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SUMMITRY

INTHODUCTION
AT

N

Scven of the thnirty-thrce Parent-ChLild Centers (PCCs) weore
funded by the Office of Child bevelcpment (OCD) for an additicnal
$100,000 c¢ach, in crder to develop Ldvocacy Corponents (ACs).

This Advocacy cifert is defined as a peldel decigned to neecw the
needs of chilcren frowm birth to five years, and of theiv familics
within a particular catchment area, through local scrvice intcoara-
tion and, whcn necessary, through the creation of new services.
The ACs werxe not to previde dircct services, unless such were
necessary, on & temporary basis, to demonstrate the need for anc
effectiveness of a hithertc non-existent service. f9he typicsl

AC has between one and two professionals and four and cight ron-

professionals on staff.

This 1is the suvmmary of tbe report provided to CCD by tho
Center for Community Research (CCR) on the Advocacy start-up vear.
The report is based on information collected duvring four site
visits to each program, monthly telephone contuact with the Adve-
cacy Coordinators, and program statislics received monthly from
the programs. Site visit activities included interviews with
Advocacy staff, the chairman ¢f the PCC Policy Advisory Council,
25 families at each of the Advocacy Componehts, and with 5-7 com-
munity agency administrators in cach community. 7The major thrust
of the first year evaluation was to document the start-up process
and to provide OCD with data on agency changes and on changes

O

[]{u:‘ in both knowledge and use of community resources by the families
o o e :



served.

The following discussion will consist of the presentation
of each of the national goals set forth for the Program by ucD,
followed by a statement of the major accomplishm%nts and problems

associated with its implementation.,
GOAL

l. TO IDENTIFY THE UNMET NEEDS OF LOW-INCOME FAMILIES

WITH CHILDREN 0-5 YEARS IN A DESIGNATED CATCHMENT
AREA,

Accomplishments

During the first year of the Advocacy effort, needs assess-
ments Qere completed on behalf of 2,422 families living in the
seven AC communities. The majority of families assessed were
identified through door-to-door efforts. The needs assessment
served as a means of gaining entré to families' homes, and as
a means for .identifying individual family problems on a case-by-

case basis.

Through the needg assessment effort; 4,739 children 0-5 were
identified. Seven hundred ninety,ofAthese children are reported
to have héd no immunizations, and four hundred fifty-two children
were receiving no yearly medical check-ups. By the end of the
first Advocacy year, 230 children had check-ups, 160 had immuni-

zations, and 182 families were enrolled in a public health

ii
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facility with complete coverage.
Problems

In most instances, needs assessment data collected were not
tabulated in such a manner as to give statistics on community-
wide problems. The needs assessments, as developed by the ACs,
served primarily as a family intake tool, rather than as a means

of portraying community needs.

Each Component developed its own needs assessment focus so

that there is no comparability of data across the seven programs,
GOAL

2, TO IDENTIFY ALL PRIVATE AND PUBLIC PROGRAMS (LOCAL,
STATE, AND FEDERALLY~SUPPORTED) THAT PROVIDE SERVICES
FOR RESIDENTS IN THE CATCHMENT AREA, AND TO COMPILE

INFORMATION ON EXISTING COMMUNITY SERVICES.

Accomplishments -

Resource identification, as implemented by the ACs, includes
a thorough understanding of what services each agency offers,
eligibility requirements, and staff functions. The ACs identified
agéncies and resources previously unknown to PCCs. Identification
of resources by means of actual staff visits to the agencies was
found to be the most effective method of obtaining in-depth infor-

mation about the agency and its functioning. Workshops with other



agencies were also found to be a particularly effective mechanism

for in-depth learning about what other agencies do.
Agency Directories were developed at three Components.
Problems

Ident;fication'of resources and the compiling of detailed
and complete information turned out toc be far more complex and
time-consuming than originaily anticipated. Several Components
had not yet finished their in-depth investigation of all resources’
available in the commurity. In.some instances, the information
obtained by non~professional staff was not sufficiently precise
" to be used in day-to~day referral activity. This necessitated

time-consuming repeat calls and visits by individual workers.
GOAL
3. TO IDENTIFY THE GAPS BETWEEN NEEDS AND EXISTING SERVICES,

Accomplishments

Although AC staffs had lived and worked in the community prior
to the AC year, they felt that their previous knowledge of service
gaps was refined and deepened as a function of.the Advocacy experience.
In several communities, definable gaps in service were identified
"as part of the needs assessment effort. For instance, in one urban

community it was discovered that the City Health Clinic was simply

not open a sufficient number of hours, - Once the large propo:tion

iv



of women and children who were going unscrved at the clinic was
broucht to the attentien of the adininis*ration, the clinic's hours

vere extended.

Problems

Lack oI systematic data from the needs asscssment on a com-—

munity-wide kasis makes it impossible to statc with any specificity

what gaps exist. 1In addition, because of the lack of systematic

data, the ACs have not been in a position to go to the agencics

-

and state what percentage of cligible femilies is unscrved and

()

the hard deata which could be used to document necd decisively and
convincingly are lacking. Community agencies were, for the most
part, only vaguely awerc that a needs assessment Lhad been done

and had virtually no knowledue of any findings.
GOAL

4, TO PROMOTL THE DEVELOP!ENT OF COMMUNITY RESOURCES WHICH

WILIL FILL GAPS IN EXISTING SERVICES.

Accomplishment

In one rural community, an outstanding effort to fill a gap
in medical services has been realized. The PCC/AC serves two |
counties. Prior to the AC effort, ohe county, with a population
of 35,000, had one Public Health Doctor and two nurses; the cther
county, with a population of 18,000, had one doctor and one nur:e.

Following a massive effort to obtain certification of need for

ERIC
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a clinic in c.ch county, local and federal rosources were mobilized
te provide money and ners..nel, As a resul:¢, both clinics are
operational and staffed by th Natf.onal lealth Service Corps.

Each clinics' staff includes a doctor, nurse, den'ist, dental a-

ssistant, pharmacist, and x~vay technician.

In the other rural arcas, some gaps in existing resources
are being filled as a result of ~C intervention. In cne community,
the AC is subsidizing the two County Health Departments to perform
examinations for children 0-5. Also, a county health clinic is
working with the State Health Department ir order to secure family
planning services, as a result of AC intervention, The Welfare
Department in one rural community has hired two homemakers and
plans to hire two more as a result of AC demonstrating the need

for and effectiveness of such staff.
Problems

Much has been learned by all of the Components about the
constraints which impede agency change and the development of new
resources, Agencies lack money and staff with which to make chancges
which they, themselves, may value. Many adgencies cannot implement
change Oor start new programs at the local level because they are

dependent'on state or federal agencies for policies and guidelines.

The ACs can do much to educate community residents to the

need for services, to stirmulate them to the point of using services,

Q
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and to facilitate the process by wvhich scrvices are made available.
Howevear, to date there have been only a few insztances in which

it has bcen possible to effcct the creation cf new scrvices,

GOArL

5, TO ASSIST 1IN BRINGING TCOGETHI'R A COMPRIHENSIVE AND

EFFICIERT DELIVEPY SYSTLEM OF SERVICLS,

Acconmnlighwments

At three Compenents, ongoing intoragency mectings have becn
instituted at the administrative level, desigrned to promote joint
problemn-solving, information exchange, coordiration, and the stimu-
lation of new idecas. As an outcome of thosc neetings, cfforts
have been made by agenciass to pool transportation to distant re-
sources 1in ovne cormunity, a fcod cooperative has developed in
another rural community, and the local family planning agency has

gained entré to local schools.

The ACs have fostercd coordination of services in several
communities even without regular interacency meetings. FExamples
of such coordination include an AC~sponsored workshop for all
agencies with outreach workers, to obtain training in the detec-
tion of lead poisoning conditions; an effort to prevent dupliéation
of serviées by the Departwent of Social Services and the Department
of Housing in a public housing project; and a project in which

AC staff acted as a catalyst for an experimental program involving

patient advocacy in an inner-city hospital.

vii
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Some major initiatives in the dircction of coordination and
improved service delivery have been made by scveral Components
which have used their outreach capacity to facilitate the work
of other agencies. Such cfforts included helping clients with
enrolliment proccdures and helping Welfare Departments by using
AC outreach workers to attest to family needs in relation te various
kinils of emrmergencics. Thus, one urban Welfare Department has
allowed the AC to assess the neced for furniture grants and another
rural Welfare pepartment twenty~five miles from the catchment arra
has used AC staff located within the community to attest te the
need for cmergency grants, In addition, the Welfare Departments
in several communities have hecome more vigilar- in ensuring that
clients get full benefits to which they are entitled as a result

of AC intervention and efforts at coordination.

Problems

Administrators resist attendance at additional mectings.
Particularly in urban areas where the number of agencies is great,
agency coordination with even a single agency is éomplex and time-
consuming. Day-~to-day service demands often preclude the setting
aside of time for the exercise of a planning and coordinating

function.

Turnover in the coordinator position at several Components
has been negatively associated with the development of strong

coordinating rclationships at the administrative level. While
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referral linkages exist with other agencics, cncoing planninc

and coordinsiing relationships were initiated but in cone cazes

were not carricd through after the original Cocrdinator left.

GOAL

——

6. TO ASSIST FAMILIES BY REFPRRING THEM TO SPICIT'IC
AGENCIES AND FOLLOW-THROUGHE TO ENSURE THAT THE

SERVICES ARE PROVIDLD.

Accomplishments

Assistance to families has gone far beyond referrvel and follow-
through. A total of 6,93) home visits were made to 1,913 families,

and 2,450 referrals were made on behalf of 1,089 families.

Forty-two percent of all referrals were in the arca of healih,
14% were for housing, and 14% for education-~related necds. Other
referrals were for welfare needs, food and clothing, and cmplovient,
In seventy percent of all referrals, the outccome was either positive
or was expected to be positive in the near future. The success
of a referral is highly dependent on the service area, e¢.g., whereas
72% of all health-related outcomes were either pesitive or near-

positive, only 31% of housing referrals were thus characterized,

-
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Each AC d~veloped referral linkages with many agencies, so
that referrals and follow-through were conducted on the basis of
specific knowledge of adency services and reguirements , and of

well-devnloped contacis with agency staffs.

Interviews with familics revealed that the majority had a
positive vicw of ndvocacy and fclt that they had benefited con-
siderably not only from referrals, but also from a supportive

relationship with a concerned worker.
Problcms

The tremendous need on the part of many families for continued
support has led to a relatively great number of home visits per
referral. It was originally intended that, following assessment
of a family's needs, referral would be effected and, in the
process, the family would learn how to necotiate the service
delivery system on its own. 1In reality, many families have
problems which cannot rcally be helped by means of referral activity.
These families require and seck out a continuing supportive
relationship. Intecrviews with families revealed considerable
emphasis on the Advocate as "friend" and "loyal supporter." 1In
most instances, the feecling of getting "help" can best be defined
in terms of the relationship between an outreach worker and the

family.

It was very difficult to motivate rany of the families to

follow through on a referral, despite repcated efforts. With




regard to preventive scrvices in particular, major efforts are
required to foster and maintain an adeguate level of motivation
among a group which characteristically responds to needs on a

crisis basis only.

A minority of families reported that they did not find
Advocacy helpful because they had a need for direct services and

not for referrals, which they felt they could effect on their own.
GOAI_i

7. TO DEVELOP A TRAINING PROGRAM FOR CHILD ADVOCATES IN

CONNLCTION WITH LOCAL COLLEGES AND OTHER AGENCIES.

Acconmplishnents

All of the Components provided training for outreach workers
in a variety of technical and content areas. In-service training
was provided through course work, workshops, seminars, sensitivity
training sessions, and direct practice supervision, conducted
by community agency personnel, university consultants, and PCC/AC

professional staff.

Training focused on interviewing skills, record-keeping,
report writing, and problem-solving skills. Training sessions
were conducted on a wide variety of topics including mental

retardation, lead poisoning, nutrition, and health care.

At two Components, AC Coordinators taught Advocacy-related

courses at local colleges.

xi



Problems

The staffing pattern of the ACs represents a high ratio of
non~professionals to professionals. The preponderence of non-
professional staff reguircs that considerable time he spent
on training activities. The need for extensive training and
supervision conflicts with the time available for service delivery
activities. The difficulty of starting an innovative program in
an area, i.e., child advocacy, in which *there is no known cur-

riculum with a ron-professional-staff should no:t be underestimated.

Initially, lack of adeguate training in interviewing skills
resulted in imprecise, incorrect, and superficial needs assessmcent
data. Difficulties arose with respect to recordé-keeping and
follow~through on behalf of clients; as did problems of over-

identification with clients.

There was a fifty percent turnover among outreach workers,
which means that much of the benefit of in-service training was
lost before it could be used to the benefit of the program. For
the most part, new aides received only cursory pre-service training
due to the demands of ongoing service. The high turnover rate
was attributed to job dissatisfaction and job insecurity. Turnover
rate was lower at those ACs which hired PCC parents and staff,
rather than indigenous community people not previously associated
with PCC. It is likely that staff and parents expérienced with
PCC had a better idea of what to expect and a greater commitment
to the success of the program than did people with no history of

relationship to PCC.
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GOAL

8. TO ENSURE THE DELIVERY OF ADEQUATLE SERVICES TO EXPECTANT

MOTHI'RG AMND THEIR NEW~BORN BABIES.

Accomplishments

A total of 403 pregnant women were identified, 90% of whom

were already receiving some form of pre-natal care.

Several Components worked to improve and humanize the pre-natal
care available to women in their communities. One urban Componcnt
played a significant role in one hospital's changeover to a more

personalized and more adeqguate system of pre-natal care.

Several Components started groups for pregnant women , seeking
to provide information which would improve the quality of pre-

natal care.
Problems

Sustaining the interest and participation of participants was
extremely difficult; thus, attendance at pre-natal groups tended

to be low and sporadic.

Cfforts to provide already existing health agencies with
referrals, feedback, and input on the needs of the client population
seem to be more fruitful than are efforits to provide this service

directly through the ACs.

xiii



GOAL

9. TO IDENTIFY HIGH-RISK MOTHERS ~2ND CHILDREN SO THAT
NECLSSARY MEDICAL, NUTRITIONAI, , AND OTHER NEEDED

SERVICES CAN BE AVAILABLE TO TIHENM.
nccomplishments

one hundred and thirty-one high-risk pregnant women were
identified by the ACs. Ninety-one percent of then reported some

form of pre-natal care.

The vast majority of the families identified were multi-
problem families. gerious health problems and housing conditions
ranging from inadequate to utterly deplorable were prevalent among

the population served.

'Problems

The identification of high-risk mothers and children proved
very difficult with a non-professional staff. The ACs tended
to view the vast majority of families as mﬁlti—problem in that
both income and emotional instability are prominent. The icenti-
fication of such a high proportion of multi-problem families was
responsible for the already discussed emphasis on case Adveocacy
and the dévelopment of ongoing supportive relationships. In
effect, a major part of the program, as it developed, i volved

focus of specific attention on rwulti-problem families.

Wwhile not formulated as a specific goal . it is clear that

emphasis On education of families toO the need for, and use of ,

.
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resources was of primary importance to the OCD planners. Thus,

CCR has added the fcllowing goal:
GOAL

10. TO HEIGHTEN FAMILY AWARENLESS AND UTILIZATION OF EXISTING
RESOURCES AND TO ENCOURAGE THE DEVELCPIENT OF COMMUIITY

ORGANTIZATION EFFORTS AT THE FAMILY LEVEL.

Advocacy efforts place heavy emphasis upon educating families
so that they will be able to independently negotiate the service
delivery system. To this end, an Advocacy-related referral
entails not only contact with an agency , but an educative prccess
through which the client is made aware of the need for a particular
service and the methods by which it can be obtained. This diifers
from the traditional case work referral, which usually involves
only contact to another agency on behalf of a client and subsequent

follow-through.

Accomplishments

Considerable AC activity focused on ecducation , both during
individual home visits and in a variety of workshops and mass
meetings held for AC families. Workshops and mass neetings
dealt with such topics as drugs, welfare rights, dental care,’
child development , housing, programs for economic advancement
Fhrough career development, family planning, health care, and
consumeyr education. Attendance at these meetings has generally

been'quite good and local evaluations have been positive.




Some ongoing groups werae particularly focused on providing
members with an educational experience. One si1ch group involved
approximately 30 teenage mothers who were taught a great deal
both about child development and about resources available to them

in the community.

Attempts have also been made to organize groups of parents
into committees to work in their own bhehalf on issues of community
concern. Most of these efforts were focused on housing needs and

tenants rights.
Problenms

Attempts to organize committecy of ongoing families have not
met with much success; sustained participation is difficult to

achieve.

The planning activities involved in organizing a workshcp
or meeting are extensive and very time-consuming. In any given
month during which a work: .op was planhed at a Component, this
involved so much staff tine that there was a marked dimunition
in referrals made by stafZ. The relative long-range educational
benefits of a family-by-family referral approach vs. a mass

meeting approach are simply unknown.
SUMMARY

It should be clear from the foregoing summary that much has
been accomplished in the first year. While it is trme that agencies
have ﬁot altered their course in majorAways, and that in most cases

Q
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new services have not been instituted, in retroswvect it scems
unrealistic to have expected that such changes could occur within
a single year. What has been established is a foundation of
relationships and collaborative efforts with other agencies which
has facilitated the referral process, and which may or may not

in the future serve as a first step in developing joint initiatives
to effect change in the service delivery network. At most of the
ACs, the relationships are well established, and the agency
administrators are positive, feeling that the AC effort is well
directed. In most communities , however, there seems to be little
optimism on the part of agencies that major agency change will
come about as a result of Advocacy efforts. Nevertheless, the
Advocacy effort is welcomed by most agency administrators who

are impressed with the ACs outreach capability and its potential
for family education. Joint planning efforts, referrals, and
calling practice abuses to the attention of agency administrators

~are all welcomed.

Agency identification and the establishment of relationships
represent the primary achievement and effort of the first year.
Now that this has been accomplished, a series of collaborative

efforts and joint initiatives may be forthcoming.

In terms of families, the accomplishments have also been:
significant. While it cannot be said that families are now
making their own referrals and that the Advocates have "done

thenselves out of a job" as was originally and over optimistically

anticipated, important relationships with families have been




established. Families feel that they are deriving support and
benefit, referrals are being madc, some needs are being metf, and

some cducation has taken place.

The start-up year of any program is fraught with difficulties
and Advocacy has had its share. The indications are , howaver,

that a good beginning has bcen made and that the benefits should

be considerable if the effort is continued.




TABLE OF COUTENTS

PAGE
CHAPTER I - THE ADVOCACY CONCEPT AND THE EVALUATION
DESIGN '
1.0 OVEIrVIEW ittt eteeeeenssosnonsssstsssansssscasnansesnn I-1
2.0 Methols Of proCedure ..iieeeeerieieneeosesseonnoasasnnans I-¢
CHAPTER II - NATIONAI, GOALS AND LOCAIL PROGRAM OBJECTIVES
1.0 1Introduction .......... et s e s et sae e ettt IT7-1
1.1 Patterning of objectives ...iiiieeeeeereesennnans Ir-1
1.2 The function and development of
goals and ObJeCLivVES i ererenrenencnssnenness I1-2
1.2.) National goals ..eeiiiinieeieeeeneneenns I1-2
1.2.2 Program objectives ..cieeeieeiienesnnns I1-3
1.2.3 Quarterly and/or monthly
ODJECLIVES vt cteieetreenssnocnnosnnansan TI-4
1.3 National goals as they relate to specific
Program OV JECEIVES i eerveeesrossesossnnsonanan I1—~4
1.3.1 Genecral vs. specific objectives ....... I1-20
1.3.2 Revisions and/or changes in
o) o Ry Tk ol AR VZ S - II--22
1.4 The procecss of achieving objectives ........ oo I1-24
1.4.1 The relation of objectives to
National goals «.eeeeseeesaoessnocenenns I1-24
CHAPTER JIII ~ THE FAMILIES SERVED BY THI ADVOCACY COMPONENT:
DATA ON ALL FPAMILIES, AS REPORTED BY THE AC's
1.0 Known characteristics of the AC population .......... I11~1
2.0 TelephOne COItacCts vttt ieeieeneneenssoenonansranas ITI-3
3.0 Home VISits ...iievrnnennnnnn et et e e e e et e e III-5
4.0 ReferraAls v ieeeersoesoesessesoseeeasssesscesonenas ITI-7
4.1 Types Of rCLerTals veeeesoeeeeeeeesosannoeennas ITI-23
+ 4.1.1 Health referrals ....eeeeerooeennennnn I11-24
4.1.2 Housing referralsS ..o.eeeeeeeeee s Ceee e III-26
4.1.3 Education referrals ...vieeerteeiennnn. I111-27
4.1.4 Welfare referrals ....eeeeerseecenenas ITI-28
4.1.5 Support gservices referralsS «.eeoeeees. I11-29
4,1.6 Employment-related referrals ......... III-29
4.1.7 Psychological referrals .....eeceeueens III-30
4.1.8 Miscellancous referrals .....eeeeeee.. ITII-31
4.2 The outcome Of referrals ..iieeeeeeeeeeneennns ITT—-31
5.0 What the AC has meant to families: some
111UuStrative CaSeS i iieeeeeneteseseansoesscnsnneenns 1I1I-35

6.0 Progress toward achievement of the relevant
© national goal ...t ittt ittt ettt III-45




TABLE OF CONTENTS - (continued)

PACE

CHAPTER IV - THE FAMILIES SERVED BY THE ADVOCACY COMPGNENT:
DATA ON A SAMPLE OF FAMILIES INTERVIEWED ON SITE

0 Background c.eeeeecscscstocassesecsecascascnnreosase IV=1
.0 Demographic characteristics of the CCR sample ...... IV-4
.0 Relationship between sample families and the AC .... IV-11
.0 Services needed and received by families in
the SampPle tiieiieeireerecsceceecesecoscsasaananasess IV-18
4.1 Medical needs and referrals .....eeveeceseoess IV-18
4.2 Housing needs and referralsS ....cevveceseeeess IV-33
4.3 Velfare needs and referrals ....ceeeeeeeeceess IV-38
4.4 Educational needs and referralsS .....eceeeeecess IV~41
4.5 Other services needed and received by
AC families .uiiieevenniieeenerecansocnsannanees IV~45
5.0 Family participation in group and community
ACtivVIities .iiiiiiiiietiitetetcenecrcscacscansnenaaas IV~46
6.0 SUMMAYY eteeieeeeeassocsccasoanosssssosssecoccasocascaas IV-50

CHAPTER V - GROUP MEETINGS, MASS MEETINGS , COUNCILS, AND
WORKSHEOPS FOR AC FAMILIES

INtrodUCtion .eiiiieereeoreeeoscsosssneeoasaceonooanes V=1
Mass meetings/WOrKShOPS ticeerecrortcocesocncsencesnes V=4
Committees of Advocacy families ....ieeeeivececennass V=11
Ongoing group Mmeetings .tvi.eieeeeceecceeeenecoenasess V=14
PrOJECES vt ereeeeneasssoansnsssssosssssnsnnansnnnse V=21
5.1 A rural food cooperative ...iieeeccceccencensss V=21
5.2 An experimental baby food project ....cceceeee. V=22
6.0 Progress toward achievement of the relevant
national goals t.iiiicieeescreccecocncccncssonacosanes V=23

s Wi
OO0 O0O

CHAPTER VI - RELATIONSHIPS BETWEEN THE ADVOCACY COMPONENTS
AND COMMUNITY AGENCIES

Introduction: sources of information ......ceceeeeee VI=1
1.1 Designation of community agencies ....ceeeeee. VI=2
Identification Of resoUrces ....ceeeeeececrccncenses VI~4
Relationships between individual agencies and
the AC ....I............‘...........I........I...... VI-G
3.1 Referral~based relationships ....iceeeeeeceees VI=7
‘3.2 Relationships based on an exchange of
SEIrVICES .iiiieitiiieeerresescscessancansoases VI-B
3.2.1 Outreach on behalf of other agencies . VI-B8
3.2.2 Use of community agency's staff as
resources for AC staff training or .
for AC sponsored community workshops.. VI-1ll
3.2.3 Advocacy on behalf of other agencies.. VI-~12

w o |
oo Qo




TABLE OI' CONTLNTS = (continued)

—re

4.0 Changes in agency policy and procedures as
a function of Advocacy c¢fforts ..... e eee et eees VI--13
5.0 Filling gaps in services available through
stimulating the crcation of new resources or
through subsidizing existing agencies to provide
Nnev SCYVICES vven. ... et e et et ee ettt s VI=17
6.0 Interagency coordination .....eieeiiieeencrnesesnsnss VI-18
6.1 Intcragency committees and couvncils ........... V1I-19
6.2 Linking agencies with one another ............. VI-21

7.0 How agencirs see the Advocacy effort ....o.veviiieeeees VI-22
8.0 The advocacy role within other acencies ........ eee.. VI-Z25
9.0 Progress toward achievement of national goals ....... VI=26

CHAPTER VII - STAFI FUNCYIONS & STATEF TRAINING

1.0 Introduction ..v.viiieeieeeneerinsoonnssocsnasonsesnes VIL-1
2.0 staff orguanization ......... Y B L
3.0 Staff roles ittt iiet et ioeosorosnnniraansensnones VII-Z
3.1 CoordinatOr ...veeerenenercannennnnnnoneaneens VII=2
3.2 Sstaff trainer or resource exXpert ......... ee.. VIX-4
3.3 Cutreach WOLKEr .....cvveeereencnnnnennansnnas VII-5
4.0 Staff turnover ...... A A A
5.0 Training of AC staff .....ciieeeennnns I VA
5.1 Training in technique and banc jOb
SKills vttt ienanennnnnn et e e . VII-7
5.2 Training in content areas re lcvant to AC )
WOEK ittt it ieeeessscesnsanessscensonsscenseses VII=T
5.3 Comments on training .....ceeveeeeeecesseeesss VII-8
6.0 Advocacy 2SS @ NeW CAYCEL . .evevseeecsotssossonssssees VII-O
7.0 Staff impressions and discussions of the first

YEAr eXpPerience ............ccieniiinenenneanaeensa.. VII-1]




LIST OF TABLES

PAGL
Table 1. Characteristics of the AC population
as a whole. I11-2
Table 2. Number of telephone calls, numbér of
different families, mean, median , and
range of calls among rural and urban
families. ITI-4
Table 3. Number of home wvisits, number of
different familices, mcan, median, and
range of visits among rural and urban
fanities. ITII-5
Table 4. Numbear of referrals, nunber of different
families, ncan, madian, and range of
referrals among rural and urban. families. JI1~-8
Table 5. Number of referrals in major service
areas. JIT-23
Table 6. Frequency of referrals for various health-
related problems. IX1I-25
Takle 7. Frequency of referrals for housing-related
problcms. 111-26
Table 8. Frequency of referrals for education and
child care-related problemnc. I1I~-27
Table 9. Frequency of referrals for welfare-related
problems. I11-28
Table 10. Fréquency of referrals for support services. III-29
Table 11. Fregquency of referrals for employment-
related problems. I1I-29
Tablz 12. Frequency of referrals for psychological
problemns. ITI~30
Table 13. Frequency of referrals for various
miscellaneous problems. IT1-31
Table l4a. Contacts to resources: level of outcome - '
. rural. IITI-32
Table 1l4b. Contacts to resources: level of outcome -
urban. III-34




PAGE

Table 15. Status of the 97 families unavailable
for 72 interviewvs. Iv-1
Table 16. Mean number of telephone calls, home

visits, and referrals to 74 sample families. IV-3

Table 17. Sex of respondent., . Iv-4
Table 18. Age of respondent. Iv-4
Table 19. Ethnicity of respondents. ‘ IV-5
Table 20. Education level of respondents. Iv-6
Table 21.  1Iumber of children under five yecars of

age, V-7
Table 22. Total number of children. IV-8
Table 23. Eusband present in hourehold. Iv-9
Table 24. Ennployment status of father. Iv-9
Table 25. Employment status of mother. Iv-10
Table 26. Number of families receiving public

assistance, food stamps, Mzdicaid, )

commodities. Iv~-10
Table 27. Number of times respondent was vicited

by AC. ‘ IV-11
Table 28. Family initiated contacts with the AC. IV~-12
Table 29. Nature of home visits. Iv-13
Table 30. Health needs: problems and concerns. Iv-19
Table 31. Enrollment in a medical plan or service

during the AC year. IV-20
Table 32. Check-ups for family members during the

AC year. IvV-22
Table 33. Check-ups for children 5 years or younger

during the past year. Iv-23
Table 34. Imnmunization status of children 5 years

or under. Iv-24




Tablce
Table

Table

Table

Tabhle

Table
Table

Table

Table

Table
Table

Table

Table
Table

Table

Table

Table

Table
Table

Table

3864,

303,

46.
47.

48.

49,

51.
52.

53.

Dental exanminations during the 2C year.
Pre-natal care.

Trimester during which pre-natal care
began.

Evaluation of modical services by respon-
dents who have had contact with these
scrvices.

AC involvement and respondents' cvaluation
of change in medical scrvices.

Housing nccds: problems and concerns.
Chunges in housing statugs,

Krowledge of whorm to contact in rogard
to housing prollems.

Evaluation of llousing Authority by res-
pondents who have had contact with it.

Welfare necds: problers and concerns.,
Chancesz in welfare status.

Lvaluation of welfarc services by those
on welfare (7T2).

BEducational necds: probleme and concerns.
Changes in education status.

Knowledge of vwhom to contaclt in order to
get a child into nursery school oxr a day
car> program,

Evaluacion of cducational services by
resrondents who have contact withh these
services (Head Start, adult education, day
carc, and PCC).

Other services for which referrals have
been made.

Attendance at AC-sponsored meetings.

Frequency of attendance at meetings.

Topics discussed at meetings attended.

PAGE

Iv-26

Iv-28

Iv-29

Iv-30

Iv-31
Iv-33

Iv-34

Iv-36

Iv--37
Iv-38

Iv-39

Iv-40
Iv-41

Iv-42

Iv-44

Iv-45
Iv-46
Iv-47

Iv-48



O

ERIC

Aruitoxt provided by Eic:

Table

Table

Tablc

Table

54.

55.

56.

57.

Attendance at community meetings.

Number of agcncics interviewed at
each site visit.

Distribution of agencics, by functional
area, at which interviews were conducted.

z number of agencies reporting different
kinds of activities vis-a-vis Lhe ACs.

PLGE

IV-49

vVI-3

Vi--3

VI-6



CHAPTER I .

THE ADVOCACY CONCEPT AND THE EVALUATION DESIGN




1.0 Overview

The Child Advocacy Components of the Parent-Child Center
(PCC) program have completed their first year of operation and
are currently into their second year. The present report by
the Center for Community Research (CCR) is designed to tell the
story of the start-up year. This is the third report in a
series which includes a report on the program at its inception,

and a volume of six-month case studies.

The Child Advocacy progi:2m was developed as a component
of the Parent and Child Center (PCC) program, in order to ex-
pand the potential of the PCC program. The limitations of the
PCC program were stated in a memorandum da£ed April 4, 1971,

from the Director of the 0ffice of Child Development (OCD)

Dr. Edward Ziegler, to tne Secres ary of Health, Education, and Welfare:

1. Children enter the program after the period of
gestation and delivery, sometimes without the
benefit of adegquate pre-natal and newborn care.

2. Children leave the program at age 3, in some areas
without the benefit of appropriate continuing
attention.

3. Older siblings are excluded as the primary
objects of concern, and are benefitted only
because of the need for total family develop-

- ment and Parent participation.

4. In many areas, there is an absence or deficiency
of the necessary supportive structures for child and
family development (medical, social, educationail).

5. PCCs serve only a very limited number of children
and families in need, and community impact is,
thus, diluted.




Seven of the 33 PCCs were selected by OCD staff as sites
for Advocacy Components (ACs), to serve as a demonstration of
the Advocacy concept and how it might develop as a part of the
PCC program. The seven PCC/ACs are located in rather differing
communities. Three PCC/ACs: Huntington, West Virginia;
Leitchfield, Kentucky; and La Junta, Colorado; are located in
rural communities. ©One of these serves Mexican-american famil-
ies primarily; the second and third serve other Caucasian fai-
ilies primarily.. The four urban Components: Baltimore, Md.,
Cleveland, Onio; Boston, Mass., Jacksonville, Florida all serve
predominantly black populations. Two Components define public
housing projects as their target area, the other two deal with
areas surrounding the projects. In the rural communities and
in one southern urvan community there is a scarcity of resources
available to the target population. 1In the remaining three
urbaﬁ communities there are extensive resources, but these tend
to be unresponsive to the needs of the community and therefore

under-used by the targét group.

The Child Advocacy concept was given considerable emphasis
during the 1970 White House Conference on Children. It was
pointed out that both parents and child;serving agencies often
fail in meeting the needs of children because of lack of re-

" sources and lack of knowledge. The Child Advocate was defined
as an individual who, acting on behalf of children, would help

them secure their basic needs. The Advocacy Component of the



Parent-Child Center is defined as a model désigned to meet the
needs of children from birth to five years, ané@ their families,
through local service integration and, where necessary, the cre-
ation of new services. Reflecting the original concept, the
needs of each family were assessed through survey procedures.
Family needs were to he met by educating communitv residents to
use existing services, byv helping toward the bhetter inteqration
of existing services and, whenever necessary, by advocating for

and assisting in creation of new services.

The first task for the.Advocacy Components was to'develop
specific program objectives with the consultation of, and within
a framework provided by, the Office of Child Dzvelopment. From
the time of this initial definitional activity, on a monthly hasis
throughout the program vear, CCR has followed the developrnent of
program objectives and kept track of the weaving and twisting
of a dynamic program in its formative year. Chapter'II of this
report is devoted to objectives, and to a complete description

of what they were initially, and how and why they chanaed.

Subsequent to the development of objectives, ACs focused
on needs assessments, developing relationships, making referrals
on behalf of families, and on developing a core of knowledge and
eéstablishing reclationships with community resources. The develop-
ment of relationships with families, and a discussion of what was

done for families is the subject of Chapters III and IV. TFach of



" the seven projects sent informatibn to CCR monthly on the

number of families teslephoned, the number home visited, and

the number referred. The nature and outcome of each referral
was described briefly. Data on telephone calls, home visits,
and referral activity to all Advocacy families are presented

in Chapter III. In addition to the monthly monitoring, CCR
conducted interviews with a representative ranaom sample of
families within the first month of program operaticn (Tl) and
after a year of program (T2). Data from interviews with this
sample are used to supplement the more limited prcgram statis-
tics. Data on the sample families are presented in Chapter 1V,
These data provide a documentation of AC efforts. Essentially,
they provide information as to how many people received which
kinds of services, together with consumer evaluvations of both
Advocacy and community services. ©No formal attempt has been
made to measure the impact of the ACs on the families serwved;
the implicit assumption of the evaluation has been that ge:-
ting people to necessary servibes ha§ an impact on their lives.
When considering such basic issues as health, housing, food,

and clothing, it is assumed that concrete data at the immediate
criterion level, are adequate to justify a program. In addi-
tion tg the presentation of enumerative data, some of the stories
underlying the numbers are presented +to allow the families them~
selves to speak to the issue of the difference that Advocacy has

made in their lives.




Following an initial period devoted to the assessment of
needs and the establishment of relationships with families, a
number of Components began implicitly or explicitly to work
toward the goal of educating families to the need for, and use
of services. An initial assumption of the Advocacy Coordinators

- appeared to be that the major constraint to service utilization
was an impersonal, fragmented and inhospitable system of service
delivery. As the year proceeded, and as many of even the best
AC efforts to refer families were not followed through by the
families, there was increasing recognition that underutilization
of services resulted not only from poor service delivery systems
but also from the orientation of a eonsumer group which responds

" basis and which therefore seeks out

primarily on a "crisis only
services only in cases of emergency. Thus, education of AC fam-
ilies, not originally explicit in the national goals for the
program, became an important focus in several Components. At-

tempts to organize workshops, mass meetings, and ongoing groups

are detailed in Chapter V.

The processes of identifying community resources,of developing
a core of knowledge about services offered, of understanding elig-
ibility requirements and staff responsibilities, and of building
collaborative relationships with other agencies are detailed in
Chapter VI. CCR interviewed the AC Coordinators about their re-
lationships with other agencies initially and updated this infor-

mation during the course of three subsequent on-site visits. 1In
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addition, CCR conducted interviews at 4-6 key agencies within
each community both at the time of program inception and at the

end of the first year.

The final chapter of the report focuses on the AC staffs.
Described are staffing patterns, turnover, staff responsibilities,

and staff training.

2.0 Methods of procedure

Although the seven ACs required varying lengths of start-
up time, all seven were operational by April, 1972. CCR inter- .
viewers initially visited each site between April 15 and May 19,

1972,

During the initial visit, a minimum of three hours was spent
in interview sessions with the Advocacy Coordinator. All full-
time staff members were interviewed for between 30 and 60 minutes.
Twenty—fivé parents of families whom the AC intended to serve
were interviewed., Finally, interviews were conducted with represen-
tatives of four or five agencies witﬁ which each AC expected

to work most closely.

Sampling of families within ACs was based.on lists supplied
by the ACs of families with whom each Advocacy Component expected
to work. Lists ranged in numbers from 75 to more than 150. ‘An
initial list of 100 families with which the Component planned to
work was an OCD requirement. These names had been generated through

various forms of prior needs assessment activities.Twenty-five "primary



targets"” were then selected from each list, using random number
£ables, with 10 or more alternate names also being selected in
the event that some of the original 25 were unavailable or unwill-
ing to be interviewed. 1In actual practice, dque to the problem
of tgrget subjects not being at home, (particularly in rural areas
where follow-up was unfeasible), approximately a quarter of the
family interviews were conducted with families living in close

proximity to either the primary targets or their alternates.

The pre-selected names were returned to the AC in advance
so that families selected could be contacted and advised that
interviewers would stop by at a predetermined time. Most inter-
views were conducted in the homes. However, at one AC the
families were selected for interviewing after the arrival of
the interviewers, and some of the parents chose to be inter-

viewed at the PCC rather than being met in the home.

AC staff accompaniment during both Tl and T2 visits at
most Components turned out to be an excellent technique from the
standpoint of both research and program staff. The research
staff was able to gain entre and ready cooperation from the in-
terviewees. During T2 visits, in particular, AC staff members were
able to provide additional information about each respondent.
Converselx AC cutreach staff members reported that they learned
from the experience of watching trained interviewers work, and

that they often become aware of previously unrecognized needs.
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In addition, post-interview discussions between CCR and AC proved

mutually stimulating.

Appointments for the interviews with agencies in the com-
munities were made by AC staffs. These interviews werc conducted
at each respective agency, with either the head of the relevant
service, or with a senior staff délegate of that person. An AC
staff member accompanied the CCR interviewer during approximately

one~-fifth of these interviews.

At the rural ACs, Tl interviewing took from 8 to 10 man
days. Each site was visited by at least two staff members for
4 or 5 cays. At the urban Components the interviewing generally
took two staff members for three days each., T2 interview visits
were typically shorter because of the decrease in the number of

families available for re-interview.

Site visits were conducted in May, 1972, in September, 1972,
in February, 1$73, and in May, 1873. The September and February
visits were generally of two or fhrce days duration and were de-
siéned to update information on relationships with families and
agencies, the ongoing process of staff training, and on the over-
all style and functioning of each AC. The May visit was for the
purpose of updating all this information and rounding out the
picture of the first year, but also for the purpose of conducting

T2 interviews with families and agency administrators.
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CHAPTER II

NATIONAL GOALS AND LOCAL PROGRAM OBJECTIVES




1.0 Introduction

This chapter is intended as an ovérview which focuses on
both National goals and local program objectives. OCD goals
for the program are presented, as are the ways in which the
OCD goals were structured at the local level. The relationship
between National goals and local objectives and changes in
objecﬁives are also presented; Specific details releted to

each goal are discussed more fully in the rest of this report.

‘The data presented in this chapter derive from four sources:

° The objectives developed by each Component for its

first year of operation.

° Quarterly objectives developed by each Component.

° Four site visit interviews with AC Coordinators.

° Monitoring calls.
CCR monitored the monthly objectives of the AC's by
having a staff member call each Coordinator to find

out what was planned for the coming month and what

was actually accomplished during the previous month.

1.1 Patterning of objectives

The seven Advocacy Components, although different in terms
of populations served and of host communities, all operate within
the framework of similar goals and objectives. This may be

graphically represented as follows: .

-
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The picture is onc of interdependency and of discrete steps

taken in oxdox to mect program objectives anl ilational goals.

1.2 The funcition and dovolopnent of goals and obhjechives

1.2.1 Hational goals

The majbrity of tine goals sct forth on the Natipnal level
are long-range in time scale; it cannolt ba expucted that they
will be accomplishud within the first year of program operation.
However, they do set forth the philosophy and framework within

which the Componcnts function, and specify axcas for concentration.
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While calling attention to focal arzas, this is the level at
which flexibility is greatest. The goals are broad-based and
are, in a sense, statements of problems, the solutions to which

are tailored differently by each individual Component.

1.2.2 Program objectives

Using the National goals as guidelines, each Component
developed shorter-range objectives that focuced more specifically
on the needs of their particular community. It was the responsi-
bility of each AC to translate National goals into measurable
objectives that would take into account the concerns and needs
of their client population, the nature of their community; the
availability or limitetions of existing resources and the man-

power capabilities of the individual program.

The process used in deciding upon objectives varied from
program to program. In some, workshops were organized to gain
community input regarding areas of concentration for the new
Component. Agency personnel, neighborhood residents, and PCC
members and staff met to exchange ideas on the needs of the
community, and the role that AC could play in meeting these
needs. These workshops served two functions: they made the
AC a more community-based program and they started the process
of introducing the AC to its botential consumers and resource
linkages. The objectives of most AC's were developed by the
PCC Directors and AC Coordinators who drew upon their own

knowledge of the community.



Regardless of how decisions were made, the program objectives
were to form the structure which would define the basic operations

of each Compbnent.

1.2.3 Quarterly and/or monthly objectives

Quarterly and/or monthly objecctives are set in the shortest
time frame and are the most specific in nature. In a sense, these
objectives structure the day-to-day "business" of Advocacy in
that they are the tasks requiring immediate or near future attention.
These objectives may be ongoing from month to month, such as con-
tinuing the néeds assessment survey, or they may include activities
such as arranging a mass meeting which will occur only once.
Although spzcific and structured, the variety of possible monthly
or gquarterly objectives is great. That is, the desired =nd may
be similar in many cases, but as there are few prescribed pro-
cedures for attaining the ends, the tasks set forth in these
objectives can be as innovative and experimental as imagination

and capability allow.

1.3 National goals as they relate to specific program objectives

The following presents the specific program objectives for
the seven AC's and the National goals to which they are directly
related. 1In cases where only a portion of the program objective

is relevant to the National goal, that portion has been underlined.
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NATIONAL GOALS

PROGRAM OBJECTIVES

#1. To identify the unmet needs
of low-income families with
children 0-5 years in a
designated catchment area.

°Locate and assess needs of pregnant
women and thelr families, assist
with information, service referral
and follow-through for both mothers
and children.

°To become personally acquainted and
actively involved with tihe residents
of the catchient area, but to concen-
trate on identiiving the needs of
pregnant females and thelr families,
and setting up a retferral system which
provides a range of choices while our
supportive involvement enhances their
personal growth.

°Pre-natal care: identify needs, assist
in counseling, transportation, referral.

°Family planning: identify family units,
provide information, motivational efforts

°Immunizations: identify needs, provide
information, establish clinic relations,
recordkeeping system.

°Well-Baby Clinic: identify target chil-
dren, establish referral system, provide
information, recordkeeping, follow-
through.

#2. To identify all private

and public programs (local,
State and Pederally-supported)
that provide services for
residents in the catchment

area, and to compile information
on existing community services.

°Information services to make parents

aware of resources for children and,
in particular, to develop a Consumer
Resource Handbook.

1°To develop a working relationship with
agencies and policy makers whose work
affects the target population, while
assuming the role of middlemen as
communicators, interpreters, and
change agents.

°Assessing health, nutrition, educational
and social service resources. Taking
steps toward improving services.

°Establish guide document for all
community resources.

°Information services regarding home
budgeting, public assistance; developing
Consumer Guide to Resources.

I1-5




NATIOWAL GOALS

PROGRAM OBJECTIVES

$3. To identify the gaps
between needs and existing
services.

°No relevant program objectives.

$#4. To promote the develop-
ment of commuaity resources
which will fill gaps in
existing sexvices.

°Levelop walk-in mini community health
centers using concept of multi-disciplins
health center. '

°Comprehensive health program through
National Health Service Corps.

°Solicit medical manpower through Naticnal
Health Service Corps.

°Obtain mobile health unit visits.

°Assist in setting up licensing of day
care facilities.

#5. To assist in bringing
together a comprehensive and
efficient delivery system of
services.

°To develop a working relationship with
agencies and policymakers whose work
affects the tarcvet population, while
assuming the role of middlemen as
communicators, interpreters, and change
agents.

°Assessing health, nutrition, educational
and social service resources, taXing
steps toward improving services.

°Develn~p linkages to specialty groups aﬁd
hospitals.

°Coordinate transportation to services.
°Immunizations: identify needs, provide

information, establish clinic relations,
recordkeeping system.

°Assist in setting up multi-agency Child
Advocacy Council.

°Integration, mobilization and creation
of Social Service resources.

I1-6



NATIONAL GOALS

|PROGRAM OBJECTIVES

#6. To assist families by

referring them to specific

agencies and follow-through
to ensure that services are
provided.

O

ERIC
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°Locate and assess needs of pregnant
women and thelr families, assist with
information, service referral and foilow-
thyrough for both mothers ana cnildren.

°To assist with information and referrals
to help overcome nhousing problems.

°To become parsonally acquainted and
actively involved with the residents of
the catchment area, but to concentrate

on the needs of pregnant females and
their families, and setting up a referral
system which provides a range Of cpnoices
while our supportive involvement enhances
their personal growth.

°Focal children's medical care: get more
children to the clinic on a regular basis.

°Family Planning: to assist with informa-
tion and referral.

°Conne ting families with needed servicas:
make families ana Component aware of
needs, make referrals or appointments,
follow-through.

°Pre-natal care: identify needs, assist in
counseling, transportation, referral.

°Immunizations: identify needs, provide
information, establish clinic relations,
recordkeeping system.

°Well-Baby Clinic: establish referral
system, provide information, recordkeepinc
follow~-through.

°Child problems: screening and referral.
°Effect model delivery system for Chil-

dren's services - referral, transportatior
follow-through.

°Assist in meeting medical, nutritional,
and dental problems in the target popula-
tion.

°Assist in child development and child caxe

°Assist in the provision of legal and
financial advice.

°Family Planning: identify family units,
provide information, motivational efforts.
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NATIONAL GOALS

:PROGRAM OBJECTIVES

#7. To develop a training
program for Child Advocates

in concert with local colleges
and other agencies.

°Develop a corps of Advocate Assistants.
°Provide staff training.

°To identify and train staff in inter-
viewing skills, listening skills,
observational skills, recording skills,
knowledge of available resources, how
adults learn, child rearing practices,
etc. '

°Recruit and train volunteers.

°Provide staff training.

#8. To ensure the delivery of
adequate services to expectant
mothers and their new-born
babies.

i
{
‘°Locate and assess needs of pregnant

women and their families, assist with

information, service referral and follow-

through for both mothers and children.

'°To become personally acquainted and

i actively involved with the residents of

: the catchment area, but to concentrate
on identifying the needs of pregnant
females and their families, and setting

up a referral svstem wihlch provides a
range of .;hoices while our supportive
involvement enhances their personal
growth. :

°Pre-natal care: see that more mothers
receive better care, earlier in their
pregnancies.

'°Pre-natal care: identify needs, assist
in counseling, transportation, referral.

needs among pregnant women.

#9, To identify high-risk mothers -°Special emphasis on teenage pregnancy.

and children so that necessary
medical , nutritional and other

°Identify and aid high-risk pregnant

°Assist in meeting medical and nutritional

needed services can he available
to them.

O
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NATIONAL GOALS PROGRAM OBJECTIVLES

To heichten family awareness °Informaltion scrvices to make parents
of existing and needcd resources aware of resources for cilldren and,
and to encourage the development in particular, to develop a Consuncr

of community organization efLortq, Regsource Handbook.

at the family lavel,

This goal is not set forth, °Encourage participation on Tenant
formally, on the HNational level. Council.

°Health education for parents.

°Ongoing education in health and
nutrition.

°Family Planning: identify units,
provide information, motivational effort:

°Immunizations: identify needs, provide
information, establish clinic relations,
recorckeeping system.

°Information services regarding home
" budgeting, public assistance; developing
Consumer Guide to Resources.

°Formation of Tenant Housing Committee to
overcome housing problems.

As can be seen from this presentation, local objectives
were developed in response to National goals. Activities
undertaken in response to each of the National goals are

detailed below.

National Goal #l: To identify the unmet needs of low-income
families with children 0-5 years in a
designated catchment area.

Three of the seven AC's list this goal as a specific
program objective, although all Components are actively engaged

in identifying the unmet needs of the target population.
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In the first year of the Advocacy effort, 2422 needs assessments
were completed. ‘he needs assessment sufvey has served as a
means of gaining entré to families' homes; as a tool for teaching
interviewing techniques; and as a source of information on family
problems, community concerns, community attitudes toward agencieg,

and gaps in community services.

Although considered a valuable and necessary aspect of progran
by almost every AC Coordinator, the needs assessments have also
created some problems. It was intended to serve, or did serve,
several and different functions which caused some difficulty.
Initially, the local needs assessment was intended to provide
each Component with information on the prevalence of various
sorts of problems and needs. These data were meant to form the
basis from which program objectives could be developed and
prioritized. However, needs assessment surveys did not get
underway until after objectives were developed and so the needs
assessient was used in order to provide information on individual

families. Thus the needs assessment was variously seen as a

research instrument and a clinical assessment tool.

The needs assessment did serve its function as a clinical
tool for the evaluation of individual family needs. Many of
the needs assessments were treated essentially as intake
inﬁerviews at a social service agency. In several programs the
needs assessments have not been tabulated so that no data exist

on incidence or prevalence rates of various problems.

O

ERIC
P . S I



v

As a fesearch tool, local needs asscessments sometines
lacked the specificity necessary for data reduction and feor
cpmpiling information. For instance, at one Component where
there was an interest in pre—natél care, the question waé
asked: "Did you receive pre-natal care?" After most women
answered in the affirmative, the Advocate realized that the
question offered no information as to at what point women in
that community typically seck out medical care or how many
visits characterize the typical pregnancy. Thus, although
through the process of needs assessment pregnant women were

identified, questions remain unanswered concerning the pre-

natal care of the women in that community.

In addition to the differing views regarding intent and
use, some Components misunderstocd the time frame in which
the needs assessment was to be set. Initially, several
Coordinators thought that a certain number of needs assessrents
were to be completed through a conccrted effort and then, through
word-of-mouth, random contacts and agency referrals, more
assessments would be done. 1In fact, the needs assessment survey
is intended by OCD to be an ongoing activity. This mandate
has several ramifications,

Some Components view the needs assessment as a means of
introducing the AC to families, and of gaining credibility
with families so that referrals can be effected. For these

Components, whose primary objectives center around referrals,
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an ongoing needs assessment presents problems in manpower
allocation and, to some degree, program credibility. The
problem is rather circular in nature: the more families
which are assessed, the more problems that need referral;
the more time spent on assessment, the less time available
for referrals; if fewer referrals are being made, the less
likely are people to support, trust and participate in the
AC. This is most true of Components that adhere to a case

model of Advocacy.

The necessity for ongoing needs assessments have nore
geﬁeral positive results. Four AC's have, or are planning
to expand their catchment areas so as to widen their popula-
tions for assessment. If these expansions can be eifected
without interfering with other aspects of the AC function/
as discussed above, services to target families will increase

beneficially.

In addition, a continuous needs assessment encourages
change and reevaluation of both the program operations and
of the assessment instrument. Several Components have revised
their needs assessment questionnaires .to focus on areas brought
to the attention of the AC by previous assessments. One AC
has amended its questionnaire so that the emphasis is now more
on community issues than on individual needs and problems. If
more Components would tabulate their needs assessments on an

ongoing basis, and draw profiles of the information gathered,
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-these data could be used more effectively to structure program
activities. The ongoing assessment can be a valuable and timely
tool with which to measure program accomplishments and possible

areas ¢f deficiency.

National Goal #2: To identify all private and public programs
(local, State and Federally-supported) that
provide services for residents in the catchment
arca, and to compile information on existing
cormmunity services.

Five of the AC's have translated this goal into a program
objective. However, the process of identifying agencies and
forming linkages is an ongoing activity at all Components. Of
the five Components listing this as an objective, three AC's
specifically mention the develépment of a Resource Guide. 1In
fact, three guiaes have been produced, two for use by Advocacy
families and one for internal and agency use. One other such

guide is in the production stage.

All material relevant to this goal is presented in Chapter

VI on the relationships between the.AC's and community agencies.

National Goal #3: To identify the gaps between needs and
existing services.

This goal is not listed as an objective by any AC as its
content 1is dependent upon findings relating to Goals 1 and 2.
That is, data obtained from the needs assessment survey should
show community residents' perceptions of their unmet needs, and
of needs that cannot be handled because of a lack or gap in

services. The identification of service agencies should act

IT-13



‘somewhat like a check upon the needs assessment data. In the
process of learning about existing resources, the AC should

also learn of the services that are not available.

The needs assessment should have served two functions in
relation to this goal: (1) it should have catalogued residents'
responses concerning service gaps, and (2) it 'should have
Iprovided information that the AC's could bring to the attention
of Agency Administrators in order to show the extent to which
a service gap is producing unmet needs. At most Components, the
needs assessments were not used in these ways. Data obtained
from the assessments, i1f tabulated at all, were not made available
in a manner which would lend itself to éuch use. In addition,
at most of the agencies interviewed by CCR, Administrators were
unaware of the results of the needs assessment (in some cases,
agency personnel were not aware of the fact that the.AC's had
conducted such surveys). Thus, information’gathered from the
needs assessments was not, for the most part, used to show the

existence of service gaps or the need for new services.

In actuality, the process of identifying gaps between needs
and existing services was more informal than the structure of
the goals might lead one to believe. Needs assessment data may
not have been tébulated fof the purpose of pointing out gaps,
however, the consensus "feeling" on the part of AC staff, con-
cerning findings that focused on gaps in servizes, was taken

into account. In addition, the PCC Directors and AC Coordinators,



having lived and worked in the community, had their own "feclings"
about the nature of the important service gaps. Given this "sense"
of the situation, discussion with Agency Administrators could

verify the existence of a gap.

In some cases, actual gaps in services were uncovered.
However, in other cases, gaps in services were found to exist
not because there were not provisions for these'services, but
rather because the services were "on the books," but were not
being implemented by the agencies. A discussion of this type
of situation will be presented in Chapter VI.

National Goal #4: To promote thc devclopment of community

resources which will fill gaps in existing
services.

This is another goal which cannot be specifically translated

into first year program objectives as its development is
'predicated-upon findings obtained from activities related to
other goals. However, one rural AC did include, "To develop
walk-in mini community health centers" as an objective. It
was possible to specify this objective prior to program imple-
mentation, because the gap between unmet needs and existing
services had been well known to the entire community for quite

some time.

The outcome of this objective and the results of other

efforts by the AC's are described in Chapter VI.
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National Goal #5: To assist in bringing together a comprehensive
and efficient delivery system of services.

In one form or another, six Advocacy Components list this
goal as a program objective. Like the three preceding goals,
the processes involved in meeting this goal relate primarily
to agency contacts and relationships. Thus, a complete discussion
of this goal will be found in Chapter VI.
" National Goal #6: To assist families by referring them to

specific agencies and follow through to
ensure that the services are provided.

All but one AC includes this goal in their lisis of program
objectives; and in all but cne rural Component, this goal has
structured the major part of the AC's activities. 1In a sense,
movement toward meeting this goai represents a culmination of
efforts expended to meet Goals 1l through 5. When AC staff
members become engaged in making referrals and follow up to
resources, data from families and agencies are in place. The
variety of information gathered from needs assessments and
agency identification activities is now put to use to serve
the target population in a way which is, initially at least,

most meaningful to them.

The process of referral and the statistics relevant to
this area are presented in Chapter III.
National Goal #7: To develop a training program for Child

Advocates in concert with local colleges
and other agencies.
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This goal is discusscd more fully elsewhere, specifically
in Chapter vIii. However,at this time it should be noted that
although all Components provide some form of training for staff

merbers, four AC's include this goal as an objective.

At two urban Components, objectives called for the training
of community residents as Child Advocates or assistants. 2As
discussed later in this chapter, these objectives were deferred
due to the unexpected amount and intensity of training needed
by full-time staff members. AL two other Components, AC Co-
ordinators are teaching Advocacy-related ccurses at local colleges.
Such courses serve to increase community awareness of AC efforts,
ir addition to widening the basc of potential community Advocates.

National CGoal #8: To ensure the delivery of adecquate services
to expectant mothers and their new-born babies.

This goal, closely related to Goal #6, has been translated
into progrom objectives by five of the AC's. 1In praétice hovever,
this goal cncompasses a large.portion of the work done by all AC
programs. To begin to meet this goél entails “he identification of
appropriate resources, the establishment of referral linkages,
the location and assessment of the target population and then the
performance of the referral process. These efforts have resulted
in the identification of 403 precnant women, the delivery of pre-
natal care, well-baby services and immunizations from exiséing

resources, in additicn to the provision of specialized pre-natal

services by the AC's themselves.

ERIC
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Complete information pertinent to this goal is presented

in Chapters IV and V.

National Goal #9: To identify high-risk mothers and children so
that necessary medical, nutriticnal and other
needed services can be available to them.

Most AC's seemed to have had difficulty defining this goal
and implementing activities specific to its accomplishment. Two

Components include an emphasis on high-risk pregnant women in

their objectives and have planned special programs for these

groups. However, the work done for and with the children of

these women is similar to that done for all target children.

For a period in the beginning of the program year, some
Coordinators misunderstood the definition of a high-risk
mother. When the term was defined to include expectant mothers
who were under eighteen years of age, over forty, or incompetent,

a total of 121 women were located and assessed.

The term "multi-problem family" was never defined operation-
ally and was used by each Coordinator to characterize the
situation of the majority of their families. This lack of
clarity meant that almost any activity performed by the AC's
in response to the needs of their populations constituted a

step toward meeting this goal.

CCR has become aware of an additional goal at the National
level which is implicit in the OCD conception of Advocacy.

This goal can be defined as follows:
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° To heighten family awareness and utilization of
existing resourcecs and to encourage the develcoriant

of community organization c¢fforis at the family level.

This goal, although not written into the Natiocnal goals,

is one pursued by all Components and sn

)
]
9]

ifically mantionez
in the objectives of five AC's. 1In a scnse, it describes

the desirced outcome of all Advocacy efforts, and thus form

n

a philosophical basis upon which activities are structured.

Although never clearly stated as a goal, it would seen
that no AC could properly fulfill its mandate withcut including
in its work plan measures tihat would effectively disseminate
information to the target population. These measures can be
as elaborate as a mass meeting or as simple as a short.discussion
held between an outreach worker and a family during a home visit.
The emphasis on education of families as inextricably tied to
the‘referral process, differentiates Advocacy referrals frem
traditional casework referrals. ﬁor instance, an emphasis
on educaticn ¢. the families means that ideally AC workers dco
not merely refer pecrsons to the health clinic, but also exzlain
to the family their rights as patients, provide them with a
clear notion of the importance of the particular type of health

care, and outline for them the needed steps to properly necotiate

the health care delivery systemn.

ERIC
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When interviews were first conducted with AC staff members
in May, 1972, the concept of increasing community awareness was
already a part of the AC program. The majority of staff inter-
viewed at that time said that they saw their main goal as:
"Working themselves out of a job." The idea was to train each
individual to be an Advocate for himself and his family, thus
making an organized program unnecessary. While workers now
realize that this is a goal requiring more time than originally
anticipated, Coordinators and staff members still speak of
creating an independent, vocal, and cohesive community as a

primary objective.

1.3.1 General vs. specific objectives

In drafting program objectives, the individual Components
had to make decisions as to hiow to best structure their efforts.
To this end, some programs wrote very general, broad-based
objectives, under which a variety of tasks could be included.
Other program objectives were highly specific, making focused
tasks a necessity. Each type of objective has its advantages

and drawbacks:

GENERAL OBJECTIVES : S?ECIFIC OBJECTIVES
Longer time frame Shorter time frame
Flexible tasks More focused tasks
Difficult to evaluate Easier to evaluate
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General objectives, being broader in scope, take longef
to fulfill and, in some cases, may never be completed. Thesc
objectives may involve ongoing tasks, such as monitoring which,
while effecting noticeable change and progress, may theoretically
continue throughout the life of the AC. Howcver, they do allow
for a groat variety of possibilities in terms of tasns considercd
rclevant to the accomplishment of the objective. This seening
advantage of task variety also makes evaluation of "success"

somaewhat difficult.

The following may serve to illustrate the above points:

° GENERAL OBJECTIVE - "To develop a working relation-
ship with agencies and policy makers whose work
.affects the'target population, while assuming.the
role of middlemen as communicators, interpreters,

and change agents."

° SPECIFIC OBJECTIVE - "Assist in setting up multi-

agency Child Advocacy Council.”

Althiough very different in scope and focus, these two
‘objectives led to the establishment of Advocacy Councils
comprised of agency representatives and AC staff members.

The Component whose objective was general, took several steéeps,
other than the organization of the Council, in order to
fulfill the objective within its framework. However, this

Component was not boquhto develop a Council; the AC with
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the specific objective, may have taken the same types of
actions as the other Component, but had, in some sense, made
a cqmmitment to the establishment of a Council. 1In terms of
evaluation, the Council developed as a result of the general
objective is a progress step toward accomplishment, whereas

the other Council in some way represents an end point.

1.3.2 Revisions and/or changes in objectives

Regardless of whether they are broad-based 6r specific,
objectives have been changed and even dropped. Although the
reésons/vary, generally objectives are changed or dropped
because the need is not as great as originally anticipated
or the objective is unrealistic in terms of present capabilities.

The following are examples of such changes:

° Identifying the unmet needs of and providing

appropriate referrals for pregnant women.
All but one Component lists an objective similar to the
one above. The one Component that does not is a rural AC

whose primary objective is that of establishing basic health

care facilities.

This is a broad objective that allows for a variety of
tasks, howevef four Coordinators have said that the need for
AC involvement in this area is not as great and/or specific
as anticipated. These four Coordinators, from both urban and
rural programs, have not identified'many expectant mothers in

need of pre-natal attention. Data from all Components
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that of the 403 pregnant women identified through nzeds asscss-
ments, only 39 rcported that they werc not

receiving pre-natal care. At one Conponent, 51 pregnant women
were interviewed during the initial needs assessments survey

and it was found that 49 of these women were receiving pre-natal
care. Although not abandoning efforts for this group, the

emphasis has, in some sense, been scaled down.

° To effect appropriate health referrals to all

Advocacy families.

This is a general objective that encompasses severallareas:
well-baby services, immunizations, check-ups, dental examirnations,
etc. ‘dhe trend, in relation to this objective, seems to be to
concentrate on some areas more heavily than others. Thus, more
referrals are made for check-ups or medical coverage enroliment
than are made for dental care. Efforts to help familiés receive
check-ups appear to be ongoing, while those in other areas seem

to be handled on an "“as-needed" basis.

° Obtain mobile health unit wvisits

This objective is not only specific in scope, but also
specific to the needs of a particular AC community. Health unit
visits were obtained, but because of poor turnout rates and the
AC's interpretatioﬁ that families were anxious regarding the
unit, the objective has been re-evaluated. The community need
for a health care facility remains the same, but the altered
opjective for meeting this need now includes the establishment

of a permanent, free clinic.
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° To develop a corps of Advocate assistants

This is an example of an objective chat had to be deferred
because of present resource capabilities. Two urkan Components
had hoped to train community volunteers to act as Advocates.
At the time thatl this objective was developed, neither AC
Coordinator was aware of the time commitment necessary to train
regular staff. Given the priority to train permanent staff
members, the development of a volunteer corps was seen by the

Coordinators as unrealistic at this time.

At one rural AC, the revisions made did not entail just
one or two objectives, but rather a reorientation of the total
program. This Component moved from a basically casework approach
-to a class Advocacy orientatién with a greater emphasis on

community organization.

1.4 The process of achieving objectiveé

l1.4.1 The relation of objectives to National goals

The interrelationship between National goals and objectives
means that a task completed toward accomplishment of one objective
touches upon another. The table below illustrates some possible
overlapping in tasks and the number of the Natignal goal to which

they may be relevant.
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NATIONAL

GOAL NUMBER TASK
1 Door-to-door needs asscssment survey
8, 9 Special group sessicns
6, 8, 9 Developnent of information dissemination

techniques

6, 8, 8 Facilitating transportatica

6, 8, 9 Accompanying individuals to resources
1, 3, 6, 8 Meeting with community representatives
1, 6, 8, 9 Casewvork-typs home visits
1,2,3,4,5,6,8,9 Agency contacts and visits
1,2,3,4,5,6,7,8,9 Meetings with agency personnel

On a more specific level, the proceeding chart repressnts
the possible steps to be taken in effecting achievement of a

goal.
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GOAL: 710 ENSURE THE DELIVERY
OF ADEQUATE SERVICES TO
EXPECTANT MOTHERS AND THEIR
NEW-BORN BABIES .

Identification of
pregnant women

|

Assessment of
needs

|

/ Identification‘\ RESOURCE NOT AVAILABLE

-

of Appropriate > _____________ 77 .
REEOUECG P _ | Creation of resource]
Ry Agencies provide AC provides |
E new resource new resource‘
S I with AC impetus '
@)
U L
A
R
c B
E L
E

, Referral to Facilitate transportation

resource | ———~--———a —————— Accompany individual
' Supply supplemental in-
formation
Follow-up to resource
and individual = = |[~~—ce—- End

l +
Rescheduling
of referral
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As can be seen from this discussion, the process of
defining objectives and of relating thesc to National goals
is highly complex. The remainder of this report is devoted
to the process of evaluating to what e»lent progress has been

made toward meeting National goals.
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CHAPTER TIII

THE FAMILIES SERVED BY THL ADVOCACY CO:HPONENT:

DATA ON ALL FZ/MILIES, AS REPORTED BY THE AC's




The activities reported on in this and the next chapter

relate to National Goal #6, namely:

to assist families by referring them to
specific agencies and follow through to

ensure that the secrvices are provided.

Data presented in this chapter reflect AC activities on
behalf of families, and the rclationships between the Advocacy
Components and the fawilies served. The discussion is based
on numbers collected monthly from each of the Components. The
CCR Information System gererates program statistics regarding
the number of telephone calls and home visits, a brief descrip-
tion of the underlying reasons for every referral, and the out-

come of every rescurce contact on behalf of a family,

1.0 Known characteristics of the AC population

No iwo Components used the same needs assessment instrunents.
Therefore, uniform data.relating to the demographic and need
characteristics of the total AC population are not available.

Data on a few key issues were collected from the Components

rmonthly, in uniform fashion. These data are presented in

Table 1, below.
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Table 1. Characteristics of the AC population as a whole.

..... ..o TTOTAL S ) UREAN RORAL .

Needs assessments 2,422 1,493 929
Children 0 - 5 _ 4,729 2,212 2,527
Pregnant women 403 227 176
Receiving pre-natal care 364 215 149
% pregnant women receiving
care (90) (94) (84)
High-risk pregnant women 4 131 80 51
Under 18 111 74 37
Receiving pre-natal care 102 74 28
$ receiving pre-natal care (91) (170) (75)
Over 40 20 6 14
Receiving pre-natal care 13 3 10
% receiving pre-natal care (G5) (50) (71)
o Unimmunized children 790 444 346
g of all children identified (16) (20) (13)
Children 0-5 not receiving
medical care _ 452 153 299
$ of all childrer. identified (9) | . (6) (11)
Families on:
Welfare 1,504 1,237 267
Commodities/Food Stamps 1,220 905 315
Medicaid. 1,214 959 255

Needs assessments were conducted on a total of 2,422
families with children ages 0-5. Over one-half of the families
assessed are on welfare. Fcur thousand seven hundred thirty-
nine low income children ages 0-5 were identified during this.

first year of the Advocacy program.
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Several iésues, which were part of the original OCD
mandate, never emerged as important problems, For instance,
very few high-risk pregnant wonen over the age of forty were
identified. Similerly, the number of prcgnant women identifiead
who were not recciving any pre-natal care was considerably
less than anticipated. Ninety percent of the women identificd
vere recéiving some kind of pre-natal care. However, the
concern about immunizations-ﬁas supported Ly the first year's
experience. Seventecn percont of children ages 0-5 were

unimmunized at the time of the nceds asscssne

]
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2.0 Telephone contacts

The total number of telephone calls, the number of Aifferent
families called, the mean number of families called among
families telephoned as well as among all AC families, the median
and the range of nurmher of calls in three rural and four urban
Components, are presented in Table 2. All figures represent

the number of calls made over the twelve month period.
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Table 2. Nanber of telephone calls, number of different
- families, mean, median, and range of calls among
rural and urban families.

MEAN #
CALLS/
FAMILY MEAN #
coM~| No. # DIFF. | AMCNG CALLS/
PON~ JORNY LN FAMILIWS ! FAMILIES| ALL AC MEDIAN .
ENT CALLS | CALLED CALLED PAMILIES l# CALLS | RANGE
R 1. | 142 57 2.49 .69 0.69 0-28
U
R 2 39 29 1.34 . .21 0.59 0-3
A
L 3 63 31 2.03 .31 0.55 0-20
U 4 313 160 1.96 1.29 1.46 0-~7
R
B 5 {1081 335 3.23 1.88 1.35 0-22
JdA 4
N 6 508 170 2.98 1.22 0.84 0-8
7 | 407 174 2.34 1.49 1.36 0-11
TOTAL 2552 956

A total of 2,553 telephone calls have been made by the
AC's to 956 different fanuilies. Individual program means,

medians and ranges arc presented, rather than overall program

statistics because the variation is so great.

.It is clear from the data on telephone calls that the
telephone is not consistently used by any Component for keeping
in touch with families (an average of fewer than two calls per
day per center). A large proportion of femilies has never been

called. The absence of phones or the difficulty of getting
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through to families on party lines makes this form of contact

almost irrelevant in some rural areas. On the other hand,

a very small proportion of families has heen called a great

rany tines, as is evident from the wide range in freguency of

calls at several Components. Illowever, the mecan and median

nurber of calls per family, even among families who were called

at all, is small.

3.0 Home visits

The total number of home visits, the nuwber of different

families visited, the mean number of visits rer family among
; .

families visited and among all AC families, ths median, and

vhe range of home visits, are presonted in Tublle 3.

Table 3. Number of home visits, number of different families,
mean, median, and range of visits among rural and
urban families,
MURN T T f ;
visirs/ . |
CCM-| NO. OF| % DIFF. | FRMILY MEAN ¢ | !
PON~| HOM FAMILIES  RMONG VISITS/ | !
ENT | VISITS! VISITED | FAMILLES| ALL AC IMEDIRN
, L vIsrepDd | FaMInIzsi# CALLS| paven
R 1 1,154 201 5.74 5.63 ' 4,c¢ 0-37
U Sul At o2 i o b
R 2 430 179 2. 40. 2.28 | 2,09 | 0-10
i\ 3 1,164 ; 184 6.33 5.65 | 2.31 0-36
i !
| i ;
U 4 491 1 194 2.53 2.03 | 1.87 0-11
R 5. | 1,261 497 7254 |\ 2,39 | 1.89 | 0-16 _
A 6 l 200 404 2.97 2.89 3.03 0-10
N 7 | 1,231 | 254 4.85 4.20 | 3.70 | 0-24 |
i L
TOTAL 6,931 | 1,913
[ .
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In Components one and three ﬁhere the major program focus
is on developing relationships with families, 184 and 201
different families were visited respectively, for an average
of slightly more than five visits each. Howeve., the average
is misleading: while a few families were visited many times,
some were not visited at all, and most were visited far less

than the once every two months implied by the average value.

In both these Components, monthly home visits are considecred
a program ideal to which the AC aspires. The inability to
meet this self-initiated goal is a function of many factors:
transportation problems; poor weather, which at times makes
almost any visiting impossible; and the extra éttention required
to assist certain families at particular times, In addition,
if families are not home when a visit is made, often the visit

cannot be rescheduled for the same month.

In Component two, the major focus is on class advocacy
rather than on case advocacy. In this Component, the grcatest
emphasis is on working with other agencies in order to educate
and stimulate the community to organize and advocate for better
health care, education, and housing. 2lthough the number of
different families who have received home visits is essentially
the samé as in the other rural Components, tne amount of contact
with each family has been considerably less. On the average,

families at this Component have received two visits.
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Components five, six, and seven have conducted approximately
the fane number of visits as Components one anrd three. However,
the urban Components have visited a far greater number of
different families. Thug, while rural Components one and three
have visited 184 and 201 different families, respectively, urban
Compenents five, si:x, and seven- have visited between 254--497

different farilies.

As might be expected, those Cowmpenents reporting visits to
a larger nurkber of different families see these families less
often than do those Components which visit fewer fandilies., Most
families in the urban Components have been visited between Lwo
and four times. (As is appavrent from the range of number of
visits, therec are & few families at each cf these Components

which have been visited with far greater frequency.)

Component four has conducted a third as many visits, teo
a smaller number of families, than any other urban Cowmponent.
In fact, the pattern of home visits at this urban Component
is more similar to rural Component two than it is to any of

the other urban Components.

4.0 Referrals

The data on referral activity for the Components are
presented in Table 4, below. Throughout this report, a rcferral
is def: ‘ed as the notification of a family, as well as of a

resource, that the services of the rescurce are reeded. Any one
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referral may reguire several, or in some ingstances many
contacts/with both the family and the resource.
Table 4. Number of referrals, number of different families,

mean, median, and range of referrals among rural
and urban families.

MEAN £
REFERRALS/
. FLMILY MEAN #
COoM- |# OF 4 DIFF. AMONG REFERRALS/
PON-~ |REFER~; FAMILIES| FAMILIES ALL DNC MEDTAN
ENT RALS REFERRED | REFERRED FAMITIES # CALLS| RANGE
R 1 220 117 1.88 1.07 1.22 0-7
U
R 2 72 47 1.53 .38 0.67 0-5
A
L 3 4432 112 3.95 2.15 1.20 0-20
U 4 559 204 .74 2.31 2.29 0-11
R
B 5 349 178 1.96 .61 0.72 0-8
A
N 6 393 199 1.97 .95 0.95 0-7
7 415 232 1.79 . 1.42 1.70 0-6
" -
TOTAL 2,450 1,089

The sever Compcnents have made 2,450 referrals on behalf of
1,089 families., It is interesting to compare these Jfigures with
those relating to the number of home viéits. Overall; nearly
three times as many h.ne visits as referrels have been made to
almost twice as many different families: there are over 800

families which have been vicited but never referred.

III-8
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Compariscon of data in Tables 2 and 4 is particularly
striking. At all three rural Components and at threc urban
Components, more faﬁilies have received home visits than they
have referrals. In Component 1, 117 differcnt Ffamilics have
been referred, 201 have received home visits; in Component 2,
47 families have been referred, 179 have received howme visits:
in Compenent 2, 112 families heve been refcirred, 184 have becn
visited at home;‘in Compeonent 5, 178 familics have baen referrod,
497 have been visited; in Component 6, 19¢ families have been
referred, 404 familics have heen visited; and in Componcnt‘7,

232 femilies have been referred, 254 families have hoen visited.
Only in Component 4 does the referral rate outstrip theée number

of home visits.

Among those families who have had a referral, thc average
number -of referrals per family at the various AC's ranges from
less than two to almost four. However, among all AC families
with which the AC's havé had some contact; the differcat AC
averages range from almost zero to only slightly over two. In

Component 2, only 1 in 3 families has received any referral.

The relatively low level of referrals compared to home
visits can be attributed to several factors. First, and mos:
important, it is difficult to motivate many of the families to
follow through on a referral. In many cases, repcated home

visits are required in order to effect a single referral. In

IT11-9
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Components where transportation was initially provided and then
decreased sharply, still additional visits and more concentrated
efforts were required to motivate families to kecp referral
appointments. Where transportation is provided (in the rural
areas) all outreach workers report numarcus instances of having
gone to pick up a family for an appointment, only to ke told

that the family cannot, or dees not wish to, keep the.appdintment
on that particular day. In several Components, excellent
resources were identified and mobilized on behalf of the families;
however, even with repeated home visits and follow-up, very

few families used the resource. One of the lessons learncd

from this first program year has been that, even with the

most personalized approach, many families are very difficult to
motivate. With regard to preventive services in particular,
major efforts are required in order to foster ané maintain an
adequate level of motivation among a group which heretofore

responded only to needs of a crisis nature.

A second factor contributing to the low referral/home visit
ratio, is the paucity of résources to which families can be
referred in rural areas. Most of the families are already on
welfare; unless the family has a health problem which has gone
unattended, i.e., if a family has not had immuniéations nor health
examinations, there is little additional service available. On
the other hand, in urban aréas Where many families were found

to be using various services already, existing services are not

III-10



necessarily the answer to a family's problems. For instance,
the ofiten desgperate housing situvation of many familics can

be resolved by a referral in only rarc instances,

As will be discussed in thé'next chapter, many families
feel that they derive considerable banefit from the howe visit
itself. - They feecl supported, liked, and as if there is someone
on whom they can depend. Tt had been anticipated that once
a family's neceds hed beoen assessced, appropriate referrals would
be made and that, in the process, thé families would learn how
to negotiate the complexity of the various scrvice delivery
systems.  Thus, the relationchip between the AC and mest fam—
i1lies was to be time-limited and defined in terms of roferral.
In practice, the inability of many families to mobilize thon-
selves or resources on their own behelf has led to the main-
tenance of ongoing relationships. There are families which necd
an ongoing supportive relationship. ‘This, too, contributes to

the low reforral/home visit ratio.

While most families have had between 0 and 2 referrals,
it 1s clear from the ranges presented in Table 4 that a few
families have had a very large number of referrals. The follow-
ing chronology of referrals made on behalf of one rural family

1llustrates the kinds of problems frequently encountered

ITI-11
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during the referral process; these prolilems are particularly
characteristic of families on whose behalf a large number of
referrals have becn made. (Fifteen referrals were made on

behalf of this particular family.)

MAY 5 home visits
This family needed clothing which the AC provided

as its in~kind service.

The mother was interested in family planning
services, The AC facilitated transpoxrtation to
the health department. Birth control methods and

counselling were made available.

The AC contacted three agencies to learn whether it-
would be possible for the mother to obtain support
for her children from a previous marriage. This
could not be done since there was a husband, abhle

to work, living inthe home.

The AC provided educational material and irnformation

to this family.
The AC again provided clothing.

The AC contacted and made an appointment with a
dentist for treatment of the family. The appointment

was kept and follow-up appointwments were scheduled.
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Appointments were made for medical examinations for

the family.

The family was interested in finding new housing. The

AC contacted several resources, made appointments.

JUNE 1 home visit

Family needed clothing and received it through AC,

JULY 2 home visits

The family was having problems with their mail delivery.
They never received a notice that their bank account was
ove?drawn and that the sheriff ﬁad surmoned the

faﬁily with a warrant. The AC is working with fhe

Post Office to correct the situvation.

" AUGUST 5 home visits

° Dental treatment needed. The AC contacted a local

dentist but the family had to wait: for an appointment.

SEPT.

° Follow-up on problem with Post Office. Post Office
will now send all of the family's mail to one station

forfpick—up.

OCTOBER 1 home visit

III-13




DEC. 2 hcme visits
APRIT,

Family needs a medical card. Applications had been
mailed to the family but the AC was needed to help

in their completion.

The AC did a follow-up on the problem bf obtaining
support for the children of a previous marriage. A
recent court ruling stated these children were eligible
for a monthly grant if they are not being supported

by the absent parent. Tﬁe AC contacted Public

Assistance and filed an application for this grant.

° The AC again made a referral to the Illealth Department

for family planning services.

The family needed winter clothing. The AC provided

them with it, and material for clothing as well,

° Thé mother has diabetes. The AC arranged for diabetic
screening tests and contacted the Health Department

to give the tests.

This chronology is illustrative of the many types of
referrals made on behalf of some families and of the many contacts
to different agencies and home visits reqﬁired to conplete these

referrals.
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The graphs on the following seven pages represcent a

pictorial display of home visit and referral activity at cach

—

of the AC's onr a month-by-month hasis,

The graphs highliaht the following poinis:

Nome vigit activity outstrips referral acuoivity at

<

&1l hu't cne vrban Couwponent.

° There is marked fluctuetion in bome visit and referral
activity from month to month. Such fluctuation is
related to otﬁer program activities, which at times
compete for the outreach worker's time and preciude
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areas, activity tends to decrease during the winter

months when roads are often impassible.
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4,1 Types of reforrals

A tabulation of referrals by major service area is presented

belcw in Table 5.

Table 5. Number of rcferrals in rajor service areas.

TOYWAL. NUMa: T Crustr A
TYPE OF PILFERRAL OF REFERDALS "’“‘.T-‘l"‘;; 1.0 AR _:___
Health 1,029 418 €11
(42) (57) (36) |
lousing 349 49 300 :
(14) (7) (17) !
Education 354 34 320 i
(14) (5) (19) - |
- ;
Welfare 215 51 164 i
(9) A7) (10) |
Support services 134 103 31 ;
(5) (14) (2) !
Employment 119 18 101
(5) (2) (6)
Psychological 35 15 20 ;
(1) (2) (1) 3
Miscellaneous 218 46 169
(9) (6) (10) :
: o i
Total number of referrals| 2,450 "1 73¢4 1,716
e (99) (100) _ (101)
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The majority of referrals are nrclated to health care. This
is particularly the case in rural areas, w.ere more reierrals
are for bhcalth care than for all other referrals combined. This
is a revlection of the lower level of health care in rural com-
munities, e.g., there are more unimmunized children, more child-
rén who have never been to a dentist, more children who have not
had a well-baby examination. Therefore, the top priority in the

rural Components relates to referrals meeting health care need.:.

Housing referrals are relat;vely numerous among the urban
programs, but relatively less frequent in rural areas. The urban
ACs have developed a network of relationships with public housing
around relocation or improvement of existing conditions. In the
rural areas, common arrangements in&olve absentee landlords,
Moreover, there is génerally no public housing or central housing
authority in rural areas. Thus, effective housing referrals

become impossible.

Referrals for support services, i.e., food and clothing,

are far more frequent in rural areas.

4,1.1 Health referrals

Specific categories of health referrals made are presented

in Table 6.
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Table 6. Frequency of referrals for various health-related
problems.
TOV,L NUMBLTY RURAL ‘ URDBAN ‘
HEALTH-RELATID TROBLIM OF RTEFTERALS | RITERRALS REFFRRLLS
Check~ups 230 94 136 ‘
(22) (22) (22)
Immunizations 160 84 76 %
(16) (20) (1.2) g
Dental work 95 65 30 |
’ (9) (16) {5) {
Nutrition/vitamins 92 52 40 i
(9) (12) (1) 3
Family planning g0 47 33 i
- (8) (11) (5) i
|Speechi problems 14 13 1
- (1) (3) (*)
Enrollment for 182 10 172
medical coverage (18) (2) (29)
Eye check-ups/glasses 15 9 6 -
(1) (2) (1)
Pre-natal care 79 9 70
(8) (2) (11)
Hearing problcms 710 8 2
{1) (2) (*)
Hospital admissions 16 8 8
(2) (2) (1)
Mcdical appliances 10 7 3
(1) (2) (1)
Medical miscaellaneous 16 12 34
: (4) (3) (6)
Total medical referrals 1,029 418 611
: (100) (99) (99)

* less than 1%

| III-25



Check-ups, immunizations, dental worﬁ and choeck-ups,
vitamins, and family planning, represent the vast majority of
rural he«lth refeirals. In the urban Componéents, enrollment
for coverage in a medical plan is the sinale greatest recason
for health referrals, although check-ups and immunizations
also constitute a major reason for referral. Referral of
pregnant.women for pre-natal check-ups is an additional

important aspect of wef:rral activiiy in urban arcas.

4,1.2 Housing referrals

The ireguercy of various kinds of referrals for housing

problems are presented below in Table 7.

Table 7. Trequency of referrals for hmmsing-related problems.

, TOTAY, NUMEBER ! RURATL URBAL:
HOUSING=-RELATED PEOBLIMS CEF REFFERALS | REFERBRALS REFERRATLS
Relocation 120 25 165
: (54) (51) (55)
Household appliances/ 40 12 28
furniture (11) (24) (9)
Repairs 52 7 45
' (15) (14) (15)
Loans 2 2 0
(1) (4) -
Pest control : 24 1 23
(7) (2) (8)
Eviction 7 : 1 6
(2) (2) (2)
Rent problems 10 0 10 i
(3) - (3) i
Miscellaneous ' 24 1 23 f
| ' (7) (2) (8) ;
Total hous: ‘g referrals 349 Ag””““““"“”;éo -
’ (100) (99) (100)
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Referfals félated to relocation, due to dilapidated
housing conditions or overcrowding, represent a major thrust
in several urban Compopéhts. At these Components, extensive
efforts were made to help families find new housing or to

improve the condition of existing housing.,

4,1.3 Educelion referrals

Table 8. Frequency of referrals for education and child
care-related problems.

EDUCATIOI-ROLALED PRODLENG ] o TOLAL RUMEER RURMNL URr=h0
OF REFPERRLLS PIFPLPRALS 1+ REFZZELT
PCC 183 14 169
' (52) (42) 1 (53)
Day care gl 6 75
. (23) (18) (23}
Head Start 34 | 5 29
(10) (15) (9)
Adult hasic cducation 22 2 20
(6) (6) (¢)
College or eguivalent 5 _ 1 4
enrocllment (1) (3) (1)
Special schooling - : 9 - 0 S
(2) - (3)
L -
Miscellaneous 20 6 : 14
| (6) (18) A (4)
Total education referrals 354 34 320
(100) (101) (99)

The majority of referrals in this area are referrals neade

to PCC. At one Componen*: in particulazf_a great deal of re-

cruiting and referral was.done for /PCC. Referrals for day care
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were made on behalf of a larqge number of urban childraen, As
is noted elsewvhere, only 10% of all educational referrals tock

place in rural areas.

4,1.4 Welfare referrals

Table 9. Frequency of referrals for welfare-rclatcd problems,

WELFARE-RELATED TOTAL MNUMBLR RURAL .URERN
PROBLIMS OI" REFFTRRALS REFFRRALS & REFERRALS

Enrollment 30 oo 17
(14) (25) (10)
Special services 47 10 37
(22) : (20) (22)

Foo.. Stamps 42 8 34 -
(20) (16) {21)
Incr. payments : 50 o 6 44
(23) (12) (27)
Miscellaneous 46 14 32
(21) (27) (20)
Total welfare referrals 215" 51 164
‘ (100) '110) (100)

AC statfs’ increasiﬁg familiarity with welfare eligibility
requirements and services has egabled outreach staff to obtain
benefits for some AC families. Althouqh most eligible families
were already receiving welfare prior to -he advent of the AC
efforct, a substantial number of families were not receiving all

available benefits or services.
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4.1.5 Support services referrals

Table 10. Freguency ot referrals for support services.

TOTAL MUMBER rU L | URDEY
SUPPORT SERVICES OF REFERPALS REFT - .2ALS RLFERIALS!
_ T
Clothing , 82 59 23
(61) (57) (74) ‘
Eood ‘ 52 1 44 ! g
: (39 . (43) i (26)
'ot.l support service 134 102 31
referrals ' (100) (L00Y (Lo

While one urban Component Qoes have families which at tines ara
so destitute that they lack even food and clothing, this situation
is more typical in rural ‘areas, as has been ncted previousiv.,

Eence, the finding that the majority (77%) of thesc services
are provid~d in rural areas is not shrprising.

4.1.6 Emplovment-releted roferrals

Tawle 1l. TFrequency of referrals for employment-related problens.

—————— s

EMPLOYLIDNT-=ELATED TOTAL MUMBER. URLAN
PROBLIEMS CF RETLRRALS UEFERRPALL

Job placement (Zé) (gz)
_ N . 45 45
Jon tral.l]l.ng \ (38) . ) ((;[1)

. ‘ 3 2 1
lecellaneous ') (11) (1)

; %

fotal employnent 119 18 101
referral:s ©(1.00) (100) , {99)
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Again, the urban-rural differcncoa arc striking. Iivst,
whercas almost half of such urban reLerrals.involve job trairing,
there was not one such referral made in a rural area, refleccave
primarily of the paucity of such progrzams in rural areas. More
generally, of all employment-related referrals, oniy 15° occur
~among ruvral AC's. Cast another way; vhereas seven percent of all
contacted urban families received such sérvices, only two percent

of rural families received employment-related rcferrals.

4.1.7 Psychological referrals

Table 12. TFrequency of referral. for psychological problemé.

TOTAL NUMBER RURAL URDAN

PSYCHOLOGICAL PROBLIMS OF REFERTALS REFERRALS RETLRRALS
Psychiatri~ referral 15 9 6
(43) (60) (30)
Developmental problems 8 3 5
- (23) (20) (25)
Diagnosis 5 2 -3
(14) (13) (15)
Retardation 7 1 | 6
' (20) (7) ; (30)
Total psychological : 35 15 20
referrals (100) i (100) (100)

Referrals for psychological problems which require koth
“raining in diagnosis and available facilities have not bheen

a significant aspect of any AC's activity.

ITI-30



4.1.8

Miscellaneous referrals

Table 13. Frequency of referrals for various miscellaneous

problems,

MISCELLANEOUS PRCBLEMS TOTAL NWUMREERR l RURAL URELN
OF RLTEPTLLS ¢ REFTRRALS | PRPEFFIZRATS
q3 : 19 | Z )
Legal aid (20) | an @
206 15 1:
Transportation (12) {32) (&)
10 0 I
Baby sitting (5) - (€)
136 12 12
Informstion ) (63) (26) ‘ (72 .
Total miscellancous 215 - 46 ‘ l€e
referrals (100) (100) l (99)

It is interesting thet despite very close working relation-

ships between Legal Aid and several of the AC's, relatively few

referrals have been made, Referrals to agencies which provice

information about community activities and rescurces are clecarly

mere frequent in urbaa areas than in rural arecas where suci agen-

cies do not exist.

t.2 The outcere of referrals

Presented in Tables l4a and 14b are the outcomes associated

'sith the 734 referrals made on behalf of rural

the 1,716 referrals made on behalf of urban families.
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Table lda. Contacts to resources: level of outcome - rural

i LEVEL 01T 00U TCTONE

T i

TYPE OF RECEmRAL 1 2 3 4 5 6 7 8 9
dedical 4 64 4 6 § 28 0 8l 223
(50) - (93) (75) (18) (32) (33) - (74) (56) ,
' i
flousing - T3 [/ N T I T U Y N 5 10
' . (38) - (25)  (12) (52) (le) ~- (4) (2)
Educational G 1 0 0 5 10 1 3T
A N O - 1y - 1) (8)%
Welfare 1, 2 0 12 2 10T ¢ 17
L (r2y ;. (3)., - (36) (8)  (12)(50)  (5) i (4)
! H ! . ; . !
Support 0 0, 0, 0 0 10 0, 4 89
Services ’ - - i - i - - 12y - (4 (22)j
H 1 ;
Employment ' 0 1, 0 i 5 1 7 0 3 1
o~ (l)i' T (15) (4) + (9) =1 (3) { (*) i
i |
_— ! = ~ ‘ ; 1
Psycnological 0 | 1 v 0 1y 30 1 6 3
- (1) - Co(q) 1 (4)(S0)  (5) (1) |
! ' ; H | |
Miscellaneous 0 . J 0 . 6 o 9 0 4 27 |
- ; - - ; (18) - ‘ (11); - (4) (7)
Base: ‘'f'otal 8 69 5 - 33 . 25 81 2 ¢ 110 401
contacts to g | :
resource py ! i
outcome i i
% of total 1g 9% 1% 5%‘ 3% 11% = . 15% 55%
referrals E ! i i
made X . ; ) ; !
1 = No report of outcome. 5 = Appointment kept, no
2 = Appointment made, but not action by resource.

kept; end cf referral.
Appcintment made but
not kept; new appointrent

= Promises made by resource,
but no action yet.
= Partial solution; end of

w
"

made/to be made. case.
4 = Problem unresoslvable = Partial solution; more
(family ineligible, expected.

o © ~} ()]
]

insufficient resource, etc.) = Problem resolved.
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In 70% of all referrals, the outcome is cither positive

(Outcome 9) or expcected to be positiv§ in the near future (Qutcome 8).
. This is particularly tine casc with medical referrals, the category in

which most referrals were made, overai}. ~7 most £Cs hav~ develorpced
good working relationshtips with conmunity health resources and can
bc reasonably ascured that referrals will be followed through by
these agencies, it is not surprising to find that approximately
65% of all the positive or near positive referrals are in the med-
ical area. In contrast, only 3% of the referrals with positive
or near positive outcomes arc in the arcas of housing and emplov-
ment. Tnis is not a reflection of the ACs' relationships with the
relevant agencies, but rather an indicatioﬁ of tine conditions
prevailing in all AC communities; both jobs and adoguate, low-
cost housing are in short supply within all of the programs' catch-

mant areas.

Eleven percent of the referrals resulted in “promises
made by the resources, but no action yet" {Outcome 6). For the
most part, this indicates that the client has been placed on a
waiting list, either until the resodrce can be secured as is the
case with houses and jobs, or until eligibility can be de-

termined, i.e., for welfare bencfits or enroliment in a medical

facility.

“he low percentage (9%) of referrals terminated as the resul':
of broken appointments (Outcome 2) does not reflect the truce number
of broken appointments, but rather the persistehce of follow through

§ . efforts on ..e part of the 7Cs. A broken appointment sometimes
- II1-33
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resulted in an official “tormination of referral™ but only after

repeated appointmints had weon bruiien.

Table 14b. Contacts to resources: level of outcome - urban,
; LEVEL OF OUTCOME
TYPE OF RLILRKAL T
: 1 2 3 4 5 6 7 8 9
Medical 17 45 8 5 13 20 7 151 345
| (26) (42) (32) (8) (15) (7) (21) (32) (533)
!
Housing. .14 19 2 29 29 71 6 71 59
: (21) {18) (8) (44) (34) (25) (18) (18) (9)
‘ : .
Educiitional 4 6 0 12 8 84 3 87 109
(8) (6) - (21)_ (9) (29) (9)y (22) (17)
Welfarc 1 23 0 7, 19 23 2 30 59
(2) (21) - (11), (22): (8) (6) (8) (9
Support 0 0 0 0 .0 0 0 1724
Services P - - - - - i - (2 (4)
i ! ‘
Employment 1 -7 2 9 . 13 21 . 5 17 26
(2} = (6) (8) (14) (15), (7) ° (15) (4) - (4}
! f l : i
Psychological 2 0 0 2 4 5 0 5 2
(3) - - E (3); (5) (Z)i - (1) (*)
Miscellandous 27 817 13, 6, 0, 4 10 23 24
(41) (7) (52); - i - (22)3 (30) (6). (4)
Base: Total 66 108 25 66 . BG6 288 33 391 648
contacts to f l
resource by ? ,
outcome b
%t of total i ;
referrals made 43 6% 1% 4% 5% 17% . 2% 23% 38%
1 = No report of outcome. 5 = Appointment kept, no
= Appointment made, but not action by resource.
kept; end of referral. 6 = Promises made by resource,
3 = Appointment made bat not kept; but no action yet.
new sppointment made/to be made 7 = Partial solution; end of case
4 = Froblem unresolvable (family 8 = Partial solution; more
ineligible, insufficient expected
resource, etc.) 9 = Problem resolved.
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'Sixty-one percent of all referrals made by urban ACs re-
sulted in positive (Outcome 9) or near positive (Outcome 8) outcomes.
The greatest proportion of referrals with these outcomes was in

the area of medical care.

While thc outcome trends are similar, in most cases, to
those described for rural referrals, a greater proportion of ﬁrban
than rural refcrrals resulted in no actidn from the resource
(Outcomes 5 and 6). This is understandable when the relatively high
number of referrals made for employment and housing, the success
of which i3 deperdent upon conditions often beyond the ACs' con-

trol, are considercd.

5.0 What the AC has meant to families: some illustrative cases

In the midst of so many numbers it is all too easy to lose
sight of the fact that, in a great many instances, the referrals
and home visits havae made a tremendous difference in the lives of
individuals. Comm2nts made hy families to CCR interviewers are
presented in the next chapter. In adaition, during cach site
visit, Advocacy staff was asked to tell CCR about their outstanding
cases, outstanding in the sense that they felt they had really been
effective on behalf of the family. in order to illustrate the
kind of work which has been done on behalf of families, one out-

R |
standing story from each of the Components is presentecd helow.

COiIPONENT 1

The AC had completed a nceds assessment on this family but all
details did not emerge until a relationship with the family had
been established. Wher the husband attacked an older stepchild, a

nine year old girl, and the mother had him put in jail, AC became
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rore involved along with the Welfare Department and the County

Prosecutor.

At this time, the AC found out more about the focal child,
age 4, who had been born with an ob)structed rectum, and talked
with the parents about getting him medical attention., Throuch
the Velfare Department, Advocacy learned about The Crippled
Children's Foundation in a city fifty miles away, and obtained

an application for the family.

An appointment was made and transportation was provided.
During the year, the AC made at lecast three trips to The Crippled
Children's Foundation so that the child's problem could be cor-
rected. ‘In addition, the AC and the Foundation were able to find
a family living near the>hbspital who had a room in which the
mother could stay. She was also provided with meal tickets at

the hospital while her son was there.

After several operations, a rectum was constructed. Now,
the child only needs to see a doctor for observation evefy six
months. However, because of all the time spent in surgery and
seeing doctors, he is not yet ready for Head Start. Special
arrangements have been made for him to attend the PCC even

though he is past the age limit.

COMPONENT 2

Mrs. Z., nine months pregnant, was referred to the AC by her

sister, an AC participant. This woman has four other children

between the ages of 5 and 12, her husband had deserted her, and

she had no means of economic support.
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When the AC met her, Mrs. Z had fifty cents in her pocket
and large hospital bills for the pre-natal care she had been
receiving. Since she knew where her husband was working, she

wanted the AC to make him support herself and the children.

The AC referred her to the Welfare Department to obtain
ADC and Medicaid coverage. The 2 .lso applied for food stamps
and day care for the children. %uc, arranged for a homcmaker
to care for the children while lirs. Z. was in the hospital

delivering her baky.

Four days after the AC had mot her, Mrs. Z. was receiving
emexrgency welfare kenefits, bhad applied for food stamps, and
tr.e paperwork had been completed to obtain a homemaker for
habysitting services for the children. A few days later,

irs. 7. entered the hospital a»d delivercd her child.

When Mrs. Z. returncd home, the AC had collected baby
clothes that had been clecaned And donated to them. The AC
delivered these along with groceries, formula, and baby food
purchased from their contingency fund. However, upon delivering
them, the AC Coordinator discovered that Mrs. Z. was not at home
but next door at her mother-in-law's using the bathroom. Her

own house did not have toilet facilities or running water.

The AC spoke with the Health Dbepartment, describing Mrs. 2.'s

living conditions as inadequate and dangerous. According to the




AC Coordinatcr, the Director of this Agency was recluctant to
visit this dwelling because he said "those conditions do not
exist in this community any lonécr." Nevertheless, at the AC's
insistenée a Hlealth Department representative did finally go to
evaluate the housing conditions and could not, himself, believe

it.

On the basis of a2 Health Department memorandum and an
inspection by the Welfare Department, a decision was finally
reached that plumbing lines would be brought inteo !lic house
to provide water and toilet facilities at a cost of approxi-

mately $1,000 which would be paid by these two departments,

COMPONENT 3

One family served by a rural AC lives in « three-room
shack without running wa-er and no toilet facilities of any
kind. They have only the most basic furniture.
The family has little money to live on. The father is a
farm laborer and gets paid $8.00 per day; when it rains he can-
not work, and then there is no money coming in at all.
When the AC first started to visit this family, the children,
ages six, three, and eighteen months, were afraid and would
.hide behind the door. The mother appeared to be pregnant. She

‘denied it, saying she had a thyroid condition.
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The AC persuaded her to sc. a doctor and it was confirrme- tha’
she was al.eady six months gpraognant and ancmic as wel!. Madica-

tic» was prescribed and she has since deliv .rad her baby wiithe "t

complications,

Since the AC has been visiting this family the

have beoome more outyoing aud are always happy to sce thoe

I

Workers. Thev have reccived immuanizations, ond medical ani Jontal

screcnings with thoe AC providing Lhoe transporvizticn to thaso

SELVICLS.,

o
v
=
i

deplorable conditions of tihe herz, the AC
wvent to tho Department of Child Welfare and contactoed Lhelr

Homemavey Sarvice.  Since then, a howinaher Las Leen woriinz
with tihe mother showing hor hotwr Lo keep house and care for ih
childrenr. The Advocacy Compenent has also hoelped with

clothing, an in-kind crib end couch; they arrangoed Tor a clurch

group to help with ot

COMPONELT 4

The mother in this family had returned from the hospizal
with her newborn five-day-cld baby to discover that the house,
in whicih s

1w had been living, was all boarded up. While in

the hospital she had left her older child with a friend.

The mother called the Departmenl of Social Services to

try to get help but the social worker was not in, it was a Friday.
Y G L

ERIC
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LS5 soid that the seocial worker would cill haeck on Mondoy.
The mother, with hoer alder child and {ive-day-old boby  no
longer had a home so they stayed with their friend over the

weekend.

On lMondey, the mother and hor friend decided to go to
DSS. DBeccause she had told DDS that her housc had heen broken into
(this is what she ascurmed when she saw the house hoarded up),
cshe was told that before anything could be done she would have

teo file a police report.

At this point the woman's friend decided to contact the
AC to see if they could help. The Coordinator spoke with LSS

and obtained some money immediately.

While the AC was contacting various resources, a process which
took a week and a half to complete, the woman and her children
had to stay in a small apartment with her friend. After con-
tinned intervention by the AC Coordinator, this family did
obtain permanent dwelling,furniture, and clothes and milk for

the baby.

COMPONENT 5

This family consists of a 40 year old pregnant woman and
her two teenage children. They were living in a three-family
home which was in extremely poor conditicn; the house had lead

paint, exposed wires, and rats.

O
ERIC
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When the AC first met this woman she wished to move.
Since she was a welfare recipient, the AC worker went to the
welfare caseworker to see what could be done. The caseworker
had never seen the house so an appointment was made for her to
"visit the family. The caseworker did not, however, keep the

appointment even after follow-ur by the AC.

The next action taken by the AC was ﬁo go to the housing
inspector.' This person came to the home, investigated’thc con-
ditiors and then contacted the landlord; The landlcid was
instructed to make reéairs; hé paneled some w2 ls and put in a
used stove. The AC, considering these te be only superficial re-
pairs, was dissatisfied and fcllowed up the matter to the heousing
inspector. The AC was then told, "it's in the courts." Yo

time period was. given for wvhen action could be eupected.

One day, while the family was still waiting for action from
the courts, there Qas no heat or water in the apartment. The AC
contacted the local Tenants' Association which provided termporary

ﬂhousing for the family. With the AC and the Tenants' Association
vorking together a five room apertmeént "in a renovated building

was found.

~ The Advocacy Component also referred the son for & temborary

job. He had cropped out of school and was unable to find work;

he worked at the job they found for him for a while and then
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stopped. At Lhat time, AC got euplications fox schools {ox
him and helped hin apply. o5 a result, he will be recciving

his diploemna in June.

COMPONDAT
The 7dvocacy Componcent compleoted a needs assessment on

one family when the son, age 4, was in a hospital for the

mentally retarded outside of the city. During this interview,

the mother indicated that she would lilke to visit her son but

she was unable to pay someonc to take her there.

The 2AC then contcacted the County Welfare Departmenl for
information, and was told to call Children's and Family Sexrvice
Division. This agency informed the AC that the child, who is
brain-damaced, has keen cared for by the County since 1969; the
mother had taken carc of the child at home for two vears but he
had become toc difficult for her to handle. The County Social
Worker did visit the child once each month but could not take
the mother because of other job requirements to comnlete on the

ray to the hospital.

After further contact with the AC, the County Welfare
Department said they would provide transportation money so
that the mother cc 1d visit her son. Soon after, tﬁe mother
contacted the AC to say she nad received this money from the

Welfare Department.
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COMPOUENT 7

This AC has acted as a liaison between agencies and cne

particular family to help wvrovide a solution to this family's

problems.

In auguct, the AC locaetoed :irs. X., ninc ronths pregrant,

-

and her two children livirng with her mother in the housins
project. Mrs. X, had her baby coon ajlfter, so tha first ac
the AC too:l was to refer her to the wall-baby clinic. Afoor
that, they refevred her to tire Pearent-Cnild Conter: one of

the chilldren was tho yvears old; Mers. X.o bacame an cchiwve

participant and was no longav an aclive hdvococoy fa:ily.,

Thavre was no rore contact bolween the AC and Mrs. X.

until mid-vocoember. AL thot time, Mrs, X.'s molhoy conteo-:2
the /.C because her doagihter hod been acting strangoely.  Sho
was no louger attending the PCC and had taken her Lwo oldez:
children to her formey husband, telling him she was tired of
being the caly one responsible for thoem.  The husband turnca
tihe childrct over to his motheoer.

Mrs., X. was reported to Protective Services for Children

because she vieolated the temporary custody probation grantzd
Ly the Juvenile Court when she obtained her divorca. The

result of this action was the placement of the two older
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' homwe; the baby was

children in the paternal grandparants
placed in a foster hora until a hearing could be held.

lirs. “4.'s mother called the AC to ask 1f they could help

her daughter or at least find out what was going on. If her

daugnter could not get custody of the children, she wanted

to try to have them placed in her own carc.

The AC first contacted the family's social worker to
determine wnat could be done and tried to find a solution
that would gatisfy the family and the agency. After a con-
ference between Mrs. X. and the social worker it was determined
that she was able to take care of her family and that she
really did want the children. Both the AC and Protective
Services felt that Mrs. X. had become frustrated because there

was no one to nelp her.

A custody hearing was held and it was decided that Mrs. X.
would keep the baby if Mrs. X. returned to her mother's to live.
The two older children were temporarily maintained with the
paternal grandparents. They were’later returned to live with
their mother when the court felt she was able to provide them

with a better home environment.

The AC has encouraged Mrs. X. to become more responsible
with regard to the future. After the hearing, the AC stepped

aside to allow the family to function independently.
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6.0 Progress toward achievement of the relevart national ccal

There can be no question that a large number of families
wvere referred to specific agencies and that services were actually
delivered in a large proportion of cases., At the same tima,it
has becone apparcnt that referral activity is extremely deranding
and tiwe consuming, often requiving repeated héme visite, It hes
also becorne cleaxr that many needs canrnot be mzt through referral
and that for many familics an ongoing relaticnship arpeears to he

the most valuced resource.

O

ERIC



CHAPTER 1V

THE FAMILIES SERVED BY THE ADVOCACY COMPONFNT 2

POTPNY

DATA OM A SAMPLE OF FAMILINS INTERVIEWED ON SITE




1.0 PRackground

The method and procedure used to select this sample have
been presented in Chapter 1} the following represents a

brief recapitulation.

In May, 1972 (T1), interviews were conducted by CCR staff
with 171 randomly-selected families: 25 at each of six ACs, 21
at the seventh, where there was insufficient enrollment. In HMay.
1973 (72), only 74 of these families were available for re-
interview. Table 15 shows the status of each of the 97 families

who could not bhe reinterviewed.

Table 15. Status of the 97 families unavailable for T2 interviews.

i TOTAL | UNPLT [ RUPAL

Moved 13 41 34 7
% (42) (53) (21)

Joined PCC N © 26 19 7
% (27) (30) (21)

Requested inactive status M 8 0 8
3 (8 - (24)

Not home, not available N 22 11 11
9 (23) (17) (34)

Total N 97 64 33
% (100) (100) (100)

The largest proportion of families unavailable for T2
interviews moved, some werc referred to PCC, some chose not to
be involved with Advocacy, and some were simply not available

despite repeated attempts to contact them for the T2 interviews.
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ALYl of the ) data were reanalvsed, in torms of coimnaring
the total sample of 171 with the attenuated samnle of 74, in

order to sce if the latter ropresenteod a bhiased sub-sanble.

Chi-sauare analyses revcaled no sicnificant differences.
Therefore, it is assumed that there is no systeratic hias in
the attenuated sample of 74 families, at least in terms of the
variables available for this analvsis. However, the sample is
weighted in favor of rural fanilies. Of the original 171 fanilies,
100 were urban, and 71 were rural; in the remaining sample 36
are urban, and 38§ arc rural. Thué, wnereas 42% of the original
sample was from rural areas, 51% of the current sample is from
rural areas. Put another way, whereas 64% of the original urban

sample was not available at 72, only 46% of the rural sample was

no longer available,

The mobility of the AC population turned out to be far
greater than had heen anticipated. In several urban Components,
mobility was so high that 4/5 of the sample had moved, or could
not he re-interviewed for other reasoﬁs. The 74 families on
which 71 and T2 data arc available represent 3.7% of the 1,981
Advocacy families on bechalf of whom the ACs performed sore
activity, i.e., a telephone call, a home visit, or a referral.
Thus, the data presented in this chapter should be regarded as
merely suggestive of AC activities on hehalf of families. This
conclusion is based not only on the small sample size, and the
resulting possibility of gross sampling error, but also on the
fact that the pattern of AC staff activity vis-a-vis sample
families was undouktedly influenced by the knowledge that progran
evaluation was being in part based on this sample. Thus, it can

Q
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be expected that the experiences of the sample represent an
overestimate of AC activity on behalf of all other families.

In fact, the following data on average number of phone calls,
home visits, and referrals to sampie families bear out this
‘conclusion. The mean number of phone calls to the sample is
greater than the mean number of calls to all AC families. The
mean number of home visits in rural areas to the CCR samplie

is approximately twice as high as the largest mean for home
visits at any Component (6.33). The mean number of visits at
urban AC's to CCR sample families is twice as great as is the
rnean numter of home visits to all AC families visited in three
Components; in the fourth Component this mean is 4.85 and is
still smaller than the mean numbher of visits to CCR sample
families. Referral activity on bhehalf of the CCR sample in
rural areas 1is twice as great as is the referral activity in any
rural Component (highest mean = 2.15). The urban mean for

CCR families is wvirtually the same as referral activity.for all
families at one Component, and greater *han referral activity
at the other three.

Table 16. Mean number of telphone calls, home visits, and
referrals to 74 sample families.

URBAN (N=36) RURAL (MN=38)

Telephone calls N 114 64
X 3.16 1.68
SD 3.00 3.64

Home Visits N 201 438
X 5.58 11.52
SD 4.68 11.12

Referrals N 78 185
bl 2.16 4,86
SD 1.99 5.57
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Aside from the cxtra nttontion reccived by saanle families,
data cited in the followina pages support the representativeness
of the sample in other respects. However, data on the CCR sample
should he interpreted with considerable caution hoth bccause of
the rclatively small size of the soamnle and because AC activity
vis-a-vis the CCR sample families has been aieater than the activity
on behalf of the AC population as a whole.

2.0 Demographic characteristics of the CCR sample.

Tahle 17. Sex of respondent.

TPOTAT, [ URPAM RURRT, ]
Male 1 7 6 1
% (2) (17) (3)
Female N 67 30 37
$ (90) (83) (97)
Base (Total nunmber 74 36 38
of respondents):| (929) (100) (100)

The vast majority of respondents interviewed are female.

Table 18. Age of respondent.

TOTAL URRAN RURATL

Under 21 N 9 6 3
% (12) (17) (8)

21 to 30 N 36 18 18
S (49) (50) (47)

31 to 40 N 22 10 12
g (30) (28) (32)

41 to 50 N 5 1 4
% (7) (3) (10)

Over 50 1 2 1 1
% (3) (3) (3)

Base motal numbher| 74 36 38
of respondents): {(101) (101) (100)
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The sample of women is young; the majority are under 30.
Data are not availabhle on the ages of women in all AC families.

However, on an impressionistic basis, the sample appears

representative.
Table 19. Ethnicity of respondents.
TOTAL UREAN RURAL
Black N 34 33 1
% (46) (92) (3)
Puerto Rican N 3 3 -
% (4) (8) -
Mexican- N a - 9
American % (12) - (24)
American N - - -
Indian g - - -
Other N 28 - 28
Caucasian 2 (38) - (74)
Base {Total number 74 36 38
of respondents): (100) (100) (101)

In the urban Components nearly all families worked with
are Black, and in the rural Components families are primarily
Caucasian. One rural Component works with Mexican-American

families.




Tahle 2n. Iducation level of respondents.

'"*Tf¥f7ﬁf_m"""““'f'"?ﬁfﬁﬁff“°"‘?§ﬁ?ﬁif:j

6 years or less 1 9 1 8
% (12) (3) (21)

7 to 9 years 3] 24 7 17
% (32) (19) {45)

10 to 11 years # 22 13 Q
% (30) (36) {24)

Completed high school I 14 10 4
S (19) (28) (10)

Some college ' N 3 3 -
$ (4) () -

College graduate M 1 1 ~
% (1) (3} -

N.2. H 1 : 1 -
S (1) (3) -

Pase {(Total number of 74 36 38
respondents) : _ (99) (10n) (100)

The majority of AC sample families have not completed
high school. The proportion of relatively less educated
respondents is higher in rural areas fhan it is in urhan areas.
These data are consistent with data drawn from much larger
samples of PCC families; therefore, there is reason to

believe that the sample is representative along this dimension.




Table 21.

Number of children under five years of age.

RURAL

children under five

TOTAL URBAN
One child under five N 32 15 | 17
years of age 2 (45) (45) i (45)
Two children under N 22 8 [ 14
five 2 (31) (24) | (37) .
Three children under N 13 6 '? 7
five % (18) (18) (18)
Four children under N 4 4 | -
five % M(6)_"”Q%L;_wm:‘“
Base (Total number 71 33 ! 38
of respondents): (100) (99) ' (100)
Total number of 131 65 | 66

. The majority of families have either one or two

children below the age of five.
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Table 22. Total number of children.

TOTAL URBAN + RURAL
One child in family N 10 4 6 |
% (14) (11) (16) ;
Two children in family N 15 7 8 |
% (20) (19) (21) |
Three N 11 5 6
% (15) (14) (16)
Pour N 17 8 9
% (23) (22) (24)
Five N 6 4 2
S (8) (11) (3)
Six N 8 4 "4
) (11) (11) (10)
Seven N 1 - 1
% (1) - (3)
Eight N 3 1 2
.3 (4) (3) (5)
Nine N 3 3 -
(4) (8) -
Base (Total number P74 36 38 E
of respondents): (100) (99) (100) i
Total number of 277 - 144 - 133
children

The 74 families have 131 children below the age of 5 and
a total of 277 children living at home. Thus, the typical
sample family has one or two children 0-5 and eith;r one or
two older children. The average number of children per family
is 3.7. This figure is consistent with the number of children

per PCC family and is guite likely to be representative of the

Advocacy population as a whole.




Table 23. Husband present in household.

TOTAL | URBAN  RURAL |
Yes N 46 14 | 32
% (62) (39) ' (84)
No N 28 22 6
2 (38) (61) (16)
Base (Total number 74 36 38 |
of respondents): (100) (100) (lOO)j

Single parent families predominate in urban areas, whereas
two parent families are characteristic of rural areas. These

data are consistent with all other data on this population.

Table 24. Employment status of father.

TOTAL URBAN | RURAL |

Not working ‘N 15 5 10
% (20) (14) (26)

Employed - N 10 3 7
part-time % (14) (8) (18)

Employed - N 21 7 | 14
full-time % (28) (19) (37)

No father N 28 21 7
2 (38) (58) | (18)

Base (Total number 74 36 | 38
of respondents): (180) (99) ! (99)

In homes where there are fathers, the majority of

fathers are employed either full or part-time.




Table 25. ELmployment status of mother.

s s s st e

i TOTAL URLAN RPURAL -
Not working N 67 ;30 . 37
3 (90) + (83) ' (97) |
Employed -~ N 3 ! 3 ; -
part-time % (4) { (8) ¢ -
Employed - N 2 . 2 ! -
full-time 3 (3) | (6) -
N.A. N 2 L 1
¢ 3 ey o (3)
Base (Total number 74 ; 36 § 38
of respondents) : (100) ; (100)  (100)
i N

The great majority of mothers interviewed are not emploved.

Table 246, Number of families receiving public assistance, food
stamps, Medicaid, commodities.*

T IMNE il 1 T I M E 2
TOTAL @ URBAN | RURAL !t TOTA S URrRBAN RURT".;
Receiving public N 44 26 18 44 | 27 | 17
assistance 3 (59) (72) (47) (59) | (75) (45"
Receiving food N 33 15 18 35 | 17 18
stamps % (45) (42) (47) (47) | (47) (47
Receiving Medicaid N A1 25 16 44 | 26 18
% (55) (69) (42) (59) | (72) (47
Receiving N 18 8 10 21 ] 12 : g
commodities 3 (24) (22) (26) (28) | (33) (24
Base (Total ﬂ'ﬁi_nber 74 3—6 ) ~~3§ :/4 -| 36 38

of respondents): ’

* Numbers total to more than the indicated bhase hecause some
respondents receive more than one welfare service.
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The data on welfarce and welfare services show essentially
no changes between T1 and T2. This is not surprising as only
215 referrals were made to welfare agencies and only 112 of

these had a successful outcone.

3.0 _Relationshin between sarple fomilies and the AC.

Table 27. lumber of times respondent was visited hy AC.

[ HOTRIT [ URPIST | 2URAL

—— o e M
Wot visited N - - -
% - - -

Only once or twice L 2 - 21
S (3) - {(5)
A few tines (3-9) N 20 12 8
g (27) (33) (21}
Ahout once a nornth n 15 9 6
(about 12 tirmes) g (20) (25) (16)
About twice a month ¥ 19 7 12
{ahbout 20 times) $ (26) (19) (32)
About cverv week M 18 8 10
(more than 50 tinmes) g (24) (22 (26)
Base (Total nunber 74 36 38
of reswmondents): (100) (99) (100)

The majority of sample families report that they were
visited once a month or more. As has already been pointed
out, these data overstate the extent to which home visits were
made to the entire AC population of 1,981 families.

These data are also highly subjiective,as monitoring data pre-
sented in Chapter III show that the range of number of

visits to families was from 0-37. Thus, no fanily was actually
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Aruitoxt provided by Eic:

visited 50 or more tincs, even theuoh rather frequent visits
mav convey a similar feeling to visits conducted weeklv. This
finding hivhlights one of the problems of hasing any progran

evaluation on sclf-report and spealls to the importance of raoua-
larlyv-collectad nrooran statistics, wvhich sunplerent subhijective
Y ! Ry J

data fror proaram particinants.

Table 28. Tarmilv initiated contacts with the AC.

Yes Ry 40 24 16
S (54) (67) (42)

Pagse (Tolel nurbor 74 36 39
of resmondenis): (100) (100) (L0on)

Fifty-four percent of the families intervicwed indicated
that thevy had ébntacted the AC in reldtion tc a prohlem. UWhile
this percentage is likelv to be much too hiah to apply to the
entire population, nevertheless, it does suggest the visibility

of the ACs +to the familics.
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Table 29. Nature of home visits.*

TOTAL i URBAN ; RURAL

Support and encouragement N 54 21 33
(73) (58) (87)

Referral or appointment N 47 27 20
% (64) (75) (53)

Information N 51 31 20
% (69) (86) (53)

Transportation N 34 12 22
% (46) (33) (58)

Accompany individual N 16 5 11
2 (22) (14) (29)

Other N 10 6 4
% (14) (17) (11)

Base (Total number 74 36 38

of respondents):

* Percentages add to more than 100 because the
home visits often served sesveral purposes.
The majority of families perceive home visits as involving
a combination of support and encouragement, referral to an
agency, and information. Nearly half the families in the sample-
report that they were provided with transportation at one time
or another; this proportion being considerably higher in rural

areas.

A majority of the families interviewed by CCR reported a
variety of specific benefits which they had derived from AC
initiated referrals. These will be discussed separately under

the areas of health, housing, education, welfare, etc. Families
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manifest a positive attitude toward Advocacy and particulanrly

to the worker they know best. Asked to respond to an open-cnded
question about what AC has done for them over the past year, the
very human and important aspects of the advocacy ceffort, and the
difference it made to some families become apparent. The

following represent some of the responses given:

"I was upstairs in bed. I was in labor and X (the worker)
happened Ly to see me. X carriced me out of here and took
me to.the hospital just in time. Also when I had no money
to catch the bus, they took me to the doctor's when I was

five months pregnant and my legs were all swollen up."

"They be there when you need them. They helped me so much.
I moved hecre and didn't know nobody and they been helping

me ever since, with my food stamps, my surgery, everything."

"I learned to stop whipping my little girl because they said
that don't make her act good and they told me what to do with

her instead."

"They made a difference in my life. I'm the type of person
who doesn't like to get out and talk to people. If it
weren't for my friend (Outreach Worker) I wouldn't get any-

thing done. She comes by all the time."

"Advocacy helped me find out my rights and how to get action

from welfare."
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"They are a real help. I don't know what I would do without

Advocacy."

"Yes, my worker helped me. If it wasn't for her, I wouldn't

have known about Head Start."

"Before I didn't know where to go for information. ©Now I
just call Advocacy and ask where to go or where I can go to

find out more."

"It has definitely made a difference in my life. Helping

me find a new home was like traveling on a magic carpet."”

"Yes they sure have helped. Taken us to places for things."
This is from a family in which the six~year-old has cerebral
palsy, th2 four-yecar-old has crossed eyes and nas been

taken by AC to the eye clinic which has recommended an eye
operation which the father will not permit, and the seven-
vear-old is retarded, has a heart murmur and kidney infection.
All of tle children have been seeﬁ by a physician and are
being treated as a result of Advocacy efforts. AC got them
on Medicaid and got special assistance from welfare due to

the children's disabilities.

"I'm going to have a baby and I would never get backwards

and forwards to the doctor if it wasn't for them."
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"My worker listens to me. She encourages me. She lifts me
up. If you have somebody like her, you've got it made. She

makes an effort."

While the greac majority of comments are positive, a small
proportion of respondents expressed disappointment or complained

about a lack of assistance.

“They haven't been able to really help us. They try, but
they can't do it. My husband needs a job and there aren't

any. We need to move but can't afford any place else."

“I don't know what they've been doing. They certainly

haven't been helping me."

“They used to help but they cut their transportation off
and so there's nothing they can rcally do. T know where

to go, I just don't have any way to get there."

“They can't give any services, so who needs them? I don't

need anybody to call the clinic, I can make my own appointment."

In most instances, the feeling of getting "help" can best be
defined by the relationship between &n outreach worker and the
family. Those people who are able to engage in a supportive
concerned relationship are likely to feel better. In addition,
people with concrete, specific needs for which services exist have

been helped by Advocacy. However, people who either cannot benefit
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from a supportive relationship or who have not developed a
relationship with their particular worker, or who have needs

for which services do not exist, do not feel that they have

been helped. For these people the ACs inability to provide
direct services is a source of frustration and disappointment.
In several rural areas, there is virtually no available solution
for families who live in deplorable housing condiéions. Many
are resigned to these conditions, or at least are aware that
Advocacy cannot really help them. The following notes by CCR
interviewers on two families are typical of the kinds of

situations encountered:

"When we got to her home, Mrs. X. started crying because
her electricity had been turned off. The family is two
bills behind ($94 for 4 months) and her husband is very
sick. He hardly works, but works when he can so welfare
won't pay them anything. Mrs. X. and the outreaqh worker
agreed that there didn't seem to be anything which could

be done."

"This was a family living in unbelievable plight. The
mother couldn't spell her family name. Her daughter
spelled it for her. A family of 12 lives in three filthy,
fly-infested rooms. Lighting is dim and the children
literally are all over and on top of each other. The

mother was dressed in rags. The house is set in the °
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middle of a ditch: the porch is séqqing and broken. The
15-year-old daughter has a heart problem and six fingers
on each hand and cach foot. The mother was appreciative

of transportation help, but is basicélly overvhelmed. "

4.0 Services neceded and received by families in the sample.

4.1 Medical needs and referrals.

In all ACs, emphasis is placed on facilitating the delivery
of health-related services, and on motivating the farilies to seek
out ongoing, preventive medical care. The high percentage (42%)
of health-related referrals made by ACs is reflective of this
emphasis, as is the variety of special groups, sessions ané
meetings sponsored by the ACs dealing with health care practices,

and the guantity and cquality of rclationships developed hetween

the Components and health service agencies.

Given such extensive health-related efforts, it would be
expected that Advocacy families would bhe hoth more aviare of the
need for preventive medical care, and, in fact, be receiving
inc;eased levels of such care. Since awarensess is a very difficult
concept to measure, most data presented arc bhased upon actual
behavior. Iowever, the'data stem trom respondents' self reports,
many of which cover a time period of a vear. This source of
error may account in part for the somewhat lower than expected
number of persons reporting AC involvement in procuring health
care. It is unreasonable to expect that persons will remember
every instance in which the AC facilitated a referral or

perforred some action that made the delivery of a service possible.
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After completing an interview with an Advocacy mother, the out-
reach worker who accompanied the CCR staff member said, "she didn't
even mention that I cot her daucghter a job." Certainly, this |
would be an action one would expect a mnother to recall even more
Clearly than a possible appointment, arranged by the AC, for a

routine check-up.

Table 30. Health needs: problems and concerns.

T _ _ 7
TOTRY, [ URBAT T RITATL I OTAL | UREATT [T ROTE,

Health nceds N 43" 15 28 4). 14 27
3 (58) (42) (74) (55) (39)| (71)

No neead N 31 21 10 33 22 1)
reported $ (42) (58) (26} (45) (6l)] (29)
Pase N 74 ' 36 38 74 36 38
% (100) (100) (100) (1.00) (100)! (100)

Respondents were asked whether they had.any needs, concerns or
problems in the area of health. It was predicﬁed that at Time 2
(T2) the number of respondents reporting a concern would increase
due to a heightened awareness of health maintenance recuirements |
This prediction is not supported by the data. Differences betwen
Tl and T2 reports are negligible. For the most part, needs men-
tioned centered around check-ups and ongoing medical and dehtal

treatment for children.
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Data indicate that twice as many rural respondents as
urban respondénts-rcport some type of health problem. This may
result from the scarcity of health carc facilities available in
the rural catchment arcas: regardless of whether or not a facility is
needed currently, iﬁ can be expected that concecrn would be high-~
est among persons who have the greatest difficulty obtaining
care when the need arises. Conversely, health care is often

taken for granted when services are more easily accessible.

Table 31. Enrollment in a medical plan or service during the AC year.

[ TOTAL URDAIN RURAT, |
Enrolled N 28 25 3
% (37) (70) (7)
Not enrolled N 16 11 35
% (63) (30) (93)
Rase N 74 36 38
(100) (100) (100)
AC helped in enrollment 12 11 1
by (43) (44) (33)
No AC involvement N 16 14 2
in enrollment 2 (57) (56) (G7)
Base: All persons en-~ M 28 25 3
rolled in a medical
plan during the
past vear % (100) (100) (100)
Perceontage of samnle (16) (31) (3)
enrollnd with AC
involvamant
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nata in Table 31 indicate that 37% of the sarmple was enrolled
for some type of medical scrvice during the Pﬂvoo'c" venr, anfd
that rost of the enrollments were on hohalf of urbhan fanilins,

his is not surnrising, as comprehansive health care serveies for

+J

which enrollment micght he necessary are not availabhle in rural

areas.

0f the 28 fanilies who were cnrolled for rwedical serxvices,
432 renort that the AC wos In sone way involvad in their enrcll-
ment.  The remaining 16 persons rewort that thev negetiated on-
rollment on their own. There is, of course, no means of noasuring
the arount of influence that AC workers may have had in cncouracing
porsons to register for services., Tor evample, 01QFUﬁmwo*° oZ
services availzblo at the local clinic mavy have prompiesl self-

N

enrollnent, but it cannot ba expected that ¢ resnondent will recall

that the MO provided the motivation.

Parenthetically, the CCR sample 1s representative of all
Advocacy familices for whon referrals have hern effected, in terms
relating to this particular dimension. Sixteen percert of all
family referrals were fofr enrollment in a medical plan and, in
fact, 16% of the CCR families were also assisted in cnrollment
by the AC. As noted, the AC was involved in cnrollnent on

hehalf of only 12 families. However, the impact is actually

areater: bhearing in mind that the average AC family has between

three and four children, each referral in fact represents the

registration for health carc services of from four to si: persons.

ERIC
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Table 32. Check-ups for family members during the AC vear,

TOTAL, | URVAN | HURAL
Check-ups for N 49 28 21
family menbers E7 (66) (72) (55)
o check-ups for N 25 8 17
family menhers % (34) (22) (45)
Base N 74 36 38
(100) (100) (100)
AC involvement in N 21 g8 13
obtaining check- % (43) (29) (62)
ups
No AC involvement 7 28 20 8
in obtaining % (57) (71) (38)
check-ups
Base: all persons N 49 28 21
who received
check-ups
Percent of sampnle (28) (22) (34)
receiving check-ups
with AC involvement

In Table 32 are represented the number of respondents reporting
that all family members, exclusive of children 5 or under, received
a medical check-up during the past vear. The data show that
although the majority of all sample families have received check-
ups, the proportion is greater among urban families. This may
again be related to the relatively limited services available in
rural areas and the difficulty entailed in reaching existing

resources.
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‘Sixty-two percent of the 21 rural respondents receiving
check-ups report that the AC helped them obtain’this service.
This high rate of AC involvement is probably another reflection
of the dearth and inaccessihility of rural health facilities.
Once again, the number of check~ups received through a single
referral is grecater than one, as respondents are most often

speaking for themselves and other family membhers.

The.percentage of urban families who report AC assistance
in this area (29%) is less than half that for ruraf families.
- This may be accounted for not only by the availability of
services, but also by the fact that 70% of the urban sample is
enrolled in some type of medical program for which check~ups are

nost often a preiequisite.

Table 33. Check-ups for children 5 years or younger during

the past vear.

Tl ™2
TOTAL [ URBAIl | RUPAL TOTAL | TURPAN | MURAL®

Yes N 106 54 52 107 59 48

% (81) (83) (79) (80) (84) (76)

No M 25 11 14 26 11 15

% - (19) (17) (21) (20) (16) (24)

Base: N 131 65 66 133 70 63
children 5
" and under

1

There has been little percentage change from T1 to T2, as

manifested in Table 33. At both times, urban children were more
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likely to receive check-ups. Looking specifically at the
rural sample, it becomes apparent that regardless of whether
adult family members rcceive preventive medical care

(c.f. Table 32), parents do seek this service on behalf

of their children. . Still, twenty percent of the target
children population have not had an examination during the

course of Li.e Advocacy year.

Table 34. Immunization status of children 5 years or under.

T1 ] T2
OTAL . URBAN : RURAL TOTAL URBAN, RURAL
Respondent doesn't N| 12 % 7 5 8 3 | 5
know which shots % (9) | (11) (7) (6) (4) (8)
child received ’
No immunizations N 11 ! 2 9 4 0 4
at all 2 (8) (3) (14) (3) -~ (6)
Not up to date N 33 18 15 19 11 8
on immunizations % (25) (28) (23) (14) (16) (13)
Immunized N 75 38 37 10 56 46
-appropriate .
to age & (57) (58) (56) (77) (80) (73)
Base: all children N 131 65 66 133 70 63
5 or under & (29) (100} (100) (100) (100) 100)

This is an area in which the Advocacy Components have had a
marked impact. There is a significant Chi Square (X2=ll.94,
P« .01) associated with the increase between Tl and T2, in the
number of children now fully immunized or immunized appropriate

to age.

O
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The efforts made by Rdvocacy Components to ensurce that children
are immunized have been extensive. At one AC, provisions were
made to have the Public Health urse disvense imnmunizations at
the PCC one day ver month. Other Components arranaged for mobile
health units to come to the catchment area, or negotiated for
extended clinic hours so that working mothers could bring their
children in for immunizations. Ultimatelx,??% of the CCR sample
children were immunized. Among the total AC population, 160
different families were rcferred for immunizations. These 160
family referrals represent 15% of all referrals for health related'
problems and, because of the number of children under 5 per family,

may represent irmunizations for mor= than 450 children.

Comparing the CCR sample children to all children 0-5
identifiecd by the ACs, we find that the CCR sample is repre-
sentative of this posulation along this particular dimension.

Of the 4739 children identified by the ACs thrcugh April 1973,
790 or 16% of these children were unimmunized. T.ooking at

Table 34, we see that 17% of the sample children are either
unimmunized or not up to date on their irmunizations. The eight
children whose parents were uncertain of the shots they had

received are not included in this fiqure.
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Table 35. Dental examinations during the AC vyear,

TOTAL | URPAN | BURAL

Respondents :
Yes M 42 22 20
% (57) (61) (53)
No N 32 14 18
2 (43) (39) (47)
Base N 74 36 38
3 (100) | (100) (100)
Spnuses
Yes N 28 10 18
3 (61) (71) (56)
No N | 18 4 14
3 (39) (29) (44)
Base N 46 14 32
2 (100) | (100) -(100)
' Children
Yes N 74 35 . 39
. % (456) (54) (40)
Yo N 88 30 58
5 (54) (46) (60)
Rase: all 162 65 97

o0 %

children of (100) | (100) (100)

dental age

AC involvement N 24 | T 10 14
in obtaining % (42) {37} (47)
dental check-
uns

, No AC involvement N 33 17 16
'in obhtaining % (58) (63) (53)
dental check-
ups

Base:all families N 57 27 30

which received $ (o0} { (100) (100)
dental check-ups -

Percentage of sample (32) (28) (37) -
receiving checl~ups
with AC involvement




Data previously presented relating to medical check-ups
showed that it was more likely for children than for. parents
and older family members to receive examinations. There is
a reverse trend with respect to dental examination: the majority
of respondents and spouses have secen a dentist during the past
year, whercas only 46% (54% urkan, 40% rural) of the children

are reported to have had examinations.

The relatively low rate of Gental check-ups mav reflect
a tendency of parents to initiate dental ecare later than the
recormended age of 3 vears. It appears more difficult to
motivate families to seek preventive dental care than is the
case with other forms of health care. OJOne AC made comprehensive
arrangements for cquality dental care on hehalf of its population;
the incidence of unXept app.intnents was so high as to discourage
participatingldentists. Only after much éffort on the part of AC

staff did the attendance rate improve.

Nine percent of all health related referfals (Cata precsented
in Chapter III) among AC families were made for dental care.
Within the CCR sawmnle, 42% of the families receiving dental care
report that the AC was in some way involved in getting ther to
the dentist. 1In both the entire AC population and the CCR
sanple, reports of Advocacy assistance with respect to dental
care were most numerous in rural progrems. As presented in
Chapter III, there were 30 dental referrals made by urhan ACs
and 65 referrals by rural Components on behalf of all AC
families. However, figurcs are biased as 6ne rural AC provided

direct dental care in the form of check-ups as part of its

initial needs assessment.




Table 36.

Pre-natal care,

Last pregnancvy
Pregnancy during 2C vr, prior to the AC vear
TOTAL TURBAN jRURAL TOTAL UTRREAN RURAL
Received pre- N 22 16 6 G3 28 35
natal care 3 (100) . | (100) |(100) (85) (78) (92)
Did not receive ¥ 0 0 0 o 6 3
pre-natal - - - (12) (17) (8)
care
No answér Qr - - - 2 2 0
not appli- - - - (3) (6) -
cable . (
]
Base N 22 16 6 74 . 36 : 38 |
3 (100) (100) | (100) (100) (101) (roo) !
|
o~
_AC involved 8 6 2
(36) (38) (33)
No AC involve- 14 10 4
ment (64) (62) (67)
Base: all N 22 16 6
persons re- % (100) (100) j (100)
. ceving pre- ‘
natal care

Yy

On the National_leéel, all Advocacy Components are.charged
with facilitating the delivery of pre-natal care services. The
data sho& that of the 22 women who either had a child or hecame
pregnant during the Advocacy year, 100% received pre-natal care,

as compared with only 85% prior to the AC year.
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Data submitted by the ACs on Supnlementary Monthly Monitoring
Forms show that 90% of the 403 pregnant women identified, report
having received pre-natal care. The percentage of high risk
pregnant women reportinag pre-natal care is even higher: ninety-

six percent.

Among the 22 pregnant.womcn in the CCR sample, eight (369)
report AC involvement in obtaining pre-natal care. Parenthetically,
the CCR samnle does not appcar to reflect total AC expericncna:
only 20% of all pregnant woren identified were aided by the IC
relative to pre-natal care. HMorcover, the 209 ié likely inflated:

ACs reported on the hasis of number of referrals, not of different

-
1
IS

individuals referres

Tahle 37. Trimester cduring which pre-natal care bogan.

| Proonancy durinag nC
— FOTAY, [ TR

First tri- 17 14 9

nester g . (64) (56)

Second tri- ﬁ 6 5
mester % (27) (31) :
borm . e o s e e ,_._r - —— .“_g
Third tri- 13 2 2 0 8 3 5 |
nester % (9) (13) - (1.3) (10) (14) ?
Base: A1l women I 22 16 | 6 63 28 35
who had child-- % (100) (100) (100) (100) {100) (100) i
ren Oor hocane :
preagnant during i
these time peri7 !
ods and had pre- l
natal care [ _ L E

O
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A major concern with respect to pre-natal care is not

vhether a doctor was seen at all during pregnancy, but when

ongoing medical attention was sought.

The data presented show
that both bafore and during AC participation, the majority of
women began receiving pre-natal care dufing the first trimester
of their pregnancy. However, the ﬁercentage of women receiving
care in their first trimestor is highesﬁ for those who had a

baby or became pregnant during the Advocacy year. The most

marked difference appears among rural sukjects, where the figures

increase 23 percentage points. Less pronounced differences

appear in the second and third trimester categories.

Pahle 387A. DIvaluation of medical serxrvices by respondents

who have had contact with these services.

PN

71 T2
~ TOTAL [ URBAIT [RUPAL [ITOTAL | URPAN | RURAL
Satisfactory W 8 1 7 54 33 21
(50) (20) (64) (93) (95) (¢1)
Unsatisfac~ 1 8. 4 4 4 2 2
tory % (50) (80) (3¢6) (7) (5) (9)
Base 2! 16 5 11 58 35 23
% (100) (100) (100) (100) (100) (100)

Table 38A shows increased utilization oﬁ,arﬂ increased
satisfaction with, available medical services in 'T2; for the
rnost part this response pattern reflects experience with health

clinics.
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P Table 383. 70 involvonent ard xespondents' evaluation of change
in nedical sorvices
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Twenty~-one of the 58 (38%) persons having contact with a
medical service during the past yvear report that the 2C was in
some wav responsible for connecting them with the scrvice. Mg

might be cupected on the bhasis of prior discussion, this percoentage
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was higher in rural, than in urban areas.

The data presented on cevaluation of changes in services,
refer to respondents' evaluations of change in medical services
delivered. These changes may include reduced waiting time and/ox
respondents' vperceptions of the patient~mediéal personnel
interaction. Only respondents who had contact with the medical
service bhoth before and during the AC year were asked for such

an evaluation.

The urban respondents show the most chanqé, and the rmost
positive evaluation: fifty-seven percent perceive an inprovement
in medical services as compared to twelve percent of the rural
respondenté. However, the majority of all respondents report

no change in the quality of services deliverecd.
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4,2 Fousing needs and recferrals

-— -

Table 39. Housing nceds: problems and concerns¥*

™. ™2

TOTAL | URBAL] RURAL || TOTAT) URFAN] RURAT

Need repairs on house/ M 22 11 11 28 8 20
apartment 2 (42) (44) (39) (39) (23) (56)

Fousa/avartment too I 10 11 8 |- 23 W 12 11
srall and/or too % (36) (44) (29) (3 (34) (31)

expensive

Pest control problem I3 2 2 - 10 8 2
3 (4) (2) - {14) (23) (6)
Ssafcty/security of 1 10 1 9 10 7 3
house or neighhorhood 3 (19) (4) (32) (14) (20) (2}

Base: HMNumher of housing 1 53 .25 23 71 35 36
problems mentioned S (1o1) | (100) ] (100) (99)| (1oo)| (101}
Humber of respondents 1 35 19 Ja 43 19 24
renorting housing S (47) (53 (42) (58) (53) (G3:
needs :
Base: Total number of C ‘
respondents 74 36 38 l 74 36 38

*Multiple responses occurred,

Fortyv-seven percent of the families mentioned a total of
53 housing problems in Tl; fifty-eight percent of the families
mentioned 71 problems in T2. Thus, an additional eleven percent
of the families ha&e either become sensitized to the fact that
they have a housing probhlem or are willing to talk ahout this

prohlem to a stranger.




Table 40. Changes in housing status.*

TOTAL URBAN RURAL
Relocation N 17 7 10
% (43) (37) (50)
Repair N 8 2 6
...... 3 (21) (10) (30)
Change in rent N 6 5 1
% (15) (26) (5)
Pest control N - - -
Membership in Block or N 1 1 -
Tenants Association % (3) (5 |} -
Other N 7 4 3
' % (18) (21) (15)
Base: total number of N 39 19 20
clianges reported % | (100) (99) (100)
Number of different N 33 15 18
people reporting change c (45) (42) (47)
in housing conditions
Number of people not N 41 21 20
|reporting change % (55) | (58) (53)
H
Base: total number of N 74 36 38
respondents % | (100) (100) (100)
AC involvement in N 10 6 4
effecting change % (30) (40) (22)
No AC involvement in N 23 9 14
effecting change % (70) (60) 1 (78)
Base: number of persons N 33 15 18
reporting change in '
housing conditions
Percentage of sample % (14) (17) (10)
reporting change in
housing with AC involvement
lszkj * multiple responses occurred
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Thirty~three (45%) of the families report a change in
their housing situvation during the course of the Advocacy
Year. Ten (30%) of these 33 respondents attribute this chance
directly tc AC intervention. RAs in the case 0of previous
discussion about AC involvement, it is probable'that the nunber
of individuazls who réport such involvement represent a lower
bound estimate of the nurber of actuval instances., That is, it
is quite possible that families bhave heen stimulated to make
changes or irprovements in housing because their involvement
with AC has heichtened their awarcness of the necd and potential
for such activitv. Thus, while 10 families report direct
assistance, some of the remaining 23 femilies may well owe
their activity to indirect and non-perceived stimulation from

AC,

Projgcting to the entire AC population, frem the 10 sample
familiesjrép5rt§ggwﬁc—related housing changes, it can be estimated
that 267 families have received help with housing during the aC
year. Data presented in Tables 14 a and b show that the ACS
reported 349 housing referrals, 222 of which had either a positive
outcome (#9) or an expected positive outcome in the near (#8)

or distant (£6) future.
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Table 41.
problems.

Knowledge of whom to contact in regard to housing

TIME 1 TIME .2 |
TOTAL | URBAN }RURAL TOTAL | URBAN_|RURAL
Don't know N 49 20 29 22 3 19
% (66) (56) (76) (30) (8) (50) i
Welfare Depart- N 2 - 2 ) - 2
ment worker ) (3) - (5) (3) - (5)
Advocacy Compo- N - - - 22 13 9
nent worker % - - - (30) (36) (24) .
Housing Authority N 15 137 2 2 27 - |
or Legal aid % (20) (36) (5) (3) (6) -
office
N.A./Other N 8 3 5 26 18 8
% (11) (8) (13) (35) (50) (21)
Base: Total N 74 36 38 74 36 3
number of % (100) (100) (99) (101) { (100) (100)
respondents
 S— PR —

The data show

dents stating that they do not know what to do in the face of a

housing problem.

a clear trend in the direction of fewer respon-

Approximately one-half of those who said that they

did not know what to do in T1l state that they would contact the AC

in T2.

The knowledge by families that they can contact the AC with re-

gard to a housing or any other kind of problem does not, of course

represent increased knowledgeability about available community

resources and how they can be negotiated.

As was discussed in

Chapter III, the dependence on the AC for pfoblem solution is

characteristic of the many families which have come to rely on the AC

as a continuing source of support and assistance. Continued ed-

ucation in who can be contacted and how, will hopefully, over time,

enable some of these families to function effectively independent of
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AC involvement. It should be recognized however, that there
are families for whom continued suppoft will be required if

they are to engage in the service delivery network.

Table 42. Evaluation of Housing Authority by respbndents who
have had contact with it.

TIMNE 1 T TTHER 2 B
TOTAL | URBAN ' KURAL | TOTAL | URBRAN i RURAL
Satisfactory N 3 1 2 8 | 7 ' 1
% (27) (11) | (100) (38) (35) | (100)
Unsatisfactory N 8 8 | - i3 13 ; -
% (73) (89) - (62) (65) | -
Base: Respondents N 11 9 ' 2 21 - 20 ‘ 1l
who have had $ - | (100) | (100) | (100) (100) | (100) | (100)
contact with |
Housing Authority |

The number of respondents who had contact with the Housing
Authority during the AC year nearly doubled. A slightly higher
proportion of respondents are satisfied with the Housing Authority,

but the majority are still dissatisfied with the services received.
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4.3 Welfare needs and referrals

Table 43. Welfare needs: problems and concerns.* -

TIME 1 I TIME 2
I TOTAL ' URBAN RURAL jTOTAL URBAN 1 RURAL
Need more $ for food, N 21 10 - 11 21 9 12
clotning, shelter 2 (51) (50); (52) (39) (45) (35)
| l ' -
Difficulty obtaining N, 14 8 6 24 7 17
welfare, food stamgs, Q! (34) ; (40) - (29)‘ (44) (35) (50)
Medicaid ; g ]
Other N 6 2 4 9 4 5
% (15) | (10) (19) ! (17) (20) ; (15)
| ' . ! .
Base: number of N. 41 20 2l . 54 , 20 , 34
welfare problems 3t (100) - (100) (100) . (100) ,(100) i(lOO)
mentioned L § ; ‘[ ‘ |
' f | !
Respondents reporting N 35 19 16 40 ; 17 .+ 23
welfare needs % (47) (53) (42) | (54); (47) (60)
Base: total number N 74 36 38 . 74 ;36 38

of respondents ‘ }

: ; ' |
: i ; ! ! ?

* multiple responses occurred

Nearly one-half of the respondents in Tl1, and slightly more
than one-half of the respondents in T2, mentioned problems re-
lated to welfare. The number of welfare problems mentioned in-

creased in T2, probably as a result of the heightened awareness

“to needs, and/or the greater willingness to discuss those needs

with strangers.

Whereas in T1, 51% §f the concerns centered around money,
in T2, theé largest proportion of problems centered around
actually obtaining benefits. This may be an indication of an in-~
creased knowledge of benefits available and an awareness of

eligibility requirements for obtaining such benefits.
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Table 44, Changes in welfare status,

TOT AL URBAL RUPAT,
New people on welfare N 4 3 1
% (36) (38) (33)
New pcople on food N 2 1 1
stamps % (18) (12) (33)
ew people on N 1 1 -
commodities % (9) (12) -
New people on N 4 3 )
Medicaid ¢ (36) (38) 33)
Pase: total number N 11 g 3
of changes reported b3 (¢2) (100) (¢@0)
Number of diiferent N 6 3 3
pcople reperiing change % (8) (&) (8)
in welfare
Mnber of porsons not M 68 33 35
reporting chance % (92) (¢2) (42)
Ragse: total number of N 74 36 38
respondents % (10C) (100) (100)
AC invol—ement in N 6 3 3
cffcctlng c‘erqe % (100) (100) (100)
14
Ho AC involvenent in N - - -
efrfecting change % - - -
Base: number of persons N 6 f 3 3
reporting change in % (100) ; (100) (106G)
welfare 'status !
$ of total sanple 5 (8) (8) (8)

reporting a change in

welfare with AC involvement
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Six sample families report changes in their welfare
status; all of them attribute the changes directly to AC
involvement., Extrapolating from the study sample, changes in
welfare status would be expected among 161 families in the AC
population. 1In fact, data presented in Tables l4a and b
show that the ACS report 215 welfare-related referrals, of
which 145 had either a successful outcome (#9), immediate
expectation of successful outcome (#8), or more long-range
expectations (#6). Thus, once again it can be seen that the
sample families are ¢generally representative of the AC pop-

ulation as a whole.

Table 45, Evaluation of welfare sexrvices by those on welfare (72).

TOTAL URBAN RURAL
Got better N 8 5 3
% (18) (19) (17)
No change N 27 14 13
% (61) | (54) (72)
Worse N 9 7 2
% (20) (27) (11)
Base: people on N 44 26 18
welfare % (99) (100) (100)

Among the 44 people on welfare, relatively few feel that
welfare service deliver 1s better. In fact, the number report-
ing improvement corresponds closely with the number reporting

changes in services received. Those who have had an actual
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change perceive improvement in welfare service delivery;
others do not. The reports of "no change" perceived are a
striking reflection of the lack of actual AC-initiated changes

in Welfare departments, (discussed in Chapter VI on Agencies).
4.4
Table 46. Educational needs: problems and cciucerns,¥*

Educational needs and referrals

! T I M5 1 T1IME 2

TOTAL URSAN RUIL TOTAL URBAN ! FURAL
Need nursery/day - N 12 8 4 21 12 9
care cervices % (43) (44) (40) (41) (41) (41)
Need adult educa- N 3 2 1 : 9 6 3
tion services % (11) (11) (10) | (18) (21) (14)
Need heotter N 13 e | 5 21 11 10
schools or problems % (46) (44) (50) (41) (38) (45)
w/school-age
children !
Base: number of N 28 18 10 51 29 | 22
education needs % (100) (99) (100) “(100) -{100) (100)
mentioned
Respondents report- N 26 18 . 8 40 - 20 20
ing education $ (35) (50) (21) § (54) (56) (53)
needs
Base: total number 74 35 38 74 | 36 38
of respondents

* multiple responses occurred.

There’hés been a marked inérease in the number of people
reporting educational needs, both for themselves and their
children. Apparently, AC involvement has served to sensitize
a substantial number of people tdrthe need and potential for

educaticnal advancement for themselves and for their children.
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Table 47. Changes in education status.

TOTAL URBAN RURAL
Adult education N 3 2 1
% (15) (18) (12)
Day care/child care N 3 3 -
..... % (15) (27) -
Head Start N 9 5 4
% (45) (45) (44)
Other N 5 1 4
% (25) (9) (44)
Base: total number N 20 11 9
of changes reported % 1(100) (99) (100)
Number of different N 20 11 9
people reporting % (27) (31) (24)
change in educational
status
Number of people not N 54 25 29
reporting change % (73) (69) (76)
Base: total number N 74 36 38
of respondents % 1(100) (100) . {100)
AC involvement in N ! 12 5 7
effecting change % (60) (45) (78)
Base: number of N 20 11 9
persons reporting
change in educational
status
% of sample who report % (16) (14) (18)
a change in education
statrs with AC involvement
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Twenty pzople in the sample repcrt changes in educational
status. More than half (60%) of these atiribute the changes
to AC involvement, i.e., 16% of the CCR sample reported

making a change in educational status with AC involvement.

Projecting to the entire AC popelation, from the 12
people who report chonges in educational status as a result
of aC involvemnznt, it can ke cupected thot approximately 321
people would show sora change in educational statuvs. Referxr-
ing bhack Lo data presented in Tables 14 a and b, it can be

seen that 34% reforials in education were reported by the AC.

Three hundred thirteen of these referrals arce reported to
have cither a successful outcome (£¢), and anticipated
positive cutcomz in either the immediate (#8) or more distant
(#6) future. Once again, it can be seen theat the expericnces

of the sample are rather closely representative of the exper-

iences of the AC population at large.
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Table 48. Knowledge of whom to contact in order to get a
child into nursery school or a day care program,

-

- TIME 1 ' TIME 2
TOTAL j} URBAN |RURAL TOTAL URBAN 1 RURAL
N 34 16 18 12 2 10
bon't know % (46) (44) {47) {16) (6) (26)
Advocacy Compo- N 2 - 2 48 30 18
nent worker 2 (3) - (5} (65) (83) (47)
Parent-Child N 18 7 11 10 1 9
Center - % (24) (19) (29) (14) (3) (24)
Head Start or N 20 13 7 4 -3 1
Day Care Center % (27) (36) (18) (5) | (8) (3)
| Base: Total N 74 36 38 74 36 38
number of res- %! (100) {99) (99) (100) (100) (100)
pondents

Relative to Table 48, while there are some T1-T2 shifts in terms
of whom people would contact, the most important shift is in the
decrease in number of reople who say that they would not know whom to
contact. Once again, it must be recognized that this does not rep-
resent an increased knowledge of community resources, but rather an
expression of confidence in the AC staff. |
Table 49. Evaluatior of educational services by respondents who have

contact with these services (Head Start, adult education,
day care, and PCC).

TIME 1 "TIME 2 i
TOTAL | URBAN { RURAL TOTAL : URBAN | RURAL i
Satisfactory N 2 - 2 41 23 18
% (33) - (67) (95) {96) {(95)
Unsatisfactory N 4 3 1 2 1 1
2 (67) | (100) (33) (5) (4) {5)
Base: respondents N 6 3 3 43 24 19
. who have had con- 2 (100) (100) (*00) (100) (100) (100)
tact with educa-
tional services
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The number of respondents who report contact has increased
sharply in T2. The vast majority of T2 respondents report

satisfaction with cducaticnal facilities.

4.5 Other services needed and roceived bv AC familices

Table 50, Other services for which referrals have been made.

TR

Job training N 6 6 -

£ (12) (29) -

Jobp placement N 11 5 6
% (22 (24) (21)

Legal Aid M 3 ~ 3
% (G) -~ (11)

Clothing N 14 3 11
’ % (25) (14) (39)

Food N 5 1 4
% (10) (5) (14)

Other N 10 6 4
$ (20) (29) (1.4)

Base: numwber of N 49 21 28
services - % (99) (101) (99)

Number of different N 29 o 15
pecople reporting a 2 (39) {(52) (39)
referral

RBase: total number N 74 36 38

of respondents
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Data presented in Table 50 reflect services already
received and services for which referrals have been made.
Thus, the 14 families who report clothing referrals have
actually received clothing, whereas 11 families who report
report job placement referrals have been referred but have

not necessarily yet found a job.

A high proportion of the sample has been referred for

job-related and vital services-related problems.

5.0 Family participation in group and community activities

Table 51, Attendance at AC-sponsored meetings.

TOTAL URBAN RURAL
People attending N 24 16 8
meetings 2 (32) (44) (21)
People not attend- N 50 20 30
ing meetings 2 (68) (56) (79)
Base: total number N 74 36 38
of families % (100) (100) (100)

Approximately 32% of the sample report having attended at
least one AC-sponsored meeting. This appears to be a relatively
high proportion, in view especially of the fact that several
AC's held very few meetings, so that if a participant did not
attend a particular meeting there might have been no further

opportunity for such participation. In fact, 28 of the 50 (56%)
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people who stated that they did not attend a meeting, report
that to their knowledge no meetings were held, Twentyv-four
of these people are in rvral areas, where indeed two of the

Components did not emphasize group meetings.

Table 52. Frequency of attendance at meetings.:

NUMBILEZ®Y O F MEZTIINCES
URBAN RUPS.I
1 2 3 4 5 17 2 73 4
Number of people ,
attending 4 5 2 3 2 .3 5 ¢ 0

The majority of urban respondents attended either one or
two meetings. None of the eight rural respondents attended

more than two meetings.,
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Table 53. Topics discussed at meetings attended.

NUMBER OF RESPONDENTS
REPORTING ATTENDANCE
AT A MEETING

URBAN- N RURAL
Health 12 8
Housing 9 -
Welfare rights 8 -
Education 8 4
Dental care 8 : 3
Drugs 5 _ -
Pre-natal _ 3 2
Nutrition 2 2
Base: number of 16 - 8
different people
attending meetings

A substantial number of participants attended meetings
in the areas of health, housing, welfare, education, and dental

care,
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Table 54, Atténdance at community meetings.

TOTAL URBAN RURAL

Yes N 9 4 5

% (12) (11) (13)
No N 65 32 33

% (88) (89) (87)
Base: total N 74 36 38
number of % (100) (100) (100)
respondents

Even though the vast majority of respondents attended

AC-sponsored meetings, they were not sufficiently motivated

to attend community meetings.

Iv-49




6.0 SUMMARY

SAMPLE REPRESENTATIVENESS

171 interviews were concducted at T1l; 74 respondents
were available for reinterview at T2 one year later.
Forty-two percent of those who could not be reinter-
viewed moved from the catchment area. Chi-square
analvses showed no significant differences bhetween

the full T1 sample and the attenuated T2 sample.

The 74 sample families on whom Tl and T2 data are
available represent 3.7% of the 1,981 families with

which the ACs have made some intervention.

Considerable caution is urged in making generali-
zations on the basis of this sample to the entire
AC population both because of the small size of the
sample and because sample families were visited and
referred nore often than other families. 1In other
words, more was done on behalf of sample families

than on behalf of the AC populaticn at large.

'DEMOGRAPHIC CHARACTERISTICS

<]

(-]

Ninety percent of the sample is female.

The majority of respondents are under 30.
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° Forty—-eight percent of the semwle is hlack, 38% is

othar Caucasian and 12% 1is Mexican-Arericean.

° Seventy-four ncecrcent of the total samplce (0% rural
. N ?

58% urban) has not completed hich scheol.

° Seventy-six percent of the families have between
one and two children age 0 - 5, The farilies
represented hv the sample have 131 children in

this age range.

° The average number of children per farily is 3.7.
There are a total of 277 children reoresented hy

the sanple.

o Fathers are present in 62% of the homes (39% urbhan,

84¢ rural).

° Fiftv-nine percent of the families are receiving

public assistance.
FLATIOMEHIPS BETVRIN THEE ACs ANMD THD SANMPLE PANMILIDS

° The majority of families report AC staff honme

visits once a month or more.

ERIC IV-51
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° The majority of families perceive home visits as
involving a combination of suprort and encourage-

ment, referral to an agency and information.

SERVICES NEEDED AMD RECEIVED

Health referrals

° Sixteen percent of the sample reports ernrollment
in a medical plan as the resu.t of AC intervention.
Fach such enrollment represents the reqistration
of from four to six persons for health care

services.

Twenty-~eight percent of the sample reports AC in~

volvement in obtaining check-~-ups.

There is a significant increase from 57% at Tl to
77% in T2 in the number 0f children 0 - 5 whe are

immunized appropriate to their age level.

Thirty-two percent of the sample report receiving

a dental check;up as a function of AC intervention.

Twenty-two women in the sample were pregnant during
the NAC year. TLight of these report AC involvement
in obtaining prenatal care. The remaining women
state that they sought out prenatal care on their

own.
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° Fortv-one pcrcent (57% urban, 12% rural) of the
sanple reports that medical facilities had im-
proved in their service delivery over the past

year.
Iousing referrols

° Fourtecen percent of the sarple reports a chance
in housing conditions as a result of AC inter-

vention.

° There is a marked decrecase fron T1 to T2 in the
proportion of rcsnondents who state that they
would not know whom to contact conccrning a

housing nroblen.

Welfare referrals

° Eight percent of the sample reports AC involve-

ment regarding a shift in Welfare status.

° Only 13% of the sample reports improverent in

Welfare service delivery.
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Education referrals

° Sixteen percent of the sample reports change in

educational status.

° The proportion of respondents who report that they
would not know where to turn for advice concerning
ar educational problem decrcased from 46% in Tl

to 16% in T2.
ATTENDANCE AT MEETINGS

° Thirty-two percent of the sample ‘44% urban, 21% rural)
report attendance at AC sponsored meetings. Mecetings
attended covered a wide range of topics, e.g., health,

housing, welfare and rights.
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CHAPTER V

GROUP MEETINGS, MASS MEETINGS, COUNCILS, AND

WORKSHOPS FOR AC FAMILILS




1.0 Introduction

Activities described in this chapter are relevant to
the implicit national.advocacy goal of educating families

so that they may:

° better understand the importance and xele-
vance of health-related services and prau-
tices: e.g., immunizations, medical and dental

check-ups, pre-natal care.

© better understand their rights vis-a-vis
service delivery systems, This includes
knowledge of wﬁat services are supposed
to be available through Welfare, the Department
of Housing, and the local Health Plan and how
to negotiate these systems in order to obtain

services.

advocate on their own for changes in the service
delivery system and for the creation of new

services.

Some of the group activities described are also relevant
to certain aspects of national goal #8 to ensure the delivery
of adequate services to expectant mothers and their new born

babies.




In an effort ﬁo meet their goals, each Component organized
a special group or held a mass meeting or a workshop for parti-
cipating families. At three urban and one rural Components this ef-
fort to involve families directly in the AC program has been on-

going or at least an important aspect of program implementation.

There are several advantages to groups as a mea:.s to meeting
objectives related to family education. One significant advantage
is that expertise in a given area can be made available to a
group more easily than to an individual. For example, a program
may elicit cooperation from resource specialists, whereas it is
not as likely that these same specialists would agree to accompany
outreach workers during home visits. Thus; a group activity is
both a parsimonious use of time and an effective means of convey-

ing important information to a larger audience.

At  the individual level, participation in group activities
can help to foster self awareness and self confidence. Participants
can also learn that they can have a voice in determining what hap-
pens to them and that this voice can and should be heard outside

the Advocacy Component.

At the community level, group activities can be seen as a
possible tfaining ground for future community organizers. One
Coordinator views group participation in terms of the adage,
"Each one, reach one." An informed, knowledgeable community
person may have access to a portion of the community not other-
wise readily available to the Component.
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In addition, such persons are potential community leaders who may,
at some point, be able to help the community perform its own
advocacy functions, independent of a structured, fedcrally-funded

program.

In this chapter discugsion will focus on the diffcrent types
of group activities attempnted and on the constraints attendant

upon such activities.

Major difficulties have been encountered with respect to the
stimulation of interest, and the maintenance of family attendancc
and involvement., For example, at one urban AC, in which weekly
meetings are conducted relating to a variety of topics, parents
are offercd transportation to and from the meeting, free lunch

and child care services; yct attendance hovers around cnly four

.oy five families per week., When CCR interviewed families from

this Conponent's area, some mothers told interviewers, "I just don't

like to leave my house."

At other ACs the difficulty lies in sustaining interest.
After an initial burst of enthusiasm, group attendance declines
and new participants do not enrcll. As will be discussed in
the section on groups, such decline in involvement is particu-
larly characteristic with regard to¢ pregnant women. Only one
of all the groups initiated has maintained itself (and increased

its.mémbership) throughout the program year.



2.0 Mass meetings/workshops

Mass meetings and workshops are usually specific in scope,
often relying on experts outside of the Component's organization.
Although usuvally cailed in response to an ongoing need requiring
action, a mass meeting or workshop is itself a short-term project.
That is, action, if indicated, is taken immediately and follow-up is
not usually an integral part of this event. However, planning for
such an event is extremely time-consuming. In addition to the
preparation of content, publicity, and locatiop,possible provision
of transportation and support servicés must be taken into account.
In rural areas especially, some Coordinators feel that these
ancillary considerations make mass meetings or workshops so dif-

ficult as to preclude their being a major thrust of the AC.

The level of success associated with such meetings has var-
ied, as have the measures of outcome, £hemselves. Typically,
evaluations have been cast in terms of the number of persons at-
tending, the substance of the preéentation, the degree of audience

participation or the subjective account of the overall effect

The following meetings and workshops have been sponsored

and organized during the first Advocacy year:



° Since its inception, &n urban AC has bheen concen-

-

ned with the larce scale drug preblem in its

&)

community and has macde inforraticn availahle o
its families. However, providirg information
during a home visit, or dispernsirg infecrration
in a rental office of the housing project

were not ccnsidered to be the most efifective
technigues of information disserination.
Thercfore, the Ccomponent coordinated efforts
with a local druvg abuse project, and sron-
sored a large, seminar-tvpe meeting in an
auditorium centrally located within the area.
For weeks prior to the reeting, ocutreach workers
on home visits reminded Zamilies of the com-
ing event; posters announcing the seminar were
displayed in shop windows and in apartrment
building lebhies. The meeting drew ai. audience
of approximately one hundred.perscns, with the
majority ranging in age from ten to twenty
years. On the agenda were a film on drug abuse,
a display of harmful narcotics and drugs, a
presentation by two ex-addicts, a talk on ser-
vices available to persons with drug problems

and a qguestion and answer pericd.
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This mass meeting reached a population not
normally readily available to the Component and,
perhaps more important, afforded participants
the anonymity needed for acceptance of the

information.

A rural AC together with a local community
college, sponsored a State House Conference on
.the Young Child. This all day conference

was attended by community residents and by
representatives from eleven étate and

local agencies. As part of the meetings,
Advocacy families planned and participéted

in a seminar addressing the qﬁestion of

parent involvement and development in child-cen-
tered programs. Other conference topic

aréas discussed includéd the rights of
children, developmental day care needs, re-
venue sﬁaring monies vis-a-vis children's
programs and the maintenance of bi-lingual,

bi-cultural education programs.

An urbén AC conducts weekly workshops at the
Parent-Child Center, chaired by resource
personnel or by specialists from within the AC,
toe which all Advocacy and PCC families are in-

vited.




The first few meetings were used as sounding
boards, to discover topics of interest for
subsequent meetings. Topics have since

included housing, welfare rights, day caré,
education and drugs. Even thouch lunch is
served and child care sexrvices pfovidoé, attend-
ance of Advocacy families is low, four +o
families at each meeting. PCC family part-
icipation is somewhat higher, but these perscns
are, for most part, alrcady at the Center fox

program,

A rural Component conducted twe two-dav workehops

for Advocacy mothers and their children. Work-

th

ing with the PCC health and education staff rembers,
AC fawilies were given the opportunity to paxr:-
icipate in various Parent-Child Center activities,
At one point in the workshop, mothers and

children were separated; mothers participated

in a health class conducted by the PCC nurse,

while the children were divided into groups,
according to age categories, and worked with

by the education staff., BAnother activity in-
volving both mothers and children as a group,

taught basic child care techniques through the

undersi.nding of mother-child interaction.
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Attendance ranged from 13 to 19 mothers

for each of the two workshops.

Resident Group Meetings conducted by an -
urban AC are regarded as "Mass Meetings"
because they do not, as yet, adhere to a
regular, ongoing schedule; Following a
preliminary fact-finding session, four such
meetings have been held to date. Community
resource persons are invited to attend;

top .¢s covered thus far have included the
proposed cuts in service agency budgets
(two neetings), welfare rights, and pro-
grams for economi. advancement through
career development. An average of forty
persons have attended each meeting and it is
estimated that eighty percent of the

audience is comprised of Advocacy families.

A rural Advocacy Component held a one-day
Family Planning Workshop attended by approx-
imately 100 persons. The audience was com~
prised of both men and women, high school
students and older addlts. The wbrkshop was
a multi-media presentation followed by

group discussions.



° An urban Advocacy Component, in conjunction with
its PCC, sponsored a Hunger Meeting during which
information was disseminated and a film was shown,
Materials for the program were supplied by a state
foad cemmittee, an organization concerned with the
elimination of hunger and malnutrition through
education and agency coordination. Of the thirty
families attending this meeting, twenty vwere

Ldvocacy families.

A rural Component organivad a "Brush-In" for parents
and children in order to emphasize the importance

of preventive dental care. The program involved a
puppet show, educational films for different age
levels, a speakcr on nutrition and diet, a cooking

LI}

demonstration, and the actual "Brush-In" during

which free toothbkrushes and sguares of fluoride paste
were distributed. Approximately 40 agenciles were
-reguested to encourage their members, clients ox

associates to participate. 1In total, roughly

250 children and 50 adults attended.

A rural Component organized two mass meetings in
order to inform families of available benefits to
persons with black lung disease. Families were
given legal advice on how to file for benefits
and eligibility requirements weré discussed.

Thirty-seven Advocacy and PCC families attended.
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° A welfare workshop was organized by the staff

of an urban AC. Speakers from the County
Welfaie Departmentvand a local Welfare Rights
Organization made presentations. The 46 AC
families who attended received information
on-eligibility requirements for food stamps,
aid to dependent children, emergency funds

and other services available from the Welfare

Department.

Four Consumer Education prograﬁs have been
organized by a rural Advocacy Component. The
programs, held at foﬁr different sites within
a couhty of the AC catchment area, have been
chaired by the AC/PCC nutritionist with
assistance from the AC staff. The meetings
included discuséions on proper diet, food
purchasing and cooking demonstrations. Parents
are active participants in these workshops,
bringing foods to be used in the demonstra-
tion and exchanging information on‘ecoﬁomical
shopping practices. Attendance ranged from
twelve families at one meeting to twenty-one

at another.
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3.0 Committces of Advocacy fanilies

Committees of Advocacy families have proven a success-
ful vehicle for cemuanity organization in only cre of the
seven NAdvocacy Components.  Although attempts to aevelon
committees have Seen made at cne other Component, the result
was a single meeting with no follow-up on the part of the

families,

Whereas mass mectings provide the anonymity desirved by
rneny persongs, tl o comnmittee regulres thaot each person
Y E ! 4 I

stand up and be counted. The committee is, in & sente,
a goal-oriented, action organizeticn. It is formsad with a

specific purpese or focus in mind and its merbers are usually
charged with planning for a parﬁiunlar project or developing

action recommendations for other organizstions.

In order to form a committee, the preject at hand must be
one with which potenti:l members cean identify and peorceive as
within their power to affect. Thﬁs, for.example, it may be
easy to convince a group of people that tne rent scale increase
in a pﬁblic housing project is of concern to them, but less
casy to persuade them that there way be zppropriate action
taat they can tazke. For such rcasons, it may be that the
formation of effective, active comnittecs of Advocacy fam- -
ilies will bezcome morc widespread only as Comncnent partici-

pants gain more cenfidence in their abilities.
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Following are examples of efforts to organize committees

around specific issues:

A rural Advocacy Component, concerned

about the lack of well-baby services within
its catchment area, had completed a special
Health Survey to establish the need for this
type of service, and to assess potential

for utilization of such services. Once the
Survey was cdmpleted, a Clinic Board was
formed to evaluate Survey results and plan
steps for action. The Board is comprised of
ten community families drawn from the ACs
tri-county catchment area. It has obtained
Health Department cooperation and, should
the Clinic be established, current Board
members will become members of the Compre-
hensive Health Association which is the govern-
ing body of all health-related resources in

the area.

'A concerned Citizens Advocate Group has been
formed in one community of a rural ACs catch-
ment area. Comprised of 18 individuals, the
group seeks to define priorities and is pre="
paring recommendations for community action

and projects.
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The group is seen as the seminal committee
of community organizers who will perform
needed community advocacy functions, separ-

G

ate from the established AC.

A Tenant lousing Committee was organized
by a rural AC in an effort to bring community
pressure to bear upon the problems affecting
a local public housing project. Staff members
sent flyers. to the 70 femilies residing in the
project and then bexsonally visited each faﬁ~
- ily to encourage participation in the Committee's
first meeting. oDuriﬁg this first meéting;_ét
which 18 families.were represented, probléms
were discussed and action recommendations for-
mulatéd. The Committee rémained active for
some three mohths, at which point the AC staff
member who had been advising the group'fe"l
signed and interest waned to such a degreet

that meetings have been discontinued.

°  An.urban AC had included in its objectives,:
"to encéuragé.pérficipation in the.Tenants'
Céuncil.“ The Council had been formed prior
ﬁo the»creatién_of the AC; however, it’ﬁas

falteﬁing_and’conld have, potentially, becen
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invigorated by AC family involvement.
Through talks during home visits and laxge
meetings on housing problems, Zomponent
staff sought to encourage AC family parti-
cipation. A small number of persons did
attend a meeting, but their involvement

did not continue. Families felt that the
Council was "not responsive to the community."
This then seems to be a case where the prob-
lems are real enough to touch the people,
but the people do not feel that they have

the power to effect change.

4.0 Ongoing group meetings

In all but two Components, attempts have been made to
organize groups of Advocacy families t6 meet on a regular,
ong. ‘g basis. In most instances, the target population has
been pregnant vwomen, teenage gir.s, or young mothers, reflective
of a central goal of each Component, namely, to ensure that
every pregnant woman in its catchment area receives.adequate
pre-natal care. 1In all the urban communities pre-natal care
is available. In rural cbmmunities, the availability and accessi-

bility of pre-natal care can be a real problem.
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In those communities where pre-natal cave is available,
the purpose of a pre-natal group may not be immediatcly ap-
parent. A lead~r of one such group explaincd that although
quality cere was provided at severel clinics end hosnitals
in the arca, people do not "like" to attend the classes.
Eithex the location of the classzes is "inconvenient" or the
woman is just not "motivated' to attend., Sitaff at this
particuler Corponent did not feel that they were in any way
duplicating a sexvice. Rather, they felt that they were
providing a nore convenient and personalizaed service. Given
that it is the responsibility of the AC to coordinate th-

cfforts of exicting scrvices and to croate neow scrvices only

a duplication of services. On the other hand, if estelrlished
scrvicee cre not utilized, the creation of & now resource
may be justificd if the scrvice is of fercd in a manner which

nakes 1t acceptable to consumers.

However, undcrotilization of AC scervices is as nmuch a

problem «s underutilization of existing resources.

As will be scen in the discussion of individual groups,
attendance at most pre-natal group secssiens dropped signifi-
cantly and rapidly. In all cases, this decliine in participa-

tion either caused the AC to change the format of the secssions

or to abandon its efforts.
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The problem seems to be less one of motivation than of
actual need. As Coordinators evaluate Gata obtained from
needs assessments, they are finding that most women report
that they have received pre-natal care; the number of preg-
nant women not receiving care is far lower than several
Coordinators had anticipated. The need that now secms to
be indicated is for data that will show when, during their
pPregnancy, women began to receive this care. Once this is
accomplished, and it is being done at one Component, ap-
propriate acticn, either referral or group formation, can

follow.

Groups concerned with pre-natal care wa2re most common;

however, other groups developed, as follows:

° A Teenage Mothers Club, organized by an
urban AC, must, in some sense, be considered
the most "successful" of -all groups. It is
the only group to have maintained itself through-
out the program's life and to have steédily
increased its membership. The Club was developed
in response to a need presented to the AC by
a community.agency. The agency was concerned
that once a teeniger lef school to have a bpaby,
there were no available resources to provide
continuing care, service and support. Meeting

weekly, the teenagers have structured their
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own sessions with the help of an AC staff
_meﬁber. Child care and child development

are discussed, as are jobitraining programs,
continuing education, and social activities.
Several mgmbersvhgve siﬁce returned t. school

or joined the PCC and severa; have expressed

an interesttin.écauiring new skills and working
within the community. At Ch-istmas time, the
teenagers solicited contributions from neighbor-~
hood merchants and oréanized a sale, the proceeas
from which wére used fo make and-disfribute
Christmas baskets to ﬁeedy residents, Although
seventeen invitatiéns were mailéd for the first
" meeting, only thiee mothers attended. Through
: r%ferrals"by the teenagers themselves,,és well
as by the-Pccland AC outréach workers, éctive

membership curreﬁtly totals 32.

A teenage rap group, with an emphasis on prcblems
in family planning, was started‘during thevfifst
summer of an urban ACs operation. Originally,
the group was, comprised of ceenagers from AC
famllles and was chalred by two Component staifrﬂ¢
. members who had been spec1ally tralned by a'

local famlly plannlng agency.

v-17



Resource persons spoke at some meetings and the ﬁeen—
agers were given the opportunity to plan the topics
for subseguent meetihgs. At this time, an average

of fifteen adolescents attended the four .essions held
in August. When school began in September, the teen-
agers no longer attended the meetings. At this point,
the AC staff members made plans to conduct these sess-
ions at a neighborhood youth employment center using
the teenagers who came to get their pay checks there
as an audience. Meeting format remained the same

and sessions continued for several months until the
employment center lost its funding and was forced to
close. To date, nothing more has been done by the

AC with either set of teenagers.

An urban AC organized group.sessions for expectant
mothers. These sessions were chaired by a nurse who
was an AC staff member, tégether with a consulting
nutritionist. The weekly class was begun early in
AC operations, but-drew only three or four women per
session at the onset. .Despite such low attendance,
staff members continued to plan agendas and to in-
vite resource persons to speak at meetings. A few
months after the group's inception, participation
grew to approximately thirteen women. However, as
the AC staff member who headed the group said, "You

can't keep women pregnant forever,4 and so the size
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of the group diminished to five. Few new expectant
mothers camne to the AC meecings and althoush sessions
still continuz, attendance is ncw somewnere between
two or three women per week.

o .

A rural Advocacy Component organized clagses in nat-
ural childbixrth., A childbirth trainer, familiar with
the Lamaze method of natural childbirth, and a regis-
tered nurse were recruited by the AC to conduct this
ten-week course. The class meets once a week and isg
attended by ten-Advocacy mothers-who bcogan the course
wien they were approximately seven mnaonths éreqnant;
prospective fathers are invited to attend. The methbd
and procedure of natural childbirth and pre-natal care

and nutriticn are among the topics discussed.

In the beginning of its program vear, a rural AC conducted
a pre-natal care informairon class. The course ran for
eight weekﬂ, chéired by the AC nurse, and coordinated

with the County Health Department. Twenly women enrol-
led in the program: however, only eiqpt wvomen comi "eted

the coursec.

An urban AC h~ld one discussiorn group meceting with preg-
nant women to ascertain what the needs of this target
population wzre, This session was meant to be the first
, in a nyrber of subsequent meetings that were never ac-

tualized. Information gained during this exploratory

Mothe::
O

ERiC‘ : : v-19

Aruitoxt provided by Eic:

meeting was, however, used to structure a six~weeck



and Cahild Care CourSé; The course va : 4 during
the fall and was attended, weekly, by five Advocacy
mothers and ten PCC mothers. Sessions were con-
ducted by Red Cross personnel, a volunteer nurse and
two AC staff members who had been trained by the Red

Cross.

A rural AC has made arrangements with the social ser-
vice component of the local health department, to
conduct monthly group discussions. A social worker
from the department meets with five AC members who
éxe unwed mothers in order to informally discuss and

exchange feelings about common problems,

An urban AC has pro&ided staff members to the local
elementary school inrorder to cohduct weekly health
and grooming classes for forty-seven young\boys. The
program was ongoing for several months when the staff
members involved in the classes terminated their em-
ployment. At that point the Coordinator led the class-
es, but he too has termidated and the program has been

disbanded.

During the spring of 1972, ¢ rural Component organ-
ized monthly rap sessions for teenagers. Approximately
thirty teenagers attended each session held until the

end of the summer. During this period, the youths




discussed their needs and problems in the community,
and, in an eftort to act as "youth advocates," coop-
erated in a voter registration drive. In September,
interest among the members declined as some found
jobs and others returned_to school. The group is
no lounger active.

5.0 Projects
5.1 A rural food .ooperative

One rural Advocacy Component began a project of family
group participation that cannot truly be considered under any
of the preViously discusscd categories of activities., -The
project, a Food Cooperative, was started in response to the
rising cost of meat and the growing difficulties that fam-~
ilies weré having in meeting this increase. 1In addition, and
perhaps more important than the actual provision of meat, the
AC saw this Cooperative as a veﬁicle to encourage community
oraqanization and involvement around a'tangible issue. It was
seen as a means by which residents could become actively in-
~volved in the life of their community and, if successfual, would
produce the degree of self-coafidence needed to mdve én'tL fur-

ther activities.

In order f£or the cooperative to become functional, Several
tasks had to be completed: participants had to be recruited,
a mechanism for collecting monieﬁ hr 1 to be formulated, pro-

visicns had. to be made for monthly transportation to a large

|
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wholesale meat market and then plans for the purchasing and
distribution of the products had to be set. AC staff members
reld several meetings with community-residents to diczcuss

the proposed Cooperative and to gain both their commitment
and participation. Component staff was aware of the fact
that, iaitially, the cooperative venture would place great
demands o. their time and resources, but it was planned that
the responsibility of the operations would be transferrc: to

the communities once the program was set in motion.

Membership in the Food Cooperative has growh from an
initial twenty families to ap’ coximately one hundred and
seventy five families. Although régular éommunity meetings
are held with AC staff and residents, and the program has
been operational for three months, to date it still has not
become & solely community operatced effort. Membership
continues to grow, but the transfer of major résponsibility
from the AC 10 the community is taking more time than the AC

origini. iy anticipated.

5.2 An eXxperimental baby food project

Since June 1, 1972, a rural Advocacy Component has been
buying and distributing baby food to target children as part
of an expeviment. As instituted, the long-range goal of this
expériment is to convince the commodities program of the de-

sirability of including baby food in their program,
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The plan was to locate 30 experimental babies, fiom new-
born to 3 months of age, and 30 centrol babies. A supply.of
baby food would be delivered to the mothers of the experimental
group every two weeks until the child was one jear old. Dur-
ing the food delivery visit, the babies would ke weighed, mecsured
end checked by an AC staff wember. 7vhere are no contrel bakies
being moritored by the 77 staff. Rather, 20 case histories of

20 one~year old babies were compiled for comparison purmon=i.
g 15 - “

In September of 1972, there were 18 habies participating
in the progvam. Currently the experimental grovp numbars 23.
Data collected on this group scem to show that the cxperimenﬁa
babies are éteaﬁily gaining weic' . and are sick less often than

are the control group babies.

Delivery of the baby foods every two weeks reguires con-
siderable staff time, particularly as families are ffequently
out vhen the AC worker comes_to_visit and a second visit is
not vnustal, 1Mo evaluvation of this effort can he r-de urtil
such time as the experime t is terminated and the policy makzs
involved with coﬁmodity fools reach a decision. -If baky foods
become a parf of the conmoditier food program, the AC will have

made an outstanding contribution.

4

6.0 Progress toward achievenert of the relevart nacicnal goels

At present the amount of staff time recuired for the or-
ganization and/or maintenance of any family group activity is

unknown. The impression is that these activities take a

V-23



great deal of staff “ime and that the benefits derived by

the families are extremely difficult to demonstrate. An
exchange of information as to whét kinds of meetings or groups
have seemed to be successful and what kind have elicited only
Mmininal participation would ke most helpful. The overall
impress.on is that groups for expectant.mothers have met w’th-
Minimal success and have not played o important role in pre-
natal care. It is snggested that AC efforts be directed to-

ward other 1issues and activities.
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CHAPTER VI

RELATIONSHIPS BETWEEN THF ADVOCZ.CY COMPONENTSE

Bh N

AND COMMUNITY ALGLNCIES

¢
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1.0 Introducticn: sources of information

This chapter describes the nature of relationships de-
veloped by the ACs with other community acencies duvring the
first year of the AC program. Activities described in this
chapter are relevant to the achievement ©f the following

national goals:

to icdentify all private and public programs

0
that provicdes services for residents in the
catchment area, and to compile information
on existing communiiy services,

° to identify the gaps betieen needs and exist-
ing services.

© +to -assist in b.inging tocether a comprraihiensive
and efficient delivery system of services,

o

to pro.ote the development of communitv re-
sources which will £ill gaps in existing

services.
The inforp:tion presented is drawn primarily from two sources:

@ Four site visits to each AC. During ex-
tensive interviews with the AC Coordinators,
topics discussed included: proccess of re-

source identification, development of new

O
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linkages, meetings with other agencies, joint
AC-agency workshops or other community activi-
ties coordinating efforts, and efforts to in-

duce changes.

° Site visits to community agencies in May 1972
(TI) when the Advocacy effort was just getting
underway, and in May 1973 (T2) after one year of

AC operation.

1.1 Designation of community agencies

In May, 1972, Advocacy Coordinators werc asked by CCR to
select the four or five agencies with which they expected to
work most closely during the ensuing year. At ecach of these
agencies, CCR staff met with either the Administrator of the
agency, or with the Supervisor of the unit (s) most relevant

to the Advocacy effort.

In May, 1973, interviews were conducted at all agencies with
which Advocacy had indeed had contact. In cases where anticipated
relationships had not developed, the Coordinator.was asked to
identify (for CCR interview) other agencies with which a relation-
ship had developed. At Components in which all of the anticipated
relationships were preserved and in which linkages had been developed

with additional important agencies, these agencies were visited also.
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Table 55 shows the number of agencies interviewed at TI, the
nudber of agencico interviewed at T1 and T2 according to tihe
original plan, =nd the numbar of agencies intervicewed at T2

only.

_Table 55. Number of agencies interviewed at each site visit.

=]
S
o
s
T

T1 only T2 only

{
!
7 11 26 |

In the case of 26 agencies{ AC's had developed relation-
ships as anticipated. In the case of 7 agencies, anticipatad
relationships never developed., Often, this occﬁrred s a func-
tion of de~funding.of Federal programs, or of changes in com-

munity agency catchment areas away from the AT target arcas.

)

In 23 of the 26 cases involving repeat follow~up at the same
agency, the same person was interviewed at both T1 and T2,

assuring some continuity of viewpoint.

The types of agoncles at which CCR conducted interviews

is as follows

Table 56, Distribution of agencies, by functional area, at which

interviews vwere conducted.

COMURITY
HEALTH | WELPARE | HOUSING | FDUCATION {LEGAL | SERVICEZ
15 11 1 3 4 2
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The sample, which is weighted in favor of hcalth and welfare
agencies, reflects the AC's cmphasis on ensuring health and wel-

fare services to families.

2.0 Identiﬁication of resources

Identification or agencies and services has becn a major
task at all AC's. It stems from the AC's mandate to identify
the gaps in existing services and to function as a coordinating
mechanism for referrais. Before an appropriate referral can wve
made, workers need to understand fully what each agency does;
before service gaps can be identified, it is necessary to find

out what exists in the community.

A complex and time consuming process, the identification
of agencies, has been ongering at each of the Components through-
out the first year. AC's must establish in detail what ser-
vices each agency offers, eligibility requirements, and staff
functions. As a result of a major commitment to this area of
activity, the AC's were able to identify agencies and resources
previously unknown to the PCC's. In most instances, this infor-
mation was acquired either through a visit by the Advocacy Co-
ordinator to the agency, or through a visit by an agency repre-
sentative to the Advocacy Component. Some agencies sent several
of their staff to conduct a training workshop for AC staff

on eligibility requirements, staff functions, and services rendered.
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One rural welfare department even prepared an extensive illus-
trated booklet specifically for use by iC stuff. Clearly, tlese
activities go far beyond a superficial checking of Service Dir-

ectory listings.

At several Components, Advocacy staff members in additicn
to the Coordinator were included in the &isits fo other agenciés;
such visité_Were reported to be pérticularly heipfui_in the cr-
ientation to an agency. As a function of'thesc personal centacts,
AC staff is able to recommend an agency or serxvice based on

direct and personal knowledge of how things are Jdone.

Three Components developed Agency Directories. The reaction
to these Directories by other community agencies ranges from
considerable enthusiasm and praise for their value, to total

ignorance of their existence.

At several other Components, Directories were planned but
as yet not develcped. At two Componeﬁts, hgency Directories are
still plarned. The lesson gained from indepth familiarity with
agencieg, was that in many communities such Directories already
exist. 1In at least one AC, the intention was to adapt the already
existing.Agency.Directory to make it suitable for distribution
to AC families. To date, this task has not been accomplished

at any AC.

VI-5



3.0 Relationships between individual agencies and the AC

The ACs have developed a variety of relationships with
agencies, decpending on both individual AC style, and on the
particular agency involved. The relationship with some
agencies is pased on a referral linkage; with others, on
an exchange of service elements; with still others, the
relatiénship may include an emphasis on seeking change either

within the agency or, jointly, within the community.

Table 57, summecrizes the information contained in

sections 3.0 - 5.0 inclusive.

Table 57: A number of agencies reporting different

kinds nf activities vis-a-vis the ACs.

Base: 37 agencies

i
| - I Agencies
Use of | reporting
AC Cut- | new services
Joint workshops, = Referrals reach : or facilities
Referrals ongoing meetings @ to capabil-' as a function
from AC & staff training @ AC ity of AC effort
| {
37 i 17 19 11 5
5
1
_ e
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3.1 Referral-based relationships

Approximately half of the relationships with
other agencies are operationalized in te 'ms of referral
activity. A referral linkage is the solc oncoing

basis of the relationship netween ithe agency and the AC in 20
out of the 37 agencies visited in T2. Rclationships with

. - v
the remaining 17 agencies are manifest in terms of joint

b

ongoing rmeetings and projects, as well as of referral, .
iy '

.

A referral linkage exists when the AC has identified
the referral procedures and/or a specific person to whom
referrals are made. Using thése'linkages, Advocataes have
been able to shorten waiting time for their families, and
in many inﬁtances to ensure more perscnal treafment, as
well, deiliarity_with enrollment and eligibility pro-
cedures has also enabled AC staff to ﬁrepare families
for appointments, and to ensure that'the particular
agency 1is indeed the appropriatelresource for that fam-.

ily. Such linkage also facilitates the process of follow-up
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to the agency, by identifying a specific person who can be
called at each agency, in order to determine the outcome of a

referral.

Nineteen of the agencies interviewed have rcierred clients
to the AC. Usually such referrals occur when the agency doecs
not have the resources to help the client, and hopes that the
AC will either be able to make an appropriate referral or will
provide the agency with assistance in the servicing of that
client. For instance, in rural areas agencies refer clients
to AC for transportation to services. A few agencies state
that some of their referrals to AC are 'based on their impress-
ion that the AC staff has better rapport with some families.

Zs one rural velfare administrator said, "Sure we refer to
Advocacy - maybe they have a better working relationship with

a family than we do -~ they are out there and get out more often -
if the issue is protective services, we represent more of a
threat - sometimes they can establish.rdpport when we can't."

Recognition of the AC as a coordinating mechanism for referrals,

or as an agency adjunct, seems to be growing in several commun-

ities.

3.2 Relationships based on an exchange of services

3.2.1 Qutreach on behalf of other agencies

In several instances the Advocacy Components are facili-

tating the service delivery procedures of other agencies. Examples

of-this include the following:
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In one rural community, the AC has ofiered

transportation to families served by other
agencies, in conjunction with AC planned

trips to resources. This was the best known

and most highly valued activity of the AC amcng

agencies intcrviewed in this community.

In an urban community, workers from the City

De%&rtment of Social Services use the AC out-

reach wvorkers to assess cligibility for furni-

ture grants. This is not done as a matter of
L

DSS policy, but rather as a function of rela-

tionships developed hetveen the DSS and AC staff.

In a rural community, both the County Welfare
Department and the County Health Department
sometimes ask the AC to assess individual farily
needs. The AC is located in the catchment areé,
whereas the‘Welfare Départmeni is 25 miles away.
Thus in emergency situations, partiéularly wvaen
the weathnr makes roads impassible, the AC can
facilitate and speed service delivery. For in-
stance, the welfare administrator explained that,
when a family needs a large grant for emergency
funds, AC verification of the emergency is
sufficient for making the grént. Prior to this
time, families in dire need had to wait until

a welfare outreach worker was available to verify
need.
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° In an urban arca, Advocacy staff provided out-
reach services for the major health'facility in
the catchment area. An AC worker called all
families who had a health appointment for the
following day, to remind them or to encourage
them to come. This practice was not found to

be of particular value and was discontinued.

° In another urban area, each AC outreach worker
spent three hours per week in the emergency
room of a children's hospital as Patient
Advocates. fhis was part of an eight-week de-
monstration project aimed at.l) improving patients'
understanding of the hospital and its procedurecs;
2) increasing patient awareness of the need
for preventive medical care; and, 3) sensi-
tizing hospital personnel to the non-medical
needs of the population using their services.
This demonstration has led to efforts on the
part of the hospital to establish a permanent

patient advocacy program in their facility.

In an urban community the AC staff were trained
in the screening and registration procedures

used by a community health clinic. Subsequently
functioning as outreach workers, they now conduct
the first step in the enrollment of families

in the facility.
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3.2.2 Use of community agency's staff as resources for AC

staff troining or for AC sponsored communitv workshors

In five of the Components, agencies have served as a source

of training for AC staff and in four of the Components,agencies

have provided staff and information for AC-sponsored communhity

meetincs and workshops. The following are exanples oI such xe-

lationships:

In an urban comrmunity, a health agenc: provide.
staff and materials for an AC-sponsorzd counmuanity
workshop on drugs. In this same ce aunity the
health facilities provide the ..C with a larce
number of flyers and pu*lic informaticn panm-

phlets which the AC distributes to its families.

A university-based social sciences center part-

icipated in the training of an urbkan xC staZf?i.-

In another urban lncation, the State Divisicn
of Retardation provided training for AC

staff in administering the Decnver Development
Screening Test and the Vineland Social'Maturity
Scale to children in the catchment area.

In those instances where .the AC worker felt

the child might have a problem, referrals were

made to a psychologist for further testing.

A major Child Development Center has providced
staff at a rural AC with training in interviewing
and identification of high~risx children.

VI-1l



° In an urban AC, the TFamily Planning Agency pro-
vidca AC outreach workers with training so that
they could provide information about family

planning during home visits.

In an urban Component, representatives from
a number of different agencies, e.g. a settlement
house, housing, and family planning, have sent

resource staff to workshops for AC families,.

In an urban AC, the Department of Social Ser-
vices Nutritionist acted as a resource person
to AC-sponsored meetings and workshops for AC

families.

In a rural area, the Legal Services’ Agency, local
County Welfare Departments, Planned Parenthood,
and the local Junior College a;l'report having
provided resource personnel for AC staff training

and for community workshops.

In an urban area, the Welfare Department and the
Welfare Rights Organization sent representatives
who spoke and participated in a workshop for AC

families on welfiare rights.

3.2.3 Advocacy on behalf of other agencies

A few of the agencies report that the AC acted on their be-

half to elicit public support for agency activities.
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° In a rural area, the Legal Services Director re-
ports that the AC was helpful in supporting the
agencies' effort to secure the services of VISTA

lawyers.

° In an urban areca, the Welfare Administrator reports
that when the Demonstration Project was threatened
with cutbacks, the AC was most active and effective

in lobbying against such a loss.

° A Me%tal Health agency reports that the PCC Dir-
ector helped them obtain a grant which enables
them to send 9onsulting_staff to various rural
agencies that have impact on the lives of children.

The Mental Health agency provides weekly

training and consultation for PCC/AC staff.

4,0 Changes in agency policy and procedures as a - function

of Advocacy efforts

Much has been learned by all of the omponents about the
constraints which impede agency change. This aspect of agency
relationships has developed far more slowly than had been an-
ticipated. Agencies lack money and staff with which to make
many of the changes which they, themselves, desire. Also, many
agencies cannot implement change at the local level, bzcause
they are dependent on State or Federal agencies for policies
and'guidelines. As one District Manager of a large City De-

partment of Social Services said: "The agency is locked in by
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laws when it comes to real changes. We can be creative and
innovative within the structure, but we really can't make

changes because of the laws and guidelines,"

Recognizing these constraints, most of the Components
have concentrated on building relationships, and on working
with individual agencies in a mutual effort to maximize
the service potential of the agency within the existing agency
structure. Where close working relationships at the administra-
tive or working level have developed, the ACs have functioned
as an overall watchdog or mopitor to ensure that pnlicies which
exist are fully implemented and that services are delivered as
effectively as possible. A few administratoré report that the
AC has brought to their attention abuses in terms of staff neg-
ligence or insensitivity. As they point out, such monitoring
does not change policy, however, it does improve the level of
service delivery. As one Welfare Administrator interviewed by
CCR said: "Advocacy gets on us mostly. about staff that are
either rude, slow, or misinformed. They help keep us on our
toes.” Welfare Administrators were particularly attuned to,

and rather appreciative of, this AC function.

In some instances, advocates have developed sufficiently
strong relationships within agencies to ensure the delivery
of service in cases which might ordinarily be turned away.
However, such activities can best be characterized as a stretch-
ing'of institutional pnlicies to accomodate single cases, rather

than as real changes in agency policy.
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The ACs hava sought fo educate comwmnity residents to the
need for services, to stimulate them to the point of using the
services, and to facilitate the process by which services are
made available. Some agency Administrators view educition ard
outreach as Advocacy's most useful roles. 2aAs the Adninistraior
of a larce urban Drug Abuse Program saird: "They can play a larce
role in the area of education. Through their field work thoy
have great contacts for education. The outreach aspect is wrob-
ably the most important aspect -- most agercies don't have an

outrxecach arn."

The ACs have established referral linkages, and have de-
veloped working relationships and patterns of nutual aic¢ wizh
other agencies. They have nét acted against agcncies in an
adveréary role: they act as mediatdrs and coordinators, rather
than as instigators and exposers. None of the Advocates has
brought suit against any agency. Inextricably entwined with
the PCés, which have worked to become recognized, accepted
community agencies, it is improbable that any Component could

assume an adversary role.
Through work with the AC, some agency changes have occurred

In an urban setting, certain procedural changes
have occurred in the Obstetrics~Gynecology Clinic
of a City Hospitsl., Whereas previously, a pregrant
woman was seen by a different doctor at each visit,
currently a pregnant mother is introduced to a team

of three doctors and one nurse. One member of this

O
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team is always available to do the pre-natal check-
ups and the actual delivery. Thus the shift has
been from impersonal faceless care to a group prac-
tice type of arrangement. Ir addition, a system
has been instituted whiFh allows pregnant women to
receive not only pre-natal check—ﬁps, but also
pfe—natal education. Women are scheduled in groups
of eight for two-hour time periods. Two such
groups are scheduled for the same two-hour period.
In this manner, one group receives its pre-natal
check~-up while the other participates in an ed-
ucational session; the second houf the groups are

reversed,

The immunization clinic of a City Health Depart-
ment has extended its hours of service from one
‘three hour day per month to one three hour and

one eight hour day per month.

In a rural communify, the Welfare Department re-
ports having hired two homemakers, and plans to
hire two more, as a direct result of the AC de-
monstrating both the need and the effectiveness of

homemaker staff.
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5.0 Filling gaws in services availible through stimulating
the creation of new resourcos or threuah subsidizing
existing accucles to provide new services,

It is unrecalistic to expect ithat new services will be
created during a one-year period. Clearly it takes consider-
able time to identify a gap in service, to stimulate all re-
levant community people to work on the creation of a new rescurce,
to find funding, and to bring the new resource to the boint

where it is installed and functional.

° One oitstanding effort to create a new resource‘
has actually been realized in a rural community.
The PCC/AC serves two counties, both of which |
had major gaps in health care services. One of
the counties, with a population of 35,000 has one Public
Health Doctor and two Public Health Nurses. The
other county, population 18,000, has onec doctor and
one nurse. Both doctors are located twenty-five
miles from the catchment area. A m-jor effort was
made to obtain certification of need for a clinic
in each county. This involved months of meetings
and consciousness-raising through newspaper coverage.
Then, the AC and the local CAP agency mobilized both
local and federal resources in order to provide nec-
essary money and personnel. As a result of this
effort one of the clinics is nov operational and

staffed by National Health Service Corps.
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Services are provided by a doctor, nurse, dentist,
dental assistant, pharmacist and *-ray technician.
The second clinic is under construction, and staff

has already been recruited and assigned,

In an urban area, a blind 3-year-old was identified
during the 1n.:eds assessment. The Bureau of Blind
Services was encouraged to begin a pre-~school program
for blind children which now operates for three hours

per week,

In a rural community, the AC is using some of its
funds to subsidize two County Health Departments to
perform examinations for children 0-5. Previously,
because of lack of funds, the Health Department did~
not provide services to this age group. Currently
the Health Department is doing all necesséry work,

e.g. vision and hearing examinations, serology, and

urine analysis.

The County Health Clinic in a rural area reports that

the AC has made them so aware of the need for family
planning that the Health Clinic is working with the

State Health Department to get family planning services.

6.0 Interagency coordination
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6.1 Interagency comnittees and councils
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