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'U.S. crime

$450 billion
mecludes cost
to victims

NEW YORK — Crime costs
Americans at least $450 billion a
year, according to the most
comprehensive survey ever
done on.the price of violence,
The New York Times reported.

The survey is the first to try
to measure the cost of child
abuse and domestic violence
along with crimes like murder,
rape and robbery. It is also the
first to estimate the mental
health care costs and reduced
quality of life for victims of
crime, the Times reported in
today’s editions. -

“The estimate of $450 billion
for crime is an amazing number
which tells us just how heavy a
burden that crime and the fear
of crime place on our society,”
said Rep. Charles Schumer of
New York, the ranking Democ-
ratic member of the House sub-
committee on crime.

The study, “Victim Costs and

rolling up
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Consequences: A New Look,”
was done by the National Insti-
tute of Justice, the research arm
of the Justice Department.

It calculates the out-of-pocket
costs of items such as legal fees,
lost work time and police work

.as well as intangibles such as

the affection lost for a murder
victim’'s family. The authors
devised a formula for the intan-
gibles.

The study excludes the cost of
running the nation’s prisons,
jails, and parole and probation
systems, which would add $40
billion, bringing the total annual
cost of crime to almost $500 bil-
lion, according to Justice
Department statistics.

The authors of the new report
point out that ignoring the
intangible benefits of crime
reduction “can lead to a mis-.
allocation of resources.”

For example, the average
rape incurs “out-of-pocket costs”
to the victim of $5,100, less
than the $20,000 annual cost of
a prison cell, the authors said.
But when the rape's effect on
the victim'’s quality of life is cal-
culated, the cost soars to
$87,000, many times greater
than the price of a prison cell,
the study concludes.
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Study links caring parents, healthy children

By Marilyn Elias
USA Today, July 1996

College students’ perceptions of how much their parents care about them predict how
healthy they will be in their mid-50s, shows a study to be reported this month.

The pioneering, 35-year study follows 87 Harvard College men into middle age.

The healthiest at age 55: those who reported in written assessments at age 20 that their
parents were most caring.

Young men who said their parents were less loving, and especially those who saw their
parents as unjust, were most apt to have such illnesses as heart disease and hypertension
by 55. The link is independent of key risk factors - family history of illness, age and
smoking. Harvard psychologist Linda Russek will tell the American Psychosomatic
Society in Williamsburg, Va.

Parents are the main support anchors in a child’s life, "and when a kid feels cared about,
it reduces the moment-to-moment stress in his life," says co-author psychologist Gary
Schwartz of the University of Arizona, Tucson.

The perception of being loved may lower stress hormones and improve immune function
setting the stage for a healthier adulthood, he adds.

I

“The take-home message," says Russek, "is to talk to your child and find out if he does
feel loved. This is not about buying them stuff. It’s about accepting the child’s
perception of their relationship with you as the truth,” and acting in a way "that your
child may experience you as just and loving." "

The long-term health payoftf suggests health maintenance organizations would be smart to
emphasize good parent training programs. Schwartz says, "We could save a hugh amount
in health-care costs by these preventive steps.”

c:\lit_art\usatoday. 196
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Teen-age childbearing: the

cost is put at $8.9 billion a year.

N ambitious study issued last week by the

A Robin Hood Foundation In New York called

Kids Having Kids" will no doubt convince

any remaining skeptics that teer-age childbearing
is an economic as well as a social disaster.

But the research will disappoint those who as-
sume that anyone going to the trouble to document
these costs must have a fix in mind. ‘“We haven't
got the slightest idea what to do about teen-age
pregnancy,” said Douglas Becharov, a resident
scholar at the American Enterprise Instltute who
was an adviser to the authors of the study.

Nor, for that matter, do social scientists hold out
more than a glimmer of hope that public interven-
tion can offset the economlic consequences once
the teen-agers give birth. The latest findings from
Ohilo’s experiment in using financial incentives to
keep teen-age mothers in school, reported last
month by the Manpower Demonstration Research
Corporation, are only marginally encouraging.

L ] [ ] ®

The Robin Hood Foundation, a New York-based
charity dedicated to reducing poverty, commis-
sioned a series of research papers on teen-age
motherhood and hired Rebecca Maynard, an econ-
omist at the University of Pennsylvania, to put the
pieces together. The story she ells is not pretty.

In 1993 some 175,000 babies were born o girls 17
or younger. Just 3 percent of the babies were put
up for adoption. And since fewer than one in six of
the mothers were married or well educated, most
of the children were left to grow up In impover-
ished, single-parent families.

To those children, the mere fact that they were
born to teen-age mothers will influence the rest of
their lives. Extrapolating from recent history,
teen-age mothers will be only marginally more
dependent on welfare than their socioeconomic
counterparts who wait an extra four years to give
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birth. But their children will be 50 percent moie
likely to repeat a grade in school, 42 percent more
likely to drop out, 13 percent more likely to end up
in prison, 30 percent more likely to be unemployed
as young adults and 22 percent more likely to bear
children themselves before the age of 18.

Ms. Maynard calculates that the problems asso-
ciated with adolescent childbearing — as distinct
from the general problems of growing up in poor
or dysfunctional families — will cost taxpaye:s
about $7 billion this year. That comes mostly from
higher outlays on foster care, medical treatment
and criminal justice, plus lost tax revenues. The
overall costs to society, including the estimated
productivity lost by the mothers, add up to $£.9
billion.

In Mr. Besharov's view these figures undoubted-
ly underestimate the economic consequences of
teen-age pregnancy: parental age may matter, he
says, but marital status matters even more. “A
married teen-age mother Is less likely to go on
welfare than an unmarried 25-year old mother,”
he says.

Ms. Maynard agrees that the numbers are con-
servative, but for ditferent reasons. A good chunk
of the real cost, she argues, Is borne by the young
parents and their children, and is thus not easily
measurable. Much of the rest, the cost to the
nation of tolerating chronic poverty in the midst of
plenty, is spiritual rather than economic.

By Mr. Besharov's reckoning, that tolerance is
less a matter of public indi{ference than frustra-
tion. The commeon approaches to deterring early
pregnancy — better access Lo contraception and
abortion, intervention to support teen-agers’ self-
esteem and hope for economic advancement —
are “‘insufficient to turn the tide.”

And what about mitigating the damage, once
girls become mothers? Some 20 states now de-
mand that young mothers on wellare go to school.
Ohlo goes a step further, adding $62 to the monthly
checks of those who attend and subtracting $62
from the checks of dropouts.

But the Manpower Demonstration Research
Corporation’'s analysis of Ohio's LEAP experi-
ment suggests that the impact has been modest.
Compared with a control group, the percent of
mothers employed in the previous three months
was somewhat higher and the percent on welfare
lower. “'If the employment rate holds up it's very
promising,” said Judy Gueron, the president of
M.D.R.C. But the high schoo! graduation rate,
probably the best single indicator of the economic

prospects of teen-agers, rose in only one city,

Cleveland. And once mothers do drop out, the
evidence from Ohio and elsewhere poinis to un-
happy endings. ‘* You have to do more than change
welfare incentives,” Ms. Gueron concludes.

. ° . :

The problem of early pregnancy resists easy
solution. But surely one mark of a healthy soclety
is that defeat does not lead to defeatism. Hence the
virtue of reminding Americans of the dimensions
of the scourge. “‘The real value of looking at the
narrow dollars and cents calculation,” Ms. May-
nard concludes, “is that people will pay attention.”




BY SHARON BEGLEY

OU HOLD YOUR NEWBORN SO HIS SKY-
blue eves are just inches from the brightly
patterned wullpaper. ZZZt: a neuron
{from his retina makes an electrical con-
nection with one in his brain’s visual cor-
tex. You gentlyv touch his palm with a
clothespin: he grasps it. drops it. and you
return it to him with soft words and a smile. Crackle:
neurons from his hand strengthen their connection to
those in his sensorv-motor cortex. He cries in the

ILLUSTRATIONS BY TERRY ALLEN

night: vou feed him. holding his gaze because nature
has seen to it that the distance from a parent’s crooked
elbow to his eves exactlv matches the distance at
which a baby focuses. Zap: neurons in the brain’s
amvgdala send pulses of electricity through the cir-
cuits that control emotion. You hold him on vour lap
and talk . . . and neurons from his ears start hard-
wiring connections to the auditory cortex.

And you thought vou were just playing with
your kid.

When a baby comes into the world her brain is a

jumble of neurons, all waiting to be woven into the
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intricate tapestry of the mind. Some of the
neurons have already been hard-wired, by
the genes in the tertilized egg. into circuits
that command breathing or control heart-
beat, regulate body temperature or produce
retlexes. But tnllions upon trillions more are
like the Pentium chips in a computer before
the tactory preloads the sottware. They are
pure and of almost infinite po-
tential, unprogrammed circuits
that might one day compose rap
songs and do calculus. erupt in
furv and melt m ecstasy. If the
neurons are used, they become
integrated into the circuitry of
the brain bv connecting to other
neurons: it thev are not used.
thev may die. [t is the expen-
ences of childhood, determin-
g which neurons are used. that
wire the crreuits of the brain
as surely as a programmer at a
kevbourd reconfigures the cir-
cuits in u computer. Which keys
are tvped —which expenences a
child has —determines whether
the child yrows up to be intelli-
gent or dull, feartul or selt-
assured, articulate or tongue-
tied. Early experiences are so
powertul. says pediatric neuro-
biologist Harry Chugani of
Wavne State University. that
“thev can completelv chunge the
way i person turns out.”

By adulthood the brain is
crisscrossed with more than 100
billion neurons. each reaching
out to thousands of others so
that. all told, the brain has more
than 100 trillion connections.
It is those connections-—more _
than the number of galaxies in
the known universe—that dive
the brain its unrivaled powers.
The traditional view was that
the wiring diagram is predeter-
mined. like one for a new house,
by the genes in the tertilized
egg. Untortunately. even though
half the senes —50.000 —are in-
volved in the central nervous
svstem in some way, there are
not enough of them to specity
the brain's incomparably com-
nlex wiring. That leaves an-
other possibilitv; genes might determine
only the brain’s main circuits. with some-
thing else shaping the trillions of hiner con-
nections. That something else is the envi-
ronment. the myriad messades that the
brain recerves from the outside world. Ac-
cording to the emerging paradigm, “there
are two broad stages ot brain winng,” says
developmental neurobiologist Carta Shatz
of the University of Calitornia, Berkeley:
“an early period, when experience 15 not
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required. and a later one. when it is.”

Yet, once wired, there are limits to the
‘brain's ability to create itself. Time limuts.
Called “critical periods.” they are windows
of opportunity that nature flings open, start-
ing before birth, and then slams shut, one
by one. with everv additional candle on the
child's birthday cake. In the experiments

sKILL: Math and logic

LEARNING WINDOW: Birth to 4 years
WHAT WE KNOW: Circuits for math
reside in the brain’s cortex, near those for music.
Toddlers taught simple concepts, like one and
many, do better in math. Music lessons may help
develop spatial skills.
WHAT WE CAN DO ABOUT IT: Play counting
games with a toddler. Have him set the table to
learn one-to-one relationships —one plate, one
fork per person. And, to hedge your bets, turn on
a Mozart CD.

that gave birth to this paradigm in the
1970s. Torsten Wiesel and David Hubel
found that sewing shut one eve of a new-
born kitten rewired its brain: so few neu-
rons connected from the shut eye to the
visual cortex that the animal was blind even
after its eve was reopened. Such rewiring
did not occur in adult cats whose eyes were
shut. Conclusion: there is a short, early pe-
riod when circuits connect the retina to the
visual cortex. When brain regions mature

dictates how long they stay malleable. Sen-
sory areas mature in early childhood: the
emotional limbic system is wired by puber-
ty: the frontal lobes—seut ot understand-
ing —develop at least through the age of 16.

The implications of this new understand-
ing are at once promising and disturbing.
They suggest that, with the right input at the
right time. almost anything is
possible. But thev imply, too.
that it vou miss the window
vou're plaving with a handicap.
Thev otteranexplanationotwhy
the gains a toddler mukes in
Head Start are so often evanes-
cent: this intensive nstruction
begins too lute to tundamentadly
rewire the brain. And they make
clear the mistake of postponing
instroiction in a second language
(page 58). As Chugani asks,
“What idiot decreed that for-
eign-language instruction  not
begin until high school?”

Neurobiologsts are still at
the dawn of understanding ex-
actly which kinds ot experi-
ences, Or sensorv input, wire
the brain in which wavs. They
know a great deal about the
circuit for vision. [t has & neu-
ron-growth spurt at the age ot
2 to 4 months, which corre-
sponds to when babies start to
really notice the world. and
peaks at 3 months. when each
netron is connected to an as-
tonishing 15.000 other neurons.
A baby whose eves are clouded
by cataracts from birth will. de-
spite cataract-removal surgery
at the age of 2, be torever blind.
For other svstems. researchers
know what happens, but not —
at the level of neurons und mol-
ecules —how. Thev neverthe-
less remain conhdent that cog-
nitive abilities work much like
sensorv ones. tor the brain is
parsimonious in how it con-
duets its affairs: a mechanism
that works time for wiring vi-
sion is not likely to be aban-
doned when it comes to circuits
tor music. "Connections are not
torming willy-mlly,” says Dale
Purves of Duke University, “but are pro-
moted by activity.”

Language: Before there arc words, in the
world of a newborn. there are sounds. In
English they are phonemes such as sharp
ba’s and da’s, drawn-out ce’s und II's and
sibilant sss’s. [n Japanese they are difter-
ent—barked his. merged m/ll's. When a
child hears a phoneme over and over. neu-
rons from his ear stimulate the formation of




dedicated connections in his brain’s audi-
tory cortex. This “perceptual map,” ex-
plains Patricia Kuhl of the University of
Washington, reflects the apparent dis-
tance—and thus the similarity —between
sounds. So in English-speakers, neurons in
the auditory cortex that respond to “ra” lie
far from those that respond to “la.” But for
Japanese, where the sounds are

nearly identical. neurons that
respond to “ra” are practi-
cally intertwined, like
L.A. freeway spaghetti
with those tor “la.” As 4
a result. a Japanes
speaker will have trou
ble distinguishing th
two sounds.

Researchers find evi-
dence of these tendencies
across many languages. By 6
months of age. Kuhl reports,
infants in  English-speaking
homes already have different
auditory maps (as shown by
electrical measurements that
identifv which neurons respond
to different sounds) from those
in Swedish-speaking homes.
Children are functionally deaf
1o sounds absent from their na-
tive tongue. The map is com-
pleted by the first birthday. “By
12 months,” savs Kuhl, "infants
have lost the ability to discrimi-
nate sounds that are not sig-
nificant in their language. and
their babbling has acquired the
sound of their language.”

Kuhl's findings help explain
why learning a second language
after, rather than with, the first
is so difhicult. “The perceptual
map of the first language con-
strains the learning ofa second.”
she savs. In other words. the
circuits are already wired for
Spanish. and the remaining un-
dedicated neurons have lost
their ability to form basic new
connections for, sav. Greek. A
child taught a second language
after the age of 10 or so is unlike-
Iv ever to speak it like a native.
Kuhl's work also suggests why
related languages such as Span-
ish and French are easier to lezaun than unre-
lated ones: more of the existing circuits can
do double duty.

With this basic circuitry established, a
baby is primed to turn sounds into words.
The more words a child hears, the faster
she learns language, according to psychia-
trist Janellen Huttenlocher of the Universi-
ty of Chicago. Infants whose mothers spoke
to them a lot knew 131 more words at 20
months than did babies of more taciturn, or

¢

less involved, mothers: at 24 months, the
gap had widened to 295 words. (Presum-
ably the findings would also apply to a fa-
ther if he were the primary caregiver.) It
didn't matter which words the mother
used —monosyllables seemed to work. The
sound of words, it seems, builds up neural
circuitry that can then absorb more words,

SKILL: Language
LEARNING WINDOW: Birth to 10 years
WHAT WE KNOW: Circuits in the auditory
cortex, representing the sounds that form words,
are wired by the age of 1. The more words a child
hears by 2, the larger her vocabulary will grow.
Hearing problems can impair the ability to match
sounds to letters.
WHAT WE CAN DO ABOUT IT: Talk to your child—
a lot. If you want her to master a second language,
introduce it by the age of 10. Protect hearing by
treating ear infections promptly.

much as creating a computer file allows the
user to fll it with prose. “There is a huge
vocabulary to be acquired,” says Hutten-
locher, “and it can only be acquired through
repeated exposure to words.”

Music: Last October researchers at the
University of Konstanz in Germany report-
ed that exposure to music rewires neural
circuits. In the brains of nine string players
examined with magnetic resonance imag-

ing, the amount of somatosensory cortex
dedicated to the thumb and fifth finger of
the left hand—the fingering digits—was
significantly larger than in nonplavers.
How long the players practiced each day
did not affect the cortical map. But the
age at which they had been introduced to
their muse did: the vounger the child when
she took up an instrument. the
more cortex she devoted to
plaving it.

Like other circuits formed
early in life, the ones for music
endure. Wayne State’s Chugani
played the guitar as a child. then
gave it up. A few vears ago he
started taking piano lessons
with his voung daughter. She
learned easily, but he couldn’t
get his fingers to follow his wish-
es. Yet when Chugani recently
picked up a guitar, he found to
his delight that “the songs are
stillthere,” much like the muscle
memory for riding a bicvcle.

Math and logic: At UC Irvine,
Gordon Shaw suspected that all
higher-order thinking is charac-
terized by similar patterns of
neuron firing. “1f youre work-
ing with little kids.” savs Shaw,
“vou're not going to teach them
higher mathematics or chess.
But they are interested in and
can process music.” So Shaw
and Frances Rauscher gave 19
preschoolers piano or singing
lessons. After eight months. the
researchers found. the children
“dramatically improved in spa-
tial reasoning,” compared with
children given no music les-
sons, as shown in their ability to
work mazes. draw geometric
figures and copy patterns of
two-color blocks. The mecha-
nism behind the "Mozart ef-
fect” remains murky. but Shaw
suspects that when children ex-
ercise cortical neurons by listen-
ing to classical music. thev are
also strengthening circuits used
for mathematics. Music, says
the UC team. “excites the inher-
ent brain patterns and enhances
their use 1n complex reasoning tasks.”

Emotions: The trunk lines for the circuits
controlling emotion are laid down before
birth. Then parents take over. Perhaps the
strongest influence is what psychiatrist
Daniel Stern calls attunement —whether
caregivers “play back a child’s inner feel-
ings.” If a baby's squeal of delight at a
puppy is met with a smile and hug, if her
excitement at seeing a plane overhead is
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mirrored. circuits tor these emotions are
reinforced. Apparently, the brain uses the
same pathways to generate an emotion as to
respond to one. So if an emotion is recipro-
cated. the electrical and chemical signals
that produced it are reinforced. But it
emotions are repeatedly met with indiffer-
ence or a clashing response — Baby is proud
of building a skyscraper out of Mom's best
pots, and Mom is terminally annoyed—
those circuits hecome confused and fail to
strengthen. The key here s “repeatedly™
one dismissive harrumph will not scar a
child for life. It's the pattern that counts.
and it can be very powerful: in one of
Stern's studies. a buby whose mother never
matched her level of excitement became
extremely passive. unable to feel excite-
ment or jov.

Experience can also wire the bram's
calm down” circuit, as Daniel Goleman
descrbes in his best-selling *Emotional In-
telligence.” One father gently soothes his
crving infant. another drops him into his
crib: one mother hugs the toddler who just
skinned her knee. another screams “It's
vour own stupid fault!” The first responses
are attuned to the child’s distress: the oth-
ers are wildly out of emotional sync. Be-
tween 10 and 18 months, a cluster of cells in
the rational prefrontal cortex is busy hook-
ing up to the emotion regions. The circuit
seems to grow into a control switch, able to
calm agitation by infusing reason into emo-
tion. Perhaps parental soothing trains this
circuit, strengthening the neural connec-
tions that form it. so that the child learns
how to calm herself down. This all happens
so early that the effects of nurture can be
misperceived as innate nature.

Stress and constant threats also rewire
emotion circuits. These circuits are cen-
tered on the amygdala, a little almond-
shaped structure deep in the brain whose
job is to scan incoming sights and sounds
for emotional content. According to a wir-
ing diagram worked out by Joseph LeDoux
of New York University, impulses from eve
and ear reach the amvgdala betore they get
to the rational. thoughttul neccortex. If a
sight. sound or experience has proved pain-
ful belore—Dad's drunken arrival home
was tollowed by a beating —then the amyg-
dala floods the circuits with neurochemi-
cals before the higher brain knows what's
happening. The more often this pathway is
nsed. the easier it is to trigger: the mere
memory of Dad may induce fear. Since the
circuits can stay excited for days. the brain
remains on high alert. [n this state, says
neuroscientist Bruce Perry of Baylor Col-
lege of Medicine, more circuits attend to
nonverbal cues —tacial expressions, angry
noises — that warn of impending danger. As
a result. the cortex falls behind in develop-
ment and has trouble assimilating complex
information such as language.
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SCHOOLS

hy Do Schools

Flunk Biology?

BY LYNNELL HANCOCK

[OLOGY IS A STAPLE AT MOST
American high schools. Yet when it
comes to the biology of the stu-
dents themselves —how their
brains develop and retain knowl-

edge —school officials would rather not pay
attention to the lessons. Can first graders
handle French? What time should school

start? Should music be cut? | teachers would pay greater

Biologists have some im-
portant evidence to offer.
But not only are they ig-
nored, their findings are ot-
ten turned upside down.

Force of habit rules the
hallways and classrooms.
Neither brain science nor
education research has been
able to free the majority of
America's schools trom
their 19th-century roots. If
more administrators were
tuned into brain research,
scientists argue. not only
would schedules change.
but subjects such as foreign
language and geometry
would be ottered to much
younger children. Music
and gym would be daily re-
quirements. Lectures, work
sheets and rote memoriza-
tion would be replaced by
hands-on materials, drama
and project work. And

attention to children’s emo-
tional connections to sub-
jects. “We do more educa-
tion research than anyone
else in the world,” says
Frank Vellutino, a profes-
sor of educational psycholo-
gy at State University of
New York at Albany. “and
we ignore more as well.”

Plato once said that music
“{s a more potent instru-
ment than any other for edu-
cation.” Now scientists
know why. Music, they be-
lieve. trains the brain for
higher forms of thinking.
Researchers at the Univer-
sity of California, Irvine,
studied the power of music
by observing two groups of
preschoolers. One group
took piano lessons and sany
daily in chorus. The other
did not. After eight months
the musical 3-vear-olds

were expert puzzlcmasters.
scoring 80 percent higher
than their playmates did in
spatial intelligence —the
ability to visualize the world
accurately.

This skill later translates
into complex math and engi-
neering skills. " Early music
training can enhance a
child’s ability to reason.”
says [rvine physicist Gor-
don Shaw. Yet music educa-
tion is often the first “trill”
to be cut when school budg-
ets shrink. Schools on aver-
age have only one music
teacher tor every 500 chil-
dren. according to the Na-
tional Commission on Mu-
sic Education.

Then there’s gym—an-
other expendable hour by
most school standards. Only
36 percent of schoolchildren
today are required to partic-
ipate in daily physical edu-
cation. Yet researchers now
know that exercise is good
not only tor the heart. It also
juices up the brain, feeding
it nutrients in the form of
glucose and increasing
nerve connections —all of
which make it easier for kids
ot all ages to learn. Neuro-
scientist William Gree-
nough confirmed this by
watching rats at his Univer-
sity ot Ulinois at Urbana-
Champaign lab. One group
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did nothing. A second ex-
ercised on an automatic
treadmill. A third was set
loose in a Barnum & Bai-
ley obstacle course re-
quiring the rats to per-
form acrobatic feats.
These “supersmart” rats
grew “an enormous
amount of gray matter”
compared with their sed-
entary partners, says
Greenough.

Of course, children
don't ordinarily run such
gantlets: still, Greenough
believes, the results are
significant. Numerous
studies, he says, show
that children who exer-
cise regularly do better
in school.

The implication for

Circuits in different regions of the brain mature at different times.
As a result, different circuits are most sensitive to life’s experiences

4 YEARS

schools goes beyond sim-
ple exercise. Children
also need to be more
physically active in the
classroom. not sitting qui-
etly in their seats memo-
rizing subtraction tables.
Knowledge is retained
longer if children connect
not only aurally but emo-
tionally and physically to
the material, says Uni-
versity of Oregon educa-
tion professor Robert
Sylwester in “A Celebra-
tion of Neurons.”

Good teachers know
that lecturing on the
American Revolution is
far less effective than act-
ing out a battle. Angles
and dimensions are bet-
ter understood if children

5 YEARS

6 YEARS

chuck their work sheets
and build a complex mod-
el to scale. The smell of
the glue enters memory
through one sensory sys-
tem, the touch of the
wood blocks another. the
sight of the finished mod-
el still another. The brain
then creates a multidi-
mensional mental model
of the experience—one
easier to retrieve. “Ex-
plaining a smell.” says
Sylwester, “is not as good
as actually smelling it.”
Scientists argue that
children are capable of
far more at younger ages
than schools generally re-
alize. People obviously
continue learning their
whole lives, but the opti-

7 YEARS

mum “windows of
opportunity for
learning” last until
about the age of 10 or
12, says Harry Chu-
gani of Wayne State
University's Chil-
dren's Hospital of
Michigan. Chugani
determined this
by measuring the
brain’s consumption
of its chief energv
source, glucose.
(The more glucose
it uses, the more ac-
tive the brain.) Chil-
dren’s brains, he ob-
serves, gobble up
glucose at twice the
adult rate from the
age of 4 to puberty.
So young brains are
as primed as they'l}
ever be to process
new information.
Complex subjects
such as trigonom-
etry or foreign
language shouldn't wait
for puberty to be intro-
duced. In fact, Chugani
says, it's far easier for an
elementary-school child
to hear and process a sec-
ond language —and even
speak it without an ac-
cent. Yet most U.S. dis-
tricts wait until junior
high to introduce Spanish
or French—after the
“windows"” are closed.
Reform could begin at
the beginning. Many
sleep researchers now
believe that most teens’
biological clocks are set
later than those of their
fellow humans. But high
school starts at 7:30 a.m.,
usually to accommodate
bus schedules. The result

8 YEARS

can be wasted class time
tor whole groups of kids.
Making matters worse,
many kids have trouble
readjusting their natural
sleep rhythm. Dr. Rich-
ard Allen of Johns Hop-
kins University found
that teens went to sleep at
the same time whether
they had to be at school
by 7:30 a.m. or 9:30 a.m.
The later-to-rise teens
not only get more sleep.
he says; they also get bet-
ter grades. The obvious
solution would be to start
school later when kids hit
puberty. But at school.
there's what's obvious,
and then there's
tradition.

Why is this body of re-
search rarely used in
most American class-
rooms? Not many admin-
istrators or school-board
members know it exists,
says Linda Darling-
Hammond. professor of
education at Columbia
University’s Teachers
College. In most states,
neither teachers nor ad-
ministrators are required
to know much about how
children learn in order
to be certified. What's
worse. she says, decisions
to cut music or gym are
often made by noneduca-
tors, whose concerns are
more often monetary than
educational. “Our school
system was invented in
the late 1800s. and little
has changed,” she says.
“Can you imagine if the
medical profession ran
this way?”

With PAT WINGERT and
Mary Hacen in Washington

at different ages. Give your children the stimulation they need when
they need it, and anvthing’s possible. Stumble. and all bets are off.

g YEARS




SOCIETY:

Movement: Fetal movements begin at 7
weeks and peak between the [5th and 17th
weeks. That is when regions of the brain
controlling movement start to wire up. The
critical period lasts a while: it takes up to
two vears for cells in the cerebellum, which
controls posture and movement. to form
functional circuits. “A lot of organization
takes place using information
gleaned from when the child
moves about in the world,” says
William Greenough of the Uni-
versity of [linois. “If vou re-
strict activity vou inhibit the
formation of svnaptic connec-
tions in the cerebellum.” The
child’s initially spastic move-
ments send a signal to the -
brain’s motor cortex: the more
the arm. for instance. moves,
the stronger the circunt, and the
better the brain will become at
moving the arm intentionallv
and fluidly. The window lasts
only a tew vears: a child inmo-
bilized in a body cast until the
age of 4 will learn to walk even-
tually. but never smoothly.

HERE  ARE  MANY
more  circuits  to
discover. and manv
more environmental
influences  to  pin
down. Still. neuro
labs are filled with an unmistak-
able air of optimism these davs.
It stems from a growing under-
standing of how. at the level of
nerve cells and molecules. the
brain’s circuits form. In the be-
ginning. the brain-to-be con-
sists of only a few advance
scouts breaking trail: within a
week of conception thev march
out of the embrvo's "neural
tube.” a cvlinder of cells extend-
ing from head to tail. Multiply-
ing as thev go (the braun adds an
astonishing  250.000 neurons
per minute during gestation),
the neurons clump into the
brain stem wiich commands
heartbeat and breathing. buld
the little cerebellum at the hack
of the head which controls pos-
ture and movement. and form the grooved
and rumpied cortex wherein thought and
perception onginate. The neural cells are so
small, and the distance so great. that a
neuron striking out for what will be the
prefrontal cortex migrates a distance equiv-
alent to a human's walking from New York
to California, savs developmental neurobi-
ologist Mary Beth Hatten of Rockefeller
University.
Only when they reach their destinations

do these cells become true neurons. They
grow a fiber called an axon that carries
electrical signals. The axon might reach
only to a neuron next door, or it might wend
its way clear across to the other side of the
brain. It is the axonal connections that form
the brain's circuits. Genes determine the
main highways along which axons travel to

G PTAT T

The Musical Brain
SKILL: Music
LEARNING WINDOW: 3 to 10 vears
WHAT WE KNOW: String players have a
larger area of their sensory cortex dedicated to
the fingering digits on their left hand. Few con-
cert-level performers begin playing later than the  to “educate” a 4-month-old®
age of 10. It is much harder to learn an instrument
as an adult.
WHAT WE CAN DO ABOUT IT: Sing songs with
children. Play structured, melodic music. If a child
shows any musical aptitude or interest, get an
instrument into her hand early.
L ]

muke their connection. But to reach partic-
ular target cells, axons tollow chemical cues
strewn along their path. Some of these
chemicals attract: this way to the motor
cortex! Some repel: no, that way to the ol-
factory cortex. By the fifth month of gesta-
tion most axons have reached their general
destination. But like the prettiest girl in the
bar. target cells attract way more suitors —
axons— than thev can accommodate.

How does the wiring get sorted out? The

baby neurons fire electrical pulses once a
minute, in a fit of what Berkelev's Shatz
calls auto-dialing. 1f cells fire together,
the target cells “ring” together. The target
cells then release a flood of chemicals,
called trophic factors. that strengthen the
incipient connections. Active neurons re-
spond better to trophic factors than inac-
tive ones. Barbara Barres of
Stanford University reported in
October. So neurons that are
quiet when others throb lose
their grip on the target cell.
“Cells that fire together wire
together.” savs Shatz.

The same basic process con-
tinues after birth. Now. it is not
an auto-dialer that sends sig-
nals. but stimuli from the
senses. In experiments with
rats.  Illinois’s  Greenough
found that animals raised with
plavmates and tovs und other
stimuli grow 25 percent more
synapses than rats deprived of
such stimuli.

Rats are not children. but all
evidence suggests that the same
rules of brain development
hold. For decades Head Start
has fullen short of the high
hopes invested in it: the chil-
dren’s 1Q gains fade after about
three years. Craig Ramey of the
University of Alabama suspect-
ed the culpnt was timing: Head
Start enrolls 2-, 3- and 4-vear-
olds. S0 in 1972 he launched the
Abecedarian Project. Children
from 120 poor families were as-
signed to one of four groups:
intensive earlv education in a
dav-care center from about 4
months to age 8, from 4 months
to 5 vears. trom 5 to § vears, or
none at all. What does it mean

Nothing fancy: blocks. beads.
talking to hum. plaving games
such as peek-a-boo. As outlined
in the book “Learnmgames,”™
each of the 200-odd activities
was designed to enhance cogni-
tive. language. social or motor
development. In a recent puper.
Ramey and Frances Campbell
of the University of North Carolina report
that children enrolled in Abecedurian as
preschoolers still scored higher in math and
reading at the age of 15 than untreated chil-
dren. The children still retained an average
1Q edge of 4.6 points. The earlier the chil-
dren were enrolled. the more enduring the
gain. And intervention after age 5 conferred
no [Q or academic benefit.

*Joseph Sparhng and Isabelle Lawis (2200 pages Walker.
85.495)
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All of which raises a troubling question.
If the windows of the mind close, for the
most part, before we're out of elementary
school, is all hope lost for children whose
parents did not have them count beads to
stimulate their math circuits, or babble to
theru to build their language loops? At one
level. no: the brain retains the ability to
learn throughout life, as witness anyone
who was betuddled by Greek in college
only to master it during retirement. But on
a deeper level the news is sobering. Chil-
dren whose neural circuits are not stimulat-
ed before kindergarten are never going to
be what they could have been. “You want to
say that it is never too late,” savs Joseph
Sparling, who designed the Abecedarian
curriculum. “But there seems to be some-
thing very special about the early years.”

And vet ... there is new evidence that
certain kinds of intervention can reach even
the older brain and. like a microscopic
screwdriver, rewire broken circuits. In Jan-

uary, scientists led by Paula Tallal of |

Rutgers University and Michael Merzenich
of UC San Francisco described a study of
children who have “language-based learn-
ing disabilities” —reading problems. LLD
affects 7 million children in the United
States. Tallal has long argued that LLD
arises from a child’s inability to distinguish
short, staccato sounds—such as “d” and
“b.” Normally, it takes neurons in the
auditory cortex something like .015 second
to respond to a signal from the ear. calm
down and get ready to respond to the next
sound: in LLD children, it takes five to 10
times as long. (Merzenich speculates that
the defect might be the result of chronic
middle-ear infections in infancy: the brain
never “hears” sounds clearly and so fails to
draw a sharp auditory map.) Short sounds
such as "b” and “d” go by too fast—.04
second—to process. Unable to associate
sounds with letters, the children develop
reading problems.

The scientists drilled the 3- to 10-year-
olds three hours a day with computer-
produced sound that draws out short con-
sonants, like an LP played too slow. The
result: LLD children who were one to
three years behind in language ability im-
proved by a full two vears after only four
weeks. The improvement has lasted. The
training, Merzenich suspect, redrew the
wiring diagram in the children’s auditory
cortex to process fast sounds. Their read-
ing problems vanished like the sounds of
the letters that, before, they never heard.

Such neural rehab may be the ultimate
pavett of the discovery that the experiences
of lite are etched in the bumps and squiggles
of the brain. For now. it is enough to know
that we are born with a world of potential —
potential that will be realized only if it is
tapped. And that is challenge enough.

With MARY HAGER
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FOREWORD

Youth violence in our country has risen dramatically in the past decade. Among teenagers 15
to 19 years old, the escalation of gun violence is particularly alarming: one of every four

deaths of a teenager is attributable to a firearm injury. What are the causes of this epidemic of
violence? And how can we solve it?

Law enforcement efforts and court interventions are essential to our ability to respond swiftly
and appropriately to teens who commit serious, violent crimes. But so is work in the area of
prevention. There are prevention programs that work to keep those not currently involved in
deviant and delinquent behavior out of trouble and to keep those involved in the juvenile
Justice system out of the criminal justice system. They are based on solid research and sound
principles. They reflect the Administration's belief that prevention requires systematic efforts
to reduce the opportunities and incentives for delinquent and criminal behavior and to increase
the opportunities and incentives for responsible behavior.

The Office of Juvenile Justice and Delinquency Prevention (OJJDP). one of five program
agencies in the Office of Justice Programs (OJP) at the Department of Justice, has compiled
this report to assist states and jurisdictions in their prevention efforts. Delinquency Prevention
Works provides a synthesis of the most current information on programs and strategies which
seek to prevent delinquency. The theory of risk-focused prevention is explained and correlated
to stages of youth development and areas of focus (e.g., family and community). To ground
these programs and provide a context for their successful implementation, reference to relevant
research and evaluation is also provided. Another recent OJJDP publication, What Works:
Promising Interventions in Juvenile Justice (OJJDP, 1994) addressed a broad range of juvenile

justice intervention programs. This report is designed to provide corresponding information in
the area of delinquency prevention.

Practitioners and community residents are seeking answers to the problem of youth violence.
They need the best information available on programs and strategies that have the greatest
chance to succeed if implemented in their jurisdictions. The President's Crime Prevention
Council, created as a part of the 1994 Violent Crime Control and Law Enforcement Act and
chaired by the Vice President, is charged with assisting communities and community-based
organizations seeking information regarding crime prevention programs and information on
integrated program service delivery. This report is one of several that has been or will be
produced by the Council or its member Departments that presents information on research,

programs, or strategies for addressing delinquency, youth violence, safe and drug-free
schools, and other related issues.!

" The President's Crime Prevention Council, chaired by the Vice President, is comprised of the Attorney General;
the Secretaries of Education, Health and Human Services, Housing and Urban Development, Labor, Agriculture,
Treasury, and Interior; and the Director of the Office of National Drug Control Policy. Contact the President's
Crime Prevention Council for a list of related documents.



The information in this report was gathered by OJJDP in conjunction with OJP’S National
Institute of Justice, Bureau of Justice Assistance, Office for Victims of Crime, and Bureau of
Justice Statistics. Delinquency Prevention Works incorporates written documentation from each
of the listed programs and, through follow-up telephone calls to program directors and staff,
researchers, practitioners, and other experts, adds the latest information from the field related
to the prevention of delinquency.

We want to thank the staff of OJJDP, the agencies of OJP, and staff from other Department of
Justice components who contributed to the development of this document. A special
commendation goes to Joan Hurley, Acting Director of OJJDP's Research and Program
Development Division, as the primary author of Delinquency Prevention Works.

Shay Bilchik Karen Pittman
Administrator Executive Director
Office of Juvenile Justice President's Crime Prevention Council

and Delinquency Prevention
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INTRODUCTION

The number of juvenile violent crime arrests will double by the year 2010 if current
arrest and population trends continue. Can our communities bear another 260,000 such
arrests each year? Can we afford to lose a generation of youth to crime and violence?
Can we bear the costs to the victims of juvenile violence?

If we are to increase public safety in our society, an aggressive, proactive response to
Juvenile crime and violence is needed. We know the following about effective
delinquency prevention strategies:

. Juvenile crime—and ultimately adult crime—can be prevented
and reduced.

° Lasting reductions in crime and violence require a long-term
national investment in both law enforcement and prevention
activities.

o Decades of research have provided a strong foundation for

effective delinquency prevention. We know what to do and how
to do it.

IT'S TIME TO PROTECT OUR COMMUNITIES

Effective delinquency prevention interrupts the processes that produce youthful deviant
and delinquent behavior and encourages those processes that support healthy
development of children. Understanding the roles of risk and protective factors helps us
understand how we can prevent delinquency. The greater a child's exposure to risk
factors, the greater his or her chances are of becoming delinquent. However, even a
child exposed to multiple risk factors can avoid delinquency if he or she is shielded by
enough protective factors. Our challenge is to help communities recognize both types
of factors and to aid them in establishing programs that reduce risk and help youth
become productive, law-abiding adults.

EFFECTIVE PREVENTION PROGRAM APPROACHES ARE AVAILABLE TO
ASSIST COMMUNITIES

Community policing prevents delinquency. Higher levels of drug problems and
juvenile delinquency and violence occur in communities where people feel little
attachment to the community and where there is low surveillance of public places.
Community police officers can bridge this gap by connecting high-risk youth to
delinquency prevention programs.



Safe and effectlve schools prevent delinquency. Strategies that encourage

" commitment to school and academic success reduce delinquency among high-risk

. students ‘Promoting reading skills helps reduce delinquency because reading failure as
early as first grade has been found to increase the likelihood of delinquent behavior.

Enhancing school safety by eliminating guns and other weapons that create -a climate of

fear is fundamental to creating an effective learning environment.

Family strengthening prevents delinquency. Prevention strategies that help families
develop good family management practices—including providing clear expectations and
consistent discipline to children—can work with high-risk and dysfunctional families.
Home visitation programs that offer intensive support to mothers at risk of abusing
their newborns have produced a 75 percent reduction in cases of child abuse and

neglect, thus breaking a violent cycle in which the abused too often grow up to become
violent offenders.

Youth development programs prevent delinquency. Nine out of 10 juveniles .
involved in gangs for 3 or more years reported committing serious crimes, compared

with only 3 out of 10 nongang youth in positive peer pressure environments. Programs

that introduce at-risk youth to positive peer pressure environments can have a

significant impact on their lives. Boys and Girls Clubs of America target high-risk

youth in 64 public housing complexes across the Nation, and their programs have

helped reduce the juvenile crime rate in these areas by 13 percent.

THE ROLE OF THE U.S. DEPARTMENT OF JUSTICE

The Department of Justice (DOJ) is committed to helping improve law enforcement and
criminal and juvenile justice systems at the State and local levels. Achieving public
safety requires a comprehensive strategy that combines increased enforcement and
sanctions with effective prevention programs that reduce risk factors and increase

protective factors for juveniles. DOJ's delinquency prevention activities focus on the
following areas:

° Protecting public safety.

° Conducting research and developing and evaluating model State and
local programs.

e Disseminating information about effective and promising approaches and
juvenile crime trends.

® Providing training and technical assistance to State and local groups.




o Facilitating Federal, State, and local coordination, both "top down" and
"bottom up."

Because of its focus on the full perspective of the justice system, DOJ is uniquely
positioned to provide leadership in this area. In each State and community, the justice
system must work in concert with other systems, including health, human services, and
education. All of these partners share a goal to prevent juveniles from becoming
involved in the juvenile and criminal justice systems. This common objective is why
delinquency prevention is—and should be—the business of DOJ, just as health

promotion and disease prevention is the business of the Department of Health and
Human Services.

Because resources are limited, all systems must work together to serve juveniles under
their purview. Coordinated efforts by health, human services, education, and justice
agencies can provide a comprehensive approach to prevention that meets the needs of
Juveniles and their families effectively and economically.

Comprehensive efforts to save our children from delinquency and violence must be
pursued with the same vigor we apply to preventing other life-threatening conditions. It
is only through such a commitment that we can hope to stem the tide of violence and
delinquency plaguing young people and communities across this Nation.

OVERVIEW

America is facing a juvenile violence crisis. The number of violent arrests of youth
under age 18 has increased dramatically: 36 percent between 1989 and 1993, more than
4 times the increase reported for adults. During that period, juvenile arrests for
homicide increased by 45 percent, while adult homicide arrests increased by only 6
percent (FBI, Uniform Crime Reports, 1994). In order to assist State and local
governments in ensuring public safety, the Department of Justice must aggressively
support enforcement of laws as well as effective efforts to prevent delinquency.

As the chief Federal agency dealing with the administration of justice for both adults
and children, DOJ, through its enforcement programs, U.S. Attorneys, and the Office
of Justice Programs and its five program bureaus, has developed an extraordinary
network of programs and services to help States and local communities throughout the
Nation prevent delinquency and deal with juvenile offenders in the most constructive
ways possible. Through both research and practical experience in the field, DOJ
programs help to identify effective strategies and approaches for working with juveniles
who are at risk of delinquency or who are in the juvenile justice system.




PREVENTION IS THE KEY TO PUBLIC'SAFETY Gk 26 it

Today's epidemic of juvenile violence requires a national inivestment in public safety.
This investment must include more community-oriented policing efforts, more
corrections space, and prevention that works. Delinquency prevention represents a
long-term investment in reducing delinquency and crime and'is a critical component of
a comprehensive approach to crime control and increased public safety.

t

As noted earlier in this report, if we allow juvenile violence rates to rise at the same
pace as they have over the last decade, it is estimated that by the year 2010 the number
of juvenile arrests for violent crime will more than double the 1992 level (National
Center for Juvenile Justice, 1995). Public safety will be threatened if we do not
implement effective delinquency prevention programs now. Otherwise, prohibitive
levels of funding will be necessary to incarcerate these youth, a less effective and more
costly solution than investment in prevention.

We recognize that increased law enforcement efforts and the transfer of some violent or
intractable juveniles to adult criminal court are necessary to protect public safety.
Research has demonstrated, however, that these steps need to be components of a
well-balanced plan of action that includes prevention. While the short-term goal of
controlling juvenile crime can in part be achieved through enhanced law enforcement
and prosecution efforts, a long-term solution to achieving public safety is possible only

by preventing juveniles from becoming involved in crime and violence in the first
place.

This report highlights effective prevention programs and strategies, outlines the roles of
DOIJ and its component agencies, and illustrates ways in which interagency prevention
efforts can address delinquency and its prevention. The discussion of these strategies
demonstrates that preventing delinquency begins even before the child's birth, that it

requires an interdisciplinary approach, and that many agencies outside DOJ must be
part of the prevention effort.

Successful delinquency prevention interrupts the processes that may otherwise produce
deviant and delinquent behavior. Delinquency prevention also seeks to keep youth who
become involved in the juvenile justice system out of the criminal justice system. When
delinquent juveniles move on to the adult criminal justice system, the cost to society is
great in both human and financial terms. Any intervention that prevents a juvenile from
becoming involved in the justice system saves our society money, prevents more people
from becoming victims (with all the attendant costs), and helps prevent the next
generation from becoming offenders.

In the early 1970's, many observers of the juvenile justice system thought that few or
no effective delinquency prevention programs existed. We now know, however, that a

4




number of programs have been effective in preventing juvenile delinquency and
violence through reducing risk factors and increasing protective factors. According to
Alan Kazdin (1994) of Yale University, "Within the last decade . . . a number of
programs have shown that antisocial behavior can be reduced with preventive
interventions. Improved results appear to have resulted from better understanding of
the emergence of antisocial behavior, implementation of comprehensive and protracted
intervention programs, and more careful evaluation of long-term intervention effects. "
This report describes many such programs.

We know that prevention can be effective. We now have the scientific knowledge base
to identify factors that put children at risk of becoming delinquent as well as protective
factors that help them become and remain law-abiding and productive citizens.
Research conducted over the last 30 years has identified those factors. Delinquency
prevention based on a risk-focused model maximizes our chance of success. Outcome-
focused planning can help ensure that programs not only reduce risk factors and
increase protective factors, but also hold programs accountable for changing the levels
of risk they are designed to address.

Delinquency prevention is cost effective. The total cost of the violent crime career of a
young adult 18 10 23 years old is estimated to be $1.1 million (Cohen, 1994). The average
cost of incarcerating a juvenile for one year is approximately $34,000. By contrast, Head
Start's preschool intervention program costs only $4,300 per year per child. Perry
Preschool, a program based on Head Start, has been shown to be an effective delinquency
prevention program. Research on delinquency prevention programs in California (Lipsey,
1984) showed that every $1.00 spent on prevention produced direct savings of $1.40 to the
law enforcement and juvenile justice system.

WHAT ARE THE PRINCIPLES FOR EFFECTIVE
DELINQUENCY PREVENTION AND EARLY
INTERVENTION?

The following principles are based on findings from thorough evaluations and well-
designed research studies. Effective delinquency prevention efforts:

® Address the highest priority problem areas and identify strengths (risk and
protective factors) to which children in a particular community are exposed.

L Focus most strongly on populations exposed to a number of risk factors.



e  Address problem areas-and 1dent1fy strengths early and at approprlate '
developmental stages.

[

° Address multiple risk factors in multiple settings such as family, schools, and
peer groups. ' L

° Offer comprehensive interventions across many systems, including health and
education, and deal simultaneously with many aspects of juveniles' lives.

° Are intensive, often involving multiple contacts weekly or even daily with at-
risk juveniles.

L Build on juveniles' strengths rather than focus on their deficiencies.

° Deal with juveniles in the context of their relationships to and with others rather
than focus solely on the individual. '

Programs that embody these principles are discussed in OJJDP's Guide for
Implementing the Comprehensive Strategy for Serious, Violent, and Chronic Juvenile
Offenders (Howell, 1995). This guide lays the foundation for a national commitment of
public and private resources to reduce juvenile violence and victimization in our
Nation. It includes both prevention and early intervention components. Prevention
should be available throughout childhood and adolescence, and it should address both
at-risk populations and at-risk youth. At-risk youth may need intervention services
early in their delinquent careers to prevent further involvement in the juvenile justice
system. Collaboration between the juvenile justice system and other service systems,

including mental heaith, health care, child welfare, law enforcement and education, is
essential in this process.

Simultaneously, three particularly important protective factors must be increased:
individual characteristics, such as having a resilient temperament or a positive social
orientation; bonding through positive relationships; and healthy beliefs and clear
standards of behavior set by families, schools, and peer groups (Hawkins and Catalano,
1992).

WHAT ARE RISK AND PROTECTIVE FACTORS?

Thirty years of research has shown that the most effective prevention strategies are
those that focus on risk and protective factors in five broad categories: the juvenile, the
community, the family, the peer group, and the school (Hawkins, 1995). Moreover,
these factors tend to accumulate and interact with one another over time.




Risk factors. There is no single risk factor for delinquency or for violent behavior.
Many risk factors have been identified, and they can be grouped into four major
categories: community, family, school, and individual/peer (Hawkins and Catalano,

1992).

Community-related risk factors:

Availability of drugs.

Availability of firearms.

Community laws and norms favorable toward drug use, firearms, and
crime.

Media portrayals of violence.

Transitions and mobility.

Low neighborhood attachment and community disorganization.
Extreme economic deprivation.

Family-related risk factors:,

Family history of problem behavior.

Family management problems.

Family conflict. :

Favorable parental attitudes concerning crime and involvement in crime.

School-related risk factors:

Early and persistent antisocial behavior.
Academic failure in elementary school.
Lack of commitment to school.

Individual and peer-related risk factors:

Alienation and rebelliousness.

Friends who engage in problem behavior.

Favorable attitudes toward problem behavior.

Early initiation of problem behavior.

Constitutional factors. (For example, the makeup of an individual,
including the role of heredity in addiction.)

Figure 1 (see page 9), based on Hawkins and Catalano's work (1995), summarizes 30
years of research on risk factors for co-occurring problem behaviors, including
delinquency. A check mark indicates that empirical research clearly supports the
presence of a risk factor increasing the chances an adolescent will exhibit a particular
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o probleﬁ?behavxor “The lack of a chéck marlc mdlcates that 'this iter’is’ under study and
that a deﬁmtlve answer is not yet known (Hawkms and: Catalano" 1995)
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Protective factors. Some juveru'les exposed to multiple risk factors do not become
juvenile delinquents, school dropouts, or teenage parents. There are important aspects
of their lives that protect them against risk factors. Protective factors either reduce the
impact of risks or change the way a person responds to them. One key strategy to
counter risk factors is to enhance protective factors that promote positive behavior,
health, well-being, and personal success. Research suggests three basic categories of
protective factors (Hawkins and Catalano, 1992):

L Individual characteristics, such as having a resilient temperament or a
positive social orientation.

° Positive relationships that promote close bonds. Warm relationships with
family members, teachers, and other adults who encourage and

recognize a youth's competence and close friendships with peers fall into
this category.

® Schools, families, and peer groups that teach their children healthy
beliefs and that set clear standards. Examples include believing it is good
for children to be drug- and crime-free and to do well in school.

Hawkins and Catalano (1992) developed a system of procedures that organizes
knowledge about prevention strategies into a comprehensive approach communities can
use to make a systematic analysis of local risk factors. Through this analysis, strategies
can be developed to reduce risks and enhance protective factors. These methods
typically consist of prevention programs known to be effective in reducing risk factors
for delinquency and for other co-occurring problem behaviors.

Researchers (Thornberry et al., 1995) in OJJDP's Program of Research on Causes and
Correlates of Delinquency found that, individually, each protective factor had only a
small impact on reducing delinquency. Collectively, however, the presence of multiple
protective factors had a sizeable impact on reducing delinquency. Of the high-risk
juveniles (those with five or more risk factors in their environment) in the Rochester,
New York, site, 80 percent with fewer than six protective factors reported involvement
in serious delinquency. In contrast, only 25 percent of nonrisk juveniles with nine or

more protective factors in their environment reported involvement in serious
delinquency.

These data demonstrate that while increased law enforcement efforts and vigorous
prosecution are necessary, they must be components of a well-balanced action plan that
includes prevention. Short-term prevention goals can be achieved partially through
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Adolescent Problem Behaviors

Substance Abuse
Delinquency
School Dropout

Violence

i Teenage Pregnancy

Availability of Firearms ’ v v

Community Laws and Norms Favorable Toward Drug Use, v ve v
Firearms, and Crime

Media Portravals of Violence v
Transitions and Maobility v v v

Low Neighborhood Attachment and Community Organization v v v
Extreme Economic Deprivation v v v v v

Family History of the Problem Behavior

Family Management Problems

Family Conflict

AU N I N AN
AR AN B N AN

Favorable Parental Attitudes and Involvement in the Problem Behavior

Earlv and Persistent Antisocial Behavior v 4 v v v

Academic Failure Beginnung in Elementary School v 4 v v v
Lack of Commitment to School v v v 4

Rebelliousness v v v
Friends Who Engage in the Problem Behavior v v v v 4
Favorable Attitudes Toward the Problem Behavior v v v v
Early Initiation of the Problem Behavior v v v v v
Constitutional Factors v v v

Source: Catalano and Hawkins, Risk Focused Prevention. Using the Social Development Strategy. 1995.
Seattie: Developmental Research and Programs, Inc.



enhanced law enforcement, but in the long term, public safety is best served by
preventing juveniles from ever becoming involved in crime.

WHAT SYSTEMS ARE RESPONSIBLE FOR
IMPLEMENTING DELINQUENCY PREVENTION?

Service systems available to youth include health care, human services, education,
and justice. Each has a unique but important role in delinquency prevention.. In an
environment of shrinking resources, a cost-effective and efficient comprehensive
system of services to meet juveniles' needs is essential.

The health system is responsible for disease prevention through health education,
immunization, and prenatal care. The human services system is responsible for
preventing child abuse through family preservation, parental training, and substance
abuse counseling. The education system prevents illiteracy through reading programs
and learning readiness strategies. The labor/employment system prevents
unemployment through job training and employment assistance. The juvenile justice

system prevents delinquency through comprehensive strategies and interdismplinary
prevention efforts (see Figure 2, page 11). -

Unfortunately, these systems are too often fragmented, locally directed, and funded and
mandated by States with a modest Federal overlay. State and local jurisdictions have
responsibility for dealing with the immediate manifestations of delinquency problems.
The longer term impact is felt not just locally, but nationally as well, and it reaches far
beyond the administration of justice, juvenile or adult.”

The justice system has a unique perspective and responsibility to work with the other
systems to develop strategies that provide a continuum of care for children and that
prevent juveniles from becoming involved in the juvenile justice system or graduating
to the criminal justice system. The Federal Government, through DOJ, has a critical
and unique role in translating research into practice and coordinating Federal efforts at
the State and local levels to disseminate information, provide training and technical
assistance, and conduct research on promising programs.

All of these systems must work together to serve juveniles under their purview. Major
new prevention initiatives that are comprehensive in scope must be supported at all
levels of government and across all disciplines. They must be centered in the
community and feature a commitment to defeat juvenile crime and violence comparable

to the effort this country has made when faced with life-threatening childhood diseases
such as polio.
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Figure2.  HoOwW PREVENTION SYSTEMS WORK

HEALTH HUMAN SERVICES EDUCATION LABOR  JUVENILE JUSTICE
N N l 4 e
CHILDREN
PREVENTING
Y v | N N
WHAT: | Disease Child Abuse [lliteracy Unemployment | Delinquency
Health Education | Family Preser\(ation Capacity Building | Job Training Comprehensive
Immunization Parent Training Teaching Reading Employment Strategies
How: Physical Substance Abuse | Learning Readiness | Assistance Interdisciplinary
Examination Counseling Addressing Learning Prevention Efforts
Prenatal Care Support Services Disabilities
N ~ l v v/

RESULTING IN HEALTHY YOUTH

The above diagram shows how prevention systems help develop
healthy youth, Justice often gets the failures of the other systems.

Health, Human Services
Education, Labor

Justice
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 sWHAT'WORKS IN DELINQUENCY PREVENTION?

Research shows that many delinquency prevention programs are effective. Other
programs show evidence of success, but they have not been evaluated. Some
delinquency prevention programs are not effective or require support from multiple
systems to be truly effective, and if implemented inappropriately, they can be
counterproductive.

Prevention involves a continuum of care that starts at the beginning of a child's life and
continues through late adolescence. This continuum can be described in terms of a
developmental stage in the life cycle (e.g., ages O to 4) or by the focus of the strategy
(e.g., individual or community). This report frames prevention in terms of
developmental stages of the individual and emphasizes strategies aimed at the school,
the family, and the community that can be effective at each developmental stage.
Research supporting effective and promising programs is summarized and model
programs are noted. A program or strategy was placed in the promising rather than
effective category if there was any question as to the sufficiency of the scientific
evidence of its effectiveness. We chose to err on the side of stringency. Programs or
strategies were also selected as promising if they were based on risk/protective factors,
showed positive results from their evaluations, or received Gould-Wysinger awards.
The report then turns to the need for broad-based school, community, and family
“programs that serve multiple stages and gives examples of effective programs in each
setting. The energies and attention of a wide range of agencies and organizations are
clearly required if the promise of prevention is to be realized.

DEVELOPMENTAL STAGES

According to Hawkins (1995), risks affecting children from conception through age 6
are related to the individual, the family, and the community. Increased exposure or

exposure to more risk factors, especially early in childhood, increases risk of crime and
violence exponentially.

Some of the prevention programs noted in this review are under the purview of health,
human service, or other nonjustice systems. These programs have shown a powerful
effect on adolescent delinquency or on predelinquent behavior and its correlates among
younger children. DOJ views these programs as part of a complete delinquency
prevention continuum that crosses system lines at all levels of government.

The most dramatic of these prevention programs are early interventions targeting
children and their families in the first 5 years of life (Mendel, 1995). Tolan and

Guerra's (1994) review of violence research suggests that predatory and
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psychopathological violence may be more effectively treated by early interventions and
that family-focused interventions are among the most promising to date. Community-
based risk factors are also known to influence children throughout childhood. Children
living in economically deprived areas characterized by extreme poverty, poor living
conditions and high unemployment are more likely to engage in crime. Children living
in disorganized neighborhoods with high rates of crime, high population density,
physical deterioration, lack of natural surveillance of public places, and low levels of
attachment to the neighborhood are more susceptible to violent and other criminal
behavior. Prevention strategies for children from conception to age 6 should target

families and children in these neighborhoods (American Psychological Association,
1994).

The earliest stage at which delinquency prevention can be effective is when a child is
still in the womb. At the earliest stages, conception to age 6, prevention strategies can
be effective in preventing criminal and violent behavior in adolescence and young
adulthood. Prevention efforts must also continue during later childhood and
adolescence to reinforce the benefits of these early prevention programs.

The first three developmental stages are centered in the family. The last two stages

include family services, but emphasize the increasing influence of schools, peers, and
comimunities.

STAGE 1: PRENATAL/PERINATAL

Healthy Families, Healthy Babies

Research

Prebirth and newborn prenatal and perinatal difficulties are statistically related to
Increases in crime in later life. Some of those difficulties include preterm delivery, low
birth weight and anoxia, and minor physical abnormalities. Brain damage from
infectious disease, traumatic head injury, or prenatal and postnatal exposure to toxins
such as heavy metals, alcohol, tobacco, or other drugs are also risk factors. Brain
damage impairs reasoning and impulse control, which may be a factor in increased
delinquency. Poor parenting skills are evident early in a child's life and also contribute
to risk through early abuse and ineffective parenting.

Strategies to reduce these risks include community-level services such as prenatal care
and family interventions such as treatment for maternal substance abuse, parent
training, and home visitation. For example, prenatal and infancy nurse home visitation
improved a wide range of maternal and child health outcomes among poor unmarried
teenage women bearing first children in Elmira, New York (Olds, 1993). Home visi

13



g AR b uavg g
" lead 't teeniagé- mothers hav1ng heavxer babnes and postnatal home v131ts decrease

: recorded physxcal abuse and neglect of chxldren durmg the ﬁrst 2‘years of 11fe
xl b : Lo -";-: "I

The preventlon value of these strategles is clear Bemg phys1cally abused or neglected
as d child predicts later violent offending (Thornberry, 1994; Widom, 1989).

Effective Programs
° Prenatal and perinatal medical care has been shown to reduce delinquency-related

risk factors such as head injuries, exposure to toxins, maternal substance use, and
perinatal difficulties.

° Intensive health education for pregnant mothers and mothers with young
children has been associated with significant reductions in risk factors.

° Prenatal and infancy nurse home visitation has been shown to decrease child
abuse and enhance effective parenting in Elmira, New York (Olds, 1993).

Promising Programs

Healthy Start in Hawaii. Reduces child abuse by offering prenatal and post-birth
counseling to high-risk parents. Research by NIJ.

Anti-Drug Initiative in Chicago Housing"Adihoi'ity'f? Reduces dfug use and related
violence in public housing. Research by NIJ.

Project New Beginnings in Los Angeles, California. Offers substance abuse counseling
to pregnant women and early intervention services to children. (Appears in PAVNET.)

STAGE 2: BIRTH TO AGE 4

Family and Child Bonding, Parenting Skills, Learning Readiness,
and Social Skills Development

Research

Prevention programs for this age group have a potentially enormous effect on
adolescent delinquency and predelinquent behavior among younger children.
Interventions targeting families and children in the first 5 years of life may be the most
powerful delinquency prevention strategies that exist (Mendel, 1995).
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The most important factor in this age group is the family environment. A healthy family
environment promotes attachment, effective family functioning, and social and academic
readiness. Poor family management practices can result in children being at increased risk
of crime. These practices include parents' failure to establish clear expectations for
children’s behavior, failure to supervise and monitor children, and excessively severe,
harsh, or inconsistent punishment or child abuse and neglect. Parent training can reduce
poor family management and a child's early aggressive behaviors and "conduct"
problems. Programs designed to enhance parent-child interactions promote attachment
and bonding to the family. These services are particularly critical in disadvantaged
settings with scarce resources and low levels of community support.

This section looks at three risk factor areas: health risks, parenting skills, and learning
readiness.

Health risks. Health education for mothers of young children may reduce mothers'
substance abuse, resulting in healthier, less-impaired babies.

Immunization protects children against many of the diseases that can result in
associated brain damage.

Parenting skills. Home visitors’ promotion of social service use and assistance to
mothers in achieving their educational and occupational goals can help counter families'
economic deprivation (Olds, 1993).

Violent or aggressive family conflict increases risk for crime and violence. Children

who grow up in an environment of conflict among family members are more likely to
exhibit problem behaviors.

Parental attitudes and involvement in crime affect the attitudes and behavior of
children. Children whose parents are aggressive and who witness or are victims of

violence in the home are more likely to become aggressive and violent when they
become adolescents and young adults.

Learning readiness. Cognitive development activities that help children prepare to
enter school can be carried out with a home visitor or with a parent. These activities
emphasize language development or a variety of other conceptual skills. Providing

children toys or books through an early education program can help improve learning
readiness.

Effective Programs

Unless otherwise noted, the following programs were reviewed by Hawkins and his
colleagues.
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High/Scope Perry Preschool Program Model. Fosters social and intellectual
development in children ages 3 to 4. Participants were far less likely to commit crime

than controls: 7 percent arrested compared to 35 percent of controls (ngh/Scope
Educational Research Foundation, 1993).

Behavioral Training. Decreases negative parenting and the coercive style of interacting

that promotes child aggression and delinquent behavior later in life (Tolan and Guerra,
1994).

The Home Visiting Program in Elmira, New York. Provides a wide range of maternal
and child health services to poor, unmarried teenage women bearing first children in
this semi-rural county. An investment in this type of home-visitation program for low-
income women and children can pay for itself by the time the child is 4 years old. The
prenatal and postpartum program costs about $3,200 for 2 1/2 years of home visitation.
Low-income women (those most likely to use government services) used $3,300 less in
other government services during the first 4 years after delivery of their first child than
did their low-income counterparts in the comparison group. About 80 percent of the
cost savings were from reduced Food Stamp and Aid to Families with Dependant

Children payments. One-third of the cost saving came from the reduction in unintended
subsequent pregnancies.

"Promising Programs
Parents as Teachers. Parents learn parenting activities and children are screened for
health problems.
STAGE 3: AGES4TO6
Learning Readiness and Social Competence

Research

Early antisocial behavior predicts later criminal behavior and violence. Children who
display antisocial behavior, including aggression, negative moods, and temper tantrums
have a higher risk of criminal and violent behavior (Institute of Medicine, 1994).

Laws and norms favorable to crime and substance abuse; availability of weapons,

alcohol, and other drugs; transitions and mobility; and exposure to media violence can
also have an adverse effect on children in this age group.
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Another predictor of delinquency is academic failure. Efforts to promote cognitive
development from ages 4 to 6 have a lasting effect on academic performance. Learning
readiness programs, such as Head Start, help promote protective factors.

Effective Programs

Unless otherwise noted, the following programs were reviewed by Hawkins and his
colleagues (1995).

Reductions in Class Size for Kindergarten and First Grade. Helps improve school
performance.

Promoting Alternative Thinking Strategies (PATHS) Curriculum. Reduces early
antisocial behavior by integrating emotional, cognitive, and behavioral skill
development in young children.

STAGE 4: AGES 7 TO 12
Education and Good Family Support = Successful Child

Research

According to Brewer and Hawkins (1995), transitions from elementary school to
middle school can influence delinquency for youth ages 7 to 12. Increased availability
of firearms increases the chance that youth in this age range will become involved in
homicide rather than fist fights and verbal arguments. Moreover, young people failing
academically and lacking commitment to school are more likely to engage in delinquent
behavior than those seeing academic success as valued and viable.

Alienation and rebelliousness, association with peers who engage in delinquency and
violence, favorable attitudes toward delinquency, early initiation of delinquency and

violence, alcohol intoxication, and constitutional factors all can be precursors to
delinquent behavior.

Beyond avoiding negative influences, young people need to bond to a social unit. To do
s0, they need the following forms-of support:

o Skills necessary to effectively take advantage of the opportunities with which
they are provided.

° Meaningful, challenging opportunities to contribute to their family, school,
peers, and community in developmentally appropriate ways.
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o -Recognition of their efforts to both signify, their individual worth and to provxde
“%5;vs3-an incentive. to continue those efforts. T C

Effectlve Programs

Unless otherwise noted, these programs were reviewed by Brewer and Hawkins
(1995).

Cooperative Learning. Students help each other learn and assess one another's progress
in preparing for tests and teacher assessments by working in a team of four to five
members with mixed skill levels.

Tutoring. One-on-one remedial and preventive tutoring of elementary and middle school
students.

Promising Programs

Drug Abuse Resistance Education. Prevents substance abuse among youth through
education programs taught by police professionals. Research by BJA.

B - : B T (I I
Family Ties. Strengthens family functions by offering intensive services to youth in their
homes.

Cambodian Family Youth Program. Develops self-esteem-and life skills among youth -
ages 5 to 12. Reviewed by OJJIDP. -

A S PR
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Child Development Project. Fosters competencies and commitments in children that they

will need to eventually live out adult roles in a competent, caring, and responsible
manner. : : _

Second Step Curriculum. Teaches skills in empathy, appropriate social behavior,

interpersonal problem solving, and anger management through discussion, modeling, and
role playing of particular skills. :

Success For All. A comprehensive restructuring plan designed for the use of elementary
schools that serve disadvantaged students. This program attempts to instill basic skills
successfully the first time they are taught so that a child will not fall behind.

Preparing For the Drug Free Years. Workshop that teaches parents how to reduce critical
risk factors that are important during the late elementary and middle school years.

Caring Communities Programs (CCP). Provides home-school therapy to youth at risk of
being removed from home.
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1991 REPORT OF THE U.S. ADVISORY BOARD
ON CHILD ABUSE AND NEGLECT

EXECUTIVE SUMMARY

The U.S. Advisory Board on Child Abuse and Neglect was established under
provisions of Public Law 100-294, the 1988 Amendments to the Child Abuse
Prevention and Treatment Act. The mission of the Board is to evaluate the nation’s
efforts to accomplish the purposes of the Act and to make recommendations on ways
in which those efforts can be improved.

l. INTRODUCTION

The Board begins Part | of the 1991 report by reminding the citizens of the United
States of the key words in the 1990 report:

[CIhild abuse and neglect in the United States now represents a national
emergency.'

One year after the release of that report, the emergency remains.

In this, its second report; the Board has chosen to focus on the nature of the response
of the Federal Governmant to child maltreatment. Knowing that the management of
Federal programs.is a subject that would seem to be remote from the lives of
maltreated children and their families, Part | presents a composite description of
"Anna" and her mother, "Beth," which graphically illustrates the critical difference that
an effective Federal response could make in a typical case of child maltreatment.

For at-risk children to be adequately protected and for their parents to acquire the
skills and support needed to care for them adequately--the Federal Government must
begin to facilitate community efforts to protect children. That change in Federal
perspective implies a new commitment, a new comprehensiveness, a new investment
in knowledge generation and diffusion, and greater leadership and flexibility--all
features of the Board’s blueprint for a new Federal policy and actions to implement
it.

'U.S. Advisory Board on Child Abuse and Neglect, ritical Fir

in
Resoonge 1o 2 National Emergency (1990) (available from tho Suponntendont of Dacuments, U.S.
Government Printing Otfice; Stock No. 017-092-00104-5). Appendix D of this report contains the
compiete set of 1990 recommendations.

vi’



September 1991

Part | then summarizes the contents of the 1990 report. In declaring a national
emergency, the Board made three broad findings on the basis of its examination of the
child protection system:

° ...[l1]n spite of the nation’s avowed aim of protecting its children, each
year hundreds of thousands of them are still being starved and
abandoned, burned and severely beaten, raped and sodomized, berated
and belittled.

The Board noted further that many children will suffer the consequences of this
maltreatment for the rest of their lives and that hundreds--perhaps thousands--each
year will have their lives cut tragically short because of abuse or neglect. Itis simply
cruel, the report said, when adults responsible for the care of children use their
authority "to degrade or exploit them."

when 2.5 million cases of suspected child maitreatment are reported each year, such
numbers are simply stunning--a situation that should shock the conscience of the
nation. In view, then, of the seriousness of child abuse or neglect, the Board found
the sheer scope of the problem to merit a declaration of a national emergency.

° ...{T]lhe system the nation has devised to respond to child abuse and
neglect is failing.

It is not, the Board stated, a question of "acute failure of a single element of the
system." Instead, the child protection system is plagued by "chronic and critical
multiple argan failure.” No matter which element of the system that it examined--
prevention, investigation, treatment, training, or research--it found a system in
disarray, a societal response ill-suited in form or scope to respond to the profound
problems facing it. It was forced to conclude that the child protection system is so
inadequate and so poorly planned that the safety of the nation’s children cannot be
assured.
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] ...[T]he United States spends billions of dollars on programs that deal
with the results of the nation’s failure to prevent and treat child abuse
and neglect.

The Board estimated that billions of dollars are spent each year in direct expenditures
on a child protection system that is failing to protect children adequately. Child
maitreatment resulits in costs for law enforcement, the courts, out-of-home care, and
the treatment of adults recovering from child abuse. The indirect costs of child
maltreatment are even greater. It noted that the nation continually pays for the social
and personal costs of substance abuse, eating disorders, depression, adolescent
pregnancy, suicide, juvenile delinquency, prostitution, pornography, and violentcrime--
all of which may have "substantial roots in childhood abuse and neglect.”

The Board concluded that the costs of child abuse and neglect are so grave that the
emergency represents a threat to national survival: such negligence threatens the
integrity of a nation that shares a sense of community, that regards individuals as
worthy of respect, that reveres family life, and that is competent in economic
competition. Child maitreatment tears the social fabric; moreover, each incident
weakens the fabric further, disconnects children and parents from the community, and
increases the likelihood of further abuse and neglect and other personal and social
problems.

Although the adverse consequences of child maltreatment are themselves sufficiently
serious to warrant declaration of a national emergency, the Board warned against
missing the most fundamental reason for making child protection a matter of the
highest national priority:

Child abuse is wrong. Not only is child abuse wrong, but the nation’s
lack of an effective response to it is also wrong. Neither can be
tolerated. Together they constitute a moral disaster....[c]hild neglect is
also wrong.

In such a context, the Board proclaimed, fa/ll Americans share an ethical duty to
ensure the safety of children. As recognized by the United Nations in its Convention
on the Rights of the Child, protection from harm is a basic human right essential to
the preservation of children’s dignity. Therefore, it argued, [aJll Americans should be
outraged by child maltreatment. All should join, it said, in resolving that its continued
existenca is intolerable and demanding that public officials immediately take whatever
action is necessary to repair the nation’s child protection system.
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in examining the existing child protection system in its 13390 report, the Board
observed that past investment in solutions to the problem of child abuse and neglect
has been inadequate. Too often the solutions offered have been based on incomplete
analyses of the many facets of the problem. Thug, the Board suggested that. the
nation needs :an approach to chnld protection that Aot only¥is °XPaﬂded"bﬁf”also'|s ‘.
different: .~ "~ i M

..the rep/acerqent :0f.the existing child protection system with'a new,
nat/ona/ child:centered, neighborhood-based child protection strafegy ¥

Central to an understanding of the Board’s proposed strategy to deal with child
maltreatment is its definition of the term child protection system. The child protection
system includes but is not limited to State or County child protective service (CPS)
agencies, the public agencies mandated by law to protect abused and neglected
children. Other components of the child protection system include law enforcement,
education, public health, mental heaith, court, and private non-profit agencies and
organizations.

As a cornerstone of the new national strategy, the Board believes that the Federal rale
in child protection? must be comprehensive and sufficiently flexibie to allow for such
planned experimentation. Through provision of a blueprint for the Federal
Governmaent’s role, this report is intended to identify the critical next steps toward a
new national strategy for child protection.

Notwithstanding the intensity and size of the challenge to alleviate the crisis, the
Board is still convinced that if America establishes a new child protection system,
beginning with major reform of the Fedaral child protaction effort, a recurrence of the
national emergency can be prevented. It believes that tha President and the Congress
now have the opportunity and the responsibility to undertake major palicy reforms that
will assist in alleviation af the American child protection emergency. These reforms
will provide the foundation for planned implementation of a new child protection
system.

The Board recognizes that, in talking about the Federal roie in child protection, the context usually
implied is the relationship between the Federal Government and State and local governments. Defined in
that way, the term wrongfully excludes the unique status of Indian Tribes under American law as political
entities and soversign governments.
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THE PERFORMANCE OF THE FEDERAL
GOVERNMENT IN CHILD PROTECTION

In examining the existing child protection system in its 1990 report, the Board
observed that emergency conditions exist in every part of the system:

The child protection system has a poorly defined sense of mission. Too
often the system seems to disregard the needs of children.

Increasing numbers of children are living in poverty in communities so drained
that individual families often lack support.

Family life has become increasingly diverse and complex, and young families
and families headed by women are increasingly and duspropomonately subject
to economic and social stressors.

Modes of service delivery have failed to change in proportion to changes in
family life.

The number of foster children has increased dramatically, and their needs are
becoming increasingly serious and complex, but the number of foster parents
is shrinking.

Whether the focus is prevention, investigation, adjudication, or treatment,
resources have failed to grow at a rate anything close to the explosive rise in
the number of reports of child malitreatment or the parailel increase in the
complexity of reported cases.

Child protection has been perceived as primarily the responsibility of CPS
agencies, with the result that an ever-increasing proportion of resources in the
child protection system has gone to investigation of allegations of child abuse
and neglect. Indeed, in some States and counties, it may be said that the
public child weifare program of services to children and their families is CPS.

Maltreated children, even when receiving care or supervision from a
governmental body, rarely receive treatment.

Interventions that disrupt families are more readily available than those that
preserve families in crisis or that prevent serious problems which threaten
children’s safety from occurring at all.



September 1991

] The data system on child protsection is too- poorly developed to give an
adequate picture of the scope of the problem of child abuse and neglect and
the nature of the child protection system’s response. In general, child abuse
and neglectis one of the most inadequately studied major social problems, and
the knowledge that does exist has rarely been systematically diffused and
applied in practice.

° Major deficits exist in the number of trained professionals in child protection.

o Child protection policy is largely unplanned; it has consisted primarily of ad hoc
responses to crises.

° Coordination is a serious problem at all levels.

The Board believes that many of the shortcomings in the nation’s child protection
system can be traced to deficiencies in the Federal response to child maltreatment.
The nature of that response and how it developed are described in Part Il of this
report.

Part || of the report recounts the early history of the Federal Government’s
involvement with child maitreatment, principally through the Children’s Bureau. By
1963 the Bureau, without any specific Congressional mandate, had compiled a
comprehensive national inventory of child protective service agencies, held a series
of meetings and planning sessions on steps needed to control the problem of chiid
abuse, and promulgated one of the most influential pieces of model State legislation
ever produced in the United States: a model child abuse mandatory reporting law.

However, by the late 1960s, the focus on child maltreatment within the Children’s
Bureau was gone, the.heaith programs of the Children’s Bureau transferred to the
Public Heaith Service and most of the Bureau’s child welfare research budget
eliminated. In response, in 1973 Senator Walter Mondale introduced S. 1191, the
proposed Child Abuse Prevention and Treatment Act (CAPTA). Although immediately
opposed by the Nixon Administration, on January 31, 1974 President Nixon signed
CAPTA into law.
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- The major Federal child protection law is CAPTA.®> The Federal agency that is the
focus of CAPTA is the National Center on Child Abuse and Neglect (NCCAN) within
the Department of Health and Human Services (DHHS). A specific office or center for
child protection programs does not exist in any agency other than within DHHS.

From 1974 until now, the implicit mission of NCCAN has been to administer grant
programs, to identify issues and areas needing special focus for new research and
demonstration project (R&D) activities, and to serve as a focal point for the collection
of information, the improvement of programs, and the dissemination of materials and
information on best practices to States and localities. The majority of funds
appropriated under the Act to date have been earmarked for R&D grants, including
funds to support a national information clearinghouse, various national resource
centers, national data collection efforts, and periodic national "incidence studies."

In addition to the R&D grant program, the original CAPTA legislation created a
categorical child abuse and neglect State formula grant program. These unrestricted
grant-in-aid funds to State child welfare agencies, ranging from less than $4 million
in 1977 to approximately $19.5 million in 1991, are conditioned on State compliance
with a number of statutory standards for State child abuse and neglect laws and child
protective service agency operations.

In recent years this grant program (known as the Basic State Grant Program) has been
complemented by three additional State grant programs. The first is a grant to assist
State child maltreatment prevention efforts (known as the Challenge Grant Program.)
The second is a grant focused on State programs to improve the investigation and
prosecution of child abuse, particularly child sexual abuse (known as the Children’s
Justice Act Grant Program.) The third is a grant designed to help States deal with
cases involving the withholding of medical care from disabled infants (commonly
called the Medical Neglect/Baby Doe Grant Program.) No State can receive a CAPTA
Basic State Grant or a Children’s Justice Act Grant, if it fails to comply with the
enumerated CAPTA State eligibility criteria.

*The Congressional authorization for the several grant programs of CAPTA expires on September 30,
1991. Reauthorization of those programs is anticipated. (The text of CAPTA, current as of August 31,

1991, is found in Appendix C of this report.)
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The State grant programs that NCCAN administers--the Basic State Grants, Challenge
Grants, and the Children’s Justice Act Grants--have been used in a number of ways
10 help States improve their [aws and programs. This is in part due to the leadership
of NCCAN in bringing State grantees together for periodic discussions of current
concerns in the field and how State and local agencies are dealing with them. The
National Center has encouraged the networking of State child protection agency
leaders so that they can assist each other in addressing common barriers.

Since 1974, successive reauthorizations of CAPTA have consistently enlarged
NCCAN’s subject matter jurisdiction. Added has been: "sexual exploitation” of
children; the withholding of medically indicated treatment from disabled infants with
life-threatening conditions; the abuse of children in day care centers and by family day
care providers; specific studies on the relationship between child abuse and family
alcoholism and child abuse and chiidren with disabilities; child maltreatment-refated
substance abuse; and child malitreatment-related homelessness.

The legislative history of the Act classically illustrates the phenomenon described by
the Board in its 1990 report, a governmental response to increased reports of
maltreatment which "was and continues to be fragmented, often simplistic, ill-
conceived,...crisis oriented...symbolic and driven by political expediency.” Moreover,
by constantly adding new areas of concern and duties for the NCCAN staff, without
also adding sufficient funding support, Congress has contributed to the difficuities
faced by this smail agency.

The Board believes that the NCCAN staff deserves to be commended for its hard work
in turning the ever-expanding Congressional mandates into programmatic action.
Because of the efforts of that staff, the nation is more aware of the problem of child
maltreatment, and more is known about its causes and the steps that may be taken
to reduce its incidence and consequences. Faced with extremely trying working
conditions, the NCCAN staff has consistently performed in an admirable manner.

Despite NCCAN’s accomplishments and its assumption of expanded responsibilities,
there have been a number of Congressional reviews of NCCAN that have produced
critical findings. The Board’s analysis of the current.condition, of NCCAN echoes, and
expands upon, many concerns previously addressed by those who have examined the
agency’s operations.

xiii




September 1991

Despite an ever-increasing number of Congressional expectations for NCCAN,
as well as a dramatic growth in public awareness of the national emergency,
the size of the NCCAN budget does not permit the agency to address the scope
of the nation’s child protection needs adequataly.

Even after the current effort to raise the staff complement of NCCAN to 20 is
completed, the number of NCCAN staff will remain woefully inadequate when
measured against the agency’s responsibilities.

The 1982 DHHS Reduction-in-Force (RIF) and subsequent staff attrition during
the 1980s resuited in the loss of considerable staff competency within NCCAN.

According to staff, in recent years NCCAN’s support for the States was
reduced substantially.

The National Center lacks a visible and coherent planning process, tending to
diffuse its energy in too many directions at once instead of concentrating on
a circumscribed set of achievable objectives.

To date, NCCAN has been unable to develop an effective strategy for
leveraging the dollars of better-funded Federal public health, mental health,
education, justice, community development, and volunteer agencies, which has
had adverse consequences for the total Federal child maltreatment research,
training, and service delivery effort.

Placement of NCCAN within the social services component of DHHS impedes
its ability to influence the public health component of the Department to take
significant steps in the prevention of child maltreatment.

Paradoxically, within the social services component of DHHS, NCCAN has had
remarkably little impact on the huge Title 1V-B, Title. IV-E, and. Title XX
programs which provide the largest Federal share of State and local CPS
funding.  Moreover, although the recent elevation of NCCAN to an
organizational level comparable to the Children’s Bureau was generally praised
by the child protection field nationally, the National Center is still not high
enough to effect significant policy changes but is now uncoupled from the
Federal agency responsible for foster care, a system in which three-quarters of
the children it deals with are abused or neglected.
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o The NCCAN knowledge building effort has been consistently hampered by
inadequate funds, undistinguished ad hoc review panels, yearly announcements
which do not build on the work of previous years, and the apsence of an
ongoing mechanism which taps the expertise of scientists in the overall
evolution of program direction.

L Over the last decade, most NCCAN demonstration projects have not had a
scientifically sound evaluation component. Nor has NCCAN created a
mechanism for assuring that the results of those few demonstrations that have
had an evaluation component are translated into practice.

° The National Center has not built a comprehensive system for data collection
and analysis. Neither has it developed the capacity for accurate, consistent
uninterrupted diffusion of information to the child maitreatment field. '

o National resource centers, which replaced regional resource centers in 1984
have not been able to achieve the level of visibility and access provided by the
regional centers.

In summary, the general picture of NCCAN is of an agency that, given its inadequate
support, has had unrealistic expectations placed on it as the volume and complexity
of child maltreatment reports have increased.

The Federal Inter-Agency Task Force on Child Abuse and Neglect is the sister body
of the Board. Also created under the 1988 amendments to the Child Abuse
Prevention and Treatment Act, the Task Force consists of approximately 30 member
agencies drawn from eight Cabinet departments and the Office of Personnel
Management. The Director of NCCAN is the statutory Chairperson of the Task Force.

Although the Task Force has served several useful purposes, the Board believes that
the Task Force has not yet realized its full potential. It has not yet addressed such
important issues as the Federal role in motivating the nation’s education system to
become a mare significant actor in child protection activities or collaborative funding
efforts between Federal substance abuse- and child maltreatment-focused agencies.
Nor has it yet devised a comprehensive strategy, including points of measurement, for
guiding Federal activities related to child protection.

The Board notes that tha Task Force participants are essentially technical experts who
are, for the most part, not the decision-makers in their respective agencies. Task
Force deliberations, therefore, have sufferad because the participants do not have the
authority to commit the resources of their agencies to joint ventures related to child
protection.
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In considering the future Federal role in child protection, it is important to identify and
understand the problems in existing Federal child protection policy. Unfortunately, the
general picture is one of an absence of a coherent Federal policy.

Federal child protection planning has been relatively non-existent. By its omissions
and its actions, the Federal Government--both Congress and the Executive Branch--has
fostered a national child protection system that is fragmented, inadequate, and often
misdirected.

The Federal Government has failed to exert the necessary leadership in child
protection. Federal leaders--both in Congress and the Executive Branch--generally
have failed to acknowledge publicly the seriousness of the problem of child abuse and
neglect and to exhort the nation to assume responsibility for protection of children.
Concerted Federal leadership is needed to help create a well-informed media focus on
child maltreatment, to motivate and inspire the public to action, and to place child
protection on the agenda of every civic, philanthropic, business, labor, and religious
organization in the nation’s communities.

Since the problem of child abuse and neglect has multiple dimensions--justice, health,
mental health, education, community development, substance abuse, developmental
disabilities--Federal agencies responsible in multiple areas must be involved in
formulating their own efforts and responses, in working collaboratively to promote the
integration of services, and in developing and disseminating knowledge to the State
and local agencies to which they provide guidance and funding. For the most part,
this has not happened.

The approach which the Federal Government has pursued in child protection--vesting
a small agency with authority for Federal leadership--has led to the inadequate
involvement in child protection efforts by public health, mental health, substance
abuse, developmental disabilities, justice, education, and community development
agencies. No one agency can be expected to deal adequately with a problem as
complex as child abuse and neglect, even if it is labeled as "national."”

The lack of coordination among agencies administering Federal funding streams has
impeded communities at the local level in their efforts to develop cohesive family
services structures. Too often, regulations promulgated by different programs limit
use of funds to one segment of a family’s problem.
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Federal policy provides fiscal incentives for removal of children from their homes.
Absent in Federal policy are parallel, stronger incentives in the form of intensive child
protection services that may prevent removal of maltreated children from their homes
or may prevent the maltreatment aitogether. There is a clear need for Federal
leadership in moving the predominant response to child abuse away frominvestigation
and foster care toward services to help families overcome the stresses in their lives.

The Federal Government’s lack of leadership has also manifested itseif in the small
amount of funds that have been invested in knowledge building activities. Federal
agencies, other than NCCAN, have in recent years not seen as part of their mission
the development and diffusion of models for the prevention and treatment of child
abuse and neglect. These agencies, as well as NCCAN, have also not seen as part
of their mission the support of significant research about the nature, prevention, and
treatment of child abuse and neglect, nor the preparation of trained personnel to
conduct such research.

In addition, Federal agencies have not incorporated into their mission the development
of the capacity to generate basic statistical information about the prevalence of child
maltreatment and the adequacy of the child protection system’s response--a gap that
has impeded timely response to changes in the problems faced by child protection
agencies. Nor has the Federal Government provided adequate attention to rigorous
evaluation and has funded demonstration projects that lack a strong conceptual and
empirical foundation.

Moreaver, as illustrated by the low visibility of the Clearinghouse on Child Abuse and
Neglect Information and the incompleteness of its data base, Federal agencies have
often not diffused the knowledge that is available. Finally, the Federal Government
has only to a limited extent provided support for the training of specialists in child
protection or stimulated the infusion of information about child maitreatment into the
basic curricula of the various professions serving children and families.

The result is a lavel of practice in which critical decisions that affect the lives of
children and families are often made with little scientific foundation. The state of
practice in the child protection system is rarely state-of-the-art, and the state of the
art is frequently uninformed.

The Federal Government is the nation’s largest single provider of child protective
services in that it has jurisdiction over cases involving the maitreatment of the children
of uniformed service members as well as the children of Native Americans. However,
even in that role, the Federal Government has not provided the nation’s CPS agencies
with leadership by example.
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The CAPTA State Grants not only fail to touch programs outside of State and County
child welfare agencies, but they aiso do not encourage comprehensive State and
community child protection planning. Even within State and County child welfare
agencies, there is no requirement that plans developed under the CAPTA Basic State
Grant Program be integrated with plans for the use of funds available under the
Children’s Justice Act Program, the Challenge Grant Program, or the Medical
Neglect/Baby Doe Grant Program.

Just as Federal policy implicitly focuses on investigation more than prevention and
treatment, Federal child protection efforts have given more attention to State
compliance with procedural requirements than fulfillment of substantive expectations
for child protection and family preservation. The several recent and pending Federal
Court decisions about State failures to provide minimally adequate "safety net"
services for children and families illustrate the consequences of Federal enforcement
efforts that focus more on whether procedural requirements than whether children
were provided with services to promote their safety and strengthen their families.

The Board looks now for the exercise of political will at the highest levels of the
Federal Government--in both the Executive Branch and Congress--to develop and
implement a coordinated, comprehensive reform of Federa! child protection efforts.
To that end, it offers a blueprint for such reform.
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IIl. RECOMMENDATIONS FOR CHANGE

The Board believes that the Federal statutory framework for child protection policy
and programs should provide for the facilitation of community efforts, comprehensive
planning at all levels of government and in the community, and the promotion of
flexible, integrated approaches to child protection in all of the systems of service (e.qg.,
health, education, justice, mental heaith) for chiidren and families. Part Ill of the
report contains a series of recommendations which identify the specific actions
needed to erect such a framework.

The recommendations are divided into six major areas of reform:
] DEVELOPING AND IMPLEMENTING A NATIONAL CHILD PROTECTION POLICY;

o  .PREVENTING ANDREDUCING(GHILD MALTREATMENT, BY,STRENGTE

RO TR N S VA I RPC SRS TSPV R
e PROVIDING A NEW. FOCUS ON CHILD ABUSE AND NEGLECT AND
STE;NQTHENING_?,F.AMILl,ﬁSgﬂ&Agh:_BﬁLﬁ,VAl!&fEQERAL AGENCIES;

° ENHANCING FEDERAL EFFORTS RELATED TO THE GENERATION,
APPLICATION, AND DIFFUSION OF KNOWLEDGE CONCERNING CHILD
PROTECTION:

o IMPROVING COORDINATION AMONG FEDERAL, STATE, TRIBAL, AND
PRIVATE SECTOR CHILD PROTECTION EFFORTS; AND

Most recommendations conclude with at least two "options for action.” Although the
Board has deliberately refrained from recommending specific approaches 10
implementation, that decision should not be construed as a position that ngt
implementing a recommendation is acceptable. Implementation of gach
recommendation is essential. While all of the recommendations in Part ili of the report
are important, two are especially critical to the Board, the promulgation of a national
child protection policy and piloting universal voluntary. neonatal home visitation.
These are the first and the last recommendations in the report. A summary of each
reacommendation follows. Tha complete text of all of the recommendations and
options for action can be found in Appendix A of Part VI of the report.
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Developing and Implementing a National Child Protection Policy
The Policy

In Recommendation B-1 the Board calls upon the Federal Government to establish a
national child protection policy which, incorporated into the United States Code as an
intrinsic part of the Child Abuse Prevention and Treatment Act, should drive the child
protection-related actions of all Federal agencfes. The Board believes that the time
has come for a Federal policy based on respect for the inherent dignity and inalienable
rights of children as members of the human community. That policy should be rooted
in the companion ideas that the family (whether biological, adoptive, or foster) is the
unit in socisty most likely to secure children’s safe and healthy development and that
children have a meaningful right to live safely in a family environment.

Federal child protection policy should encourage concerted community action to
protect children. As such, aiming at being comprehensive, it should modei and
support multidisciplinary involvement in child protection. It should stimulate and
support a comprehensive emphasis in the diverse programs that affect children and
families and that are directly or indirectly Federally funded. [t should provide the
knowledge base for the effective provision of help by State and community programs,
regardless of whether they are public or private, professionai or volunteer, formal or
informal. '

Child protection should be an ongoing function of community life. Federal leadership
and resources should facilitate neighbors helping neighbors.

Federal child protection policy should support voluntary access to help for famiiies.
That help should be easily accessible:in the various settings where children and
parents live and work or study. Moreover, Federal policy should aim at assisting those
communities in greatest distress to make voluntary access to help available.

As the primary Federal statute on child abuse and neglect, CAPTA is the obvious
starting point in construction of'a new comprehensive, child-centered, family-focused,
and neighborhood-based Federal child protection policy, particularly given that a new
system will require the restructuring of existing programs (part of which are now
authorized by CAPTA) as well as the development of new ones.
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A comprehensive child protection system would integrate the contributions of social
service, legal, health, mental health, and education professionals and would assure the
protection of children whilg in each of these systems. Such a system also wauld
provide for positive roles of (1) private child welfare and mental health agencies, (2)
civic, religious, and professional organizations, and (3) individual volunteers, whether
in organized programs or "natural” helping relationships. It also would provide for
coordination of policy across levels of government.

A child-canterad child protection system would (1) take children seriously as
individuals, (2) give primary attention to their bestinterests, as reflected in their needs
and experiences, (3) provide opportunities (including legal representation) for children
to be heard in proceedings affecting them, and (4) respond flexibly to the diversity of
children’s cultural backgrounds and of the circumstances in which they find
themselves.

Unfortunately, current policy and practice too frequently have been distorted by an
inattention to the meaning of State action to children themselves. The result is the
obsession with investigation--checking off what parents have or have not done, both
prior to adjudication of child maitreatment and after a disposition--with a loss of
concern for children’s own experience. Accordingly, malitreated children themselves
(1) rarely receive therapeutic services, (2) often are given minimal information about
the decisions affecting their lives, (3) often are essentially unrepresented in legal
proceedings and other official actions, (4) find themseives the subjects of well-
intended but fragmented and misdirected reform efforts that often seem isolated from
the matters most significant to the children themselves, and (5} are often left in

unsafe homes or placed in foster homes equally as dysfunctional as their natural
homes.

A family-focused approach is consistant with the concept of a child-centered system.
Taking the perspective of the child will lead in most instances to a concern with
strengthening families. Indeed, the ethical foundation of a strong family policy and
concern for family preservation rests in the significance of the family for the
development of children. The Board believes that serious attention to the perspective
of the child would lead to a substantial increase in supports for families and a
concomitant decrease in the inappropriate removal of children from their homes of
origin.
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Nonethelass, the Board also recognizes that some parénts are so unable to provide a
secure and safe environment for their children that coercive State intervention,
sometimas including removal from the home, is necessary. At the same time, the
Board believes that coercive intervention should not be the centerpiece of the child
protection system. An effective child protection system should begin with the general
question of how best to promote the security of children and their families, not with
the specific question of when such a goal requires the coercive power of the State.
Use of the latter question as the starting point ieads policymakers down the path of
disproportionate concern with the investigatory process.

In sketching the blueprint for a new system to ensure the safety of children, the Board
is convinced that an additional focus should be on the community. It uses the term
neighborhood-based to refer to strategies that are focused at the level of urban and
suburban neighborhoods and rural communities. It is concerned not only with
development of social and economic supports for troubled families and children at the
neighborhood level (where neighborhoodis defined by geographic boundaries) but also
with the provision of both formal and informal services (e.g., self-help programs) that
are based on the principle of neighbor helping neighbor, regardless of whether access
to such services is determined by specific place-of residence. Such a principle also
embraces the idea of people from diverse groups coming together to focus on a
specific problem.

Treatment and secondary prevention programs are best organized at the neighborhood
level. Help should be easily available and accessible, whether for children who have
suffered maitreatment or for families that have experienced maltreatment or are on the
brink of such incidents. For those families at highest risk, intensive home- and
community-based services that integrate many elements to deal with multiple social,
economic, and psychological problems have the best documented effectiveness. Such
an approach- necessarily involves flexible, individualized case - planning -at the
community level. Similarly, the best validated preventive measure--neonatal home
visitation--involves a community response to the needs, in that instance, of young
families in general as well as the families under the most stress and with the fewest
resources.

The Federal Government should not erect artificial barriers to the integrated,
coordinated implementation of the strategy at the State, Tribal, and community level
through unnecessary restrictions on eligibility for and use of funds. The Federal
Government should refrain from tacitly or expressly dictating the specific methods that
a community is to use in implementing a child protection plan in the various settings
(e.g., the schools) that should be involved in the effort.
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A national child protection policy should reflect Cangressional intent in establishing
the several CAPTA programs. It should go further, however, to guide the Federal
Government--acting in cooperation with State, Tribal, and local governments and other
concerned public and private organizations--in all of its activities to protect children
from abuse and neglect.

Undoubtedly, there are many possible approaches to the content of a national child
protection policy. The approach preferred by the Board can be found in the text of
Recommendation B-1 within the report.

Relationship of The Poli hild Weifare Raform Effor

The vitality of the nation’s child welfare, family support, heaith, education, justice,
and mental health systems are key determinants of the ability of society to protect its
children from abuse and neglect. In Recommaendation B-2, therefaore, the Board calls
upon the Federal Government to assist in building a supportive service delivery system
for all families, troubled or otherwise, thereby providing a critical foundation for the
pravention of child maltreatment and the protection of children.

Clearly, child welfare services and family resource and support services are the most
critical to the prevention of child maitreatment. Regrettably, the quantity and quality
of both sets of services are inadequate to meet the needs generated by the stressors
that are a prominent feature of contemporary family life.

The Board hopes that changes in the Federal child welfare services and family
resources and support services programs will quickly be made. To the extent
possible, the reforms of the child protection system which it is proposing in this
report, especially the promuigation of a national child protection policy, should be
harmonized with such changes. ‘In seeking this integration of policies and programs,
it should be recognized that improving the delivery of child weifare services and family
resources and support services will not alone respond to the- child protection
emergency. : . ' o

R imi r ishmen

Article 28 of the Convention on the Rights of the Child, adopted by the United Nations
in 1989, addresses the need for schoolchildren to be disciplined in a manner reflecting
their inherent dignity as human beings. The Board believes that the use of corporal
punishment in schools is intringically related to child maltreatment. It contributes to
a climate of violence, it implies that society approves of the physical violation of
children, it establishes an unhealthy norm. More than 22 States have prohibited it by
law. Its outright abolition throughout the nation must occur immediately.
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In Recommaendation B-3, consonant with the intent of its proposed National Child
Protection Policy, the Board calls upon the Federal Government to take all nacessary
staps to eliminate the use of corporal punishment in all activities, programs,
institutions, and facillties which receive Federal financial support of any kind. Such
activities, programs, and facilities would include (but are not limited to) foster care,
day care, juvenile correctional facilities, runaway and homeless youth shelters, and
programs providing treatment to youthful substance abusers. The Board recognizes
that in some situations caretakers in schools, residential institutions, and other
situations that care for children may lack skill and familiarity with alternative, non-
violent methods of discipline. In many instances, therefore, reorientation and
retraining will be needed by caretakers, foster parents, and others.

Determining the Cost of the Policy

Recommendation 30 in the Board’'s 1990 report called for the determination of "...the
cost of developing and implementing a comprehensive national program for the
prevention and treatment of child abuse and neglect, as well as the projected cost of
not developing such a program.” In the context of the recommendation in this report
that a national child protection policy be enacted, in Recommaendation B-4 the Board
calls upon the Federal Government to commission an appropriate Federal research
agency to determine the cost of implementing a national child protection policy and
the cost of not implementing such a policy. This latter point is especially important
because many child protection experts believe that the cost of ngt implementing a
new child protection policy could be far greater than implementing that new policy.

The Board further believes that existing Federal expenditures in many instances are
inconsistent with the proposed policy. Presented with thorough cost-benefit analyses,
the leaders of the Federal Government may find it possible to reallocate funds from
less useful programs to the admittedly costly programs being herein recommended.

n Pr

Children growing up in dysfunctional neighborhoods are virtually becoming a form of
endangered species. The Board believes that the nation should show no less concern
for the environments its children live in than it does for the environments of
endangered species of wildlife. Accordingly, in Recommendation C-1 the Board calls
upon the Federal Government to take all steps necessary to facilitate the development
of neighborhood improvement initiatives to prevent child maltreatment, including
neighborhoods in urban, rural, and Native American communities.
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Neighborhood quality is highly related to the rate of child maitreatment. Physical
factors--such as deterioration of housing--and social factors--such as an increase in
socialisolation--resuitin a decrease in neighborhood quality and, thaerefore, an increase
in the rate of child maltreatment because of an unraveling of the social fabric. Unsafe
physical environments create conditions that make injuries from child neglect more
likely. :

Fostering neighborhood improvement initiatives is a critical element of a new national
strategy for child protection. In such initiatives, ecological approaches for the
strengthening of neighborhoods and communities with inadequate environments for
families and children would be developed and tested. Local governments would work
with community residents, religious institutions, voluntary organizations, and
businesses to develop and implement the initiatives.

The Role of Volynteers in Preventi ild Maltreatmen

Volunteer programs have obvious relevance in any neighborhood-based service
delivery system. They link directly to a reduction of social isolation among families
with children, provision of grassroots social support, and strengthening of
neighborhoods through the efforts of the residents themselves. Volunteer programs
are exemplary of the principle of "neighbor helping neighbor” in its most literal form.
In addition, volunteers gain opportunities to: develop new skills; broaden their
perspectives; achieve greater cultural competence and understanding; develop
possible career interests; and foster compassion in themselves and others.
Accordingly, in Recommaendation C-2 the Board calls upon the Federal Government to
take all steps necessary to facilitate the development of volunteer programs for the
prevention and treatment of child abuse and neglect.

Evaluation research on child-and family services has established that the effect of
such programs is enhanced through, the. use af volunteers and paraprofessionals.
Achievement of such effects has occurred, however, in programs where volunteers
obtained a high level of training. and professional supervision and consuitation--
resources that would likely be especially important in assistance to families with
serious mulitiple problems, where maltreatment has occurred or is at high risk of
occurring. Thus, although volunteer programs obviously are cost-effective, most do
require financial suppart for recruitment, training, and supervision of volunteers.
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Many different kinds of voluntary organizations have important roles to play in the
nation’s efforts to restore its neighborhoods and communities. In this report the
Board has chosen to single out the role of religious institutions in the prevention of
child maltreatment by calling upon the Federal Government in Recommendation C-3
to provide the religious community with Information about ways that it can assist in
the pravention of child maltreatment. ‘

The Board believes that, because of their broad base and deep historical roots, as well
as their accessibility to children, family, neighborhood, and community, religious
institutions often possess a unique capacity to initiate those activities necessary for
the promotion of a responsive community child protection system. Although
responsibility for solving the complex problem of child maltreatment cannot be placed
at the doorstep of the nation’s religious institutions, the Board believes that--because
they have been, and will continue to be, an integral part of neighborhood and
community life--their potential as agents of positive change in connection with child
maltreatment needs to be tapped more effectively.

To that end, the Board believes that national organizations of religious institutions
should adopt proactive measures that:

° place the "national emergency™ of child maitreatment at the very top of their
national as well as congregational agendas;

° increase the level of awareness among their congregations;
° aggressively pursue critical linkages and partnerships with the professional
community to foster educational initiatives that, over time, can diffuse within

both congregations and neighborhoods; and

] develop strategies that lead to a proactive and preventive approach to the many
families who find themselves in crisis.

The Federal Government can provide religious organizations with information useful '

to them in fulfilling such tasks. Because of the Establishment Cla_use of the First
Amendment of the United States Constitution, in its provision of such information, the
Federal Government needs to be appropriately sensitive 10 Constitutional concerns.
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Providing @ New Focys gn Child Abuse and Neglect and Strengthening Familigs in All
Relevant Federal Agencies
R : issi f N

For 17 years the implementation of CAPTA has required that NCCAN, acting largely
as a surrogata for the antire Federal Government, attempt somewhat valiantly to carry
out a set of activities that are comprehensive and affect all relevant disciplines
involved in child protection. That approach has led to other Federal agencies not
assuming their fair share of the burden of Federal child protection activities.

Worse yet, in trying to carry out those activities, NCCAN has not been able to devote
adequate attention to the function of providing leadership for State, Tribai, and local
CPS activities as well as the function of planning and coordination of the entlre
Federal effort. This leads the Board in Recommandation D-1a to call upon the Federal
Government to redefine the mission of the National Center on Child Abuse and
Naglect so that the exclusive focus of the agency becomes either: (1) prowding
leadership for all Federal efforts to strangthen the State and local CPS function; or (2)
planning and coordinating the entire Federal child protection effort. To the Board,
because of the overriding importance of these two functions, the choices of a mission
for NCCAN come down to either one or the other. -

In NCCAN's current form it is unrealistic to expect adequate fulfillment of either role--
aggressive leadership for child protection within the social services system or forceful
leadership within the child protection system as a whole. Thus, either choice
necessarily entails restructuring the agency and moving it to another location within
the Executive Branch. (Either choice also probably means renaming the agency). For
example, a choice of the CPS function suggests merging NCCAN again with the
Children’s Bureau. A choice of the planning and coordination function suggests
moving the agency to the highest reaches of DHHS. Whichever choice is made, a
corollary decision will be required concerning what should happen to the existing
NCCAN grant and contract programs.

If NCCAN is transformed into the Federal leader of CPS improvement efforts, the
Federal Government should designate a separate entity to lead the planning and
coordination of Federal child protection efforts (see Recommendation F-1). If NCCAN
is transformed into the planning and coordination entity, the mission of the Children’s
Bureau should be expanded to include support for the CPS activities of the child
welfare system (see Recommendation D-2).
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Common Responsibilities ot Other Federal Agencies

A basic premise of the Board is that the bulk of Federal responsibility for child
protection should not be vested in a single agency. Even if that were possible, it is
not desirable. It follows, therefore, that multiple agencies need to assume much
greater responsibility than they are now doing. Recommendations D-1.b through D-8
speak to that necessity.

In Recommendation D-1.b the Board calls upon the administrators of all Federal
agencies operating programs which are or could be relevant to addressing one or more
aspects of child abuse and neglect to ensure that those programs are capable of
making full, meaningful, measurable, and visible contributions to the total Federal
effort. The Board believes that, whether one is talking about treatment programs for
incarcerated child molesters, in-service training programs for elementary school
teachers focused on early recognition of child abuse, or research on the childhood
causes of chronic substance abuse among aduits-—-a substantial capacity for child
maltreatment-related activity exists, or could exist, throughout the Federal
Government.

For this capacity to be successfully realized, however, the existence within multiple
Federal agencies of specially targeted efforts is required. In Recommendations D-2
through D-8 the Board makes a series of recommendations about aspects of child
maltreatment directly relevant to each of the agencies administering specially targeted
efforts. ‘

The Board believes that, in implementing these efforts, each of the agencies should
carry out a set of common functions. These functions--tailored, of course, to the
specific program concerns of each effort--are:

L the exercise of national leadership in activities related to the strengthening of
tamilies and child protection, including the prevention of child maitreatment;

L the generation of knowledge about child abuse and neglect, through support )
for knowledge building efforts, including data collection and program
evaluation;

® the diffusion of knowledge about child abuse and neglect to professionals

within the program’s constituency;
° the provision of technical assistance to State, Tribal, and local governments,

including legislative bodies, in the development and implementation of activities
related to child protection, inciuding the prevention of child abuse and neglect;
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° the development of models of, and of support for, the training of professionals,
paraprofessionals, and volunteers in activities related to child protection,
including the prevention of child abuse and neglect;

. the development and dissemination of guidelines for the design and delivery of
services related to child protection, including the prevention of child abuse and
neglect;

® the gathering and diffusing of information about the child protection acijivities

of States, Tribes, and local authorities and private organizations, so that child
protection officials may be informed about innovative approaches in other
jurisdictions;

o the provision of financial assistance to States and Tribes for services in the
child protection system, including services designed to prevent child abuse and
neglect; and

. the participation in inter-agency collaborative endeavors which will ensure that
the overall Federal effort related to child maltreatment is comprehensive,
planned, and coordinated.

Obviously, some of the functions are more readily applicable to certain agencies than
others. Nonetheless, the Board believes that all of the agencies can and should carry
out all of the functions.

Federal programs which are, or could be, relevant to the total Federal effort are
authorized through myriad Congressional committees and subcommittees. This
multiplicity of jurisdictions constitutes a major barrier to the implementation of this
recommendation. Overcoming this barrier will require extraordinary Congressional
leadership.

B Rk A BT P

Provi n

Although the Children’s Bureau is the DHHS unit most involved with the
administration of State and local public child weifare services, the Children’s Bureau
pays scant continuing attention to the administration of the State and local CPS
function. The National Center also plays virtually no role in the administration of CPS
agencies.
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The DHHS neglect of the CPS function exists side by side with the series of problems
which the Board identified in Recommendations 18-22 in its 1990 report. Whether
focusing on the lack of professional status for CPS case workers, the absence of
suitable minimum educational requirements for these workers, the lack of adequate
training, the lack of appropriate caseload controls, or the lack of an adequate number
of culturally competent staff--the problems persist.

Clearly, DHHS must organize itself more effectively in this regard. The State, Tribal,
and local CPS function requires: forceful Federal leadership; much more continuing
attention from DHHS senior management; the involvement of much more DHHS staff
expertise; more knowledge development effort focused specifically on CPS; and far
greater collaboration between the Children’s Bureau and NCCAN.

In Recommendation D-2 the Board calls upon the Federal Government to take all
necessary measures to ensure that, within the nation’s system of public social
services, State, Tribal, and local CPS agencies deliver high quality services. Such
services should include:

- the development of linkages with other service providers and community
resources to ensure that children and familles are receiving coordinated,
integrated services;

- the development of a focus on prevention and early intervention with high-risk
families;

- the prompt, thorough, and family-sensitive investigation of cases of suspected
malftreatment;

- the appropriate use of risk assessment in cases of suspected or substantiated
child abuse and neglect;

- the assessment and management of such cases (including in-home crisis
services and other services designed to increase children’s safety, strengthen
families in crisis, and prevent unnecessary out-of-home placements);

- relating CPS to respite and other out-of-home care for the purpose of child
protection; and

- relating CPS to permanency planning and adoption services for children who
have been removed from their families due to maltreatment.
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Although some maltreated children have no apparent lasting effects of their abusive
experiences, few phenomena are as likely to have adverse consequences on mental
health. In Recommendation D-3b the Board calls upon the Federal Government to
taka all necassary measures to ensure (a) that effective mental health treatment is
available and accessible to abused and neglected children and their families (including
biological, adoptive, and foster families) and (b) that mental heaith programs for
childran and families collaborate with other agencies and community groups in the
prevention of child maltreatment.

That mental health treatment of abused and neglected children remains a relatively
rare practice is intolerable. Similarly, the Board is concerned about the common lack
of application of mental health professionals’ expertise in behavior change to the
problem of prevention of child abuse and neglect.

The Board belisves that a major initiative is necessary to improve the availability and
accessibility of mental health services for abused and neglected children and their
families and for families at risk of child abuse and neglect. At a minimum, such an
initiative requires a significant investment in the development of States’, Tribes’, and
communities’ capacities to provide such services.

Given the complexity of the problem, there needs to be provided not just more but
different mental health services for maltreated children and their families. Similarly,
preventive mental health services must take into account both specific psychological
needs (e.g., parental needs for self-esteem) and the diversa "reality” needs (e.g., the
need for safe housing) faced by many families at risk of child abuse and neglect.

Fortunately, the national trend in use of illicit drugs, especially cocaine, is downward.
Although this trend is encouraging, the challenge that the problem of substance abuse
raises for the child protection system remains formidable. Drug abuse remains
common, and the drop in usae has been limited largely to occasional users. Alcohol
abuse may be an even greater threat to child heaith.

In short, although the National Drug Control Strategy appears to be having some

effect, hundreds of thousands of drug- and alcohol-exposed babies are born each year.
Although publicity has focused on majar coastal cities, the problem is a national one.
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Although much remains to be known about the effects of pre- and postnatal exposure
to illegal drugs, research on short-term effects of such exposure and on short- and
long-term effects of heavy prenatal exposure to alcohol indicate high risk for drug-
exposed children. The potential negative effects of parental substance abuse on
children are obvious and alarming.

The problem is not just one of pre- and postnatal exposure. Many children experience
neglect as a result of their parents’ being physically or psychologically absent while
seeking alcohol and other harmful drugs or under their influence. Intoxication also is
a precipitating factor for every kind of abuse. Moreover, for parents already having
difficulty in caring for their children, the problem is exacerbated when the child is
relatively unresponsive or uncooperative because of the. developmental effects of pre-
and postnatal exposure to alcohol or other harmful drugs.

Nonetheless, as the Board noted in its 1990 report, services for substance abusing
parents and substance-exposed children are unacceptably inadequate in most parts
of the nation. Even the policy that should be followed is unclear.

States have moved rapidly to enact new legislation to deal with these problems.
However, no consensus has emerged about the optimal policy. This lack of
consensus is at least partly the result of the complexity of the problem.

Accordingly, in Recommendation D-3b the Board calls upon the Federal Government
to take all steps necessary to ensure that substance abusing parents have access to
both effective programs for the prevention and treatment of child abuse and neglect
as wall as substance abuse itself. To be aeffective, Federal efforts must include
initiatives to increase (1) the availability and accessibility of prevention and treatment
programs and (2) knowledge about the relationship between substance abuse and
child maltreatment, including the effects of various policies and programs designed
to prevent children’s pre- and postnatal exposure to alcohol and other harmful drugs.

Child Protection and the Schools

Traditionally, American society has expected the family unit to raise, nurture, and
motivate children to become confident, caring aduits. While the Board believes that
families must retain the primary responsibility for childrearing, a growing number of
families need support. Because of their universality and access to children,
elementary and secondary schools are uniquely situated to provide such assistance
in an easily accessible, non-stigmatizing manner.
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The Board believes that the educational system has the potential to be the linchpin of
community-based efforts to protect children from maltreatment. That system cannot,
however, be expected to take on extensive family support respansibilities without
additional funding and professional back-up.

Federal support to assist in building the schools’ capacity to fulfill such a role is
critical. There is no national standard for data collection within schools on ‘child
maltreatment. The Federal Government, therefore, knows very little about the
programs and procedures for identifying child abuse and neglect in school settings
across the nation, the effectiveness of these programs, and the nature and extent of
school-identified maltreatment.

Accordingly, in Recommendation D-4a the Board calls upon the Federal Government
to take all necessary measures to ensure that the nation’s elementary and secondary
schools, both public and private, participate more effectively in the prevention,
identification, and treatment of child abuse and neglect. The objective of such
measures should be the development and implementation by State Educational
Agencies (SEAs) in association with Local Educational Agencies (LEAs) and consortia
of LEAs, of: :

- inter-agency multidisciplinary training for teachers, counsellors, and
administrative personnel on child abuse and neglect;

- spacialized training for school heaith and mental health personnel on the
treatment of child abuse and neglect;

- school-based, inter-agency, multidisciplinary supportive services for families in
which child abuse or neglect is known to have occurred or where children are
at high risk of maltreatment, including self-help groups for students and parents
of students; :

- family life education, including parenting skills and home visits, for students
and/or parents; and R '

- other school-based inter-agency, multidisciplinary programs Intended to
strengthen familles and support children who may have been subjected to
maltreatment. '

Eamily Life Education as a Preventive Tool

Family life education can be an effective technique for preparing adolescents and
young adults to assume the responsibilities of parenthood. Through such education,
younger persons can be taught qualities which characterize competant parenting such
as nurturance, discipline, and coping. Such education cannot only be successful prior
to parenthood but also can be a remediating measure for young parents not previously
exposed to good parenting modaeis.
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In particular, family life education programs of the Cooperative Extension Service of
the Department of Agriculture have considerable potential for serving as an effective
prevention measure, especially when systematically directed toward families in crisis.
Accordingly, in Racommendation D-4b the Board calls upon the Federal Government
to stimulate new family life education initiatives specifically aimed at adolescents and
young adufts which have as their underlying purpose the prevention of child
maltreatment.

hild Pr i nd Heal

The recognition and substantiation of physical and sexual abuse often relies heavily
on an accurate medical diagnosis. Linkages are required by CPS workers with those
who conduct such evaluations.

Too often health professionals are weak links in the mulitidisciplinary network required
in communities to deal with child abuse and neglect. Surveys have shown that health
professional schools provide little training on child maltreatment issues at. the
undergraduate, graduate or post-graduate levels. Although the number of
pediatricians working at least part-time in the field of abuse and neglect has grown
appreciably, there are few family physicians, emergency room, or other specialist
physicians contributing to the field. The same is true in nursing, dentistry, the allied
health professions, and alternative health care providers.

The public health sector, especially through the federally funded Community Health
Center programs and Indian Health Service and other State and city heaith clinics,
provides care to- millions of children. This public health involvement is especially
important given the already-high rate of alcohol-related child neglect and increased
reports of sexual abuse involving Native American children. The erosion of the
traditional supportive role of the public health nurse and its concomitant replacement
by disease oriented activities has left a void in the prevention of child abuse and
neglect.

Thus, in Recommandation D-5 the Board calls upon the Federal Government to take
all necessary measures to ensure that the nation’s health care system plays a more
effactive role in the preventifon and treatmaent of child abuse and neglect. In planning
for involvement of the health care system in child protection, attention should focus
on the roles of community health centers, public health authorities (including visiting
nurse programs), general and pediatric hospitals, primary health care providers, self-
help support networks, and alternative health delivery systems. In addition, attention
should be given to reducing the prevalence of child maltreatment among children with
disabilities, amelioration of the health consequences of child maftreatment. and
provision for coordinated responsas to child maitreatment fatalities.
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Although much of the nation’s legal literature and training related to child protection
was originally produced with the assistance of DHHS financial support (largely through
NCCAN), the Department of Justice (DodJ), particularly since the mid-1980s, has
increasingly been involved in support of activities related to child maitreatment. in the
opinion of the Board, there will never be a total national investment in the response
1o child maitreatment by legal institutions until DoJ undertakes more visible Federal
leadership in this area.

Support of DoJ activities related to child maitreatment has been fragmented among
many divisions of the Department. Consequently, grants have been awarded by the
Department’s many entities without any effort of Department-wide planning or
coordination.

Coordinated Federal leadership by DoJ is also critical in view of the recent enactment
of several Federal laws addressing such topics as the: involvement of the Federal
courts in cases involving child witnesses; mandatory reporting obligations of
professionals working with children on Federal lands (including collaboration with the
Bureau of Indian Affairs which is implementing requirements for child abuse reporting
on Indian Reservations); criminal record screening of prospective employees of
Federally-operated facilities serving children; and the response system to child abuse
occurring on Indian Reservations. Without a planned, focused response to these new
Federal statutory responsibilities, the Board fears that their implementation will be
unduly slow and chaotic.

Thus, in Recommendation D-6 the Board calls upon the Federal Government to take
all nacessary measures to ensure that the nation’s courts, attorneys, law enforcement
agencies, probation departments, parole agencies, andcorrectionalinstitutions provide
a prompt, sensitive protective response to all forms of child maitreatment. Such a
response should involve improving the administration of civil and criminal justice
related to child maltreatment, advacacy on behalf of abused and neglected children,
and treatment for and monitoring of offenders both in communities and correctional
settings. The measures should ensure that cases involving allegations of child
maltreatment in family settings, in the community, and within residential institutions
are all given an adequate focus.
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Eunding Child Protection Efforts

Appropriations for child protection programs have increased at a rate nowhere close
to the increase in suspected and substantiated cases of child maitreatment. Indeed,
support actually has declined in the aggregate in real dollars. Action to provide a
fiscal foundation for an improved child protection system is overdue. o

In Recommendation D-7 the Board calls upon the Congress to authorize and
appropriate for each new specially tarqeted effort recommended in this report an
amount necessary to implement the effort at a reasonable level. |n this regard the
Board urges the Federal Government to consider the reallocation of existing resources
for child welfare services from a focus on supporting the costs of out-of-home
placement to a focus on "front-end,"” intensive, home-based services.

Aiso, in the award of Federal child protection funds, the Board urges the Federal
Government to give due attention to geographic variations in need. Because of (a) the
link between poverty and child maltreatment and (b) the limited resources available
in impoverished communities, Federal aid for child protection should be distributed
with due regard to relative financial need of States, their political subdivisions, Tribes,
and Community Mental Heaith Center catchment areas.

As do all citizens, the Board understands the fiscal difficulties faced by the Federal
Government and the necessity of the Office of Management and Budget (OMB) to act
with zeal to keep Federal expenditures under control. Nonetheless, the Board believes
that OMB is taking too narrow a view of the full and extended costs to the nation over
time of the child protection emergency.

Staffing Child Protection Efforts

A conclusion which leaps out of the Board’s review of the Federal role related to child
protection is the imperative to strengthen the resource base of all Federal agencies
involved in the child protection effort. Without doing so, the possibility of these
agencies accomplishing their child protection mission is minimal.

It is important that staff of all relevant Federal agencies involved in child protection
efforts have the expertise and the resources necessary to fulfil! their assigned tasks.
It is also important that those staff possess credentials of sufficient stature--including
graduate and professional education, experience, and professional certification--to
make them credible leaders in the field.
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Thus, in Recommandation D-7 the Board urges that, for each new spacially targeted
affort recommaended in this report, all program staff, excluding claerical and grants
management staff, should have demonstrated professional competence in the field of
child abuse and neglect. Moreover, program staff should possass at least those
professional credentials generally raecognized as necessary for competent practice or
research in their disciplines. The number of program staff and the support available
to those staff should be sufficient to fulfill their technical assistance mission and to
achieve the visibility necessary for national leadership in the various disciplines in the
child protection field.

Enhancing Federal Efforts Related to the Generation, Application, and Diffusion of

Need for More and Better Data

For an adequate data base for Federal, State, Tribal, and local planning, information
is needed about the actual and reported incidence and prevalence of child
maltreatment. Information is also needed about the systemic response to child
maltreatment, not only in the public child weifare system, but also in the public
judicial, educational, health, and mental health systems, as well as in the private, non-
profit sector.

in Racommendation E-1a the Board calls upon the Federal Government to create a
comprehensive, mandatory, 50-State and Tribal, aggregate and case-specific child
abuse and neglect data collection system. This system should be administered
collaboratively by saveral Federal agencies. In total, it should yield an accurate,
uninterrupted, comprehensive picture of child abuse and neglect, as well as the
rasponse to it, throughout the nation.

The Board believes that a new data collection system should collect data on child
maltreatment from: CPS: foster care and adoption agencies; residential facilities other
than foster homes caring for children, such as juvenile training schools and residential
child care facilities, including juvenile training schools, group homes, and psychiatric
hospitals; mental heaith clinics; schools; courts; law enforcement agencies; hospitals,
on both emergency room admissions as well as in-patient discharges; and physicians’
offices. The system should also incorporate data on "home-based" services provided
through child welfare agencies at the State, Tribal, and local level.

The Board believes that a new data system should be designed by the Bureau of the
Census in conjunction with the several Federal agencies prasently collecting data. A
one-time grant should be available to the States and Tribes to develop or enhance
their capability to comply with new data collection and reporting requirements.

xxxvii



September 1991

)

The performance of the Federal Government In child protection research has been
inadequate. Given-the seriousness and ‘magnitude of the problem of-child abuse and
neglect and the dearth of knowledge necessary for program planning and decision-
making in the lives of individual children and families, tgl_ack of 8 major Fé&deral
program for research on child maitreatment is appalling. *= =+ =~ = - -~
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Thatis why, in Recommendation E-1b, the Board calls upon the FederaF Government

to take all steps necessary to promote systematic research related to child abuse and

neglect.. Such steps should include establishing s new program within the National

Instituig. of Mental Health (NIMH) as the primary Federal res®arch effort ‘concerned..
with th¥causes, precipitants, consequencaes, prevention, and treatment of child abuse

and neglect, as well as vesting responsibility ir that-program for the provision of

Government-wide leadership concerning research.

_ The term "primary" should not be construed as "only.” As the Board envisions it, the
"NIMH program would be a complement to--not a substitute for--research efforts in
- other agencies relevant to the Federal child protection role (i.e., child welfare;
education; justice; etc.) Those efforts would not only continue, they would be
considerably strengthened because of the leadership role of the NIMH program.
Leadership would focus on such issues as long-range planning for the entire Federal
_research effort, budgeting that effort, and the quality and quantity of research
personnel in knowledge-building institutions throughout the nation.
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When. caseworkers and- administrators ara constantly” belgaguerad,- inattention’to .
evaluation and ta application of the research: that is available is- understandable.
5T ahgut ensuring that & thildrén: are’protect
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For_éiamblé}.Cgs_igcéjﬁéi@in_!:;ffa;téét _le'an_'s'GV_e—rall”ml'm‘o’r'f cases’a yest. In every
such case; they. maké nitlal [udgments about the leveEef risk-emailed if the child is

to remain at home;, and: they must dacide what combinatiort of S8FVices 1s likely ta

reduce risk appréciabty. Often such judgments are repeated mu iple'times in-a given
case; similac iUdd@msﬁmat'B'ﬁ%de about reunificatian o ren who have bean
placed in foster care. Yaet, almost nothing is known about worker decision-making,
and relatively little is known about the effectiveness of gtandard protocols‘ for risk
assessment. R : B -
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Even when avaluation studies of adequate quality have been conducted, they rarely
have been followed up. Demonstration projects typically have not built on previous
efforts, and evaluation researchers rarely have contributed multiple studies.

Given the seriousness of errors in judgment, it is impossible to defend a situation in
which so little care has been taken in systematically recording workers’ decisions and
evaluating their validity. Thus, in Recommaeandation E-1¢ the Board calls upon the
Fedaral Government to ensure that child protection activities supported with Federal
funds are subjected to rigorous agvaluation and that findings of such studies are
applied in the design and implementation of programs in the child protection system.

Need for Mora Skilled Professional Staff

In its 1990 report the Board presented evidence that the nation’s entire child
protection system is operating under a terrible crisis. All parts of the system are
understaffed, underpaid, undertrained, and often underqualified.

It is not just an increase in numbers that is needed. Child protection professionals
need to be competent. In a decade where, for example, the interpretation of certain
medical findings as "diagnostic” for sexual abuse has changed, it is imperative for
professionals to maintain their qualifications through changing times.

There is a clear need to increase dramatically the numbers and qualifications of all
professionals in the field of child protection: CPS waorkers, physicians, nurses, law
enforcement officers, lawyers, judges, and mental health professionals of all types.
That is why, in Recommandation E-2, the Board calls upon the Federal Government
to expand incentives and grant programs significantly to increase the numbers and
qualifications of professionals available to work in the child protection system.

Nead for Implementation of Standards ot Practice

Like the States and Counties, the Federal Government has a clear duty to provide
services to the families who reside, or are gaverned, under its jurisdiction. The Board
believes that those families should be able to benefit from the very best professional
protective response that American society can offer. Developing exemplary services
has an added benefit. In the process of providing support for the improvement of the
state of the art in child protection, the Federal Government assists the States and
Tribes by providing them with models that they can adopt.
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The development and implementation of Federal standards of practice, and the careful
evaluation of their implementation, would go far toward making the child protection
system that operates within Federal jurisdiction an exemplar of good practice. Fhus,
in Recommendation E-3 the Board calls upon the Federal Government to take all
necessary measures to ensure that each Federal agency directly providing services in
the child protection system meets standards of competent practice. The first of these
measures should be commissioning the development of national standards of
competent practice for the various professionals and agencies involved in ch:/d
protection cases at the State, Tribal, and local levels.

In the late 1970s, ten DHHS regions harbored Regional Resource Centers on Child
Abuse and Neglect, Child Welfare, and Adoption--30 centers in all. In 1982, funding
for these centers was dramatically cut, and ten centers were funded to cover the
three topic areas for each region. Two years later, all the centers were dropped.

In 1985-86, ACYF, the Children’s Bureau and NCCAN rediscovered resource centers,
but instead of funding programs in 10 regions, they decided to fund "National
Resource Centers"--one for each of ten topical areas. - In the 1988 CAPTA
reauthorization, Congress required that DHHS develop resource centers to serve
"defined areas.” The FY 1991 Coordinated Discretionary Fund announcement
solicited proposals for two national resource centers--one to cover child abuse (e.g.,
physical abuse and neglect), the other to cover sexual abuse.

During the last decade, while resource centers focused exclusively on child abuse and
neglect were reduced five-fold (from 10 to 2), the number of reported cases nationally
increased four-fold (from 669,000 to 2.5 million). In view of the increased complexity
of investigating and treating child.sexuat abuse, and the recognition of newer forms
of abuse, the need for a significant-expansion in resource centers is clear.

In Recommondaﬂon E4 tho Board calls upon the Federal Gover ent to establish a
mechanism to stimuiate development of State or regional resource centers for training,
consuftation, policy analysis, and research in the field of child protection. Such
centers shoukd be Interdisciplinary and should involve collaboration between
universities and relevant State and Tribal agencies, including opportunities for
university-based sabbaticals for senior State and Tribal officials and agency-based
sabbaticals for university professors. The investment in State resource centers is apt
to be repaid many times over in increased quality of child protection services and in
the level and diffusion of knowledge about child abuse and neglect.

xl



September 1991
Naed f he Diffusi ¢ K led

The Board believes that it is particularly important to increase both public and
professional sophistication about child abuse and neglect. To that end, there should
exist within the Federal Government an entity capable of serving as a source of
accurate, comprehensive information about child maltreatment.

That entity should be designed so that its staff can itself answer virtually any general
question about child protection, both in terms of its current manifestations as well as
its past manifestations, and can refer any technical question it may receive quickly
and accurately. Further, that entity should be so prominent, so well-known, that it
would be the obvious first place for a questioner to turn. In a time when it can take
hours to explain to a reporter from the news media what the child protection system
is and how it works, the entity which the Board envisions must be proactive rather
than reactive, including as an important part of its mission the education of public
opinion shapers on the problem of child abuse and neglect.

There is another important task for such an entity. The public has increasingly
perceived reporting to a hotline as the solution not only for child abuse, but for other
problems too, including some that would have been handled on a neighborly basis in
an earlier era. It is time now to focus public attention not only on when to report, but
also on when not to report and on what to do instead.

For many years NCCAN has attempted to accomplish the information diffusion
function through a series of contracts. Although the contractors have been quite
capable, the scope of the contracts has not embraced the mission which the Board
believes must be undertaken. Mareover, as the contract periods have concluded, the
responsibility has been shifted from one contractor to another. This practice is
unwise, because it inevitably disrupts the continuous flow of information when the
contracts end.

That is why, in Recommendation E-3, the Board calls upon the Federal Government
to develop a highly visible entity that takes whatever steps are necessary to ensure
that practitioners, policymakers, and the general public (especially parents) have ready
and continuous access to comprehensive, state-of-the-art information on child abuse
and neglect. The Board believes that the information diffusion function should no
longer be contracted out but, rather, be carried out by Federal employees.
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Far greater coordination of Federal activities than now exists is required. That
coordination needs to extend to Federally-supported activities at the State, Tribal, and
local levels. Recommendations F-1 through F-3 speak to the issue of coordination.

In Recommaendation F-1 the Board calls upon the Federal Government to establish an
agency or entity to plan and coordinate the accomplishment of the goal of reducing
the prevalence of child abuse and neglect. The agency or entity should be mandated
to develop--in concert with the agencies throughout the Federali Government whose
programs constitute the collective Federal effort--both a long-range strategy for
accomplishment of the goal as well as short-term approaches leading toward that end.
The agency or entity should also be required to set forth that strategy and those
approaches in the form of a readily achievable, comprehensive plan.

In addition to developing the plan, the agency or entity should:

] assist the President, the Secretary of Health and Human Services, and the
heads of other relevant agencies in enlisting opinion leaders in efforts:

- to reduce societal influences that may increase the probability of family
violence, child abuse and neglect, and violent crime;

- to increase social and material support for families that will decrease
child abuse and neglect and other forms of family dysfunction; and

- to increase social support for children that will ameliorate the effects of
abuse and neglect when maltreatment does occur;

L identify problems related to child abuse and neglect that are receiving
inadequate national attention;

o convene meetings to facilitate the active and constructive response to such
problems:

° support educational campaigns designed to increase the sophistication of

citizens of the nature and complexity of child abuse and neglect and to inform
them about alternative steps that they may take to increase the safety of

children;

L develop public/private partnerships aimed at enhancing the role of the private
sector in the prevention and treatment of child abuse and neglect;

] coordinate the provision of technical assistance to Federal, State, and Tribal
agencies;
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o coordinate the muiti-agency review of the single comprehensive State and
Tribal plans described in Recommendation F-2;

] monitor policy and program implementation at ail levels of government; and, as
necessary

o convene key actors from throughout the Federal Government for collaborative

policy formulation, program design, and investment in joint funding ventures.

The agency or entity should be located at an appropriate organizational level. [t
should be vested with authority commensurate with the nature of its responsibilities.
It should be given adequate resources.

E ishi for PI i rdi
ri Vv

The unplanned nature of Federal child protection policy is unfortunately replicated in
most States, Tribes, and communities. A Federal mandate for comprehensive State,
Tribal, and community planning is an appropriate exercise of leadership to ensure that
Federal, State, Tribal, and local resources are used effectively and efficiently. If
crafted sensitively, such a mandate will permit flexibility so that plans will be
responsive to State, Tribal, and local needs. A planning requirement and the flexibility
of funding that accompanies it provide the opportunity for developing an integrated
approachin the child protection programs of States, Tribes, and communities. Indeed,
many States are already voluntarily developing variants of such plans.

That is why, in Recommendation F-2, the Board calls upon the Federal Government
to require any State or Tribe receiving any formula grant for child protection
(including--but not limited to--any grants legislated in response to this report, grants
pursuant to CAPTA, the existing Social Services Block Grant, and Titles IV-B and IV-E
of the Social Security Act) to submit a comprehensive three-year plan for
multidisciplinary investigation, prevention, and treatment of child abuse and neglact.
This single comprehensive plan should be a major eligibility requirement for these
Federal formula grants, providing States and Tribes with the opportunity to make a
single application to the agency or entity described in Recommendation F-1 for funds
from several agencles. That agency or entity should be authorized to exercise
discretion in waiving discretionary grant requirements that may impede the blending
of Federal funds. As an alternative to full-scale implementation of the comprehensive
State or Tribal planning requirement, the Federal Government should initiate a multi-
year saries of pilot projects aimed at testing the core concepts underlying the
requirement.
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A major feature of the planning requirement would be that, by meeting it, States and
Tribes would entitie themselves to "one-stop shopping” for Federal funding for their
child protection efforts. Currently, States and Tribes attempting to integrate such
efforts must run the gauntlet of meeting myriad Federal grant requirements. That task
is a principal barrier to the development of integrated approaches. Yet, the nature of
child protection demands those very approaches.

Managing this "one-stop shopping" feature will be one of the two chief responsibilities
of the agency or entity described in Recommendation F-1 (the other being the
management of coordinated Federal planning). While not attempting to minimize the
obstacles to the effective discharge of this responsibility, the Board believes that the
advantages to cooperating Federal agencies will quickly become manifest.

In proposing this requirement, the Board is not asking States and Tribes to "do more
with less.” Although the major responsibility for designing the particular strategies
to be used in a given child protection effort properly belongs to the States and local
communities, the Federal Government should assist States in the development of the
capacity to construct and fulfill a comprehensive child pratection plan. Some of that
assistance should be technical in nature. Often it also should be financial.

The proposed planning requirement may be too big a dose for the Federal, State, and
Tribal Governments to swallow at one time. If that proves to be the case, the Board
proposes a series of coordinated pilot projects to study the barriers to coordinated
action by State governments aimed at the development and implementation at the
neighborhood level of comprehensive, muiti-agency, multidisciplinary, private-public
"model” programs for the improvement of prevention, investigation, identification,
intervention, and treatment of child abuse and neglect.

P i | Planni in

in Rasponse to Child Maltreatment Fatalities

The 1980 report of the Board directed the nation’s attention to the tragic reality that
thousands of American children are estimated to die each year as a result of child
abuse and neglect. The exact numbers are unknown due to inadequate case
identification and a lack of uniform data gathering. The Board noted that by carefuily
reviewing these tragic deaths, important lessons can be learned by Federal, State,
Tribal, and local policymakers and administratars that can guide the improvement of
all systems addressing the problem of child abuse and neglect. Moreaver, this is an
area with important practice implications for heaith care, legal, educational, and social
services professionais.
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Thus, if there is one area whare the value of effective coordination by States, Tribes,
and communities in responding to child maltreatment is most clearly demonstrated,
it is in the review of child deaths due t0 child maitreatment. The report presents four
actual case examples from a local child death review team to prove this paint.

The Board believes that at the Federal level it is essential for relevant agencies of
DHHS and the Department of Justice 0 be significantly involved in child fatality-
related efforts. Other Federal agencies that are responsible for the provision of direct
services to families must also address this subject. It is especially critical for all
relevant Federal entities to pay attention to the barriers, such as confidentiality laws
and agency regulations, that may inappropriately inhibit the effective review of child
death cases at any level of government.

in Recommaendation F-3 the Board calls upon the Federal Government to ensure that
issues related to child deaths resufting from abuse or neglect are properly addressed
by all relevant Fedaral agencies, acting collaboratively. Such collaborative efforts
should address such issues as: '

- the raview of Federal statutes and regulations that may create barriers to inter-
agency, multidisciplinary collaboration at the Federal, State, Tribal, and
community level in the investigation, intervention, and review of suspected
child fatalities;

- the development of model protocols and procedures for both individual
State, Tribal, and local agencies, as well as for inter-agency,
multidisciplinary collaboration in the investigation, intervention, and
service provision in cases of child fatalities;

- the development of uniform national data gathering and analysis related
to child fatalities; and

- the on-going funding of research and training relating to the responses
of the Federal, State, Tribal, and local governments to the problem of
child fatalities, including how such responses contribute, if at all, to the
pravention of child maltreatment in ganeral as well as child maltreatment
fatalities.

xlv




September 1991

Twenty years ago, research was begun which showed that one could identify families
at high risk for physical abuse and neglect of children in the perinatal period. Fifteen
years ago, the use of lay home visitors was shown to prevent the abuse of infants in
high risk families.

Beginning 17 years ago, the Federal Government funded three successive waves of
demonstration projects to test alternate approaches to treating and preventing child
abuse and neglect. Intensive evaluation of those projects showed that, of the several
techniques which the projects tested, support by parent aides--a form of home
visiting--was among the most effective.

Five years ago, David Olds of the University of Rochester and his colleagues
demonstrated again the effectiveness of home visitors, using public health nurses for
a high-risk adolescent parent population. Not only was abuse prevented, but the use
of costly emergency health services declined, immunization rates improved, and,
perhaps most significantly, subsequent pregnancy was delayed for two years longer
than in the comparison group which had a second baby within the next year.

Subsequently, the Olds group found evidence of other positive benefits of home
visitation programs. Such programs increase parental educational achievement and
income; they decrease parental reliance on public assistance.

Recently, the U.S. General Accounting Office (GAO) reviewed. home visiting. After
GAOQ studied and documented the characteristics of successful home visitor programs,
the Comptroller General of the United States, the head of GAQ, found home visiting
to be "an effective service delivery strategy” and called on the Secretary of Health and
Human Services to focus the Federal Government’s efforts in home visitation.

Last year the Board noted that "the best documented preventiva efforts are for home
visitation sources for families of infants which are universal in many developed
countries but are not now widely available in the United States.” in the year that has
ensued since its first report, hundreds more infants throughout the United States have
died or been severely damaged, in part because the nation has again delayed
implementing what is known to work.
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The Board presents a case study to illustrate this tragedy. The hospitalization for the
baby’s brain injury is expected to COSt 475,000, and his life-long long-term care will
cost $20,000 to $50,000 per year depending on where he can find placement. There
are also the costs of civil and criminal court proceedings against his father brought by
the County. The provision of home visitar sarvices to the baby and his parents, at an
estimated cost of $2000 in this case, mighthave prevented his abuse and subsequent
disability. It also might have kept his father from facing criminal prosecution and
incarceration for felony child abuse at an estimated cost to the State of $200,000.

Since the publicatiof of its 1990,report, many public officials, the media, and piivil
citizens have asked the Board to prioritize amorig that repart’ s 3 1 racormmentiations s
While it believes all are required, it also believes that the_singlg most_important
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ostablished--these projects should aim at providing the Federal Govsrnmant i the
information needed to establish and administer a’'national ham ftatlon system.

By DRI ase

Fatal S aton SyStam. St G vt o
43I De  the tuRdIng. of & arge series of coordinated piiot projects: ikt
ARG theetiBaly W home visiting as a preventive, [neasure--;

Through a home visitation system, as the Board envisions it, services would be made
available to all new parents who requested it. The system would also accept referrals
from health and child welfare agencies of families who are at risk of developing--but
have not yet developed--abusive behavior.

Some will wonder about the wisdom of a voluntary, universal approach. The Board
believes that a more limited, targeted effort would be stigmatizing. Moreover, it
pelieves that all new mothers and fathers neaed some help and support, and that the
judicious use of volunteer lay home visitors for families at low risk for abuse is a good
screaning mechanism for identifying those at high-risk who may need extra,
professional services.

Low-risk families could be served through networks of volunteers recruited by
religious, business, corporate, neighborhood, and voluntary organizations and groups.
High-risk families could be served by expanded public health nurse and/or parent aide
teams.

Complex problems like child maltreatment do not have simple solutions. While not a

panacea, the Board believes that no other single intervention has the promise that
home visitation has.
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IV.  WHAT DIFFERENCE WILL IT MAKE? FROM POLICY TO ACTION

In its 1991 report, without a doubt, the Board is asking for a major commitment by
the Federal Government to resolving the national emergency in the child protaction
system and preventing its recurrence. Indeed, it is going further to demand adoption
in law of a policy obligating Federal agencies "to act with due urgency” and "to use
all means practicable” so that "all steps necessary will be taken to ensure that every
community in the United States has the resources...raquirad to davelop and implement
a child protection strategy that will ensure the safety of children"” and in fact will
"prevent child maltreatment, whenever possible.”

In view of the Federal Government’s lack of comprehensive, concerted involvement
in child protection thus far, skeptics may reasonably ask whether th_is‘_bjqurig_t__rg_a_lly
would make a difference in the lives of children and families. How can changes made
"inside the Washington, D.C. Beitway" translate into caring communities across
America? Will a major Federal initiative not result simply in new layers of bureauct_rvalcy

and new reams of paperwork rather than an increase in the level of protection
available to children?

The Board’s answer is two-fold. First, it makes no apology for the scale of the reform
that it is advocating. The scale of the problem of child maltreatment is enormous, its
nature is complex, and its significance is profound, both for individual children and
families and for the nation.

Second, although the Board concurs that Federal action alone is insufficient for the
social transformation that is necessary for the protection of children, it is also clear
that such fundamental change cannot occur on a national scale without a reformation
of Federal policy. Indeed, it is clear that community change--even more basically,
comprehensive services for individual mattreated children and their families--will
remain difficult to accomplish without Federal reform.

The Board asks the nation’s leaders to consider the changes that will occur at the
community level if the Board’s recommendations are fully implemented.

L Local program administrators and practitioners in the child protection system
will be guided by a coherent sense of mission.

L Neighborhood-based strategies for child protection will be developed in a
comprehensive community plan.
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L Communities will have substantial new fiscal resources for prevention
treatment of child abuse and neglect, and they will have great flexib:"
planned integration of such funds.

° Communities will have substantial new human resources for the purp..
child protection.

. Services will ba comprehensive.
] Services will be of substantially higher quality.
° Child protection will be high on the community agenda.

Part IV of the Report explains in detail what each of these changes will me
individual communities.

Federal action can make a difference in community life. Ultimately, though, thu -
of the efficacy of reform is the difference that it can make in the lives of ind". -
children and families. The 1990 report of the Board presented a composite se: i
of how the current child protection system functions. That illustration describe:t ' o
young "J" endured a muiti-level, complex and lengthy process, driven primarily -
agendas of CPS, law enforcement and the judicial system. This report began w.
story of "Anna" and "Beth.” That story graphically illustrates why a coordii.. .-
comprehensive, community-based child abuse prevention, identification and treaf: - '«
system must begin with the child.
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1 model program—which has been copled in more than 20 states—is helping families at risk
to raise happier and healthier children.

Were Breaking The Cycle O Abuse

T 23.SUE LYNN AH YUEN
tit the profile of 1 moth-
er who might have prob-
lems raising her child:
She waus single. home-
fess and an unemploved
college dropout when
her son, Kainana, was
born. But Ah Yuen, a
Hawaii resident, got help
long before a crisis oc-
curred, thanks to an early

interventon program called Healthy Start.

On the day Ah Yuen left the hospital,
Healthy Start paired her with a home
~isitor named Mealii, who tound her an
apartment and vistted every week for
seven months. “With Mealii’s support,
[ hegan to motivate myself.” Ah Yuen re-
salled. “So far, Uve fimshed a clencal
program, and my next goal is to get my
pachelor’s degree in social work.” After
nearly four years with the program. Ah
Yuen is raising a well-adjusted son and
has had a second child.

Healthy Start’s goal is to help new
parents raise healthy and happy chil-
dren. Its approach—intervening early
with personal support for families at
fsk—nhas been remarkably etfective at
reducing child abuse in Hawaii and at
helping tamilies who may be dealing
with poverty, homelessness, drug or al-

cohol abuse and chronic unemployment. :
“This is 2 ramily-empowerment pro-

gram,” said Gail Breakey, one of Healthy
Start’s founders and the director of the
Hawaii Furmily Stress Center. “All par-
2nts want to provide nurring for their
hildren. but many don't have their lives
iogether. so they aren’table to.” And that
is where Healthy Start steps in.

The program’s workers screen more
than half of the 20.000 babies born in
Hawan each vear and provide services
to more than 3000 families. Almost ail
accept Healthy Start's aid. and there 15
less than a 1 percent incidence of child
1huse among this group—rfar lower than
the nanonal average of 4.7 percent.

Healthy Start was founded tn 1935
and has been copied extensively na-
uonwide. Today. projects based on its
approach operate in more than 20 states,
1nd almost every other state has a pro-
cram in development, said Anne Cohn

B Y MOA

by baddic Adans

herri Cox

Atage 19,
the Hawau
resident

had just left

a troubled marriage,

and she was six
months pregnant.
Then Healthy Start
stepped in.
R ¢ E R Y

needed help.

Sue Lynn
Ah Yuen and
her 3-yaar-
old son,
Kainana, in
Honolulu.
For parents
like Sue
Lynn,
Healthy
Start offers
support
without
bacoming a
crutch.
Below:
Heaithy
Start staff
members
(1-m) Vicki
Wallach,
Gail Breakey,
Ha'aheo
Manstield

™ and Betsy
Pratt.

Donnelly, executive di-
rector of the National
Committee To Prevent
Child Abuse.

New parents usually
learn about Healthy Start at the hospi-
tal, where they are visited by one ot the
progrum’s employees shortly after thetr
child is born. These chats are not in-
trusive or judgmental, explained Gail
Breakey, and they are conducted sole-
ly with the individuals’ consent. During
the conversation, the worker talks o
the parents about their current situation
and their past history, ail the while fis-
tening for warning signs that mightin-
dicate potental problems. "W look for
parents who were abused or neglected
as children,” said Breakey. “We know
from research that there 1s an intergen-
eranional pattern.”

S T E I N

At the center of Healthy Start’s suc-
cess is the home visitor, who functions
as an advocate, contidant and catalyst,
without becoming a crutch. To learn
more, [ accompanied Cammie Ham-
monds, a home visitor at Family
Support Services of West Hawaii. as
she went 10 see Sherri Cox, 21. Cox—
who lives with her parents and daugh-
ter. Christa. 2—was reterred to Ham-
monds by a clinic when she was six
months pregnant, shorty after she had
lett a troubled marmage.

“Cammie got me a lawyer and went
with me (o court to start fighting for my
divorce,” Cox told me. The divorce was
granted. And, since Christa’s birth,
Hammonds has been teaching the new
mother how to care for her baby, using
a combination of books, role-modeling,
direct supervision and visits to clinics.

Healthy Start now operates with an
annual budget of 38 million. [t is mon-
¢y well spent. At minimal cost to the

state—about S2500 for each tamily—

we are breaking the cyvele of ubuse.”
noted Dr. Juck Lewin, the former di-
rector of Hawuit's health department,
which administers Heulthy Start.

The programs based on Heulthy Start

afso dre showing positive results. “Our
families fecl like they're a cut above
their peers.” observed Carolyn Wisc-
hewt of Healthy Families in San Angelo,
Tex. "And the real payoltt will come
when these babies have children.” W

For more information, write. Healthy
Fumilies America, Nanonal Committec
Tor Prevent Chuld Abuse, P.O. Box 2566,
Dept. P. Cincaygo. I 60690
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HAWAII FAMILY STRESS CENTER
A Program to Promote Healthy Families

Kapiolani Medical Center For Women And Children
1833 Kalakaua Ave., Suite 1001, Honolulu, Hawaii 96815 Phone (808) 944-9000 FAX (808) 944-2751

Hawai’i Healthy Start
FACT SHEET

Program 1ption

Healthy Start is an early intervention program administered through the Department of Health, Personal Health
Services Administration, Family Health Services Division, Maternal and Child Health Branch. The program
offers systematic screening for families around the birth of a newborn. Families identified with high-risk factors
are offered weekly home visitation services. Families are followed until the child reaches age five.

Heal Program 1
- Strengthen family functioning
- Enhance parent/child interaction and positive parenting
- Promote optimal child development
- Assure a health care home and full immunization
- Assure use of community resources including family planning
- Avert child abuse and neglect

nt Level of ic
The Department contracts with seven private community agencies to provide services to each of the neighbor
islands and parts of Oahu including the Big Island YMCA, Family Support Services of West Hawaii, Maui
Family Support Services, Molokai General Hospital, Hawaii Family Stress Center, Parents & Children
Together, and Child & Family Service.

More than 8,000 civilian families are screened annually for risk factors and 2,800 are currently enrolled in
home visitation services:

- 47% of tfamilies are of Native Hawaiian ancestry

- 60% are Medicaid eligible

- 38% of the tamilies have a history of substance abuse

- 43% have a history of domestic violence

- 22% are homeless

Pr C
- 99% accurate identification of low-risk families
- 99.3% non-abuse for families served
- 98.6% non-neglect for families served
- 90% of two year olds are fully immunized
- 95% of families with identitied medical homes
- 90% of families receiving timely family planning information
- All children receiving developmental screening
- 85% of children are developmentally age appropriate

Cost Per Family
$2,500 dollars per family for assessment, home visitation_services, client tracking data system, monitoring, and
administration.



Healthy Start Outcomes

Data below compares Healthy Start outcomes on major child health
indices with state averages or national data.

Healthy Start Comparison
Incidence of child 7% (A) 20%
abuse and Neglect 1.2% (N)
Immunizations by Age 2 90.0% 60%
Developmental screens,
assessments 90.0% 11%*
Mothers pre-natal care * % 67%
first trimester
Consistent medical care 95.0% +

Occurrence of abuse and neglect among Healthy Start families
is compared with occurrence among families at risk not
receiving services, as reflected in three major studies.
These studies showed occurrence of abuse/neglect among at
risk, non-served families to be 19%, 20% and 24%.

Immunizations for Healthy Start high risk children by age two
are compared with the state average for all children.
(Clearly, the immunization rate among disadvantaged families
would be lower than 60%)

Completion of developmental screening among Healthy Start high
risk children are compared with utilization of EPDST for
Medicaid eligible children, i.e percentage of eligible
children enrolled with an EPSDT provider. Services received
are comparable, i.e screening, referral for diagnostic testing
and followup. (48,000 children of Hawaii are Medicaid
eligible). The Healthy Start program population is about 60%
Medicaid eligible; however all our families are less likely to
seek services.

Program target number is 90%; we do not yet have reliable
outcome data on this as yet. The state average is 76%.

Information we have is anecdotal, however it is corroborated
by reports on medical care of disadvantaged children. This
collective experience is that most children in dysfunctional
families do not received regular child well care, and that
families routinely use emergency rooms for child illness.

' (B:HSdatleqg.J29)



COMPARISON OF H.S. OUTCOMES
WITH NON-INTERVENTION OUTCOMES AMONG AT RISK FAMILIES

CHECKLIST DIRECT EVIDENCE MILD

SCORES ABUSE/NEGLECT NEGLECT

MURPHY/ORKOW 40 + 52% 24%
STUDY *

25-39 5% 31%
HEALTHY 40 + 0
START 2%
PROJECT 25-39 0

* MURPHY, ORKOW, NICOLA, "PRENATAL PREDICTION OF CHILD ABUSE AND
NEGLECT; A PROSPECTIVE STUDY", 1985, (THIS STUDY VALIDATED THE FAMILY
STRESS CHECKLIST).

¢:outcomes.hs
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Star-Bulletin

Program gives troubled tamilies chance for a ‘Healthy Start’

BY HELEN ALTONN
Star-Bulletin

NY doubts that Hawaii Healthy
Start is helping troubled fami-
lies dissolve when one hears
Anna Andaya’s story.

Many associated with the program
joined the 36-year-old in choking back
tears when she told them, “I truly, hon-
estly, believe if it didn't pick me up, my
daughter and I probably would be dead.

“Don’t give up,” she told those attend-
ing an anniversary luncheon this week
at the Kahala Mandarin Oriental Hotel
for the Hawaii Family Stress Center and
Healthy Start Program.

“If you think someone's too tough, a
situation too difficult, ask about me,
where I came from.”

She grew up in an environment where
drinking and violence were a way of life,
the Ewa Beach woman said in an inter-
view. “People got beaten up and the next
morning everything was OK.”

So she traveled the only road she
knew. marked by drugs. welfare, abu-
sive men and escape to emergency shel-
ters. When drug rehabilitation failed,
state Child Protective Services workers
took her children.

Todayv, Andaya has the equivalent of a
high school diploma and attends Lee-
ward Community College. She works for
the Department of Education and sup-
ports her son, 9. and daughters, 8 and 6,
without welfare. And she has heen sober
for four vears.

BY DENNIS ODA, Star-Bulletin

Allessondra Andaya-Kepa, center, is hugged by her mother, Anna Andaya, and
Kalei Kahapea, a family support worker from the Hawaii Family Stress Center.

She traces her rebirth to the birth of
her daughter, Allessondra, in 1987.
They were the first selected for servic-
es after the Family Stress Center piloted
Healthy Start in 1985 in Ewa as a child
abuse and neglect prevention program.
Seven private agencies now have pro-
grams in 11 communities across Hawaii
and Healthy Start has been adopted as a
national model. It has spread to 30 states.
Honored for starting and sustaining

Healthy Start were Dr. Calvin C.J. Sia,
retired Maui Sen. Mamoru Yamasaki and
Stress Center leaders Gail Breakey and
Betsy Dew. Sia, Breakey, Dew, Patti
Lyons, Barbara Naki and Linda Honda
pioneered the Stress Center in 1975.

Of more than 2,000 Healthy Start fami-
lies in 1992, no abuse occurred in 99.3
percent and no neglect in 98.6 percent.

When Allessondra was born, Andaya
said. the Stress Center’'s Healthy Start

workers visited her at Kapiolani Medical
Center and asked if she wanted help
with her child's development.

“The situation I was in wasn’t healthy,
but they didn’t know that until after the
fact,” Andaya said. They learned later
she had an ugly relationship with drugs
and violence, she said.

But it was a long time before she
admitted she had a problem, she said,
even after she went to a shelter and her
kids were taken away because she was
still using drugs.

Her family support worker, Kalei Ka-
hapea. said, “She had a choice — to do
something positive for herself or lose the
kids. She got help.”

His role was to give her support, he
said. “She needed somebody to be there
for her. That's what the program is ail
about.

“We teach them to believe in them-
selves and, if they fall-down, don't be
afraid to take one more step. We're
always there, even at 3 in the morning.”

He stuck by her even when she went to
court for restraining orders, then went
back to her battering common-law hus-
band, she said. He went with her when
she kicked the man out of her life
because she feared he would abuse her.

She realizes now “how close to death
we were. Not just me, but my children.”

She re-entered a drug rehabilitation
program and was accepted into the
state’s JOBS program to educate and
train welfare recipients for jobhs. She
went off welfare last August.
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Healthy Growth for Hawaii’s “Healthy

Start”: Toward a Systematic Statewide

Approach to the Prevention of Child
Abuse and Neglect

by
Gail Breakey, R.N., M.P.H. and Betsy Pratt, M.Ed.
Hawaii Family Stress Center
Honolulu, Hawaii

InJuly, 1985, a demonstration child abuse and neglect
prevention project began in Leeward, Oahu, a multi-
ethnic, mixed urban and rural, fairly depressed
community, with more than its share of problems—
substandard housing, underemployed adults, substance
abuse, mentalillness, and child abuse and neglect. Three
vears later, an evaluation of the program revealed that
not a single case of abuse among the project’s 241 high
risk families had been reported since the demonstration
began. There was also evidence of reduced family stress
and improved functioning among the families served.

By July, 1990, Healthy Start/Family Support services
were expanded to 11 sites through appropriations of
almost 54 million by the state legislature and reached
approximately 52 percent of at risk families of newborns
throughout Hawaii.

The success of the 1985-1988 demonstration project
was, of course, gratifying. But what may be even more
remarkable is the institutionalization of the Healthy
Start program within the Maternal and Child Health
Branch of Hawaii’'s Department of Health, and the state
legislature’s willingness to support the expansion of a
program without sacrificing quality. For as Lisbeth
Schorr (1987) reminds us:

The temptation to water down a proven
model in order to distribute services more
widely is ever present. Agonizingly familiar is
the story of a successful program which is
continued or replicated in a form so diluted that
the original concept is destroyed. ... Especially
when funds are scarce, there are powerful
pressures to dissect a successful program and
select some one part to be continued in isolation,
losing sight of the fact that it was the sum of
the parts that accounted for the demonstrated
success (p. 275-76).

In this article, we hope to describe the critical elements
>t the Healthy Start program and also to examine the
orocesses of collaboration and advocacy that have made
1igh quality expansion possible.

The Healthy Start model

The Healthy Start approach is designed to improve
‘amily coping skills and functioning, promote positive
»arenting skills and parent-child interaction, promote
sptimal child development. and, as aresult. prevent child
tbuse and neglect. Nine complementary features make
1p the Healthy Start approach.

o

1. Systematic hospital-based screening to identify 90
percent of high risk families of newborns from a
specific geographic area

Paraprofessional “early identification” workers
review hospital admissions data for childbirths to
determine which families live in the target area and
are therefore eligible for services. Using a list of risk
indicators developed by the Hawaii Family Stress Center
(see figure 1), the early identification workers analvze
the records of eligible mothers. If a screened record
is positive, the mother is interviewed by a worker who
has been intensively trained in basic interview
techniques and in use of the Family Stress Checklist
developed by the E. Henry Kempe Center and validated
by Murphy and Orkow in 1985 (Kempe, 1976; Orkow,
B., Murphy, S. and Nicola, R., 1985). Families deter-
mined to be at risk are encouraged to accept home
visiting services; these are described to the families as
home visiting, supportive services to assist with
problems discussed during the interview and to share
information about the baby’s care and development.
During the three-year demonstration period, 95 percent
of families accepted the offer of services.

Figure 1.

Risk Indicators Used in Early Identification
1. Marital status—single, separated, divorced
2. Partner unemployed

3. Inadequate income (per patient) or no infor-
mation regarding source of income

. Unstable housing
. No phone

a0

. Education under 12 years

~

. Inadequate emergency contacts (e.g., no
immediate family contacts)

8. History of substance abuse
9. Late (after 12 weeks) or no prenatal care
10. History of abortions
11. History of psychiatric care
12. Abortion unsuccessfully sought or attempted

13. Relinquishment for adoption sought or
attempted

14. Marital or family problems

15. History of or current depression

Systematic identification of at risk families is key to
the prevention of child abuse and neglect. The initial
Healthy Start demonstration project set up the
procedures for screening and risk assessment described
above at four major medical centers that served the
target population. A quality control review conducted
in the third year of the project revealed that it was
successfully reaching about 75% of the geographically
eligible population as defined by hospital birth records,
verified by the Department of Health. Procedures were

April 1901 Zero to Three



Figure 2

FEEDING ME

When I'm hungry, I'm really
hungry ... please don't let me wait!
won't understand and I'll get upset and
cry.

When you feed me, you'll want to be
comfortable. I need this too. Sit in a
relaxed position, with your arm sup-
porting me. Please look directly at my
face so I can see you ...

Gently brush my cheek and I will turn
in that direction for the nipple.

instituted at Kapiolani Medical Center, the Regional
Perinatal Center where 50 percent of all births in Hawaii
occur, to correct factors, such as inaccurate reporting
of addresses and lapses over long holiday weekends,
that led to missed cases. This process has resulted in
100 percent coverage of eligible families at this medical
center. Work continues with other hospitals to establish
similar procedures. The systematic identification
process holds great promise for targeting prevention
programs to specific geographic areas, such as districts,
counties, or states, in a systematic, comprehensive
manner.

2. Community-based home visiting family support
services, as part of the maternal and child health system

Once a family has accepted the offer of service, a
paraprofessional family support worker contacts the
mother in the hospital to establish rapport and schedule
a home visit. Initial visits are usually devoted to building
trust, assessing family needs, and providing help with
immediate needs such as obtaining emergency food
supplies, completing applications for public housing, or
resolving crises in family relationships. Workers focus
primarily on providing emotional support to parents
and modeling effective skills in coping with everyday
problems. Their “parent the parent” strategy allows
initial dependence before encouraging independence.
“Do for, do with, cheer on” sums up the workers’
philosophy.

Workers also model parent-child interaction. They
complete the Nursing Care Assessment (NCAST)
HOME Feeding and Teaching Scales (Barnard, 1983)
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when the infant is four months old to identify problem
areas, and again at twelve months to determine progress
and modify intervention strategies. Workers use the
Hawaii Family Stress Center’s own parent-child
interaction materials (see Figure 2) as well as Marv
Alger’s Mother-Baby Playbook (1976) and activities from
Setsu Furuno’s Hawaii Early Learning Profile manual
(1984).

3. Individualizing the intensity of service based on the
family’s need and level of risk

A system of “client levels” and “weighted caseloads”
is designed to ensure quality service for families and
prevent burnout among staff. All families enter the
program at “Level I” and receive weekly home visits.
The decision to change a family’s level is based on
criteria such as frequency of family crisis, quality of
parent-child interaction, and the family” ability to use
other community resources. As families become more
stable, responsive to children’s needs, and autonomous,
the frequency of home visits diminishes. A family's
promotion to Level IV means quarterly visit status, and
quarterly visits continue until the target child is five
years old. Thus service intensity is constantly adjusted
to the needs of the family, assuring that families who
are doing well move along, and those needing more
support are not promoted arbitrarily.

The system of client levels assists in caseload
management. In the first year of a program. all families
would be Level |; the caseload for each worker would
be no more than 15 families. In the second year, some
families would have progressed to Levels Il and !II. :he




.averalge caseload would be 20 families. By the third year
of a program, the average caseload would be about 25

families.

4. Linkage to a “medical home”

As its name suggests, the Healthy Start program
emphasizes preventive health care as an important
aspect of promoting positive child development. Each
family is assisted in selecting a primary care provider,
which might be a pediatrician, family physician, or public
health nursing clinic. Project staff use a special computer
system to track both due dates for well care visits, using
the child’s age and the schedule of visits recommended
by the American Academy of Pediatrics, and for NCAST
visits. Each worker receives a monthly printout of the
children in her families who are due for visits, and
follows up to make sure that the visit is scheduled and
the family has transportation. Family support workers
routinely conduct RPDQ’s and make referrals for
follow-up Denver Developmental Screening Tests as
indicated. The program’s office manager or the family
support worker contacts the pediatricians’ offices as
necessary to obtain results of developmental screening.
Case conferences involving the physician, worker, and
staff of any other agencies involved with the family
have been held as necessary to review cases of
significant biological or environmental risk and to
coordinate preventive interventions.

Approximately a year after the Leeward Healthy Start
project began, a Federal Maternal and Child Health
SPRANS (Special Projects of Regional and National
Significance) grant funded “piggyback” efforts to
enhance pediatricians’ involvement with project
families. The SPRANS effort was designed to increase
pediatricians’ awareness of the “new morbidity” and
the needs of at-risk children. At the same time, the
project educated families about the need for well care,
in addition to episodic sick care, and helped them to
use physicians’ services more effectively.

The Medical Home Project now operates under the
auspices of the Hawaii Medical Association. The effort
has gained national recognition and a second grant, to
further develop the concept of the medical home and
to provide technical assistance in initiating similar
projects throughout the United States.

5. Coordination of a range of health and social services
for at risk families

Coordination of services is a major feature of the
Healthy Start program. Because high risk families
generally lack trust in people and services and thus do
not reach out for help, those families who need service
most are the least likely to seek them. As it reaches
out to and builds trust with high risk families, Healthy
Start is in a position to coordinate a wide range of
services to families. The Healthy Start Model (figure
3) illustrates its approach to connecting families to the
services most commonly available in communities.

6. Continuous follow-up with the family until the
child reaches age five

18

The Healthy Start Model

Acceus lo Come

Figure 3

An earlier service program stopped following families
once they were no longer considered “high risk.” In
a number of these families, cases of child abuse and
neglect were reported later. Family situations can
deteriorate, and the birth of subsequent children can
add to family stress. Learning from our earlier
experience, we designed the Healthy Start program to
maintain follow-up until the target child reaches age
five and enters school. At that point, the educational
system provides at least some link between the family
and the larger community.

7. A structured training program in the dynamics of
abuse and neglect; early identification of families at
risk; and home visiting

A standardized training program has allowed Healthy
Start to share experience with new teams and establish
uniform standards of service delivery as the program
expands. All training is coordinated through the
Healthy Start Training and Technical Assistance
(HSTA) Team.

Training is provided in three phases. In Phase I, all
new teams participate in a five-week orientation, which
includes a core curriculum developed collaboratively by
educators, human service providers, medical profession-
als, home visitors, and social service administrators.
During the orientation, managers and supervisors, early
identification workers, and home visitors receive
training specific to their jobs. Trainees “shadow”
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experienced workers and visit community resources.
The training for early identification workers typically
takes three days of specialized instruction plus several
weeks of closely supervised work.

Four to six months after Phase | training, all staff
attend a five-day advanced training session. This Phase
I training reinforces key concepts and introduces
additional concepts that workers would have been
unlikely to absorb during the orientation.

After a team’s first year of operation, it begins to
participate in Phase IIl, or inservice training. Each team
receives four half-days of inservice training per year
at its own site, choosing topics from a menu of offerings
distributed annually. This mechanism has been
particularly useful for programs in remote areas of the
state.

A fourth phase of training, “Heaith Start Supervisor
Training,” i1s being implemented this year, following
the HSTA Training Team’s participation in NCCIP’s
1990-91 Training of Trainers Intensive Summer
Seminar and follow-up program. This training focuses
on the supervisor/home visitor relationship in its
broadest sense.

Training for all phases is provided by the HSTA Team
and by community consultants who have been identified
as both experts in their field and very good presenters.
We have found that including consultants has increased
awareness of Healthy Start among other community
agencies and the University, helping to enhance overall
service coordination. The HSTA Team also provides
regular technical assistance through visits to all Healthy
Start sites, thus assuring standardized practice and clear
communication among all teams statewide.

The Healthy Start Network, comprised of managers
and supervisors from each team, meets each quarter
for planning and program development. This mecha-
nism has resulted in a close network with a shared
mission, rather than seven agencies working in
isolation.

8. Collaboration with the Hawaii Coordinating
Council for Part H of P.L. 99-457 (now P.L. 101-476)
to serve environmentally at risk children

The State of Hawaii has included children at
environmental risk in its definitions of eligibility for
services under Part H of P.L. 99-457 (now the IDEA,
Individuals with Disabilities Education Act, P.L. 101-
476). Healthy Start staff testified before the legislature
as to the need for including environmentally at risk
infants and toddlers and for funding care coordinators
and a tracking system.

Currently, Healthy Start refers children with
identified developmental delays to the local Zero to
Three Project (Part H) care coordinator, who arranges
with child development centers for early intervention.
Healthy Start and Part H staff are working collabor-
atively to develop a format for the Individualized Family
Service Plan.

The Zero to Three project has funded a child
development specialist for the Leeward project, who
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will work with families needing special monitoring.
Legislation is being proposed to add child development
specialists to other Healthy Start staffs as well.

9. Staff selection and retention

Teams consist of 5-8 paraprofessional and supervi-
sory staff, based on an agreed upon ratio. This ratio
is 1:5 for supervisors and 1:3 for managers also carrying
administrative responsibilities.

For managers, we look for masters level protessionals
who have both clinical experience with dysfunctional
families and supervisory experience, preferably with
paraprofessional staff. Selecting the right staff for each
role is critical to both program effectiveness and staff
retention.

We find that home visiting and early identification
offer different job satisfactions, and applicants can
usually tell which position would be more suited to
them. EID workers like the sense of a task completed,
while home visitors gain satisfaction from ongoing
projects. In our interviews, we often use a sewing
example: Some people like to sit down and finish a
project, and hate to have it go over into another day.
Others like to make quilts, a long-term, slow project.
Home visitors are the quilt makers.

We look for similar personal qualities in both home
visitors and EID workers—empathy, compassion, inner
strength, high self-esteem, nonjudgmental attitudes,
and status in their neighborhood or family as a natural
helper. We have found that people who have expe-
rienced abuse themselves burn out more quickly than
those who have had more nurturing childhoods; we
ask prospective workers the same questions about their
childhood experiences that new parents are asked
during the EID interview.

Having hired good staff, we work to keep them. Staff
members have identified several aspects of the program
that are meaningful incentives to stay:

® Flexible hours (within reason), including time for
family obligations like school conferences;

® An atmosphere of trust and caring through all levels
of management;

® Tuition reimbursement for relevant continuing
education;

® Emphasis on the significance of the project and the
staff’s contribution (including prompt feedback about
all evaluation outcomes, linking these to outstanding
staff performance);

® A system of salary increases that gives paraprofes-
sional staff opportunity for advancement; regular raises
are linked to demonstrated competence, experience,
education and leadership qualities.

Evaluation of Healthy Start

We have a word of advice for anvone who hopes
eventually to expand a model program: Invest in
evaluation. Although the temptation to skimp on
process and outcome evaluation in order to provide
more direct services is ever-present, our advocacy
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otforts would have been useless without impeccable
evaluation data. Qur evaluation provided the founda-
tion for our advocacy. A good program, a strong
evaluation, and collaborative advocacy were all essential
in expansion toward a statewide system.

The Healthy Start demonstration project provided
family support services to 241 high risk families. Of
these, 176 had received services for at least one year
at the time of outcome assessment at the end of the
three-year demonstration. The outcome data reflected
dramatic success in reaching our goal of identifying
families at risk for abuse and neglect, and in preventing
abuse and neglect in those families. A study of Child
Protective Services (CPS) reports of confirmed abuse
and neglect reports revealed:

e No cases of abuse of target children among project
families;

e Only four cases of negiect (involving two percent
of families) during the three year project, all reported
by project staff to CPS;

e No abuse for 99.5% of all families identified by the
initial hospital screening as not at risk.

Project staff identified a total of five infants as falling
within the “imminent harm” category during hospital
intake or later during service. Following Family Court
Act provisions, staff referred the families to Child
Protective Services; all families were followed by the
project.

Although clinical outcomes were not assessed with
sufficiently stringent procedures to serve as indices of
the project’s effectiveness, there are indications of
positive outcomes. Early Identification Workers who
conducted initial risk assessments completed a second
interview with families upon their graduation to Level
IV. (Since these workers were not the families’ home
visitors, their assessments are less likely to be influenced
by a close reiationship.) Once “non-changeable” risk
factors, such as parents’ experiences of abuse in
childhood or a history of CPS involvement, were
eliminated from the analysis of pre and post scores,
88 percent of the 42 clients who were promoted to
Level [V in the three vears of the program showed
a reduction of 40 ) 100 percent in their risk scores.
The families who were promoted to Level IV also
showed improvement on the NCAF and HOME scales,
thus confirming the home visitors’ judgments of their
improved functioning.

In 1288 Craig Ramey and Donna Bryant of the Frank
Porter Graham Child Development Center conducted
an on-site evaluation of the overall program. contextual
features, and process variables. They gave the project
high marks in administrative organization, training and
management of direct service staff, and quantity and
quality of service delivery. Thev found “more esprit
de corps among this group of home visitors than among
anv we have ever encountered, (with) no turnover (p.
28) " Rameyv and Brvant described Healthy Start as a
good example of cost-efficient public-private partner-

M

ship, developed and administered by the private sector
under purchase of service agreements with the state
Maternal and Child Health Branch.

Data have just been analyzed for 1,204 at-risk families
enrolled in expanded services state-wide during FY
1987-89. There was only one case of abuse (a 99.99%
non-abuse rate), and six cases of neglect (a 99.95 non-
neglect rate). In addition, there was no abuse or neglect
among fourteen drug-exposed infants and six cases
identified as “imminent harm” situations which were
reported by the programs to protective services. These
results are extremely exciting, as they prove the viability
of effective replication of this program.

Statewide expansion

Expansion of Healthy Start toward a statewide
system might best be described as an achievement of
“collaborative advocacy.” Qur efforts go back to 1976
and our excitement about results from our first early
identification and home visiting program. We started
a Statewide Council on Child Abuse and Neglect, with
representation from committees from five neighbor
islands. Federal and state funds supported a prevention
project on each island, but when the federal grant ended
in 1980, staffing was cut by half.

We realized that we needed another demonstration
project. In 1984, during the Hawaii Family Stress
Center’s annual lobbying for prevention before the state
legislature, we met with Senator Yamasaki, Chairman
of the Ways and Means Committee of the Hawaii State
Senate. He saw merit in the idea of a demonstration
program with comprehensive coverage of one geogra-
phic area, a focus on child development and linkage
to a medical home, and follow-up to age five. He
supported funding for Healthy Start at $200,000 a vear,
with the intent to expand statewide if the model were
successful.

Armed with data showing no abuse among project
children during the first 18 months of Healthy Start,
we went back to the legislature for support for an
incremental approach to statewide expansion. Through
quarterly statewide meetings, we had maintained a
relationship with the five neighbor island Family
Support Programs. They and the two other agencies
on Oahu with home visiting experience joined us to
develop a statewide plan. Expansion of the Healthy Start
model created no turf issues for the five Family Support
Programs, since each served a distinct island commun-
itv. On Oahu, home to 80 percent of Hawaii's
population, there were turf issues to be resolved. The
Hawaii Family Stress Center and the other home
visiting agencies discussed the areas of Oahu that each
was interested in serving. We also recognized that long-
established programs did not have to adopt every detail
of the Healthy Start model, as long as each program
included essential features—i.e., intake at birth, creative
and sustained outreach, and follow-up to age five.

The Stress Center developed projections and a budget
tor the expansion proposal, with agreement from the
other agencies. We also developed good “visuais” for
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our ‘presentation to the legislature, such as a graph
comparing the costs of courts and corrections,
protective services and prevention services statewide.
It is essential to have both impact data and data on
the costs of not providing prevention services.

Figure 4.
Proposed Standards for Healthy Start/Family
Support Programs

® Intake prenatally or at birth (2-3 months
maximum age of infant at intake)

® Intake from defined target area (e.g., census
tract) only

® Home visitor service for all infants from defined
target area whose families are assessed as high
risk by early identification workers, until maxi-
mum caseload capacity is reached

® Intensity of service based on needs of family

® Long-term home visitor service for all high risk
families (3-5 years)

® Creative outreach approach for a minimum of
3 months to build client trust in accepting services

® Supervisory ratio of one professional to five
paraprofessionals

® Defined worker caseloads (15 families in project
year one; average of 20 families in year two;
average of 25 families in year three)

For this legislative session, we worked with the
Health Committee Chairmen of both the House and
Senate to begin expansion of Healthy Start. We targeted
our educational efforts first toward the chairs of the
Health, Finance, and Human Services committees, and
then to committee members. Our efforts to educate
legislators about the prevention of child abuse had
begun in 1976; some ten years later, our work seemed
to begin to take hold. There were overnight changes
in committee reports and behind-the-scenes maneuvers
by at least one opponent of the program. The situation
required careful watching, astute lobbying, and no end
of patience. By the end of the legislative session, three
new programs were funded.

Our major expansion effort came in 1989, after the
data from the three-year demonstration project was
available. We met with the whole Network and
discussed how to prepare target group projections and
budgets. Then each agency prepared its own program
plans and budgets within the Network’s agreed-upon
guidelines (see figure 4). Each agency in the Network
also participated in the lobbying/advocacy process and
in ongoing program development. Our plan envisioned
systematic screening and home visitor capacity
sufficient to serve all at risk families identified in each
geographic area of the state.

At this point, we needed more funding but did not
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require new authorizing legislation. Support for the
Healthy Start model increased among legislators, with
few suggestions for dilution. In our presentations to
legislatures we try to make a few points very clearly:

® Healthy Start is designed to serve each geographic
area comprehensively.

® Our model, in its entirety, is what produces the
outcomes we see.

® Anything less will not get the results.

Figure S.

Milestones in the Development of Healthy Start

1975 Small screening program; home
visiting team of three workers

1976 Established State Council on Child

Abuse and Neglect

1977-1980 Established five additional family
support programs

1982 Renewed legislative advocacy

1985-88 Healthy Start demonstration project

1988 Expansion of Healthy Start to four
additional sites; Healthy Start placed
under Maternal Child Health Branch

1989 Expansion to total of 11 sites

Data projections and budget preparation are constant
challenges. It is important to develop projections for
each geographic area; among other things, this process
allows us to show every state legislature what is needed
to serve his constituency. We have developed a corrplex
formula that takes into account the current number
of births, projected growth in the birth rate, the number
of families that projects can be expected to screen, and
the number of families unlikely to accept services. To
project a program’s caseload over five years, we consider
the number of newborns expected to enter the program
annually, the number of families carried over from the
previous year, and anticipated attrition. There will
always be surprises. For example, the housing shortage
has resulted in major shifts in the populations of low-
income families.

A statewide program: Surviving and thriving

The situation of Healthy Start is unusual: The
impetus for its establishment came from the private
sector, but it is now institutionalized within the public
sector. A statewide program must have a place within
the established structure of state services in order to
survive and thrive. Our program was placed in the
mental health system from 1982-1988. The arrange-
ment did not work well in our case, although it could
conceivably work elsewhere. The Maternal Child
Health Branch (MCHB), in contrast, has been a
tremendous support to the development of Healthy
Start as a statewide program. MCHB has provided a
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focus for coordination of all agencies, efficient contract
management, monitoring, data collection, and advocacy
for the program, both within the Department of Health
and the larger community.

All members of the Healthy Start Network agree that
the program needs to be completely statewide within
a few years. Our current legislative effort is focusing
upon providing existing programs with sufficient
resources to maintain intake of newborns, which
requires adding some staff each year, and to recruit
and retain qualified staff. Next year or in the next bi-
ennium we will again pursue expansion, possibly
bringing one or two new service agencies into our
Network.

The issue of multiple sources of funding for a
statewide program also deserves attention. [t is a great
deal to ask of a state legislature to fund a program
as broadly based as Healthy Start from state revenues
alone. Such a strategy would surely result in “dilution”
eventually. Instead, we plan to use other funding
sources as appropriate and available. For example, case
management and potentially home visiting services are
reimbursable under Medicaid. Part H may be able to
reimburse us for development of [ndividualized Family
Service Plans. We need to look also at the challenge
grants within the National Center on Child Abuse and
Neglect, which currently provides incentive matching
to states through the Children’s Trust Funds.

Healthy Start offers a systematic and highly effective
approach to prevention of child abuse among the most
vulnerable population—infants and toddlers at risk. It
creates an excellent opportunity to focus on promotion
of child health and development of these children.
Moreover, it coordinates a range of services to the most
needy families of a community.

In Within Our Reach, Lisbeth Schorr defined six
challenges to efforts designed to prevent “rotten
outcomes” of childhood. Healthy Start offers a solution
for the challenges of knowing what works, proving we
can afford it, attracting and training skilled and
committed personnel, resisting the lure of dilution in
replication, “gentling the hand” of bureaucracy, and
devising replication strategies. Schorr further chal-
lenges programs to develop methods of linking
populations at risk with needed services, clearly a major
contribution of Healthy Start. We look forward to
collaborating with colleagues to meet remaining
challenges in accomplishing this most worthy goal, so
that all of our children may have a safe and healthy
start in life.
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Calls for Papers:

The World Association of Infant Psychiatry and
Allied Disciplines (WAIPAD) is accepting submissions
for its Fifth World Congress, entitled “A Future for
Babies: Opportunities and Obstacles,” to be held
September 10-12, 1992 in Chicago, Illinois. Submissions
are invited for symposia, workshops, clinical teach-ins,
posters, and videotaped presentations on three themes:
1) psychological aspects of medical illness and technol-
ogy; 2) infant-caregiver relationships; and 3) develop-
ment and psychopathology. All submissions must be
received by August 1, 1991. For submission forms and
information about the Congress, write to Charles
Zeanah, M.D., Women & Infants Hospital, 101 Dudley
Street, Providence, R1 02905, or call Jo Sawyer, tel: (312)
621-0654.

The Literature Prize Committee of the Margaret S.
Mahler Psychiatric Research Foundation is now
accepting papers to be considered for the 1991 annual
prize of $750, which will be awarded to the author
of an original paper which deals with clinical, theoretical
or research issues specifically related to Dr. Mahler's
concepts of separation-individuation in child develop-
ment. For more information contact Harold Blum, M.D.,
Acting Chairman, Margaret S. Mahler Literature Prize
Committee, 23 The Hemlocks, Roslyn Estates, NY
11576.

Infant-Toddler Intervention, a new journal for early
interventionists, invites manuscript submissions from
early interventionists in all disciplines. Articles may be
based upon empirical or clinical data and should be
directly relevant to contemporary issues in early
intervention. Manuscripts in APA style may be
submitted in duplicate to Louis Rossetti, Ph.D., Editor,
Infant-Toddler Intervention, Speech and Hearing
Clinic, University of Wisconsin-Oshkosh, Oshkosh, W1
54901.
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ealthy
Start

This program helps young

families develop skills for loving

b S .. H
ill Lauterbach, a 30-year-old
mother of two, lay in the hospirtal
three years ago exhausted and
anxious. During that time, something
happened that changed her lite, bur
she barely remembers it. “I was under
so much stress at the time,” she savs,
“I can’t remember giving a woman
my number, but I must have because
she called a week later.”
Following three difficult days
in labor, Lauterbach took home babv
Christina to a man who’d never
wanted to be a father. He packed up
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By Georgette Magrnuson
Photography by Augie Salbosa

Jill Lauterbach,

Healthy Start client:

“My main goal is for my
chiidren to grow up heaithy
and happy and be good
members of society, because
|'ve seen so much bad.”

and lett that night. Over the tollowing
weeks, the baby cried and cried and
didn’t want to be touched. And there
was her son, Eddie, 9, to attend to as
well. Though tangued and distressed,
Lauterbach returned to her house-
keeping job immediatelv because she
had no savings. Then the doctor discov-
ered Christina had spimal meningits
and put her in the hospital. At the
breaking pont, Lauterbach quit her
job and applied tor welfare so she
could care tor her baby.

Lauterbach was warv when 2

woman called a week later. The caller
was from Healthv Start, a Hawai't
Family Seress Center program admin-
istered by the State Department ot
Health’s Maternal and Child Health
Branch. Though the woman said
she wanted to help, Lauterbach was
uncomtortable. [ was atraid they
would have mv children taken away
ot something,” she savs.

Dannerte Lvman, a woman in her
50s with a soothing voice and some
progressive ideas about child-rearing,
1s Lauterbach’s current Family Support



N

Worker, “Manv of our clients think
thev ure being set up by the svstem,”
Lvman says. “We just try to be as
non-threatening as possible.”

The Healthv Start program was

started in 1983 to help reduce tamily

stress, improve parenung skills, pro-
morte child health and development,
and prevent child abuse and neglect.
Wich 12 sites statewide, the program
15 free to eligible famihes.
Hospital-assigned Healchy Start
workers sort through hospital records
to reach ourt to new mothers living in

Healthy Start service areas. Follow-up
interviews help locate tamilies under
severe stress. Tvpically, these include
single parents or others without
support of relatives or triends, those
with debilitatng tinancial problems.
or problems with substance abuse,
domestic violence or inadequate
housing. Others might be parents
who were abused during therr child-
hood. After assessing a need ror help,
weeklv home visiting services are
offered. About 90 percent of tamulies
offered services accept.

During Lauterbach’s first visit
trom Healchy Start, the worker
explained how the program works.
From thar dav on, Laucerbach savs,
the woman visited every week to make
sure she and her babv were all cight.

It was so helpful just to have some-
nne o talk to,” savs Lauterbach. “[t
took the pressure ott.” The worker
brought pamphlets on child develop-
ment. otfered information on other
state assistance programs, and taughe
ker to locate communiry resource
centers. ~Theyv helped me to ger

continued. ..
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lamps and tables.” Lauterbach savs,
“necessities { couldn’t possibly et on
my own at that ame.” The woman
Also helped her locate physicians, pro-
vided rransportacion to and from the
phusician’s office when needed, and
broughe dapers from Healthy Scarts
emergeney supely when Lauterbach
couldnatrord them,

When Lauterbach’s first support
worker was promoced, Loman
was assigned. She willwork wirh
Lavrerbach’s tanuly unol Chinstina
STV Vedrs old.

It we give children cundancee
and stabiioe m chew fermatve vears,”
Leman savs, “they I be able o make
cood chotces as thev grow.”

Lavterbach, ke many Healthy
Start chients, grew up i an unstable
environment. Two alcoholic parents
strugaled to zive her and seven
sibiinus 4 home, bur the atmosphere
was otten tense and unpredictable.
At 150 she lefrschool and ran away
from home, but drinking and
abusive relationships marred rhe hope
she had tora berrer Tite. Shie has no
childhood photographs, the hench-
marks of haopier famihes.

The lack ot healthy role models
m childhood makes parenting il
the more challenging for ramibies.
Donmtestic violence, substance abuse
and tinancial problems compound
the dirticulry.

Healthy Starg waorkers, though not
reauteed to be social waorkers, recerve
nrensive rnnimng i Crists intervenuon
and family stress issues. According o
Gatl Breakey, director or the Hawan
Fanuly Stress Center, Healthy Stare
workers empower fanulies to aet cheir
nezds mer.

“About 22 percent or the ramilics
we work wich are homeless, and mam
others have inadequate housing”
Breakey savs, ~So che hiest thing a
worker does is work with the family to

fll their basic needs.™ That may include
helping chem fill out papers for public
housing, food stamps or Medicaid.
Thev mav pick up a newspaper, help
them hnd a better housing arrangement
and get the deposit rogether,
support workers also model
supportive parenting behaviors,
cooing and tussing over ther chent’s
shildren o encourase the parenc to
do hkewise, [ woman has not had
her own mother tatk and play wich
her—all those warm, fuzzy nterac-
nons—she won't know to do rhae”
v Breakev TIcs very important tor

lancuage and socal development.”

Family support
worker

Dannette Lyman:
“We were told to get
rid of the nylons and
briefcase, get rid of
the facade and deal
with the issues.

We need to develop
trust in order to heip
our clients, not
intimidate them.”

A staff child development specialist
Lisits famihies” homes to help identity
children who are developmentally
delaved, so thev can be linked with
ippropriate services. Childhood
immunization schedules are tracked
by computer, making Healthy Start’s
ummunization record 90 percent,
compared o the state’s average of
H0 percent statewide.

The main ching 1s making sure the
children are sare, savs Lvman. “From
the very first visit,” she savs, “we ler
them know chae Healchy Scart will noe
rolerare abuse.”

Lvman and the other workers
teach parents non-physical methods
ot disciphne and help alleviare parental
srress through weekly dherapy sessions,
monthlv prenics, weekly plav mornings
tor the swhole famly, and anger
manavement casses when needed.

I0s working. Follow-up studies
have shown thar 99 percent of Healthy

Start famihics have no abuse or neglect.

[c's workimg in Lauterbach’s life,

too. "My life has changed sice ve
been with the Hawars Family Stress
Center.” she savs. “'ve calmed down
and matured.”

Todav, Jill Lauterbach lives in asmall
vround-tloor aparmment tlanked by a
lovelv garden. She hasn'thad a drink i
five vears. Christina 1s now three vears
old and son Eddie, 12. Pictures of her
children are evervwhere.
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Healthy Families America is an initiative to establish a universal, voluntary home visitor system for

all new parents nationwide to help them get off to a good start.
Why is Healthy Families America Needed?

> In 1993, there were more than 2.9 million cases of suspected child abuse reported by CPS
agencies and more than 3 children a day died from child abuse and neglect (McCurdy and

Daro, 1994). Yet, 65 percent of child abuse fatalities were UNKNOWN to child
protective services.

> According to a report released by the Carnegie Corporation of New York, "the earliest
years of a child's life are society's most neglected age group, yet new evidence confirms
that these years lay the foundation for all that follows" (April 1994).

> Child abuse prevention programs save money. For every $3 spent on prevention, we save
at least $6 that might have been spent on child welfare services, special education services,

medical care, foster care, counseling, and housing juvenile offenders (Bryant and Daro,
1994).

Why is the Healthy Families America Approach Successful?

> Healthy Families America is an effort to prevent child abuse and other poor childhood
outcomes that is based on two decades of research and the experiences of a successful
statewide home visitor program (Hawaii's Healthy Start). The Healthy Families America
approach incorporates the elements of home visitation programs that are essential for
program success, while at the same time, promoting flexibility so that services can be
tailored to meet the needs of each community. The idea is that all new parents receive
some services and those at greatest risk receive intensive support.

> New parents are eager to learn how to care for their babies. Ina 1993 public opinion poll
conducted by the National Committee to Prevent Child Abuse (NCPCA) , 80 percent of
parents thought home visitation programs were a "good idea" to help them care for their child.

> Healthy Families America programs collaborate with other organizations and agencies
providing family support programs in order to utilize scarce resources, provide a
comprehensive array of services to families, and avoid duplication of services.

> The goals of the initiative go beyond the establishment of pilot programs with the vision that

prevention education and supportive services for all new parents become institionalized withiu
each state.
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The Healthy Families America Team

Healthy Families America (HFA) is an initiative of NCPCA in partnership with Ronald McDonald
Children’s Charities. Over the past three years, NCPCA has worked with the Hawaii Family Stress
Center to pass on knowledge to the mainland regarding why this approach to child abuse prevention
works in one area (Hawaii) and how it can be successfully tailored to meet the needs of other
communities across the United States. The HFA team works together to provide training and
technical assistance on a variety of operational issues, including legislative advocacy and program
development. At the heart of the effort, is the notion that home visiting services at the time of birth or
earlier can be the gateway for all families, and most especially high risk families, into the variety of
services and supports to ensure the health, safety and successful emotional and intellectual
development of a child.

Progress to Date

Partners

The success of the Healthy Families America initiative depends, at least in part, on whether or not
HF A programs build onto already existing service delivery systems. HFA must by definition, work in
partnership with and be a partner of other existing early childhood efforts. To that end, NCPCA, our
state chapters, and HF A sites have developed partners at the national, state, and local levels. Some of
these partnerships include: members of the National Child Abuse Coalition, the Amencan Hospital
Association, the America Nurse's Association, many of the Children's Trust Funds, the First Steps
program, the National Parent Aide Network, the Cooperative Extension system and many more.

Task Forces

Most states have developed statewide task forces in order to coordinate legislative strategies for the
implementation and funding of HFA; conduct a statewide needs assessment of existing parent
education and support programs to determine the gaps in services and to avoid duplication of efforts;
and most importantly to build collaboration among state agencies, community-based organizations,
and consumers of services.

Sites

Healthy Families America has evolved at an extraordinary pace. Broad based coalitions have come
together and committed resources to make services more responsive to the needs of families and
communities. The Healthy Families America approach has been incorporated into a number of diverse
communities (in terms of cultural diversity, population density, and geographic location) representing
all regions of the United States. While HFA promotes flexibility to meet the specific needs of a given
community, all sites embrace the basic program attributes that research has found to contribute to
program success. As of spring 1994, over 45 communities have HFA programs.

Legislation

NCPCA has been working to create stable funding mechanisms at the state level. Several states have
passed some type of legislation relative to increasing the availability of home visiting services for
families with newborns or creating task forces to plan for the implementation and/or coordination of
home visitation programs. For example, Oregon passed legislation appropriating $3.3 million over a
two-year period (1993-1995) to establish four community-based, intensive, neonatal home visitation
programs based on the Healthy Families America approach. '
For more information, please contact the National Committee to Prevent Child Abuse. Healthy Families
America, at 332 S. Michigan.Ave., Suite 1600, Chicago, IL 60604, or call (312) 663-3520.
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Introduction

Four years have passed since the National Committee to Prevent Child Abuse (NCPCA), in
partnership with Ronald McDonald Children's Charities. launched the Healthy Families America
Initative (HFA). The goal of HFA then and now. was to ensure that all new parents. particularly

those facing the greatest challenges. receive the education and support they need at the time their
baby is born.

The evolution and expansion of Healthy Families America is unprecedented. [n its inception.
HFA drew largely from existing research and the knowledge and experiences of the Hawaii
Healthy Start program. While HFA has always been an approach to service delivery based on
best practice standards - rather than the replication of a distinct program mode! - many of the
examples provided in training are reflective of Hawaii's program. As the HFA initiative evolved
and our knowledge and experience base has grown. we have been able to add examples of good
practice from a growing number of communities. We have been able to refine the critical
elements and training materials, as well as develop new, innovative partnerships and program
ideas. In only four years, HFA has grown to represent 154 sites in 28 states and the District of
Columbia. While using the Healthy Start program as a frame of reference, each of these sites has
adapted the model to build on the strengths and meet the needs of the communities they serve.
As a resuit of this new knowledge and experience, Healthy Families America is an initiative now

guided by the experiences of numerous communities. vast research and innovation developed
throughout the country.

[n addition to the rapid expansion of sites across the country, a cadre of researchers has been
assembled, representing the first Research Network of its kind in the field of child abuse
prevention. Over the past four years we have implemented a multifaceted approach at the policy
and program level, moving us closer to our goal of providing education and support services to
all new parents. Our accomplishments are many. The challenges that lie ahead are significant. To

respond to the continued demand for Healthy Families America and assure that our response 1s of
quality, five year goals for the initiative include:

ensuring that all states have a multi-disciplinary task force comprised of public and

private agency representatives working to institutionalize Healthy Families at the state
level:

> establishing at least one HF A site in every state:

ensuring that all states with more than one HFA site have the capacity to provide training
and technical assistance internally;

ensuring that 10 states are reaching at least 50% of all new parents with Healthy Families
related services;



> multiplying by a factor of eight the number of high risk new parents receiving intensive
home visitation nationwide; and
> continuing to reduce expected rates of child abuse by 75% in the population served.

[n the coming years, therefore, we will work to establish state capacity to sustain Healthy
Families through the development of state plans, state training facilities and the like; establish
quality control mechanisms: improve our knowledge base on how to tailor HFA to different
communities while evaluating our activities; increase public participation through national
education campaigns and the development of community and statewide corps of volunteers who
will work to bring Healthy Families America into every neighborhood: and develop long-term,
institutional funding streams tor Healthy Families America sites.

A.  Implementing Programs:
1) Collaborating at the National Level:

Accomplishments: The broad nature of the Healthy Families America vision - seeking to
address the health, educational and social needs of tamilies - necessitates an approach that
retlects comprehensiveness. To succeed, HF A must work in tandem with others who are
focusing on these areas. In essence, HF A must be recognized and deait with as one component,
albeit an essential one and most logically the entry point. in any approach to supporting families.
To assure that HF A planning teams and direct service programs establish formal linkages with
other agencies and organizations working to support tamilies and prevent child abuse, we have
continued to make the establishment of new partnerships and the fostering of existing
partnerships a priority.

Since the inception of HF A, partnerships have been developed with twenty organizations. They
are: the American Academy of Pediatrics; the American Hospital Association: the American
Nurses Association; many of the Children's Trust and Prevention Funds: Dutch Boy; Effective
Parenting Information for Children; Freddie Mac; First Steps: Home Instruction Program tor
Preschool Youngsters; [llinois Department of Public Health; National Association ot Public
Child Welfare Administrators; National Basketball Association; National Child Abuse Coalition;
National Foundation tor Consumer Credit; National Head Start Association; National [ndian
Child Welfare Association; National Parent Aide Network; Ronald McDonald Children's
Chanties; U.S. Department of Agriculture, Cooperative Extension System; U.S. Department of
Health, Matemnal and Child Health Bureau; and U.S. Navy, New Parent Support Teams.

[nitially, the nature of the partnerships ranged from joint mailings to members, to authoring
articles for each others newsletters, to speaking at each others conferences. Ultimately, though,
we are secking concrete ways for each partnership to contribute to a specific aspect of HFA.
With some partners, such as First Steps and Cooperative Extension. we are working to enhance
the way services are provided to families by expanding the scope of programs to incorporate the



components of an HF A system. With others, such as the American Hospital and Nurses
Associations, we have demonstrated the necessity of a broad-based coalition and the important
contributions that each partner brings to the whole. As a result, these relationships also have been
. successfully. established at the state and local levels._

Plans for the Future: Even as we plan to dramatically expand the number of HF A partners
over the next flve years, we also plan to work with them toward assuming a significant role in the
overall effort. We expect to double the number of our partners and to have tangible evidence of
the contributions they have made to the effort. Examples follow:

The various national protessional associations we have been working with -- including the
American Academy of Pediatrics. the American Hospital Association and the American Nurses
Association -- each have critical roles to play as representatives of the health profession and
health institutions. From training their own members to assisting with third party payor coverage
of home visitation services, these groups are critical to HFA's success. We will continue to work
with their leadership at the national level so that our joint messages are effectively communicated

to our state counterparts. [t is through the state planning teams that these representatives will
have the greatest impact.

To assure that our partnerships reflect the diversity of the populations served by Healthy Families
America. we will work to reach out to organizations such as the National Medical Association,
the National Black Child Development Institute, the National Council of the La Raza, and the
National Indian Child Welfare Association. Each of these organizations will have important
contributions o make as we implement HFA in communities with diverse socio-cultural
compositions. Our work with these organizations will: assist our trainers in providing culturally
specific information when training service providers; enhance program curriculums and other
materials utilized with families in their homes; and provide effective training and technical
assistance to advocates and community planning groups across the country.

[n addition. if the gains made by tamilies participating in HF A services are to endure, we must
establish linkages with organizations able to assume a role in a continuum of support. To that
end, we will continue working with institutionalized programs like Head Start. Along with
home-based services, most families will need to connect with center-based services as they
become less isolated, more autonomous and ready to reach out into the community for assistance.
For famulies receiving home visitation services from an HF A site beginning prenatally or at the
birth of their child, a Head Start program provides a smooth transition to a center-based program
when the child is 3 or 4 years old. By working together, Head Start and HFA can also benetit
trom collaborating on training, sharing their expertise and limited resources, and coordinating
their services. The addition of the Early Head Start program. a comprehensive child development
and family support program for families with children under age three, provides still more
opportunities to collaborate in supporting families right from the start. Clearly, Head Start
programs and HF A sites have overlapping missions which can be coordinated to make the
provision of services more comprehensive and more efficient for families.



Likewise, the myriad of family support programs found across the United States are all crucial to
HFA's success. Unless the various family support efforts work in a unified or integrated way at
the local level, the longer term benefits tor tamilies could be diminished. To further this goal. we
are planning joint-traimings with-other family support programs,-as well as joint demonstration
projects to assure quality service integration at the community level, and maximum utility of
existing training facilities as HF A sites expand in number. For example. the Healthy Families
America site in Chicago’s North Lawndale community is in the process ot building the HIPPY
program onto its current services. Plans are underway to engage HIPPY and other quality home
based programs in discussions about the HF A critical elements, so that we can collectivelv agree
on a set of best practice standards for home visitation and other tamily support services.

2) Establishing State Level Plans:

Accomplishments: The fundamental goal of the Healthy Families America approach - to
assure that all new parents get off to a good start through the establishment of a universal home
visiting program - can only be achieved by implementing comprehensive strategic plans for HFA
services statewide. Our ability to impact upon both the quantity and quality ot home visitor
services nationwide is contingent upon strong state leadership and solid capacity at the state
level.

The planning processes needed to establish an effective statewide effort are critical and differ

significantly from state to state depending upon the tocus of leadership, the political situation,

and the way in which human services function. The reasons for engaging in such a process

include:

> to achieve an informed and committed constituency among providers, policy makers,
decision makers, and the community at-large, which includes an understanding of the
strategic importance of supportive services from the time of a child’s birth for all
families, and particularly those at-risk;

> to achieve consensus and commiunent among kev decision makers tor implementation of
HFA in their state; and
> to advocate tor legislation and funding streams to support an HF A statewide initiative

over a defined time period.

Since HFA's inception, states have been mobilizing planning teams or task forces that engage
state-level administrators and policy makers in their Healthy Families planning process.
Creating a successtul, sustained statewide HF A effort requires the involvement of a broad array
of local officials both within and outside the traditional child abuse prevention network. In order
to coordinate and ensure that planning is compatible rather than in conflict with other child and
tamily advocacy etforts, it is important to obtain input and/or involvement from these sources
prior to defining or implementing an HF A action plan. Both Wisconsin and Georgia provide
excellent examples of coordination-in-action. In 1994, the Wisconsin Governor signed the Right
From the Start initiative, with the goal ot otfering all families home visitation and tamily
resource center services. The money allocated for this initiative allows funding for home



visitation services that begin at birth or less intensive support services, depending upon the needs
of the family. In doing so, Wisconsin has pooled two innovative ideas together, with the
intention of providing a continuum of care for any and all families in the state. [n Georgia, the
Georgia Council on Child-Abuse recognized the limitations-of short:=term new parent support
programs and sought expansion of the services they provide statewide. As a result, the Georgia
Council built Healthy Families sites onto existing First Steps sites. The partnership has quicklv
expanded HFA because much of the groundwork was already put in place by First Steps.

Healthy Families leadership in nearly all fifty states has been successful in bringing together a
broad range of public and private agencies to promote the implementation of state-wide home
visitor services. [n many states. task forces are created to develop a long-range strategic plan tor
implementing HFA support services statewide. In [llinois, for example. a statewide task force
was established by the legislature to study home visitation and HF A and develop a state plan.
The Governor appointed a 38-person task force comprised of representatives from the state
departments of Public Health, Public Aid and Corrections. as well as members of protessional
associauons, HFA sites. advocacy groups. and Prevent Child Abuse-[llinois. Even after
submitting a report to the Governor. the Healthy Families [llinois Steering Committee continues
to meet and discuss statewide implementation ot the plan.

[n most cases, these state task forces have been an effective vehicle for cultivating HF A
leadership; leadership that is essential if a statewide strategy is to become a reality. Among the
activities engaged in by state leadership are: establishing demonstration sites and coordinated
training and technical assistance; forming partnerships; pursuing legislative initiatives: and
coordinating services with existing home visitor programs from throughout the state.

To advance the efforts of the Healthy Families America state task forces, we provide these
groups with on-site technical assistance. Over 40 states and the District of Columbia have
already received on-site assistance trom HF A staff and a network of experienced state leaders
from around the country. States have found considerable value in hearing from other HF A state
leaders with experiences similar to their own. For instance. interested individuals in Alaska
received on-site technical assistance from an Arizona state leader in order to develop legislative
strategies and conduct strategic planning. Such visits typically serve to promote collaboration
among family support providers. help program planners with service implementation, or assist in
legislative strategies. In addition, technical assistance often comes in the form of presentations at
statewide conferences. Recently, Healthy Families America has been the theme of conferences
in: Arkansas, Florida. [llinois, Kansas, Louisiana, Massachusetts. Missouri. New Mexico, New
York, Ohio, Oklahoma. Rhode [sland. Virginia. and Wvoming.

Throughout the past four years. we have developed a variety of supportive materials for use by
state planning teams. Among the most recent documents include a Public Relations Guide. an
Advocacy Kit, a Needs Assessment Guide, Building a Healthy Families America System: A
Summary of Costs and Benefits and an Evaluation Guide. These materials. along with relevant
articles and other information. are disseminated to a mailing list of nearly 300 HF A colleagues



on a quarterly basis. [n addition to these mailings, information produced for HFA can be

accessed on the Handset computer network, which maintains a roster of over 3000 users, or on a
newly created Home Page on the Internet.

Plans for the Future: Given the current political climate and the desire of Congress to give
states more authority over how their funds are allocated, the need for culuvating state leadership
1s Keener than ever. States must have the capacity to determine how the Healthy Families
America approach should work in their state, how it will integrate with other tamily support
etforts and the means through they will assure that all new parents receive support.

Consequently, we plan to make sure that everv state has a tully tunctioning statewide HF A Task
Force which brings together all the key players (e.g., the Departments of Health. Social Services.
and Education and key private institutions such as the Children Trust Fund and our chapter) and
has adopted a state plan to fully implement HFA. This plan will include time lines for
development of sites, strategies for integrating HF A within existing services, a legislative
agenda. plans for funding and training, as well as quality control. While a given task force may
have a clear understanding of the initiative conceptually, it may be less clear to some groups
exactly how to analyze the opportunities and barriers within their locale, how to deal with
opposition, if there is any, and how to formulate short and long term goals. Therefore. technical
assistance from another state or national representative can be an excellent catalyst for clarifving

and motivating a group to move forward. We will continue to offer such assistance through on-
site visits.

In addition to the on-site visits, a meeting of HFA state leaders has been planned for March 1996
as a mechanism for cultivating leadership within each state. As evidenced by the unprecedented
turnout at our Healthy Families America Conferences, - over 600 in October 1995 - people want
to share their experiences and discover how others engaged in similar work have overcome
challenges. Opportunities for informal dialogue otten provide the most ideal setting for learning.
Therefore, the March 1996 mesting of state leaders will afford HFA leaders from throughout the
United States a chance to share experiences and discuss collaboration and coalition building,
statewide training capacity, HFA advocacy and legislative etforts, funding issues, and program
planning consultation. The role of the state leader is a crucial one. Each state leader serves a
unique and important role in developing HFA and securing its long-term stability within their
state. State leaders, through meetings and technical assistance, will become the experts in every
HE A-related subject, from budget and staffing projections to legislative advocacy.

3) Developing Training and Technical Assistance Capacity Nationwide:

Accomplishments: The planning stage for any new family support program is important
because it not only lays the foundation for etfective operational functioning, but establishes the
collaborative relationships necessary for long-term success. For Healthy Families America sites.
the planning phase is even more critical because there are a myriad of objectives included in the



HF A approach. From the initial planning stage through actual program implementation, the

value of being able to consult with individuals who have implemented similar programs cannot
be over-emphasized.

To assure that such assistance is available, a cadre of trainers has been developed at the national
and state level. When the effort was first launched, we relied heavily on our colleagues at the
Hawaii Family Stress Center who have great expertise in training others how to operate a
successtul home visitor program. With the intense demand for such expertise early on. we
quickly realized that the strength of HFA in the long term depends upon the degree to which
regions and states can develop their own capacity to develop and conduct training tor HFA sites.
Imually our challenge was to establish capacity at the national level to help state and local
communities get started. Over the past two years, however, we have been working to help states
build the capability internally to secure the training and support they need.

To that end, three "Train the Trainers Institutes” have been convened. For these institutes. state
agencies and NCPCA chapters have identified individuals to serve as the trainers for their state.
[ndividuals invited to participate in the institutes are enrolled in one of two components: Family
Assessment Worker Trainers. or Family Support Worker Trainers. A primary objective therefore.
is for each state to maintain at least two trainers, each with a solid understanding of the essential
components of HFA but each with their own area of programmatic expertise. As a result of the
[nstitutes convened thus far, we have increased the training corps from 2 to several dozen trainers
and designees. Developing this network not only allows us to respond more efficiently to

requests for on-site assistance but begins the process of building in-state training capacity that is
able to assess and meet their own needs.

Plans for the Future: Over the next five years, we plan to further develop qualified trainers
across the country, so that eventually each state will have its own capacity to do training. By
continuing the “Train the Trainers Institute” during the next several years, our pool of trainers
will grow. At the same time, we will begin focusing our efforts on helping states develop
financial resources so that they can eventually employ a pool of trainers tull time. Arizona,
Georgia and Indiana are already doing so, and most other states with established sites have
expressed both an interest and a need to do so. As the number of sites within an individual state
grows so does the need for more training resources. In addition to helping develop new programs
and train new staff. state trainers need to be available on an ongoing and coordinated basis to
respond to crises. provide training following staff turnovers, institute policies and procedures that
all sites in a given state will follow. and organize networking sessions and retreats for different
sites to share experiences. Centralized state training facilities must be in a position to anticipate
local needs and respond to them appropriately and with quality..

To tacilitate the creation of state training and technical assistance systems. we plan to convene
annual meetings of the state leaders to promote networking and disseminate a variety of
prototypes for state leaders to draw from as they design strategies. Since HFA s based on a set



of principles - as distinct from a model - we recognize and support the fact that every
community will have different training and technical assistance needs. To that end. the
prototypes will include general recommendations regarding intervals for technical assistance, a
-range of issues/topics that typically surface within Healthy Families programs. and a variety of
mechanisms for presentation (e.g., didactic training, shadowing of other service providers,
conferences, etc.). By coordinating this support at the state-level. every site will be offered the
assistance it needs, while maintaining the overall elements ot the HF A initiative. HFA sites that
have begun with statewide training and technical assistance have been able to avoid ongoing
program difficulties and, as such, have represented successtul examples of HF A in action. To
assure that this capacity is maintained over time, we will also advocate for the inclusion of
tamily support training certification programs at community colleges and universities
nationwide. Securing university support for the training of home visitor program staff is a
critical first step in achieving public support for the importance of home visitor services.

Underscoring all of our training and technical assistance efforts is the recognition that it is a
dynamic process. As research studies unfold new information regarding how to best achieve
positive outcomes with tamilies, the nature and emphasis of our training will be updated to
reflect these knowledge gains. For instance, research and the experiences of the 130+ HFA sites
has demonstrated that budgets. statfing projections, and assessment of families can be
approached in a variety of ways. As our knowledge base expands, we must enhance our use of
available tools and determine the method(s) which are most useful to sites. Likewise. as more
HF A sites developed in conjunction with existing services, we plan to integrate our training
procedures with those offered by the coordinating programs. By working with partners such as
the Cooperative Extension System (CES), we have been able to clarify ways HFA and CES
trainings complement one another and can be enhanced to train more completely. Ultimately, we
will be able to offer “joint trainings” with a variety of our partners, including Head Start, CES
and others.

4)  Assisting Local Sites:

Accomplishments: For communities seeking to establish HF A services, Healthy Families
Amenca trainers provide training in how to take the principles of effective services, as identified
by research in the critical elements. and put them into practice, as demonstrated by the Hawaii
Healthy Start Program and the more than 150 HFA sites. The underlving goal is to build on local
strengths and meet local needs. As with the assistance provided to state planning teams. much of
the initial technical assistance to local communities is done through distribution of materials and
assistance via telephone. Among the materials provided to agencies prior to service
implementation are: the rationale behind the Healthy Families America Critical Elements.
sample budgets and statfing projections, guidelines for recrulting service providers, examples ot
funding options. and core concepts to incorporate into an orientation training. Critical factors for
starting an HE A site include commitment. appropriate protessional skills, and a willingness to
persevere through the inevitable obstacles of innovation. During this phase. program planners



often elect to visit an operational HFA site or consult with an existing program manager for
additional insight.

Once the HF A-site or state-planning group has planned the program: received the-funding, and
hired staff, HF A trainers also provide on-site training to assure that all service providers
understand the HF A approach and their specific role in the effort. Training is provided to direct
service providers, supervisors. and program managers. As a result ot widespread interest and

commitment, more than |30 communities are providing HFA services - all have received on-site
HF A training.

HF A program sites serve several functions. First, they serve as a showcase for effectiveness of
the approach within a state. Second. they are viewed as a “model” for other communities. acting
as a resource for further replication within a state. Finally, the planning groups involved in the
organization of these sites are often the catalvsts for statewide advocacy etforts.

[n addition to helping communities operationalize quality programs. we are also working to
assure that the quality of services provided by these sites is maintained. To that end. HFA
trainers are always available for one-on-one phone consultation and mechanisms are being put
into place to standardize a number of follow-up procedures (e.g., a technical assistance survev 6
months after initial training). To facilitate cross-site experience sharing, we will continue to
arrange periodic conterence calls for sites at similar stages of development. as well as facilitate
meetings of program managers.

Plans for the Future: Over the next five years, we will continue to offer all new sites
assistance in the implementation stages of their program as well as training for their family
assessment workers and home visitors. We estimate this will include more than 230 sites over the
next five years. In addition, we are developing advanced training for all sites -- first after they
have been operational for nine to twelve months and then again at the two vear mark. Rather than
sending trainers on-site to assist with the advanced training (as we do with preliminary training).
our plan is to otfer Advanced Training Institutes throughout the year for Program Managers and
Supervisors. As more and more states develop training teams, these institutes might be held
regionally. Throughout this phase we will. of course, continue to "package” both the preliminarv
and advanced training in written form. and perhaps on video, for more efficient use by the sites.
As our knowledge from research and program experience grows, we will continue to update our
training materials appropriately. Likewise; the annual HF A Conference will allow sites from
across the country to come together and share their knowledge and expertise with one other.

To facilitate state-level capacity, the state leaders meetings will focus on the essentials in
program planning. State leaders will become experts in all aspects of the HF A program. as well
as the overall HFA approach. By training state leaders in program planning, sites will be able to
seek in-state experuse regarding budgeting for a site, funding resources, hiring a staff, and much
more. [n addition, we will encourage state leaders to facilitate quarterly meetings of sites within a
state or, if appropriate, regional meetings of HF A sites. State, local, and regional issues play a
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signiticant role in the provision ot services and the expansion of HFA. Some states/communities
have already begun such a process. For example, Indiana sites have found participation in the
quarterly technical assistance meetings extremely valuable. States such as New York and New

-Jersey and the District of Columbia,-Virginta, and Maryland are exploring-ways to pool their

resources reglonally. As these new training mechanisms are developed, we will assist state

leaders in their efforts to convene such meetings as a means of discussing important state or
regional matters.

5.)  Establishing Innovative Demonstration Projects:

Accomplishments: [n January 1995, an innovative demonstration project was launched with

the national Cooperative Extension System of the U.S. Department of Agriculture (CES). The
goal of the etfort, tunded by the Kellogg Foundation. is to develop a collaborative project which
would demonstrate the feasibility of building an HFA program upon the CES delivery svstem.
To that end. partnerships were established between the NCPCA chapter and CES svstem in three
states: Nevada. Oklahoma. and Wisconsin. The primary work during the first vear of this project
involved various processes: site selection. collaboration and program development, working
through ditferences that exist between small not-for-profit agencies and a large governmental
bureaucracy, and building a program upon existing services. Even with a focus on process issues,
some 1nitial outcomes have been identified. Among the major lessons that emerged in the first
vear are:

L The development of a site selection process which allowed the selection committee to
develop the collaborative relationship at the national level and a refinement and
clanfication of the original vision for the project.

. New understanding about the building blocks necessary for successful collaboration. as
well as new appreciation for the time-intensive nature of this process.
L A more concrete understanding of how organizations change policies and systems (o

create a collaborative. stream-lined service system and new insight into how difficult it is
for an organization to change existing policies and systems.

° [denutication of the operational differences between a small, private not-for-profit agencv
and a large, governmental bureaucracy; and as the collaboration between CES and the
local chapter unfolds, a method for resolving organizational differences which takes the
best elements of both systems to create better solutions.

[n January 19953, another Healthy Families America ptlot site was launched in the North
Lawndale community ot Chicago, initiated by a challenge grant from the Freddie Mac
Foundation. The site was one of the first established in the inner-city and, as such, should
provide the overall HFA etfort with useful information for future urban sites. Healthy Families
North Lawndale is a collaborative effort between NCPCA, Family Focus (a tamily resource
service center in place for over 13 vears), Mt. Sinai Hospital and Lawndale Christian Health
Center. The program is currently providing intensive home visitor services to 30 families with
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plans to expand in the coming months.

Plans for the Future: Even as we continue to implement these innovative demonstration

' projects, we also plan to disseminate preliminary outcomes and process sfrategies to our
colleagues in the field and make sure that the lessons learned are integrated into our overall
approach, helping to further the Healthy Families America initiative. For example, while the
CES project was launched at three sites, there is tremendous potential to build HFA programs
onto additional CES programs. Since CES is in every county across the country, there is a strong

likelthood that this demonstration project could have a very significant impact upon the CES
service delivery system.

Demonstration projects also provide us with opportunities to maintain on-going direct links or
hands-on connections with actual programs. As these projects continue to develop over the next
five years, we will use the experience gained from such direct contact to inform our policies and
practice. Insights into program development. training, collaboration and more will help us
enhance the materials and technical assistance we are able to offer to the field.

Given the important role ot fathers in a family and the dearth of materials or attention devoted to
them in the current pool of family support programs, we are planning to initiate a third special
project within HFA focused exclusively on fathers. In conjunction with HFA trainers and
program managers, a special curriculum will be developed that is designed to teach family
assessment workers and home visitors how to reach out and engage fathers and surrogate fathers
in parent education and support programs. Once the curriculum is developed, it will be pilot-
tested at a representative number of sites and incorporated into our training package. To support
the project, we will enlist a group of fathers to serve as advisors. Finally, in conjunction with

Marvel Comics, we will produce a new Spiderman Comic Book addressing the demands of
fatherhood and the needs of being a new dad.

B.  Assuring Program Quality:

Accomplishments: Key to the success of HFA is the degree to which the program is
implemented with quality. The Healthy Families America approach to home visitation is defined
by a set of critical elements as suggested by repeated evaluations of early intervention programs
with new parents. Adherence to these critical elements is essential, because over two decades of
research has shown that they contribute to better program outcomes. Although the temptation to

water down the approach is substantial, we have been committed from the outset to ensure that
this does not happen.

A strong quality assurance component is central to the long-term viability of the HF A initiative.
While continuing to emphasize the importance of the critical elements during training, a new
focus on ongoing quality assurance will reinforce the need for HF A sites to adhere to the critical
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elements over time. As the number of sites continues to grow dramatically, the need for a
specific credentialling mechanism to help all those involved in the HFA initiative monitor

adherence to the elements is critical. The purpose of the quality assurance/credentialling
--mechanism isto: - S : IR -~ : -

> protect the name Healthy Families America, and thus the nationwide movement. bv
ensuring that it represents a given set of principles:

> protect each local effort by ensuring that anyone using the name adheres to the set of
principles; and

> allow HFA sites and state leadership to engage in independent and on-going quality
management.

Only sites which adhere to all criteria. as determined through the credentialling program. will be
entitled to use the Heaithy Families America name which is trademarked. As with our approach
to other components of the overall effort, we will continue to support and in fact, promote
flexibility in service design and delivery as long as the adaptations are made in the context of
what we know contributes to positive outcomes.

[n order to be successtul, the credentialling system must be developed with the tull participation
of all those who will be affected by credentialling. To that end. once the self assessment tool was
developed in partnership with the Council on Accreditation of Services for Children and
Families, it was sent to all HF A sites and state leaders and revised based upon their teedback.
Next. a group of individuals involved in the HFA initiative met to make recommendations
regarding the major issues in the development of a credentialling system. Currently, a committee
ts developing the measurements, scoring, and outcomes for the self assessment tool. The
committee consists of HFA site managers, HF A trainers, and members of the HF A research
network. Final recommendations from this group will be completed by April 1996.

Plans for the Future: Currently, a collaborative credentialling model is being developed for
HEA. The Council on Accreditation of Services tor Children and Families (herearter referred as
“the Council™) will continue to work with us to develop a system through which credentialling
will occur. The Council will be managing the self assessment/peer review process for the HFA
initiative. Technical assistance will be offered to HF A sites by those state HF A leaders with the
capacity and interest in doing so or coordinated through NCPCA, in conjunction with other
affiliates. In this way, an arms-length is provided between training and quality assurance.
Finally, we will be seeking endorsements for this process from a variety of HFA partners.
Already, the American Academy of Pediatrics has indicated interest in giving this credenualling
system their “seal of approval.”

In addition to the completion of the self assessment tool, site visits will be a part of the
credentialling process. There is consensus that, without site visits. credentialling will not be as
reliable nor carry as much weight. Peer reviewers verify on-site the self assessment completed by
the HFA program. The pool from which peer reviewers will be drawn is: state HFA leaders. HF A



programs, and an “other” group consisting of individuals who work in the field and are familiar
with the HFA approach. Peer reviewers will be selected through a nomination process, primarily
through the chapter network. We will issue a call for nominations in February 1996. Once

“selected, peer reviewers will be- trained through a jointtrafming withthe Council. The goal of
training is to equip reviewers with the confidence to do a review. [t will cover refresher material
on the HF A critical elements, confidentiality, limits of responsibilities, etc. We will conduct the
tirst peer reviewer training in June 1996.

[n the next year. 20 sites will go through the entire credentialling svstem (self assessment and site
visit). Based upon the feedback from these first visits, adjustments will be made in the
credentialling system. if needed. Beginning in January 1997, a full scale roll-out of credentialling
will occur. A site will not undergo the credentialling process until it has been operational for one
tull year. Since credentialling will not be done every vear, sites will complete an annual report
during the interim years. to monitor the major development changes which could affect the
quality of the program (e.g., a change in leadership. budget, etc.).

Along with the credentialling system. we will continue to offer teleseminars - a cost effective and
efficient way of offering follow-up assistance to HFA programs. Other components of our
overall plan to ensure quality include: one-on-one follow-up between a trainer and a site;
meetings of program managers and supervisors; and advanced trainings. All of these strategies,

in combination with the general assistance we are offering sites, should help guarantee levels of
quality at most it not all sites.

C.  Improving Our Knowledge Base While Evaluating Our Activities:

Accomplishments: NCPCA’s National Center on Child Abuse Prevention Research plays a
central role in coordinating the wide range of program evaluations currently being conducted at
many HFA sites. With funding from the Camegie Corporation of New York. the Center recentlv
established a Research Nerwork of those evaluating the effectiveness of Healthy Families
America pilot sites and other home visitation initiatives. This funding provides an excellent
opportunity for researchers assessing individual programs to come together to address a broad
range of methodological and policy concerns. The overall goals of the Research Network are to
improve the quality, comparability and relevance of evaluations of HF A-type programs. and to
ensure they lead to a distinct improvement in our knowledge about how to most effectively
deliver such services, particularly as efforts attempt to become universal. Through ongoing
commurucation and collaboration, the Network will make significant contributions in the
tollowing areas:

L the idenufication and use of more common data elements to describe HF A recipients and
services;

° stronger "research” overall, including more randomized trials and more tfocused attention
to those research questions surrounding service deliverv and client identification;

o greater comparability ot outcome as well as descriptive data and thus greater ability to
compare and contrast findings across programs and populations;

o a unuform Program Information Management System (PIMS) for emerging HF A sites and

other home visitor programs;
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° a more realistic and appropriate interpretation of findings both positive and negative from
individual sites;

® - - -better dissemination-of findings from individual sites to-program managers and policy
makers interested in home visitation programs in other locations across the country;

. more useful or relevant research findings leading to stronger programs, built upon those
research findings; and

J expanded resources to support comprehensive evaluations of HFA efforts as funders

respond to the increased degree of collaboration and joint research designs emerging trom
the Network's activities.

The Center’s work has expanded the field's understanding of the impacts of home visitation
services in a variety of community settings. [n addition to several other wide-scale evaluations.
the Center is conducting a comprehensive assessment of Hawaii's Healthy Start program. This
three-year study, which will conclude in March. includes a controlled experiment, a follow-up
assessment of families who terminated intensive services, and a periodic assessment of families
identified as not being at-risk for maltreatment at the time of their child's birth. In addition,
comprehensive evaluations have been completed on dozen's of prevention programs around the
country including agencies in the Greater Philadelphia community, agencies in various
neighborhoods within Chicago and the U.S. military. These findings have been used to clarity

those program characteristics most likely to produce positive outcomes, as well as the types of
tamilies most likely to benefit from early interventions.

Plans for the Future: The Research Center will continue to play a central role in improving
our understanding of how best to structure, monitor and evaluate home visitation efforts. To
accomplish this mission, primary attention will be placed on conducting a greater number ot
controlled experiments of home visitation programs in a variety of settings; expanding the
Research Network and developing specitic products for wide dissemination throughout the field:
and developing the PIMS to systematically document the expansion of HFA efforts nationwide.

Evaluation Activities

[n terms of additional evaluations, we will initiate at least two controlled experiments involving
HEA sites in the coming year. The first involves a comprehensive assessment of the HF A site in
Chicago's North Lawndale community. Implemented in partnership with a local hospital and
community service agency, the effort will test the efficacy of the HFA model in an urban
community where many of the social problems of concern to city officials exist (e.g., substance
abuse. violence, poor service systems, high infant mortality and child abuse rates. etc.).

The second evaluation will involve three HF A sites being developed in partnership with the U S.
Cooperative Extension System (CES). These three sites. located in Wisconsin, Oklahoma and
Nevada. are building upon the CES existing family support svstem in providing intensive home
visitation services to new parents in their respective catchment areas. Over the coming year, we
will conduct a detailed process study of this initiative as well as a comprehensive outcome study.
At all sites, a longitudinal approach will be used to assess changes in participating families on
key dimensions, such as child abuse potential, parental stress. parent-child interactions, child
development. and service utilization. Given the severely overburdened target populations of the
demonstration sites, these changes are expected to occur gradually and have a lasting impact on
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family health. Therefore, outcome assessments will take place at multiple points throughout a

family's tenure in the program, with the greatest degree of change expected after one year or
more of involvement.

Research Network Activities

[n the future, the HFA Research Network will continue to focus on three primary areas of interest
to the field - risk assessment strategies, measurement issues and research questions, and design
issues. Network members are interested in evaluating risk assessment protocols and risk
reduction measures and suggesting a profile for risk assessment that might be more useful for
HF A sites across the country. While a wide range of measures will be needed to adequately
address all of the issues being targeted through HFA services, the group has given highest
priority to examining measures in the areas of child development, family outcomes (including
parent-child interactions, parental attitudes, parental discipline practices, parental decision
making and overall parenting skills). health care utilization. child abuse and neglect and social
support. Other areas of high priority include developing some standardized system for

describing the demographic characteristics of participants and for determining a program's cost
etfectiveness.

As noted above, a wide range of research questions surround the development of HFA. Among

the 1ssues Network members feel are most critical to address are:

. Questions regarding the context for establishing programs; including collaborating
agencies; funding sources and security; legislative and administrative mandates: the
impetus for the effort (who had the original idea); and, mechanisms for communication
and collaboration.

o Questions regarding staffing, including content and length of initial training; content,
length and timing of ongoing training; staff turnover; staff support; cultural match
between staff and participants; and, insuring staff comply with program guidelines.

° Questions ot family/participant identification, including relevance of screening criteria
tor all families; relevance of serving only first-time parents; relevance of each screening
category to final outcomes (i.e., do families with certain risk protiles do better in the
program than others?); relevance of prenatal screening versus screening at birth; and.
common characteristics of participant families.

L Questions regarding the home visitors, including role of the family support worker;
characteristics associated with successtul statf; FSWs level of compliance with all
program guidelines; and, successful curriculum or curriculum elements/topics.

° Questions regarding program drop-outs, including descriptive characteristics of drop-
outs; primary reasons given for dropping out; and. relationship between dropping out and
other program variables. such as nature of the intake or screening process, way in which

the program was presented, characteristics of the home visitor, the content of the visits,
etc.

Over the coming months, Network members plan to solicit more detailed descriptions of current
etforts to serve as a starting point for determining the degree to which each of the areas outlined

above is currently being addressed or might potentially be addressed by ongoing HFA evaluation
etforts.
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Monitoring Activities

Finally, the Research Center will move forward on developing a Program Information
-Management System {PIMS)to assist in monitoring HFA's service development and participant
coverage. This system will be well integrated with HFA's credentialling system. as well as build
upon etforts already underway in a number of states (e.g., Virginia and Indiana). As designed.
the PIMS will allow us to monitor the development of HEA sites nationwide in terms of staffing
plans. partnerships and funding sources; to document the specific levels of service and service
reterrals being provided to families enrolling in HFA programs: to document the descriptive and
socto-economic characteristics ot those families being served by HF A programs and how these
charactenstics change over time: and to provide an initial assessment of participant outcomes. [n
partnership with Anderson Consulting, the Center plans to develop an automated, personal
computer driven system whereby program staff would utilize a specialized software package to
input program. service and participant data as well as to generate descriptive reports on program
development and impacts. These data would be transported to the Center. thereby allowing us to
generate a national HEA profile.

D.  Increasing public participation:

Accomplishments: While the public’s knowledge about the child abuse problem has increased
over the last decade, so has pessimism over what individuals or soctety as a whole can do to
prevent child abuse. At the same time, the success of HFA depends upon an educated public, a
public willing to see the vision of HFA realized and a public committed to helping achieve that
vision. As such, a fundamental strategy for expanding HFA lies in educating the public about the
possibilities for preventing child abuse, specifically through HFA.

Central to our etforts in public education is the work we do with the Advertising Council (Ad
Council). [n 1995, we launched a new campaign designed to get the public involved in
prevenuon, particularly through HFA etforts in their states. With the tag line: “*The more vou
help, the less they hurt”, viewers are told that now there is a way to prevent child abuse where
vou live, and viewers are encouraged to call our toll-free 800 number (1-800-CHILDREN) to0 get
more information on HFA. Increasingly, when viewers call the $00 number, they are connected
directly to the NCPCA chapter in their state, rather than the national office. (With the majority
ot NCPCA chapters leading the HFA efforts in their state, our goal 1s to have the 800 number
totally localized in this way.)

In addition to our efforts with the Ad Council, we work to educate the public about child abuse
prevention and Healthy Families America in a variety of other settings - ranging from
conferences, town meetings, and cause-related marketing ventures to television and radio talk
shows. television magazine segments, television specials. focused newspaper stories. and special
publications. [n the past year alone, we have expanded the materials available o the general
public and more specifically parents, through the publishing of two new pamphlets targeted at
new mothers and new fathers.

Once educated, it is important to have tangible ways for concerned citizens to participate in
bringing HF A to their communities, and specitically, to help as volunteers at HF A sites.
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No matter what kind of funding HF A sites have, they will always be short-staffed - they are, atter
all, working with high risk, and thus, very demanding families. Well-trained and well-placed
volunteers can go a long way in dramatically expanding the reach and impact ot sites. The
success of HF A-depends on more-than paid statf. -Ultimately; enhancing the-knowledge base of

the general public, as well as finding roles for the public to play, will result in better program
outcomes.

Plans for the Future: During the next five vears we intend to dramatically improve the
public’s understanding ot how child abuse can be prevented and increase the number of members
of the general public involved in efforts like HFA. [n other words. we plan to mobilize a corps
of individuals who can help make the vision ot HFA a reality in every state and community.

To do so. first we need to better educate the public about prevention and HFA. Our new national
media campaign with the Advertising Council with its 800 number can do just that. That
campaign will continue to be conducted over the next tive years or more with the 800 number
designed to allow callers to get directly in touch with the HFA efforts in their own states. The
messages of the campaign will change over this time period in keeping with what our annual
public opinion polls tell us the public is most ready to hear next. In addition. state leaders and
task forces will serve as coordinators for community education about HFA in their state. By
organizing HF A conferences, developing an HFA brochure, or promoting the media campaign.
state leaders will help initiate a “call to action™ for home visiting and supports for new parents.

Second, we need to establish and maintain worthwhile opportunities for the public to further
HFA. To this end, we will develop a series ot specific jobs volunteers can carrv out on behalf of
HFA (e.g., the toy lending library manager. a home visitor aide, a child care support worker.
transportation aide). We will develop samples of task descriptions and training curriculum for
each position which can be used in preparing volunteers for their tasks. HF A state leaders will be
able to offer the assistance communities need, so that sites can most effectively utilize those
concerned citizens who want to assist with HFA.

At least one body of volunteers will emanate from the program participants. As the amount of
governmental support for social programs declines, the need to diversity funding strategies and
staffing patterns increases. [n order to maintain government funding and maximize its gains,
programs will need to develop opportunities for participants to give as well as receive. In other
words, we need to develop a mechanism for achieving reciprocity within programs. Parents who
have been in a program for one or two years, for example, may assume the role of “parent
mentor” otfering peer-to-peer support to a newly enrolled participant in conjunction with a home
visitor. Over the next few years, we plan to incorporate this philosophy into our training
programs and materials.
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E.  Building for the future:

Accomplishments: As a means of expanding HF A across the states and helping states to
maintain their efforts over time, we have worked to secure stable funding sources. Both private
monies and federal, state and local funding sources can generate resources for HFA. While
toundation grants often provide seed monev for new programs and research, long term funding is
needed if HFA is to become part of a state’s infrastructure. Through the technical assistance

provided to statewide task forces, we have continued our efforts to build stable funding
mechanisms at the state level.

State legislative initiatives also help to guarantee stability for HFA services. To aid states with
their advocacy efforts, we produced a document that compares the costs and benefits of
providing prevention services to all new parents with some of the most obvious costs associated
with child maltreatment. This conservative analysis has been a useful tool for state leaders in
educating their policy makers. [n fact, over a dozen states have passed some type of legislation
relative to increasing the availability and quality of home visiting services for families with
newbomns. [n the state of Arizona. for instance, legislation was adopted as part of a popular
Success by Six initiative which combined prenatal care. Healthy Families services to 12 new
sites, and comprehensive preschool programs. The bill, which had widespread support as well as
vocal critics, ultimately passed the Arizona General Assembly during a special session called by
the Governor and $3.7 million was appropriated to Healthy Families for two years. The
legislative experience in Arizona provides many lessons to other HFA state leaders, from timing
of advocacy efforts to how to address opposition from varying ideological viewpoints.

Federal legislative measures also impact the manner in which states provide services to their
citizens. As such, we have consistently provided HFA colleagues with pertinent information and
legislative strategy support so that their views are expressed to federal policy makers. [n 1994,
we focused on the implementation of the Family Preservation and Famil v Support Program and
were able to provide our HF A colleagues with concrete strategies for assuring that significant
portions of these new funds go to support home visiting etforts. In 1995, our attention has been
focused on the reauthorization of the Child Abuse Prevention and Treatment Act (CAPTA) and
the potential impacts of the proposed block grants of child protection programs. Action Alerts,

sample letters to members of Congress. and one-to-one technical assistance are some of the ways
we have interfaced with HF A state leaders.

Plans for the Future: Throughout the coming years. we will continue to assist states in the
drafting and advocating for HF A-related legislation. Such legislation typically provides funding
to launch an HF A initiative. legitimize a task force to study the teasibility of a statewide effort,
and/or establish training capacity. Further, proposed changes in federal policy are leading to a
reduced national commitment toward children and families and a greater emphasis on state-level
decision making. With reduced federal funds for children's services, demands to scale back state
services will increase and competition for available dollars will increase as well. In light ot these
changes, we will be tocusing a great deal of attention on cultivating skills in state leaders that are
necessary to meet these new demands. We will provide training and technical assistance
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regarding community needs assessments, state and local level cost-benefit analyses, and
advocacy strategies.

[n the absence of federat health care reform legislation-many-states have pursued independent
reform efforts. As a result, we plan to expand our efforts to develop partnerships between HF A
and managed health care systems (e.g., Blue Cross/Blue Shield), Medicaid and other health
insurance formats. As hospitals, providers and insurance companies become increasingly
concerned about releasing new mothers and their infants within 12 to 24 hours of delivery, we
plan to demonstrate the long-term benetits and the relative low cost of home visitor services in
monitoring after-care. In such partnerships, for example, a managed health care organization
could cover the initial family assessment for all new parents and if necessary. three or four home
visits at particularly critical times for the family. Already a few sites, including ones in
Michigan, Oregon. and Virginia, have been able to receive reimbursements from third party
payors or managed care organizations for their paraprofessional home visitor services. As we
continue to document their experiences, we plan to develop guidelines that sites can use to
receive managed care and other third party payor support. By offering health care coverage or
Medicaid reimbursement for home visiting services, health care organizations would ensure that
all families are assessed and offered the services necessary to guarantee improved parenting
skills and positive health outcomes. This type of comprehensive partnership would secure long-

term funding for HF A services and bring us even closer to achieving the fundamental goal of
Healthy Families America.

Conclusion

In just four years, the Healthy Families America initiative has evolved at an extraordinary pace
due to the remarkable efforts of state and local communities. Representatives from public and
private agencies, as well as committed civic volunteers, have sent a message that they are ready
to invest in prevention. Broad-based coalitions have come together and have committed
resources to make services more responsive to the needs ot families and children. State leaders
and program managers have convened conferences, addressed interested groups. and participated
in strategic planning in virtually every state. As a result of this hard work across the nation, over
150 communities have implemented HF A services. HFA continues to grow, and planning to
insure that these services are included as part of a state's long term strategy for supporting
families is underway in nearly all fifty states.

As the movement continues to thrive, our challenges are many. First, we must keep the HF A
vision at the core of our efforts by striving for the institutionalization of home visitor services
nationwide. Second. we must maintain a focus on quality which will assure that all new parents
receive and benefit from the services they need. And third, we must assist the movement to

continue to grow so that the vision of "universal” support for all new parents can one day become
a reality.
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Family Group Decision Making:

A Promising New Approach for Child Welfare

Family group decision making is a
promising model for a family-centered
approach to planning and providing for the
safety and best interests of children at risk
for abuse or neglect. The model offers a
new approach to resolving allegations of
abuse or neglect in a manner that many of
us would choose to seek solutions for our
own families, that is, through a family
meeting. Although that somewhat
oversimplifies the practice, it correctly
states the premise of the model, that most
of the time, families, with appropriate
supports, are best able to reach and
implement the right decision for their own
children.

Drawing by Kelli Wilmoth, 9 years oid

There are two primary models of family  yiye: caring for kias

group decision making currently in use

worldwide in child welfare: family group

conference and family unity meetings. The family group conference model was
developed and implemented legislatively in New Zealand in 1989. It has since been
adapted for use in communities in the United States and Canada. The family unity
model has been used selectively in Oregon since 1990.

In New Zealand, both families and professionals view the family group conference
model as the preferred method of working with families in which there are
concerns about abuse or neglect. A family is referred for a conference if the public
child welfare agency performs an initial investigation and determines that a child is
in need of care and protection, or if a judge or private agency makes the same
determination. A specialized child welfare worker known as a care and protection
coordinator then makes arrangements for the conference or family meeting.

Typically, a family group conference is attended by the child’s parents, extended
family members from throughout the country, the family’s significant close friends,
and tribal elders, if appropriate. Travel expenses of geographically distant family
members are paid by the government because this expense is far less than the cost
of long-term foster care placement of children. The investigating social worker,
teachers, psychologists, and other professionals who are working with the family
also typically attend the conference, but do not participate in the family's decision-
making process.
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A family group conference is generally organized in three stages. First. during the information-giving stage, the
social worker and other professionals explain the child’s situation to the family and answer any questions posed
by family members. Next, a family meeting is held privately to determine whether the family agrees that the child
has been abused or neglected or is otherwise in need of care and protection (they generally do agree), and. if so,
to develop a plan to meet the child's needs. The last stage of the conference is decision making, when the family
presents their plan for the child to the care and protection coordinator, investigating social worker, and the child’s
attorney (if one is involved). Family decisions are often fleshed out or modified by these professionals, but they
are seldom vetoed by them or by others with legally recognized veto power such as parents or custodians.

Typically, cases referred for a family group conference do not end up in court, unless court action is required to
formalize the family’s decision. This may involve granting a legal change of custody, prohibiting interference
from an offending parent, or providing the child’s custodian with legal rights to take such actions as arranging for
the child’s schooling or medical care. In cases where the court has already taken emergency action such as
removing the child from the home, the family’s decision is automatically submitted for court approval and there is
periodic court review of the case.

Politically, the family group conference model has been popular with the indigenous Maori people of New
Zealand because they have a strong extended family and tribal structure. The chance to help a grandchild, niece,
or nephew who is experiencing abuse or neglect has, however, been valued by families of all ethnic backgrounds
to whom the law equally applies. Another beneficial effect has been a substantial reduction in the number of out-
of-home placements in New Zealand as extended family members have shown increased willingness to care for
the family’s abused or neglected children themselves. The number of children piaced outside of their own racial
or ethnic group has also fallen in New Zealand.

In Oregon, anecdotal observations indicate that the family unity meeting approach to child protection decisions
has met with similar success. As one Oregon Children Service's administrator was told, the Department “has not
been the lightning rod it was last year in terms of dissatisfaction. There must be something right happening out
there!” In addition, after implementation of family unity meetings. Oregon experienced a decrease in foster care

placements which had risen for three years previously, and an overall drop in the number of children in out-of-
home care.

Family unity meetings operate similarly to family group conferences, but are not formally structured in the same
manner. First, family unity meetings need not validate the conclusion that the child has been abused or neglected:
the initial goal of a family unity meeting is simply to brainstorm options for the care and protection of a child.
Professionals are not excluded from the decision-making stage of family unity meetings, but are instead expected
to attend and to facilitate the family’s expression of the options for the child in the form of a concrete plan. Also,
unlike the family group conference model, family members are invited to participate in the unity meeting by
parents (rather than by a professional coordinator) and parents can limit participation by other family members.
Family unity meetings are structured around a meeting outline of “touchpoint” issues of concern designed by a
professional to focus on the strengths of a particular family, but for liability reasons, the child protection agency
retains control of final decisions affecting the child.

Both family group decision-making models present alternative practices for child protection that are well worth

serious study and consideration. By forging a new direction for resolving some of our most serious concerns
around the well-being of children and families, these models may well help to invigorate and reform our child
protection system. New avenues are needed to prevent the system from being overwhelmed, and sometimes
ineffectual, when it is needed most.

References and research information from: Merkel-Holgruin, Lisa. (May. 1996). Fanily Group Decision Making. (unpublished manuscript),
Englewood. CO- American Humane Association: Hardin, Mark. (1994). Family Group Conlerences in New Zealand, ABA Juvenile and
Child Welfare Law Reporter 13:43; Graber, Larry and Nice. Jim. (Fall, 1991). The Family Unity Model: The Advanced Skill of Looking for
and Building on Strengths. Prevention Repont.

Further information on the family group conference and family unity meeting models will be available in a
monograph from the Children's Division of the American Humane Association in late 1996, Monograph copies
can be ordered from AHA at 1-800-227-4645.
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