, this goal is not pursued at the expense of the child's safety and bestinterists. Home-based service providers emphasize that the safety and well-being of the child
is a primary consideration. In fact, providers assert that the nature of home-based services
actually allows more careful supervision and observation of potentially dangerous situations dueto either the child's or parent] behavi Supervision and assessment are enhanced because
workers visit families frequently, spend many hours in the home, and arc available 24 hours aday to respond to crises. As a result, homc-bascd services can help to ensure that family
circumstances are assessed accurately and that dangerous situations are diagnosed.

Families involved in 'iome-based programs arc made awarc that staff must report abusive
behavior and that, if a child is in clear danger, staff will advocate for out-of-home placement.
Additionally, if the treatment needs of an emotionally disturbed youngster cannot be
adequately addressed in the context of the home, staff will explore appropriate out-of-home
placements. Thus, home-based providers consistently strive to maintain a balance 'oetwecntheir zeal to maintain and preserve family integrity and their goal to ensure that thc safety
and treatment needs of the child arc met. If out-of-home placement proves necessary, home-
based services provide a ready mcans for the family to bc involved in the decision-making
process as well as to prepare and plan for the child's eventual return home (Bryce & Lloyd,
1982).

5. The hours of service delivery are flexible in order to meet thc needs of families, and 24-
hour crisis intervention is provided.

Home-based services arc generally provided at times that are convenient to the family,
including evenings and weekends. Most traditional mental health services are offered during
working hours, requiring families to adjust work schedules and the schedules and dcmands ofother children to participate. Thc flexibility of home-based services eliminates this problem
sincc workers are available at a time and location to suit the family's needs.

Generally, there are few time limits placed on meetings with families. If a family is in crisis,the worker can remain in the home for as long as is needed to stabilize the ituation anddevelop plans. The worker can visit the family daily, if needed, for a period of time. As aresult of this flexibility, home-based providers are able to adjust the timing and the intensity
of service delivery based upon the changing needs of the child and family.

Nearly all home-based programs offer 24-hour crisis intervention to involved families. Round-
the-clock availability enables families to feel that they arc not left to cope with difficult and
painful problems on their own; they know that help and support are available whenever a
crisis arises.

6. Home-based services are multifaceted and include counseling, skill training, and helping the
family to obtain and coordinate necessary services, 1i:sources, and supports.

The interventions provided by home-based programs typically are highly flexible and aretailored creati7ely to the needs of each client family. Services arc generally as complete andcomprehensive as is needed to strengthen the family and bring about needed changes. Bryce
(1982) characterind home-based services as providit - help with any problem presented. Ifworkers do not have the expertise or resources needed to address particular problems, they
arrange for or create resources in order to achieve the goal of stabilizing and improving
family function ing.

This flexibility and mix of services is one of the distinctive characteristics if home-basedservices. While more traditional service delivery approaches tend to concentrate on counselingneeds, home-based approaches provide "concrete" services or "hard" services along with

1 ti



counseling and support. These -:hing child management and problem solving skills
and pmviding or brokering any resou,,:e, s . .es, and supports that the family might need.

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

The most significant variants among home-basA programs are the duration and intensity of
the services provided. Some programs define themselves as crisis intervention efforts. They
tend to provide highly intensive services (as illuch as 20 hours per week) for a brief period of
time, ranging from approximately four to twelve weeks. These short-term, time-limited
interventions are not intended to address all of the families problems. Rather, like most crisis
intervention program, they attempt to stabilize the immediate crisis and link the child and
family with other services and supports to meet their longer-term needs.

Other home-based programs provide services for longer periods of time. While highly

intensive services may be provided at the outset, servke intensity may decrease to a lower
level as the intervention progresses. These programs extend their focus beyond crisis
intervention, and utilize the home-based approach to work with families on a longer-term
basis. Some home-based programs work with highly dysfunctional, multiproblem families for a
period of a year or more. These programs are based uron the assumption that a dysfunctional
family can benefit from a long and stable association with a single worker.

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

8. Staff have small caF.eloads to permit them to work actively and intensively with each
family.

Mental health professionals and social workers often arc responsible for large caseloads.
Under these circumstances, is difficult, if not impossible, for them to work in a highly
active and intensive manner with any one case (Clark Foundation, 1985). To do so would
compromise other cases that also demand time and attention. Home-based service programs
arc characterized by small caseloads. By assigning a limited number of families to each
worker, the programs ensure that workers can work intensively with each family and can
provide services that are realistically matched to needs of the family. Some home-based
programs limit caseloads to two families per worker; others allow caseloads as high as twelve.

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

The small caseloads, intensive levels of service, and home visit approach all contribute to the
uniquely close relationship that develops between the worker and the family. The worker
spends a great deal of time with the family, visits evenings and weekends, is available during
crises, and does whatever is needed to help the family in addition to counseling. Additionally,
workers generally dress and behave in a ,relaxed, informal manner and interact with the family
under relatively informal circumstances such as around the kitchen table. As a result, very
intense and personal relationships tend to develop. Both staff and families report that the
home-based service approach allows them to overcome the "professional distance barrier" so
common in traditional service settings. Improved trust and motivation often arc the results of
the close worker-family relationship.
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10. The programs are committed to empowering families, instilling hope in families, and
helping families to set and achieve their own goals and priorities.

Home-based service programs are dedicated to "empowering" families rather than taking over
their role or responsibilities. Lloyd & Bryce (1984) emphasize that parents remain in charge
of their families as educators, nurturers, and primary care providers and that workers attempt
to offer the encouragement, support, and resources that parents need to fulfill their role
effectively. Throughout the service delivery
goals and priorities, planning, and decision

process,
making.

families arc
Thc service

actively
delivery

involved in setting
process generally

starts by addressing those problem areas identified as priorities by the family. Additionally,
home-based services focus and build upon families' strengths and not just on their problems.
Recognition of strengths as well as problems provides a morc hopeful, positive framework for
service delivery. Many families have a long and frustrating history of attempting to cope
with their problems; they arc distrustful of service providers and have often lost hope.
Home-based services attempt to overcome these barriers by encouraging optimism and hope,focusing on strengths, respecting the family, and teaching the family the skills needed to
accomplish the goals they set for their children and themselves.

MAJOR VARIABLES - SERVICE INTENSITY AND DURATION

According to Hutchinson (1986), there is much debate among leaders in the field of home-
based services regarding many aspects of service delivery. Debate centers around what to call
it, what typcs of staff should do it, what types of agencies should provide it, what types of
families should receive it, and how long it should take. While there are variations in the
labels, characteristics of staff, agency auspices, and the types of client families served by
home-based programs, the most significant variables among home-based programs arc service
intensity and duration. Among the programs responding to this survey, the reported duration
of services ranged from an average of four weeks to three years, and service intensity ranged
from 2 to between 20 and 30 hours of direct contact per week with family members.

As noted, some home-based programs subscribe to the short-term, crisis intervention model of
service provision. These programs were pioneered by the Homebuilders program which
provides four to six weeks of intensive intervention. The goals of the crisis-oriented
programs are to stabilize the family and reduce the risk of out-of-home placement, teach thefamily new coping skills, and connect the family with appropriate community resources forongoing service needs. The short-term programs tend to provide intensive services (10 to 20or more hours per week) to families, and often provide the equivalent of two years of
traditional outpatient counseling in less than two months. Due to the highly intensive natureof these services, workers carry extremely small caseloads, often working with no more thantwo or three families at a time. These short-tcrm, intensive interventions represent a
dramatic departure from traditional service delivery approaches.

Many have noted the benefits of the time-limited, crisis intervention approach to providing
home-based services. In times of crisis, families arc particularly motivated to change, and
home-based workers can capitalize on the family's increased willingness to accept help as well
as the mwerial provided by the crisis (Caplan, 1964). Time limits can be used constructively
to further increase motivation. The :ressure of the limited treatment time frame often can
induce changes more quickly than they would occur otherwise. Families are made aware from
the outset that services will he limited to a specific time period and that the counselor willbe available to help as much as possible during that time only. Initial misgivings among
Homebuilders' founders about the brief treatment period proved groundless. According to
Kinney (1978), the Homebuilders program has shown that four weeks is indeed a sufficient
time for most families to initiate lasting changes, In fact, the Homebuilders program gradually
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decreased its intervention from eight to four weeks as a result of pressure to serve more
families. This reduction in duration did not affect the program's overall success rate.

Short-term programs, however, do not expect to solve all of the family's problems. Generally,

they target three or four selected goals as immediate priorities and expect the family to
continuc working On problems when the intervention is completed, perhaps with help from
another community resource. Hinckley compared the short-term, home-based approach to
cmcrgcncy road service rather than major repairs (Polsky, 1986).

Many professionals regard very short-term intervention as "second rate," with effects that are
likely to be merely "palliative and temporary." However, support for the usc of thc time-
limited, crisis intervention approach is provided by a study conducted by Fisher (1980; 1984),
Families referred to 6-session, 12-session, and unlimited treatment groups showed no

significant differences in outcomc at termination or at follow-up. Thc study concluded that
timc limits can, in fact, shorten the length of therapy without diminishing its effectiveness or
the durability of outcomes. Additionally, completion of a short-term, home-based program
does not necessarily mark thc cnd of services. Many short-term programs attempt to rcfcr
families to other community resources for longer-term services.

Other providers advocate for longer-term approaches to thc delivery of home-based services.
For example, Goldstein (1973) statcd that, for many families, long-term treatment is inevitable.
Crisis intervention services have been provided timc and timc again by many agencies, and the
families continue to be crisis-prone. He argucd that once an immediate crisis situation is

stabilized, it seems unwise to withdraw the service only to wait for the child and family's
ncxt crisis. Rather, longer-term services and supports arc morc likely to help the child and
family to rcmain stable and the family to rcmain intact.

The value of a long-term, continuous, supportive relationship with a single service provider
also has been emphasized, particularly for dysfunctional, multiproblem families (Kagen,
Schlosberg, & Reid, 1986; Tannen, 1986a, 19866). Many families have long-standing, multiple
problems which require intensive and lengthy efforts to improve. Thcy may have had negative
experiences with a series of morc traditional trcatmcnt programs and may have dropped out,
failed to respond, or refused trcatmcnt on previous occasions. For thcse families, it takcs a
long timc to build trust and an effective counseling relationship. Home-based services offcr a
service delivery approach that frequently is effective in rcaching, engaging, and overcoming
mistrust in families that have not responded to other, more traditional approaches.
Terminating the services, and the relationship that has been established with the provider,
after a bricf period of timc may be counterproductive in thcsc cases. Thc longer-term
programs offer the opportunity for both crisis intervention and continued family work on an
outrcach basis.

Thus, longer-term home-based programs extcnd their focus and goals bcyond crisis

intervention. They attempt to changc dysfunctional family pattcrns and improve the family's
ability to cope as well as to prevent out-of-home placement. Rathcr than rcfcr families to
other programs for ongoing assistance, these programs actually provide thc ongoing assistance
to families following resolution of the initial crisis situation. The capacity to provide longer-
term home-based assistance may be particularly important for those families who are unwilling
or unable to use traditional service delivery approachcs and in areas where there is a lack of
services to provide care following crisis resolution.

Based upon descriptions of programs in thc field, thrcc categories of home-based programs
have been identified. While thc boundaries arc by no mcans absolute, thc framcwork helps to
distinguish programs of different combinations of service intensity and duration. The thrcc
types of program include:
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o Short-term, crisis programs - up to three months duration,

o Mid-range, brief treatment programs - three to six months duration, and

o Long-term intervention programs - more than six months duration.

Of the 32 home-based programs responding to the survey, 41 percent can be characterized as
short-term programs which provide services for up to three months. In this category are the
programs modeled after Homebuilders, offering interventions for four to six weeks. Some
programs in this category limit their interventions to 90 days. Thirty-four percent of the
programs arc in the mid-range category, and 25 percent of the responding programs arc long-
term programs, providing services for extended periods of time. Some long-term programs
report average durations of nine months, one year, or eighteen months; others report durations
as long as three years or more. Several programs within this category place no limitations on
the duration of service, contending that long-term, continuous, home-based intervention is still
cost-effective if substitute care placements for one or more children arc avoided.

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

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

Tannen (1986a) noted the controversy concerning the most effective combination of service
intensity and duration for home-based services. She advocates flexibility in the delivery of
home-based services, avoiding arbitrary cut-off dates, and tailoring the intensity and duration
of the services to the needs of each individual family. In order to respond to the varying
needs of families, the Family Advocate Project of the Counseling Service of Addison County,
Vermont, expanded its focus to offer a continuum of home-based services. Short-term, crisis
intervention is provided whcn appropriate; mid-range services arc provided for situational
crises or for families with fairly adequate coping skills; and long-term services are provided
for highly dysfunctional families.

Environmental considerations may also play a role in determining the most appropriate time
frame for home-based services. Short-term crisis intervention approaches may be more
effective in communities with relatively comprehensive systems of care which can provide a
range of follow-up resources for ongoing services. If a community has limited resources for
ongoing services and support, then brief, time-limited approaches may be insufficient to meet
the needs of many families with emotionally disturbed children.

Additional experience and research may be needed to determine the optimal length of home-
based interventions or the optimal mix of intensity and duration for particular types of
families. Currently, programs tend to base their decisions about thc duration and intensity of
services largely on their own programmatic focus coupled with the requirements of their
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funding sources, particularly whether tlwy define themsdves as a crkk intervention program
or as a broader alteroative to traditional mcntal health service approaches.

SERVICES

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

An intake worker or a program supervisor commonly has the responsibility for reviewing all

relevant information about a child and family and determining the appropriateness of the
referral. This may involve reviewing information on a referral form, reviewing written
materials and reports, and talking with involved workers from other agencies. Some programs,
such as the Community-Based Service Program of the Baird Center for Children and Families
in Vermont, require a screening visit to a family's home prior to final acceptance into the
program. Regardless of the process, most programs require that the child be at high risk for
out-of-home placement and that at least one parent be willing or motivated to participate in

the program in order to prevent placement (or to assist in the child's return from placement).
Some programs, such as the Satellite Family Outreach Program of Kaleidoscope, have an
"inclusive" admissions policy. This means that if there is a service slot available, the program
will accept and attempt to work with virtually any family that is referred, regardless of the
severity of their problems. Participation in most home-based programs is voluntary. However,
some families may participate knowing that it is the last resort prior to placing a child out-
of-home, and in some home-based programs, such as those in Maine, families may be required
by court order to participate.

Most of the short-term home-based programs do not keep waiting lists. If there is a worker
available, the case is accepted; if there is no service slot available, it generally is

recommended that the family be referred elsewhere. These programs maintain that if a family
remains on a waiting list for several weeks or months, the crisis often is resolved in some
way. The "no wait list" policy is an effort to preserve the crisis focus of the programs.
Under these circumstances, some referring agencies may find the referral process frustrating
and discouraging. For example, persons making referrals to the Homebuilders program
reported that they must be persistent and call daily at 8:00 A.M. in hopes of securing an open
service slot for their clien.o. While referring individuals understand the importance of
working with families at the point of crisis, they also wish that there were greater staff
availability to ease the difficulty of obtaining services.

More than half of the programs responding to the survey do report waiting lists for services.
The waiting period for se; vices ranges from onc week to as long as six to eight months. The
average waiting period for services in programs with wait lists appears to be between two and
eight weeks.

When a worker becomes available, a family deemed appropriate for the program is assigned to
the worker's caseload. There may be an attempt, in some programs, to match particular
workers with families based on characteristics such as sex or race. In most programs,
however, it is a luxury to match families with workers since generally there is only one
service slot open at a given time.
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It is at this point that the "intervention" begins. The intervention or service delivery process
for home-based programs can be divided into three phases: Phase 1 encompasses engagement,
assessment, and plannii g; Phase 11 encompasses the actual interventions of counseling, skill
teaching, and brokering resources; and Phase III includes the termination and follow-up
aspects of service delivery. These phases are not discrete, nor do they have clear boundaries.
Rather, they may overlap considerably with several processes occurring simultaneously. Each
general phase of home-based service delivery is described below.

Phase 1 - Engagement and AssessmeLt

The worker initiates the service delivery process by reviewing relevant materials and
contacting the family to arrange the initial visit. In some programs, workers do not read the
large volume of available materials, evaluations, and reports concerning the child and family
prior to the initial visit. This minimizes the potential for the worker to see the situation as
overwhelmingly negative or hopeless and, therefore, become discouraged at the outset.

The initial meeting, held in the family's home, is used to further explain the program, clarify
expectations and goals, and complete necessary forms and releases. Workers emphasize the
anticipated intensity of services, the time limitations, confidentiality policies, policies
regarding communication with other agencies, and any ground rules. Family members have the
opportunity to ask questions about the program or their participation. Particularly with the
short-term programs, the initial meeting is used to ensure that families understand the limited
duration of the intervention. While some programs require all family members to be present
for the first mzeting, most programs are flexible in this regard and will move ahead even if a
key family member is unable or unwilling to participate initially. The initial meeting may last
from one to seven or more hours depending upon the family's situation and may involve
meeting with individual family members as well as with the family as a group. After the
initial meeting, families are given the opportunity to decide whether or not they wish to
participate.

The first meeting with the worker present in the family's home potentially can arouse strong
feelings (Brown, Miller, Dean, Carrasco, & Thompson, 1987). Some families may feel
comfortable with the worker and relieved to have help, while others may view the process as
intrusive or even degrading. With some families, the worker must use a variety of "ice
breaker" techniques to encourage the family to participate, while other families may burst
forth with their problems when given the opportunity. Thus, the worker must be alert to the
family's reactions and must he prepared to acknowledge and address these feelings. Regardless
of any initial negative reactions, according to home-based providers, very few families choose
not to participate following the initial meeting.

When the decision is made to proceed with home-based services, several processes are begun
simultaneously. Defusing and stabilizing crisis situations, engaging the family in the home-
based intervention process, building a relationship between the family and worker, assessment
of the child and family's problems and strengths, establishing service goals and priorities, and
planning the interventions are all integral parts of the first service delivery phase.

A strong relation.ihip between the worker and family is central to the success of home-based
services. As noted, some families initially ma) be resistant, hostile, disgruntled, or distrustful
based upon their past experiences with insensitive or unresponsive service systems (Horejsi,
1981; Lloyd & Bryce, 1984). Home-based workers must have excellent relationships building
skills in order to engage families in the service delivery process and to secure a "treatment
allianCe."
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The nature of home-based services facilitates the joining process and the development of an
especially close worker-family relationship. Services take place on the family's turf,
eliminating much of the threat and stigma of other types of services. Workers generally
interact with families in a relaxed, natural, and informal manncr which minimizes professional
distance. Programs report a number of techniques used to facilitate the engagement or
relationship building process (Au Claire & Schwartz, 1986; Weitzman, 1985; Horejsi, 1981):

o Relating to families in a warm, direct, open, nonjudgmental manner, and accepting their
gestures of hospitality.

o Demonstrating interest, concern, and respect for families.

o Identifying the family's strengths in addition to its problems.

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

o Providing practical and tangible help to address a specific and urgent need as the first
step.

o Remaining consistently available and accessible to the family on a regular basis and for
crises.

o Providing high levels of support and encouragement.

o Conveying positive expectations and hope.

These methods coupled with the home setting and the intensity of services all contribute to
the development of a uniquely close and personal relationship between the worker and family.
It is important for the worker to be aware of potential problems that may result from this
intense working relationship. For example, workers take care not to encourage excessive
dependency. They attempt to avoid doing things for families but instead concentrate on
teaching families how to do things for themselves. Workers also are alert to potential
invasion of privacy or excessive intrusiveness into the family's lite and adjust the relationship
and intervention accordingly.

When a family is in crisis, one of the first priorities of the home-based intervention process
is to defuse the crisis and take steps to halt further disintegration of the family's situation.
T;iis may be facilitated by separating family members and allowing each family member to talk
with a worker at length about his or her feelings and perceptions of the problems (Kinney et
al., 1977). Workers use active listening and other techniques to elicit information until
feelings are clarified and tension is released. Often, family members express relief when they
feel that they have been heard and understood. Workers may help to structure the situation
to minimize the chances for violence or uncontrolled emotional outbursts. Keeping family
members in separate rooms and b:inging co-workers to talk with each out-of-control person
arc methods used by workers to begin to defuse a crisis. Contracts, contingency plans, crisis
cards which specify behavioral actions to be taken in various situations, scheduling activities,
and other methods for relieving stress and gaining control are used frequently by home-based
workers (Lloyd & Bryce, 1984). In the Families First Program in Davies, California, the
therapist may stay with a child and family for up to 48 hours to help to stabilize a crisis
situation or may talk with a family on the telephone as often as every hour. Both the
therapist and family must feel comfortable with alternative plans for averting explosive
situations. Lloyd and Bryce (1984) note that hope and motivation can be developed by helping
the family to take one initial action that makes an immediate difference or relieves at least
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one source of stress. Once the initial crisis is "defused," families generally are ready to begin
defining problems and goals.

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

Asz,..ssment information is gathered through many avenues. The home setting offers an
opportunity for first-hand observation of the environment, the child's behavior, family
interactions, and the family's relationships with the larger community. Beyond observation,
the home-based worker may gather information through interviews with the child and family,
reports from other professionals, consultation with other professionals v ' , are involved with
the family, forms or checklists completed by thc family and wori,a, and standardized
instruments or psychological tests when appropriate.

The culmination of the information gathcring process is the development of a service plan.
Many home-based programs indicate that the service plan is a working document, used to
outline specific problems to be addressed and specific actions that will be taken. The service
plan generally includes the assets and strengths of the family, the priorities and needs of the
family, a precise clarification of what needs to be changed and what new skills need to be
developed, the identification of community forces which impact on the families, t'ne goals of
the referring agency, and thc agency and community resources needed to implement the
service plan. The service plan is reviewed and updated regularly (weekly in the short-term
programs, monthly in the longer-term programs) and is used as a worksheet to monitor service
provision and progress.

Many of the families involved in home-based services have been involved with numerous other
providers in the past. Emotionally disturbed children and their families commonly have
undcrgone numerous evaluations and assessments, many of which are negative and pessimistic.
Most home-based programs attempt to be more positive and stress using the assessment
process to identify strengths as well as problems. Kinney, Haapala, & Gast (1981) provide a
series of guidelines for assessment in home-based programs. For example, they stress that the
assessment and service plan must give the client hope by setting goals small enough to
minimize the chance of failure. They also note that thc assessment should conceptualize
problems as skill deficits in order to avoid blame and increase hope and motivation for
change. An attempt is made to frame the problem as something everyone in the family must
work together to solve rather than focusing exclusively on the disturbed child within the
family. Further, the priorities of the assessment and plan must match the family's priorities
and hierarchy of needs. It may be difficult for parents to concentrate on enhancing their
child management skills when they face serious unmet needs for such basics as shelter, food,
or income. Home-based programs report that they attempt to start "where the family is at,"
with the most pressing problems identified by the family. This begins the process of
"empowering" families and helps to engage families in the service delivery process.
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Phasc II Intervention

As noted, the interventions provided by home-based service programs arc multi-faceted. Most
programs are committed philosophically to responding to thc needs of the child and family.
Thus, programs tend to use a combination of approaches that vary according to the specific
problems and needs of each family. The nature of the approaches and services used by thc
short-term and the longer-term programs are remarkably similar, with the distribution,
emphasis, and intensity of services varying among programs of different types.

As a general rule, home-based programs strive to select two or three goal areas to work on.
The assessment and planning process, as a first stage of service delivery, involves clarifying
issues of concern to the family and prioritizing these issues in order to focus the service
delivery process. Home-based programs do not attempt to solve all of a family's problems but
rather to set limited and specific goals that can be achieved within the anticipated time frame
for service delivery. In addition, service delivery is guided by the two principles of "starting
where the family is at" and emphasizing the achievement of small changes so that families can
experience success. Workers in the Homebuildcrs program often ask both children and
parents, "What one thing would you be willing to change?" as a way to begin focusing service
delivery.

In order to emphasize this notion of goal-dirccicd services, some programs require all family
members to sign a contract for participation. The Families Work program in Schenectady,
New York, for example, negotiates with each family a six-week contract which identifies
specific goals and tasks for families to address. At the cnd of thc six-week cycle, the family
can recontract for an additional six-week cycle if there are additional goals to address. Not
only does this procedure serve to engage the family in clearly defined tasks, but it
communicates thc expectation that change can occur in a relatively short period of time
(Tavantzis, Tavantzis, Brown, & Rohrbaugh, 1986).

Similarly, most home-based programs are careful to establish a realistic mindset about thc
intervention with families. Workers do not portray themselves as "miracle workers," capable
of helping thc family with every problem they face. Instead, workers are vigilant about
presenting the program as a vehicle to lv:Ip thc family address certain specific problems within
a specified time frame and teach them certain skills that they can enrich on their own.
Families often are grateful for the honesty and for thc realistic expectations about the
services.

Services in home-based programs arc not always delivered to the entire family at once.
Home-based workers may work with thc parents individually or as a couple, with children
individually, with the entire family as a unit, or with any combination of family members.
Additionally, workers spend a great deal of time working with other agencies and individuals
who arc involved with t child and family. Just as home-based workers may work with
varied combinations of family members and others, the types of services delivered arc equally
flexible. In general, services proided by home-based programs fall within the three broad
categories of counseling, skill teaching, and brokering and coordinating resources. While these
three types of interventions are discussed separately, it k important to recognize that they
generally are delivered by thc same workers and, more often than not, overlap. Thc optimal
mix of these services is determined for each family involved in home-bascd services.

o Counseling Counseling of various types is a major aspect of most homc-based service
programs. Individual, marital, and family counseling arc all options available to the home-
based workers to address a particular family's problems. Somewhat "formal" counseling
sessions might be structured for a family if appropriate. For example, a family counseling
session) might be held at thc same time each week with thc rntirc family, and an individual
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counseling session might be held weekly with a child. Such sessions often are held in the
kitchen or living room. A wide variety of techaiiioes appropriate to traditional counseling
situations are applicable to home-based services, including structured exercises, family
therapy techniques. behavior therapy, and approaches to deal with depression, anxiety, and
anger (Lloyd & Bryce, 1984).

In home-based services, much counseling occurs on an informal basis while workers share
tasks or coffee in the kitchen, accompany family members to job interviews or other types
of appointments, or participate in a variety of outings and activities with family members.
Workers report that some of the most effective and significant counseling occurs during
these informal activities and situations.

o Skill Teaching - A major goal of home-based services is to achieve learning-induced
behavior change that will improve the child and family's ability to function. As a result,
skill teaching represents an essential aspect of most home-based interventions. Programs
work with families to improve parenting and child management skills, communication and
relationship skills, anger management and conflict resolution skills, problem solving skills,
constructive coping skills, assertiveness and self-advocacy skills, skills needed to use
community resources, household management skills, am: so forth (Lloyd & Bryce, 1984).

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

Many other home-based programs also combine didactic approaches with approaches
including modeling, practicing, coaching, and reinforcement to teach new skills. Some
programs, such as Homebuilders, enhance their skill teaching efforts by providing readings,
lecturettes, audiotapes, videotapes, or materials developed specifically for the particular
family (such as cards specifying "what Andy can do when angry at Mom"). The
Homelmilders program also stresses looking for "teachable moments," times which offer
naturally occurring opportunities to learn and practice a new skill. For example, anger
management and relaxation kchniques might he taught to an increasingly agitated mother
waiting with a worker at the welfare office.

o Brokering and Coordinating Resources - Emotionally disturbed children and their families
invariably have multiple needs for services and supports. Most of these resources are not
under the direct command of the agency providing home-based services but are provided by
otkr ageneies and systems. Special education, vocational services, substance abuse
treatment, income maintenance, housing assistance, health care, recreational services,
respite care, and more are resources that may be needed by the child and family and that
must be brokered from appropriate agencies and programs in the community. A major
aspect of home-based services involves identifying the needs of the family and assisting the
family to procure needed resources and services. Further, programs attempt to help
families link with informal or natural support systems in the community to alleviate the
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sense of isolation and hopelessness that many families face. Self-Iv:1p groups are among
thc natural supports that might be considered.

Home-based workers help families to makc contact with appropriate agencies and programs,
accompany them to the first appointment, and remain in contact with the agencies to
coordinatc and monitor service provision. Most home-based programs indicate that thc
rcsourcc brokering function does not focus merely on obtaining resources for the family,
but rather attempts to teach families how to locate and utilize community resources.
Teaching families thc basic ingrcdicnts of "case management" helps families to grow in
feelings of competence and autonomy (Heying, 1985). The success of the home-based
intervention may depend, to a significant extent, on the degree of success in accessing
needed services and supports for the child and family.

In addition to thc rcsource brokering role, home-based services also involve a resource
coordination function. Due to thcir multiple needs, emotionally disturbed children and their
families become involved with many agencies and systcms. In many cases, these agencies
do not communicatc effectively with cach othcr and may bc working at cross purposes.
The home-based worker oftcn becomes thc focal point for coordination due to the intense
relationship with the family and the holistic approach to service delivery. Thc goals of
coordination are to develop joirP. treatment plans which delineate the roles and functions
of all involved agencies; to assure that the cfforts of all agencies arc directed toward
common goals; and to assurc that thc various methods used by different agencies do not
conflict or .confuse family members (Lloyd & Bryce, 1984). The school generally is a
priority for coordination efforts. Home-based workers in many programs play an active
liaison and advocacy role with the school, attcmpting to coordinate home school efforts
and to ensure that the child receives any necessary special education services and supports.

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

In addition to these thrce major categories of interventions, somc home-based programs offer
other services. Thc Homebuilders program provides an cducation consultant who works on a
volunteer basis with school systems. The consultant functions as an advocate for special
education and support services when needed. Other programs also provide specialized, staff to
serve as liaison with thc schools and to coordinate home and school efforts, Some programs
provide health care services as an integral part of thcir home-based interventions. TLe SCAN
Program in Philadelphia includes a nursing unit comprised of a nursing coordinator a.nd four
outreach nurses who function as a team with the family workers. This adds a special health
care dimension to thc program (Tatara, Morgan, & Portner, 1986). e Satellite Family
Outreach Program of Kaleidoscope includes a nurse who is available to work with families as
needed. Kaleidoscope also provides recreational activities for children involved in any of the
agency's programs such as a baskethall team and recreational evening activities.



Of considerable usefulness are the flexible funds available to many home-based workers to use
in a variety of ways for each family. The Family Advocate Project provides $25 per family to
take them to a restaurant, make a small purchase, or support some other type of recreational
activity, and the Satellite Family Outreach Program provides $100 per month for each team to
purchase incidentals for families. The Homebuilders program has "reinforcement funds"
available to purchase concrete services or items for families as part of the treatment program
(e.g., purchasing an inexpensive watch for a youngster with a history of wandering off and
then requiring the child to check in at regular intervals). The Maryland Intensive Family
Service Program provides $600 per family for any emergency need such as housing, food,
heating fuel, medical treatment, or even for car repairs or the purchase of a job training
opportunity. Workers report that the flexible funds are extremely beneficial in the service
delivery process and that home based programs would profit from increased amounts of such
funds.

It should be recalled that many of the above services take place in the context of other types
of activities and interactions with families. Counseling and skill teaching may occur while
taking the mother out for coffee or lunch; taking the children on an outing to the park;
involving the family in a picnic or other recreational activity; accompanying a family member
to a job interview, school meeting or appointment with a community agency; or even in the
car. Additionally, workers frequently help family members with everyday tasks around the
house as a vehicle for strengthening the relationship as well as assisting the family with
sometimes overwhelming demands. In fact, Goldstein (1973) stresses that in home-based
services, counseling is frequently secondary to "living it out" with the family. Active
involvement and assistance with daily living problems, help obtaining services and resources,
availability in times of crisis, and persistence in the face of difficult problems are all essential
ingredients of home-based interventions.

Round-the-clock availability to respond to crises is a nearly universal feature of home-based
programs. In some programs, .workers give their home telephone numbers to families so that
they can be reached directly at any time. The Homebuilders program also provides families
with the home telephone number of the supervisor who is also familiar with the case. As a
third option, a beeper is rotated among other staff members so that someone is always
available to respond to crises. If the family's own worker cannot be located to handle the
situation, the staff member with the beeper assumes responsibility. Many other programs
decline to give out workers' home telephone numbers. The Homebuilders program reports,
however, that most crises can be anticipated due to the large amount of time workers spend
with the family and that families do not call excessively. Families also are encouraged to call
workers to share good news as well as problems. Programs that do not provide families with
workers' home telephone numbers generally operate some type of rotating on-call system. The
Satellite Family Outreach Program rotates crisis coverage among staff members and reports
that more crisis calls occur in the early stages of the intervention when families may be
testing the availability and commitment of the program.

Most programs have clearly defined policies for handling crises, particularly those involving
danger of any type. Workers generally are required to consult with their supervisors
whenever danger is involved. Programs reported that they attempt to provide high levels of
support and supervision to keep children within the home. For example, the Homebuilders
program has provided 24-hour in-home supervision for a suicidal child. However, when the
child's behavior or symptoms arc no longer manageable within the home setting, programs
refer them for hospitalization. The Homebuilders program, for example, contacts the crisis
staff from the local mental health center to assess the child and determine if he or she meets
the criteria for hospitalization. Should a child require inpatient care, the home-based program
typically continues working with the family, child, and other involved persons to plan for the
child's eventual discharge and return home. If a child is judged to be in danger of physical,
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sexual, or emotional abuse, the worker also would recommend removal from the home. In
some cases whew/ danger is imminent, the worker may have to call the police to intervene in
order to ensure the s:ilkty of all involved.

Some programs have Mier types of placement resources available for use in crisis situations.
The Eastern Nebraska Community Office of Mental Health operates a home support program
for families with severei ). emotionally disturbed and autistic children (Eyde & Willig, 1981).
Short-term placements in family crisis care homes are provided for short-term crkk
placements. The program has found that, in some ;;ituations, removing the child for a brief
period of time (even for 24 hours) can help to defuse tension and relieve stress in the family,
allowing time to marshal! needed services and resources. The Family Advocate Project also
has professional parent homes to provide youth with emergency, temporary shelter along with
intensive efforts to work with the child and family.

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

The duration of services reported by home-based programs ranges from an average of four
weeks to three years. The short-term cris's intervention programs report that they must be
extremely conscious of the time limits throughout the intervention, Workers stress the time
limits from the outset of the intervention and may reinforce this by such strategies as
providing calend:irs for families to show thc projected termination date. Referrals for ongoing
services are initiated as early as possible in the service delivery process, and progress is
reviewed as often te-, weekly to determine which goals have been accomplished and which tasks
are left to address. Providers of the short-term crisis models compare their services to
microwave cooking -- brief but so intense that they are equivalent to a longer period of more
traditional services.

The Homebuilders program began by providing an intervention of approximately eight weeks in
duration. As the program has evolved, the intervention period was reduced to six weeks and
ultimately to four weeks with the possibility of a two week extension if needed. The awragc
duration of services currently provided by the Homehuilders program is four and a half weeks.
The program reported, however, that the average duration of services is somewhat longer for
cases involving severely emotionall disturbed children. This conclusion is based upon a

demonstration project focused solely on children who were referred in lieu of residential
treatment or hospitalization. While the npulation for this project was very mall, the results
suggest that it may be more difficult to engage severely emotionally disturbed children and
their families in sea vices and that it may take a longer period of time to search for and link
families with the resources needed for ongoing treatment and support.

Sonie of the loniier-term programs suggest that such highly intensive services are intrusive,
and that joining and building a trusting relationship with a family takes time. These programs
believe that it is disruptive to give so much and withdraw so quickly, and, therefore. they
offer less intensive interventions of a 19nger duration. The Satellite Family Outreach Program
and the Family Advocate Project provide Imger-term interventions, averaging 18 months and
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13.5 months respectively. These programs tend to proceed more slowly with the engagement
and intervention proce!;ses, and they adjust the time frame of services based on the needs of
cach child and family. Further, these programs have broader goals than the short-term crisis
programs and attempt to provide a longer-term service delivery alternative. Some programs
provide home-based support for many years to families that would be likely to disintegrate
without such extended support. They argue that long-term, in-home support is preferable to
and more cost-effective than the long-term, out-of-home placement of a child.

Home-based workers have pointed out that work with families tends to expand to fill whatever
time frame a program allows. Everyone (including referral sources, families, and workers)
wants more time for the intervention as there is always more to be accomplished with a
family. Still, it must he recognized that, as the intervention is lengthened, the intensity
generally is reduced and worker caseloads are increased to remain cost-effective. This has
imrications for worker availability to families as well as for the number of families that can
be served by a program.

Phase III - Termination and Follow-Up

Planning for the termination of home-based services commonly begins when a case is opened.
Particularly in the programs of short duration, planning for termination and for meeting
ongoing support needs is integral part of service delivery. The Family Advocate Project
refers to this phase as "transition" rather than termination because it is not seen as the cnd
of services. Use of this term emphasizes that children and families ma ti,A be "cured" and
that they may have many remaining problems. They have, however, met their primary
treatment goals with the program and are ready to move on. Lloyd and Bryce (1984) indicate
that the decision to terminate services often is complex and difficult. They provide a set of
general guidelines to assist programs in judging when termination is appropriate:

o The family is coping reasonably well.

o The family has reached acceptable attainment of service goals.

o Thz family's basic needs are being met.

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

o The family is receiving necessary services from other agencies.

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

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

In many programs, termination is a gradual weaning process. As the family makes progress,
the worker naturally may visit less frequently. The Family Advocate Project, for example,
makes brief, monthly, supportive visits to a family for a period of time prior to completing
the transition. As termination approaches, some programs develop specific termination plans.
These plans arc negotiated with the family and may include the number and frequency of
visits, plans for handling any remaining unresolved issues, and plans for handling crises which
may arise (Lloyd & Bryce, 1)84). Other programs handle the discharge process more
informally. The steps taken by most programs to ease the termination or transition process
involve planning for termination from the earliest phases of the intervention, regularly
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reviewing progress and remaining issues, setting a time frame for termination with the family,
discussing impending termination with the family, and ensuring that needed ongoing services
and supports are in place. Some workers and families arrange a special party or dinner to
celebrate progress and the end of services, and, in some cases, families give the worker a
tangible gift of gratitude.

Many home-based programs remain a resource for the family following the termination of
services. If a problem or crisis occurs, families arc encouraged to call the programs for
additional assistance. Under these circumstances, workers may provide needed support or
assistance via telephone or may offer one or two home visits to review skills and address
current problems. The Homebuilders program refers to these additional sessions as "booster
shots" (Kinney et al., 1977). FamiNes also may be re-referred to Homcbuilders for a second
episode of intervention, if appropriate, after a 90-day period has elapsed. Other programs
also remain available to assist families following termination of services. Kaleidoscope, for
example, may provide crisis intervention services to families or may reinvolve families for
longer-term services if a slot is available and if everyone agrees that reinvolvement is
necessary and appropriate. Families inevitably will experience criscs and ongoing difficulties
in their attempt to cope with the demands of a severely emotionally disturbed child. Most
programs offer some type of ci?Ais intervention or "refresher course" for families to reinforce
previous skill building and provide support when families request additional help. Workers do
not want families to teel deserted when setbacks occur, nor do they sec it as a failure if
families require help again at a later time. Families know that there are .periods of time
during which they can function on their own but that, when they experience a crisis, they can
ask for and receive additional help.

Follow-up is a difficult and frustrating aspect of service delivery for many programs. Some
programs have formal procedures for follow-up. Thc Families Work program has a standard
follow-up procedure involving planned meetings at six weeks, three months, and one ycar after
termination. Thc follow-up meetings arc used to review the child and family's progress, assess
current level of functioning, and reinforce the family's gains. The follow-up visits also allow
the worker to note any signs of increasing stress or impending crisis and to provide any
needed support or intervention before the situation further r:seteriorates. Thus, the follow-up
sessions often serve a crisis prevention functi,ln whereby problems can be anticipated and
coping strategies devised.

Most programs, however, do not have such formal or organized follow-up procedures built into
t: program design. Rather, workers and families remain in touch on an informal basis,
pi aiarily by telephone. Follow-up contacts generally arc at the initiative of the worker
and/or thc family. Many workers expressed the desire for a follow-up period of approximately
six months during which they could maintain phone contact and periodically visit to ensure
the family's stability prior to withdrawing completely. However, the demands of current and
new cases often interfere with their ability to follow-up on former clients. Many programs
arc struggling to find effective ways of supporting and monitoring families following the
termination of services without compromising their current caseload responsibilities.

Theoretically, families involved in home-based services will receive needed ongoing services
and supports from other agencies. Programs report, however, that linking families with
appropriate resources also can be frustrating. The short-term, crisis programs may find that
the time period is too short to make all the necessary arrangements for ongoing services. For
example, the process of developing an Individual Educational Plan (IEP) and arranging for
special education can be cumbersome and may not be completed by the cnd of the
intervention. Thus, there may bc "loose ends" at the closure of the crisis intervention time
frame. In some cases, workers continuc to monitor and assist in completing referral
arrangements even though services have been terminated.
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In many arcas, resources to provide ongoing services and supports simply do not cxist. A
severely emotionally disturbed child and family may benefit from outpatient services, day
treatment, casc management, or other services which may not be available. Even if services
arc available, many families arc unable to take advantage of them. They may not have
financial resources or insurance to pay for services; they may not have transportation; or they
may not be amenable to thc types of services that arc available. In addition, somc programs
report that the available ongoing service programs often are not congruent with the approach
and philosophy of the home-based program.

The difficulty in obtaining appropriate, ongoing servkes presents a particular dilemma for the
short-term, crisis program models. Workers experience frustration wkhdrawing from those
families for whom appropriate ongoing services and support cannot be accessed; families
experience a similar feeling of frustration and abandonment. Thus, it appears that the
resourccs available in a community should be an important factor in determining thc type of
home-based servicf. model that can be implemented effectively. It may be more difficult to
provide very short-term home-based services in communities where there are limited resources
for ongoing support to those families needing longer-term assistance.

LINKAGES

Children and families commonly have multiple service needs and are involved with numerous
service providers. Typically, there is little communication and coordination among providers,
and services arc provided in a piecemeal and fragmented manner. Thc varying goals,
philosophies, and treatment approachcs used by different providers may cause conflict and
confusion for families and may impede progress.

Home-based services are based on an ecological systems orientation and attempt to include all
involved persons in the service delivery process. The emphasis on communicating,
collaborating, or "networking" with all agencies and professionals that affcct the family is a
distinguishing feature of home-based programs. For the Family Advocate Project, working
with the network of involved providers is as important as working with the family. A major
goal of the home-based intervention is to empower thc network to fulfill its role more
effectively, thereby helping to bridge the gap between the family and the outside world.
There are many advantages to establishing linkages with relevant community agencies and
individuals and to working with the network as well as the family (Balk & Harris, 1982; Cutler
& Madorc, 1980; Gatti & Coleman, 1976). Networking with involved agencies prevents conflict
and conusion and assures that providers are not working at cross-purposes. Further, it
allows multiple providers to develop a service plan which clearly delineates mutual
expectations, roles, and responsibilities.

One of thc first tasks completed by home-based programs is to obtain written permission from
the family to contact and communicate with other involved agencies and providers. Many
home-based programs proceed to work with other agencies by creating "individual networks" of
significant agencies and persons involved with each family. The worker begins to contact
other cart; givers in order to begin the process of working together. Workers may tdephone
or visit network members to clarify the role and services of the home-based program and
begin the process of reaching abrecment on service delivery objectives, strategies, and
responsibilities. The home-based worker is a logical coordinator and convener for interagency
collaborative efforts.

Meetings or staffings of all involved agency personnel may be held early in the service
delivery process and at various intervals to continue tne collaborative planning efforts. The
Satellite Family Outn,ach Program holds full staffings for the family's network every six
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months to review progress and plan further interventions. The Family Advocate Project
generally holds a large network meeting early in thc intervention which is seen as an
organizing meeting. Additional network meetings may be held in the middle of the
intervention and during the transition period. Some agencies involve the family in the
network meetings or stuffings to ensure that the perceptions and priorities of the family are
kept at the forefront. The Family Advocate Project notes that families generally do not
attend the first network meeting since many providers come to the initial meeting with
negative feelings and frustrations about the family that they need to vent. In between
meetings, workers maintain close contact and communication with key network members.

Some programs also have permanent networking structures which are used as a basis for thcir
interagency collaborative efforts. Each home-based service program in Maine operates under
the guidance of a regional, multi-agency, interdisciplinary steering committee. These
committees consist of representatives from all of thc child-serving agencies in the arca served
by thc program including representatives from thc education, human services, mental health,
and corrections systems. Most agencies which refer families to thn programs are represented
on the steering committees, and the committees function in an adi, iory capacity to the home-
based programs. Hinckley and Ellis (1985) outline a number of cicar benefits of the
interagency steering committee:

o It serves to reduce the distance between the mental health system and other community
systems and helps participants to understand each other's roles, responsibilities, and
limitations.

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

o It surfaces the need for changes in the program and its procedures.

o It allows members to coordinate services and jointly discuss problems with particular cases.

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

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

Programs undertaking networking efforts emphasize the importance of approaching other
agencies with a positive, cooperative attitude. Workcrs must convey respect and be sensitive
to the perspective of other helpers rather than coming across as L.owing more and "telling"
othcrs what to do. It is essential to express the need for the input and participation of the
other agencies and to be willing to do the extra work often involved in collaborative
programming (Lloyd & Bryce, 1984). Initially, programs may encounter resistance to
networking attempts and must work to overcome the antagonism and turf issues that so
frequently impede interagency cooperation. A great deal of groundwork may bc needed in
order to create a cooperative tone and atmosphere.

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

CLIENTS

Most home-based service programs share similar acceptance criteria. In order to be
considered appropriate for home-based services the following criteria generally arc applied:

o The family must reside within the geographic arca served by the program.

o The child must be at high risk for out-of-home placement.

o At least one parent must be willing to work with the program to keep the family together.

o There is no serious threat of violence or physical danger to staff.

o Less intensive services are not adequate to meet the family's needs.

The major criterion for involvement in homc-based programs is that a child be in imminent
danger of out-of-home placement. When a child and family arc referred for home-based
services, more traditional types of interventions frequently have been exhausted, and the child
is at the point of removal from the home. Providers who refer families for home-based
services typically are asked to document that, without the home-based intervention, out-of-
home-placement would be the most likely next step -- home-based services are the last resort.
In order to eligible for the Homebuilders program, the referring agency and staff must agree
that at least one family member will be placed in an alternative living situation if the referral
is not accerted.

Some programs have additional criteria for assessing eligibility. Programs may exclude
children and families for a variety of reasons. For example, programs might not accept
families with children who arc actively suicidal, extremely violent, acutely psychotic, severely
retarded, or severe substance abusers. If the family situation is judged to be dangerous and
the child's safety cannot be ensured, then home-based services also may be considered
inappropriate. Additionally, if the child is currently in an out-of-home placement and is not
likely to return home within a specified period of time (often 10 days), the referral would not
be accepted.

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

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

o Families at risk of child abuse or neglect.

o Families of emotionally disturbed children.

o Families of children with developmeinal disabilities.

Programs may target one of these populations for their services, or they may define their
target populations even more narrowly. Family Support Services provided by Day One in
Cumberland County, Maine, targets youth who have substance abuse problems for their home-
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based intervention. Many programs serve a mix of these populations, and the experience of
home-based programs in Maine suggests that the services arc equally effective with children
categorized as "emotionally or behaviorally disturbed," "delinquent," or "abused or neglected"
(Hinckley & Elf' 1985).

Since home-based services are focused on families, many programs do not keep rccords or
assign diagnoses to the involved children. While the child's behavior or situation precipitates
thc referral, programs tcnd to avoid focusing too heavily on the Identified patient." As a
result, it is somewhat difficult to obtain an accurate profile of the children involved in home-
bascd programs. Of the programs responding to the survey, the vast majority serve children
from infancy through age 18; thrce programs extend their agc limits to 21. Programs appcar
to serve slightly more early adolescents than any other age group, with approximately 35
percent of the children falling in thc 13 - 15 agc category. Approximately 28 percent of the
children served across programs arc ages 6 to 12; 23 percent are ages 16 to 17; and 11
perccnt arc ages 0 to 5. Less than 3 percent of thc youth served by these home-based
programs are over age 18. Somc programs target youngcr children for thcir services (two
programs in this sample), while others work exclusively with adolescents (four programs in this
sample).

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

With rcspcct to diagnoscs, most programs characterize thc children as having
behavioral/conduct disordcrs (57 percent of the children served) or emotional disorders (27
perccnt). A much smaller perccntage arc considered to have schizophrenic or other psychoses
(2.4 percent). It should be notcd, however, that programs may have uscd different definitions
to distinguish between these categories, and there may be considerable overlap. Kaleidoscope
reports that about 60 percent of the children served in thc Satellite Family Outreach Program
can be classified as severely emotionally disturbed, and the Homebuilders program similarly
indkates that a large majority of the children thcy serve have a DSM III diagnosis. Thus,
whcthcr the referral originates from the mental health, child welfare, juvenile justke, or
cducation system, many of the children involved in home-based programs have emotional or
behavioral disorders and share similar charactcristics including acting out, poor impulse
control, depression, and poor peer relationships.

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

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

o Symptoms of severe mental illness (psychosis, clinical depression, ctc.) which cause
dysfunction in several life domains;

o Incidents of neglect or abuse, typkally evidenced in behavior problems of thc adolescent
such as status offenses, misdemeanors, etc., and
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o Signs of serious psychosocial dysfunction in several life domains.

The children served by the home-based service unit of the Hennepin County, Minnesota, Child
Welfare Division are described as having numerous and serious problems (Au Claire & Schwartz,
1987). All children involved in the program were approved for out-of-honvz placement with 72
percent recommended for placement in either group treatment homes or residential treatment
centers. All children exhibited a wide range of behavioral problems at home and at school,
and 40 percent of the children had a history of previous out-of-home placement. In most
cases, parents described their children as "out of control."

The families involved in home-based service programs commonly face a multitude of social,
economic, and emotional problems. Familystrength of Concord, New Hampshire, reports that
the families served have multiple service needs related to poor job skills, housing and food
inadequacies, alcoholism, family violence, and mental illness. Data from the Satellite Family
Outreach Program reveals extremely high rates of substance abuse among parents
(approximately 75 percent) and high rates of intrafamilial conflict such as spouse abuse or
child abuse. Two-thirds of the families are headed by single parents, and there are high rates
of unemployment as well as dependence upon some type of income maintenance or welfare.

The families targeted by the Family Advocate Project are severely dysfunctional families
characterized by such problems as lack of coping and problem solving skills, frequent crises,
lack of hope, social isolation, economk deprivation, and a high incidence of child abuse and
neglect. These families typically are unable or unwilling to utilize more traditional service
approaches. They may not have transportation, telephones, or the verbal skills needed to
benefit from traditional therapy. Further, many families have had negative experiences with
agencies and may lack trust in service providers. Home-based services offer an opportunity to
reach families in need who are not likely to participate in or benefit from more traditional
types of approaches.

Home-based services can be adapted to many special types of populations. For example, the
Homebuilders program has used interpreters to work with deaf children. Special projects have
been undertaken by the program to apply the model to developmentally disabled children and
their families and to families who have adopted special needs children. The home-based
intervention haF been used successfully when the adoption appears to be on the verge of
failure. A pilot project funded by the Washington Mental Health Division applied the
Homebuilders model to children as a direct diversion from admission to psychiatric hospitals.
Home-based services also have been used with sexually abused children, working with the child
and family once the offender is removed from the home,

Programs report that some types of children and families present greater challenges to home-
based workers. For example, delinquent children returning from institutional or residential
placements are considered particularly difficult by workers. In addition, serious substance
abuse among parents (particularly if they arc unwilling to seek treatment) presents a major
obstacle to home-based interventions. Some programs accept parents with severe substance
abuse problems only if they agree to participate in a rehabilitation program (Lloyd & Bryce,
1984).

Home-based services are ideally suited to work with minority families (Lloyd & Bryce, 1984).
Mental health and social service agencies typically have not been sensitive to differences in
cultural, ethnic, racial, or other characteristics of their client populations. These differences
have been neither respected nor considered in planning and delivering services. Thus, many
service delivery approaches have been less effective with minority populations. It has been
further charged that minority children may bc more vulnerable to out-of-home placement due
to a number of factors including cultural bias, negativity of providers and public officials
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toward certain cultural and ethnic groups, and language and communication problems (Lloyd &
Bryce, 1984).

Home-based services potentially can overcome many of the problems and barriers inhcrcnt in
working with minority children and families. Workers arc present in thc home and in the
neighborhood and arc, thcrcforc, easily able to observe and understand differences in culture,
lifestylf and values. Awareness of the environment and of the level of acculturation of the
family are essential for planning appropriate services (CASSP Technical Assistance Center,
1986). Thc flexibility of home-based services allows workers to vary the intensity and types
of services offered to adapt to the needs of each individual family. The emphasis on linking
families with natural support systems also is well suited to minority families, who often turn
to extended family, churches, and indigenous healers for assistance and support.

Programs serving large minority populations tend to rccruit minority staff to serve as home-
based workers, While it is not always possible to match staff and families, minority staff also
can serve as a resource for nonminority staff, helping them to overcome misunderstandings,
prejudices, and myths (Lloyd & Bryce, 1984). Home-based programs also obtain, on an as-
needed basis, the assistance they need to work with particular families. For example, a
program reported hiring an interpreter to help thc home-based worker to communicate with an
Asian family. The interpreter's role cxtcnded to helping the worker to undcrstand thc culture,
beliefs, and customs of the family, and to observe the expected protocol as a "gucst" in thc
family's home, Thus, the flexibility and adaptability of home-based services make them
uniquely suited to accomodate minority families.

STAFF

Line staff is the most important resource for home-based programs, and the quality of staff is
a major factor in a program's success. Accordingly, many special considerations enter into
thc selection, training, and support of home-based workers. Haapala and Kinney (1979)
emphasize that the job of a home-based worker is far more demanding and stressful than
traditional office-based counseling, Workcrs must be able to function well in unstructured,
unpredictable, and potentially dangerous situations, Thcy must be willing to work evenings,
weekends, and holidays and must bc highly flexible in ordcr to rcspond to crisis situations
that may arise at any time of day or night. They must be willing to do "hands-on" work with
families and fulfill case management functions in addition to clinical work. Thcy also must bc
able to juggle thc demands of thcir own lives and families with the unpredictable schedule and
the often overwhelming nccds of clients.

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

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

The Satellite Family Outreach Program found that many graduate school-trained staff had
diffleulty accepting the program's values, philosophy, and approach. As a result, many of the
program's staff are at the Bachelor's level. Other programs employ skilled paraprofessionals
to provide home-based therapeutic and support services to families. Maine's home-based
programs report good results with highly motivated staff with less than a Bachelor's degree.
Knowledge of the community and its mores was found to be more important oian academic
credentials in working with troubled ''amilies (Hinckley & Ellis, 1985). Decisions regarding the
staffing of home-based programs semetimes reflects the need to provide highly intensive
services within limited budgets.

Home-based programs tend to look for staff with specific types of experience, including
experience in crisis intervention, family therapy, parent training, and case managemert.
Prospective staff are not necessarily expected to have experience in all of these areas; rather,
programs look for a background that bears somc relationship to the types of skills needed for
home-based services. The Family Advocate Project looks for staff that has worked with
families in some type of nontraditional setting or circumstance rather than applicants who
have worked primarily in traditional office settings. Thc Homebuilders program looks for staff
with a behavioral/cognitive background and teaching experience. The program does not expect
staff to have all the requisite skills for home-based work but does attempt to select staff
members who are willing to learn and accept feedback.

Along with education and experience, programs place a heavy emphasis on the personal
qualities and characteristics of staff. The following characteristics were cited by programs as
important for home-based workers:

o Engaging, friendly, warm, good social skills.

o Commitment, dedication.

o Motivation, enthusiasm, self-starter, high energy level.

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

o Empathy, high degree of Interest and caring for clients.

o Nonjudgmental, ability to respect and accept others.

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

o Good judgment, common sense.

O Good problem solver.

o Stable, mat ure.

O Good sense of humor.



o Patient, ability to live with limited goals.

o Persistent.

o Nonpretentious, comfortable in homes of extreme poverty and with families with different
lifestyles and values.

Programs often have extensive screening and selection procedures to ensure that staff possess
the right combination of training, experience, and personal qualities. Many programs usc role
play and hypothetical situations to tcst the potential reactions of applicants to a variety of
situations. The Homebuilders program screens applicants by telephone followed by a series of
iuterviews. The first interview is with the county supervisor, and the second interview
involves role plays coupled with a debriefing session on the role play to assess the applicant's
receptivity and attitude toward supervision. Other staff can participate in the role play or
can view a videotape of the role play to assist in judging the applicant's appropriateness for
home-based work.

The role of staff in most programs involves a combination of therapeutic, skill teaching, and
resource brokerinv/coordinating functions. Staff members, functioning individually or in teams,
are responsible tor providing all needed serves to a particular family. Some programs,
however, separate these functions and assign different staff members to fulfill them. Based
upon the experience of the Child Welfare Division of Hennenpin County, Minnesota, Au Claire
and Schwartz (1986) advocate separating the functions of the in-home therapist and the case
management/service procurement function. The home-based model described by Compher (1983)
utilizes a team approach and differentiates between "family therapist" and "case manager,"
roles which require different sets of skills. Others have stated that highly trained social
workers or psychologists should be used to provide therapeutk services while less highly
trained social workers or paraprofessionals should be used to address resource deficits and/or
provide day-to-day support (Tinjaca & Sands, 1986).

The Satellite Family Outreach Program operates with five teams of staff, each comprised of a
group of family workers and one Master's level social worker. The role of the social worker
involves coordinating the treatment process: planning the interventions, seeing the family
monthly, and providing clinkal support and consultation to the family workers. Family
workers arc responsible for providing direct services including counseling, skill teaching, and
brokering and coordinating resources. It is clear that home-based programs use a wide array
of professionals and paraprofessionals in a variety of configurations and roles.

Some programs augment their staff with medical or education specialists who are available to
work with families and home-based worlers as the need arises. A nurse is assigned to the
Satellite Family Outreach Program to perform health screenings for all families and to provide
ongoing services families with medical needs. A physician operates clinics at the agency
twke month!), to make medical care more accessible to client families, and staff, including a
jobs coordinator, recreation coordinator and housing coordinator, also arc available to assist
the home-based program. The Oregon Intensive Family Services program relies upon Masters
level therapists to provide services but supplements the staff with community resource
specialists when needed. These specialists might include homemakers, parent trainers, mental
health workers, school teachers, church counselors, community nurses, and vocational or
employment counselors.

A major variable among home-based programs is whether they utilize staff individually to work
with families or in teams. Many programs use two-person teams to deliver services to
families. The St. Michaels Center In-Home Family Therapy Program in Maine uses two-person
teams (preferably composed of one male and one female worker), as do all Maine's home-based
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service programs. The Community-Based Service Program of the Baird Center operates an
interdisciplinary tcam consisting of three family workers and one consulting teacher who work
with families in any combination. One member of the team is assigned "case coordinator" and
is responsible for all case documentation. Other programs, sue) as the Family Advocate
Program of the Sunrise Family Resource Center in Vermont, use the concept of a primary and
secondary worker. The primary worker is responsib!? for most of thc direct service and
resource brokering; the secondary worker functions as a back-up in case of emergency and
maintains a relationship with the family so that the substitution is not disruptive.

A number of advantages to using a team approach to delivering home-based services have been
cited (Lloyd & Bryce, 1984):

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

o Professional objectivity is enhanced as the second team member provides feedback.

o Service continuity and emergency coverage are enhanced, since, if one worker is
unavailable, the second team member is likely to be available and already has an
established relationship with the family.

o Expertise is expanded since fresh insights, knowledge, approaches, and ideas are contributed
by both team members.

o Team members may assume complementary roles with the family, e.g. challenging versus
nurturing.

o Safety of workers is enhanced, particularly in inner city environments, since they do not
go to the families' homes alone.

While there are sound bases for using a team approach, many programs opt to use individual
workers with each family, The Family Advocate Project notes that teams mitigate the
intimacy of the worker-family relationship and that greater professional distance results.
Conflict and competition may erupt between team members, and logistical problems related to
coordinating schedules and responsibilities may complicate the workers' availability to families
and responsiveness to their needs. It may be difficult to separate out "therapy" issues from
other types of services, as some team configurations attempt to do. Further, there are major
resource implications resulting from the use of teams since two workers arc used to work with
each family. Thus, reasons of economy also contribute to the decisinn to use individual
workers rather than teams.

Home-based services are nontraditional interventions, and few colleges or universities prepare
students of any discipline for providing these services. Some programs believe that formal
education may be antithetical to the philosophy and approach of home-based services. As a
result, some "restructuring" of worker attitudes and skills may be necessary in order to
prepare them to be effective home-based workers (Pecora, Delewski, Booth, Haapala, & Kinney,
1985).

Many home-based programs provide intensive training experit -es for newly hir-d staff
members. Training generally includes a didactic component (readin6 and workshop experiences)
coupled with on-the-job training experiences and supervision. The Hoinebuilders Program, for
example, provides approximately four days of workshop training for new staff, followed by the
opportunity to experience a case with a supervisor. The new staff member primarily observes
the handling of the case and is thcn provided with additional workshop training. Following a
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protocol of on-the-job training and active supervision, the new staff member takes a more
active role on the secaml ease with the supervisor observing. By the third case, the new
worker generally is ready to take a lead role with frequent supervision and consultation.
Many other programs also use an "apprenticeship" system whereby new staff are paired with
more experienced staff for training purposes.

The line staff t:aining provided by the Homebuilders program covers a wide range of topics,
including crisis intervention, strategies of the Homebuilders model, therapist stress

management, structuring before going out, assessment ot the potential for violent behavior,
structuring during visits, defusing and engaging difficult clients, assessment and goal setting,
multiple impact therapy, what to do when progress isn't occurring, structuring between visits,
behavioral strategies with families, teaching families communication skills, cognitive strategies
with families, teaching families assertive skills, teaching negotiation and problem solving skills,
termination issues, and special topics such as depression and suicide and anger management.
The Satellite Family Outreach Program also has a specific training package for new staff
which covers similar topics.

Haapala and Kinney (1979) state that home-based work may represent a difficult transition
from more traditional service delivery and that it may be difficult for staff to adjust. They
contend that training for home-based work must address three primary areas -- assumptions
and awarenesses, process, and content. Regarding assumptions, staff must learn and adopt the
basic philosophies and beliefs of home-based work (e.g. not considering any family hopeless;
working on problems areas identified by the family rather than on the therapist's agenda;
viewing family members as colleagues; etc.). Techniques such as active listening, modeling,
and role playing are among the process skills that are needed by home-based workers; content
includes a wide variety of concrete options that can be used to work with families such as
behavior modification, rational emotive therapy, mood control techniques, rational emotive
therapy, relaxation training, and cognitive restructuring. A resource guide developed by the
Homehuilders Program reviews a wide miety ot "content" skills that can be used by workers
when appropriate (Kinney & Haapala, 1978).

The importance of using training to change workers' attitudvs is particularly important for
home-based services. A study conducted by Pecora, Delewski, Booth, Haapala, & Kinney (1985)
demonstrated that training can be effective in shifting workers' attitudes to be more
congruent with the philosophy and values of home-based services. Training was particularly
effective in helping workers to recognize the importance of de-emphasizing previous diagnoses,
allowing clients to set their own goals, delivering services in the home environment, providing
"concrete" services as well as counseling, routinely working evenings and weekends, pioviding
clients with the worker's home telephone number, and other principles. It is important that
staff development efforts do not overlook worker attitudes while concentrating on process and
content skills.

In addition to the intensive training experiences for new staff, many programs provide in-
service training to enhance the knowledge and skills of staff in specific areas. Topics such as
sexual abuse, minority issues, and advanced training in a particular si ill are among the special
training opportunities that may be provided. The Satellite Family Outreach Program arranged
for training on Satanic cults and gangs when these appeared to be issues affecting some of
the children involved with the program. The program also arranged for staff members to
receive training in sign language to enable them to work with deaf clients. The Family
Advocate Project arranged for training on dealing with dogs after two staff persons were
bitten by dogs while making home visits. In addition to training provided directly by the
programs, many programs arrange for staff to attend conferences, workshops, or institutes
that will enhance their job skills. The Family Advocate Project encourages each staff member
to select an area per year that they wish to work on and to seek out professional



development opportunities to focus on this particular arca during the year. These types of
opportunities for training and professional development are important factors in the retention
of staff (Hinckley & Ellis, 1985).

Extensive individual and group supervision also is reported to be an essential factor in the
success of home-based programs. It is important for staff to feel that they arc not "alone"
with the crises and overwhelming problems of families and that back-up and support are
available to them at all times. The Family Advocate Project had a "buddy system" among
workers for hiutual support and consultation which now operates informally. Weekly staff
meetings are considered crucial for case consultation, problem solving, and supervision as well
as for creating a support system for staff. Home-based programs emphasize the crucial
of clinical supervision and specify that the opportunity for consultation should be available on
a regularly scheduled basis as well as in crisis situations.

Staff burnout is a major issue to be considered by home-based programs. Over time, working
with problem fatnilies and families in crisis czn exhaust even the most energetic staff and can
lead to frustration and discouragement (Kagen et al., 1986). The Satellite Family Outreach
Program has a group of staff who have been with the program for more than five years.
However, the average leriod of staff retention is approximately two years in that program.
While the primary reason cited for staff turnover is the low salary level, program
administrators acknowledge that 'burnout" contributes to attrition.

Due to limited budgets, it is not always possible for programs to increase the salary levels of
home-based workers. In fact, most programs report relatively low salary levels for staff.
I lowever, in order to reduce staff burnout, programs have implemented a number of strategies.
Most of these involve "tuning in" to staff needs and helping them to feel recognized and
appreciated. The strategies include:

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

o Providing regular opportunities for sharing information, ideas, problems, and support with
other staff including team meetings, staff meetings, monthly staff breakfasts, and special
staff events.

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

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

o Providing high levels of acknowledgement, consideration, reinfurcement, and encouragement
from supervisory and administrative personnel.

The altitude of supervisory and administrative personnel should not he underestimated in its
potential impact on staff satisfaction and retention. Programs use a variety of methods to
recognize staff achievements both formally and informally. Staff of the Satellite Family
outreach Program. for example, receive a Kaleidoscope T-shirt of a different color each year
to denote a year of "survival." Many other mechanisms are used to recognize staff and
enhance job satisfaction.

In order to supplement professional staff, many programs utilize students and volunteers.
Students generally go through the training protocol for staff and are used to expand the
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service delivery capability of programs.
variety of diverse and creative roles.
aides, Big Brothers or Sisters, drivers,
1984).

RESOURCES

Volunteers can be used by home-based programs in a
They may be used as tutors, advocates, recreational
role models, or even lay therapists (Lloyd & Bryce,

There appears to be fairly wide variation in the reported costs of home-based services. The
variability in costs appears to be due to a number of factors, including widely disparate
service intensity and duration among programs, differences in staffing patterns, and salary
differentials (Hutchinson et al., 1983). The difficulty in determining and comparing costs is

also attributable to different accounting and costing methodologies used by programs.
Additionally, programs compute and report their costs for different time periods, with some
reporting costs per family per month, some reporting costs per family per year, and some
reporting costs per average episode of services to a family. The following data provide
examples of costs reported for various home-based programs:

Family-Based Service (FBS)
San Diego Center for Children

Intensive Family Services Program
Oregon CSD

Maine Home-Based Programs

Maryland Intensive Family
Services (IFS)

$3060 / six month program

$ 945 / three month program

$3125 to $6250 / family

$2820/family

Florida Intensive Crisis $1125 / family
Counseling Programs

Iowa Home-Based Programs $4900 / family

Washington Home-Based Programs $1470 / family

Pennsylvania Home-Based Programs $3665 / family

These figures reflect the variability

Hcying, 1985

Oregon CSD, 1985

Hinckley, 1984

Maryland Social
Services Admin., 1987

Paschal & Schwahn,
1986

Bryce & Lloyd, 1982

Bryce & Lloyd, 1982

Bryce & Lloyd, 1982

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

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

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

The cost-effectiveness of working with an entire family rather than spending money to
support a placement for one child is obvious. Further, there may be more than one child
within a family who is at risk for out-of-horn o, placement, which multiplies the value of the
investment in an episode of home-based care.
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Regardless of how costs are calculated, the costs of home-based services consistently compare
favorably with the average costs of foster care, group home care, residential treatment, or
hospitalization. Polsky (1986) compares the costs of home-based servrJes (estimated at $3,000
to $5,000 per episode) with a variety of types of potential out-of-home placements and
estimates the rer year cost of foster care at $5000, group homes at $10,000, detention at
$20,000, residential treatment at $30,000, and psychiatric hospitalization as high as $40,000.
Although these costs arc reported on a per year basis, it should be noted that, in many cues,
children remain in out-of-home placements for multiple years. Bryce and Lloyd (1982) report
that foster care expenditures range from $5,000 to $12,000 per child per year and that
institutional placements range from $11,000 to $50,000 per child per year. They conclude that
the total cost of providing home-based services to onc entire family does not generally exceed
the total cost of one average foster placement for onc child and can be provided for one-half
to one-tenth of the cost of residential or psychiatric hospital care for one child.

To illustrate the cost-effectiveness of home-based services, the Florida Department of Health
and Rehabilitative Services (1982) reported that it costs $28,500 per year to support one full-
time equivalent home-based therapist. An average episode of foster care placement (40
months) is costed at $12,840. Thus, the break-even point occurs if the therapist prevents only
three children from entering foster care. in actuality, therapists work with approximately 32
families per ycar and are successful in preventing placement in far more than three cases.

Given the reportedly high success rates of home-based programs in averting out-of-home
placements, the cost savings resulting from home-based services potentially can be substantial.
A prospective analysis of a sample state revealed a net savings of over $8 million to a social
service agency by providing home-based services and preventing out-of-home placement for
significant numbers of children (Hutchinson, 1982). The analysis was based upon the
conservative estimate that home-based services would prevent placement for 60 percent of the
children who would have gone into substitute care. Haugaard and Hokanson (1983) also
discuss methodologies and issues involved in measuring the cost-effectiveness of family-based
services and out-of-home care. Their calculations indicate that a prospective per-case savings
of over $27,000 might be realized if family-based services a-e provided in lieu of foster care.

Despitc the cost-effectiveness of home-based services, in many states and communities funding
is not available for these programs. Cuts in social service funding, coupled with pressure
within child welfare systems to investigate escalating child abuse and sexual abuse complaints,
have inhibited the growth of new programs and approaches. Mental health systems only
recently have begun to recognize the applicability of home-based services to emotionally
disturbed children and their families and to provide some funding for home-based programs.
Third party funding for home-based services is only minimally available. Thus, many programs
regard their funding as unstable or insecure, and strategies arc needed to secure funding for
new home-based programs.

The major funding source for home-based programs is state government. State departments of
social services arc the most frequent funding sources reported by programs responding to the
survey, with many programs receiving 100 percent of their support from the state child
welfare agency. The second most frequent funding source is the state mental health
department; two programs reported that at least a portion of their services are funded by
joint participation of the state social service and mental health agencies. Two of the
programs responding to the survey receive funds from the juvenile justice system, and three
programs receive education funds to provide home-based services. Several programs are
funded primarily at the county level, and several receive grants from United Way or a
foundation to support their operation.
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Only one program reported any revenues from third party sources, the Home and Community
Treatment Program, which is operated by the Mendota Mental Health Institute. Mental health
agencies or hospitals may be in a better position to obtain third party reimbursement for
home-based services provided by "qualified mental health providers." For example, the state
Medicaid plan in North Careiina allows for reimbursement for services provided off-site, i.e.,

outsidc of a mental health facility. As a result, qualified mental health professionals may bill
Medicaid for therapeutic services including home-based services. The Satellite Family
Outreach Program receives Medicaid reimbursement for five hou:s of assessment performed on
an in-home basis. In Vermont, some home-based services receive Medicaid reimbursement
under Vermont's Home and Community-Based Medicaid Waiver program. Under this mechanism,
Medicaid will provide reimbursement for certain types of services for a child who would
otherwise by institutionalized. The documentation and reimbursement process is handled
through the Department of Mental Health. Some programs charge client fees based upon
ability to pay, although many feel that it is difficult to charge families for home-based
services since many families are low income and many arc "forced" to participate to avoid the
possibility of having their child removed.

The Homebuilders program is funded solely by the Washington Department of Social and Health
Services. Their contract requires the program to serve a specified number of cases per year,
and funding is provided at thc level of $2,600 per case. The Family Advocate Project is

funded jointly by the Vermont Departments of Mental Health and Social and Rehabilitative
Services. The Satellite Family Outreach Program is funded primarily by the Illinois
Department of Children and Family Services, with a portion of its funding resulting from a
joint initiative with the Illinois Department of Mental Health. This program receives its funds
based upon the number Of hours of service provided per month.

As these three programs illustrate, the types of contracts tlat home-based programs have with
thcir funding sources vary significantly. Funding may be based upon the number of cases
served or the number of hours of direct service provided by a program. Other programs
operate on the basis of a fixed dollar contract that may specify performance targets such as
the number of at risk children or families to be served and/or the goal of avoiding out-of-
home placement in a certain percentage of the children served. The billing system under
which a program operates frequently can affect its operation. For example, some contracts
contain specifications for the number of direct service hours to be provided per family per
month, which constiains thc ability of staff to adjust service intensity to meet the needs of
the individual family. Contracts may establish strict time frames to govern the duration of
services or may not provide funding for follow-up services. Overly rigid constraints have
been (ited by programs as significant barriers in adapting their services and approaches to the
needs of their clients.

Financing home-based services is a challenge that is receiving increasing attention. The
Center for the Study of Social Policy (1986) outlined a series of financing strategies including
both "fiscal opportunity" strategies and "reinvestment" strategies. Fiscal opportunity strategies
involve maximizing the use of existing resources and programs such as Medicaid, AFDC
Emergency Assistance Options, and federal reimbursement for the costs of necessary out-of-
home placements. Claiming Medicaid match for health-related services and for counseling and
therapy services provided by certified mental health professionals can be used for home-based
services as well as using Home and Community-Based Waivers to target families at risk of
institutional placement of a child. AFDC Emergcncy Assistance can be uscd for 30 days of
continuous services in emergency situations; 11 states currently define abuse/neglect situations
as emergencies and arc using these monies for home-based interventions. Maximizing federal
reimbursement for out-of-home placement frees up state funds for potential use in providing
preventive, home-based services.



The reinvestment strategies described by the Center for (he Study of Social Policy (1)86)
include transferring placnent "savings" to home-based services designed to prevent placement.
Cost-effectiveness analyses on pilot projects can illustrate the potential for substantial cost
savings from home-based service initiatives. These results can be used to help create a
favorable political context for realigning resources in order to expand prevention activities.

A third type of financing strategy described by Farrow (197) is the "collaborative
programming and financing strategy." This strategy involves joint initiatives among child-
serving agencies and systems to fund, develop, and operate home-based services. Resources
from the various agencies might be given to one of the agencies to actually provide or
purchase the services, or resources might be pooled among agencies to operate programs.
Collaborative funding requires high levels of cooperation among the various systems, and it
further requires that family preservation be established as a priority across systems.

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

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

o Providing grants to communities for start-up development of home-based programs.

o Organizing joint funding initiatives for home-based services among multiple agencies or
departments.

o Providing legislative appropriations and mandates for home-based services.

o Placing a cap on expenditures for out-of-home placements.

o Shifting funds allocated from out-of-home care to home-based service,s.

o Creating fiscal incentives for home-based services and fiscal policies to discourage out-of-
home placement.

EVALUATION

Evaluation of home-based services is a complex and challenging task. To date, the most
frequently used measure of the effectiveness of home-based services has been the prevention
of out-of-home placements. Based upon this index, programs have been reporting succeSs
rates of between 70 and 90 percent (Bryce & Lloyd, 1982; Hinckley & Ellis. 1985). Most
programs are able to report the percentage of at risk children remaining in their homes at the
time that the case is closed. Some programs also obtain follow up data a various intervals to
determine whether the child is still in the home at three months, six n.onths, or one Year
post-termination. Success rates tend to fall slightly at follow-up points but consistently remain
over 60 percent.

Some programs go beyond an assesNment of the extent to which placement was avoided and
add other components to their evaluation protocols (Cawley, 19791. These components might
include assessment of changes in family functioning, asse!..sment of changes in child behavior
and functioning, measurement of treatment goal attainment, assessment of the perceptions or
satisfaction of other professional!, involved with the family, and assessment of the perceptions
or satisfaction of participating families,

48

Z);)



While the results reported by home-based programs are impressive and consistent, there are
methodological shortcomings in most of the evaluation research that must be considered in

drawing conclusions (Jones, 1985; Tavantzis et al., 1986). First, figures on avoiding placement
usually pertain only to the period during which services were provided. As noted, many
programs do not assess whether families continue to remain intact after home-based services
have been withdrawn. Second, fcw evaluations have included control families with comparable
characteristics and problems for whom home-based services were not provided. Further, many
studies underestimate failure by neglecting to consider families who have dropped out of

home-based service programs.

Jones (1985) elaborates on two of these issues. She notes that if the goal of home-based
programs is to prevent placement, then it is essential to examine not only the short-term
results of the intervention but also to do longitudinal follow-up studies of placement activity.
Secondly, without comparison or control groups, it is impossible to predict whether comparable
children would have entered out-of-home placement without the intervention. Programs
presenting evaluation data tend to assert that only children at high rkk of placement are
accepted for home-based services and, therefore, that all of them would have entered
placement in the absence of services. However, many programs admit that it is extremely
difficult to ensure that only children at the actual point of entry are referred for home-based
services and that it cannot be assured that all children would have entered placement without
thc intervention.

In reviewing studies with controls, Jones reports that the placement rate in the control groups
was comparable to the experimental (home-based service) group and that in two studies the
control group had a lower placement rate than the experimental group. A controlled, random
assignment study of the New York State Preventive Services Demonstration Projcct, a long-
term prowam, showed that only 46 percent of the controls entered substitute care as
compared with 34 percent of the group receiving home-based services. Thus, the home-based
intervention improved on the experience of the control group by 12 percentage points;
approximately 12 percent of the control children might have been averted from out-of-home
placement beyond the 46 percent who were not placed without the service. It would,
therefore, be misleading to cite a 66 percent success rate for the experimental group. Thk
type of data, the percentage of children receiving home-based services who did not enter
substitute care, is typically reported by home-based programs. According to Jones, much of
the currently available data present a flawed and incomplete picture of home-based services,
and sonie of the claims made arc "excessive,"

A recently completed study assessed the effectiveness of the short-term, home-based services
provided by the Child Welfare Division of the Hennepin County, Minnesota Community Services
Department (Au Claire & Schwartz, 1987a, 1987b). Adolescents approved for out-of-home
placement were randomly assigned to a home-based services group and a comparison group.
With reference to the total number of episodes of out-of-home placement experienced, there
were no significant differences between the treatment and control groups. However, there
were marked differences with respect to several other variables. For example, adolescents in
the home-based services group spent 1,500 fewer days in placement than did the controls, had
significantly shorter placement stays than the control group, and tended to experience short-
term shelter placements as opposed to other types of placements to a far greater degree than
did the controls. Additionally, adolescents in the home-based services group used a much
lower percentage of the tilacemeti, days available to them than the control group used (19
percent as compared with percent). Although there were no differences in the number of
placement episodes in the two groups, there were significant differences in all other measures
of placement activity (type of placement, length of placement, days in placement, etc.).
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It appears that the results of controlled studies support the effectiveness of home-Kised
interventions but suggest more modest results. With the above cautions as a given, the
results reported by a number of home-based programs are summarind on the following pars.
Where available, results obtained for comparison groups are presented as well. Data ar .
prcscntcd in two ways: 1) as .'rcentaL ,f "at rkk" or "potential removal" children involved
in the program for whom placement was avoided (there may be more than one at risk child in
a family served by the program, or 2) as percentages of families involved with thc program
that remained intact. The average duration of the services provided by cach program is
indicated in an attempt to distinguish between the various types of approaches. All results
should bc interpreted cautiously in the context of the above methodological questions.

Evaluation results suggest that home-based services are effective in achieving reunificat-on of
families with a child already in placement, although success rates are somewhat lower for
reunification than for placement prevention. Heying (1985) found that for families served
prior to placement, the success rate was 92 percent, while for families with a child wh , had
previously been placed, the success rate dropped to 68 percent. In the Ncw York State
Preventive Services Demonstration, only 47 percent of the experimental group starting out in
placement and 38 percent of the controls were reunified, with these results improving further
at six month follow-up. In Wisconsin, 45 percent of thc children referred for reunification
were actually reunified as compared with an 87 percent success rate in preventing placement
for at risk children (National Resource Centcr, 1985). Studics indicate that it may be most
difficult to achieve succcss with children who have experienced multiple placements or who
have spend long periods of time in out-of-home carc (Jones, 1976; National Resourcc Centcr,
1985). The implication is that great effort shouvi be expended to prevent placement and that
to maximize the chance for successful reunification, home-based services should be initiatcd as
soon aftcr placement as possible.

Evaluation results also indicate that home-based services arc effective in delaying or
postponing entry into substitute care placements (Jones, 1985). For children who ultimately
entered placement, experimental children receiving home-based services entcrcd care in a
median of 12.6 months while control children entered carc in a mcdian of 4.5 m iths. Even
in cases where placement eventually did occur, it appeared that home-based services provided
"a second chance for families." According to Jones, this delay of entry into placement
appears to place children at no greater risk of harm and provides an opportunity for the
delivery of preventive services. Joncs recommends furthcr efforts to understand the effects of
delayed entry into carc and how thc delay may be prolonged into prevention.

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

In analyzing results from the mental health demonstration project, the Homebuilders -,1 ,,zram
found significant improvements in child and family functioning. Eighty-five percent the
families with a family communication problem improved; 100 percent decreased the problem of
violence to self; 92 percent improved thc problem of violence to others; 78 percent improved
the problem of violence to property; and 100 percent of family members with mental illness
decreased the frequency and severity of symptoms. Global Assessment Scale ratings improved
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EVALUATION RESULTS

PROGRAM DURATION RESULTS REFERENCE

Day One 90 days 88% families at closure Day One Evaluation
Cumberland, ME Report, 1983

Families First 4 - 6 weeks 70% children at 12 months FamiliesFirst Program
Davis, CA 44% comparison group

children
Description

Families Work Average 15 89% children at closure Tavantzis, Tavantzis,
Northeast Parent and
Child Society

weeks 90% at 3 months
88% at 6 months

Brown, & Rohrbaugh,
1986

Schenectady, NY 87% at 12 months

Family-Based Service 6 months 85% children at 6 months Heying, 1985
San Diego Center for
Children

Family Preservation
Network (Data for

Average 9.7
weeks

92.1% children at closure Maza, 1937

Nine Programs)

Family Preservation 7 weeks 81% families at closure Owen, 1987
Project 79% at 3 months
Henderson, NC 15% eligible families not

served due to lack of slots
at 3 months

Familystrength 76% families at closure U.S. House of
Concord, NH Representatives, 1987

Hennepin County
Child Welfare Division

4 weeks children used fewer
placement days than
controls, more short-term
placements, shorter lengths
of stay

AuClaire & Schwartz,
1987a, 1987b

Homebuilders 4 - 6 weeks 87% at closure Kinney, 1978
Behavioral Sciences
Instkute
Federal Way, WA

90% at closure Kinney, Madsen,
Fleming, & Haapala,
1977

Intensive Crisis 6 weeks 86% families at closure Florida Dept. of
Counseling Programs - 85.7% at 1 month Health &
Florida 65.5% at 3 months Rehabilitative

80% at 6 months

95% families at closure
83.8% at 12 months

Services, 1982

asehal & Schwahn,
186

981 - 1986 data)
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EVALUATION RESULTS CONTINUED

Maine Home-Based 90 days
Programs

Maryland Intensive 90 days
Family Services (IFS)

Nebraska Intensive
Services Project

New York State
Preventive
Demonstration Project

Oregon Intensive
Family Services
Program

Parsons Child and
Family Center
Albany, New York

Utah Family
Preservation Projects

Virginia Preplacement
Preventive Services -

14 programs

Wisconsin Child
Placement Prevention
Projects - 14 projccts

average 6
months

average 14
months

90 days

76% - 95% children at
closure

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

86% families

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

91% families at closure
61% families during 12
month follow-up

median 10 -12 88% families during study
months period (1981 - 1985)

average 60
days

average 5
months

85% children at closure

93% children during study
period

1 - 18 months 82% children at end of data
collection

52

3

Hinckley & Ellis,
1985

Maryland Dept. of
Social Services, 1987

Leeds, 1984

Jones, 1985

Oregon Dept. of
Human Resources,
1985

Kagen, Schlosberg, &
Reid, 1986

Callister, Mitchell, &
Tolley, 1986

Virginia Dept. of
Social Services, 1985

National Resource
Center, 1985



an average of 28 points, and Child Behavior Checklist ratings improved an average of 38
points (Behavioral Sciences Institute, 1986).

Home-based service programs also have reported success in linking families with needed
ongoing services and supports. The Home Counselors Program in Maine found that 80 puce', t
of the families participating in the home-based service continued with family or individual
therapy following the 90-day intervention (Alderette & Foster, 1987). The Homebuilders
program successfully linked 79 percent of the family members needing special school or work
programs with these services (Behavioral Sciences Institute, 1986).

Finally, satisfaction with home-based services has been measured by some programs. In

Wisconsin, 84 percent of the families felt that they had been helped very much or somewhat
by the services received (National Resource Center, 1985). Workers referring and interacting
with Florida's Intensive Crisis Counseling Programs were surveyed to determine their
perceptions. Satisfaction of these workers was consistently high, with expressions of praise
for the quick response time, good communication, willingness to work in the home,
professionalism, and other aspects of the home-based service programs.

Some studies have attempted to identify critical factors in effective home-based treatment and
factors correlated with the success or failure of the intervention. These efforts have been
directed at identifying which family, child, or Veatment variables might predict placement or
problem recurrence. Research on the Homebuilders program found that the provision of
"therapist hard services" (tangible goods and services) discriminated outcome groups, with
those families receiving hard services more likely to remain intact. The implication of this
finding is that the provision of tangible services in addition to counseling is critical to the
success of the home-based intervention (Haapala, 1984).

A more recent study attempted to identify the factors that arc associated with "failures" of
home-based services. Service failure was defined broadly to include any out-of-home
placement (including running away or placement with a non-relative) for more than two weeks
during provision of home-based services or for 12 months following intake. The study sample
was comprised of over 450 families served by the Homebuilders program in Washington and by
two public child welfare agency offices in Utah, with a small control group consisting of
referred families who could not be served because workers' caseloads were full. Successful
outcomes were achieved with 76.3% of the children considered at risk of removal, and a
number of variables were found to be associated with placement outcomes. In particular, the
degree to which new parenting skills were learned and used was associated with avoiding
placement. The results also suggested that success rates erode for older, more noncompliant,
and delinquent children (Fraser, Pecora, and Haapala, 1988).

Research at the Parsons Child and Family Center also compared the "placed" group with the
"not placed" group (Kagen et al., 1986). Two primary factors distinguished these groups.
First, the placed group contained a large number of children referred by the probation
department who were adjudicated as status offenders or delinquents and who manifested a
sharply higher number of reported child behavior (acting out) problems. This result is

supported by a study of the Families Work Program which found that families referred by the
probation agency were at greater risk of negative outcome than those referred by the social
service or other agency (Tavantris et al., 1986).

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

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

Jones (1985) found that the duration of services and the completeness of senices were two
significant predictors of successful outcome (not entering out-of-home cal Families
receiving home-based services for a longer period of time and families with no apparent unmet
service needs at case closure were more likely to remain intact. When services were
Lrminated prematurely or when there were unmet needs at closing, the chiktren were more
likely to enter substitute care. Based upon these findings, Jones suggeth a "preventative
maintenance" approach to family preservation services with an emphasis on continuity,
intensity of services rising and falling based upon the needs of the family, and permeable
boundaries to permit families to easily enter, leave, and reenter services as needed. According
to Jones, a time-limited intervention followed by case closure may not be as effective as a
more continuous, comprehensive approach.

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

Despite methodological concerns, most researchers conclude that home-based services which
include intensive counseling and concrete services can be effective in preventing, delaying, or
reducing the length of placement and in enhancing the functioning of parents and children.
Heying (1985) asserts that the home-based service delivery strategy has the potential for
reshaping methods of treating severely emotionally disturbed children and their families.
Greater availability of these services will enable many troubled children to remain with their
families and will ensure that those children placed in residential treatment settings truly need
to be there. Current data indicate that home-based services (brief, mid-range, and long-term
varieties) arc successful with many families, and there is ample evidence to justify the use of
home based services as part of a comprehensive system of care.
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MAJOR ADVANTAGES AND CHALLENGES

Advantages

The advantages and benefits of home-based services have been reviewed extensively (Alderette
& deGraffenreid, 1984; Bryce & Lloyd, 1982; Kinney, 1978; Lloyd & Bryce, 1984; National
Resource Center, 1980). The responses of home-based workers, program administrators, staff
from other community agencies, and families themselves, received during site visits, also lend
an invaluable perspective in identifying the strengths of the home-based service approach.
While by no means exhaustive, some of the major advantages of home-based services are
summarized below:

o Home-based services represent a belief in the importance of the natural family and arc
clearly (Faceted at family preservation and reunification.

Increasingly, all child serving systems have beer questioning the extensive use of out-of-home
placement as a response to the problems of children and families. In the mental health field
in particular, the myth that good treatment must occur in a residential treatment environment
is being challenged. Home-based services provide an approach for investing in a child's own
family before resorting to out-of-home care, consistent with a belief in the value and
importance of the natural family. Home-based services also can reduce the length of time
children spend in out-of-home care and can increase the chances for a successful return home
for children who have been in placements.

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

Home.based workers visit families frequently, spend many hours in the home, and are available
on a 24-hour basis to respond to crises. This allows for close supervision and accurate
assessment of the family's circumstances. Home-based workers are in an excellent position to
assess risk to children or family members and to intervene immediately should any r6k be
observed. Families involved in home-based programs are aware that workers must report
abusive behavior, and that if a child is in clear danger, workers will advocate for out-of-home
placement.

If out-of-home placement is needed for the protection or treatment of the child, home-based
services can facilitate planning for such placement. The family can be involved in the
decision making process as well as in planning and working towards the cnild's return home.

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

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

o Home visits arc less threatening, less stigmatizing, allow the whole family to bccome
involved, and provide a realistic setting for learning and practicing new skills.
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There a numerous advantages to the use of home visits. With workers coming to the home,
families tcnd to be less intimidated and threatened, and fear and mistruq can be overcome
more quickly and easily. Further, home visits provide an opportunity to engage the entire
family, particularly members who might resist coming to traditional office settings. The
worker can observe the family in its own environment and can more easily and accurately
understand and assess the family dynamics, problems, and strengths.

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

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

Home-based services overcome barriers related to transportation, difficult work schedules, la4ck
of money to pay for services, the demands of other children, and more. Services are provided
at a time and location convenient to families who often are overwhelmed with problems and
demands. Further, home-based services can reach families who will not seek out and use more
traditional services because of their uistrust, loss of hope, or negative past experiences with
service agencies.

Home-based services are particularly applicable to rural areas where traditional services may
be difficult to obtain and community norms may encourage resistance to mental health
services. Home-based services overcome transportation and financial barriers as well as
psychological barriers to services.

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

While the intensity of home-based services varies, most programs provide levels of service far
exceeding traditional mental health and social services approaches Due to their
characteristically small caseloads, home-based workers can work with families when and how it
makes sense to do so. In the initial phases of the intervention, workers may see families
daily if needed; during a crisis situation a worker may stay with a family as long as is needed
to stabilize the situation and develop plans.

o Home-based services provide timely responses to crises when families arc highly motivated
to work towards change.

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

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

Home-based workers develop highly intense and personal relationships with the family and
overcome the "professional distance barrier." Their informal dress and manner, their
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consistent availability, and their willingness to do whatever is needed help families to develop
trust. Workcrs often are seen as helpers, guides, and "real people" rather than as clinicians
or authority figures. The particularly close relationship of home-based workers and families
helps to develop hope and motivation to change.

o Home-bascd services are applicable to different types of communities, to families with
diii ent types of problems, and can be adapted to families of a wide variety of cultures
and ethnic minorities.

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

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

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

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

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

Challenges

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

o Determining an appropriate time frame for services.

Home-based programs report considerable pressure to provide very short-term, time-limited
interventions. While short-term, crisis services may be appropriate for many families, others
may need longer-term, home-based services and support. Programs struggle to find the
optimal mix of service intensity and duration for the program as a whole and for each
individual family.

o Coping with potentially threatehing situations.

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

o Safeguarding the rights and privacy of families.

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

o Preventing workers from becoming enmeshed in the family system and families from
becotr ing overly dependent upon workers.

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

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

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

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

One of the most difficult challenges faced by programs relates to locating and linking families
with the ongoing services and supports that they may need following the home-based
intervention. Many communities do not offer the services needed by children and families,
and families often cannot participate in available services due to financial, transportation, and
other barriers. This problem is particularly relevant to the short-term crisis models of home-
based services which are predicated, to a large ev.tent, on linking families with other
resources for longer-term services. This issue miderscores the importance of not viewing
home-based services in isolation but rather as part of a comprehensive system of care for
children and families.

o Preventing worker burnout.

The demanding, unpredictable, and stressful nature of home-based work
exhaustion, discouragement, and eventual burnout of home-based worke
programs make concerted efforts to minimize staff burnout through such
training, strong agency and peer support, good employee benefits, vacation
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time, and other mechanisms for acknowledging and supporting workers and enhancing worker
satisfaction,

o Recruiting qualified staff.

As noted, most undergraduate and graduate schools in the mental health professions provide
little training in the concept or process of home-based services. Therefore, most potential
candidates have little training or experience that is congruent with home-based services.
Special attention to staff selectkin procedures is needed to ensure that staff hired have both
the qualifications, personal characteristics, and life style that would adapt to home-based
work. Further, intensive staff training activities may be needed to compensate for the lack of
formal education and experience of most new home-based workers.

Avoiding pressure to "dilute' the home-based service approach.

Home-based programs report that they must be constantly vigilant to ensure that the home-
based model is not compromised. There is often a subtle pressure to increase caseloads,
reduce service intensity, or serve more families. These types of changes may hindcr the
program's effort to provide highly active and intensive interventions to all families. Thus,
programs report the need to protect the service and avoid diluting the approach so as not to
decrease the intervention's effectiveness.

o Overcoming skepticism and resistance among other professionals.

Many home-based programs report that they encounter high levels of resistance and skepticism
about the home-based approach from other professionals. Special efforts to educate and enlist
the support of other professionals and agencies often are needed to combat such resistance.
Resistance may be partially attributable to the fact that most service providers arc not trained
to work with families or to provide servicos in families' _.omes. The concept of intensive,
home-based services is somewhat revolutionary, and other professionals may not understand
the objectives or demands of home-based work. Programs located within mental health
centers, for examrk have found that other professionals may resent the lower caseloads and
flexible hours of Is. me-based staff. Overcoming skepticism and resistance and establishing
collaborative relationships with other agencies and professionals is a challenge shared by all
home-based programs.

PROGRAM DEVELOPMENT

Recently, there has been a significant surge of interest and activity in the area of home-based
services, Sudia (1986) notes that family-focused prevention programs are gaining acceptance
and support throughout tile country and that an Annotated Directory of Selected Family-Based
Service Programs now describes over 300 programs (Natit ,al Resource Center, 1987), Beyond
the development and growth of home-based service programs, other signs of progress include
increasing interest and debate about home-based service approaches; the inception of provider
and practitioner associations; national confuences devoted to home-based services; increased
research on home-based services; increased technical assistance and training activities; an
increasing number of journal articles or, the subject; and growing interest in inzorporating the
philosophy and approaches into undergraduate and graduate social work curricula.

A major stiniclus for progress was the 1980 enactment of P.L. 96-272, the Adoption Assistance
awl Child Welfare Act. This federal legklation established new criteria for states to qualify
for federal child welfare and foster carc maintenance funds, In order to qualify, states must
have implemented a program of placement prevention services designed to reduce the necd for
removing children from their homes. The legislation also mandates that attempts be made to
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reunite foster children with their biological families or provide permanent adoptive homes for
children who cannot return home. The legislation supports the philosophy of family-centered
serykes and has stimulated comparable state legislation. Nearly half of the states now have
statutes or regulations related to family-centered services which provide direction to service
providing agencies and courts; mandate that placement prevention servict...7 be provided;
establish pilot home-based service programs; and appropriate funds for home-based services.

Despite noteworthy progress, however, the pace and achievement in implementing home-based
s;.-vices have not been uniform across the country (Center for the Study of Social Policy,
1986). While some states and communities have embraced the concept and philosophy as a
foundation for their human service programs, other areas lag behind. Further, many of the
home-based programs that have been developed arc considered pilot or experimental efforts,
implemented on a small scale to test their viability and cost-effectivener.s. To date, the need
far exceeds the availability of home-based services in most communities, and such services are
not yet considered an essential component of a comprehensive system of care.

A major difficulty results from the fact that many states limit their new home-based
prevention programs to the agency or department providing child welfare servkcs. The Clark
Foundation (1985) notes that mental health, juvenile justice, and special education departments
also arc responsible for the out-of-home placement of children but typically have lagged
behind in the development of home-based, placement prevention efforts. As a result, a child
and family may have differential access to home-based, placement prevention services
depending upon which agency they happen to become involved with. The Foundation
emphasizes that, in many cases, the same child could be served by any of these child-serving
systems depending primarily upon which agency secs the child first or which category or label
is assigned. Thus, progress varies not only geographically but also across the various ch'ild-
serving systems, with the child welfare system taking a clear leadership role in the
implementation of home-based, placement prevention services.

The National Resource Center on Family-Based Services at the University of Iowa School of
Social Work has been a major resource to assist in the development of home-based services.
The National Resource Center was funded by the Children's Bureau of the .',.:rninistration for
Children, Youth, and Families to assist agencies serving children and fan,..kes to develop
family-based alternatives to child placement. Some of the activities of National Resource
Center include development of technical assistance materials, information dissemination, staff
training, technical assistance in planning and developing family-based services, research,
publication of a newsletter ("Prevention Report"), and operating an electronic bulletin board
designed to exchange information on family-based services ("Aunt FABS"). An array of
materials about home-based services arc available from the National Resource Center including
a handbook describing home-based services in detail (Lloyd & Bryce, 1984).

A number of other organizations have been active in promoting the development of home-
based, preventive approaches including the Edna McConnell Clark Foundation, the Child
Welfare League of America, the National Conference of State Legislatures, and the National
Governors' Association along with state family-based service associations and other provider
groups. The Edna McConnell Clark Foundation has provided funds for numerous home-based
service programs as well as for research on home-based service models and technical
assistance to child welfare and mental health planners, policy makers, and providers. The
Family Preservation Network, funded by the Clark Foundation, consists of representatives of
home-based programs working together to develop and promote family preservation services.
In collaboration with the National Governors' Association, the Clark Foundation awarded
grants to several states to experiment with ways to assist troubled families and to prevent
unnecessary out-of-home placement.
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A growing number of state associations are forming to promote family-based service services,
and a national organization, the National Association for Family-Based Services, is now in the
formative stages. The purposes of the Association are to share information, promote
technology transfer, and to advocate for family-based services at the national level. The
Association will attempt to involve members from all child-serving systems as well as
representatives of many different "models" of family-based services.

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

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

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

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

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

62 73



REFERENCES

Alderette, P., & deGraffenreid, D. (1984). In-home family therapy and services to rural
families. In W. Whitaker (Ed.), Social Work in Rural Areas: A Celebration of Rural People,
Place. and ; r 1.. Pr ce din of h mi N. is n I n In r n . I I

Social Work in Rural Ars& Orono: The University of Maine at Orono, Department of
Sociology and Social Work.

Alderette, P., & Foster, R. (1987). Keeping families together: The Maine model of home-
h.sed family services. (Report 6 (2), pp. 20-27). Augusta, ME: Maine Department of
Mental Health and Mental Retardation.

AuClaire, P., & Schwartz, (1951). An evaluation of the effectiveness of intensive holm
s rvices a n alt rn tiv dtc m n f r .1 n n s h ir f miliS.

Minneapolis: University of Minnesota, Hennepin County Community Services Department
and Hubert H. Humphrey Institute of Public Affairs.

AuClaire, P., & Schwartz, I. (19K7a). s d services as an alternative o inig_g_ILr
adolescents and iheir families: A follow-up study of placement resource utilization.
Minneapolis: University of Minnesota, Hennepin County Community Services Department
and Hubert H. Humphrey Institute of Public Affairs.

AuCiaire, P., & Schwartz, I. (1987b). Home-based services effective? A public child welfare
agency's experiment. Children Today,16 (3), 6-9.

Balis, E., & Harris, J. (1982). Re-empowering a disabled family network, International Journal
of Family Therapy, 4 (11), 42-59.

Behavioral Sciences Institute. (1985). Homebuilders cost effectiveness with various client
pjpulations. Federal Way, WA: Behavioral Sciences Institute.

Behavioral Sciences Institute. (1986). Overview of the Homebuilders programs - Treatment
effectiveness. Federal Way, WA: Behavioral Sciences Institute.

Brown, K., Miller, B., Dean J., Carrasco, C., & Thompson, S. (1987). Home-based intervention:
Catalyst and challenge to the therapeutic relationship. Zero to Three, Bulletin of the
National Center for Clinical Infant Programs,1 (1), 8-12.

Bryce, M. (1982). Home-based care: Direction for the 805. Iowa City: Tho University of
Iowa School of Social Work, National Resource Center on Family Based Services.

Bryce, M., & Lloyd, J. (1982). Placemeni prevention and famil reunification: A view from
_the child welfare sector. (Rev.) Iowa City: The University of Iowa School of Social Work,
National Resource Center on Family Based Services.

Callister, J., Mitchell, L & Tolley, G. (1986). Profiling family preservation services in Utah.
Children Today,J5 (6,, 23-25, 36-37.

Caplan, G. (1964). Principles of preventive psychiatry. New York: Basic Books.

CASSP Techniol Assistance Center. (1986). Developing mental health prsratns for minority
youth and their families. Summary of Conference Proceedings. Washington, DC:
Georgetown University, CASSP Technical Assistance Center.

63 /



Caul ley, P. (1979). Research objectives of in-home intervention. In S. Maybanks & M. Bryce
(Eds.), Home-based services for children and families: Policy, practice, and research.
Springfield, IL: Charles C. Thomas,

Cautley, P. (1980). Treating dysfunctional families at home. Social Work,25, (5), 380-385.

Center for the Study of Social Policy. (1986). Preserving families in crisis: Financial and
political op_ku. Washington, DC: Center for the Study of Social Policy.

Clayton-Fcchtmann, K.A., & Seibold, J.I. (1981). Community and home-based treatment
planning for adolescents and their families. In M. Bryce & J.C. Lloyd (Eds.), Treating
families in the home: An alternative to placement. Springfield, IL: Charles C. Thomas.

Compher, J. (1983). Home services to families to prevcnt child placement. Social Work,
(5), 360-364.

Cutler, D., & Madore, E. (1980). Community-family network therapy in a rural setting.
Cammunity Mental Health Journal, 16 (2), 144-155.

Day One Evaluation Report. (1983). Augusta, ME: Department of Mental Health and Mental
Retardation, Division of Special Projects.

Edna McConnell Clark Foundation. (1985). Keeping families together: The case for family
preservation. New York.

Eydc, D.R., & Willig, S. (1981). Home support for families with disturbed children. In M.
Bryce & J.C. Lloyd (Eds.), Treating families in the home: An alternative to placement.
Springfield, IL: Charles C. Thomas.

Fahl, M.A. (1981). Shaping parent-child interractions. A behavioral model in a family context.
In M. Bryce & J.C. Lloyd (Eds.), Treating families in thc home: An alternative to
placement. Springfield, IL: Charles C. Thomas.

Fahl, MA., & Morrisey, D. (1979). The Mendota model: Home-community treatment. In S.
Maybanks & M. Bryce (Eds.), Home-b.. .1 services for children and families: Policy,
practice, and research. Springfield, IL: Chars C. Thomas.

Families First. (1985). Preliminary report on Families First home-based services project. Davis,
CA: FamilicsFirst.

Family Empowerment Resource Network. (1987). Definition of home-based services.
Middlebury, VT: Counseling Service of Addison County.

Farrow, F. (1987). Potential funding mechanisms for family preservation services.
Presentation at the Meeting on Family Preservation Serviccs to prepare recommendations
for the 1987 Southern Legislators Conference on Children and Youth, Nashville, TN.

Fisher, S. (1980). The use of time limits in brief psychotherapy: A comparison of six session,
twelve session, and unlimited treatment with families. Family Process, 19, 377-392.

Fisher, S. (1984). Time-limited brief therapy with families: A one year follow-up study.
Family Process, 23, 101-106,

64



Florida Department of Health and Rehabilitative Services. (1982). Intensive crisis coupsekg)
program. Tallahassee, FL: Office of the Inspector General, Office of Evaluation.

Fraser, M., Pecora, P., Haapala, D. (1988). Families in Findings from the family-based
intensive treatment project. Executive summary, Cederal Way, WA: Behavioral Sciences
Institute; Salt Lake City: University of Utah, Social F.t..h, aid' Institute.

Friedman, R. (1987). Overview of the issues. Presentation at the Meeting on Family
Preservation Services to prepare recommendations for the 1987 Southern Legislators
Conference on Children and Youth, Nashville, TN.

Gatti, F., & Coleman, C. (1976). Community network therapy: An approach to aiding families
with troubled children. American Journal of Orthopsychiatry, (4), 608-617.

Ginsberg, G. (1986). A report on home-based family centered services. Waterbury: Vermont
Child and Adolescent Service System Program.

Goldstein, H. (1973). Providing services to children in their own homes: An approach that
can reduce foster placement. Children Today, 2 (4), 2-7.

Haapala, D (1984). A discrimination of successful treatment outcomes for in-home family
Homebuildersbuilcknod I. Federal Way, WA: Behavioral Sciences Institute.

Haapala, D., & Kinney, J. (1979). Homebuilders' approach to the training of in-home
therapists. In S. Maybanks & M. Bryce (Eds.), Home-based services for children and

reseaich. Springfield, IL: Charles C. Thomas.

Haugaard, J. & Hokanson, B. (1983). Measuring the cost-effectiveness of family-based services
and out-of-home care. Iowa City: The University of Iowa School of Social Work, National
Resource Center on Family Based Services.

Heying, K. (1985). Family based in-home services for the severely emotionally disturbed child.
Child Welfare, 64 (5), 519-527.

Hinckley, E. (1984). Homebuilders: The Maine experience. Children Today,12 (5), 14-17.

Hinckley, E., & Ellis, F. (1985). An effective alternative to residential placement: Home-based
services, Journal of Clinical Child Psychology, 14 (3), 209-213.

Horejsi, C. (1981). The St. Paul family-centered project revisited: Exploring an old gold
mine. In M. Bryce & J.C. Lloyd (Eds.), Treating families in the hom: An anternative to
placement. Springfield, IL: Charles C. Thomas.

Hutchinson, J. (1982). A comparative analysis of the costs of substitute care and family based
_services. Iowa City: The University of Iowa School of Social Work, National Resource
Center oa Family Based Services,

Hutchinson, 3. (1986). Progress towards change: The national resource center on family based
services. Saildren Tosal y,15 (6), 6-7.

Hutchinmm, J., Lloyd, J., Landsman, M., Nelson, K., & Bryce, M. (1983). Family-centered
vela! servicgs: A model for child welfare agoras. Iowa City: The University of Iowa
School of Social Work, National Resource Center on Family Based Services.

65

78



Hutchinson, J. & Nelson, K. (1985). How public agencies can provide family-centered services.
Social Casework, (6), 367-371.

Joint Commission on the Mental Health of Children (1969). Crisis in child mental health.
New York: Harper & Row.

Jones, MA. (1976). Reducing foster care through services to families. Children Today, (6),
6-10.

Kagen, R., Schlosberg, S., & Reid, W. (1986). fr v n ts_c_i_o_Lgg_plamman

effective interventions. Paper presented at the Annual Meeting of the American
Psychological Association, Washington, DC.

Kaplan, L. (1986). Working with multiproblem families. Lexington, MA: DC Heath and
Company.

Kinney, J. (1978). Homebuilders: An in-home crisis intervention program. Children Today, 7
(1), 15-17.

Kinney, J., & Haapala, D. (1978). Homebuilders resource guile. Federal Way, WA: Behavioral
Sciences Institute.

Kinney, J., Haapala, D., & Gast, J. (1981). Assessment of families in crisis. In M. Bryce &
J.C. Lloyd (Eds.), Treatin f tg_a_nae he h ome: An alternative to placernç. Springfield,
IL: Charles C. Thomas.

Kinney, J., Madsen, B., Fleming, T., & Haapala, D. (1977). Homebuilders: Keeping families
together. Journal of Consulting and Clinical Psycholog,45 (4), 667-673.

Lceds, S. (1984). Evaluation of Nebraska's intensive services project. Iowa City: The
University of Iowa School of Social Work, National Resource Center on Family Based
Services.

Levenstein, P. (1981). Ethical considerations in home-based programs. In M. Aryce & J.C.
Lloyd (Eds.), Treating families in the home: An alternative to placement. Springfield, IL:
Charles C. Thomas.

Lloyd, J., & Bryce, M. (1984). Placement prevention and family reunification A handbook
r lio_ile_f2natgetioner. (rev. ed.). Iowa City: The University of Iowa,

National Resource Center on Family Based Services.

Maryland Social Services Administration. (1987). Intensive family services: Evaluation of foster
M r Ind. Baltimore, MD: Department of Human Resources, Social

Services Administration.

Maza, P. (1987). fan_lilx j;naerNg.,m_network data analysis. New York: Child Welfare League
of America.

National Resource Center on Family Based Services. (1980). _Home-based family centered
preplacement r nti taidly_r nific it_eijALsli_LAmic,_1/.kly. Iowa City: Thc
University of Iowa, School of Social Work, National Resource Center on Family Based
Services.

(A)



National Resource Center on Family Based Services. (1984). Evaluation of Nebraska's intensive
_services project. Iowa City: The University of Iowa, School of Social Work, National
Resource Center On Family Based Services.

Nation& Resource Center on Family Based Services. (1985). Evaluation of fourteen child
m n pr v ntion ro cts in Wisconsin - Executive summary. Iowa City: University of

Iowa School of Social Work, National Resource Center on Family Based Services.

National Resource Center on Family Based Services. (1987), Annotated directory of selected
family.based service Programs. Iowa City: The University of Iowa, School of Social Work,
National Resource Center on Family Based Services.

Oregon Department of Human Resources. (1985). 1983-85 biennial report of childrens'
services division's intensive family services. Salem: Oregon Department of Human
Resources.

Owen, M. (1987). Family preservation _project. Presentation at the Meeting on Family
Preservation Services to develop recommendations for the 1987 Southern Legislators
Conference on Children and Youth, Nashville, TN.

Paschal, J., & Schwahn, L. (1986). Intensive counseling in Florida. Qt:Llren Today, 11 (6),
12-16.

Pecora, P., Delewski, C., Booth, C., Haapala, D., & Kinney, J. (1985). Home-based, family
centered services: The impact of training on worker attitudes. Child Welfare, .0 (5), 529-
540.

Polsky, L. (1986, April). Keeping the kids at home: Crisis intervention therapists help
families stay together when the courts want to break them up. Youth Poliv.

Small, R., & Whitt3ker, J. (1979). Residential group care and home-based care: Toward a
cominuity of family services. In S. Maybanks & M. Bryce (Eds.), Home-based services for
children and families: Policy. practiceand research. Springfield, IL: Charles C. Thomas.

Stephens, D. (1979). In-home family support services: An ecological systems approach. In S.
Maybanks & M. Bryce (Eds.), Home-based services for children and families: Policy,
practiceand research. Springfield, IL: Charles C. Thomas.

Stroul, B. & Friedman, R. (1986). A system of care for severely emotionally disturbed children
and youth. Washington, DC: Georgetown University Child Development Center, CASSP
Technical Assistance Center.

Sudia, C. (1986). Preventing out-of-home placement of children: The first step :o permanancy
planning. Children Today,15 (6), 4-5.

Tannen, N. (1986a, Nov.-Dec.). A continuum of home-based services. Child Protection
Connection.

Tannen, N. (1986b). Preventing ths_sycleo_LAti Al&buse_misLacgleit_i_g_biw_si_k_a_lhi d cf n inl
families: Family advocate project final report. Middlebury, VT: Counseling Service of
Addison County.

Tartara, T., Morgan, H., & Portner, H. (1986). SCAN: Providing preventive services in an
urban setting. Children Today,15 (6), 17-22.

67

7S



Tavantzis, T. Tavantzis, R., Brown, L., & Rohrbaugh, M. (1986). Home-based structural family
therapy for dclinquints at risk of placement. In M.P. Mirkin & S. Koman (Eds.) Handbook

family . NY: Gardner Press.

Tinjaca, M., & Sands, A. (1986). Home based services for severely emotionally disturbed
children: A design analysis bibliography. Topeka, Kansas: Kansas Department of Social
and Rehabilitation Services, Office of Child and Adolescent Mental Health.

Turitz, Z. (1961). Obstacles to services for children in their own homes. Child Welfare, 40
(6), 1-6, 27.

United States House of Representatives. (1987). Preventing out-of-home placement: Programs
Jtabvork. Washington, DC: SelegLommittee on Children, Youth, and Families.

Update. (1985). Program update: Home-based services. Update - Improving Services for
Emotionally Disturbed Children, 1, (1), 6-7. Tampa: Florida Mental Health Institute,
Research and Training Center for Children's Mental Health.

Virginia Department of Social Services. (1985). A nreliminary report on the nre-nlacement
preventive services grant evaluation. Richmond, VA: Department of Social Services.

Weitzman, J. (1985). Engaging the severely dysfunctional family in treatment: Basic
considerations. Family Process, 24, 473-485.

68

79



III. PROGRAM DESCRIPTIONS

FAMILY ADVOCATE PROJECT
COUNSELING SERVICE OF ADDISON COUNTY
MIDDLEBURY, VERMONT

History

The Family Advocate Project, operated by the Counseling Service of Addison County, is a
home-based service program for troubled families who cannot utilize or benefit from
traditional services. The two primary components of the intervention are home-based therapy
and nctworking with the social service system.

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

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

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

The Family Advocate Project serves Addison County, which is located in the west central part
of Vermont. Addison County has a population of approximately 28,000 to 30,000 people, almost
enfirely Caucasian. The County is comprised of three major population centers surrounded by
rural areas with very low population density. Middlebury is thc county seat and commerce
ccntcr and is also the homc of Middlebury College, a prestigious liberal arts institution.

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

Thc Counseling Service of Addison County is a comprehensive community mental health and
mental retardation center with an overall budget of over $2.5 million. The main office of the
center is in Middlebury, and satellite offices are maintained in two additional areas of the
county. The Counseling Servke is comprised of five major departments: Youth and Family,
Crisis Intervention, Adult and Substance Abuse, Community Rehabilitation and Treatment, and
Mental Retardation. The Department of Youth and Family Services houses the Family
Advocate Project as well as a number of other programs including the following:

o Outpatient Services - Outpatient services for childre., and families with an emphasis on
family work. Specialized outpatient services include parent training courses and a variety
of groups, including groups for sexually abused children and sex offenders.

o Community Friends - A big brothcr/big sister program for troubled children operated
primarily with students from Middlebury College. With the assistance of student
coordinators, more than 150 matches are made per year, and big brothers/sisters spend
approximately two hours per week with their "friends." Special events such as Christmas
and Halloween parties also arc held.

o School Counselors - School counseling services provided to the school districts within the
county on a contractual basis. Six school counselors are employed by the Counseling
Service to conduct individual and group counseling in the schools, work with parents,
consult with teachers, and network with other service providers. The other services
offered by the Counseling Service arc available as back-up at no additional cost to the
schools.

o Wilderness Program - Five-day back packing trips for children ages 9 to 13 considered
emotionally disturbed or at high risk. Four trips are offered during the summer for ten
children per trip. Referrals come from school counselors and mental health center
therapists.

o Channel II - Summer program for troubled adolescents ages 14 to 16 who arc at high risk
for substance abuse and dropping out of school. The program combines therapy, recreation,
and vocational training. As a part of the program, youth perform community projects for
which they are each paid a small stipend.

In addition to these services, the Department offers psychological testing and evaluation and
has contracts with several other agencies to provide consultation and support. Such services
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are provided to programs including Headstart, Essential Early Education, and the Parent/Child
Center, which is a model day care and outreach program focusing on high risk infants.

The Department of Youth and Family Services has grown from a staff of four to a staff of 20
over the past ten years. This growth is considered a major accomplishment in an era of
cutbacks in funding for mental health services, when many mental health centers have
decreased or eliminated children's services. Creative use of grants, seed money, and funding
pieced together from multiple sources has enabled the Department to develop new programs
and expand services to children and their families.

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

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

Philosophy and Goals

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

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

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

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

o Strengths - The project emphasizes the importance of focusing on the family's strengths as
well as problems. Focusing on strengths allows a sense of hopefulness to develop, which is
essential for progress.

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

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

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

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

5. Families will gain confidence and become self-reliant if helped w learn problem solving
skiils rather than having service providers perform basic functions for them.

6. Families will improve to the extent that they can see themselves, rather than other people,
in control of their lives.

7. Families will benefit from being encouraged and assisted to participate in the mainstream
of society (e.g., attending school conferences, etc.), since dysfunctional families tend to be
socially isolated and to project anger onto society's institutions.

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

Underlying every aspect of the program's operation is a humanistic approach to dealing with
all people -- clients, other providers, and colleagues. The leadership and staff attempt to
create an atmoFpherc of openness, respect, cooperation, nurturance, and "generosity of spirit"
which pervades the project at all levels. This unusual level of concern, support, and
cooperation is recognized by almost everyone who comes into contact with the program
coordinator and staff.

The specific goals of the Family Advocate Pr()jeet include the following:

o To empower families by enhancing coping and problem solving skills so that they can
function more effectively and independently.

o To instill hope in families and the social service network.

o To preserve families.

o To stop patterns of dysfunction within families and to prevent child abuse and neglect.

o To help families get out of isolation and pari icipate meaningfully in society.

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

Services

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

Cr:.,is Intervention - The crisis intervention component is targeted at adolescents in crisk.
This component originally was a separate prop .nn initiative enlitled the "Youth in Crisis"
program but was incorporated into the Family A dvoca te Project as part of its service
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continuum. The component offers short-term, intensive intervention to intercede in crisis
situations and preserve families. A family advocate is provided to meet with the child and
family for approximately one to five sessions. If the crisis situation cannot be alleviated,
the youth can be placed voluntarily in a professional parent home for a period of one day
to three weeks. The Family Advocate Project maintains six professional parent homes
which provide youth with emergency, temporary shelter for a maximum of two weeks in the
homc of trained foster parents. While the youth is in the professional parent home, the
family advocate provides intensive, short-term intervention to the child and natural family.
If necessary, referrals are made for continued services from the Family Advocate Project
or from other community resources.

o Assessment - Families are referred for assessment whcn home-based services arc under
consideration but the situation lacks clarity. A family advocates makes one to three home
visits and consults with other service providers involved with the family. A report is
developed which outlines the family's needs and makes recommendations for further
treatment or referral. Many families referred for assessment are later involved in one of
the other components of the family advocate project, are referred for outpatient services
through the mental health center, or are referred to other appropriate community agencies.

o Mid-Range Intervention - Home-based services for periods ranging from two to six months
are provided to families experiencing situational crises. Such crises may involve imminent
removal of a child, extreme difficulty coping with a child, stress due to physical illness or
disability, and so forth. A family advocate provides home-based services and networking,
devoting approximately two to five Ix ars per week to each family. Referrals for other
services are made as necded.

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

Since the expanded service framework is relatively new, the following description of the
service delivery process is based primarily on the long-term model of home-based intervention
used by the project to work with highly dysfunctional families.

The primary referral sources to the peoject arc SRS workcrs and school counselors. To a
lesser extent, referrals originate from agencies, including the Health Department, Essential
Early Education, and Migrant Programs. The referring worker generally arranges an initial
meeting with the family, and the process of service delivery is initiated, The Family Advocate
Project conceptualizes the process of working with families as three distinct but overlapping
phases joining, alliance for change, and transition.

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

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

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

o In-Home Therapy - A wide variety of therapeutic approaches are used when applicable to
provide in-home therapy to families, including contracting, family meetings, mediation,
insight therapy, re-painting, role modeling, strategk and systemic family therapy, play
therapy, and others. Sessions may be held with the entire family, with individual family
members, or with any combinations of family members. Counseling sessions may occur
informally while involved in various activities with the family such as meeting with the
father in the barn, taking the children to the park, or meeting with the mother over
coffee at McDonald's.

o Teaching Skills - Family advocates focus on teaching skills to families to enhance thcir
functioning. Skill teaching centers around areas including parenting skills, problem solving
skills, and communication skills.

o Moving From Isolation - Family advocates strive to bridge the gap between families and
society. This involves encouraging and helping families to partkipate in various activities
such as appropriate contact and involvement vith the schools, partidpating in community
events, accessing needed services and resonices, and obtaining appropriate training or
employment.

o Recreation - The program also attempts to set aside problem solving and to encourage
families to engage in recreational activities such as family events or participating in
community recreational opportunities. Advocates help families to plan outings or pknics
and partkipate in recreational activities with the fart :lies as well.

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

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

o Networking - Networking is considered an integral part of the intervention, emphasized as
much as working with families. The family advocate assumes the case management role and
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has both the time and the mandate to (rganize and convene the network of community
providers who are involved with the famil) .) empower and instill hope in the network,
and to word:nate service delivery.

Advocates are available on a 24-hour basis to respond to emergencies and pmvide back-up for
one another. Clients are provided with the 24-Imur emergency number for the Counseling
Service. The Center's on-call emergency worker contacts the family advocates to respond to
crises involving their clients. However, advocates report that families rarely contact them in
crises and that the consistent, frequent, ongoing contet with families seems sufficient to
avert crkis situation. The program has few resources to rely upon in emergency situations.
The Baird Children's Center in Burlington, 33 miles away from the program, maintains one
emergency bed which allows for a ten day residential placement for emotionally disturbed
children ages 7 to 13, and another emergency bed is available for adolescents through the
Northeastern Family Institute. A psychiatric unit at the University of Vermont has four beds
for adolescents. Emergency situations challenge the program and other agencies to creatively
bring a variety of community resources together to assist emotionally dktorbed children and
their families.

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

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

In order to prepare for transition, families are retch J to more conventional services if
needed. The majority of families do not become involved with other mental health center
services after transition, but many continue their involvement with the school counselor,
summer programs, and the like. While the case management role is supposed to be assumed by
another member of the network, most often the SRS worker, this does not always occur.

Family advocates make follow-up contacts at six months, one year, and two years after
transition and may maintain contact with families through phone, correspondence, and
occasional visits on an informal basis. Families are encouraged to contact the program if
problems arise, and the program may provide additional assistance if appropriate. If families
regress, a short-term "refresher course" may be provided to reinforce and rebuild previotisly
learned skills.

A number of general rules guide the advocates as they provide services to families:

o Building trust and "joining,"

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

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

o Always being aware of strengths,

o Respecting small changes and setting small, achievable goals, and

o Always keeping a systems perspective.

Nctworking and Linkages

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

A written consent form allowing advocates to share information with other providers is
obtained from families at the very first stages; the program would decline to work with a
family who refused to sign such a release. The first step in the networking process involves
detective work to identify all involved providers. All providers are contacted and a
networking meeting is called. This first meeting is seen as an "organizational" meeting, and

generally do not attend because discouraged workers tend to vent many of thcir
frustrations and negative feelings at the initial conference. Families, however, arc briefed
fully regarding network discussions. The general pattern for networking is to hold two to
three meetings for each case, in the beginning, middle, and transition stages of the
intervention. Smaller meetings with subgroups of the network are held in the interim as well
as ongoing contact with individual network members.

A similar format is used for most network meetings. The advocate involved with the family
generally serves as chairperson for the meeting, and newsprint and markers arc used to
develop an intervention plan. The process may begin with the development of a genogram
depicting the family with its history and interrelationships. A list is made of all agencies
working with the family and their primary roles. The group then proceeds to identify the
family's problems and strengths and to develop a plan which specifies goals and assigns roles
and responsibilities for carrying out aspects of the intervention plan. At the close of the
meeting, the advocate summarizes the discussion and plans and establishes a time for the next
meeting. The advocate generally is perceived as the case manager and network coordinator.

Special efforts arc made to ensure that schools are part of the network. Schools have
tremendous potential for impacting the lives of children and families but routinely are left out
of the networking process. The Family Advocate Project visits schools, establishes contact
with teachers, principals, and special education personnel, and ensures that they arc an
integral part of the network of providers. Networking meetings often arc held after 3:00 P.M.
when school personnel can attend more easily.

In addition to networking around individual families, the Family Advocate Project is involved
with a number of additional structures and mechanisms for maintaining close interagency
linkages and collaboration.
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o Addison County Children's Task Force - Thk task force was established in 1978 and is

comprised of representatives of all agencies, professionals, and citizens concernefl with
children and families. The task force holds an annual meeting in which priority needs for
the county's children and families are identified, and working task forces arc established to
address these needs. It was through this process that the Family Advocate Project
originated.

o Family Support Team - The Family Support Team is a multi-agency group which serves as a
steering committee for the Family Advocate Project. The team meets monthly to provide
input and consultation on all aspects of the program. In addition, the monthly meetings
provide a forum for discussing difficult cases; any professional in the county is invited to
present a confusing or frustrating case, and the networking review process described above
is used to develop an intervention plan. The team has also been designated as the County
Child Proreo.ion Team to review difficult cases of abuse and neglect. A typical monthly
meeting is attended by nearly 20 pc-sons representing 9 or 10 different agencies.

o Quarterly SRS Meetings - The entire staff of the Family Advocate Project meets on a
quarterly basis with the SRS staff to air problems related to service coordination and to
devise solutions. The Family Advocate Project is highly responsive to concerns raised by
SRS staff. For example, when SRS staff noted difficulty in locating and reaching
advocates, the program instituted a series of procedures to ameliorate this problem,
including leaving their schedules with the center receptionist, having the center call
advocates at home to relay messages, and arranging for advocates to provide back-up for
one another. Other agencies expressed appreciation for thc willingness of the program to
deal with problems and not interpret them as critkisms.

In addition to these structures, the Family Advocate Project reaches out to other community
agencies by serving on boards and task forces, sharing facilities and equipment, providing
servkes to other agencies, and arranging meetings with staff of other agencies.

Addison County is perceived as a model county in the area of linkages. Agencies and
providers arc willing to communicate and network, and many concrete, positive results have
resulted from networking efforts. The Family Advocate Project, Parent/Child Center, and
other services were initiated through interagency collaborative planning processes. Initially,
some agencies were resistant to participating in networking efforts. It is reported that a
great deal of groundwork was needed to involve providers, meet on their turf, creatt., a
cooperative tone and atmosphere, acknowledge and respect their roles, and, thereby, brcak
down resistance. There arc, of course, weak links in networking efforts. For example,
juvenile justice agencies do not participate to the extent desired, and individual workers may
be more defensive or less cooperative than could be wished for. The Family Advocate Project
has developed a set of bask principles to guide networking activities which is presented at
the end of this section.

Clients

Until recently, the Family Advocate Project targeted its services at highly dysfunctional
families. The families served by the program must be unable or unwilling to use more
traditional services. These families traditionally have received a disproportionate amount of
service resources with insignificant results; they are unable to break the cycle of serious
dysfunction, which in some families is muhigenerational. The families served by the project
can be characterized as disorganized, discouraged, socially isolated, and lacking in coping
skills. Many families live in shacks or homes in various states of disrepair with littered
yards, cluttered interiors, and extended family members and neighbors often present. Many of
the families have a pervasive sense of hopelessness, with no sense that "things can get
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better." A list of characteristics used by the program to define highly dysfunctional families
is iacluded at the end of this section.

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

The program does not use diagnoses to describe the children and attcmpts to avo;d focusing
on an "identified patient" within the families. However, a significant portion of the 104
children in these families was emotionally disturbed, and some could be considered severely
emotionally disturbed. Some of the problems experienced by the children include behavior
disorders, poor impulse control, developmental delays, poor peer relationships, depression,
suicidal behavior, and delinquency.

With t _ expanded range of home-based services now offered by the projcct, the target
population served has also expanded beyond highly dysfunctional families. Currently, the
program assigns an advocate to work with the families of all children assigned to special
education classes for reasons of emotional disturbance.

Etaffing

The Family Advocate Project is staffed by a coordinator and five part-time professionals who
function as family advocates, approximately 2.5 full-time staff equivalents. The program has
found that using part-time employees provides work opportunities for highly qualified
professionals who also want to spcnd some time with their own children and families. In
addition, having a larger group of staff brings varied talents and experiences to the project
and allows for the creation of a tcam for mutual support. While the advocates function as a
team within the agency, they work alone with the families assigned to them. Each family
advocate carries approximaely four cases at any given time. At the present time, all
advocates are womcn who bring their own parenting experiences to the job. The program is
attempting to add a male advocate, and the staff occasionally is supplemented through
contracts with graduate interns.

All family advocates hold Master's Degrees in a human service field (counseling, social work,
or psychology) as it is felt that strong clinical training and skills arc needed to work with
such challenging families. In addition, the program requires that advocates have extensive
experience using nontraditional approaches to work with families or working in particularly
challenging settings. For example, one advocate was a social worker in a children's hospital
burn and sexual abuse units and worked with families under trying circumstances, and another
previously provided in-home counseling to families with handicapped children. Beyond training
and erperience, the program looks for advocates who are flexible, good problem solvers,
nonjudginental, stable, committed, have a sense of humor, and can relate easily to others.

When the group of advocates initially was hired, two weeks of intensive training was provided
to oricnt thcm to thc new project and approach. The training covered such topics as

yhilosophy, understanding dysfunctional families, in-home therapy, networking, community
Piesources, record keeping, and getting started. In-service training events specifically geared
to the needs of the advocates are held, and the advocates also attend monthly in-service
training presentations given for the entire agency. Specialized training periodically is
provided to the project staff. For example, a team was hircd by the project to provide family
therapy training and supervision for a series of five sessions. Additionally, staff are given
opportunities to attend several external training events and workshops.
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Advocates recei% high levels of support and supervision. Group supervision is provided to the
team on a weekly basis; individual clinical supervision is provided bi-weekly to each advocate.
Half-day meetings to review problems and progress generally arc held quarterly, and a full-day
retreat for the staff is held at the beginning of each year to develop a shared vision,
establish personal goals, and identify areas that individual staff members would like to develop
during the corning year. Advocates feel that the consultation and support they receive is
essential and helps them to feel that they are not alone with their difficult cases.

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

Resources

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

The Family Advocate Project was initiated as a pilot project with a series of mini-grants from
the Vermont Department of Social and Rehabilitation Services. For an 18-month period
(September 1984 to February 1986) the project was funded by a federal grant from the Office
of Human Development Services in the amount of $92,519. At the expiration of the federal
grant, the program struggled in order to arrange for the state to pick up the project. The
state provided interim funding for a period of time and ultimately made a commitment to fund
the home-based effort.

The annual budget for the Family Advocate Program is $72,000. The contract with the
Vermont Department of Social and Rehabilitation Services specified that the project will serve
75 families in the course of a year, approximately 20 families per month, through the \
types of home-based interventions. No fees are charged to families and no third ..nty
reimbursements are received for the program's services. The funding for the program is
shared equally by the Department of Social and RO....i,illtation Services and the DepartmerA
Mental Health. There currently is some interest witLill rlz,t Department of Education to
in the 1und g of the Family Advocate Project and ut!ntIr home-based programs in Vermont.
Efforts are underway to secure their participation, and the state budget for Fiscal Year 1988
contained $250,(XX) for home-based services to be overseen jointly by the Mental ki(;alth and
SRS Departments.

The potential for some third party reimbursement for services exists through Verm's
Medicaid Waiver Program. The Department of Mental Health received approval of its home
and community-based Medicaid waiver in 1982, allowing the stMe to offer a wide variety of
nonmedical services to individuals who otherwise would require more expensive institutional
care. The waiver program covers mentally ill children under age 22 who have been
institutionalized or are at risk for institutional care in an inpatient psychiatric facility.
Providers of such services must be community mental health agencies or other agencies
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approved by thc Department of Mental Health, and potentially reimbursable services include
service coordination, client support, day activity, family education and training, intensive day
programming, respite care, and residentially-based habilitation and training -- many of which
t.-re provided through home-based services.

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

Evaluation

The results of the original pilot phase (five families) of the Family Advocate Project were
highly encouraging. Seven children were identified by SRS as being at risk for removal at the
project's inception; only onc child was actually removed for a two-week period under a
voluntary carc agreement. Follow-up on the five pilot families was conducted to attcmpt to
assess which interventions were perceived as helpful and what changes actually were achieved.
All families found thc program helpful, and the families asserted that thc reliable, consistcnt
presence of a professional brought them through times of crisis to higher levels of
functioning.

More structured evaluation was performed during the period of federal grant funding (22
families). Evaluation procedures and results include the following:

o Ratings of families on a continuum from very significant change to insignificant change
showed that four families achieved very significant change, seven achieved significant
change, eight achieved some changc, and three achieved insignificant change. Severe
substance abuse among parents appears to be associated with lack of success in the home-
based intervention. Additionally, the three families achieving insignificant change were
never successfully engaged in the service delivery process or motivated to change.

o Pre and post ratings of specific problems revealed significant reduction of problems,
including substance abuse, family violence, child abuse and neglect, truancy, and isolation
from society. Additionally, significant incrcascs in employment and -.creational training
among parents was achieved.

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

o Scores on the Child Neglect Severity Scale showed significant improvement from the pre-
test to the post-test. At pre-test, 14 families scored as "neglectful," whereas no families
wcrc in this category following -the intervention.

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

o Thc majority of the 22 families (18) no longer met the criteria for being highly
dysfunctional.

Current evaluation procedures used by the program arc limited to the checklist of problems
and strengths for each family. This is completed at intake, quarterly (to note changcs), at
termin' : ion, and at follow-up.
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Major Strengths and Problems

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

o Ability to work with families at home on an outreach basis.

o Flexibility in what advocates can do with families.

o Exceptional leadership.

o Concerned, competent, energetic staff.

o Support system for staff.

o Philosophy of empowerment.

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

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

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

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

Dissemination and Advocacy

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

In addition to these dissemination activities, representatives of the program are active in a
group called the Family Empowerment Rcsource Nctwork (FERN), an alliance of home-based
programs in the New England area. The group meets quarterly and functions primarily as a
support group of administrators and clinicians involved in home-based service provision.
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The coordinator and staff also are active in advocacy activities on behalf of children and
families in the statc of Vermont. They advocate for children's services at the statc level, in
particular for a legislative appropriation for home-based services. -
Currently, there are few parent support or advocacy activities in the area served by the
Family Advocate Project. Local parent groups focusing on learning disabled, mentally
retarded, and handicapped youngsters are being encouraged to include parents of emotionally
disturbed children.

Case Examples

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

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

Technical Assistance Resources

o Contract with the State of Vermont

o "Preventing the Cycle of Child Abuse and Neglect in Highly Dysfunctional Families, Family
Advocate Pi-ojcct, Final Report." Submitted to Department of Health and Human Services,
Office of Human Development Services, 1986.

o Training Videotapes

o Program Forms:

Referral Strength Checklist
Release of Information Quarterly Report
Intake/Family Information Final Report
Social Service Involvement Follow-Up Report
Problem Checklist
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FAMILY ADVOCATE Pt OJECI'

BASIC PRINCIPLES OF NETWORKING

1. Ecological approach - Multi-faceted problems need multi-faceted solutions. One agency
would be overwhelmed by the complexity of either a client or system-wide problem.

2. Extend ourselves, reach out - Become members of each others' boards; willingness to
leave your office signals a "peer" relationship; rotate meeting places among agencies;
sensitivity to turf, symbolic gestures; respect for others' expertise.

3. Acknowledge that networking sometimes complicates the process.

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

5. Generosity of spirit - Sharing of equipment, bartering.

6. Look for problems and enjoy solving them.

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

8. Developing a track record of accomplishments - Success builds upon success; people
develop faith in the process.

9. Creative problem solving.

10. Optimistic approach to work.

11. Networking needs to be subsidized - Release time for participants, etc.

12. Conflict is inevitable and can be used as a building mechanism.

13. Be supportive, give positive strokes.

14. A requirement of cultivating people is being trustworthy and accountable - Always keep
your word, follow through.



FAMILY ADVOCATE PROJECT

DEFINITION OF HIGHLY DYSFUNCTIONAL FAMILIES

Criteria developed by Cutler and Madore (1980)

o A crisis state exists and is continuing to expand with no indications that spontaneous
resolution will occur.

o Increasing distress within the family is producing symptoms in more than one member.

o Multiple contacts with many agencies are yielding little or no results.

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

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

o Lfick of interagency coordination serves to enhance communication problems thus adding to
the blaming process.

o Agencies working with the family feel discouraged or are resigned to the fact that they
arc dealing with a "hopeless" family.

Criteria developed by thc Family Support Team

o Family "falls apart" in times of crisis.

o Family frequently in crisis.

o Family members have difficulty adapting to social institutions.

o Family is socially isolated.

o Family has multiple problems.

o Numcrous agencies arc involved in trying to meet family's needs.

o Family has difficulty assuming responsibility for their own lives.

o There is evidence of child abuse and/or neglect in the family.



HOMEBUILDERS
BEHAVIORAL SCIENCES INSTITUTE
FEDERAL WAY, WASHINGTON

History

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

The program was initiated in 1974 in Tacoma, Washington, at Catholic Community Services.
Staff of that agency noted that, in many cases, removing children from the home resolved
neither the child's nor the family's problems. They were considering the need for new
progams to work with troubled children and families who were not responding to traditional
services and who frequently were labeled as "hopeless" by the agencies working with them.
During this discuslion, the suggestion was made, somewhat facetiously, that instead of
removing children from their homes when crises erupt, perhaps therapists should be placed in
the homes with the families. The more the idea was considered, the more sense it made, and
staff at Catholic Community Services determined that intensive, in-homc intervention should bc
attempted.

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

In 1982, thc crcators of Homebuilders left Catholic Community Services in order to expand the
program beyond the boundaries of the Catholic diocese to other areas of thc state. They
formed the Behavioral Sciences Institute, which operates the Homebuilders program and
conducts training and research activities related to home-based services. Since its inception,
the Homebuilders program has grown to a staff of 26 therapists and has served more than
3,000 cascs.

Community and Agency Context

Thc Homebuilders program currently serves four counties in the state of Washington: King,
l'ierce, Snohomish, and Spokane countics. Each county includes urban areas such as Seattle,
Tacoma, Everett, and Spokane as well as rural, isolated, and remote areas. home of the
communities served arc in mountainous regions. Thus, the areas served by thc Homebuilders
program differ widely. Plans arc underway to expand thc Homebuilders program to serve
additional counties in Washington during 1988 and 1989.

The minority population in the areas served by the He lAtilders program is concentrated
primarily in the Seattle arca (King County). Blacks, aricty of Asian groups, Pacific
Islanders, Native Americans, and Hispanics are among thc minority groups found in this area,
and minorities comprise approximately 18 percemt of the population served by the program, 29
percent in the Seattle area.
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In addition to serving the four Washington counties, the agency launched a pilot program in
1987 in the Bronx, New York. Because of the challenges involved in implementing a home-
based program in an inner city environment fraught with problems, the City of New York
requested that the Behavioral Sciences Institute, with its extensive experience and expertise,
develor the program. The two co-directors of the Behavioral Sciences Institute went to New
York L...ty for a period of at least one year to implement the program. As a result, the
program has had the opportunity to test the application of its model in a highly urban
environment that is notorious for high levels of poverty, substance abuse, violence, and
disorganization.

The Behavioral Sciences Institute is a nonprofit agency that is dedicated to providing home-
based services and developing and disseminating information about such services. The agency
is comprised of three divisions. The Homcbuilders Division houses the service-providing
function of the agency, and the Research Division obtains grants for research related to
home-based services. The Training Division is responsible for all training, dissemination, and
public relations activities. This structure enables the agency to broaden its scope beyond
service provision, with research and training being integral parts of the agency's mission.

The main offices of the Behavioral Scicnces Institute are located in Federal Way, Washington,
which lies between Seattle and Tacoma. Satellite offices arc maintained in Snohomish and
Spokane Counties and, as of 1987, in the Bronx, New York. Since home-based programs
require tremendous staff mobility, the offices generally arc used as meeting places and places
to turn in paper work. In most areas, staff work out of their homes rather than traveling to
the arca office daily. In general, staff live in the counties in which they work and arc
required to live within a certain distance of the arca they serve. When Homebuilders
programs arc developed in new areas, an attempt is made to have experienced staff move to
the arca to implement and operate the program. For example, when the program expanded to
serve Spokane County, an experienced supervisor and two experienced therapists moved to
Spokane to start the program. Additional staff were hired on site.

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

The Board of Directors of the Behavioral Sciences Institute is comprised of an array of
professionals with interest in services for children and families; it meets on a quarterly basis.
The Board is characterized as both challenging and supportive. In addition to its regular
oversight and decision making responsibilities, the Board focuses on special issues that affect
the program, including the opening of the New York program, difficulties related to
malpractke insurance, and crises that may arise related to specific cases.

Philosophy and Goals

The Homehuilders program is based upon the belief that there arc many benefits for children,
families, and the community when families remain intact and problems arc resolved in the
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context of the family rather than through out-of-home placement. Whcn family preservation
services arc successful, families learn to handle their own problems more effectively, and the
emotional damage that can result from family separation is avoided. The overriding philosophy
of the program is that children have a right to benefit from the special and enduring family
ties that arc present in even thc most seriously disturbed families.

The Homebuilders program is based upon a set of basic premises which shape the intervention:

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

o Treatment in the Natural Setting - The program works with families in their own homes
where the problems arc occurring.

o Accessibility and Responsiveness - Therapists are available to families 24 hours a day,
seven days a week and arc able to meet client needs and schedules. Families are given as
much time as they need, at the times that they need it.

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

o Flexibility - A widc range of servicc -. arc provided including helping families to meet their
basic needs as well as therapeutic interventions and family education in areas such as
parenting skills, child development, mood management skills, and communication.

o Low Caseloads - Homebuilders' therapists carry only two cases at a time. This allows them
to devote large amounts of time and energy to each family during the intervention period,
addressinb both the clinical and concrete service needs of families.

o Accountability - The Homebuilders program carefully monitors and evaluates its progrcss on
individual cases as well as for the program as a whole. Therapists track client progress
toward specific goals formulated with the family at the start of the intervention, and the
program monitors outcomes and obtains feedback from participating families.

In addition to these premises, a set of basic "assumptions and awarenesses" about working
with families has evolved through the experience of the Homebuilders program. These include
such philosophical stances as:

o No family is hopeless. The program has found that few families are "hopeless," even in
cascs where different types of counseling services have been provided previously with little
success. With t ew skills, most families can live together as a family.

o Labeling can be harmful, particularly the label of "unmotivated." The experience of the
Homebuilders program suggests that psychiatric diagnoses and other labels bear little
relationship to behavior or prognosis. Labels can contribute to the fallacious belief that a
family is hopeless, and, as a result, can have a negative effect on the therapist and other
providers working with a family. Labeling clients as unmotivated can be particularly
misleading. Often, those assigning that label neglect to account fo; what actually
motivates clients and clients' perceptions of their own needs. Further, providers must
recognize that motivating clients often is a part of their job.

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

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

o It is most helpful to view family members as colleagues. The program attempts to view
families as colleagues and peers rather than as "patients." This conviction ts based upon
the fact that the families themselves have the best data about their situations and
problems. Further, it is essential to match methods and intervention strategics with the
values and beliefs of the family in order to succeed. In addition, clients as well as others
respond best to being treated with respect, courtesy, tact, and dignity.

The Homebuilders program strives to achieve two primary goals:

o To prevent out-of-home placement.

o To teach families the basic skills needed to remain living together.

As a short-term, crisis intervention program, Homebuilders does not orpect to solve all of the
family's problems. Rather, the program works towards stabilizing families and leaving them
with additional skills that they may use to function more effectively in the future.

Services

The services provided by the Homebuilders program are multifaceted. Going far beyond
conventional counseling, the program emphasizes skill building and coordination and advocacy
with a variety of community agencies and resources. The intervention for each family is
highly individualized and is based upon a well-articulated and goal-oriented treatment plan
developed with the family in the initial phase of service delivery.

The service delivery process begins with referrals which must all be routed through the State
of Washington Department of Social and Health Services, Division of Children and Fan. ily
Services (DCFS). Within DCFS, two departments are eligible to refer cases !o the program--
Children's Protective Services, which handles abuse and neglect cases, and Family
Reconciliation Services, which handles cases primarily involving youth in conflict or status
offenders. These agencies are provided with clear referral guidelines which state the goals of
the Homebuilders program and specify which types of referrals are appropriate and
inappropriate.

Upon referral, DCFS personnel must document that without the Homebuilders intervention,
out-of-home placement is the next likely occurrence in the family. Further, referring workers
must indicate that other intervention efforts to assist the family have failed to present thc
need for out-of-home placement. Family members must concur that placement will occur
unless substantial changes are initiated immediately.

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



or she is encouraged to call back to check for openings. Some referring workers report that
they call daily at 8:00 A.M. in hopes of obtaining a service s!.)t for their client families. The
demand for Homebuilders' services far outstrips the program's service capacity. In 1986, for
example, the program received 1,098 referrals and was forced to turn away 61 percent of
these referrals because the program was full.

When an opening exists, the intake worker obtains basic information about the family and
supplies this to the assigned therapist. When possible, the intake worker attempts to consider
specials needs or requests in assigning cases to therapists (e.g., requests for a male therapist
or a black therapist). However, due to the high demand for services, there generally is only
one opening at a given time and, therefore, no choice for case assignment. The therapist may
call the referring worker prior to the first home visit if there is a need to assess the risk of
violence or to obtain additional information.

The therapist typically meets with the family within 24 hours of the referral and is required
to hold the first session within a maximum of 72 hours. If the family is not available to
begin the intervention immediately, the referring worker is asked to wait and refer the case
again at a more appropriate time. Additionally, if the targeted child is not ai home It the
time of referral, there must be an agreement among all involved parties that the child will
return home within seven days of the referral. Therapists arc given a maximum of three days
or three visits to determine if a family meets the eligibility criteria for the program. For a
six-month period in 1986, approximately 7 perccnt of the intakes were terminated after this
brief assessment period. Some of these cases (3 percent) were considered inappropriate
referrals for such reasons as placement was not imminent, no plans for a child in placement
to return home, or parents unavailable to work with the program. In 4 percent of the cases,
a family member (parent or child) refused to have the child rcmain at home. Any case seen
longer than the three-day assessment period automatically becomes an accepted case for the
complete Homebuilders intervention. Homebuilders' therapists make concerted and persistent
efforts to engage reluctant families and to encourage them to work with the program.

The initial visit may last from one to seven hours or more and may involve meeting with
family members individually as well as together. While some families may requil e "ice
breaking" techniques, others are eager and relieved to share their distressing problems, and
still others require interventions to "defuse" the initial crisis to preclude violence and other
destructive behavior. Homebuilders therapists have developed many techniques to structure
situations to reduce the likelihood of violence and to rapidly teach family members new ways
of coping with emotionally charged situations. Regular phone contact with the therapist
between visits (hourly if needed), environmental changes, and using friends and relatives to
assist in structuring the situation are examples of the approaches used by therapists. Crisis
cards often are used Oth parents and children to provide a lkt of behaviors they can try
when troublesome feelings escalate. These activities often enable clients to "catch themselves"
before negative feelings such as anger and depression become too intense to control. Active
listening is used extensiv(iy by therapists to ensure that each family member feels listened to
and understood; this frequently reduces tension within the family and enables the intervention
process to proceed productively. Children may be seen individually as soon as possible, since
they may be reluctant at first to share thcir feelings with their parents present.

The initial phase of the intervention is devoted to relationship building as well as to
assessment and goal setting. For the Hornebuilders program, assessment is seen as a way of
identifying and stating problems so that all involved can understand them and can participate
in exploring options for problem resolution. Therapists are provided with specific guidelines
for assessing client families including:

o Be as clear and specific as possible. Use behavioral descriptions.
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o Avoid making inferences about people; rely on behavioral observations.

o Phrase things in ways which increase options instead of closing them off.

o Avoid "generalized labeling of people" (GLOP).

o Avoid putting anything in the record that you would not feel comfortable having clients
see.

Generally, by the second or third visit, the process of setting goals and priorities is well
underway. Together with the family, the therapist selects two or three goal areas to
concentrate on during fht. brief intervention time frame. Therapists attempt to establish
realistic expectations with families from the outset, emphasizing that they arc not miracle
workers but will work with the family to address several specific problem areas. For each of
the goals selected, a ranking system (-2 to + 2) is developed to allow the family and the
worker to objectively assess progress. Examples of goals that might be identified for a family
include improving anger management capabilities, curtailing stealing behavior of a child, or
increasing knowledge of specific parenting skill options. Weekly treatment plans arc developed
to address each goal. A sample goal sheet is provided at the end of this section which
outlines one aspect of the intervention for a family with a 14-year old suicidal girl with a
history of psychiatric hospitalimtion.

The interventions are generally comprised of three major facets:

o Counseling - Individual, family, and marital counseling may all be a part of the
Homebuilders intervention, as appropriate. Counseling may occur with family members at
specified times or may occur as part of other activities conducted in the home or in the
community. A variety of therapeutic approaches and techniques may be used depending
upon the needs and characteristic of families. In some cases, multiple impact therapy is
used whereby a number of therapists go to a family's home and see each family member
individually. Subsequently, the entire group comes together, and the therapists share their
impressions in an effort to encourage and facilitate family communication.

o Skill Building - The program emphasizes skill teaching in order to leave clients with the
skills needed to cope and function more effectively. Therapists take advantage of
"teachable moments" that arise in naturally occurring events and settings to teach and
practice a wide variety of new skills in areas including communication, negotiation, emotion
management, child management, assertiveness, household management, cognitive
restructuring, and others. To assist the therapist in skill teaching, a range of resources
arc available, including lecturettes, readings, hon,:work sheets, videotapes and audiotapes,
and more. Therapists may design special materials for individual families in order to
facilitate the learning of particular skills.

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

Thus, the intervention includes both clinical
needs of children and families. The Emeb
a wide variety of techniques to use with
however, that specific interventions will
relationship is positive enough to facilitate
the values and priorities of the families.

and concrete services and addresses the multiple
j1rs jimozge_SLuide assists therapists by offering
clients in various situations. The authors note,

not be effective unless the client-therapist
change, and the interventions are consistent with

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

During the intervention period, therapists are available to respond to family's needs 24 hours
a day, seven days a week. Families are provided with the home telephone numbers of both
their therapist and their therapists' supervisor. If neither of these individuals can be reached,
clients are given a third number to access a team member who can be reached by a pager
system. Staff report that very few families take advantage of the therapists' accessibility,
and, in some cases, families have to be encouraged to call their therapists when appropriate.
Most families do not call unless there is truly a crisis situation. Further, many crises can be
anticipated, and therapists generally check in with clients on a regular basis if the situation is
judged to be precarious.

If a crisis arises involving potential danger to a child or family member, the therapist is
required to seek consultation from a supervisor. With a clear and imminent threat of danger,
the therapist may call the police to intervene and/or recommend removal of the child. In
other situations, the therapist might provide high levels of support and supervision within the
home, e.g., 24-hour home supervision for a suicidal youngster. To date, there have been no
incidents of violence or harm to a Homebuilders' therapist.

If it becomes clear that a youngster cannot be maintained within thc home due to emotional
problems, the therapist contacts the local mental health center to assist in the evaluation.
Crisis staff assesses whether the youngster meets the criteria for hospitalization which involve
danger to self or others. Short-term hospitalization for stabilization purposes may be
considered as well as longer-term therapeutic placements if necessary and appropriate. Staff
rep art that these types of situations occur very infrequently.

The average duration of the Homebuilders intervention is four and a half weeks. During this
time frame, therapists devote approximately 15 hours per week to each family, approximately
10 of those hours representing direct face to face contact with family members. The
intervention typically is more intensive in the beginning due to the crisis situation; the
therapist may see the family tour or five times during the first week and three times a week
thereafter. Therapists have the flexibility to adjust the intervention to the needs of the
family. In one case, for example, the therapist visited the family twice daily for a period of
time to work with the family on improving troublesome morning and bedtime routines.

Staff report that many have explessed skepticism about the four week time frame of the
Homebuilders intervention, questioning whether change actually can occur in so short a time.
Clients, therapists, and staff of other agencies agree that with additional time, more could be
accomplished with many families, and there would be more time to link clients with needed
community resources, However, the program has found that there is always more that can be
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accomplished with a family no matter how long the intervention, and once the crisis has
subsided, many of the motivators for change are lost, and progress is slower. Further, the
short time frame appears to influence both the therapist and thc family in several ways:

o It creates the expectation that change can occur rapidly.

o It keeps the therapist and client focused on specific goals.

o Therapists and clients are more likely to use the time productively and "give their all"
when they know there is a definite limit.

o Many families have reached a plateau after four weeks and are ready for a respite from
intensive work and changes.

Therapists point out that due to the intensity of the services, families receive the equivalent
of a year of traditional outpatient therapy during the four-week intervention. Although four
weeks is the guideline, therapists are able to request an extension if they feel that there are
specific goals that can be accomplished with an additional one or two weeks of intervention
time. An extension is considered appropriate if out-of-home placement is still imminent and if
the family still has treatment goals that they wish to pursue, or if the threat of placement is
averted but the risk of redisintegration is high without additional intervention. The therapist
and supervisor carefully assess whether an extension is appropriate and what goals and
interventions would be undertaken.

Since its inception, the Homebuilders program has experimented with durations of eight weeks,
six weeks, and the current guideline of approximately four weeks. This reduction in the
duration of the intervention has resulted primarily from pressure to serve more families, and
data indicate that decreasing the duration has not affected the overall success rate of the
program. The time limits enable the program to serve more cases while preserving the low'
caseloads and service intensity. Further, the time limks are consistent with the crisis-
oriented goals of the program -- resolving the immediate crisis in order to prevent out-of-
home placement and teaching the skills needed to remain living together.

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

An integral part of the termination process involves identifying communhy services and
resources that the family will need after treatment and completing referrals for these services.
The therapist attempts to make necessary referrals as early in the intervention process as
possible to allow time to complete application procedures and initiate services. The therapist
may accompany the family to appropriate agencies to expedite the referral process or, in some
cases, may mect jointly witii the family and the agency on one or more occasions. The
Homebuilders therapist attempts to actively monitor the referral process to ensure that needed
services are obtained.

Locating and linking families with appropriate resources for ongoing services frequently is a
difficult challenge for Homebuilders' therapists. Many families have had negative experiences
with community agencies and may be reluctant to get involved; many do not have the
resources to pay for ongoing services, even with a sliding fee schedule. In some areas,
follow-up resources are not available or may be inconsistent with the Homebuilders behavioral
and psychoeducational approach. Therapists often look beyond community agencies to a wide
variety of natural supports for families such as self-help groups, recreational and camp
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programs, extended family, and churches. A research project being conducted collaboratively
with the University of Washington is exploring the use of informal social supports for families
and how to facilitate these connections.

Within five days of termination, the therapist is required to write a termination summary
letter to the referring DCFS caseworker which summarizes the goals of the intervention and
the progress achieved. While the DCFS worker is the official case manager and maintains
ongoing responsibility, the Homebuilders' therapist is the primary service delivery person in
the family's life during the four-week intervention. This temporary case management role and
responsibility is transferred back to the cascworker upon termination. The caseworker is
expected to remain in contact with the family to monitor progress and to follow through on
any pending referrals.

The Homebuilders' therapist often schedules a follow-up visit with the family to occur one or
two weeks following termination. Although there is no prescribed follow-up process,
therapists and families may remain in contact informally, calling each other to check in or to
report significant news. Additionally, families are made aware that they can call the program
if problems recur and that telephone consultation and one or two in-home "booster shot"
sessions are available if necessary. The elephone consultation or additional sessions are used
to review skills and provide support. If the family experiences another crisis in which out-of-
home placement is again imminent, the DCFS caseworker may re-refer the family for an
entirely new intervention after 90 days. Approximately 3 to 4 percent of the families
completing the intervention are re-referred for additional services.

Networking and Linkages

As noted, therapists attempt to work closely with a wide variety of community agencies. Thc
intent of these activities is to atain needed resources for families and to coordinate the
efforts of the multiple agencies which may be involved with families.

The task of accessing services is not an easy one. There are significant gaps in the state's
system of care for troubled children and families, and therapists frequently encounter waiting
lists and other barriers. Often, Homebuilders' staff must be aggressive advocates in order to
secure services from other providers. In some situations, an agency may have "given up" on
particular children or families. In one particular case, the school system wished to provide
home tutoring to a troublesome youngster rather than maintain him in the school environment.
The efforts of the Homebuilders' therapist resulted in the hiring of an aide to work with the
child in school on a full-time basis, a more satisfactory and cost-effective solution for both
the child and the school district. The volunteer Educational Consultant working with the
program may be used to supplement the thcrapist's efforts to arrange for special education
services within the schools.

Service coordination generally is handled on an individual basis with each involved provider.
The Homebuilders' therapist works with the school, the Probation Department, the Youth
Service Bureau, and any other agency which may play a significant role for the child and
family. Meetings of all agency representatives involved with a family arc generally not held,
but group staffings or networking meetings are called whcn a special need arises. There are
no organized, formal interagency structures or mechanisms in the areas served by the
Honiebuilders program. Thus, linkages tend to be between individual staff persons rather than
at the "system" level.

The closest linkage for the Homebuilders program is with DCFS. The Protective Services and
Family Reconciliation caseworkers are the referral sources for the program and must assume
ongoing responsibility for the families following the intervention. Annually, the entire
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referring staff and the Honwbuilders' staff meet to review progrcss and problems and to
coordinate activities. In the intcrim, contact between individual providers occurs regularly
with respect to shared cases.

Clients

The Homebuilders program is dcsigncd to serve only thc most seriously troubled families, those
for whom other community rcsourccs have proven insufficient to prevent the need for out-of-
home placement. In all cases teferred to the program, rcferring agency personnel and family
members must concur that placement will occur without the Homebuilders intervention. More
specifically, the Homebuilders program specifies a number of criteria which determine
eligibility for services including:

o The family must reside in the arca served by the program.

o The family must be a client of DCFS.

o There must be a high potential for family dissolution.

o At least one parent must conscnt to work with the program with the goal of kceping the
family together.

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

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

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

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

A wide rangc of presenting problems can result in a referral to the Homebuilders program.
Thcsc include family conflict, delinquency, child abuse and neglect, mental health and
emotional problems, developmental disabilities, sexual abuse, and more. The most frequent
presenting problems arc family conflict and child abuse or neglect. While emotional problems
may not be the primary presenting problem, staff report that a large majority of the children
in the families served evidence emotional difficulties. The program does not designate
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diagnoses for family members, but, according to staff, a large proportion of participating
children could have a DSM III diagnosis.

The appropriateness of the Homebuilders program for severely emotionally disturbed children
has been demonstrated through a pilot project conducted by the Homebuilders program. In
1979, the legislature authorized a grant of $135,000 to evaluate the effectiveness of the
Homebuilders model as an alternative to hospitalization for mentally ill and severely
behaviorally disturbed youngsters. All potential clients were reviewed by the Pierce County
Office of Involuntary Commitment (01C), the mental health agency that assesses the need for
hospital care. Children were referred to the Homebuilders program only after the OIC
determined that they were in need of hospitalization. The specific criteria for inclusion in
the mental heakh project included:

o Gross, ongoing distortions in thought processes (e.g. psychoses such
resultant behaviors (e.g. school failures, bizarreness, suicide attempts) or

o Major chronic mood problems (e.g., depression, mania) and resultant
phobias, suicide attempts, etc.) or

as schizophrenia) and

behaviors (e.g., school

o Chronic, grossly maladaptive behaviors (e.g., violence associated with above, high physical
hyperactivity combined with poor attention span).

Additional criteria considered included the duration of the child's disturbance, diagnoses
assigned by other service providers, degree of violence toward self and others, extent of
previous services that have been ineffective, previous hospitalizations, and other indices of
severe and persistent disturbance. All of the children participating ill the mental health
project evidenced major impairments in their functioning due to their severe symptomatology.

The success rate, or the percentage of children avoiding out-of-home placement, was somewhat
lower for the 25 youngsters involved in the mental health pilot project (76 percent as
compared with an overall success rate of 94 percent). Of the children that were placed, most
were placed in settings less restrictive than psychiatric hospitals; all of a small group of
comparison cases were placed in psychiatric facilities. Further, youngsters participating in the
mental health project showed significant improvements in global assessment ratings, ratings of
behavior, reductions of symptomatology, and in such areas as violence toward self, others, and
property. Thus, the mental health project demonstrated that the Homebuilders model can be
effective with a population of severely emotionally disturbed youngsters.

The program did mink its approach somewhat to meet the needs of the children and families
participating in the mental health demonstration. The most experienced therapists were used
to implement the project, and they were provided with additional supervision time. In
addition, psychiatric consultation was made available as well as additional training to add!ess
such topics as psychotropic medications and working with suicidal clients. The program four
that the mental health cases took a somewhat longer time than other cases, an average of
eight and a half weeks per family.

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

The Homebuilders program also has demonstrated the adaptability of its model to a number of
other special populations. For example, interpreters and TTY phones have been used to enable
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the program to work with deaf clients. With the help of specH community resources such as
the Sexual Assault Center, the program successfully works with sexually abused clients.
Additionally, a small pilot project was completed whic', successfully utilized the Homcbuilders
intervention with developmentally disabled youngsters at the point of crisis to prevent removal
from the their current placements and placement in more restrictive settings. The program
also conducted a special project to work with adoptive fa1.Jilies of children with special needs
when the adoption was on the verge of failure.

Currently, the program is conducting a reunification project which focuses on children in
crisis residential centers in the Seattle area. Children are placed in these centers hr short-
term care as a result of a wide range of behavioral, emotional, and family problems. This
project involves working with the children and their families for as long as eight weeks in
order to plan for and assist with the reunification procss.

Staffing

The Homebuilders program is staffed by seven supervisors and 26 therapists in its Washington
and New York locations. The program relies on a "single therapist" approach to working with
families rather than utilizing teams. Each therapist is responsible for conducting the entire
intervention with assigned families but has access to the larger team for support and back.up.
A number of reasons arc cited for using the single therapist appre.d. Different workers
assigned to the family might tend to advocate for particular family members rather than for
the family as a whole. A single therapist may be more likely to work toward a good synthesis
with all family members, and families may find it easier to trust and relate to one person.
Logistically, a team approach requires more planning, coordinating of schedules, debriefing, and
consultation. Accountability (both accomplishments and problems) can be blurred by using a
team approach, and, perhaps most significant, a team approach costs twice as much.

The majority of the Homcbuilders' therapists are at the Master's level, with degrc in a
human service field, including social work, counseling, psychology, or education. In
advertising for staff, the program specifies such requirements as experience working with
children and families; knowledge of crisis intervention, communication skills, parent skills
training, and cognitive and behavioral intervention. Additionally, the program requires staff to
have a driver's license and their own transportation, a necessity for home-based work. An
extensive screening process is used for staff selection ,vhich includes screening of resumes,
telephone screening, an initial interview with the county supervisor, and a second interview
which involves role plays of potential situations. Staff can participate in the role plays,
which are used not only to assess the applicant's intervention skills but also to assess how
well he or she accepts feedback and supervision. Beyond the educational and experiential
requirements, the program looks for staff who are flexible, friendly, engaging, empathic,
energetic, optimistic, and, above all, trainable. Applicants are not expected to have all the
skills but must be willing and able to learn the skills, attitudes, and values needed to
implement the Homebuilders model.

In making hiring decisions, the therapist's personal situation also must be considered. For
home-based work, the notion of lob fit" is as important as other qualifications. For example,
flexible child care, willingness to work weekends and holidays, the ability to respond to crises
24 hours a day, and family support for this type of job are critical factors for succeeding in a
home-based service program. The Homebuilders program attempts to support staff in balancing
their personal lives with the demands of the job. For example, staff who have had babies
have come back to work on a part-time basis.

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

Homebuilders' therapists work with two cases at a timc. This low caseload allows the time to
provide intcnstie intervention and to address both the therapeutic and concrete service needs
of families. The size of the caseload also has a direct impact on the accessibility and
responsiveness of therapists. With only two families, Homebuilders' therapists have the
capability to respond quickly to crises, to stay with families as long as is needed tJ work on
emergent issues without the interference of other appointments, and to spend the large
amounts of time often needed to accompany and assist families in meeting their concrete
service needs (such as going to the welfare office).

Extensive training and supervision are provided to Homebuilders' staff. Initially, new staff
participate in four days of workshop-style "line staff training." This training is followed by
a carefully designed apprenticcship system whereby staff work with a supervisor. The new
staff person observes the supervisor handling the first case and takes an active role in the
second case. By the third case, the therapist may bc ready to function independently with
extensive supervision. An additional four days of advanced line staff training are interspersed
with the apprenticeship period and later. The line staff training addresses staff attitudes and
beliefs, proccss skills such as active listening, and content skills which cover a wide variety
of interventions that may be used with families (behavioral strategies, cognitive restructuring,
mood control techniques, etc.). The training program also includes an "ethnicity exercise" to
sensitize staff to issues of ethnic identity and their effect on service delivery. The training
program includes modeling, role playing, practicing, exercises, videotaping, and feedback from
trainers in addition to didactic instruction.

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

Extensive consultation and supervision are provided to Homebuilders' therapists. Supervisors
are available 24 hours a day to discuss problem situations. Therapists are encourageu to seek
consultation not only for crises but whenever they are experiencing difficulty with a case or
when they are feeling overwhe .ned, tired, or discouraged. Staff are required to call their
supervisor immediately if they feel that there is a potential for danger to themselves or to a
family member. In addition to individual supervision, all staff spend at least two hours per
week in case consultation groups. The group consultation is used to support and learn from
one another, to update staff on cases so that they can cover for each other if necessary, and
to foster team building and a sense of mutual support.

While the potential for staff burnout in home-based work is high, the Homebuilders progra:.1
reports relatively low levels of staff turnover. A number of factors appear to reduce the
problem of staff burnout including:

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

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

o Mutual support of tcammatcs.

o Flexible schedules, four weeks vacation, and good benefits.

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

A key factor in staff retention appears to be the supportive attitude of supervisors and
administrators who strive to make staff feel recognized and valued and to emphasize the "team
effort" at all levels. Additionally, staff report that they enjoy seeing many types of families
and that it is rewarding to see very disorganized ahd troubled families begin to change.
Therapists routinely gct fccdback from families on each case, and it is extremely reinforcing
for them to hear how much thcy arc valued and appreciated by families.

Resources

The total budget of the Behavioral Scicnces Institute is approximately $1.4 million, with
approximately T's 1 million allocated to thc Homebuilders Division. The costs of thc
Homebuildel s ,rvention is estimatcd at $2,600 per family, a figure obtained by dividing
program cosi.. 1.1 the total number of clients served. This cost of an average intervention is
compared with the average costs of a range of placements in Washington in 1986-1987 as
follows:

Foster Care - Average 19.4 months @ $400/month $ 7,760
Group Carc - Average 13 months @ $1,721/month 22,373
Residential Treatment - Average 13 months @ $2206/month 28,678
Correctional Institution - Average 159 days at @ $91/day 14,469
Acutc Psychiatric Hospital - Average 4 months @ $11,250/month 45,000
Long-Term Residential Psych. Treatment - Average 14 months 102,900

@ $7,350/month

The cost of serving families under the mental health pilot projcct wcre considerably higher,
estimated at $5,130 per family. However, this increased cost still compares favorably to the
alternative placements for this population. On the basis of these cost comparisons, the cost-
effectiveness of thc homc-based services provided by thc Homebuilders program is firmly
established.

Homebuilders' services are provided at no charge to families. Thc major source of funding for
the program is the State of Washington Dcpartment of Social and Health Services which
contracts with thc program for its services. The contract specifies a certain number of cascs
(cascs are considercd "potential removals") per ,ear that the program is required to serve.
In order to ensure that this requirement is fulfilled, the program closely monitors its progress
toward serving the targcted number of cases. Payment is provided in the amount of $2,607.50
per case served, up to the maximum contract amount, and paid in monthly installments. In
addition to the DSHS contracts, the Homcbuilders program receives special grants to work
with specific population such as the mental health project or the adoption project.
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Funding for the Homebuilders program is considered relatively stable, and the program has
expanded gradually since 1983. In fact, the governor's budget for fiscal year 1987 contained
$400,000 for expansion of home-based services throughout the state, some of which may be
allocated to develop new Homebuilders programs. To advocate for expanded home-based
services in the state, the Behavioral Sciences Institute has a part-time lobbyist on staff who
attempts to educate and influence policymakers and legislators.

Evaluation

A number of approaches have been used to evaluate the effectiveness of the Homebuilders
intervention. Most commonly reported arc success rates, defined as the percentage of
potential removals who remain out of state-funded foster care, group care, or psychiatric
placements. Since 1982, the program has maintained an overall success rvte of 94 percent at
three months after termination of services. At 12 months following intake, the success rate
remains high at 88 percent.

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

Families in Conflict 94%
Child Abuse/Neglect 96%
Delinquency 92%
Child Mental Health 83%
Developmental Disability 94%

The success rates for families in which the primary probk m is related to child mental health
are somewhat lower than for other groups. It should be recalled that this result is based
upon the small sample of children who participated in the mental health demonstration project
designed to intervene as an alternative to psychiatric hospitalization. Success rates also may
vary according to the timing of the intervention. In working with delinquent chddren prior to
placement, the success rate is significantly higher than in attempting to phase delinquents
back into their families after a period of institutionalization. The program also has broken
down its success rates by racial and ethnic groups and has found th3t thc intervention has an
equally high success rate among minority families; recent data suggest that the program may
have a higher success rate among minority families.

Evaluation of the mental health demonstration project showed that the program is successful
in resolving problems and improving functioning as well as in preventing placement.
Overwhelmingly, families and children improved with respect to problems identified at intake.
The vast majority of families (85 percent) improved communication; 100 percent of the clients
experiencing symptoms of major mental illness showed significant improvement; and 95 percent
evidenced improvement in behaviors such as violence toward self and others. Global
Assessment Scale ratings improved by an average of 28 points, and ratings on the Child
Behavior Checklist improved by an average of 38 points.

High levels of client satisfaction are reported with respect to the program. Based upon a
1985 client feedback survey, 94 percent of the families were very satisfied with services and
their therapist, and 94 percent found the service morc helpful than previous counseling.
Eighty-seven percent rated the service as either very helpful or helpful. Families uniformly
provided positive feedback about their service delivery experience including the therapist
coming to the home, the degree of caring and understanding of the therapist, and the
scheduling of appointments at times convenient to them. Ninety-seven percent of the families
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responded that they would recommend the Homebuilders program to a famil- in a similar
situation.

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

Two studies have been conducted to attempt to discriminate factors that differentiate
successful cases from "unsuccessful" cases in which children were placed out-of-home. Haapala
(1984) uscd a critical incident and structured interview method with families who received
Hotnebuilders' services. The most salient finding was that "hard services" provided by the
therapist differentiated among cases; the more thc therapist was perceived as doing something
concrete for the child and family, the more likely the child was to remain at home. This
finding underscores the importance of moving beyond counseling to address the whole range of
needs experienced by the family.

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

Major Strengths and Problems

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

o Multi-service, holistic approach.

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

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

o Positive, hopeful, optimistic approach ("positive ethic").
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o High quality of staff who are open, nonjudgmental, comfortable individuals with high levels
of commitment and expertise,

o High levels of acceptance and support within the agency.

o Creative ideas and methods for working with families.

In addition to these strengths, several problems with the operation of the Homcbuilders
program were identified. Thc most frequently mentioned problem relates to the brief duration
of the program. Respondents from within arid outsidL of the program mentioned that the time
frame, in some cases, is not sufficient for accomplishing all of the targeted goals or for
completing the necessary referrals for ongoing services. Thus, at the completion of a four- to
six-week intervention, somc families may rcmain in precarious situations and may still require
intensive services and support. In these situations, a number of options may be considered by
the program, including referral to appropriate community resources, re-referral to the
Homebuilders program for additional intensive intervention, or out-of-home placement in
extreme situations. Since the program is designed to provide crisis intervention services,
many families invariably will require additional services from the larger service system on
winpletion of the home-based intervention.

A second problem area relates to the need for improved follow-up activities. Suggestions
include a follow-up period with weekly or bi-weekly sessions for reinforcement and assessment
purposes; follow-up groups such as parenting skills enhancement courses; a follow-up unit, or
rotating follow-up rewonsibilities among Homebuilders' staff. These types of activities would
assist families to stabilize over time and would provide additional support, capitalizing on the
close relationship that has developed between the Homebuilders' therapists and the families.
They also provide a mechanism for additional follow-through on incomplete referrals for
ongoing services. However, the logistics and resources of adding a follow-up component to
the program have proven to be problematic.

Other problems noted include:

o Not enough resources in the community for ongoing services; gaps in the system of care.

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

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

o Difficulty in locating qualified applicants for staff positions.

Dissemination and Advocacy

The Behavioral Sciences Institute receives innumerable requests for information, visitation,
consultation, and training. To date, consultation and training have been provided to over 200
agencies and groups in 28 states, the District of Columbia, and four foreign countries.
Training and dissemination activities are conducted by the Training Division within ti
Behavioral Sciences Institute. Target groups for issemination activities include state leau....rs
as well as public and private service providers.

A variety of formats and approaches are used to provide information and training about the
Homebuilders model. On-site workshops for agencies, imlividualized training for visitors at the
Behavioral Sciences Institute, on-site consultation for new programs, telephone com...".ation,
and presentations at conferences are among the nmdalities used for information dissemination.
Written and audio-visual aids also have seen developed for training purposes. Some of the



costs of these training activities arc covered through fees for service, and a grant from the
Clark Foundation provides additiolial resources to support the agency's dissemination efforts.

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

o Half-day introduction to the model.

o One-day needs assessment and system planning.

o Two-day proposal development and program preparation.

o Staff screening and selection assistance.

o Three-day administrative and supervisory training.

o Line staff training.

o Monthly half-day review for the first eight months of a new program.

o Two-day site visits during months 4, 8, and 12 of a ncw program.

o Telephone case consultation.

o Homebuilders internship for supervisors and therapists.

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

In addition, the HomebLiders program has prepared a training package outlining the steps for
implementing new home-based service program. The outline for this training package follows
as well as the outlines for the supervisory training program and the line staff training
program.

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

Case Examples

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

A 15 year old boy ("C") was referred to thc Homebuilders program by the Mental Health
Office of Involuntary Commitment as part of the mental health project, since placement in a
psychiatric facility was under serious consideration. C was considered pre-psychotic and had
daily temper outbursts during which he would scream obscenities, punch holes in walls and
doors, destroy furniture, be abusive to his sistcr, ctc. Thc relationship between C's mother
and step-father was strained, and divorce seemed imminent, Thc therapist spent several days
listening to all family members to ensure that thcir perspective was understood; all family
members expressed relief and intcrcst in learning new ways to cope. The therapist worked on
a number of skills with the family. The mother learned active listening to help calm C,
resulting in rapid reduction of his outbursts. C learned RET in order to tell himself calming
statcmcnts as his feelings escalated. The step-father learned to leave lists of chores for C
with allowance contingent upon completion, and the entire family worked on techniques for
recognizing and controlling frustration and anger before the situation got out of control.
Sincc C could not return to school, the therapist arranged for a homc tutor. At thc end of a
five-week intervention, C had only two major outbursts, was doing 80 percent of his chores,
and was gctting nearly straight A's with his tutor. The therapist provided child care for a
weekend while the parents took a vacation to renew their commitment and to work on marital
issues. Instead of the last full week of treatment, the family opted to sec their therapist
weekly for a series of follow-up sessions.

Technical Assistance Resources

o Homebuilders Resource Guide

o Program Forms:

Homebuilders Referral Information
Intake Evaluation Sheet
Client Authorization for Treatment
Records and Release of Information Policy
Transportation Authorization
Consent to Exchange Information
Homebuilders Entry Document - Potential Removal
Homebuilders Family Characteristics
Goal Sheet
Weekly Summary Sheet

o Family Evaluation Questionnaire
Client Follow-Up/Satisfaction Questionnaire

o Homehuilders Referral Guidelines

Social History
Termination Document
Termination Letter
Suicide Information
Clinical Services Checklist
Concrete Services Checklist
Goal Checklist
CWLA Family Assessment Scale
Social Support Assessment Tool
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GOAL SHEET

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

FAMILY NAME: THERAPIST: WHOSE GOAL: Family/Therapist

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

STATEMENT OF PROBLEM: C. has been feeling very depressed over the past fe- months and
had talked of wanting to kill herself. Because of the thrcats she has bccn placed at Fairfax
hospital two times in thc past month.

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

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

U C. is sometimes depressed. Placement at Fairfax is not needed and C. is beginning to use
depression management skills.

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

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

PLAN

WEEK #1 FROM: 8/20/84 TO: 8/26/84 RATING: 0

1. Contracted with C.
2. Introduced RET concepts
3. Introduced anger management
4. Develop relationship with C.

WEEK #2 FROM: 8/27/84 TO: 9/2/84 RATING: 0

1. Continue as above
2. Develop crisis card
3. Begin Daily Mood Rating
4. Practice RET

WEEK #3 FROM: 9/3/84 TO: 9/9/84 RATING: + 1

1. Continue as above
2. Monitor progress
3. Help C. become involved in outside activities

WEEK #4 FROM: 9/10/84 TO: 9/18/84 RATING: + 1

1. Continue as above
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HOMEBUILDERS LINE STAFF TRAINING MODULES

1. Introduction

2. Strategies of the Homebuilders Model

3. Stress Management for Therapists

4. Defusing, Engaging, and Confronting Clients

5. Assessment of the Potential for Violent Behavior

6. Structuring Before Visits

7. Assessment and Goal Setting

8. Structuring During Visits

9. Structuring Between Visits

10. Teaching Skills to Families

11. Teaching Families Behavior Management Skills

12. Teaching Communication Skills

13. Teaching Families Cognitive Intervention Skills

14. When Progress Isn't Occurring

15. Teaching Assertive Skills to Families

16. Anger Management with Families

17. Depression and Suicide

18. Multiple Impact Thcrapy

19. Teaching Families Problem Solving Skills

20. Teaching Interactions

21. Termination Issues



BEHAVIORAL SCIENCES INSTITUTE

HOMEBUILDERS SUPERVISION TRAINING OUTLINE

1. Overview

History

Basic Values and Beliefs

2. Staff Selection - Supervisors, Therapists, Secretarks/Rescarch Assistants

Job Descriptions

Paper Screening

Interview

Role Plays

3. Staff Training - Supervisors and Therapists

Management Team

Apprenticeships

Initial Training

Initial Supervision

Initial Contracts

Case Consultation

Utilization Review

Library

Specialized Topics
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BEHAVIORAL SCIENCES INSTITUTE

FAMILY PRESERVATM SITE DEVELOPMENT
HOMEBUILDERS CONSULTATION AND TRAINING PACKAGE

1. Initial On-Site and Telephone Consultation

Program Design and Implementation
Developing Client Pathways
Minimizing Barriers to Service Delivery
Performance-Based Contracting
Program Accountability and Evaluation
Budget Issues
Staff Selection and Hiring Procedures
Proposal Development

2. Staff Screening and Selection

Staff Qualifications and Initial Screening
Applicant Interviews and Hiring Role Plays

3. Supervisory Consultation and Training at BSI

Supervisor Roles and Skills
Quality Assurance Procedures
Case Consultation Procedures
Referral Issues
Supporting Staff
Staff and Program Evaluation

4. Intake Staff Training

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

5. Initial Line Staff Training

Strategies of the Homebuilders Model
Stress Management for Workers
Engaging, Defusing, and Confronting Clients
Assessment and Goal Setting
Structuring Before, During, and Between Visits
Teaching Skills to Families
Teaching Behavior Management and Parenting Skills
Communication Skills
Cognitive Strategies
Enhancing Social Support
When Progress Isn't Occurring
Termination Issues



SITE DEVELOPMENT CONSULTATION AND TRAINING, CONTINUED

6. Initial On-Site Consultation and Home Visits

Home Visits, Intake, and Subsequent Sessions
Case Consultation

7. One-Month Follow-Up Consultation and Training

Home Visits
Case Consultation
Teaching Anger Management Skills
Working with Depressed and Suicidal Clients
Teaching Problem-Solving Skills
Multiple Impact Therapy

8. Four-Month Follow-Up Consultation and Training

Home Visits
Case Consultation
Teaching Assertive Skills

9. Eight-Month Follow-Up Consultation and Training

Home Visits
Case Consultation
Follow-Up Training Issues

10. Twelve-Month Follow-Up Consultation and Training

Home Visits
Case Consultation
Follow-Up Training Issuds

11. Weekly Telephone Consultation

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

Case Consultation
Supervisory and Administrative Issues
Referral Issues

12. Written Utilization Reviews

Evaluating Paperwork, Documentation and
Intervention Strategies.



SATELLITE FAMILY OUTREACH PROGRAM
KALEIDOSCOPE
CHICAGO, ILLINOIS

History

Kaleidoscope, Inc. was founded in 1973 to provide alternatives to institutional care for
seriously handicapped and troubled youth. At that time, public attcntion and scandal
surroundcd the expensive and oftcn inadequate carc that morc than 900 troubled children were
receiving in out-of-state institutional placements. Efforts were begun to bring thcsc severely
disturbed youngsters back to Illinois and to create community-based alternatives to meet thcir
needs.

Kaleidoscope's first programs wcrc located in Bloomington, Illinois, and consisted of
therapeutic foster homcs and family-like group homcs, both of which offered youth thc
opportunity to participate in and learn from morc normal family and community life. The
need for such programs was identified in the Chicago arca as well, and Kaleidoscope responded
by attempting to develop small, family-style group homcs similar to those established in
Bloomington.

As more children were brought home from out-of-state placements, the demand for community
services increased significantly. Staff rcport that tf-e development of group homcs in Chicago
could not keep pace with thc demard for services. Kaleidoscope proposed that, while children
wcrc awaiting othcr placements, child care workcrs could be provided to work intensively with
thcm and thcir families within their own homes. The Illinois Departmcnt of Children and
Family Services agreed to cxperimcnt with this approach. In 1974 Kaleidoscope hired several
workcrs to provide intensive home-based services, with each workcr assigned to three families
and, in this way, began the Satellite Family Outreach Program.

The in-home approach proved to be highly effective in reuniting families of youth returned to
Illinois from out-of-state placements. Furthcr, thc comprehensive service delivery approach
used by the program was found to be effective in kccping families togcthcr and preventing
out-of-home placement. Thc Satellite Program now operates with five teams of workcrs and
serves approximately 55 to 60 families at a given time.

Interestingly, thc group homc approach in the Chicago arca was abandoned after a relatively
bricf perkx1 of timc, although the agency still operates group homes in the Bloomington area.
Zoning problems, neighborhood opposition, improper selection and preparation of communitics,
and inexperienced staff were all factors that contributed to the demise of the group homes.

Community and Agency Context

The Satellite Family Outreach Program serves all of Cook County, which consists of Chicago
and its suburbs to thc north and south and has a population of approximately 5,250,000. Thc
arca is fraught with thc economic and sodal problems facing most urban areas such as
poverty, unemployment, crime, family disintegration, and others, and many of the problems
experienced by children and families are magnified irk the Cook County area. For example,
more than half of all children who are in the custody of the State of Illinois are located in
Cook County. Approximately 75 percent of the clients served by the Satellite Program arc
from the inner city, and 85 percent of the clients served are minorities, predominantly black.

The inncr city environment has a major impact on both thc agency and thc program. For
example, consideration must be given to the safcty of workers visiting families in
neighborhoods that may bc dangerous. Securky guards arc ncedcd for the agency's parking
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lot to guard against theft and damage of stafrs vehicles, and the Kaleidoscope offices have
been burglarized on several occasions, necessitating the installation of a sophisticated security
system.

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

A. noted, Kaleidoscope was founded in 1973 with the mission of reaching out to children and
youth considered to be the most difficult to serve or whom "no one else wanted." The agency
has grown to be a multi-faceted, nonprofit child welfare agency with a budget in excess of $5
million And over 150 employees. The agency has two offices, one in Bloomington-Normal and
one in Chicago. The Satellite Family Outreach Program is operated by the Kaleidoscope
Chicago oilice.

The agency provides a continuum of services for seriously troubled children and youth who
would otherwise be destined for institutional placements of various types. Thc various
programs and approaches used by Kaleidoscope all evolved out of the need for service
alternatives that offer children and families flexible, effective treatment in community
settings. Kaleidoscope first offered therapeutic foster care and therapeutic family homes
(group homes) and subsequently expanded its mission to include comprehensive home-based
services to maintain and reunify children with their natural families whenever possible. The
agency further expanded its mission to include services to better prepare youth for
independent living as thcy approach adulthood. Thc agency provides a continuum of services
and encourages children and families to move from one service option to others as their needs
change and circumstances permit. In i..*dition to the Satellite Family Outreach Program, the
services provided by Kaleidoscope include the following:

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

As part of the therapeutic foster home program, Kaleidoscope Chicago offers 15 to 17
professional foster homes for adolescent mothers and their babies. Young women may enter
the program if they are pregnant or already have becom mothers. The foster parents
receive intensive specialized training to work with this population and serve as teacher,
role model, and parent to the teen mothers. The agency offers an in-house medical clinic
to provide well-baby care and to teach teen parents how to care and provide for their
children. Fathers are involved in the program whenever possible, and the program focuses
heavily on obtaining education and job training for the adolescent ph Ats.

o S.T.A.R. Program (Specialized Team for AIDS Re IlLf) - Foster homes for children and
infants suffering from AIDS. Kaleidoscope Chicago recently began to develop and operate
therapeutic foster homes for infants and young children with Acquired Immune Deficiency
Syndrome (AIDS). Infants with AIDS often are the children of drug users who arc unable
to care for them, causing these children to experience extended hospital stays. The
S.T.A.R. Program is based upon the premise that children with AIDS can be cared for in a
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nurturing and accepting environment and ic right to live, and possibly to die, as
part of a loving family. Professional t); Ali are re:suited specifically to work with
this population and arc provided with extensive training, including specific guidelines about
caring for the infants and any necessary orecauticns. Medical r .pports arc provided to the
families as well as consultation, support, and back-up from Kaleidoscope staff. Special
attention is devoted to dealing with issucs ui death and dying. Currently, nine children
are in placement, ranging in age from two months to five ycars.

o Therapeutic Family Homes - Six small family-style group hnmes in thc Bloomington-Normal
area serving five to six children per homc. Thc group homes are located in residential
neighborhoods, and thc youngsters attcnd public schools and use public recreational
resources. The homes are staffcd by six or seven full-time staff who rotatc in 16-hour
shifts, with two staff present at all timcs. This staffing pattern provides a sense of
continuity and family life for the youngsters since thc same workcrs are present in the
morning, throughout thc day, and at bedtime. Thc average length of stay in the group
homes is approximately 18 months.

o Youth Development Program - Serves youth ages 16 to 20 with the goal of helping them to
become self-sufficient. The program involves placing youth in apartments in the community
and providing staff supervision to assist thcm in learning independent living skills such as
household maintenance, budgeting, selecting and preparing food, using public transportation,
and crcating a support system. The program also focuses on helping youth to obtain
appropriate education, training, and employment. Incentives are offered to encourage
employers to hire troubled youth, and Kaleidoscope staff provide supervision, support, and
follow-up in job placements.

In addition to these major programs, Kaleidoscope Chicago offers a number of recreational
activities for youngsters involved in any of its various programs. These include boys and girls
basketball tcams and "Thursday Night Live" programs at the agency offices, which are used for
both recreational and educational rirposes. In addition, Kalcidocope participates in
Metrowork, a consortium of four agencies which has bccn instrumental in securing jobs and
providing training for youth. This multi-agency group has successfully applied for grants to
support its training and employment activities.

Kaleidoscope Chicago also operates the Second Chance Shop. Donations of clothing, toys, and
household goods are solicited and organized, and youth and families can go "shopping" when
thcy visit Kaleidoscope offices. Furthcr, the agency is affiliated with thc Kupona Nctwork, an
organization that supports and educates the black community on AIDS. This group is provided
with office space at Kaleidoscope's offices. In exchange, the organization provides instruction
to Kaleidoscope staff on AIDS and provides services to any Kaleidoscope youngster or family
who is affectcd by thc virus, including running an AIDS support group.

Until recaitly, Kaleidoscope's founder and chicf executive officer was based in thc
Bloomington office. Upon his retircment in 1987 additional administrative responsibilities were
invested in the respective directors of the Chicago and Bloomington regional offices. While
thc specific programs are administered on a regional basis, some administrative functions, such
as financial, business, and evaluation functions, remain centralized. The agency administration,
as well as its programs, operate on a team concept. The Executive Director and Associatc
Director of Kaleidoscope Chicago function as a team and act as resource and support persons
to the programs they administer. The administrators tend to provide staff with a great deal
of freedom to create and operate their programs, and, in addition, attempt to provide high
levels of acknowledgement and recognition for staff.
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The 12 member Board of Directors has five regularly scheduled meetings per year and conducts
an annual planning process which involves reviewing programs, identifying and addressing
issues and problems, and setting goals. The Board has functioning committees which meet to
address such areas as program oversight and evaluation, personnel policies, and fund raising.
Board members also serve as spokespersons and advocates for Kaleidoscope programs,
particularly when public relations problems arise. In the Bloomington area, a Community
Advisory Committee was established to promote and strengthen communication and support
within the community. This step was taken to address strained community relations resulting
from several incidents involving Kaleidoscope clients. The Committee is comprised of elected
officials, city government officials, school and hospital administrators, and civic leaders.

Philosophy and Goals

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

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

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

o Unconditional Care - The concept of unconditional care is reflected in many aspects of
Kaleidoscope's operations. First, the belief in unconditional care is reflected in an
inclusive admissions policy, the policy of accepting clients which other agencies have
rejected. The agency will serve children and families regardless of the difficulty of their
behavior problems, emotional disorders, handicaps, or needs. Admission is denied oniy if
there is no room in a program or if a less intensive program or service would be more
appropriate. Further, the emphasis in all Kaleidoscope programs is to adapt services to the
needs of the child and family; the Satellite Program is committed to doing "whatever it
takes" to assist a family to meet both their treatment and concrete service needs.

The belief in unconditional care also is reflected in Kaleidoscope's commitment to continue
working with a child and family regardless of the problems that may arise during the
service delivery process. Regression, resistance, and other problems are not used as a
basis for discharging families but rather are seen as signals for new treatment approaches.
According to the agency's philosophy, children frequently are discharged or rejected from
programs due to their "misbehavior" or continuing severe problems. In Kaleidoscope
programs, an attempt is made to break the cycle of rejection that the child has suffered,
to avoid punitive discharges, and to develop the amount and kinds of services and supports
needed by each child to remain within the agency's care.
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o Normalization - Kaleidoscope attempts to provide services in as normal an environment as
possible. The agency's programs are based on the premise that institutional environments
can be injurious to children and that no child should he denied the experience of family
and community life. All of the agency's services and treatment are built on a base of
family and community living in accordance with the notion that children can best learn to
become normal, competent adults if they live in and learn from a normal environment. The
natural pace of events can then be used for modeling, teaching, and coaching children and .

parents to cope more effectively with real life situations.

In addition to these basic values, the Satellite program is based upon a perspective which
views the family as a system consisting of all extended family members and support networks
within the community. The outreach and comprehensive service approach used by the program
is based upon the belief thA many families lack the structure and organization to participate
in insight-oriented, office-based therapy. Therefore, the program brings services into their
homes and develops a comprehensive treatment plan to address all of the family's needs.
Staff seek to develop a family-like bond with all members of the client system and to use this
"extended family" relationship to help the family to improve its functioning.

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

o To achieve enough immediate improvement in family functioning to enable the family to
reach a minimal level of stability, and

o To improve overall functioning of families by building social, emotional, and educational
strengths.

In cases of reunification, the specific goals are :

o To normalize the child's environment as quickly as possible by arranging for schooling,
medical care, basic needs, etc., and

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

Services

The services provided by the Satellite Program are intensive and include counseling and
therapy as well as help with the basics: food, housing, income, home management, child
management, and more. The program is highly flexible and attempts to obtain whatever
combination of services, resources, and supports are needed by each family. In short, the
program brings together treatment, advocacy, and friendship in order to assist families to
remain together.

Three major types of services are provided by the Satellite Program. These include:

o Family Assessment - An assessment of the family system for a period of up to 90 days
which is used for long-term planning purposes. The assessment process is designed to
determine both the service needs of a child and family and the feasibility of maintaining
(or returning) a child with the natural family. The assessment considers relationships
within the family and with sapport systems, social skills, and ability to manage basic needs,
and parenting demands. The program also works with the child and family during this time
to prevent placement or to prepare for reunification as the situation dictates.
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Recommendations are provided to DCFS concerning the potential for maintaining or
reunifying the family and the services needed to provide assistance.

o Placement Prevention - Comprehensive home-based services provided for a period of 12 to
24 months. Both counseling and concrete services arc provided according to an
individualized service plan in ordcr to addrcss thc family's identified problems. Services
arc directed to helping thc family to rcmain together.

o Family Reunification - Comprehensive home-based services provided for approximately six
months to as..ist families of children who arc returning from an out-of-homc placement.
The program works closely with the child, with the natural parcnts, and with the
residential program from which thc child is returning to facilitate the transition and
maximize the likelihood of a successful reintegration. Reunification servkes include
arranging for, coordinating, and supervising home visits; preparing thc child and family for
the rcturn; and arranging for appropriate school placements, medical carc, and othcr
services for the rcturning child. Whcn thc child returns home, the program continues
providing services and support to the family (including counseling, parcnt cducation,
brokcring needed resources, etc.) until the homc environment can be considered stable.

Thc majority of referrals to thc Satellite Program originate with the Illinois Department of
Children and Family Services (DCFS). One of five teams within the Satellite Program provides
services through a Joint Service Children's Initiative, fundcd collaboratively by DCFS and the
Department of Mental Health and Developmental Disabilities (DMHDD). The Joint Initiative is
directed toward providing home-based services to prevent placement in psychiatric hospitals
and othcr residential trcatmcnt facilities. This tcam may receive referrals from DMHDD as
well as from DCFS. All referrals are channeled through the Assistant Director of
Kaleidoscope Chicago, who consults with the referring worker regarding the appropriateness of
the referral and the service needs of thc family.

As noted, thc program has an "inclusive" intake policy. Regardless of the nature or severity
of the child's and family's problems, thc program will accept the referral as long as thcrc is
an available service slot. If there arc no openings, Kaleidoscope staff will attcmpt to serve as
a resource and to locate another agcncy or servke for the family. Cases also may be held on
a waiting list for services; at a given timc therc may be between 15 and 25 families waiting
for services. If an opening is anticipatcd, Satellite program staff may visit thc family and
provide crisis intervention services in an attempt to stabilize the situation prior to the actual
initiation of services. Thc longest that families have had to wait for services is approximately
threc to four months.

Thc Satellite Program Administrator receives the information on referred families and assigns
cascs to the various teams. Two family workcrs arc assigncd to work with thc family. The
team social worker proceeds to contact the family and usually makes the initial visit; the
social workcr and both family workers generally makc the second visit together. Thc initial
visits arc uscd primarily to explain the Satellite Program, to begin thc assessment process, and
to begin to develop a trusting relationship with the family -- the first phase of service
delivery.

A well arkulated treatment planning process is used to formulate service goals and methods,
with frequent reassessments and reviews to makc appropriate adjustments. An initial staffing
generally is held within two weeks of initiating service delivery. This staffing involves thc
DCFS worker and any other involved workers and agencies as well as the Satellite Program
Administrator, Social Work Supervisor, and other resource persons as indicatcd. This staffing
is dcsigncd to identify the family's problems and formulate thc initial trcatmcnt plan and
approach. Another staffing is held after approximately 90 days of services to evaluate
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treatment goals, monitor progress, and make needed changes in goals and methods. Formal
staffings are held at least every six months thereafter, and treatment plans are reviewed and
updated within the team meeting a minimum of once a month. An Identified Needs Checklist
is used to guide the service delivery process by identifying and prioritizing specific needs;
workers are then assigned to address these needs and target dates are established. A sample
of the identified Needs Checklist is included at the end of this section to show the wide
range of areas considered by the Satellite Program, including the family's immediate needs and
needs in social, educational, vocational, mental health, medical, and daily living arenas.

The interventions provided by the Satellite Program include the following:

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

o Concrete Needs - The program provides direct assistancc to families in an attempt to meet
their basic needs. Examples of such assistance include task-oriented homemaker services to
assist in the care of the home and family, financial planning assistance, food assistance
through the Chicago Food Depository, and assistance with job finding and placement. In
addition to direct assistance, families workers serve as brokers and advocates to access
services and supports needed by families. In fulfilling this role, family workers assist
families to obtain housing, health care, mental health services, special educdtion services,
work training. In order to access these resources, family workers often help families to
make the initial contact, accompany the family to the first appointment, and remain in
regular contact with the community agency to monitor service provision and progress.

o Health Services - A full-timc nurse is assigned to thc Satetite Program to provide health
servkes to families. The nurse performs an in-home health assessment of all families and
assists families in obtaining needed medical care. Regular visits to families with pertinent
medical issues are made by the nursc, and morc frequent visits may bc made to families
with urgent medical problems requiring careful and ongoing monitoring. The nurse also
attempts to teach families how to take care of their health care needs and educates
families in areas including nutrition, safety, birth control, AIDS, sexually transmitted
diseases, and others.

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

The Satellite Program also offers A range of educational services to children and families such
as sex education, drug education, nutritional consultation, first aid education, and education
about AIDS. These educational opportenities generally occur in the normal course of service
delivery. Additionally, Kaleidoscope offers a variety of recreational opportunities that children
and families involved in the Satellite Program may attend. These include such activities as
basketball teams and "Thursday Night Live" programs at k he agency's offices. Further, each
team is provided with $100 per month to spend on clients for a variety of purposes related to
the treatment plan.
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Satellite Program staff are available on a 24-hour basis to respond to crises. On-call
responsibilities rotate among Satellite staff, with each staff member remaining on-call for a
one-week period. An answering cervice handles incoming calls to the agency and contacts the
on-call worker whcn crises arise. The on-call workcr may attempt to reach one of the family
workers assigned to the family or may handle the situation personally. Supervisory staff
provide back-up assistance in crises whenever necessary. The program rcports that crisis calls
are relatively infrequent. More crises seem to occur in thc early stages of service delivery
when the family may be testing the commitment of the workers and thc program.

If there is any suspicion of abusc or neglect, thc workers arc required to discuss the situation
with the Kaleidoscope Chicago Director or Assistant Director. Based upon this consultation, a
decision is made regarding reporting the suspected abuse and/or recommending removal of the
child from the home. Each case is judged individually, and staff report walking a "fine line"
between bcing a friend of the family and a "policeman" concerned about the safety of the
child. Despite the Satellite Program's best efforts, out-of-home placement is indicated in some
cases. In these situations, the program attempts to provide or facilitate community-based
placement in the least restrictive, most family-like environment. Ideally, the child may be
placed in a Kaleidoscope therapeutic foster home or group home. Satellite staff continues to
work with the child and family to help them deal with and adjust to the out-of-home
placement and, in appropriate cases, work towards eventual reunification.

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

The Satellite Program provides approximately 80 hours of service to each family per month.
With the contractual requirement that 60 percent of this be direct service, a minimum of 48
hours per month or 12 hours per week of direct services are provided to each family. These
hours arc divided between the two family workers assigned to thc family so that, in effect,
each worker is expected to work with various family members for an average of six hours per
week. Additional timc is spcnt making collateral contacts, attcnding staflings, and working
with the many community resources nccdcd by the family. Service hours provided by the
social worker and nurse also arc counted in the monthly totals.

While these contractual requirements guide the program, the intensity of service provision can
be adapted somewhat, according to the needs of families. In times of crisis, the hours spent
working with a family may be increased, and as termination approaches, the hours of direct
service may be reduced. Workers are conscious of tracking servicf; hours, as this is essential
for the reimbursement process, and supervisors monitor the direct service hours provided to
families on a weekly basis. Supervisors arc alert for situations in which direct service hours
may be too high or too low, signaling possible problems or difficulties in thc intervention
process.

The program works with families for an average of 18 wonths in placement prevention cases.
Staff report that they work with such dysfunctional families that a long-term intervention is
required to assist the family to reach an optimal level of functioning. It is also emphasized
that some families have ongoing needs for home-based services and supports in ordcr to
remain stable, and that providing such support remains a preferable and morc cost-effective
alternative to child placement. In one situation, the Satellite Program has provided ongoing
services and support for a family for six years. There is some pressure from DCES to keep



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

The Joint Service Children's Initiative, designed to serve children at imminent risk of
psychiatric hospitalization or residential treatment, was originally conceived as a sixmonth
intervention. The intent was to work intensively with the child and family during this period
and to link the family with other agencies for long-term work. An evaluation of the services
provided through the Joint Initiative revealed that the children and families were more
difficult to serve than originally anticipated and that it was difficult to locate and link them
with appropriate mental health resources. Thus, as of 1987, the six-month time frame
specified by DCFS and DMHDD was abandoned, allowing programs to work 1,ch families as
long as necessary to meet their needs. The Satellite team, which operates under a Joint
Initiative grant, now operates much like the other teams in terms of services provided and
service intensity and duration.

The termination or discharge process is a lengthy one and may take as long as six months.
The process involves gradually weaning the family from services t.y slowly reducing service
hours. Family workers discuss progress with the family, focus on remaining issues, !alx about
possible discharge, and often set a tentative discharge date. At the same lime, the program
uses a networking approach, identifying other agencies and resources to me:et the family's
ongoing service needs and creating appropriate linkages. Workers ensure that the family's
continuing needs are being met before leaving the family. If a crisis arises, workers may
increase their invo!vement temporarily.

The Satellite Program does not have a formal follow-up component. On an informal basis,
workers and families frequently remain in touch through telephone calls and visits. Families
may contact the program if a crisis occurs. In these situations, crisis assistance may be
provided and, where appropriate and agreed to by DCFS, tne family may become reinvolved in
the program. The program reports that families often require pc:iodic "boosts" of hi/low-up
services and that an attempt is being made to include this aspect of service delivery in new
grant proposals.

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

o Start with the family's priorities.

o Start with concrete needs such as housing, public aid, etc. This allows clients to sec that
you are helping them to meet a specific need, which helps in developing trust and a
positive response.

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

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

Networking and Linkages

As noted, Kaleidoscope Chicago provides a continuum of services and allows clients to move
among programs as their needs chang: Relationship among programs are cooperative, and
Satellite clients receive priority for other services provided by the agency. If out-of-home
placement is required, for example, an attempt is made to use internal Kaleidoscope resources



prior to locating other potential community placements. Consultation between program
administrators may be used to access agency services, and joint staffings may be held if a
family or various family members are involved in more than one Kaleidoscope program.

With external agencies, individual networks are developed centering around treatment planning
and progress assessment for individual families. Family workers are responsible for reaching
out and contacting every agency involved with a family in ordcr to define respective roles,
coor.itinate services, and encourage active involvement in the intervention process. Staffings,
which include representatives of all agencies involved with the child and family, are held at
the initiation of services and every six months thereafter.

The closest linkage of the Satellite Program is clearly with DCFS. DCFS caseworkers arc in
frequent contact with Satellite staff to jointly develop service plans and to coordinate services
with other agencies. Overlappi;ig Toles between DCFS caseworkers and Satellite staff
sometimes can create difficulties. However, DCFS workers often feel overwhelmed by their
large ca..,cloads and appreciate the intensive services and coordination offered by the Satellite
Program. Good communication between DCFS and the program is reported to be essential,
and differences of opinion between caseworkers and Satellite staff as to the handling of
particular cases generally are resolved in the context of stafftngs. A problem encountered by
the Satellite Program in maintaining this linkage effectively has been the high rate of staff
turnover at DCFS. It is necessary to constantly establish new relationships and orient new
staff to the philosophy and services provided by the Satellite Program.

The Satellite Program receives a grant to provide home-based services through the Joint
Services Children's Initiative. The Joint Initiative is the product of an interagency agreement
between DCFS and DMHDD, negotiated at thc state level to resolve system barriers and
problems between the two departments and to increase communication and joint planning.
Specifically, the .loint Initiative is designed to enhancc and expand the continuum of care for
children and adolescents of mutual concern to both agencies. Grants to local agencies are
provided through the Joint initiative to develop models of networking among mental health and
youth service agencies in order to improve multi-agency case coordination and to develop
programs for early identification and intervention for youngsters at early stages of mental
illness or emotional disturbance. Another category of grants is for programs which provide
extensive outreach, networking, and case management to maintain youngsters in their homes or
transition them to their homes or to the least restrictive, appropriate community setting. lt
is in this grant category that the Satellite Program participates.

The Joint Initiative reportedly has resulted in increased communication and coordination
between the mental health and child welfare systems at state, regional, and local levels. The
Satellite Program has noted improved relationships with thc community mental health centers
(CMHCs) in thc area since the Joint initiative. Previously, there was considerable skepticism
among CMHC staff regarding home-based services. Working closely with the Satellite Program
and observing the effecOveness of this approach has been an educational process for many
CMFIC staff, and perceptions have changed. In fact, some CMHCs are now attempting to
develop homebased service programs within their agencies. Therefore, the Joint Initiative has
provided an opportunity to share technologies as well as to improve working relationships
among agencies.

Kaleidoscope is involved in a number, of task forces, committees, and organizations that
promote interagency collaboration. The Satellite Program Administrator, for instance,
participates in a regional coalition of more than 50 agencies with meets monthly to engage in
joint planning regarding services. Agency representatives also serve on various task forces to
address particular service delivery issues, such as developing standards for independent living
programs.
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The weakest interagency linkages are reported to be with the schools. In Cook County there
arc 144 autonomous school districts, which creates a major problem for coordination. Meeting
thc special education needs of individual children is often troublesome, time consuming, and
frustrating. The Chicago schools often take an inordinate amount of time to test children;
the approval process is cumbersome, and the Board of Education is reluctant to pay for special
education services.

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

Clients

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

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

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

o Severe behavioral problems o Physical violence or aggression
o Sexually and physically abused o Pregnancy and teen parenthood
o Substance abuse o History of hospitalization
o Truancy and dropping out o Gang involvement
o Delinquency o Retardation
o Early sexual acting out o Medical problems

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

The Satellite Program also has worked successfully with families with special needs. For
example, the program worked with a deaf couple who had three children. Staff were taught
sign language so that they could communicate with the parents and networked with agencies
serving the hearing impaired. Recently, the program became involved with the family of a
child in the STAR program. The infant with AIDS was in a specialized foster home, and the
Satellite Program worked with the mother to prepare for and adjust to reunification. These
types of adaptations reflect the program's willingness to learn as they go and adjust their
service to meet the special needs of individual children and families.

It should be noted that a case is identified as a family, not as an individual child. Further,
even if the child ultimately requires out-of-home placement, the Satellite Program continues ie
work with the family to adjust to this transition and to work towards reunification. In some
cases, the program serves foster families to achieve stabili4 in the foster home placement and
to prevent a more restrictive placement for the child.

Staffmg

The Satellite Program is staffed by a program administrator, 20 family workers, 5 social
workers, a social work supervisor, and a nurse. Approximately half of the staff are
minorities. The staff is organized into five teams consisting of four family workers and a
social worker. A team is responsible for approximately 11 families. Three of these teams are
geographic, serving the west, north, and south areas of the county. The Assessment
Reintegration, and Aftercare (ARA) Team was started in 1980 as part of the Governor's Youth
Services Initiative to provide 90 day assessments to children in out-of-home placements and
their families in order to determine the feasibility of returning the child home. If
reintegration was determined to be feasible, the Satellite Program would provide longer-term
assistance to facilitate reunification. When the special initiative ended, this team began
functioning much like the other Satellite teams, except without geographic boundaries. The
Family Involvement Reintegration Services (FIRST) Team was formed in 1985 as a result of the
DCFS - DMHDD Joint Initiative and provides services to children being diverted from
placements in mental health facilities or returning from such placzments.

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

The team z.pproach also has potential problems, such as conflict and competition. The program
encourages staff to deal with any such problems internally and to ensure that any discord is
not taken out to the families or community. While such persistent conflicts are rare, on one
or two occasions staff persons have been transferred because of conflicts within the team
structure.
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The social workers generally are at the Master's level; the Satellite family workers are
required to have a Bachelor's Degree or an Associate Degree with five or more years of social
service experience, Staff members tend to be young (23 to 35) and many have recently
completed school. In hiring staff, the program recognizes that the degree or professional
training is not the variable that predicts success. The challenge is to find staff with clinical
skills who we willing to roll .t.ip their sleeves and do "hands on" work with children and
families and who can relate to Kaleidoscope's nontraditional philosophy and approach. The
program looks for persons with experience working with families and who have a variety of
other qualities, including motivation, the ability to work with a minimum of supervision, social
conscience and commitment, good judgement, common sense, sense of humor, good relationship
skills with a variety of types of people, flexibility and adaptability, good personal support
systems and stress relievers, and the ability to work well as a member of a team.

The Program Administrator does the initial staff screening, and extensive interviews with
numerous hypothetical situations are used to select staff for the Satellite Program. As many
as four interviews may be required to complete the staff selection process, with the
Kaleidoscope Director and/or Assistant Director conducting the final interview and retaining
"veto" power,

The primary role of Satellite Program staff is to become a "friend of the family" or an
extended family member. The workers actively seek to develop a close relationship with all
members of the family system and to use that relationship to encourage change. More
specifically, the role of the family worker includes most of the direct service and interaction
with families. Family workers provide counseling, education and skill training in a variety of
areas, networking lnd liaison with schools and other community agencies. In short, the family
workers do whatever is needed to assist a family. While they are not officially designa:ed as
case managers (DCTS retains this formal designation), family workers do assume a case
management role.

The role of the social workers is somewhat different and involves consultation and clinical
supervision as well as direct service. Social workers assist in the initial assessment of
families, helping to identify problem areas and develop intervention strategies. They make
monthly visits to each family for assessment purposes and provide ongoing consultation to
family workers regarding treatment interventions. The social workers also are available to
provide crisis intervention and to provide intensive counseling to members of one or two
families depending upon the particular situation.

In addition to the family workers and social workers, the Satellite staff includes a full-time
nurse. The nurse visits all families to conduct an initial health assessment, provides ongoing
health services to families with medical issues, and operates a medical clinic at the
Kaleidoscope offices to make health care services more accessible to clients. The program
also can take advawage of other Kaleidoscope staff who are available to assist in the service
delivery process when indicated such as a housing coordinator, recreation coordinator, and
vocational coordinator. Psychiatric and psychological consultation are obtained as needed, and
additional child care or clinical professionals are secured as needed on a temporary or
consultive basis to meet the needs of an individual client. Student interns from the
University of Chicago and University of Illinois Schools of Social Work also are used to
supplement the staff.

Much training of Satellite staff is handled on-the-job by pairing new workers with c.rienced
staff. In order to enhance training efforts, a training package was developed exclusively for
the program. The training program consists of a series of twelve two-hour training sessions,
generally held monthly. The training focuses on understanding clients and their necds,
understanding worker values and needs, and gaining the knowledge and skills needed for
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home-based intervention. Small group sessions, discussions, readings and other materials,
informational presentations, role plays, and other techniques are all used in the various
training sessions. The topics in the training program include organizational clarification
(philosophy, structure, programs of Kaleidoscope), behavioral assessment and management,
systems issues in family work, team building, crisis assessment and intervention, family
systems, taking care of ourselves, child abuse and neglect, conflict management, child
development, communication skills, and working in the community.

In addition to this program-specific training, Satellite Program staff participate in the all-
agency in-service training series. Sessions are held every Friday morning, and agency staff
are required to attend at least 20 in-service tzssions per year. This requirement is reflected
in staff performance evaluations. In-service training is provided on a wide variety of topics
such as AIDS, agoraphobia, suicide and depression, schizophrenia, chemical dependence,
adolescent sexuality, assertiveness, and public aid. Additionally, in-service sessions are
arranged on special issues or problems clients may be experiencing, including gangs, multiple
personalities and dissociative disorders, and satanic cults. The agency maintains a resource
bank containing information about various topics that staff may refer to when needed.

Training in the area of supervisory and management skills is perceived as a training need
within the agency. Most supervisory personnel are hired from the ranks of the direct care
staff and lack specific experience in management. Kaleidoscope plans to obtain consultation
or develop a program to address this need.

The Satellite Program Administrator provides overall direction and supervision to the program,
working in tandem with the Social Work Supervisor who has line authority over the social
workers. The family workers arc directly supervised by three family worker supervisors who
oversee the operations of the various teams. Close supervision and support of staff is
considered essential to the effective operation of the program. Team meetings are held
weekly for purposes including reviewing cases, sharing information, and addressing team issues.
Collaboration meetings, which arc team meetings attended by the Program Administrator and
Social Work Supervisor, are held monthly and are used for case review and treatment planning.
Monthly staff breakfasts for the entire agency are held for both information exchange and
mutual support, with administrators doing all the preparation and cooking.

The Satellite Program has a detailed protocol for the evaluation of staff performance. All
factors affecting job performance are considered, including adaptability, initiative,
perseverance, responsiveness to client needs, fulfilling direct service hours, completing
reporting requirements, and others. As part of each evaluation, accomplishments are reviewed
and future objectives which the employee agrees to work towards during the next evaluation
period are established. The outcome of the performance evaluation is directly tied to salary
increases. New staff are evaluated at six-month intervals during their first two years on the
job and could potentially receive up to a 14 percent increase over this period based upon
performance.

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

o Promoting staff from within for supervisory and administrative positions.

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

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

o Acknowledgement and rccognition for accomplishments such as T-shirts of different colors
for each year of "survival," jackets for five and ten years employment, mention in the
agency newsletter for particular accomplishments, and notices in the newsletter of five kind
ten ycar anniversaries and promotions.

Additionally, staff report that satisfaction is enhanced in providing home-based services. With
counseling, results may not be readily apparent, but with concrete services workers can sec
that some things arc accomplished immediately.

Resources

Thc costs of providing home-based services through the Satellite Program arc estimated at
$1,200 per month or $213600 for an average episode of home-based services (18 months). This
cost is compared favorably to the cost of residential treatment that many children would
othcrwisc require, Furthcr, in over 80 perccnt of the families served by the program thcrc
arc at least two children for whom placement might become an issue. Thus, the program
serves as an alternative to residential placement for two or more children and as a preventive
service for other family members.

The annual budget for the Satellite Program is approximately $766,000. Support for thc
program is provided principally by a purchase of service agreement with thc Illinois DCFS and
a grant from the Joint Services Children's Initiative in the amount of $106,000. Under the
DCFS contract, thc primary funding mechanism for the program, reimbursement is provided in
the amount of $15.57 per hour of service delivered. The agency can bill for an average of 80
hours of service per family per month, up to a maximum of 100 hours per month per family.
The dollar amount of reimbursement currently is based upon the previous ycar's expenses.
However, DCFS is considering alternative approaches for financing home-based services such
as performance-based contracting or -1 variant of DRGs. These changts would eliminate the
current cost-driven system which somc charge has fcw incentives for efficiency. Thc Joint
Initiative grant requires a similar hourly-based reporting system, but this is not tied to
reimbursement.

In addition to state funding, the program will be eligible to receive Medicaid rcimburscment
for five hours of clinical assessment to be billed through DCFS up to a contract max;mum of
$100,000. Effort to raisc funds privately also nave been receiving increasing emphasis at
Kaleidoscope. An organization entitled "Friends of Kaleidoscope, Inc." has been formed by thc
Board to solidi funds, and direct appeals are made through the agency's newsletter. Support
is being sought from the private sector to finance vital services that the state cannot fund,
including emergcncy cash, food, and housing assistance, spccialized job creation services,
purchase of leased facilities, and program evaluation. The agency has been successful in
obtaining a $5,000 grant from the Robert McCormick Charitable Trust for fiscal 9ear 17 and
a two-year grant from the Chicago Community Trust for approximately $50,000 to improve the
client tracking and evaluation system. Additionally, a $10,000 grant was obtained from Dr.



Scholls for supplementary and aftercare services for independent living clients, and a $38,000
grant from the Illinois Department of Public Health was awarded for the recruitment of
specialized foster parents for the pediatric AIDS program.

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

Evaluation

To date, the Satellite Program has not had resources to devote to evaluation activities. In
the program's contract with DCFS, outcome goals are specified, including:

o At least 50 percent of the children referred for services will be maintained outside of the
placement system for a minimum of 18 months,

o At least 50 percent of the f'Pmi!ies of referred children will be terminated with less
intensive services required, and

o At least 90 percent of families referred to the program will be accepted except for lack of
space in the program.

The Joint Initiative contract specifies that of the youth transitioned or deflected from the
hospitvl or other residential placement, 75 percent will remain in their families for at least six
months following tcrmination from the program. Further, the contract states that 100 percent
of the families successfully terminated will be linked with at least one appropriate alternative
community resource. The grant recently obtained from the Chicago Community Trust will
enable the agency to develop a computerized system with tracking and data collection
capabilities that will enable more systematic monitoring of these goals. At present, the
program obtains informal feedback from families at the time of tcrmination.

Some data are available from a 1985 evaluation of the Joint Initiative. Of thc first 20 cases
served by the program, 9 had completed the intervention at the time of data collection. Of
these nine cases, four wcre considered successful (successful completion of the service plan
and aftercare arranged) and two were considered partially successful (successful completion of
the service plan but no consistent aftercare). Three of the children were placed out-of-home,
two in residential treatment, and one in foster care. For purposes of this evaluation,
successful treatment was defin i to include several criteria -- the family was stabilized, no
placements or hospitalizations occurrcd, and the family was linked and actively involved in
outpatient services. Thus, with these highly complex cases, the program was successful ar
partially successful in two thirds of the cases.

Major Strengths and Problems

Program administrators, staff, providers from other agencies, and families cited the factors
that they feel make the Satellite Program effective. The major strengths identified include
the following:

o Willingness to go to the home, where the clients are.
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o Flexibility and openness to a variety of different methods and to doing anything that is
needed to assist a family.

o Persistence, perseverance, and commitment to clients. Willingness to "hang in there" with
families no mattcr what thc problems and behavior, and to work with families over the
long-term.

o Approach of address;ng the whole range of problems and issues affecting the family rather
than focusing on pieces of the problems or on one partkular child.

o High quality staff and leadership.

Another strength or advantage cited for the Satellite Program is the fact that it is a lower
profile, less visible approach than group homes or residential treatment centers. With group
homes, there is a greater likelihood of community resistance and negative media attention.
Youngsters involved in the program are easily identifiable and may get blamed for trouble
occurring in the area whcthcr or not they are responsible. With home-based services and
therapeutic foster care approaches, these types of problems arc largely avoided.

Several problem areas facing the program also were noted. Concern for the safety of Satellite
workers is an area requiring vigilance, as workers enter dangerous neighborhoods and projects,
black workers enter white, anti-black suburbs, and so forth. While no serious incidents have
occurred to date, workers take necessary and appropriate precautions in the field.

Low staff salaries make it extremely difficult for the program to attract and retain staff. The
relativcly high turnover rate among entry level workers is costly for the program in terms of
the effort needed to select and train new staff. Further, it is difficult to find staff for the
program since much of the formal training provided in schools of social work is antithetical to
the philosophy and approach of the program.

The inability to build follow-up services into contracts has been a barrier, as it is felt that
follow-up services for a period of time would Id an important dimemion to the program that
currently is lacking. Further, respite care anti flexible funds to meet emergency and other
needs are two pressing needs for families involved in ilia Satellite Program. Resources to
meet these needs are not available.

Disseminean and Advocacy

Kaleidoscope sees its mission as transcending direct service to include leadership,
dissemination, and advocacy efforts. These activities are based upon the belief that,
ultimately, many more troubled children can be helped through dissemination and advocacy
than can bc reached in direct service. Thus, with the direct service role of the agency
providing vision and legitimacy, staff become involved in numerous initiatives to promote
home-based services in Illinois and nationally.

Kaleidoscope has been involved in numerous dissemination efforts related to the Satellite
Program and other program models. A newsletter, "New Directions for Children, Youth, and
Their Families," is distributed widely to publicize Kaleidoscope's programs as well as to seek
support. Staff consult extensively regarding Kaleidoscope's philosophy and programs;
consultation has been provided to public and private agencies in more than 15 different states,
and staff speak at numerous conferences and workshops.

Kaleidoscope's advocacy activities are directed toward developing better policy and fiscal
support for services to children who are most in need. A major policy initiative to which the
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agency is dedicated is to expand family-based services in Illinois. To this end, Kaleidoscope
leaders were among the founders of the Illinois Alliance for Family-Based Services, a coalition
of individuals, agedcies, and associations that provide or support intensive, home-based
services to families. One of the goals of the Alliance is to encourage the development of
direct service programs by creating a forum for the exchange of program models and service
methods and providing training. The Alliance sponsored a conference on family-based services
in 1986 and has plans to hold such conferences regularly. A second goal involves gaining
strongcr policy and budget support for family-based services in the state. The Alliance played
a key role in successfully supporting and advocating for the Family Preservation Act of 1987,
which creates a new emphasis on family preservation in child welfare services, expanding the
use of family-based services similar to the Satellite Program. The Alliance has emerged as the
major force for strengthening family-based services throughout the state.

Case Examples

A 12-year old black female ("M") was referred to the Satellite Program by DCFS as a result
of her "out of control" behavior. She had frequent quarrels with her family, threatened her
sister with a knife, played with fire, and had tanh ums. In addition, she stayed up all night,
had a history of bed wetting, and exhibited other aggressive and bizarre behavior. lier
household included a mother who was agoraphobic, two bothers, and two sisters, one of whom
had three young children in the home. The intervention with this family was multifaceted,
including efforts to work with the mother to initiate treatment for her phobias and
depression; working with the sister to help her to meet her overwhelming parenting
responsibilities; and working with M Following an arrest for prostitution, M was placed in a
Kaleidoscope group home in Bloomington. The Satellite Program has continued working the M
and the family towards possible reunification, including visits between M and her family
facilitated and supported by staff.

"T" in a 13-year old white female who was referred to the Satellite Program by the Day
School, a private therapeutic school for emotionally disturbed children. T was characterized
as a deeply disturbed child with behaviors including shuffling gait, grunting and groaning,
rocking, hunching over, hiding behind her hands, hair, or coat, and refusal to cat or use the
bathroom. She had been evaluated on several occasions and given diagnoses, including atypical
psychosis, anxiety disorder, and others and was considered a candidate for residential
placement. T's mother had an extensive history of mental illness and was divorced from T's
father. The father retained legal guardianship, and the household consisted of the father, T
and two sisters (dges 8 and 19). The Satellite Program became closely involved with the
family and has provided concrete services (food, transportation, etc.); served as liaison with
the schools and therapists; established a relationship with the mother; involved the children in
recreation which focused on encouraging individual attention and expression; and provided the
father with information and support to improve his parenting skills. The family also has
continued weekly family therapy at a mental health clinic.

After four months of intervention, feedback from the Day School and mental health clinic has
been positive. The father has improved in his parenting skills and has started behavior
management programs in specific areas. The family has learned to better handle problems of
day-to-day living, avoiding the continual crisei which were common in their previous history.
Additionally, T's behavior shows significant improvement at home, although progress in the
school environment has been slower.



Technical AssLstance Resources

o Program Forms:

Referral Form
Identified Needs Checklist
Treatment Worksheet
Assessment Form
Satellite Family Visit Assessment Form
Information Sheet for Treatment Conferences
Consent for Release of Information
Satellite Family Information Sheet
Satellite Monthly Report
Satellite Family Educational Report
Satellite Family Worker Evaluation

o Satellite Program Training Materials
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KALEIDOSCOPE CHICAGO PERSONNEL
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CLIENT:

TFAMI:

PRESENTING PROBLEMS:

DATE OF WWI:

DUE OP ADNISSION:

KALEIDOSCOPE, DC.

IDEPUIFIED NEEC6 CLECKLLST

A: assess

3: high priority need

2: moderate priority mei
1: low priority need

Initial 90 Dayi6 No. pr. 12..1yr. la_yr. p_yr.DATE & S.W. INMALS:
1 WOK ISSUIN MUM= MEDIATE CIEME Ce AITENr":

(Note:. Relate to bp 6 Diagnoses in deternuning neeos anu caFau.Luxo-D r
a. Eliminate Physical Abuse to Children

b. Eliminate Overt Suicide Atteupts

C. Eliminate Sexual Abuse

d. Eliminate Reportable Neglect

,..

e. Eliminate Ongoing Incest ------

f. Eliminate Serious Physical Assault
Outside of Family

g. Decrease Family Violence
( Adult, Leading to Serious Injury)

h. Assist in Adjustment to Moderate
or Severe Brain Camage/Retakdation

i. Assist in Adjustment bp Acute
Psychiatric Im)airment in
FUnctioning

i-

1

14 i)



MORE SOC7AILY APPROPRIATE

a. Eliainate/Redum Runaway (2)

b. Eliminate/Reduce Prostitution (3)
C. Eliminate/Reduce Stealing (2)
d. Eliminate/Reduce DestrUction

of Property (3)
e. Eliminate/Reduce (Airfew Violation
f. Eliminate/Reduce Vertea Assault
g. Eliminate/Reducl Ituniscuity
h. Cazp ly with Court 0.k/exa (2)

a. Maintain Coriditions of Probating/
Parole

Other:

3) IMPROVE SCCIAL ftwerlaLft hTI11
a. Improve Ability to Relate to
b. Improve Ability to Relate to
c. Exhibit Apratpriate

Sex Appropriate

At Devekvinental level
Social Role Appropriate

. Axept and Act tan Appropraate Rale
Within liamily (2)

e. laptvve Sibling Relationships
(Natural)

Pana)ts
tionsIpptwe with Natural

g. _Inprove Understanding of kltural
Fautily

Reduce ktiritai Instdibility (2)
Increase Limit Settings FbnOW
ThroUgippaCitY of (Specify)

OR:

MR

mal11111111111111111111111ft

nellelellialleMINAM
. 11/2 2 21/2 3

90 Ck3

alms 4 PARTLY:
Initial 90 6 Mo. 1

Peers

Adults

31/2 4

411911,4411311

ammennialisamm
,imeammialamm
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Initial 90 Ow 6 Mo. 1 yr. 11/2 yr. 2 yr. 211 yr. 3 yr.. 31/2 yr. 4 yr

5 =tam Am) ter ON MENTAL REALM NEEDS:

a. Eliminiate Self-Destructive Behavior (3)

b. Elaminate/Reduce Alcohol/Drug Abuse (3)

c. Eliminate/Reduce Encoprosis/Eneuresis (2)

d. Obtain Psychl. Eval. (IQ and/or Proj.)
Reasons:

e. Obtain PsyChiatric.Eval.
Reasons:

f. Cttain Neurological Eval.
Reasons:

. Cbtain ID E,aluatials
Reasons:

h. Obtain/Continue Intra-agency Counseling
(ind., grp., natural family, foster
family)

i. Obtain/Continue Inter-agency Counseling
(incl., grip., natural family, fcster
family)

j. Resolve Feelings Around Loss/
Separations Specify: (2)

k. Demeltp Appropriate Ways of
ExpruAiluxiAnger (2)

1. Cevelop Understanding of
Sexuality (2)

Ulm Resolve Confusion around Gender Identity

n. Resolve Feelings Regarding Past
Sexial/Ptlysical Abuse

o. Assist in Adjustment to Residual
Psychiatric Impdimment in
Functioning

p. Cope with Learning Cdsability

q. Cope with MiLd Retardation Issues

r. Other:

"%EST
11-511

CO Y AUDIBLE
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h. Improve Hygiene

i. Improve Stress Management Skills
j. Improve leisure Tine Skills

Initial 90 Day 6 Mo. 1 yr. 11/2 yr. 2 yr. 21/2 yr. 3 yr._321._.m.4

k. Acquire Mo./ledge of Community Resources

1., Other:

155
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IV. PROFILES OF HOME-BASED SERVICE PROGRAMS

The first phase of the study of community-based services for children and adolescents who are
severely emotionally disturbed involved identifying existing programs. A range of programs
providing home-based services, crisis services, and therapeutic foster care were identified
during the first phase of the study. A questionnaire was sent to each identified program in
order to gather detailed information about the program's characteristics. The information
from these questionnaires was summarized in the form of a one-page profile of each program
in order to provide specific examples of a variety of programs.

The profiles contain the following information about each program:

o Type of Community - urban, suburban, rural, or mixed.

o Type of Agency - agency type and whether public, private nonprofit or private-for-profit

o Capacity/Staffing - number of children or families served at a given time and number of
full-time equivalent (FTE) staff.

o Age Range - range in age of children served.

o Majority Age - age categories of majority of children served.

o Scx - percent of males and females served.

o Race - racial characteristics of children served.

o Diagnosis/Reasons For Not Accepting - percent of children served with various diagnoses
and reasons for which children would be considered ineligible or inappropriate for services.

o Duration/Intensity - length of the intervention in weeks, months, or years and number of
hours per week spent with the child and family.

o Dcscription - brief description of the program and the services provided.

o Observations - funding sources, other services provided by the agency, interesting aspccts
of the program, availability of evaluation data, n teworthy evaluation results, linkages with
other agencies, whether case management is provided, advocacy activities.

It should be noted that programs were asked to use readily available data to complete the
questionnaire so as to minimize response time as well as response burden. Programs without
data were asked to provide estimates for purposes of these profiles. Therefore, the data
contained in the profiles should be considered estimates. Further, information in somc
categories (such as diagnoses) may be collected and used differently by each individual
program. Thus, certain categories of information are not directly comparable across programs.

These profiles are not intended to represent the universe of home-based service programs.
There are, of course, many more programs in existence. Theo., profiles ase intended as
examples of a variety of programs to assist states and communities in theie'"program design
and development efforts.
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APPALACHIAN MENTAL HEALTH CENTER, FAMILY SERVICES NETWORK

Beverly, West Virginia

Reg. III

Established: 1984

COMMUNITY

SERVED

TYPE OF AGENCY CAPACITY/ AGE RANGE

STAFFING

Rural Private

nonprofit

DESCRIPTION

27 children

216/year

19 FTEs

MAJORITY SEX RACE

AGE

0-18 50% 13-15 62%

27% 6-12 Male

22.5% 16-17 38%

.5% 0-5 Female

o Provides intensive in-home intervention to families with SED child

where child and/or family is in crisis and out-of-home placement

is imminent

o Services can be provided up to 20 hours per week

o Has systems orientation - uses methods including strategic family

therapy, behavior anagement, RET, etc.

o -ceived a grant to hire three staff to provide aftercare and case

management to the most seriousl/ disturbed families

.1.5S

95% White

5% Black

DIAGNOSIS/

REASOKS FOR

NOT ACCEPTING

49% Emotional

33% Behavioral/Conduct

10% Schizophrenic/Psychotic

Will not accept if:

o severe retardation

OBSERVATIONS

DURATION/

INTENSITY

4 weeks

12-15 hours/

week with child

and family

o Funded 100% by West Virginia Deportment of Health

o Agency also provides treatment foster homes, day treatment, wilderness/

stress adventure program and is in process of developing a residential

treatment center

o All children must receive in-home services prior to being eligible for

other components

o Case and class advocacy

o Have evaluation data at 1, 3, 6 and 12 months follow-up
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BAIRD CENTER FCR CHILDREN AND FAMILIES, COMMUNITY-BASED SERVICE

Burlington, Vermont

Reg. I

Established: 1982

COMMUNITY

SERVED

Mixed

nonprofit

TYPE OF AGENCY CAPACITY/

STAFFING

Private 15-18

families

5 FTEs

DESCRIPTICN

AGE RANGE MAJORITY

AGE

6-14 80% 6-12

20% 13-15

o Provides intensive services to families in their own homes, schools

communities

o CBS Treatment teams include family workers and consulting teachers

o Services include working with schools, teaching child management skills,

linking with and coordinating comnunity resources, behavioral programming,

training in sccial and communication skills

SEX RACE

80% 100% White

Male

20%

Female

OBSERVATIONS

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

80% Emotional Disorders

Some undiagnosed

Any child at risk of removal

from home or school due to

behavior

DURATION/

INTENSITY

12-14 months

2 hours/week with

child

4 hours/week with

family

o Funded 36% by United Way, 41% Private contributions, and 23% Vermont

Department of EdUcation

o Baird Center provides a range of services including intensive in-home

and in-school services, residential treatment, and on-site special education

o Provides case management

o Interventions aimed at improving the child management skills of

parents and in-schooi consultation to improve performance in school



BEHAVIORAL SCIENCES INSTITUTE, HOMEBUILDERS

Federal Way, Washingtor

Reg. X

Established: 1974

COMMUNITY

SERVED

Mixed

TYPE OF AGENCY CAPACITY/

STAFFING

Private

nonprofit

52 families

per month

26 FTEs

DESCRIPTION

AGE RANGE MAJORITY SEX

AGE

Infant - 17 44% 13-15

20% 6-12

15% 16-17

13% 0-5

o Intensive in-home crisis intervention and family

intervention program designed to prevent out-of-home

placement

o 4-6 week prcgram

o Therapists work with 2 families at a time and are

on call 24 hours a day

o Psycho-educational intervention model based on cognitive/

behavioral approach

o Provides concrete services to families as ne,..ded

162

49%

Male

51%

Female

RACE

82% White

10% Black

Remainder

Hispanic,

Asian, Native

American

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

Do not designate diagnosis.

Will not accept if:

o nonresidents of treatment

area or non-DCFS client

o no imminent danger of out-

of-home placement

o other less intensive services

have not been utilized

o parents unavailable to work

with therapist in child

abuse or . eglect situations

OBSERVATIONS

DURATION/

INTENSITY

o Funded by Dept. of Social and Health Services

o Broad acceptance criteria

o Range of linkages with Artside agencies especially

information exchange, referrals and planning

o Case advocacy

o Short-term case management

o Follow-up data available 3 months and 1 year after termination

o Opened program in the Bronx, N.Y. in 5/87

4.5 weeks

10 hours/week

face to face with

child and family
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BRINGING IT ALL BACK HOME sly, 'INTER APALACHIAN STATE UNVERSITY, HOME REMEDIES

Morganton, North Carolina

Reg. IV

Established: 1986

COMMUNITY 1YPE OF AGENCY

SERVED

Rural Public

DESCRIPTICW

CAPACITY/

STAFFING

3 families

1.5 FTEs

AGE RANGE MAJORITY

AGE

0-17 50% 13-15

40% 6-12

10% 16-17

o Crisis intervention and family education program

o Offers intensive short-term home-based services to children and

families in which at least one family member under age 17 is at

risk of i 1-of-home placement or is returning after placement

o Employs psycho-educational model and individualized services

o Provides services and training in communication skills, behavior

rik gement, anger management, and managing depression and stress

o Each counselor serves no more than two cases at a time

o Services available 24 hours a day

SEX RACE

50% 75% White

Male 25% Black

50%

Female

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

5% Behavioral/Conduct

25% Emotional

Will not accept if:

o Primary problem which cannot

be remedied (severe physical

disability, severe mental

disorder or severe retardation)

o Primary problem which requires

requires long-term remediation

(chronic substance abuse,

s,.nual abuse or emotional

eisturbance)

o hnmediate threat of violence

o Family does not make itself

available for intake within 72

hours of acceptance

OBSERVATIONS

DURATION/

INTENSITY

6 weeks

15-20 hours/week

with family

o 100% funded by Juvenile Justice Delinquency Prevention

o Founded on principle that first investment should be made in care and

treatment of children in their own homes. Emphasis on empowering

families and building on their strengths

o Provides case management and adVocacy

o Study Center also provides therapeutic foster care, Teaching-Family

Training Center (therapeutic group home)

o Evaluation in developmental stage - will have behavior checklists,

assessments of family functioning and satisfaction questionnaire



CHILDRENS CENTER OF WAYNE COUNT, IN-HOME TREATMENT

Detroit, Michigan

Reg. V

Established: 1980

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/

SERVED STAFFING AGE REASONS FOR INTENSITY

NO1 ACCEPTING

Urban Private 30 children 4-17 50% 13-15 50% 80% Black 50% Behavioral/Conduct 4 months

nonprofit 2.5 FTEs 25% 6-12 Male 10% White 50% Emotional 2-3 hours/week

20% 16-17 50% 10% Hispanic Will not accept if: Wth child and

5% 05 Female o violent behavior finny

DESCRIPTION OBSERVATIONS

o Intensive in-home services provided in an attempt to avoid inpatient

hospitalization

o 90% community :lealth funds, 10% Medicaid

o Childrens Center pr:J.ides outpatient services, sex abuse unit, dAy

treatment, foster care program, group home, teenage parent program,

parent aide program, tutorial program, emergency services, etc.

o Is developing programs for youngsters who are mentally retarded and

emotionally impaired and preschoolers with emotional problems
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COMMUNITY COMMITMENT, INC.

Point Pleasant, Pennsylvania

Reg. III

Established: 1972

COMMUNITY TYPE OF AGENCY

SERVED

Rural/ Private

Suburban nonprofit

DESCRIPTICN

CAPACITY/ AGE RANGE

STAFFING

35-40 youth

7 FTEs

10-18

MAJORITY

AGE

50% 16-17

45% 13-15

o A program for court committed youth

o Services include counseling, family therapy (not necessarily in

home), tutoring and a variety of alternative or innovative forme

of therapy, meditation, hypnosis, dance, etc.

SEX RACE

75% 75% White

Male 15% Hispanic

25%

Female

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

50% Behavioral/Conduct

35% Emotional Disorders

Will accept anyone

OBSERVATIONS

DURATION/

INTENSITY

8-9 months

10 hours/week

with youth and

family

O es% state funds; 25% county

o Range of agency linkages

o Intensive cast advocacy

o Describes program and staff as having 1960's idealism
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COMMUNITY SERVICE PROVIDERS, INC.

Lionville, Pennsylvania

Reg. III

Established: 1982

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/

SERVED STAFFING AGE REASONS FOR INTENSITY

NOT ACCEPTING

Mixed,

more rural

Private

nonprofit

60-80

children

3 FTEs

Infant to

18

60% 0-5

37% 6-12

50%

Male

50%

65% White

35% Black

19 % Developmental Disabilities

Will not accept if:

o referral from families directly

1-3 years

10 hours/week

with family

Female

DESCRIPTION OBSERVATIONS

o A program to educate parents in their own homes through o Provides case management, advocacy, has range of linkages with

role modeling and hands-on training so clients re-learn agencies

o Services include parent training and education, basic living o Funding from County Children and Youth, MH/MR,

skills training, transportation, and case management
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COUNSELING SERVICE OF ADDISON COUNTY, FAMILY ADVOCATE PROJECT

Middlebury, Vermont

Reg. 1

Established: 1982

COMMUNITY TYPE OF AGENCY

SERVED

Rural Private

nonprofit

DESCRIPTICN

CAPACITY/ AGE RANGE MAJORITY

STAFFING AGE

64 children Infant - 18 30% 6-12

22 families 30% 16-17

2.5 FTEs 20% 0-5

20% 18+

o Long term intensive home-based services as well as extensive

work with a network of providers

o Goal is to empower families through en intensive relationship

with a skilled therapist and through service network

o Services include in-home therapy, cose management including

sulti-family groups

o As of 9/86, offers a continuum of home-based services including

short-term crisis intervention, mid-range services, and long-term

17

SEX RACE

100% White

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

Will not accept if:.

o family is not highly dys-

functional and does not

require long-term in-home

services

o family does not sign permission

to share information with other

agencies

OBSERVATIONS

DURATION/

INTENSITY

52 weeks

4 hours/week

with family

o 70% state funds support this project

o Counseling services is a CMNC; also provides individual

and family therapy, therapist in schools, groups for

children, summer therapy programs

o Ntwo tncludes schoot9, child welfare agencies, mental

health providers, vocational rehab advocacy, case

management evaluation

o Evaluation



CPC MENTAL HEALTH SERVICES, THERAPEUTIC COMMUNITY ALTERNATIVE PROGRAM (TCAP)
Eatontown, New Jersey

Reg. 11

Established: 1985

CORRUN1TY

SERVED

TYPE OF AGENCY CAPACITY/ AGE RANGE

STAFFING

Mixed Private

nonprofit

DESCRIPTION

16 children 6-18

3.2 FiEs

o Provides intensive clinical intervention and case management

services to families with high risk children

o Contacts occur at home, in hospital, at special schools and

other special needs programs

o Consult with staff in inpatient settings to establish plans

for discharge and re-entry into community

o Goals are to prevent hospitalization, reduce length of stay in

psychiatric hospitals, and provide intensive treatment,

coordination and services following discharge

174

MAJORITY SEX RACE

AGE

41% 6-12 62% 94% White

29% 16-17 Male 6% Black

18% 18-21 38%

12% 13-15 Female

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

20% Behavioral/Conduct

20% Emotional

15% Substance Use

10% Schizophrenic/Psychotic

10% Developmental Disabilities

10% Other (Abuse/Neglect)

10% Dual (Substance Use/Conduct)

5% Mental Retardation

Will not accept if:

o requires hospitalization

o not at risk of psychiatric

hospitalization

OBSERVATIONS

DURATION/

INTENSITY

6 months

2 hours/week

with child

1 hour/week

with family

o Funding 100% by New Jersey Division of Mental Health and Hospitals

o Agency also has 2 schools for :JED children (Elementary, Junior HS, and

HS), group homes, summer dey camp (Camp High Point), partial

hospitalization, outpatient psychiatric/psychological servit:es, crisis

services (Helpline & Crisis Unit), tric liaison se-vices

(psychologists ptaced in pediatrician's offices), studet aistance
program for substance abuse, TOTL1NE, consultation to p!eschools,

day care centers and schools, program for adolescent sex offenders, etc.
o Has comprehensive network of services

o Provides case management and case advocacy
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DAUPHIN COUNTY, JUVENILE PROBATION, IN-HOME DETENTICN PROGRAM

Harrisburg, Pennsylvania

Reg. III

Established: 1977

COMMUNITY TYPE OF AGENCY

SERVED

Mixed Public

DESCRIPTION

CAPACITY/ AGE RANGE

STAFFING

21 children

3 FTEs

10-18

o A short term program (maximun 60 days) supervising juveniles

to determine their appropriateness for probation supervision

(as opposed to placement)

o Alternative for secure detention

o Services include diagnosis, individual, group and family

counseling, referrals

MAJORITY

AGE

56% 13-15

39% 16-17

SEX RACE

91% 49% Black

Male 47% White

9%

Female

DIAGNOSIS/

REASONS FOR

NOT ACCEF'ING

70% Behavioral/CondUct

20% Substance Abuse

5% Emotionat

5% Mental Retardation

Will not accept if:

o child is at risk of committing

additional crimes or if crime

was so serious as to warrant

unconditional placement

OBSERVATIONS

DURATICN/

INTENSITY

6 weeks

7 hours per

week with child

and family

o 75% of funds from county Commissioners; 25% Juvenile Court Judges

o Linkages with agencies include referrals and information exchange

o Case management
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DENVER DEPARTMENT OF SOCIAL SERVICES, OPERATION HOME BASE (HBO)
D'Inver, Colorado

Reg. VIII

Established: 1980

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY
SERVED STAFFING AGE

Urban Public 168 children Infant - 18 38% 6-12

144 families 36% 0-5

13 FTEs 19% 13-15

including MSW 6% 16-17

SEX RACE

60%

Male

40%

Female

36% White

16% Black

27% Hispanic

DIAGNOSIS/

REASONS FOR

NUT ACCEPTING

33% Child Abuse and Neglect

31% Behavioral/Conduct

15% Emotionat

Does not rule out any psycho-

social problem area in accepting

child but have been unsuccessful

in treating active psychosis,

severe substance abuse and

severe behavior problems

DURATICN/

INTENSITY

Once a week

face to face

contact with

child and

family for 8

months

DESCRIPTION
OBSERVATIONS

o Intensive in-home counseling and treatment services to families o 80% state end 20% county funding
o

o

Also serves children in foster core to reduce stay

Social workers available 24 hours a day, 7 days a week

o Program linked with other services of DDSS--homemaker,

foster care, crisis shelter
0 Individual and family therapy provided at least weekly o Referrals and contact with range of service providers
o EdUcation specialists evaluate and serve as liaison to school o Voluntary program WI alternative to out-of-home placement
o

o

Homemaker provides support, parenting and household skills

Recreation funds available for families and to support activities

o Case management and advocacy
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EASTFIELD CHILDREN'S CENTER, ADOLESCENT IN-HOME TREATMENT PROGRAM

Campbell, California

Reg. IX

Established: 1985

COMMUNITY TYPE OF AGENCY

SERVED

Suburban Private

nonprofit

DESCRIPTION

CAPACITY/ AGE RANGE

STAFFING

9 families 12-17

5.5 FTEs

o Brief (90 day) program offering intensive family therapy

to SED admlescents and families

o Families referred in crisis

o Treatment initiated in 8-10 hour "multiple impact" meeting

in family home

o Emphasis placed on family and community support systems

o Treatment model: structural, strategic and multigenerational

components integrated to empower families

o Services: family therapy, individual counseling, evaluation,

intense collaboration

jcM

MAJORITY SEX RACE DIAGNOSIS/ DURATION/

AGE REASONS FOR INTENSITY

NOT ACCEPTING

70% 13-15 60% 58% White 40% Behavioral/Conduct 3 months

20% 16-17 Female 24% Hispanic 40% Emotional 2-3 hours with

10% 6-12 40% 15% Black 20% Dual (Emotional Disturbance child

Male with Substance Abuse)

Will not ac.ispt if:

o youth is actively suicidal

or is uncontrollably violent

4-6 hours with

family

OBSERVATIONS

o Funding: 80% county mental health; 20% private

o Center also offers residential treatment, school-based day treatment

and an outpatient family clinic

o Linkages with other agencies includes referrals, contract with mental

health

o Evaluation component



FAMILIESFIRST INC., HOME-BASED SERVI.:S

Davis, California

Reg. IX

Established: 1983

COMMUNITY

SERVED

Mixed Private 10 families Infant-- 18 43% 0-5

nonprofit 5 FTEs 32% 6-i2

20% 13-15

5% 16-17

TYPE OF AGENCY CAPACITY/

STAFFING

AGE RANGE MAJORITY

AGE

DESCRIPTION

o 24-hour home-based family centered child abuse treatment end prevention

o Approaches include crisis intervention, cognitive/behavior modification,

family systems

o Services include assessment, crisis intervention, therapy, skills training,

service coordination, referrals and follow-up

o Contact is intensive; casm loads include 1 to 2 families per month

182

SEX RACE

58% 69% White

Female 16% Black

42%

Male

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

Not applicable; referrals to

program are prior to mental

health evaluation services

Will.not accept if:

o safety cannot be assured

OBSERVATIONS

DURATION/

INTENSITY

4-6 weeks

10-15 hours/

week with child

and family

o Primarily supported through federal and state funding

o FamiliesFirst also offers 3 group homes and special

ed school

o Referrals and information exchange with variety of agencies

o All referrals from Child Protective Services

o Case management

o Involved in advocacy coalitions

o UC-Davis evaluation

183



FAMILY & CHILDREN SERVICES OF THE KALAMAZOO AREA, HOME-COMMUNITY INTERVENTION PROGRAM
Kalamazoo, Michigan

Reg. V

Established: 1984

COMMUNITY

SERVED

Mixed

r:PE OF AGENCY CAPACITY/

STAFFING

Private

nonprofit

DESCRIPTION

18 families

2.1 FTEs

AGE RANGE MAJORITY

AGE

SEX RACE

0-18 40% 13-15 55%

25% 0-5 Female

25% 6-12 45%

10% 16-17 Male

o Provides intensive, time-limited services to families of children

who are at risk of out-of-home placement for mental health reasons

or are returning home from placement

o Uses structural approach to family therapy and provides intensive

crisis interviews in-home, 12 week contracts with families with

specific goals (renewable once), team approach to treatment, 24-

hour crisis availability

o Some families have stayed involved for more than 6 months for continued
support

o Have meetings with family and extended helping network

r-
'

88% White

12% Black

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

55% Behavioral/Conduct

40% Emotional

5% Dual Diagnosis (Emotional

Disturbance/Mental Retardation

Will not accept if:

o danger to self or community

o actively psychotic

o needs 24 hour supervision

o extreme substance abuse

o family with violence, actively

psychotic adults, extreme

substance abuse

o family is dangerous situation

for child or uninterested in

having child at home

OBSERVATIONS

DURATION/

INTENSITY

6 months

3 hours/week

with child

and family

o Funded 88.3% Michigan DMH, .8% Medicaid, 9.9% United Way
o Part of continuum of single entry services for children's mental health

system

o Philosophy of least restrictive, most appropriate placement and

maintaining families whenever possible

o Provides case management

o Program expanded to include less intensive, longer-term services as well
as short-term

o Have demographic data on families, clinical and service histories,

service histories, service provision, outcome and follow-up data

o Agency also provides therapeutic foster care programs
o Valley Center outpatient and day treatment programs (after school and

summer)

o Have defined system of care coordinated by mental health board and

service agreements with Juvenile Court and Department of Social Services
o Single entry system

G



FAWv SERVICE A$SOCIAT(ON OF GREATER FALL RIVER, INC., HOSPITPL DIVERSION PPOGM

Fall River, Ma6shusetts

Reg. I

Established: 1984

COMMUNITY TYPE OF AGENCY

SERVED

Mixed Private

nonprofit

DESCRIPTION

CAPACITY/

STAFFING

Capacity

limitfd by

number of

staff - 2

ideally each

staff has one

case at a time

AGE RANGE MAJORITY SEX

AGE

7-17 56% 13-15

23% 16-17

o G1-day crisis intervention program to prevent psychiatric placement

o Services provided in-home include assessment, individual and family

counselling, advocacy, recommendations and referrals

o Focus to stabilize family situation

iS6

RACE

58% 52% White

Male 45% White/

42% Portuguese

Female 3% Black

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

63% Emoronal

33% Behavioral/Conduct

4% Schizophrenic/Other

Psychotic Disorders

Will not accept if:

o children need protection of

hospital

o unwilling to participate

o in need of housing

OBSERVATION.,

DURATION/

INTENSITY

20 days

10 hours/week

with child

5 hours with

family

o Funding through Department of Mental Health

o A foster home component (maximum stay of 10 days) is maintained

.ior situation when children cannot be served in own hone

o Variety of linkages

o Admission to program through mental health center

BEST COPY AVAILABLE
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FAM1LYSTRENGTH

Concord, New Hampshire

Reg. I

Established: 1985

COMMUNITY TYPE OF AGENCY

SERVED

Rural/ Private

Small Town nonprofit

DESCRIPTION

CAPACITY/ AGE RANGE MAJORITY SEX

STAFFING AGE

100 families infant - 18 45% 13-15 50%

25% 6-12 Male

24 FTEs 20% 16-17 50%

10% 0-5 Female

o Comprehensive in-home family centered services for families

with child at risk of out-of-home placement; also works with

families on reunification

o Philosophy: comprehensive approach, flexible timing and array of services,

intensive services, low caseload, focus on entire family and its strengths
o Services: counseling, skills training, community networking, parent support end

education groups, child and adolescent groups, and 24-hour crisis coverage

1C,S

RACE

99% White

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

76% Behavioral/Conduct

23% Emotional

7% Substance Use

Will not accept if:

o parent unwilling to participate

or if child is in imminent

danger of being hurt or

endangering others

OBSERVATICWS

o Funding: 75% state, 25% counties

o Range of linkages with multiple agencies

o Case management and case advocacy

o A sole purpose agency designed specifically to

support family preservation services

DURATION/

INTENSITY

5 months

8-10 hours/week

face to face

contact with family

1 ;i



GERARD OF MINNESOTA, INTENSIVE IN-HCME FAMILY TREATMENT PROGRAM

Austin, Minnesota

Reg. V

Establ' md: 1978

COMMUNITY

SERVED

Mixed Private 65-75

for-profit Families

13 FTEs

TYPE OF AGENCY CAPACITY/ AGE RANGE

STAFFING

DESCRIPTION

MAJORITY SEX RACE

AGE

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

Infant - 18 50% 0-12 50% 96% White Acceptance not limited

50% 13-21 Male for any family symptom

50%

Female

o In-home program provided through professional treatment

team approach using family systems model

o Focus on relationship issues, utilizing family strengths,

skill buitding--parentIng, communication, conflict resolution,

hone managemInt, utilizing community resources

1 'JO

OBSERVATIONS

DURATION/

INTENSITY

6 months

face to face

contact with

family initially

4 hours/week

varies with child

o Purchase of service agreements with counties

o Satellite programs

o Gerard also provides residential treatment services

o Variety of linkages, including planning, information

exchange, referrals

o Some outcome data
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GERARD SCHOOLS OF IOWA, IN-HOME TREATMENT SERVICE

Mason City, lowa

Reg. VII

Established: 1978

COMMUNITY TYPE OF AGENCY

SERVED

Mixed Private

for-profit

DESCRIPTION

CAPACITY/

STAFFING

AGE RANGE MAJORITY

AGE

40 families 0-21

5 FTEs

30% 6-12

30% 13-15

20% 0-5

15% 16-17

5% 18-21

o Provides short-term intense services in the home

o 2-3 contacts weekly with total family or subsystems

o Provide family therapy, parenting intervention, couple counseling,

custody mdiation

o Goal is to prevent out-of-hco* placement or aid children in returning

earlier and to strengthen and maintain family

o Family systems approach

SEX RACE

50% 97% White

Male

50%

Female

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

70% Behavioral/Conduct

20% Emotional

19% Substance Use

OBSERVATIONS

DURATION/

INTENSITY

6 months

1 hour/week with

child

3 hours/week with

family

o 95% purchase of service from Iowa Department of Human Services

o Agency also provides day treatment, In-Home Diagnostic and Evaluation

services, residential treatment

o For 8 years, 80-85% of families have remained intact upon termination

of services

o In-Home Diagnostic and Evaluation program offers in-depth, multi-

disciplinary evaluation with report and reconmendations within 45 days

o Provides case management and advocacy through membership in organizations

:mcluding Home-Based Family Services Association



KALEIDOSCOPE, SATELLITE FAMILY OUTREACH

Chicago, Illinois

Reg. V

F.stablished: 1973

COMMUNITY

SERVED

TYPE OF AGENCY CAPACITY/

STAFFING

Urban Private

nonprofit

DESCRIPTION

AGE RANGE MAJORITY

AGE

55 families 0-21 --

30 FTEs

o Provides intensive services to families in their own homes to avert

out-of-home placement or to reunite children who have been in

residential placements with their families

o Provides parent training, role modeling, family counseling and therapy,

homemaking, crisis intervention, end helping to meet the family's

basic needs for food, ctothing, jobs, medical care, etc.
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SEX RACE

80% Black

15% White

5% Hispanic

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

40% Child AbuPe and Neglect

30% Behavioral/Conduct

20% Schizophrenic and Other

Psychotic Disorders

10% Emotional

Admits any family regardless

of multiple needs or severe

pathology

OBSERVATIONS

DURATION/

INTENSITY

1d months

20 hours/week

with family

o Funded 80% by Illinois Department of Children and Family Services, 20%

by Department of Mental Health

o Philosophy is normalization and investing as much as possible in keeping

families together

o Kaleidoscope also provides Youth Development Program (indepencent

living), therapeutic foster homes

o Provides case management and advocacy

o Founded Illinois Alliance for Family-Based Services
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LA GRANGE AREA DEPARTMENT OF SPECIAL EDUCATION, PREVENTIVE INTERVENTION PROGRAM (PIP)

La Grange, Illinois

Reg. V

Established: 1984

COMMUNITY

SERVED

TYPE OF AGENCY CAPACITY/

STAFFING

Suburban Public

44

DESCRIPTICN

AGE RANGE MAJORITY

AGE

16 children 14-21

2 FTEs

60% 16-17

30% 18-21

10% 13-15

o Consists of four major components: in-home crisis intervention;

in-home parent training; community linkage and liaison; and a

feasibility study of short-term alternative living arrangements

o Establishes organizational capacity to deliver adjunctive or

supportive services to SED students in LADSE Cooperative

6

SEX RACE

80%

Male

20%

Female

94% White

5% Black

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

90% Behavioral/Conduct

Will not accept if:

o profound retardation precludes

service provision

OBSERVATIONS

DURATION/

INTENSITY

3 months

3 hours/week

with child

2 hours/week

with family

o Funding - 100% P.L. 94-142 discretionary funds

o Special edUcation department provides full continuum of

special education services; PIP is adjunctive

o Variety of linkages



LUTHERAN SOCIAL SERVICE OF IOWA

Des Moine, Iowa

Reg. VII

Established: 1978

COMMUNITY

SERVED

TYPE OF AGENCY CAPACITY/

STAFFING

Mixed Private

nonprofit

DESCRIPTION

AGE RANGE MAJORITY

AGE

350+ families 0-18

30 FTEs

SEX RACE

38% 6-12 55% 97% White

31% 0-5 Male

20% 13-15 45%

9% 16-17 Female

o Provides diagnostic and evaluation services, interventions including

therapy and parent skill development, and leisure and recreation

services

o Provides supervision through in-home monitoring witn goal of preventing

out-of-home placement

1 9 8

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

97% Duel Diagnosis

3% Mental Retardation

Child in danger of being

removed from home because

of suopected abuse or

emotional disorders

Will not accept if:

o psychotic

o violent behavior

OBSERVATIONS

DURATION/

INTENSITY

6 months

Intensity varies

with need

1 or more hours/

week with child

and family

o Funded 83% by Iowa Department of Human Services

o Agency provides continuum of services including therapy, in-home

services, foster care, group care and residential treatment

o Have paid lobbyist for advccacy activities

o Direct care ratio 1 stc,; - 8 children

1 f)9



LUTHERAN SOCIAL SERVICES, FOCUS HOME INTERVENTION PROGRAM (HIP)

Washington, D.C.

Reg. III

Established: 1984

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX
SERVED STAFFING AGE

Urban Private 4 families 21 months - 41.7% 6-12 71%
nonprofit 6 FTEs 17 41.6% 13-15 Female

8.3% 0-5 29%

8.3% 16-17 Male

RACE DIAGNOSIS/ DURATION/

REASONS FOR INTENSITY

NOT ACCEPTING

100% Black 50% Behavioral/Conduct 4-6 weeks

50% Emotional As many hours per

Will not accept if: week as necessary

o not in danger of out-of- with family

home placement

o not residing with parent or

guardian

o parent or guardian do not

agree to service

DESCRIPTION
OBSERVATICNS

o 24-hour 7-day a week home-based program
o Contract with D.C. government constitutes 100% of funding

o Philosophy based on family systems theory
o Makes referrals to variety of providers

o Each family has therapist and resource worker
o Team provides case management and advocacy

o Services include parent support, self-esteem building, parenting

skills training, school stabilization, crisis intervention, individual

and family therapy, advocacy, and information and referral



MENDO/A MENTAL HEALTH INSTITUTE, HOME AND COMMUNITY TREATMENT

Madison, Wisconsin

Reg. V

Established: 1969

COMMUNITY TYPE OF AGENCY

SERVED

kixcri Public

and families

DESCRIPTION

CAPACITY/

STAFFING

15 children

3.8 FTEs

AGE RANGE MAJORITY

AGE

3-10 90% 6-12

10% 0-5

o Core team provides family treatment and child management process

which serves as an alternative to residential treatment

G Sessions focus on demonstration and practice of skills including

staff modeling and coaching
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SEX RACE DIAGNOSIS/ DURATION/

REASONS FOR INTENSITY

NOT APTING

67% 85% White 50% Emotional Disorders 52 weeks

Male 10% Black 50% Dual Diagnosis (Attention 4-6 hours/week

33% Remainder deficit and emotionally with family

Female Hispanic and

Native American

disturbed) during first 6

months

OBSERVATIONS

o Funding: 80% state general revenue, 20% third pmrty payment

o Variety of linkages, case management, advocacy

o Been in existence for 17 years with same staff nucleus

o Agency also provides in-patient care
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NORTHERN PINES UNIFIED SERVICES CENTER, INTENSIVE HOME INTERVENTION PROGRAM

Cumberland, Wisconsin

Reg. V

Established: 1980

COMMUNITY TYPE OF AGENCY CAPACITY/

SERVED STAFFING

AGE RANGE

Rural Public 5-6 families 0-18

1 FTE

DESCRIPTION

MAJORITY SEX RACE

AGE

o Family specialist works intensively with 4-6 families in their

homes with other cannunity agencies to prevent institutional

placement

o Provides family counseling, consultation to schools and other

agencies, and back-up psychiatric-psychological services of the

clinic

o Judge has ordered families to participate in the program as an

alternative to residential care

6 `1

Pr imari ly

adolescents

- - 99.4% White

.6% Native

American

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

Emotional

Substance Use

Mantel Retardation

Develomental Disabilities

Children at high risk for

institutional placement

OBSERVATIONS

DURATION/

INTENSITY

Ongoing

services

o Funded 90% by state, 5% by county

o Provides case management and advocacy

o Joint effort between psychiatric clinic and Burnett County Department

of Social Services

o Progress and outcome and cost-effectiveness evaluation using Global

Assessamnt Scale for children

o Agency also provides outpatient services, inFetient services, group home,

alcohol and drug abuse prevention program, in-home infant stimulation

program, family incest treatment program and attention deficit disorder

clinic

2 :i



NORTHERN RHODE ISLAND COMMUNITY MENTAL HEALTH CENTER, HOME BASED COUNSELING

Woonsocket, Rhode Island

Reg. I

Established: 1981

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/

SERVED STAFFING AGE REASONS FOR INTENSITY

NOT ACCEPTING

Mixed Public 36 children 13-18 40% 13-15 80% 90% White 80% Behavioral/Conduct 3 hours/day per

in combin- 40% 16-17 Male 10% Minority 45 day period with

ation of day 20% child

treatment and Female Daily phone contact

home-bssed with families

counseling 5 - 10 sessions

1 FTE plus a home-bssed counseling

2 20-hour with child and family

consultants

DESCRIPTION OBSERVATIONS

o A home-based outreach intervention program which is a collaborative

venture involving a CMHC and three LEAs.

o Program provides "affective education" and adjunct therapeutic

intervention to behaviorally handicapped children In !heir home

environment

o Three hour/day program for 180 school days plus Intensive case

management and home-based counseling

2()6

o Program clinical cost funded by schools through P.L. 94-142

o Also has day treatment program

207



NCRTHSIDE CENTERS, INTENSIVE CRISIS COUNSELING PROGRAM (ICCP)

Tampa, Florida

KJg. IV

Established. 1982

COMMUNITY

SERVED

TYPE OF AGENCY CAPACITY/

STAFFING

Mixed Private

nonprofit

DESCRIPTION

14 children

3.5 FTEs

AGE RANGE MAJCRITY SEX RACE

AGE

0-18

o Uses crisis intervention approach with families where child is in

imminent danger of removal from home

o One responsible adult must be willing to work to keep the family

together

o Provides family crisis intervention and social service linking/case

management

2
r.

57%

Male

43%

Female

83% White

12% Black

5% Hispanic

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

45% Behavioral/Conduct

30% Substance Use

25% Physical/Sexual Abuse

Will not ac:ept if:

o clear, serious risk of danger

initially

OBSERVATIONS

DURATION/

INTENSITY

5 weeks

(6 weeks maximum)

3-12 hours/week

with child and

family

o 100% state funded

o 1984-85 "success,' rate was 89% at 12 month follow-up. (Have 3, 6 and

12 month follow-up data)

o Center also has case management and other services

,



NORTHWEST FLORIDA MENTAL HEALTH CENTER, INTENSIVE CRISIS COUNSELING PROGRAM (ICCP)

Panama City, Florida

Reg. IV

Established: 1981

COMMUNITY TYPE OF AGENCY

SERVED

Mixed/Rura, Private

nonprofit

DESCRIPTION

CAPACITY/

STAFFING

AGE RANGE MAJORITY

AGE

SEX RACE

16 families 0-18 40% 13-15 60%

3.5 FTEs 30% 16-17 Female

15% 6-12 40%

15% 0-5 Male

o Provides home-based crisis intervention for families in which there

is a danger of out-of-home placement for a child due to abuse,

neglect or status offense behavior

o Provides intensive intervention, 24 hour availability

o Employs behavioral programming, family therapy, parent training,

crisis intervention, transportation liaison and referrals to

community services

20

85% White

15% Black

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

50% P^havioral/Conduct

40% AbuseiNeglect Victims

10% Emotional

Will not accept if:

o strong suicidal ideation

o extremely violent behavior

o acute psychosis

OBSERVATIONS

DURATION/

INTENSITY

5 weeks

(max. 6 oeeks)

6 hours/week

with child

and/or family

(2-4 visits/

week)

o 100% funded by Florida Division of Children, Youth and Families

o Based on philosophy that every family has strengths to build on and

deserves opportunity to maintain the family unit

o Case management provided by Department of HRS

o While limited to 6 weeks by contract with HRS, find it would be helpful

and appropriate to have flexibility to extend services on a less

intensive basis

o Mental health center also provides outpatient services, therapeutic

parenting program, child abuse pre%ention and counseling, vocational

services, day treatment, case manaqement, etc.

o Family Enrichment Program provides in-home services to teen mothers to

prevent abuse and neglect
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PROGRESSIVE LIFE CENTER'S, COMMUNITY SERVICES PROGRAM

Washington, D.C.

Reg. III

Established: 1984

COMMUNITY TYPE OF AGENCY

SERVED

Urban Private

nonprofit

DESCRIPTION

CAPACITY/ AGE RANGE MAJORITY SEX

STAFFING AGE

50 children 14-18 50% 16-17

7 FTEs 40% 13-15

5% 6-12

5% 18-21

o Alternative sentencing program for juvenile offenders

o Philosophy and approach is Afrocentric, which has a spiritual basis
o Progressive Life Center provides in-home family, group and individual

counseling and therapy component

o Other services include parent training, multi-family retreat and an

adolescent therapy group

f)
1:d L.0

90%

Male

10%

Female

RACE

90% Black

5% White

5% Hispanic

DIAGNOSIS/

REASONS FCM

NOT ACCEPTING

80% Behavioral/Conduct

10% Emotional

10% Substance Use

Will not accept if:

o active psychosis

o severe substance abuse

OBSERVATIONS

DURATION/

INTENSITY

6 months

2 hours with

child and 2

hours with family

on weekly basis

o Funded through DC government

o Information exchange and referrals occur with a variety of providers

o Progressive Life Center provides similar services to other agencies

and funding services

2 3



OUAKERDALE FAMILY SUPPORT TEAM

Waterloo, Iowa

Reg. VII

Established: 1978

COMMUNITY TYPE OF AGENCY

SERVED

Mixed Private

nonprofit

DESCRIPTION

CAPACITY/

STAFFING

300 children/

year

7 FTEs

AGE RANGE MAJORITY

AGE

Infant - 18 40% 13-15

30% 6-12

20% 0-5

10% 16-17

o Provides in-home treatment services to families in 11 counties

in lowa

o Approach focuses on family as primary caretaker; general systems

theory model used by therapists

o Services include family therapy, parent skill development,

community assistance and supervision

214

SEX RACE

60%

Male

40%

Female

95% White

Remainder

dlack and Hispanic

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

Behavioral/Conduct

Emotional

Developmental Disabilities

Substance Use

Will not accept if:

o actively psychotic adult or

child

OSSERVATIONS

DURATION/

INTENSITY

6-8 months

5 hours/week

face to face

contact with

family, 2 hours/

week with child

o Funding: 98% state department of human services, 2% county funds

o Variety of agency linkages, advocacy, case management

o Serves rural areas

o Evaluation component
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ST. CLOUD CHILDREN'S HOME, IN-HOME FAMILY SERVICE

St. Cloud, Minnesota

Reg. V

Established: 1984

'COMMUNITY TYPE OF AGENCY

SERVED

Mixed Private

nonprofit

CAPACITY/

STAFFING

AGE RA:IGE MtJORITY

AGE

22 families Infant - 21

4 FTEs

SEX RACE

98% White

2% Nstive

American

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

44% Behavioral/Conduct

34% Mental Retardation

22% Emotional

All re'errals are accepted

for an initial evaluation

DURATION/

INTENSITY

6 months

5 hours/week

with child

and family

DESCRIPTION
OBSERVATIONS

o Provides intensive, comprehensive continuum of therapy and crisis

intervention services
o Funding: hourly rate charged to agency making referral; sometimes

families contribute
o Staff includes in-home therapists and specialists who provide a o St. Cloqd's also a residential treatment center

supportive and educational focus
o Uses Kiresuk and Sherman Goal Attainment Scaling Procedure to evaluate

o Services include systems oriented family assessment, therapy, crisis program
intervention, liaison with community resources o Associated with St. Cloud's, a residential treatment center under

o Family systems approach
Catholic Charities

,r 2 C
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ST. MICHAEL'S CENTER, HOME BASED FAMILY SERVICE PROGRAM

Bangor, Maine

Reg. I

Established: 1981

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY

SERVED STAFFING AGE

Mixed Private 9 families Infant - 18 50% 13-15

nonprofit 5.5 FTEs 30% 6-12

20% 16-17

SEX RACE DIAGNOSIS/ DURATION/

REASONS FOR INTENSITY

NOT ACCEPTING

60% 99% White 70% Behavioral/Conduct 13 weeks

Male 1% Native 20% Substance Abuse 4 hours/week

40% American 10% Emotional with family

Female Will not accept if:

o family lacks commitment

o full caseload

DEScNIPTION OBSERVATIONS

o Short-term intensive, in-home family assessment, counseling and o Fundinw 50% Department of Human Services, 40% Department of Mental

referral Healtt '0% local

o Family systems approach o Offers ,.rgency foster care or respite for families

o Teams of two-family workers o 6 month and 1 year follow-up visits

o Development of a network of community services for each family

o Joint planning and collaboration with other agencies

2 8
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SWEETSER CHILDREN'S HOME, eAMILY PRESERVATION SERVICES PROGRAM

Saco, Maine

Reg. I

Established: 1984

IMUNI TY

5, 'ED

Mixec

TYPE OF AGENCY CAPACITY/

STAFFING

AGE RANGE MAJORITY

AGE

Private 8 families Infant - 18

nonprofit 6 FTEs

DESCRIPTION

o Nine-week intensive, in-home treatment program

o Team cf 2 family workers meet with m homily 2-4 tir-s a week

o Therapeutic aporoaches include family systems treatment,

brief problem solving techniques, educational and psychodynsmic

approsches

o Services include family focused treatment, education, community

liaison acsd advocacy

SEX RACE

100% White

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

Diagnostic labeling not used.

Will not accept if:

o life cl child is threatened

o child is not in danger of

removal from home

OBSERVATIONS

DURATION/

IMTENSITY

9 weeks

3-6 hours/week

with family

o Funding: 80% state, 20% *gamy contribution

o Sweetser Children's Home also offers residential, day treatment and

evaluation services, therapeutic foster homes, therapeutic group hcaes

prevocational programming, and neuropsychological evaluation services.



VENTURA COUNTY MENTAL HEALTH SERVICES, VENTURA COUNTY CHILDREN'S MENTAL HEALTH DEMONSTRATION PROJECT, IN-HCME INTERVENTION PROGRAM COMPONENT (INTERFACE)

Ventura, California

Reg. IX

Established: 1985

COMMUNITY

SERVED

Mixed Public 6 children 6-17

3 FTEs

TYPE OF AGENCY CAPACITY/ AGE RANGE

STAFFING

DESCRIPTION

o Program based on Homebuilders model

o Goals are to prevent child in crisis from being separated from

family and to facilitate successful reunification of child and

family after placement

o Provides assessment, crisis intervention, parent training,

individUal and family therapy, comunity referral and liaison

4. 4

MAJORITY SEX

AGE

40% 13-15

40% 16-17

20% 6-12

RACE

607, 75% White

Male 20% Hispanic

4 % 2% Black

Female 2% Asian

1% Native

American

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

45% Emotional

40% lehavioral/Coneuct

15% Schizophrenic/Psychotic

Will not accept if:

o mental retardation

o ective psychosis

o violent behavior

o acute medical illness

o not at risk of separation from

family

o not likely to return home within

10 days

DURATION/

INTENSITY

4-6 weeks

5-10 hours/

week with

chile

5-10 hours/

week with

family

OBSERVATIONS

o 100% state funded (special legislation)

o Part of Ventura County Demonstration project with comprehensive system

of children's mentcl health services

o County has 10.5 FTE case managers ("brokers") to coordinate full

continuum of services as pert of en integrated intergency network

o Have 2 research psychologists for systems evaluation of progrem outcome and

costs over time and across agencies

o Other services provided in county include enriched foster care, emergency

services, residential treatment for juvenile offenders and court dependents,

crisis intervention in Juvenile Hall, case management, day treatment on a school

site, outpatient services, group homes, prevention, etc.

o County has interagency policy council, interagency case management council,

written interagency agreements and is working toward an interagency service

system
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WAKE COUNTY JUVENILE SYSTEM, OUTREACH

Raleigh, North Carolina

Reg. IV

Established: 1981

COMMUNITY

SERVED

TYPE OF AGENCY CAPACITY/

STAFFING

Mixed Public 50 children

7 FTEs

DESCRIPTION

AGE RANGE MAJORITY

AGE

6-18 40% 13-15

40% 16-17

20% 6-12

o Provides in-hcoe services from minor support services to intensive

family therapy, depending on the need

o Provides supportive counseling, parent education, individual and

family therapy, behavior management, role modeling for parents and

children, family functioning assessments, help with household

management, accessing, linking with commrnity services
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SEX RACE

75% 50% White

Male 50% Black

25%

Female

DIAGNOSIS/

REASONS FOR

NOT ACCEPTING

75% Behavioral/Conduct

15% Emotional

5% Mental Retardation

5% Development Disabilities

Will not accept if:

o child presently dangerous

to self or others such that

hospitalization is required

OBSERVATIONS

DURATION/

INTENSITY

1-12 years

1-25 hours/week

with child

1-25 hours/week

with family

o 100% state funded

o Soon to be merged with the Clinical Team of the Juvenile Treatment
System

o Services provided according to client need, following philosophy of

Willie M. consent decree

o Part of Juvenile Treatment System which provides case management,

individual hcbilitation planning team, secure residential treatment,

h!gh management group homes, moderate supervision group homes,

supervised apartment living, therapeutic foster homes, day treatment,

individual, group and family therapy and vocational services

o Families must accept service. Emphasis on family involvement in

service planning

o State-wide evaluation of Willie M. programs
0



APPENDIX

LIST OF PROGRAMS RESPONDING TO SURVEY

Appalachian Mental Health Center
Family Services Network
P.O. Box 215
Beverly, West Virginia 26253

Baird Center for Children and Families
Community Based Services
1110 Pine Street
Burlington, Vermont 05401

Behavioral Sciences Institute
Homebuilders
34004 9th Avenue South, Suite 8
Federal Way, Washington 98003

Bringing It All Back Home Study Center
Appalachian State University
Home Remedies
204 Avery Avenue
Morganton, North Carolina 28655

Children's Center of Wayne County
In-Home Treatment
101 Alexandrine East
Detroit, Michigan 48201

Community Commitment, Inc.
P.O. Box 307
Point Pleasant, Pennsylvania 18950

Community Service Providers, Inc.
251-A Welsh Pool Road
Lionville, Pennsylvania 19353

Counseling Service of Addison County
Family Advocate Project
89 Main Street
M:idlebury, Vermont 05753

CPC Mental Health Services
Therapeutic Community Alternatives Program
59 Broad Street
Eatontown, New Jersey 07724

Dauphin County Juvenile Probation
In-Home Detention Program
Dauphin County Human Services Building
Seventh Floor
Harrisburg, Pennsylvania 17101-2025

Denver Department of Social Services
Operation Home Base (HBO)
2200 W. Alameda
Denver, Colorado 80223

Eastfield Ming Quong
Adolescent In-Home Treatment Program
251 Llewellyn Avenue
Campbell, California 95008

Families First
Family Preservation Services
502 Mace Boulevard, Suite 8
Davis, California 95616

Family & Children's Services of the
Kalamazoo Area
Home-Community Intervention Program
1608 Lake Street
Kalamazoo, Michigan 49001

Family Service Association of Greater Fall
River, Inc.
151 Rock Street
Fall River, Massachusetts 02720

Family Strength
72 North Main Street
Concord, New Hampshire 03301

Gerard of Minnesota
Intensive In-Home Family Treatment
P.O. Box 715
Austin, Minnesota 55912

Gerard Schools of Iowa
In-Honm Treatment Service
P.O. Box 1353
Mason City, Iowa 50401



Kaleidoscope, Inc.
Satellite Family Outreach
1279 North Milwaukee
Chicago, Illinois 60622

La Grange Area Department of Special
Fducation
Preventive Intervention Program
1301 W. Cossitt Avenue
La Grange, Illinois 60525

Life Management Center of N.W. Florida, Inc.
Intensive Crisis Counseling Program (ICCP)
525 East 15th Street
Panama City, Florida 32405

Lutheran Social Service of Iowa
In-Home Treatment
3116 University Avenue
Des Moines, Iowa 50311

Lutheran Social Services of the National
Capital Area
Focus In-Home, Crisis Program
3319 Alabama Avenue, S.E.
Washington, D.C. 20020

Mendota Mental Health Institute
Home & Community Treatment Program
301 Troy Drive
Madison, Wisconsin 53704

Northern Pines - Burnett County
Intensive Home Intervention Program
Burnett County Government Center
Route 1 Box 300-117
Siren, Wisconsin 54872

Northern Rho& Island Community Mental
Health Center, Inc.
Home-Based Counseling
1 Cumberland Plaza
Wooncocket, Rhode Island 02895

Northside Centers
Intensive Crisis Counseling Program (ICCP)
13301 Bruce B. Downs Boulevard
Tampa, Florida 33612

Progressive Life Center
Community Services Program
1123 11th Street, N.W.
Washington, D.C. 20001

Quakerdale Family Support Team
140 South Barclay
Waterloo, Iowa 50703

St. Cloud Children's Home
In-Home Family Services
1726 South 7th Avenue
St. Cloud, Minnesota 56301

St. Michael's Center
Home-Based Family Service Program
1066 Kenduskeag Avenue
Bangor, Maine 04401

Sweetser Children's Home
Family Preservation Services Program
50 Moody Street
Saco, Maine 04072

Ventura County Mental Health Services
Demonstration Project
In-Home Intervention Progam/Interface
300 Hillmont Avenue
Ventura, California 93003

Wake County Child and Family Services
Outreach
2321 Crabtree Boulevard
Raleigh, North Carolina 27604


