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This document consists of a combination of two

separately published fact sheets, one on crisis nursery care for
children at risk of abuse or neglect and one on respite care for
families of children with disabilities or chronic illness. The fact
sheet on crisis nursery care presents background information on the
federal role in developing crisis nursery programs; a definition of
crisis nursery care; and descriptions of a crisis nursery facility, a
day care facility, a crisis shelter, multiple community sites, and
in—~home programs. Three references and names and addresses of two
resource organizations are provided. The fact sheet on respite care
begins with an outline of federal funding for respite care
demonstration projects, and then offers a definition of respite care
and descriptions of seven program models: in~home respite model, host
family wodel, facility-based model, residential respite model,
respite house model, parent cooperative model, and "respitality"
model. The fact sheet concludes with three references and names of
two resource centers. (JDD)
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General Information About

Crisis Nursery Care

Background

Crisis Nursery programs were first developed in the
early 1970’s to provide temporary child care (respite)
for children at risk of abuse and neglect. Crisis nursery
programs werealso designed to offeran array of support
servicesto the families and caregivers ofthese children.
Recognizing the effectiveness of crisis nursery careand
the need for additional programs, in 1986 Congress
passed the Temporary Child Care for Children with
Disabilities and Crisis Nurseries Act (as amended).
This Act established federal funding for crisis nursery
(and respite care) demonstration projects. Adminis-
tered through the U.S. Department of Health and
Human Services, Children’s Bureau, competitive grants
have been awarded to States since 1988 to assist private
and public agsncies in developing crisis nursery ser-
vices across the United States.

Purpose

Crisis nursery programs provide a safe and supportive
environment for children as well as a non-threatening,
non-punitive resource for parents and caregivers.

What is Crisis Nursery Care?

The federal legislation defines crisis nursery care as
temporary cai ¢ for children who are at risk of abuse and
neglect or who have experienced abuse or neglect. Most
crisis nursery programs offer child care free of charge
for a maxinum of 39 days in any year. This care is
usually avzilable 24 hours a day. Most programs accept
children at any time, day or night, in order to relieve a
potential or existing emergency in the family.

Crisis nursery programs primarily serve children whose
ages range from birth to twelve years. Often programs
serve a particular age group (i.e. birth-three years or
preschoolers, etc.).

Federally funded crisis nursery programs are required
to provide referral to support services. However, most
crisis nursery programs, regardless of their funding
source, provide support services within their own ser-
vice delivery system. Support services which may be
provided by crisis nursery programs, or by an array of
community agencies through informal or formal col-
laborative agreements, include:

» family counseling;

* individual counseling;

» service coordination (case management);

+  parenting classes;

» access to medical services;

» home management training;

» employment training;

* help lines;

»  substance zbuse prevention counseling; and,

» develormental assessments.

Crisis Nursery Program Models

Crisis nursery program models for each local service
area may differ according tc the needs of the families
within the community. For example, some crisis nurs-
ery programs may elect to serve families in situaiional
emergencies such as families involved in divorce ora
long hospital stay; whereas, other crisis nursery pro-
grams focus on serving children and families where
potential abuse or neglect has been identified by the
parents themselves or another agency.

Crisis nursery programs may provide both in-home or
out-of-home care. Many crisis nursery programs utilize
existing day care centers, private homes which have
been licensed (similar to foster care homes) or emer-
gency shelter facilities. Other programs are located in
facilities which are specifically designated as a crisis
nursery. The following descriptions are examples of
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Model I: Center-based Model-Crisis Nursery Facility

Center-based crisis nursery care may occurinalicensed
child care facility specifically designated as a crisis
nursery. This model usually provides services 24 hours
a day, 365 days a year. State requirements for food
pieparation, staff-child ratio, health and safety, and
other licensing requirements must be followed. This
model includes funding for professional and parapro-
fessional staff. This model may offer a variety of related
programs such as substance abuse prevention programs
and programs for special circumstances suchasteenage
mother assistance programs.

Model 2: Center-based Model-Day Care Facility

Many crisis nursery programs contract with existing
day care centers which operate 24 hours aday. This cost
effective model utilizes day care centers which already
meet state licensing requirements and provide develop-
mentally appropriate activities for the children. Day
care staff members receive additional training ontopics
such as working with children at risk of abuse and
neglect. Additional family support services are pro-
vided by the crisis nursery program director and com-
munity agencies as needed.

Model 3: Center-based Model-Crisis Shelters

This type of crisis nursery program is similar to the Day
Care Facility Model since the crisis nursery administra-
tive staff contracts with Crisis or Women Shelters to
provide crisis nursery care for children and additional
support services to parents. Families served in this type
of program usually have an identified abuse or neglect
situation.

Model 4: Community-Center Model-Multiple Sites

This type of crisis nursery model, frequently used in
rural areas, provides temporary child care by utilizing
a variety of existing community facilities (community
centers, churches, etc.) in one or more geographical
locations. These facilities are provided through infor-
mal or formal agreements. This model may not be able
to offer temporary child care services 24 hours a day
because of limited use of the community facility. Often,
family support services such as parent support groups
or parenting classes are offered for part of the time
during which the child is receiving care. Trained
volunteer families within the community can be the
providers in this model. This model very effectively
fosters interagency collaboration and coordination.

Model $: Crisis Nursery In-Home Models

In-home crisis nursery’ programs provide some or all
crisis nursery services within the family’s home. Car-

ing for the child within his or her home helps provide
child care relief with minimal disruption of routine
activities. Other in-home models provide temporary
child care outside the home and parent support services
within the home. These home-based services may
include support counseling, activities to enhance par-
enting skills, or additional information according to
individual family needs and assistance in accessing
identified resources.
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Resource Organizations

National Center on Child Abuse and Neglect, P.O. Box
1182, Washington, DC 20013, (202) 245-0586.

Clearinghouse on Child Abuse and Neglect and Family
Violence Information, P.O. Box 1182, Washington,
DC 20013, (703) 385-7565.

This fact sheet was developed by the ARCH National Resource
Center for Crisis Nurseries and Respite Care Services funded by
the U.S. DepartmentofHealthand Human Services, Administration
for Children and Families, Administrationon Children, Youthand
Families, Children’s Bureau—Cooperative Agreement No. 90-
CN-0121 under contract with the North Carolina Department of
Human Resources, Mental Health/Developmental Disabilities/
Substance Abuse Services, Child and Family Services Branch of
Mental Health Services, Raleigh, North Carolina. The contents of
this publication do not necessarily reflect the views or policies of
the funders, nor does mention of trade names, commercial products
or organizations imply endorsement by the U.S. Department of
Health and Human Services.

Ttis information is in the public domain. Readers are encouraged
to copy and share it, but please credit the ARCH National
Resource Center.
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General Information About
Respite Care

Background

Respite Care programs emerged in the late 1960's as aresult
of the deinstitutionalization movement with the belief that
the best place to care for a child with disabilities was in the
child's home and community. Respite care became an
essential component in the overall support services that
families need to provide home care. Recognizing the effec-
tiveness of respite care services, in 1986, Congress passed
the Temporary Child Care for Children with Disabilities
and Crisis Nurseries Act(as amended). This Actestablished
federal funding for respite care demonstration projects.
Administered through the U.S. Department of Health and
Human Services, Children's Bureau, competitive grants
have been awarded to States since 1988 to assist private and
public agencies in developing model respite care services
across the United States.

Purpose

Respite care programs provid- temporary relief for families
or caregivers. Additional1. ily benefits include: allowing
the family to engage in daily activities thus decreasing their
feelings of isolation; providing the family with rest and
relaxation; improving the family's ability to cope with daily
responsibilities; maintaining the family's stability during
crisis situations; helping preserve the family unit by lessen-
ing the pressures that might lead :o divorce, institutionali-
zation, neglect and/or child abuse; and, m 1king it possible
for individuals with disabilities to establish individual
identities and enrich their own growth and development.

What is Respite Care?

The federal legislation defines respite care as in-home or
out-of-home temporary, non-medical child care for families
who have children with disabilities, chronic, or terminal
illnesses. Most respite care programs offer services to
famiiies onasliding fee scale with hourly and/or daily rates.
Respite care services can range from a few hours of care up
to three months of care depend:ng on the needs of the
families and the type of respite care program model avail-
able in a community. The ages served by respite programs

range from infancy to adulthood. Often programs serve a
particular disability or illness (e.g., children who have
HIV-related conditions, children who are medically fragile,
children with mental retardation).

Many respite care services are incorporated within larger
social service agencies both at the community and /or state
levels which provide anarray of supportservices to families.
Some of these support services can include: family counsel-
ing; family support groups; parent training; service coordi-
nation; assistive equipment services; and, access to medical
services.

Respite Care Program Models

Respite care program models for each local service areamay
differ according to the needs of families/caregivers within
the community. For example, some respite care programs
may utilize an available bed in a health care facility or state
institution for families who require extendedrespite options
and whose childrequires skilled care; whereas, otherrespite
care programs may only offer time-limited (a few hours)
services in the family's home. In addition, respite care
services may be available to families through formal pro-
grams (i.e., trained staff) or may be available to families
through informal networks (e.g., parent cooperatives, or
cash subsidies from states to purchase respite through
relatives and friends). The following descriptions are ex-
amples of local respite care program models.

Model 1: In-Home Respite Program Model

In-home respite programs offer services in the family's
home for certain periods of time by trained, paid respite
providers or volunteers. Respite programs trair providers or
volunteers in basic child care areas. Most respite programs
interview families and providers and match the two in the
provision of respite services; whereas, other respite pro-
grams act as "brokers" in which the families choose their
own providers from a designated list. In-home respite
services provide relief with winimal disruption of routine
child care activities. State _egulations regarding particular
activities (e.g., administration of medications) are followed
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by the respite program. In this type of model, families are
usually charged on a sliding fee scale with the respite
program paying the provider directly. In many states,
families receive acash subsidy or vouchertopay forin-home
respite services.

Model 2: Out-of-Home: Host Family Model

Many respite programs offer services through a host family
model in whichrespite care is provided ina surrogate family
home similar to a foster care model. This model allows the
child with disabilities to be cared for 'n a setting outside of
his/her natural home. Host family models allow families to
receive extended periods of respite. State regulations re-
garding fire and safety codes, licensing and other require-
ments must be followed. Most host families are trained by
the respite program and paid a daily rate of care. Families
are charged on a sliding fee scale for this service.

Model 3: Out-of-Home: Facility-based Model

This type ofrespite care programis similar to aMother's Day
Out program in which a particular facility (e.g., day care
center, church, community center) offers respite on certain
days at certain periods of time. This type of model allows
families to take their children to a supervised environment.
Facility-based respite modelsare staffed with trained respite
providers, paraprofessionals, or volunteers who are able to
care for children with certain disabilities. Families are
charged for services based on a sliding fee scale. This model
is very effective in rural areas.

Model 4: Out-of-Eome: Residential Respite Model

In the residential respite model, respite services are pro-
vided in a residential or nursing center (e.g., group home,
state institution, nursing home, hospital) within a commu-
nity for individuals with disabilities or terminal illnesses
who require skilled care services. Respite, in this model, is
conducted by professional licensed personnel, usually for
periods longer than 24 hours. Payment for respite services
is usually a combination of family fees, state funding (i.e.,
Medicaid or waiver services), and/or private insurance.

Model 5: Out-of-Home: Respite House Model

In this type of model, a house, specifically designed for the
provision of respite care, is available in the community with
24-hour care. Extended respite periods can occur up to 30
days. The respite house model is usually sponsored by a
community orstate agency and staffed with professional and
paraprofessional staff. Families are charged daily rates
based on a sliding fee scale. State requirements for food
preparation, staff-child ratio, health and safety, and other
licensing requirements must be followed.

Model 6: Parent Cooperative Model

Parent cooperatives have been developed in communities,
especially rural areas, where respite services are very lim-
ited. In this type of mode!, families of children with disabili-
ties and/or chronic illnesses develop an informal assuciation

and "trade" respite services with each other. This exchange
program allows families to receive respite on scheduled
dates. In most parent cooperatives, fees are not assesses.
This model has proven to be effective for families whos¢
children have similar disabilities. In this regard, families
feel comfortable caring for scmeone else's child who has a
disability or illness similar to their own child's.

Model 7: Respitality Model

Respitality is an innovative concept for providing respite
care. It provides a cost-effective partnership between the
private sector and respite care agencies. During Respitality,
participating hotels provided the family with a room, a
pleasant dining experience, and perhaps entertainment
while a local respite program provides respite either in the
family's home or in an out-of-home respite situation. The
Respitality concept was developed by United Cerebral Palsy
Associations, Inc., in 1985,
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Resource Centers

Texas Respite Resource Network (TRRN), Santa Rosa
Children's Hospital, P.O. Box 7330, San Antonio, Texas
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