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FOREWORD 
The phenomena of child abuse and neglect are not new. What is new is that they 

are now seen as worthy of public and professional concern. Child abuse is no longer a 
family issue but a social one. 

In a manner comparable in philosophy with the societal response to perceived 
child interests manifested in the compulsory educCltion laws that began emerging 150 
years ago and the child labor laws of 75 years ago, we as a Nation have begun to carefully 
set the limits of physical and emotional parent-child interaction. We have reached a point 
in our social history when going beyond those limits invites invv:vement in the family 
by the full range of society's institutions. 

Our social service systems have, by and large, taken on the ombudsman role in 
coordinating the responses of the various institutions. Political institutions have defined 
the general limits of parental authority; they have facilitated the reporting of identified 
abuse and neglect; and they have defined the legal response. Medical institutions have 
given a clinical context for abuse and neglect by providing diagnostic criteria and 
establishing a response to the physical manifestations of abuse and neglect. The police 
and courts have provided the machinery to enable preventive and authoritatively 
controlling interventions. 

The tough role-that of change agentry vis a vis the family-has devolved upon the 
mental health system. It is tough beca.use it is not directed at adapting to what is, but 
working toward what might be; it is the step beyond defining, identifying, punishing, 
reacting. It calls for facilitating sufficient change in individuals and families to create, 
at the very least, a safe environment (and, hopefu"y, a nurturing one) for a child to 
grow up in. And this sort of intervention is hard work. People involved in this effort need 
organized support and directiorl. 

A wide range of possible programmatic responses directed toward therapy exists, 
but is not being utilized to the fullest. ihis publication provides descriptions of sume 
programs as examples of what can be accomplished. By looking atwhateightcommunities 
are currently doing as a response to the need for treating the families of child Ilbuse, 
the Holmes' report offers guidance to planners, administrators, and clinicians who are, 
or are planning to be, part of the change agent response to child abuse. 

Child abuse is an unbelievably common problem. At least 6 out of every 1,000 
children now being born will suffer from it. And yet, child abuse is one of those common 
things that has the power to shock most of us each and every time we come iota contact 
with it or hear about it. It is in emerging from the shock that the pain is felt and the 
urgency to not just repair the ills but prevent future harms and strengthen both child 
and family is manifest. This publication can provide some direction for that heartfelt 
urgency. 

ill 

Butram S. Brown, M.D. 
Director 
National Institute of Mental Health 





INTRODUCTION 
This document on child abuse and neglect is presented in two parts. Part J presents 

eight program case studies; part II is a synthesis of what has been learned both from the 
literature and from the site visits to the eight programs. 

Most of the published literature in the field focuses on characteristics of abusive/ 
neglectful families and on issues related to reporting and non reporting of cases. There is 
relatively little literature which deals with the "state of the art" in terms of program 
planning, case management and treatment, and the roles of various agencies within that 
context. The primary intent of this work is to take a first step toward filling this gap. 

This work is addressed to program planners within community mental health 
centers, child guidance clinics, public and private family and social service agencies, and 
hospita!s. It is also intended for practicing clinicians and social service staff and their 
supervisors as a training tool to encourage case discussion and ongoing efforts to imp"rove 
therapeutic skills. 

The eight programs described in part I represent a remarkable diversity in terms of 
communities, auspices, services, operations, relationships with other agencies in their 
communities, and styles and philosophies of treatment. We hope that planners will 
examine the programs described and will draw conclusions as to possible changes or 
additions that can be mClde within their own settings to improve existing programs or to 
develop programs where these do not currently exist. In other words, the eight program 
case studies are de!iigned to draw attention to possibilities and opportunities for program 
creation or improvement. 

The sections on case management and treatment presented within each of the 
program case studies provide detailed reports on the treatment of actual cases. These 
cases can be used by program staff as a springboard for discussion regarding management 
and treatment alternatives. It is our hope that clinicians not currently serving abusive and 
neglectful families will use the case materials and the program models as a starting point 

'for the development of responsive services. Effective management of child abuse and 
neglect requires input from many disciplines. Mental health professionals have invested 
little in this field, and, as a result, treatment services are markedly underdeveloped. Our 
plea to these professionals is that they become involved because child abuse and neglect 
are important mental health problems which require their best efforts and because a 
large proportion of these families can be helped with appropriate intervention. 

In selecting programs, Community Research Applications, Inc. (eRA), staff sought 
to obtain as wide a range of programs as possible. As a first step in the selectio!, of 
programs, we wrote to the State Department of Mental Hygiene and/or of Social Services 
in each of the SO States, also asking professional colleagues and experts in the field to give 
us names of programs maintained under mental health auspices or programs in INhich 
there was a particular emphasis on treatment. Among programs thus identified, we 
selected .only those which had been in existence for a minimum of 2, and preferably 3, 
years and programs which serviced ~ minimum of 25 families. 

Each of the programs was site·visited for up to 1 week by the project director, a 
clinical psychologist, and by a program analyst. The project director intervi~wed super­
visors and all of the treatment staff in some programs or a maximum of 10 in the larger 
programs. The focus of these interviews; was on presentation of treatment cases, espe­
cially the treatment process and techniques. In addition, the project director was present 
at a case staffing or at a clinical case conf~rence at all but one of the programs and in 
some programs was present at several such conferences. The program analyst conducted 

v 



interviews at approximately 10 community agencies with which the child abuse and 
neglect program maintains joint service planning or referral linkages. In most communities 
agency interviews were conducted in at least one hospital, in the public social service or 
child welfare agency, in at least one mental health and/or child guidance clinic, in the 
public health agency, and with law enforcement officials including the police, probation 
official, county attorney, juvenile court judges, and neighborhood lawyers. Additional 
interviews were conducted with staff from other programs providing child abuse services 
and with university-based individuals providing consultative services to abuse programs. 
Finally, the project director and the program analyst collected data regarding program 
funding, operations, staffing pattern and, when possible, data on the characteristics 
of participants. 

The programs described in part I represent four different auspices. There are two 
hospital-based programs; two private, nonprofit, agency-based programs; two public 
social service agency programs; and two community-based team programs. We have 
chosen to present the programs in these pairings by auspice category in order to highlight 
the diversity within even a single "modeL" Each two programs operating under a single 
type of auspice are introduced with a brief statement which highlights their differences 
in approach and emphasis. 

vi 



CONTENTS 

Page 
FOREWORD ..............•.......•............•...•..•.... iii 

INTRODUCTION. • • • • . • • • . • • . . • • • • . • • • • • • • • • • • • . • • . • . • . . • . •• v 

PART I - CHILD ABUSE AND NEGLECT PROGRAMS: EIGHT 
DESCRIPTIVE CASE STUDIES .••.......•.•••.•.••••..•.•.••.• 

Chapter I - Hospital·Based Programs .• . . . • . • . • . • . . . . . . . . . . . • . . . . . .. 3 

Introduction •.....•..••.......•.•.•••.••.....••••.•.•••••• 3 

CHILDREN'S TRAUMA CENTER, CHILDREN'S HOSPITAL 
MEDICAL CENTER, OAKLAND, CALIFORNIA 

Start-up . . . . . . . • . . . . . • . • . . . . . . . • . . • . . . . • . . . . . . . . . . . • • .• 4 
Program objectives • • • . . • . • . • • • . . . . . • . . . • . . . • • • . . . . • . . • • . • •• 5 
Program auspice •••••••••••••••••.•••••••••••••••••••••••• 5 
Program costs and sources of funding . . . . . . . . . . . . . . . • • . • . • • . • • • . • •• 6 
Facilities .........•.•...•..••••.........•.•..••••.••.• " 6 
Community and participant characteristics . • . . . • • • • • . . • . • • • . . • • • • . • •• 7 
The staffing of CTC •.•.••.•....••..•.•.••.•..•..•..••.••. " 9 
Direct services: Primary and $upportive services ••••••.•••.••.••••.••••• 12 

Primary services •... ,................................... 12 
Identification •...•.•...•......•.•.••.•.•..•.•.•.••••• 12 
Case management .••...••..•••.••••.•....•••.•.••••••• 13 
Treatment ........•....•.......•.•...•••.•.•.•••.•.• 14 

Individual therapy •••.......•.••.••••.•.•••.•••••.••• 16 
Couple therapy . • • • . . • • • . • . . . • • • . . . • . • . • • • • • . • • • • • • • 16 
Group therapy .• . . . . • . . . • . • . • . . . • • • . . . • • . . . . • . • • • • • 18 
Child therapy .••....•....••.•••.•.•.•.•.•••••.••••• 20 

Supportive services .•.•...•...•..•.•.•.•.•.•••.•••••••.••• 21 
Twenty-four-hour crisis on~all •....•.•••.•••.•••••.•••.•.•.. 21 
Parent aide program .....•.....•.•...•....•••••• ' •••••.•• 21 
Child enrichment program •..•...•.•.•...•....•.••.•..••.• 21 
Trauma clinic ..•.....•...••.•••..•.•......•••••.••••• 21 
Emergency fund . . . . • • . • . • . • . • . . . . . . . . • . . . . . . • . • • • • • • • 21 

The service delivery system . • . . • • . • . . • . . . . . . . . • . . . . . • . • . . . • . • • • 22 
Community education and training service providers .•.••••••••..•••••••• 23 

Community education ....•.•.•••..•...•.••••••...•.••••••• 23 
Professional education. • • . • . . • • . . . . . . . . . . • • • . . • . • . • . • • • • • • • 23 

Research and evaluation ••.•.•..•.•.......•.•..••......•..•••• 24 
Summary of key features •••.•.......•...........•.••.•••••••• 24 

SCAN PROGRAM, PITTSBURGH CHILDREN'S HOSPITAL, 
PITTSBURGH, PENNSYLVANIA 

Start-up . • • . • . • . • . • . • . • . . . . . • . . . • . • . • . . • • • • • • • . • • • • • • • • 25 
Program objectives .....•••.•.•..•.•.•.•.•...••.•••••••••••• 26 
Program auspice •..•.....•..•......•..•...•.•.•.••.••••••• 26 
Program costs and sources of funding ...•....•.•••••••.••••••.•.•.• 26 
Facilities .••••••••••••••••••...••••.•.••••••••••••.•.••. 26 

vii 



Page 
Community and participant characteristics • • • • • . . •.••••••••..••••• 26 
The staffing of the program •.•.•••.•.•••••••.....•••••••.••..••• 26 
Direct services .•.....••....•••••..•.....•.••.•..••••••••.•. 26 

Identification .•••••.•••..•.•..•••...•....••.•••.•.•..• 26 
Case Management. . • • • • . • • . • • . • . . • . . . . . . . . •..••..••..••• 27 
Treatment • • • . . . . . • . • . . . • • • • • . • • • • • . • . . • . . . . . . • . • • • . • 28 

The service delivery system .••••...•.••.•••••.•.•••••••••••••.•• 29 
Summary of key features ..••••••••.•..••••••••.•••••.••.•••••• 32 

Chapter II - Private Nonprofit Agency-Based Programs .................... 33 

I ntraduction •...••.......•••....••......•.•..•••••••.•••••• 33 

BOWEN CENTER OF THE JUVENI LE PROTEc.: liVE 
ASSOCIATION, CHICAGO,ILLINOIS 

Start·up • • . . . . . • . . • • . . . •.......•.••.......•..•••••..•.•. 34 
Program objectives . . • • . . . . . • . • • . • . . . . • . . • • . . . • . . . . • • • . • . • • • • 34 
Program aUspice ••.....•.•.•....•...•...•.••••....•.•.••••• 35 
Pr;gram costs and sources of funding ..•....•..••••.•.•••..••••••.•• 35 
Facilities .••.••.•..••......•..•••.....•..••.•••..•••••.•. 35 
Participant characteristics . . . . • . . • • . . • . . • . . ••.•••.•..•.••••••.•• 35 
The staffing of Bowen Center ..••..••...••...•.....••••..•••••••• 36 
Direct services: Adults and children ., •••••.••.•••....••..•••...•... 37 

Services to adults .•••.••••...••..•.....••.....•..•.••.•... 37 
Diagnosis .....•....•..•.•.•.•.......••.••••••••.•.•• 37 
Casework for adults .••.••...••..•....•••••.••..•.••.•••• 37 
Group work with mothers .•...•.•••..•.....•.•..•.•.••••••• 38 

Services to ch ildren ...•••....••••.•.•.•.•.•.•••.•.•..••••• 38 
Day care and after-school program . . . . • .. , .•••.•••.•..••••.••• 38 
Play therapy •...................••....••.•..•..•••••. 39 

The service delivery system •.••....••....•.•.•.••..•..•.•..••••• 44 
Community education and training service providers .....•...•..•.•....••. 45 
Summary of key features •.•...•••.....•••.•...••..•.•..••.•.•. 45 

SCAN VOLUNTEER SERVICE, INC., L1- ._ ROCK, ARKANSAS 

Start-up ..•..•....••...•.........•......•...••.••••.•••• 46 
Program objectives ....•....•..•..•....•••...••.....••..••..• 47 
Program aUspica .•••.•••.......••.•...•...•....•..•..•..•..• 47 
Program costs and sources of funding .••.•..•..•..•...•.•.•.•••••..• 47 
Facilities •.....•...•..•..•...•.•••.•.....•.......••.••.•• 48 
Community and participant characteristics .•..••••.•....••..•.•.•••••• 48 
The staffing of SCAN ••..••......••.••••......•.•.••.••.•••• :48 
Direct services •...•.......••..•..•...••••.•...•••••.•.•.•• 50 

I dentlficetion . . • • . • • . • . . . . • . . •••.•..•..••......•.••• 50 
Case management ••.....•...•..•...•.•.•••..•••..•.••. : •. 51 
Traatment ...........•....•••......•......••••••••••... 51 

Lay therapy •.....•..•.•...........••..•.•••••.••••••• 52 
Group therapy .•..•••..•...•••.•..••.••...•••..••.•..• 57 
Parents Anonymous ••..••...•..•..••..•.•..••..•.••••••• 58 

The service delivery system ......•....••..•..••.•.••..•.•••••.•• 58 
Community education and training service providers ....•...••..•••.•••••• 59 
Summary of key features ••........••........•...••••••.••••••• 59 

Chapter III - Public Social Service Agency-Based Programs ..........•..•...• 61 

Introduction •••.•.••.••.•....•.•....••......••••.....•.•..• 61 

HENNEPIN COUNTY WELFARE DEPARTMENT, MINNEAPOLIS, MINNESOTA 

Start.up .•.....••..•...•............••.•....•.....•••.•. 62 
Program objectives ....••..•.•.••.•..••...••..•..•...•.••.••. 62 
Program auspice ..•........•••..•.••..•......•.••••..••..•• 62 

viii 



Page 

Program costs and sources of fUnding for protective services .•••••..•••.•••••• 62 
Facilities •...•..•...•.•..•..••.••••••..•••••••••.••••..•• 63 
Community and participant characteristics •••.•.....•...••••....•••••• 63 
The staffing of protective services ..•••..•.•...•••.•..•.••••••••••• 65 
Direct services •......•.•.•....•.•.••.•......•••••...•••••• 67 

Identification •....•••.•.••.•..•..••.•••.•..•••••.•••••.• 67 
C::;~ management ....••...••.•••••••....••••••••••••••••• 68 
Treatment .•..•......•.•••••••..••..•..•.. , .••••..••••• 68 

The service delivery system ......•....••.••.•...•.••.•.••.•••••. 74 
Community education •••••••••••••••••••••••••••••••••••••••• 76 
Summary of key features ••...•.•.••....••..•....••..•••.•..••• 76 

LEHIGH-NORTHAMPTON COUNTIES COORDINATED CHILD ABUSE 
PROGRAM, PENNSYLVANIA 

Start-up •.•...•.••..•••..•.•...••..••••.•.••....•••••••• 77 
Program objectives ...•.•••..•••.••.•.•....••.••••••.•.•••••• 78 
Program auspice .•...•.••...•.•• •..•..•..••.•••••.•.••••••• 78 
Program costs and sources of funding •.•.•..•••••.•.•.••.•.•••••.••. 78 
Facilities •.....•..•.• , ...•••...•.•••..•••.•..•.••.••••••• 78 
Community and participant characteristics .....••... , ....•••...••••••• 79 
The staffing of the program .••....•.•.•....•.••.•.•.••••.•••.••• 80 
Direct services: Primary and s~pportive services ••.•••••.•••••••••••••••• 83 

Investigation ••....••..•...•.•.•.••••.•.•.••..•.••• , •••• 84 
Case management •.•..•....••••...•....•.•.•...•.•.• , •••• 86 
Treatment ••••••.•.•.•.••••..•••••..••...•...••. , • , •••• 86 

Group therapy '" .•••....•..•.•..•.••..•.•.•••••••. 87 
Individual casework ..•.....•....•••...•••.•••••••.••.•.• 90 

The service delivery system ••...••..•.•.••.••••...•...••••.••••• 91 
Community education and training service providers ....••••••..•••••••••• 92 
Summary of key features .•..••...•••.•••••••••...••••..••••••• 92 

Chapter IV - Community-Based Team Programs ..........•....•......... 93 

Introduction •••.•.••.••....•... , .••. , ••••••••••••••••••.••• 93 

BILLINGS CHILD ABUSE AND NEGLECT COMMUNITY-BASED 
TEAM, BILLINGS, MONTANA 

Start-up • • • • • . • • • • . • • . .••••• , .••.••••.•••••••••••.•••• ; .94 
Program objectives .•••••••••••••••••••••••••.•.•••••••..•••• 95 
Program auspice •••••••.• . ..••••..•..••••••.••.•••.••.••••• 95 
Program costs and sources of funding .•••.•...•.•••.••..•.••.••••.•• 95 
Facilities. • • • • • • • • • • • • . • • • . • . . • • • • • • . • . • . . • • • • • • • • • . • • • • • a5 
Community and participant characteristics .•••..•..•••• , ••.••••.•••••. 95 
The team in operation .••••.• , ••.••.•.••..•••.••.•••.••••••••. 97 

Treatment ••.•.••••••••••••.•.•..•.•..••••.••...•.••••• 99 
The service delivery system .••• , ..•..•.•.•.•...•• , •..•.••••••• , 101 
Community education •.••.•••.••••...•.•.•.•.•••.••••••••••• 101 
Summary of key features •...•••.•.•••.•.••••..•••••••..•.•.• , 101 

LARAMIE CHILD ABUSE COUNCIL AND TREATMENT TEAM, 
I..ARAMIE, WYOMING 

Start.up .••••.••.••.••. , ••••.••••.•.•.••.••••••••••..•• 102 
Program objectives •••.•••..•••••••••..•••• , ••••...•..•.•••• 103 
Program auspice ••••••••••••••••••.•••• , ..••.••••.•.•..••• 103 
Program costs and sources of funding ., •••..•..••....•.•.•••. , .•••• 103 
Facilities •••••••..•••••••••.•••••..•. , •••••••••••. , ••••• 103 
Community and participant characteristics •.•••.•. , ..••••..•.•• , •.••• 104 
Composition of council and team .•.•....•••.. , .•••.•.••••. , ••••• 105 

ix 



Page 

Services available .••.••••••.•••.••.•••••••..••••..•••••••• ,106 
Education for parents ••••••••••••.•••.•...••••••.•••.••••• 107 
Health services ., •.••••...•••.••••.•.••..•.••••..••••••• 107 
Child welfare services •••.••••••.•..•.••.•••••••.•••••••••• 107 
Child development services ••••.••••.•.•.•••••••••••••.•••••• 107 
Parent aide program ., ••.•••••.•..•••••.••.•••••••.•••.••• 107 
Treatment services .•••••.••••..•••..•••••..•.•..•.•..•••. 107 

The service delivery system • • • • • . • . • • . • . • • • • • • • . . • • • • • • . ••••.•• 109 
Summary of key features •...•.••.•.•.•..•.••••..•.•••.••••.•• 109 

PART 11- CHILD ABUSE AND NEGLECT: THEMES AND ISSUES. '." •. , .. 111 

INTRODUCTION TO PART II ..•................................ 113 

Chapter V - Criteria and Definitions of Child Abuse and Neglect .... , ..•••... 115 

Notes •••..••..••.•.•••.••..•••••.. • ..•••.•.•••••••• 119 

Chapter VI - Case Reporting and Incidence ........•.................. 121 

Identification ••.•...••.••.•••••••••••...•••••..•.••••.••.•• 121 
Reporting •.•.•••.•.•..••••••••••..•.•.•.••..••.••••..•••• 122 

Facilitators and barriers to reporting. . • • . ••.•.•.••••.•••.•••••••••• 123 
Receivers of reports ...••.•..••.•.•••...•..••.•.••••...•.••• 126 
Age of children .•••.•••.•.•••.•••.••.•••.•..•••••••••••••• 127 
Abuse laws under criminal codes ..•••.•••••.....•.••••••.•••.•••• 127 
Central registries • • • • . . • • . • • . • . . • . • . • • . • • . . . . . • • • . • .••••••• 128 

Incidence ....••.•.•.••.••.•..••.•••.••...•..••.•••••••.•• 128 
Notes ••.••....••••.•.••.••.•..•.•.•...••••.••••••.•••.• 130 

Chapter VII - Characteristics and Dynamics of Abusers/Neglecters ............ 131 

Introduction ..••••..•.•.•••••.•...••...•..•.....•.••.•••.. 131 
Demographic characteristics .•..•.•••••..•.••••...•.••.•••....••• 131 

Socioeconomic status: Income, occupation, and education ...•..•••••••..••. 131 
Age •••..•••.••.•.•••.••••••••.•.••.••.••.••••.••.•••• 132 
Family size and spacing ..•.•..•••••.•..•••••.••.•.•.•..••••.• 133 
Ethnicity •.••.•••.••.•••.••..•.•.••..•••• , ..•••••.••••• 134 
Intact v. single parent status ••.•.••..•.••••..•••.••.••..•••••.• 134 
Sex of the abuser ••••...••..••••••••.••••..•••.••••.••••••• 135 

Life history characteristics •..••.••••.•••.•......•.••..••.••.•.•• 136 
Alcohol and drug use •.••.••.•.•••.•••.•••.•.••..•••••••.••• 136 
History of court involvement •••••••••.•••••.••••..•.•••••••.••• 136 
Physical and mental disabilities .••.••••••••..•••.••.•.••••••..••• 137 

Dynamic characteristics: The dynamics of abuse and neglect •..••.•..•.•..••••• 139 
Child·related knowledge, attitudes, and behavior ..••••..••••••••......•• 140 
Childhood experiences and role modeling .•..•.•..•••.••••..••..••••• 142 
Relationship stress •..•..••••.•..••••.•.•••••••••••••••••••• 143 
Self·concept: Feeling of helplessness and mistrust of self and others .•.•••••.••• 144 
Isolation •.••...•.•..•.••••.••......••....•••...•...•••. 145 

Explanatory theories •••.•.••••••..••...••.•.•••.•.••••.•••.••• 146 
Psychological explanations •..••.•..•.••..•..•..••••••••.•.•.•• 146 
Sociological/environmental explanations ••••••••••••••••.•••••.•..•• 147 
Sociopsychological explanations •..••••••••••••..•••..•••.••••••. 148 

Notes ...•.•••..••••••.•..•..•.•••.••••••.•••••••••••••• 149 

x 



Page 

Chapter VII I - Characteristics of the Abused/Neglected Child •..•......... , •. 151 

Introduction ••••••.•••••••••••••.•.•..•••.••.•••••••.•••••• 151 
Demographic characteristics •.••••••••••.•.•••••..••••• , •••••••••• 151 

AgE! of the child .•••••.•••••••.•••••.•••.•••••••••••••••••• 151 
Sex of the child ••••••••••••••••.••.••••.•••••.•.•••••••.••• 151 
Birth order ••••••.•.••••••.•.••••••.••••••.••.••••••••••• 152 
Multiple v. singular abuse: Repebted abuse of one child; ebuse of siblings. . •••••••.• 152 

Child-specific precursors to abuse ••••••••••••••••••••••••••••••••••• 153 
Disabilities and deficiencies resulting from abuse ••••.•.•••.••••••.••••.•••• 154 
Notes •.••.•••.•••••.••.••.•••.•••••••••.••.••••••...••.• 158 

Chapter IX - Identificaition, Case Management, and Treatment ...•.•..•.•..•. 159 

Identification ..•...••••.••.•.•.•.•••••.•••••••••.••.•••••••. 159 
Case management ............... ..••• _ ••..•.••.•.•.•••.••••••• 160 

Delivery of co ncrete services • . • . • • • • • • • • • • • • • • • . • • • . • • . • • • • • • • • .160 
I nteragency child 1tbuse and neglect teams .•••.••.•••••••.••••••.••••• 162 

Treatment •••..•.•.•..••••••.•..•..•••••••••••.•••••••••••• 163 
One-to-one t!1erapy: Casework. psychotherapy. and lay therapy ••• " •••.•••••••• 164 
Group therapy •...•..•••••••.••••••••••.•.•.••••.•.••••.•• 165 
Couple and famlly therapy •••••••.•.••••••••..••••••••••••••••• 166 
Criteria for different treatment modalities and for success ••••••••••••••••••• 167 
DUration of treatment, volunteerlsm •••.•••.••....••.••••.•••.•••••• 168 
Treatment and services for children .••••••••••••.•••••••••••••••••• 169 

Notes .••••••.••••••.•••••••.•••.•• , •••••••.••••••••••••• 171 

Chapter X - Social Services, Health, Child Care, Educational, and 
law Enforcement Systems ...••....•..... , .•.....•......•....•. 173 

Social services. •.•.•.••.•••••...••.•••.•••....•••.•.•••••.. .173 
Health services . • • • . • • . • • • • . • • • • . • • • • . • . • • • • • • • • • • • • • • • • • • • • .175 

Hospitals .•••••••.•••••••••••••.•••.•••.•.•••••••••••••• 175 
Public health department ••••••••••.•••••••••.•••••••••••..•••• 175 
Mental health centers and child guidance clinics , .•••••..••.••••••••••••• 176 

Child care and educational institutions •.••.•.••.•.••••••••••••.••.•••• 177 
Child care services •.•.••••••••••••••••••••••• , •••••••••••••• 177 
Educational systems .••••.••.•••••.•••.•.••••••.••••.••.••••. 177 

Law enforcement and judicial systems •..•••••••••••••••••••••••••••••• 177 
POlice. , ••••••••• '" •••••••• , ••.•••••• , ••••••••.••••••• 177 
Attorneys •••.•.••••••••••••••...•...•••••••.••••.••••••• 177 
Juvenile COUrt. • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 178 

Chapter XI - Summary, Conclusions, and Recommendations ....••••.•.•..•. 181 

Definitions •.•..••••.••• , ••...•••.••.•••••••.•••••••••••••• 181 
Reporting and incidence •••••••.••••••..••••••••••••••••••.••••.• 181 
Characteristics of abusive/neglectful parents •.••••••••••••••••••••••••••• 181 
Characteristic~ of abused/neglected children ••••••.•••.••••••••••••••••• ,182 
Identification, case managment, and treatment ••••.••.•••••.••..•••..••••• 183 
Service delivery systems •••.•..••.•.•.•••.••••..••••••.•••.••••.• 187 

The public welfarp. or social service agencies ••.•••••.•••••••••••.•••••• 187 
Hospitals ...............................................187 
Mentai health agencies/child guidance clinics ••••.•.• , ••.••••••••••••••• 188 
Day care cllnters/schools •••.•••••••••.••••.••••••.•••••••••••• 188 
Law enforcement systems .••••••••••••••••••••••••••••••.•••••• 189 

Recommendations to NIMH •.••..•••••••••.•.•••••••••••••••.•••• 190 

Bibliography ••.••••••..•••.•••••••••.• , ••.•.•..••..•....•.•... 191 

xi 



LIST OF FIGURES 
Page· 

CHILDREN'S TRAUMA CENTER, CHILDREN'S HOSPITAL MEDICAL CENTER, 
OAKLAND, CALI FORNIA 

Figure 1. 
Figure 2. 
Figure 3. 
Figure 4. 
Figure 5. 
Figure 6. 

Budget allocation. • . • • • • • • . . • • . • • • • . • • • • • . • . . • • • • . • • •• 6 
Income of serviced and area populations .••..••••••••.••••••••. 7 
Ethnic status . . • . . • • • • . • . • . . . • • . • • • . . . . . . • • . • . • • • • •. 8 
Head of household . • • • . • • • • • • .•• " . . . • • . • . • . . • • • . • • • • •• 9 
Number of youth in area and catchment populations ..••••••••• , •••. 10 
Staff organization •••.•••.••••••...•.••..•.•••••••••.• 11 

BOWEN CENTER, OF THE JUVENILE PROTECTIVE ASSOCIATION, 
CHICAGO,ILLINOIS 

Figure 7. 
Figure 8. 

Budget allocation •.•.•••..••.•.•••....••..•.•..••••••• 35 
Staff organization ..••..•..••••••.•••...•••.•...•.•••• 36 

SCAN VOLUNTEER SERVICE, INC., LITTLE ROCK, ARKANSAS 

Figure 9. Staff organization ••.•••••••..••.••.••....••..•..••••• 48 

HENNEPIN COUNTY, WELFARE DEPAR1MENT, MINNEAPOLIS, 
MINNESOTA" 

Figure 10. 
Figure 11. 
Figure 12. 
Figure 13. 
Figure 14. 
Figure 15. 

Budget allocation •.•••....•.••.••..•.•••.••••••.•.•••• 62 
Income of serviced and area populations •.•••.•.••.•••••.•..••. 63 
Ethnic breakdown of area and serviced populations •..••.•.•.••.•... 64 
Area and serviced populations by head of family •..••.•..•.•.•••••• 64 
Number of youth among serviced and area populations •••..••.••.••.• 65 
Staff organization ..•.......•..•...••....•..••....•••. 66 

LEHIGH·NORTHAMPTON COUNTIES COORDINATED CHI LD 
ABUSE PROGRAM, PENNSYLVANIA 

Figure 16. 
Figure 17. 

Figure 18. 

Figure 19. 

Figure 20. 

Figure 21. 

Figure 22. 

Figure 23. 

Figure 24. 

Figure 25. 

Sources of funding .•.•.•.....•..••••.••......••••••••• 79 
I ncome of families in serviced 

and area populations - Lehigh County '" ••••.•....•.••••••• 80 
I ncome of families in serviced 

and area populations - Northampton County ••••••..•..•.•..•• 81 
Ethnic breakdown of area and 

serviced populations - Lehigh County •..••.•.•....•..•••..• 82 
Ethnic breakdown of area and 

serviced populations - Northampton County .........••.••.••. 82 
Head of families in serviced and 

area populations - Lehigh County ••....••.••.•••••..••...• 83 
Head of families in serviced and 

area populations - Northampton County .•...•.••••••....•••• 83 
Number of youth in area and 

serviced populations - Lehigh County ...••..••.•••••.•.•••• 84 
Number of youth in area and 

serviced populations - Northampton County •.......•.•••••••• 85 
Program staffing ....• • •.•.•••........•••..•..•..••••• 86 

xii 



Page 

BILLINGS CHILD ABUSE AND NEGLECT COMMUNITY·BASED TEAM, 
BILLINGS, MONTANA 

Figure 26. 
Figure 27 .• 
Figure 28. 

Income .. , •...•••.••..••••••.•.•••••••••••••••••• 96 
Ethnic status ..••..••.••••.•••••••••.••.•••••••••••• 97 
Number of youth in serviced and area populations •••••••••••••••••• 98 

LARAMIE CHILD ABUSE COUNCIL AND TREATMENT TEAM, 
LARAMIE, WYOMING 

Figure 29. 

Figure 30. 
Figure 31. 
Figure 32. 

Proposed organization and function of child 
protective services In Wyoming •..••.•• , .•.••.•••••••••••• 104 

Income offamilies in Albany CountY •••••••.••••••••••••••••• 105 
Ethnic characteristics of families in Albany County •••••..•••••••••• 105 
The number of children in Albany County ••••.•.•.••••••••••••• 106 



LIST OF TABLES 

CHILDREN'S TRAUMA CENTER, CHILDREN'S HOSPITAL MEDICAL 
CENTER, OAKLAND, CALIFORNIA 

Page 

Table 1. SoUrces of funding ...................•..•...•.•..•... , 6 

HENNEPIN COUNTY, WELFARE DEPARTMENT, MINNEAPOLIS, 
MINNESOTA 

Table 2. 
Table 3. 

Sources of funding .•.•.........•...•..•....••..•.••... 62 
Sources of referral .•....•.....••.•.•..•......•.....•.. 67 

LEHIGH·NORTHAMPTON COUNTIES COORDINATED CHILD 
ABUSE PROGRAM, PENNSYLVANIA 

Table 4. 
Table 5. 

Sources of funding .•.....•... " ..............•.•.....•. 78 
Sources of referral . . . . • . . . . . . . . . . • . . . . . . . . . . . . . ...••.• 85 

BILLINGS CHILD ABUSE AND NEGLECT COMMUNITY·BASED TEAM, 
BILLINGS, MONTANA 

Table 6. Sources of referral .. . . .•..•...................• 0 •••••• 96 

xiv 



PART 1 
CHILD ABUSE AND NEGLECT PROGRAMS: 

EIGHT DESCRIPTIVE PROGRAM 
CASE STUDIES 

In the case studies which follow, the names of all 
clients have been changed to preserve the privacy 

. of the individuals who have participated in these 
programs. 
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Chapter I - Hospital-Based Programs 

INTRODUCTION 

The two program case studies which follow 
deal with hospital-based programs. Both pro­
grams illustrate the fact that hospitals are most 
likely to see abused children 0-3 years of age and 
that older children are seen less frequently. Both 
programs are based in children's hospitals in 
large metropolitan cities. However, whereas the 
SCAN program in Pittsburgh operates primarily 
to ensure identification and reporting by hos­
pital staff, the Children's Trauma Center in 
Oakland, California, is a separately funded 
child abuse program which is designed to do all 
that the Pittsburgh program does and to provide 
comprehensive treatment and supportive services 
to families identified in the hospital. BOoth pro­
grams demonstrate the value of a hospital team 
which raises consciousness about possible abuse; 
provides training, consultation, and support to 
professionals; and makes a first contact with 
parents in a supportive and therapeutic manner. 
Both programs illustrate the remarkable increase 
in the number of cases identified following the 
creation of a child abuse team or unit within a 
hospital and the need for continuous training 
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and active review of all incoming cases. Both 
programs provide a case staffing mechanism 
which serves a planning and coordinating func­
tion in terms of the role to be played by a variety 
of agencies. Children's Trauma Center is unique 
in that it encourages parents to attend these case 
staffings as a way of clarifying the expectations 
which the various agencies will have of them, 
undermining the denial of abuse, and demystify­
ing various agency procedures. 

Without specific funding for a child abuse 
treatment unit, it is unlikely that long-term 
treatment will be provided by a hospital which 
has. many other priorities. The Oakland program 
demonstrates that with adequate funding a child 
abuse treatment unit can be developed very 
effectively in a hospital setting. Children's 
Trauma Center is an excellent example of how 
effective a hospital-based treatment program 
can be if the commuhity is willing to provide the 
funding. In serious abuse cases the first contact 
with the parents is often in the hospital .. This 
first contact can be so important in its impact 
on the family, while referrals to other agencies 
are often unsuccessful, that it seems a great 
waste not to capitalize on this initial relationship 
between family and hospital. 



Children's Trauma Center of 
Children's Hospital Medical Center 

Oakland, California 

By Monica Holmes, Ph.D., and Douglas Holmes, Ph.D. 

Program Director: Sharrell Munce, MSW 

START-UP 

The ongm of the Children's Trauma Center 
(CTC) dates from November 1971, when the 
director of social services of Children's Hospital 
Medical Center (CHMC) called a conference on 
child abuse and neglect. The conference was 
attended by representatives from public and 
private social service, health, education, and law 
enforcement agencies and other professionals 
in Alameda and Contra Costa Counties. Wide­
spread interest in the conference is attributed in 
part to the work of the director of social flervices 
and her husband, a pediatrician at the hospital, 
who had stimulated interest in the problem for 
a' period of 13 years. AB a result of the confer­
ence, two task forces were developed (one for 
each county), as was a proposal for funding 
which led, in May 1972, to a grant for $20,000 
from a local 'private foundation and one for 
$12,000 from the state Department of Mental 
Health: The CTC was born. 

The CTC began activities within the hospital, 
with two full-time social workers and a secretary / 
case aide. The focus of the program was concep­
tualized in terms of: (1) identification, case 
management and treatment, (2) coordination 
among agencies, and (3) education of profes­
sionals. One social worker acted as treatment 
specialist, while the other acted as coordinator 
and agency specialist-a position she fills to the 
present day. After 4 months, a third social 
worker joined the staff on a volunteer basis, 
working half time in both direct treatment and 
community education; this overlapping of roles 
facilitated a process by which whatever was 
learned in identification and treatment could 
be taken back to the cQmmunity agencies. In 
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addition, all three social workers focused on 
training. Within the hospital they conducted 
inservice training sessions and noon conferences 
for interns and residents and for the 632 privatI' 
physicians who use the services of the hospital. 
Training which covered inpatient case manage­
ment issues was provided for ward nurses as 
was training dealing wit.h case identification 
for emergency room staff. In addition, with 
both groups there was an emphasis on child 
abuse as an understandable phenomenon. 

In Septl':!mber of 1972, the CTC Advisory 
Board was formed, consisting of representatives 
from a variety of agencies and groups, e.g., 
public health department, schools, department 
of probation, juvenile district attorney, police 
departments, protective services, Children's 
Home Society, Children's Lobby, Parent-Child 
Centers, Parental Stress Service, and Junior 
League. The Board was formed for the purposes 
of information sharing, discussion of new and 
pending child abuse legislation, planning for new 
services, training, and coordination. It continues 
to fU;lction as a viable, dynamic group. 

During the first year, the two major start-up 
objectives were: (1) to make the program visible 
within the community of public and private 
agencies, and (2) to provide direct services which 
would establish the program as a genuine resource 
within the hospital and the community. Efforts 
to meet the first objective included the forma­
tion of the Advisory Board and the provision of 
approximately 100 seminars and presentations 
during an 8-month period to health, social 
service, law enforcement, education, and civic 
groups. Efforts to meet the second objective 
included individual and group therapy for 
identified abusers and the creation of a 24-hour 
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on-call schedule, for which the heads of CHMC's 
departments of social services arid family guid­
ance and the two CTC social workers each took 
responsibility every fourth night. In addition, 
each day the CTC social 'Workers received the 
daily admission sheets and then reviewed any 
unclear or possible abuse cases with one of two 
pediatricians who had extensive experience with 
child abuse cases. 

AI; a result of this activity, identification of 
cases increased markedly. Whereas in the 5-year 
period prior to the creation of CTC, an average 
of 19 cases wa. identified each year, during the 
first year of CTC operations, 78 cases of abuse 
(an increase of 400 percent)' and 95 high-risk 
families were identified. 

During the start-up year the hospital provided 
space and other in-kind services and ultimately 
hired a proposal writer so that CTC could in­
crease its level of funding. CTC received $11 0,000 
on June 1, 1973, for its second-year operating 
budget. With this increased funding, CTC staff 
grew from four to eight, including four case­
workers, a half-time pediatric resident, and an 
administrative specialist. The expansion made 
it necessary for CTC to move out of its offices 
within family guidance to its own small house 
on the hospital grounds. 

CTC continued to provide identification, case 
management, and treatment services, and ex­
panded its training efforts on behalf of profes­
sionals and community groups. One new aspect 
of the program involved training for 45 volun­
teers from the Junior League. Training was 
conducted over a 10-week period for 21h hours 
per week. At the end of the training, 30 women 
agreed to work in the program: 10 as parent 
aides, 10 in the child enrichment program, and 
10 in the media and speakers' bureau. In addi­
tion, training efforts were initiated on behalf of 
Head Start staffs and 180 Alameda County 
public health nurses. 

Although the CTC start-up' process involved 
a great deal of work, no major problems were 
encountered. Currently nearing the end of 
its third year of operation, the CTC can be 
characterized as a fully implemented program. 
Many of the problems ·~ften associated with 
st8rt-up, e.g., jurisdictional disputes with other 
agencies, staff burn-out or turnover, insufficient 
number of referrals or requests for services, 
were relatively minimal. Relationships with 
other agencies have been generally productive; 
t.he three staff members who started CTC are 
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still there, one as the director, and the other 
two as training coordinators; and the program 
has always had an active caseload and a large 
number of requests for its many services. 

PROGRAM OBJECTIVES 

The objectives of the pr.ogram are as follows: 

• Direct services 
identification, case management, and treat· 
ment; parent aide and child enrichment 
programs 

• Interagency coordination 
through the Advisory Board and through 
interagency staffings on individual cases 

• Community education 
educate the public to change attitudes 
toward abusers and to better prepare 
parents through Education for Parenthood 
programs presented by the Junior League 
in the high schools 

6) Training service proliiders 
through training grants from Social Reha­
bilitation Services and the National Insti­
tute of Mental Health 

• Research and evaluation 
mea,sure the impact on families of CTC 
services through goal attainment scaling; 
evaluate the impact on trainees of the SRS 
training effort 

With the exception of the research and evalua­
tion objective, the program has, since its in­
ception, pursued all of these objectives; they 
were established by the original staff and, 
while activities designed to meet the original 
objectives have been greatly expanded, the 
objectives themselves have not changed. 

PROGRAM AUSPICE 
.... 

Children's Trauma Center is administratively 
a part of the social service department of 
Children's Hospital Medical Center, which is the 
acute care pediatric facility for .all of Northern 
California. It therefore has extensive facilities 
for providing care to severely injured children. 
CTC is one of three within-hospital resources for 
social services and psychotherapy. The social 
service department provides service~ to neglect­
ful families whose children are cared for in many 



hospital departments, e.g., nursery, wards, 
clinics. Family guidance serves children and 
families with problems in functioning, and CTC 
handles all abuse and high-risk cases. There is also 
a hospital Child Development Center which pro­
vides medical and social services for families 
which have children with developmental 
problems. 

The staff of CTC is committed to the idea of 
a hospital-based program because the hospital is 
the only agency which provides 24-hour backup, 
in terms of both emergency room services and 
staff to share on-call responsibilities. CTC feels 
that providing a direct service, e.g., medical 
treatment of the injured child, is an important 
factor-in establishing a relationship with families. 
Moreover, CTC defines training of doctors as a 
major priority and feels that this is best accom­
plished from withirr the hospital. However, CTC 
is housed in its own facility and, because it 
receives no direct f\mding from the hospital, is 
relatively autonomous in its functioning. 

PROGRAM COSTS AND SOURCES 
OF FUNDING 

The budget for 1974-75 is approximately 
$387,000, allocated as shown in figure 1. Sources 
of funding are provided in table 1. 

Identification, Case 
Management, 
Treatment 

56% 
TRAINING 

30% 

Figure 1. Budget allocation 

Because approximately 65 percent of all 
support comes from Federal funds for specific 
training programs, CTC continues to seek local 
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Table 1. Sources of funding 

Percent of fu nding 

Federal 
NIMH, Manpower training 49.5 
SRS 15.9 
Total 65.4 

State 
Maternal child health 5.2 

County 
Revenue sharing 15.2 

Private 
Zellerbach Family Fund 3.1 
Van Loben Sels 2.6 
Luke B. Hancock Fdn. 4.4 
Oakland Junior League 3.1 
Marshall Steel Sr. Fdn. .5 
Alameda·Contra Costa .5 
Total - 14.2 

--
100.0 

funding for its clinical services. The lack of 
assured continuity in funding makes it difficult 
to engage in long-range planning or to meet the 
service needs requested by other agencies and by 
the hospital. Every agency at which CRA 
conducted interviews expressed regret over the 
fact that CTC was doing so much training that 
it could not provide more treatment services. 
While CTC development of training materials 
and its training activities are very important, the 
program does fulfill a local service need which 
requires assured maintenance support. 

FACILITIES 

The program uses two small private houses 
and rents space in a neighborhood church. The 
first house, used by the program since the start 
of its second year, provides space for most of 
the treatment staff. Basically, this house can be 
described as a series of offices clustered around 
a central living room area, which is used for • groups of clients, for case conferences involving 
other agencies, and for staff meetings. The 
living room is comfortable and home-like, fur­
nished with couches, rather than desks and 
chairs, thus conveying an extended family envi­
ronment rather than a business-like, or clinic 
setting. The second house is used by the ~rain­
ing staff, by several of the new caseworkers, 
and by the evaluator. The space in the qhurch 
is used for the child enrichment program, 
staffed by the Junior League, and supervised 
by CTC caseworkers. 



50% 
47.7% 

40% 

10% 

$10,000+ $7,000.9,999 

High'risk 
serviced population 
(N=34) 

Abusive 
serviced population 
(N=72) 

Area 
population 
(N=88,975) 

$5,000 - 6,999 $3,000 - 4,999 Under $3,000 

Figure 2. Income of serviced and area populations 

COMMUNITY AND PARTICIPANT 
CHARACTERISTICS 

CTC serves a 733 square mile area, with a 
population of 1,073,184. Since Children's 
Hospital Medical Center is the only acute 
care pediatric facility in Northern California, 
families come from allover this area for service. 
The catchment area includes a ghetto popula­
tion with high unemployment and inadequate 
housing, as well as wealthy middle and upper­
middle class communities. However, there are 
two additional hospitals in the county which, 
although they do not handle acute cases, do 
handle pediatric cases, Located in an area which 
contains a relatively high proportion of black 
families, CHMC sel'Ves a proportionately great 
number of black families, particularly in the 
outpatient department, from which many eTC 
high-risk families are drawn. The area surround­
lng the other two hospitals tends to be pre­
dominantly caucasian. Because the demographic 
characteristics of the county would be con­
textually misleading, in that they do not reflect 
the demographic characteristics of the hospital 
population, demographic characteristics of the 
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City of Oakland are used. General population 
data and data descriptive of individuals served 
by the program are available in four categories: 
income~ ethnic status, intact v. single parent 
family status, and age . 

.AB can be seen from figure 2, high-risk and 
child-abusing families are overrepresented in the 
low-income range and underrepresented at the 
higher-income levels. Whereas 47.7 percent of 
the general popUlation have incomes of $10,000 
or more, this is true of only 15 percent of abu­
sive and 9 percent of high-risk families. Con­
versely, whereas only 21.5 percent of the 
families in the general population have incomes 
of $5,000 or less, 39 percent of abusive and 58 
percent of high-risk families have incomes of 
$.5,000 or less. 

.AB can be seen from figure 3, the catchment 
area population is 34 percent black; 40 percent 
of the abusive and 36 percent of the high-risk 
families are black. Caucasian families, which 
represent nearly 59 percent of the Oakland 
population, represent 41 percent of the CTC 
families. It seems that CTC clients are represen­
tative of the Oakland population in terms of 
black families, but have an overrepresentation of 



**Others 
7% 

Catchment area population 

** This includes all persons other than black or caucasian 

High-Risk 

American 
Indian 
3% 

Abusive 

* "Others" refers to participants who are members of families with "mixed" 
marriages (Le., Mexican/caucasian, black/caucasian, American Indian/caucasian). 

Figure 3. Ethnic status 
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Abusive" 12 families 

Figure 4. Head of household 

families which represent "mixed" marriages, e.g., 
Mexican/caucasian, black/caucasian, American 
Indian/caucasian. Whereas such individuals repre­
sent 14 percent of CTC clients, they represent 
less than 7 percent of the Oakland population. 

Comparisons between the Oakland population 
and the CTC-serviced families in terms of the 
proportions which are female-headed show that 
a very high proportion of CTC client families are 
female-headed. As can be seen from figure 4, 
whereas only 17.5 percent of Oakland families 
are female-headed, 36 percent of abusive and 56 
percent of high-risk families are female-headed. 

While the sample of high-risk families is very 
small, the data do indicate that high-risk families 
have lower incomes and are more likely to be 
female-headed than are the abusive families. 
However, these data are confounded, in that 
some families are being identified as high-risk 
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at least in part because of their low-income, 
single parent status and the stresses associated 
with both of these. 

As seen in figure 5, the vast majority (72 
percent) of children known to the program are 
age 0-3 years. This is in contrast to the fact that 
children OA years represent only 23.6 percent 
of the children age 0-18 years in the Oaldand 
population. Thus, these very young children are 
clearly overrepresented in terms of abuse and 
high-risk status. The average age of abused 
children known to CTC is 2.2 years. It seems 
clear that hospital-based programs are more 
likely to identify a larger proportion of very 
young than of older children, because of the 
physical vulnerability of very young children. 

It should be noted that in figure 5, and in 
subsequent figures in which age data are pre­
sented, the age intervals for the serviced and 
catchment area populations are not identical. 
This is because census data age categories were 
different from those in use by the reporting 
program. Although it may not always be pos­
sible to make equivalent comparisons between 
serviced and catchment area populations, 
nevertheless, the available data provide a pic­
ture of the extent to which the serviced popuIa­
tion is, or is not, typical of the catchment area 
p.opulation. 

The families served by CTC tend to be young: 
the average age of abusive mothers is 23.8 years 
and of fathers is 26.4 years (high-risk: mothers = 
24.6 years; fathers = 29.5 years). In 50 percent 
of the cases the couple has only one child, in 
28 percent of the cases therEl are two children, 
in 16 percent there are thre,e children, and in 
6 percent there are four children. Thus 78 per­
cent of the families have either one or two 
children so that above av,erage family size 
cannot be regarded as a factor contributing to 
abuse in these families. 

THE STAFFING OF CTC 

CTC has a full-time staff of 15, plus 2 part· 
time consuItants. The staff is divided into four 
functional units; each unit has a coordinator 
and the coordinators of the four units meet 
weekly for a coordinating council. The staff 
structure is not hierarchal and all the staff 
have a considerable share in the decisionmfl.king 
process. Recognizing the exhausting and emo­
tionally depleting quality of work with abusive 



• t tt .• ·.t· • 
0·3 years old: 115 persons 
72% of population serviced 4·11 years old: 

18 persons; 

Serviced 
Population 

27% of population 
serviced 

. • t ... 0·4 years old 
23.6% of area youth 

.. ' 

12-18 years old: 
1 person; < 1% of 
population serviced 

Catchment area 
youth population 
(18 years and under; 

t. t; 5·13 years old 
26.3% of area youth 

14·18 years old 
49.1% of area youth 

One figure represents 10% of given population 

Figure 5. Number of youth in area and catchment populations 

families, the staff provides a great deal of mutual 
support for its members. 

The CTC staff organization is depicted in 
figure 6. 

Director 

The director coordinates the activities of the 
four unit heads: administration, training, treat-
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ment, and evaluation; meets with and works 
with the Advisory Board; and represents CTC 
with the communjty of agencies. The director 
also represents CTC within the hospital and helps 
to secure funding. In addition, the director is 
co-therapist for one of the mothers' groups. 

The director, one of the three individuals who 
started CTC, is a social worker with an MSW. 



COORDINATING 
COUNCIL 

eVAWATION 

TREATMENT 
UNiT 

TRAINING 
UNIT 

ADMINISTRATION I-----i 

Figure 6. Staff organization 

Administrative Specialist 

1 'Evaluator 

Cowwork 
Coordinator 
2 Caseworkers 

(10m. time) 
2 C.asewo(ker~ 

(76~b time) 

1 PHN 
(16%tirneJ 

1 Caseworker 
tum, lime) 

2 Tlmning 
Coordimlton 

NIMH Project 
Administrater 

PhysiCianlTramcr 
"2 Cnscworkers 

125%t1lMI 
1 PHN 125% t.mol 
1 Casework 

Coordinator 
(26~~ time) 

1 SRS TlDining 
(SOC; limo) 

1 Administ. 
Specl.II't 

3 Secretarje$ 

This individual responds to and encourages 
requests for CTC participation in a varlet'· '<.if 

agency and public meetings and investigates 
resources within the community to keep abreast 
of developments pertaining to children and 
possible sources of funding. She is responsible 
for preparing the budget, for negotiating grants 
and contracts, for 'I''Titing proposals for fund­
ing, and for supervising day-to-day office routine. 

The individual in this position has an MSW 
and has been with CTC for 6 months. The 
individual who held this position in fiscal 1973 
had responsibility for developing the funding 
for the current fiscal year and is currently the 
NIMH project administrator, 

Casework Coordinator 

The coordinator provides informal supervision 
to the casework staff on an individual basis and 
formal supervision for the unit during the 
weekly 2-hour treatment unit meeting. In 
addition, she carries several individual treatment 
cases, is co-therapist of the couples' groups, and 
25 percent of her time is addressed to training. 
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She coordinates services between eTC and 
community agencies, as well as acting as a 
consultant to these agencies. 

The coordinator has only just accepted this 
position, having served as acting coordinator f.or 
several months. She has an MSW and has been 
with the program for 14 months. 

Caseworkers and Public Health Nurse 

The five caseworkers and one PHN have 
responsibility for intake, for case management, 
and for treatment. In addition, three of the 
caseworkers and the PHN have training respon­
sibilities for one quarter of their time. 

Caseloads vary both· in size and composition 
from one worker with no cOtlples to another 
with eight couples in couple therapy (average 
number of couples per worker::: 2); and from 
a worker with 3 individuals in treatment every 
other week to a worker with 12 individual cases 
seen weekly (average number of individuals in 
individual therapy per worker = 6). In addition, 
caseworkers havo up to 15 cases which are not in 
active treatment but for which they have case 
management responsibilities. These cases are 
followed approximately once a month to once 
every 3 months, either through contact with the 
family or other agencies. 

Two of the caseworkers have a specialized 
caseload in that it includes children, three of the 
caseworkers do group therapy in addition to 
their other responsibilities. 

Three of the caseworkers have an MSW, one 
has an MA in clinical psychology, and one an 
MA in counseling psychology; the PHN has an 
MPH in public health. Two of the staff have 
been with CTC for 2% and 1% years respectively, 
the other three have been there for from 7 
weeks to 4 months; the PHN has also been 
there for 7 weeks. 

In experience, they range from two individuals 
for whom CTC is a first postgraduate degree job 
to the rest of the casework unit staff, which has 
from 4 to 8 years of experience in social service 
work, .in foster care, probation and welfare, 
and public health. 

Training Coordinator-NIMH 

The responsibilities of this individual include 
coordinating the total NIMH training program, 
conceptualizing and writing .. the mental health 
and social welfare/public health nursing training 
modules, and planning and conducting training 



sessions. In addition, she is co-therapist of one 
of the mothers' groups, carries a small caseload, 
and represents the training unit on the coordi­
nating council. 

She has an MSW and 2 years' postgraduate 
experience as a supervision worker, as well as 
earlier experience in community organization. 

NIMH Project Administrator 

This individual co-authored the Prevention 
module and has training responsibilities. In 
addition, he has responsibility for making all of 
the administrative arrangements concerning the 
NIMH training grant. He acts as liaison between 
CTC and the public agencies in the counties in 
which CTC is conducting training and between 
CTC and the firm conducting the evaluation of 
the training. He schedules all training sessions ane 
mal{es arrangements for necessary equipment. 

Training Coordinator-Social Rehabilitation 
Services 

This individual, with the help of other trainers 
on the staff, planned the 10 statewide 2-day 
training sessions for all welfare agencies through­
out California, as well as 15 followup sessions. 
This training was the model which was greatly 
expanded for the NIMH project. 

In addition to planning and conducting these 
trainings, she wor1~s 25 percent as a caseworker, 
st.;,pervises the parent aide volunteer program, 
and has helped to plan the NIMH training. 

She has an MSW, a year's experience as a 
juvenile court child dependency worker, as 
well as prior experience in foster care and 
community mental health. 

Consultants 

The two training consultants, one of whom 
is a physician, have responsibility for writing 
the training modules and for conducting some 
of the training. The physician-trainer is a board­
eligible pediatrician who had previously spent 
9 months working with CTC. He is responsible 
for writing the health training module and for 
conducting training for health practitioners. 

Evaluator 

The evaluator has responsibility for compiling 
client profile data, for developing a strategy 
for measuring impact of treatment on clients, 
and for evaluating the effectiveness of the 
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training conducted under the SRS grant. She has 
been with the program for 9 months, having 
worked in research in socio/medical settings 
for 6 years. She has an MS in psychoJogical 
counseling. 

DI RECT SERVICES: PRIMARY 
AND SUPPORTIVE SERVICES 

Primary Services 
The following services are available: 

• Identification 

• Case management 
• Treatment: adult individual, marital coun­

seling, conjoint couple group, mothers' 
group, individual child 

• Supportive services: 24-hour crisis on-call, 
parent aides, child enrichment sessions, 
trauma clinic, emergency fund 

Each of these is discussed in turn in terms of 
process and the techniques used. 

IDENTIFICATION 

Some cases coming into the hospital are 
identified by the house staff or by the family 
pediatrician, other cases are identified by CTC 
through its program of active outreach into the 
ho~pital. The CTC case aide checks the daily 
admission sheets every weekday and !;:;ads the 
charts of all cases associated with any injury 
which could be the result of abuse, e.g., all 
fractures, head injuries, seizures, burns, inges­
tions, failure-to-thrive. Each case is discussed 
with the nurses and with the physician in order 
to establish whether or not there is any possibility 
of abuse. For example, any of the following are 
viewed as "indicators" of abuse: if the medical 
findings are inconsistent with the parents' ex­
planation of the events surrounding the injury; if 
the parent is reported to have inappropriate 
expectations or perceptions of the child; if the 
child is watchful, frightened, withdrawn, or 
combative. If abuse is suspected, an interview 
with the parents is requested. Wherever possible, 
the child's physician participates in this initial 
diagnostic interview with the parents. 

Usually the interview with the parent(s) takes 
place the same day as admission (or the day 
following a night admission if CTC was not 
called in immediately) and is conducted by one 



of the CTC caseworkers, each of whom is 
responsible for intake 1 day a week. The initial 
interview takes place either at CTC or on the 
ward when the parents come to visit the child. 
The purpose of the intake interview is twofold: 
(1) to assess the parents' potential for abuse and 
to decide whether the injury ~hould be reported 
as abuse, (2) to provide support to the parents 
and to .establish a positive therapeutic relation­
ship. In terms of the first goal, the focus of the 
interview is on the parents' own background and 
history of abuse or severe criticism and avail­
ability of a supportive netwo"';:, the parents' 
perceptions of the child as different or as 
excessively demanding, and the existence of a 
crisis either in the couple's relationship or in the 
life circumstances of the family. In terms of the 
second goal, the focus is on letting the parents 
know that they are not horrible people, that 
other people with their difficulties have been 
helped, and that the important thing is for 
everyone to work together in order to prevent 
the reinjury of the child. It is felt that reaching 
out to parents precisely in the midst of the 
crisis is often an important factor in establishing 
a therapeutic alliance. 

In the majority of cases, as the interview 
progresses, the intake worker can determine 
whether or not the cac;e will be reported and is 
able to inform the parents accordingly. Where 
warranted, the worker lets the parents know 
that there is still no decision and brings the case 
for discussion with other CTC staff. Following 
such discussion, the parents are informed of the 
decision. The intake worker makes it very clear 
from the beginning of the contact that there 
will be no confidentiality surrounding the injury, 
that the story which the parents are telling is not 
plausible in light of the medical findings, and 
that she/he will do everything to provide the 
parents with information and support. Often the 
intake worker is present for the interviews with 
police and with probation. 

Once the report han been mad€!, the identifica­
tion phase is over. CTC has only just begun to 
collect data on the number of CTC intake inter­
views which result in a no abuse/no report 
determination. It is known, however, that' of the 
53 abuse cases reported by CTC to the author­
ities in 1973, 51 y;ere judged valid by the 
authorities. ' 

High-risk families ru,e those in which all of the 
characteristics of abusive families are present, 
but in which there has not yet been any overt 
abuse. These include failure-to-thrive cases, 
emotional abuse, and accidents caused by 
neglect or failure to protect. When the dynamics 
of abuse are present, i.e., the parents have a 
history of abuse or severe criticism in their own 
background, the parents lack a supportive net­
work, the parents view the child as "different" 
or as excessively demanding, and the life situa­
tion of the family includes considerable stress 
or a crisis, the family is considered to be high­
risk, even without specific injury which can be 
clearly attributed to the parents. In other words, 
injury may be unclear in terms of its status 
as intentional v. accidental, the parent may be 
unduly anxious and may be bringing an un­
injured child to the hospital as a way of calling 
attention to abusive impulses, or a child may 
be uninjured but thriving poorly. 

CASE MANAGEMENT 

The task of case management is to ensure 
coordination among the agencies involved in 
any given case. Interagency case conferences 
are called fOl the purposes of staffing new 
cases, for restaffing prior to court appearances, 
and often for restaffing prior to the reentry of 
a child into the home. Case conferences hosted 
by CTC generally include the CTC case manager, 
a xepresentative from the police, the probation 
officer, a public health nurse, the protective 
services worker, and, in approximately half the 
cases, the parents themselves. If they are willing, 
parents are always included, with a few fragil19 
exceptions. 

The initial case conference is designed to 
prepare tho family and to achieve integration of 
the service delivery network around an individual 
case. The Gase conference clarifies for the 
parents expectations that the various agencies 
have of them, lets them know of areas in which 
they must change, cuts through the parents' 

The mandated agencies to which the report 
is made are the police and the department of 
probation. While CTC staff is very clear about 
the need to report suspected cases, they do 
discuss constraints to reporting to the police, 
which center primarily around the fact that 
some cases are prosecuted in criminal court and 
that this is not seen as helpful to the family. 
When such prosecution occurs, CTC is often 
instrumental in helping the family obtain 
legal assistance. • denial of the abuse through frank discussion of 
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the occurrence, demystifies various agency 
procedures, and allows agencies to exchange 
information and to discuss recommendations to 
the probation department regarding recommen­
dations it will make to juvenile court regarding 
the disposition of the child. 

In addition, the case conference serves a 
decision-making function delineating the role of 
each agency in the particular case and the treat­
ment of services best suited to the family's needs. 
Finally, the case conference serves to prepare 
both the family and the professionals for what­
ever court appearances become necessary. 

Case management remains an essential aspect 
of virtually all cases throughout the treatment 
phase. Clients' children who are in placement 
are followed, in collaboration with placement 
workers. CTC works to ensure a cooperative 
relationship between biological and foster 
parents, participates in foster care visits, and, in 
the case of children returning to their homes, 
advocates for a gradual transition. 

TREATMENT 
CTC offers individual therapy for parents 

and children; maintains two mothers' groups, 
the membership of which ranges from six to 
eight women each; one couples' group which 
currently h~ two couples but which has in­
cluded as many as four couples; and marriage 
counseling for individual couples. Some in­
dividuals participate in several modalities. 

The determination of treatment modality 
is chiefly up to the individual caseworker in 
conjunction with the client(s). While group 
therapy is considered to be the treatment of 
choice, it should be noted that there are no 
more than 16 individuals actively enrolled in 
group therapy. In CTC's experience, most 
parents need to be seen individually before 
they are ready to move into a group'. Some 
individuals characterized as too explosive 
or as so intensely needy that they cannot 
wait their turn and require the therapist's. 
full attention, or as to:) fragile in terms of 
their level of integration, never move into a 
group. Others who are involved in a marriage 
or other stable rela'i;ionship are seen as a couple; 
some couples a).>o participate in individual 
therapy for one or both partners, hut couple 
therapy and group therapy as a combination 
seem to be less common. 

Most clients in active treatment are seen once 
a week, although in times of crisis contact may 

be daily and extensive. Clients who participate 
in more than one treatment modality are seen 
more than once a week, the number of times 
a week corresponding to the number of treat­
ment modalities in which they participate. 
Home visits are more likely to occur early in 
the case management phase and during times 
of crisis; most therapy sessions take place at 
CTC. 

Criteria for improvement in therapy include 
the following: acknowledgment of the abuse 
or of the possibility of abuse, Le., a diminution 
of denial; ability to recognize feelings, especially 
anger and fear so as not to act out these feelings, 
Le., awareness of the danger signals; ability to 
see others as helpful, i.e., increase in the level 
of trust and decrease in the level of isolation; 
ability to see child(ren) differently, to recog­
nize the child as a separate individual with 
legitimate needs rather than as a demanding, 
manipulative, or assaultive force; ability to 
recognize self as a likable and worthwhile 
person, i.e., an increase in self-esteem; improve­
ment in communication and the ability to 
provide mutual support in the case of a couple; 
and stabilization of situational crises. 

The CTC feels that they have not been 
providing services long enough to have dis­
charged many clients as "cured." Cases are 
described in which there has been marked 
improvement; but even in these cases there 
tends to be continued contact and followup. 
In such cases, contact seems to range from 
once a month to once every 3 months, just to 
see how the individual or family is coping. As 
in all treatment programs, there are a few 
families which disappear, particularly high-risk 
families for which the court has not mandated 
treatment. Most families appear to remain in 
active treatment for 1 to 2 years. 

Before discussing each treatment modality 
and some illustrative case examples, it is impor­
tant to describe the CTC view of the causes of 
child abuse and its treatment philosophy. This 
philosophy was initially formulated by the 
core group of three social workers, but has 
been integrated by the rest of the staff. 

Child abuse is conceptualized as an outcome 
of the negative interaction between intrapsychic 
and societal forces. In terms of societal forces, in 
addition to poverty and environmental stress, 
CTC staff uses social context as an explanatory 
construct. In this view, our competitive society 
in which people tend to be critical rather than 
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supportive, in which violence is a way of life, 
in which a request for help or the expression 
of feelings is interpreted as weakness, in which 
hierarchical scapegoating results in the greatest 
amount of hostility being directed to society's 
weakest members (e.g., minorities, children), 
and in which parents are expected to cope with 
childrearing with little training or support, is 
seen as one major causative factor. Intra-psychic 
causes are described in terms of the major 
defenses of abusive parents: denial, projection, 
displacement, and reaction formation. Abusers 
are characterized as individuals with a very high 
level of investment in their children, for whom 
they also have very high performance expecta­
tions; high performance standards for themselves 
in terms of cleanliness, parenting, and household 
management; low self-esteem as a result of the 
internalization of parental criticisms; intense 
unsatisfied dependency needs with a lifelong 
need to defend against these needs through 
interpersonal isolation; and. intense hostile­
symbiotic attachment to their families of origin 
from which there has never been adequate 
separation. For some parents the threat of 
separation posed by toddlers is intolerable to 
their symbiotic need for closeness, for others 
the intense dependency needs or the messiness 
or the imperfections of the infant are intolerable. 

Thus, the CTC view of the child abuser is 
essentially of an intensely sel{~critical dependent 
individual with low self-esteem who is unable to 
recognize his dependency needs and who toler­
ates no gratification from self or others. The 
most important CTC treatment concepts center 
around "reparenting" and "validation." Since 
abusive parents are seen as individuals who 
experienced only abuse and/or criticism at the 
hands of their own parents, treatment is con­
ceptualized as a reparenting process. The aim 
of reparenting is to put the parent in a warm, 
accepting, and supportive relationship. Such a 
relationship includes education, limit setting, 
and concrete help and assistance. Reparenting 
is not conceived as a :return to childhood and 
regression is not encouraged. Rather, CTC staff 
seeks to appeal to and strengthen the more 
mature adult aspects of the individual. 

A primary way of providing a nurturing 
reparenting experience is through validation. 
Validation is used in individual, couple, and 
group sessions as a technique to get these 
self-critical individuals to hear something posi­
tive about themselves. For instance, group 
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sessions begin with a "news and goods" period 
in which every group member, including the 
therapist, has to say something positive that 
they experienced in the past week. In another 
exercise called the validation sharing circle, 
which ends each group session, each person 
is expected to say something positive about her 
neighbor who is not allowed to invalidate the 
statement with a "yes but" comment. From the 
first intake interview, the effort is to validate 
WP.Jlt is positive about each parent, e.g., empha­
sizing the fact that the child is abused but well 
nourished and cared for, or that the parents 
brought the child to the hospital immediately. 

Another technique eTC uses is called "talking 
to the wall." In this technique the therapist 
informs the client that his/her feelings behind 
his/her actions are quite understandable and 
are shared by many others or elucidates what 
most people in a particular situation would 
feel. This technique is designed to minimize 
sf"lf.-criticism which is often maximized by 
imt':rpretive statements, to make abusive parents 
feel that they are part of the human race, and 
to make them aware of and able to experience 
their feelings of fe?!, and anger. Other techniques 
are used to help people deal with and experience 
their feelings. When a person is stuck in a feeling, 
she/he is helped to exaggerate the feeling or to 
contradict it. Thus, a person who feels put 
upon by others and is complaining a great deal 
may be asked to talk about the fact that every­
thing and everyone is so dreadful to the point 
of parody and ultimately laughter, or the person 
may be asked to pretend that everything is 
simply marvelous. In any event, these techniques 
encourage clients to get past certain feeling 
states which include complaining, feelings of 
hopelessness, and dissatisfaction. 

As part of reparenting, CTC staff initially 
appeals to the yearning for dependency and 
supports the development of a dependent 
relationship. A sequential development of real, 
rather than pseudo, hidependence then begins. 
At the beginning of treatment, dependency is 
encouraged and things are done for the client; 
gradually the therapist is doing things with the 
client, and finally the client is encouraged to do 
things on his/her own. 

Therapists share some of their experiences, 
feelings, and reactions freely with their clients. 
Group members are encouraged to socialize with 
each other and to provide each other with a 
supportive peer network. The three groups have 



co-therapists to reduce the drain on anyone 
worker, but also to model a positive peer-sharing 
relationship. Some couples, if they are especially 
demanding, also have co-therapists. 

It should be clear that the CTC treatment 
model differs greatly from a traditional model in 
which patient-therapist confidentiality, therapist 
detachment, and patient motivation figure 
prominently. CTC therapy is not necessarily 
confined to an office, is not limited to a 
55-minute hour, and may involve response to 
a client's need at any hour of the day or night. 

The cases which follow the description of 
treatment modalities are intended to illustrate 
the CTC treatment philosophy and techniques. 

Individual Therapy 

Individual therapy is not the treatment of 
choice for those who can participate in a group 
or in couple therapy. Individuals who are not 
part of a psychological couple, or whose spouse 
refuses to be involved in treatment are at least 
conceptually assigned to group therapy. How­
ever, some individuals cannot participate in a 
group setting, either at the beginning or over 
the whole course of the treatment and therefore 
individual therapy is the only alternative. 
Particularly during the early case management 
phase where there are a great many reality 
problems which have to be sorted out, individual 
rather than group therapy seems to be the 
treatment of choice. The case of Jackie illustrates 
this use of individual therapy. 

Jackie 

Jackie's 2-month-old infant son, Nick, was 
referred by an intern in the emergency room a'> 
a possible abuse case. He had a fractured hu­
merus and his injury did not match with Jackie's 
report that he had fallen out of bed. Nick and 
his twin sister, Nancy, were full-term babies who 
were premature in terms of their weight. Since 
Nick weighed only 2 pounds at birth, he re­
mained in the hospital for 1 month which may 
have contributed to the fact that an initial bond­
ing between him and Jackie did not take place. 
When he was sent home he was colicky, a poor 
eater, and very difficult to care for. The need 
to simultaneously care for Nancy did not make 
Jackie's job any easier. In addition, there were 
other stress factors operating. When Jackie was 
7 months pregnant she went through separation 
with her husband, who was drinking heavily. 
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She became so depressed that she was hospi­
talized for the last 2 months of her pregnancy. 
During this same time period the husband's 
father, with whom she was partiCUlarly close, 
died leaving her without her closest friend and 
source of support. 

Abused by her own stepfather as a child, she 
was highly self-critical and depressed when 
first seen. 

Currently, Nick is in foster care and Nancy 
is living at home. The focus of the therapy 
sessions is on Jackie's anger and on education 
about child care, growth, and development. 
Thus, there is a strong educational component 
in the sessions with this client. In addition, the 
case management aspects of the case are very 
demanding: Nick and his foster. mother are 
seen regularly because he is a very difficult 
baby to manage, Jackie's mother and her three 
sisters have been seen in order to help them 
develop a support system for Jackie and in 
order to help the mother prepare for the time 
when she will begin to care for and raise Nick. 
In addition, Jackie is being seen by a consulting 
psychiatrist in order to evaluate the level and 
depth of her depression; CTC is helping her pay 
for a lawyer out of its emergency funds because 
she has been charged in criminal court and 
Nancy is being seen in the special weekly trauma 
clinic so that her continued development and 
progress can be carefully monitored. 

This case is illustrative of the early phase 
of treatment which, for a single adult, is most 
likely to be individual therapy, with a major 
emphasis on providing supportive services, on 
therapist availability, and on assistance in 
dealing with feelings. 

Couple Therapy 

Couple therapy is described as the treatment 
of choice when there is an actual or psycho­
logical couple and the interaction between them 
is a critical factor leading to the abuse and the 
creation of an indequate home environment. 
The case of Bill and Betty illustrates the process 
of couple therapy. 

Bill and Betty 

This couple was self-refer ted to CTC follow­
ing their move from another city to Oakland. 
Prior to their move, Bill had turned a burning 
hot shower on their 4-year-old daughter result­
ing in second- and third-degree burns on the 



major portion of her body, At the time of the 
abuse, the family was in the process of being 
evicted from their house and Bill's job was 
in question. In fact, on that same day he had 
been severely criticized by his employer. The 
child was an exceptionally bright little girl 
who tended to be very negativistic and testing 
of parental authority. Immediately prior to 
the incident, she had soiled herself and had 
refused to get undressed when requested to do 
so by her father who wanted to wash her off. 
Her refusal triggered his putting her into the 
burning shower. 

Not only did the couple have to cope with a 
great deal of stress and a provocative child, but 
also the maternal grandmother is described as 
being exceptionally destructive and interfering. 

The goal of therapy was to help them look at 
their high expectations of themselves and their 
interactions with each other as well as with their 
daughter. Bill tended to be extremely inhibited 
and constricted and was unable to talk about or 
experience his feelings at all. Treatment centered 
around helping them see the ways in which they 
affect each other and their need for mutual 
support. In addition, the therapist estimates that 
approximately one-third of the therapeutic inter­
actions with this family are centered on teaching 
Bill and Betty how to cope adaptively with their 
daughter in terms of child management. Tech­
niques of behavior modification and open 
discussion of feelings between parents and child 
have been initiated and are reported to have 
improved relations between them. 

Case management or service coordination 
aspects of this case are .illustrative of CTC work 
with families. The family was referred to fair 
housing so the appropriate housing could be 
found; coordination with probation, juvenile 
court, and criminal court was extensive. CTC 
worked closely with the lawyer and participated 
in all juvenile and criminal court hearings. The 
final outcome of the court proceedings was that 
Bill is on 3 years' probation and the jail sentence 
is waived as long as he continues in treatment. 
Thus, like many CTC cases, this is a long-term 
case which involves not only ongoing psycho­
therapy but also case management aspects as the 
case is reviewed by the court every 6 months. 

Sandy and Dan 

This couple illustrates the complexity and 
pathology of many of the CTC cases. 
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This couple has been in treatment for 8 
months and was referred 2 months after 1-year­
old Patricia had been removed from the home. 

Sandy is from an overprotective, critical 
family and is characterized by extreme passivity. 
She had just given birth to Patricia when she 
met Dan. Dan had been married once before and 
had also had a child, although he practically 
never saw this child. He had been raised by his 
mother and a stepfather who was never, until 
adulthood, identified as a stepfather. Both of 
these individuals were alcoholics and Dan was 
severely exploited and repeatedly physically 
abused. His'mother had enormously high expec­
tations, never praised him, and engaged in 
extremely sadistic acts with him. 

When he met Sandy, he used heroin but was 
not addicted. Discharged from the army as a 
chronic paranoid schizophrenic, he had never 
been able to work and continues to be un­
employed. Recreating each of their earlier 
situations, Dan is hypercritical of everything 
Sandy does and was particularly critical of how 
she was with her baby. While feeling that he had 
to take responsibility for the care of the baby, 
he began to have abusive feelings toward Patricia 
and once put his hand over her mouth until she 
actually stopped breathing. He described this 
incident to his wife and the public health nurse 
who reported him to protective services. Even­
tually, the police and probation became in­
volved, as well as a lay therapist from the 
Parental stress Service. 

In addition to the case management aspects, 
of the case which require ongoing coordination 
of services as Patricia is still in a foster home and 
Dan has had a fairly recent psychiatric hospi­
talization, therapy centered around Sandy and 
Dan's relationship with each other. In therapy, 
treatment has focused on the couple's expecta­
tions of one another, on what Patricia means to 
them and to their relationship, and on trying 
to recapture the feelings associated with Dan's 
horrendous childhood experiences. While the 
therapist has openly wept over some of these 
incidents, Dan has, to date, felt nothing. 

Since the decision as to whether. or not 
Patricia can be returned home is pending and 
since the couple has a newborn baby, therapy 
focuses not only on an attempt to reconnect 
past experiences with well-isolated feelings but 
also on the present. Patricia comes home on 
visits but Dan has obsessive thoughts that he will 
hurt her and is thus far denying any concerns 



about the new baby. At present, therapy is 
focused on helping him recognize and deal with 
his anxiety about the new baby. Patricia may 
eventually be placed with Sandy's mother which 
is not a solution to anyone's liking since she 
is described as a destructive and hypercritical 
woman. 

Group Therapy 

Both of the mothers' groups have been in 
existl:lnce for well over 2 years and the cases 
described are relatively long-term group mem­
bers. The first two women described, Betsy 
and Margaret, are from one group and Karen is 
from the other. 

Betsy 

Betsy has been part of the group for approxi­
mately 1% years. In addition, she and her 
husband are seen by two other CTC therapists 
in couple therapy and one of these is also treat­
ing one of her children. 

A woman in her midtwenties, Betsy is char­
acterized as being intensely needy emotionally. 
Initially she was referred by Parental Stress 
Service following repeated calls and lengthy 
conversations in which she let it be known that 
she was being physically tougher with her 
children than she intended. The youngest child 
had been referred to probation by another 
hospital because of a skull fracture and there 
was some question as to whether there was or 
was not any abuse. 

Initially, because she was so exceptionally 
demanding, Betsy was seen in the group and in 
individual therapy. Mer 4-6 weeks in individual 
therapy she began to describe past injuries she 
had inflicted on the children and then: serious­
ness. In a weekend phone call, she revealed that 
she had in the past and had just then given her 
l%-year-old child valium pills because they 
served to make him more manageable. She was 
told by her therapist that this incident would 
have to be reported to the authorities because 
she was giving a clear message that she could 
not deal with the normal behavior of this child. 
When the probation supervision worker who had 
been involved with the family at the time of the 
skull fracture, but who had not continued to 
work with them actively, came to investigate, 
Betsy told him everything she had been doing 
with her children. She described marked feelings 
of revulsion toward her eldest child, a girl of 
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seven who was born to Betsy and her first 
husband at the age of 18. By her present marriage 
she had two children, a girl age 3 and a boy age 
1%. Thus, while the "identified" or disliked 
child was the eldest, the younger two were the 
ones who were abused. In other words, the 
revulsion experienced toward the eldest was 
defended against through displacement of 
hostility onto the younger children. 

At this point, the children were placed in 
emergency foster placement and a coordinating 
case conference was held between CTC, proba­
tion, protective services, and the parents. This 
conference represented the father's first visit 
to CTC. During the conference, it was recom­
mended that the children remain in foster 
placement temporarily, which Tony, the father, 
did not at all like. He was insistent that the 
children come home in a month, but Betsy was 
able to say that she really did not feel able to 
care for them. It was pointed out that there 
were areas of tension between the two of them 
and couple therapy was suggested. While Tony 
was not at all pleased with this arrangement, he 
did agree, and at that point another therapist 
was assigned to assist Betsy's individual therapist 
in worl~ing with the two of them as a couple. 

In couple therapy the emphasis was on Betsy's 
and Tony's need to learn to communicate their 
needs to each other. They were asked to reflect 
on and let the other partner know what their 
needs were and what it meant to each of them 
when the other acted or reacted in a particular 
way. Ultimately, the co-therapists began to work 
on the fact that Betsy would whine and demand 
beyond anyone's reasonable tolerance limits 
and Tony was unable to give at all. The therapists 
began to discuss with the couple their own 
reactions to their interaction and Betsy and 
Tony began to see some of the destructive 
aspects of their interaction. 

In the group, Betsy started out by acting in a 
very superior manner to the other group mem­
bers, She was the best off member economically 
as well as the best educated and she used these 
advantages as weapons against the others and as 
a defense against her initial fear of the group. 
When the group co-therapists discussed with 
her their reactions to the way she was acting, she 
began to act as a helpful, involved group mem­
ber. Her discussion of her revulsion toward her 
eldest daughter was particularly helpful in that 
it opened up the feelings of the other mothers. 
They, in tum, were helpful in working with 



Betsy to understand the impact of her feelings 
on the little girl. One of the other mothers 
talked about her experiences as a foster child 
and helped Betsy to focus on the ways her 
daughter was feeli.l].g and on the kind of things 
that she must be thinking about and questioning. 
Whereas prior to Betsy's entry into the group, 
more of the group discussion focused on sharing 
of experiences with men, following her entry 
and her discussions about her feelings toward 
her daughter, the discussion began to focus more 
on parent-child experiences. 

Since the group did spend considerable time 
complaining about their men, and since these 
complaints seemed to be counter-productive in 
terms of helping them to see their own role in 
their difficulties, or in terms of motivating them 
to take action of some sort, the therapists put 
a limit on the amount of complaining about 
mates which could be done in the group. The 
message was that either they would have to 
find a way to deal with their mate or leave 
him, but that they could not stay in a relation­
ship and endlessly complain. Betsy stimulated 
this treatment philosophy as she took up a 
great deal of the group's time whining and 
complaining about Tony and presenting her 
viewpoint that everything would be all right 
jf only he would change. 

The therapists began to discuss with Betsy 
their negative reactions to her demandingness 
and the self-defeating way in which she made 
such enormous demands on people that she 
forced them to reject her. The group then 
began to talk about their needs for gratifica­
tion, the fact that total gratification is im­
possible to obtain, and that it was better to 
have some gratification than to push people 
away by demanding too much. Discussions 
about gratification needs led to talk about 
their own mothers and the negative feelings 
they had toward them. Prior to this phase, 
many group members had not expressed nega­
tive feelings toward their own parents. At this 
time, there was a lot of sadness and crying in 
the group as the members began to deal with 
their growing awareness that their own parents 
would never be able to fulfill their needs. 

After slightly more than a year in therapy, 
the children were returned to Betsy and Tony. 
Betsy is far less demanding and no longer feels 
constantly deprived. She has still not resolved 
her feelings of revulsion toward her eldest 
child, who may eventually have to be perma-
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nently placed. As Betsy begins to work more 
on her hostile-symbiotic relationship with her 
own mother, who lives only three blocks away, 
she may work through and resolve her feelings 
toward her daughter who everyone agrees is an 
unusually attractive and charming child. 

Margaret 

Margaret has two children ages 4 and 3. The 
family was referred from the emergency room 
and the mother said it was the father who had 
injured the child .. However, 2 years later, it is 
still not clear who was directly responsible for 
the injury. 

Because of her isolation and because her 
husband was of such limited intelligence and 
passivity that couple therapy was ruled out, 
Margaret was placed in the mothers' group. 

Margaret was raised in foster homes and in a 
juvenile shelter. At age 20 she took LSD and 
jumped out of a window, breaking her back 
which resulted in a permallent limp. Inter­
mittently, she had been a prostitute and used 
heroin. 

With the help of the group, Margaret was able 
to realize that her husband was a totally unsuit­
able mate and she was able to separate from him. 
CTC got her into a residential program for 
single mothers and she continued in the group. 
The residential program helped her a great deal 
with parenting and child development issues. 

However, when she left the residential treat­
ment center she developed a relationship with a 
pimp and went back to heroin. At this point, 
CTC made a report to probation, which in turn 
filed in juvenile court to have the children re­
moved and had Margaret admitted to a drug 
treatment program. CTC staff told her that all 
CTC services were available to her, but that 
she could not come to the group. Coming to the 
group was so important to her that it was felt 
that this limit setting might motivate her to 
make some. positive changes. Instead of group 
sessions, she was home visited by the group's 
therapists who did a great deal of confronting 
her on her behavior. 

Following this intervention, Margaret termi­
nated her relationship with the pimp. A co­
ordinating conference was held and a 6-months 
contract was written with Margaret in which it 
was specified that she would have to do four 
things in order to get her children back: (1) visit 
the foster home every week for 2 hours, (2) have 



hip and ankle surgery which was long overdue, 
(3) find adequate housing with a backyard, and 
(4) get a urinalysis 2 times per week. She has 
met all of these conditions and it is hoped that 
following the upcoming court hearing her 
children will be returned. 

Karen 

Karen comes from a family in which her 
parents separated when she was very young and 
she ~'vas raised by her mother who worked in a 
factory and was extremely poor. At the age of 12 
she went to live with her father, who was eco­
nomically better off but who ignored her and 
was unable to meet her emotional needs. 

She was married at a very young age to a man 
who repeatedly beat her very badly. She ran 
away from him many times and each time he 
would find her, beat her up, and they would 
have a brief reconciliation. She had three chil­
dren by him. 

He was in the process of beating Karen when 
their 4-year-old son, Lenny, tried to stop him. 
The father threw the child against the wall and 
when the police came they beat the father up 
in front of the child. Following this incident, 
Karen's sister sent her money to come to the 
West Coast so that she was finally able to leave 
her husband. Once on her own, she became 
alarmed over how rough she was with her 
children and joined a group at another organiza­
tion. Lenny, who was very disturbed, was being 
seen by family guidance at CHMC. Eventually, 
because she did not feel she was being ade­
quately helped in her other group, Karen was 
referred to CTC. 

In the group she expressed her tremendous 
feelings of guilt and self-blame. With an emphasis 
on co-counseling and validation, the group kept 
pointing out her strengths and ways in which 
she had struggled to make things better. Simi­
larly, the group worked with her on her feelings 
about her childhood and helped her to see that 
everything that happened to her was not her 
mother's fault. She was helped to see that her 
mother was unable to do any better; as she has 
begun to understand this, she has grown in her 
ability to s~"l her son as a separate person with 
legitimate needs. 

Through the group co-counseling and valida­
tion efforts, she has m.oved from a position of 
being reluctant to say anything and introducing 
most statements with "this isn't very important" 
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to a feeling of self-worth and self-respect. When 
she first entered the group, she could find 
nothing positive to say for the "news and goods" 
time, but now she is described as having lots of 
things to say and usually says, "Can I tell one 
more thing." 

When she first started treatment, she was 
unable to separate from her 2- and 4-year-old 
children and felt that she had to be constantly 
with them. Currently she brings them to the 
child enrichment group 2 days a week and 
uses that time for her art work. Formerly 
she never allowed herself any time to herself. 

Lenny is currently reported to be doing 
much better although he has a teacher who 
is not sensitive to his needs. Karen brought 
this problem to the group and used the group 
to help her role play what she could say to the 
teacher to get her to be more helpful. 

Child Therapy 

Two of the casework staff do some work 
with children. Most of the children known to 
CTC are too young for any psychotherapy. 
However, a few families have older siblings 
and in some cases the abused child is old enough 
to participate in a therapeutic relationship. The 
following case is intended to illustrate both the 
complexity of problems encountered and the 
kind of intervention used. 

Terry 

Terry is a 12-year-old girl who has been 
living with her grandmother since the age of 6 
months. Terry's mother is 25 years old and has 
seven children, of whom Terry is the oldest. 
Terry's mother is a psychotic woman with a 
history of hospitalizations, who works as a 
prostitute on the same corner as Terry's school. 
As Terry comes out of school, her mother 
calls out, "Don't forget I'm your mother," so 
that all the children in school know about her 
mother and shun her. Each week her mother 
brings a different man to the house and intro­
duces him to Terry as her father. 

Terry's grandmother is convinced that Terry 
is going to be· a prostitute just like her mother 
and therefore allows her no autonomy. Rebel­
ling against the rigid controls which prevent 
her from participating in any after-school or 
weekend activities outside the house, Terry 
has twice run away from home. This has only 
served to confirm the grandmother's suspicions; 



she regularly calls the police if Terry is 5 minutes 
late from school or the store. Terry sleeps iiI a 
single bed with her grandmother because the 
grandmother is afraid that Terry could slip 
away from a larger bed without the grandmother 
noticing. 

The therapist provides a great deal of support 
to Terry, reinforces her many assets, and tries to 
discuss with her ways in which she can convey a 
sense of responsibility and competence to her 
grandmother. Efforts have also been made to 
work with the grandmother and with the grand­
mother and Terry jointly to help them to come 
to some accommodation and to modify the 
grandmother's restrictions. 

Supportive Services 

TWENTY-FOUR HOUR CRISIS ON-CALL 

CTC, family guidance, and social services 
staff participate in a 24-hour on-call schedule. 
Each staff member is on call approximately 
twice a month. While compensatory time for 
this service is a goal, it is reported that the de­
mands of the program rarely permit it. Families 
in treatment are encouraged to call if there 
is a crisis, if tensions arise, or if they feel 
unable to cope. This service is also available to 
community professionals who may need 
consultation. 

PARENT AIDE PROGRAM 

CTC has 10 parent aides, 6 of whom have 
worked in the program for 2 years. As mentioned 
in the discussion of CTC start-up, the 10 parent 
aides are all members of the Junior League. 
They received the 10-week training given to all 
of the Junior League participants and currently 
meet with one of the treatment staff on a 
weekly or biweekly basis. Each parent aide is 
assigned one family with which she works. The 
parent aide is conceptualized as a special friend 
with whom to talk, have lunch, go shopping, 
keep doctors appointments, etc. Aides usually 
spend approximately 2 hours a week with the 
mother with whom they vlOrk, but some spend 
up to 4 or 5 hours. Parent aides are encouraged 
to relate to their own experiences and to give 
childrearing or personal advice, if solicited, 
based on these experiences. 
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The parent aides are usually assigned to 
women who are very isolated, as a way of 
breaking through the isolation, and who express 
an interest in forming this kind of relationship, 
once CTC makes known the availability of 
parent aides. 

CHILD ENRICHMENT PROGRAM 

The child enrichment program currently 
serves approximately 15 children age 2 months 
to 5 years. The program operates in a church 
basement on Tuesdays and Fridays for 3 hours 
each day. The program is staffed by the Junior 
League under the supervision of two CTC case­
workers. The Junior League workers meet with 
their CTC supervisors twice a month in order 
to discuss the program and its children. The 
objective of this program element is to pro­
vide the children with an enriched! stimulating 
environment. 

Currently, CTC and the Junior League are 
working to set up a crisis nursery for 4 hours a 
day, 4 days a week. They expect to hire a half­
time professional with a degree in child develop­
ment to staff and supervise the program. 

TRAUMA CLINIC 

CTC pays a hospital pediatrician to operate 
a special 3-hour clinic for abusive and high-risk 
families one morning a week at the hospital. 
The weekly clinic gives the pediatrician the 
opportunity to follow the progress and develop­
ment of the children very closely. In addition, 
this particular pediatrician is well versed in child 
development and understands the emotional 
needs of abusive adults. Thus, considerable time 
is spent discussing developmental milestones and 
childrearing techniques in a very practical and 
supportive manner. 

EMERGENCY FUND 

CTC maintains an emergency fund for use by 
its clients. Any caseworker can give a client up 
to $10 at his/her discretion. Amounts larger 
than $10 have to be discussed with and approved 
by at least four other treatment staff members. 
In the case of larger amounts of money, the 
expectation is that those clients who can, will 
pay back the money even if in small amounts 
over a long period of time. 



THE SERVICE DELIVERY SYSTEM 

The focus of this section is on description of 
both the agencies which deal directly or indirectly 
with child abusive/neglectful families, i.e., the 
legal and service context in which CTC operates, 
and of the linkages between CTC and these 
agencies. 

California law requires that all abuse cases be 
reported to the police department and the 
probation department within 36 hours. Cases 
may, if an individual prefers, be reported to the 
county welfare department or to the county 
health department, which in turn report to the 
police and probation department. This system 
of options has the advantage that certain cate­
gories of reporting individuals, e.g., school 
nurses, feel much more comfortable and are 
therefore more likely to make a report to the 
county health department than to the police. 

The probation and welfare departments are 
actually both components of the Human Re­
sources Administration, which is in the process 
of decentralization. Abuse cases are currently 
handled by probation officers assigned to the 
welfare department. Upon decentralization, 
this will become a welfare function, undertaken 
by welfare staff. Child abuse and neglect have 
been a major priority within the agency for 
many years, as exemplified by the fact that, 
traditionally, the best trained workers have been 
assigned to child protection services. Approxi­
mately 1,000 suspected cases of abuse and 
neglect are reported each year, of which 273 
were valid in 1974 and reported to the State 
registry. 

Child abuse is also a priority within the police 
department and the county health agency. At 
least some staff in each of these agencies has 
had some training in child abuse and at least 
one person is assigned full time to child abuse. 

Voluntary agencies such as the Children's 
Home Society and the Parental Stress Center 
also provide services to abusive parents. The 
emphasis of both these programs is on preven­
tion of abuse through placement of the child, 
through temporary or emergency care, and 
through counseling for parents. 

Through the Advisory Board, through its 
speaking and training engagements in other 
agencies, through the interagency case manage­
ment conferences, and through the active 
efforts of its director to be in contact with 
administrators in other agencies, CTC has had 
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a major impact on the service delivery network 
in both the public and private sector. Admini­
strators and directors of every agency at which 
CRA conducted interviews stressed the impact 
that CTC has had on community and profes­
sional awareness of the problem. Most of them 
also expressed their regret that CTC was de­
voting so much time and staff energy to training 
that it was less available for referrals and treat­
ment. In the past few months CTC has had to 
restrict its acceptance of referrals to the hospital 
and to self-referrals. Other agencies have become 
aware of this restriction and staff at these 
agencies have expressed considerable regret at 
what they perceive as the curtailment of an 
excellent service. The hospital also perceives 
a curtailment of CTC services, but of a different 
sort. CHMC staff regret that the California-wide 
training responsibilities of CTC prevent the 
intensive concentration on hospital physicians 
which used to characterize CTC efforts. It is 
felt that there is a whole new group of physicians 
and nurses which CTC is not reaching, who need 
to be sensitized to issues surrounding identifica­
tion relating to both abusive and high-risk parents. 

In any event, staff at all of the agencies regret 
CTC's other training commitments because 
they feel that CTC has played such an important 
role in the community. The impacts discussed 
by staff at other agencies can be characterized 
as follows. 

• Training staff at agencies in Alameda 
County, e.g., CTC trained the child abuse 
team within the public health agency both 
in case conferences and group therapy tech­
niques and has provided training to staff at 
virtually all of the agencies interviewed. 

• Facilitating relationships among agencies 
which traditionally have had little or no 
positive interaction, especially between 
CHMC and the mandated public agencies, 
and between the social service and health 
agencies on the one hand and the law en­
forcement agencies on the other. For 
instance, the police department reports 
that CTC has played a definitive role in 
facilitating the relationship between the 
police and CHMC, including setting up a 
system whereby hospital records are made 
accessible to the police department, follow­
ing the signing by the parents of a CTC­
designed waiver. Similarly, the Human 
Resources Administration reports that CTC 



has facilitated its relationship with the 
medical staff. 

• Sensitizing the community so that report­
ing, particularly by professionals, has 
increased both because of greater skills in 
identification and because of a diminution 
in the reluctance to report. The police 
department, for instance, feels that due to 
CTC input in the community reporting 
has increased greatly. 

• Serving as a long-term treatment facility 
for abusing families, which prior to the 
forming of CTC represented a major gap 
in services. 

• Pinpointing sendce needs within other 
agencies. Several agencies credit CTC with 
spearheading the agency's child abuse 
efforts. For instance, the public health 
agency states that if it were not for CTC's 
consciousness-raising efforts, training, and 
consultation, it would not have a major 
child abuse pr()gram. Similarly, the Chil­
dren's Home Society reports that its 
efforts to develop a crisis nursery and a 
crisis foster care program are in response to 
CTC advocacy efforts. 

The excellent relationship between CTC and 
the Human Resources Administration is note­
worthy and, at least in part, attributable to the 
fact that CTC is providing a direct treatment 
service rather than increasing the workload of an 
already understaffed public agency through 
additional referrals. 

COMMUNITY EDUCATION AND 
TRAINING SERVICE PROVIDERS 

This section summarizes the CTC efforts in 
community education and professional training. 

Community Education 

The director conducts approximately two 
professional seminars per week, e.g., in hospitals, 
nursing schools, medical schools, etc. Most of 
the lay community education efforts are centered 
on speeches made at schools by members of the 
Junior League speakers/media group. They 
address high school classes on the issue of 
parenting and have recently prepared a slide 
show and script to use with this age group, 
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which describes the realities and challenges of 
parenthood. 

In addition, presentations aimed at the general 
public have been given on a number of local 
television and radio shows, as well as in articles 
in local newspapers. Presentations have been 
given to a variety of civic groups, parent-teacher 
associations, and church groups. 

Professional Education 

Throughout its 3-year history CTC staff has 
been involved in training service providers in 
Alameda and Contra Costa Counties. In the last 
year, through training grants from SRS and 
NIMH, CTC has developed training materials 
aimed at a number of service providers. 

As part of the SRS grant, welfare workers 
in 58 counties were trained in identification and 
case management and treatment. After 2 days of 
initial training, two day-long followup trainings 
were held at 3-month intervals at each site. It is 
reported that several counties have initiated 
special child abuse programs. The results of that 
training effort are currently in the process of 
being evaluated. 

As part of the NIMH grant, four training 
modules have been developed. 

• Health: This module is directed to physi­
cians, nurses, and x-ray technicians. 

• Public Health/Social Welfare: This module 
is directed to public health nurses, proba­
tion, and protective service workers and 
deals with issues of identification and 
case management. 

.. Mental Health: This module presents the 
CTC case management and treatment 
philosophy and approach. It is directed to 
therapists in community mental health 
centers and therapists in other agencies or 
in private practice. 

Qt Prevention: This module is directed to 
indirect service providers, all elected 
officialS, agency directors, and to legisla­
tive, civic, and community groups. 

All of these modules have been written, 
experimentation with various forms of delivery 
hM been planned, and there is to be a field test 
with an accompanying evaluation. 

The combination of treatment and training 
seems to be a very important one both in terms 
of staff development and in tenns of the validity 



of the training materials. The materials have 
been written by people who have actual experi­
ence in child abuse and who have had an 
opportunity to integrate their ideas and ex­
periences. The need to develop training materials 
has forced tre"hment staff to conceptualize and 
to develop criteria to a far greater extent than 
is usually characteristic of treatment providers. 

RESEARCH AND EVALUA"lON 

CTC has its own internal evaluator. In addi­
tion to providing evaluative data on the impact 
of the SRS training efforts, internal evaluation 
efforts have a three-pronged emphasis. 

e Client profile data 
These data are intended to provide ongoing 
information on CTC clients for internal use 
and evaluation. The American Humane 
Association form has been completed 
retrospectively on 74 abusive and 36 high­
risk families and will continue to be used 
prospectively. 

e Service statistics 
Data are being kept on the disposition of 
cases, services received, monthly referrals, 
number of cases actively in treatment, etc. 

• Impact on clients 
The evaluator is exploring the use of Goal 
Attainment Scaling as a technique for 
evaluating the effectiveness of treatment 
modalities. Using this technique, it is 
planned that therapist and client will set 
specific goals and that progress toward 
achievement of these goals will be evaluated 
periodically. The intention is to evaluate 
the effectiveness of different modalities, 
although this may prove difficult because 
of nonrandom assignment of clients and 
the use of at least two modalities for many 
of the clients. Alternative ways of counter­
acting the effects of nonrandom assignment 
are being explored. 

Based on current data, it is known that the 
reinjury rate is only 2.2 percent among clients 
who are in treatment. During the past 2 years, 
only three children known to CTC have been 
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reinjured: one was a high-risk case, one was an 
abuse case in treatment, and one was a case in 
which CTC had provided consultation only. 
Thus, children were reinjured in only two 
treatment cases; in one of these cases the mother 
had been missing appointments and a conference 
had been called to set limits. It is not known 
what proportion of children are not in the home 
throughout this time, nor is it known what 
percentage of cases are lost in followup. 

SUMMARY OF KEY FEATURES 

CTC is a complex multifaceted program 
which demonstrates what a hospital can do with 
additional funds targeted to child abuse. The 
treatment program itself, with its flexibility in 
terms of providing individual, couple, and group 
therapy for adults a') well as child therapy is 
unique. In addition, CTC provides a multiplicity 
of supportive services, some of which are highly 
innovative, such as the child enrichment pro­
gram, the special trauma clinic, and the client 
emergency fund. Therapeutic services are 
intensive and tend to continue for a period of 
2 years er more. The payoff is the reinjury rate 
of 2.2 percent, which is extremely low. 

Another striking feature of this program is 
the extensiveness of its local efforts in terms 
of developing linkages with other agencies and 
providing community and professional education 
and consultation. Through a well-developed 
volunteer program, CTC is able to extend its 
community education efforts to include an 
education for parenting in the high school 
component. 

One of the great strengths of this program 
includes the triple focus: on treatment, on the 
development of training materials, and on 
training. Each of these activities has enriched 
the activities in the other two areas. The en­
thusiastic reception of service providers to the 
training materials illustrates the value of having 
training materials developed and training ses­
sions conducted by people who have firsthand 
experience in the treatment of abuse. 
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Program Directors: John B. Reinhart, M.D., and Sue Evans, MSW 

'. START-UP 

During the 1950s, individuals who had a 
marked interest in child abuse and neglect 
converged on Pittsburgh Children's Hospital. 
Dr. John Caffey, Ms. Elizabeth Elmer, and Dr. 
John Reinhart were preeminent in sparking the 
interest and concern of many fellow professionals 
and students and were responsible for initiating 
a variety of medical and psychological studies. 
Throughout the sixties, these individuals and 
their students continued to sensitize their col­
leagues in medicine and social services through­
out the hospital to the prevalence of abuse and 
neglect. The present SCAN coordinator, Sue 
Evans, MSW, came to Children's Hospital in 
1966 and participated in this "movement." By 
1968, seminars on abuse and neglect were being 
made at grand rounds, and training was being 
conducted for social services staff. An informal 
consultation team developed, so that individuals 
who suspected abuse in a particular case had 
colleagues available to them with whom they 
could discuss the case and a set of procedures 
to follow. 

Through an outreach effort at other hospitals, 
awareness of the conSUltation services available 
at Children's Hospital spread so that other 
hospitals began to make requests for such 
consultation. By late 1972, it became clear that 
Children's Hospital needed a specific program 
which could address the needs for consultation, 
for collaboration with other agencies, and for 
training of relevant professionals. Following a 
visit to the Denver Program, the chief of psychi­
atry and the social worker who later became 
the Sf' ! ... :;:~ coordinator developed a SCAN 
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procedure and 11 weekly meeting addressed to 
child abuse and neglect concerns. 

'fae first SCAN meeting was held in January 
1973, including only medical and social services 
staff. Participation of staff from other agencies 
was actively pursued, but only gradually 
achieved. In the case of some agencies, it took 
approximately 1112 years to elicit full pmicipa­
tion, which came only after the SCAN meetings 
proved to be worthwhile and after jurisdictional 
and role problems were resolved. Those agencies 
which did not initially participate were sent 
summaries of the weekly discussion which 
included a set of recommendations for action. 
All relevant agencies continued to be invited 
to the weekly meetings and all agencies were 
alerted to the fact that they could request the 
staffing of a case. At present, it is estimated 
that the ratio of Children's Hospital cases which 
are staffed to cases from other agencies is 3: 1. 
Cases chosen by the coordinator for presenta­
tion at the staffing conference are chosen for 
their complexity, lack of initial clarity, and 
need for the development of recommenda­
tions to the court. 

The composition of the group varies from 
week to week, depending on the individuals 
involved in a particular case and the training 
needs of the hospital and of the other agencies 
involved. Every SCAN meeting includes hospital 
staff as well as students. Third-year medical 
students are assigned for a 6-week period and 
nursing students are assign(:!d for a semester. 
A child welfare caseworker is always present 
and in the past child welfare staff from neighbor­
ing counties has attended the SCAN meetings 
as a training experience. Neighborhood legal 
services attorneys, public health muses, and 
sometimes the police also participate. 



PROG RAM OBJECTIVES 

• To provide a mechanism for information 
sharing and coordination concerning a 
single case by the various agencies and 
services involved 

• To develop a set of recommendations 
to the court on court-related cases 

• To provide a channel of communication 
for representatives from different agencies 

• To provide a mechanism for teaching a 
variety of service providers about child 
abuse and neglect 

• To sharpen the diagnostic and predictive 
skills of the SCAN consultants through 
ongoing experience and analysis of past 
mistakes 

PROGRAM AUSPICE 

The SCAN Program is hosted by Children's 
Hospital, which is a major teaching hospital 
and facility for the care of children. The 200-bed 
hospital serves a tri-state area; there are approxi­
mately 10,000-11,000 admissions a year and 
110,000-120,000 outpatient visits a year, of 
which approximately 1() perr:.ent are emergency 
room visits. 

PROGRAM COSTS AND SOURCES 
OF FUNDING 

Until very recently, there has been no specific, 
separate funding for the hospital program. There­
fore, all of the hospital staff who participate 
have other assignments and responsibilities. 
Recently, the hospital has received funding from 
several private foundations for the creation of 
a Parental Stress Center. 

FACILITIES 

The SCAN team has access to the full medical 
and social services facilities of Children's Hospital. 

COMMUNITY AND PARTICIPANT 
CHARACTE R ISTI CS 

The City of Pittsburgh has a population of 
approximately 500,000. However, 60 percent 
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of inpatient admissions and 40 percent of 
outpatient admissions are from out of State. 
Therefore, census data on Allegheny County are 
irrelevant and the hospital maintains only mini­
mal demographic data. No data on outpatients 
are available; among inpatients, 89.1 percent are 
caucasian, 10.5 percent are black, and .4 percent 
are classified as "other." In terms of income it , 
is known only that among inpatients, 60 percent 
are covered by Blue Cro!is/Blue Shield and 35 
percent are eligible for Medicaid or medical 
assistance. 

There are no data on the characteristics of 
abusive families or of abused children available, 
It is known, however, that approximately 50 
percent of the victims are less than 2 years of 
age. 

THE STAFFING OF THE 
PROGRAM 

There is no staff member who has a full-time 
responsibility for child abuse and neglect cases. 
The director of psychiatry, the SCAN coordi­
nator, and approximately 12 of the 20 social 
workers in the hospital all devote some time to 
child abuse issues and cases. Each service has at 
least one social worker who works with abusive 
families as part of his/her regular duties. In addi­
tion to the SCAN coordinator, the social workers 
who are most heavily involved are those who 
staff the neurosurgery, infant, preschool, and 
surgery floor!>, the department of welfare liaison 
worker within the hospital; and the outpatient/ 
emergency room worker. 

The majority of these individuals have an 
MSW; most have had more than 5 years' experi­
ence and they can be characterized as an un­
usually knowledgeable and experienced group. 
With regard to abuse and neglect, they have a 
clear understanding of the steps, processes, and 
issues involved in identification, reporting, and 
case management, including court testimony, 
referrals to other service agencies, etc. 

01 RECT SERVICES 

IDENTI FICATION 

Identif '~ation of child abuse within the hospi­
tal has risen dramatically from 7 cases in 1967 
to 230 cases in 1974. The house staff is rf:lported 



to be very sensitive to signs of possible abuse 
and neglect and renewed efforts are made each 
summer with new house staff. Patients admitted 
to the hospital as inpatients are carefully scruti· 
nized by a vigilant and knowledgeable social 
service staff. Certain kinds of injuries, coupled 
with inconsistent stories on the origins of the 
injury, arouse suspicions. Skeletal surveys are 
made and parents are interviewed by social 
service staff, when possible, in conjunction with 
the attending physician. 

The volume of children seen in the emergency 
room is such that the social service staff cannot 
check every chart. However, the emergency 
room staff is sensitive to the identification of 
child abuse and knows when to call social service 
staff for conSUltation. Except in the case of emer­
gency room physicians, who rotate from other 
hospitals, staff is relatively certain that child 
abuse cases do not go unnoticed or unreported. 

The several physicians and social workers who 
make up the SCAN conSUltation team are avail­
able for consultation to anyone who suspects 
a case of abuse and neglect. Consultation can 
center around review of information gathered 
to date, on whether or not a SCAN report is 
warranted, or on how to approach the parents. 

Once it has been decided that grounds for 
suspicion exist, a SCAN report is made orally 
to child welfare, followed by a written report 
within 48 hours. Each month, the medical 
director, the hospital administrator, and the 
director of the hospital poison center receive a 
list of all cases reported by SCAN. Record room 
personnel stamp all records with the SCAN 
stamp so that in the future it will be possible to 
check whether suspected cases are already 
known to the hospital in relation to a previous 

"JIY. 

CASE MANAGEMENT 

For dilidn n admitted to the hospital, case 
management t:sually rests with the social worker 
on the service to which the child is admitted. 
All caseworkers functioning in this capacity are 
prepared to offer social evaluation, short-term 
counseling, referral to other agencies, consulta­
tion to other agencies, and participation in court 
testimony. Once the child is discharged, efforts 
are made to maintain some contact with the 
mot.her through the outpatient clinic. Several 
social workers have kept in touch with clients 
over a period of years in this manner. The SCAN 
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coordinator has maintained several clients in a 
long-term casework relationship, 

In all cases, social evaluation includes an 
extensive social history of the mother and 
father. In some cases, psychiatric and psycho­
logical evaluations of the parents and of the 
child are conducted through the psychiatry 
clinic. This effort is aimed at developing an 
understanding of the environment in which 
the child lives and of the potential offered by 
that environment for reinjury to the child. 
On the basis of this assessment, and of reports 
of mother-child interaction made by nurses 
and social workers, the social worker esti­
mates the degree of risk which would be associ­
ated with the child's return to the home. These 
estimates are then discussfld ,t a SCAN meeting 
or, in the absence of a sta:l..Ling on a particular 
case, with the child welfare worker. In some 
cases in which there is a possibility that the 
child will be placed with relatives j the hospital 
social worker also becomes involved in a social 
evaluation of the relatives. 

Hospital social workers make referrals to 
infant stimulation programs and to day care 
on behalf of children who are returned home. 
Similarly, referrals to mental health and case­
work agencies are made in order to engage 
mothers and older children in treatment. 

Coordination with other agencies, particularly 
with other hospitals, is emphasized. Relation­
ships between social services staff at Children's 
Hospital and social services staff at the nearby 
maternity hospital result in some very close 
case-centered coordination. When staff at the 
maternity hospital become aware of a woman 
who has had no prenatal care, who seems unable 
to relate to or adequately care for her baby, and 
who has no support system available, social 
work staff at Children's Hospital are notified. 
In these cases, the Children's Hospital social 
worker visits the mother at the maternity 
hospital in order to introduce herself and to 
establish a contact; a clinic visit is scheduled 
for the 5th day postdischarge, the mother is 
seen at subsequent weekly visits by the same 
social worker and a single pediatrician is assigned 
who follows the baby at all visits. In this manner 
an effort is made to create a system of support 
around a high-risk mother in the hope that, 
if she gets into trouble, she will see the hospital 
as a friendly place to which she can come for 
help. It is estimated that the maternity hospital 
makes five to six such referrals each month and 



that some tragedies have been averted through 
these case management procedures. The follow­
ing case serves to illustrate this point. 

Connie came to the outpatient department of 
the maternity hospital '3 months pregnant having 
received no prenatal care. The staff there was 
concerned because she spoke of her fears that 
her baby would be bad and that it would end 
up like its father who was in jail. Connie had 
been abandoned by her parents, had no network 
of relatives or friends on whom she could rely, 
and exhibited considerable strange ideation. A 
Children's Hospital social worker went to visit 
her just prior to the time she gave birth and set 
up a clinic appointment for the 5th day of the 
baby's life. During this first appointment, 
Connie complained the baby wasn't eating well 
and behaved strangely. The social worker told 
her she could call her at any hour of the day 
or night if she experienced any difficulties. 
Shortly after, she came to the hospital in the 
middle of the night saying that the "baby was 
dying" as she had given it a severe shaking to 
ensure breathing. It is quite possible that her 
feeling of connectedness to the hospital saved 
this baby's life. 

Consultation on cases is provided to child 
welfare and to juvenile court. In response to 
requests from these agencies, social and psycho­
logical evaluations are performed by hospital 
staff. 

In response to the difficulty of developing 
recommendations for the court as to whether 
or not a child should be at home or in place­
ment, and as a result of disagreements in which 
child welfare has favored the return of the child 
and the hospital has favored placement, the 
hospital, child welfare, juvenile court, and the 
Child Guidance Clinic have received support for 
a Parental Stress Center. The purpose of the 
center is to provide an environment in which 
the child can be protected and the parenting 
capabilities of the mother can be evaluated. The 
center is housed in the Children's Home which 
has made space for five babies who will be 
referred to the center from the court. While the 
infant is living in the Home and being cared for 
by the Home's nursing staff, the mother (or 
parents) will be brought into the center on a 
regular basis to participate in an intensive 
diagnostic and short-term treatment program. 
Understanding that it may be difficult to bring 
mothers who have other children at home into 
the center, the center has begun to make arrange-
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ments for transportation and for a sibling 
nursery staffed by volunteers. At the time of 
the site visit, the center was not yet operational. 
A director had been hired and was supervising 
facility renovation and recruiting staff. As soon 
as a program nurse is hired, the center plans to 
accept its first baby. It is expected that in the 
first year, six babies will be served by the pro­
gram. The number of families/children served 
per year should increase when the program is 
fully implemented, as the estimated treatment 
time per family is 3 to 6 months. It is anticipated 
that during this time it will be possible to deter­
mine the mother's potential for a mothering role 
while giving her an opportunity to learn about 
her baby, to receive assistance and support for 
herself, and to develop a network of supportive 
relationships. 

TREATMENT 

With few exceptions, Children's Hospital 
staff does not provide long-term treatment for 
abusive families and/or children. Hospital social 
workers have enormous case management 
responsibilities for inpatients on their services; 
with a constant influx of new admissions, long­
term treatment is simply not feasible. The 
psychiatry clinic handles a few long-term cases 
but most of the abused babies are less than 2 
years of age and the clinic is set up for treatment 
of older children and their parents. Since 2-year­
old children cannot be seen in psychotherapy, 
most families do not meet the criteria of the 
clinic. 

There is one short-term treatment approach 
which is particularly interesting and warrants 
description. Two social workers run an 8-week 
mothers' group on the preschool floor. The 
groups generally have six to eight members and 
meet once a week for Ph hours. A few indivi­
duals in these groups have been abusive mothers. 
To date, there have been four such groups; the 
first was highly structured, including many 
presentations of educational materials and 
seeking to teach mothers something about 
child development so that they could be more 
realistic in their expectations. Experience with 
the groups has convinced the social workers 
that education is not enough and that people 
have to be encouraged to express their feelings. 
Consequently, the last two groups have included 
much more free discussion with an emphasis on 
the sharing and expression of feelings. The goals 



of the group meetings are as follows: (1) to give 
mothers an introduction to the helping profes­
sions without forcing them into a long-term 
therapeutic relationship which they may reject 
based on a lack of experience and knowledge, 
or fear, and (2) to give mothers some opportunity 
to develop a supportive network through the 
exchange of telephone numbers and friendly 
interaction in the group. Although no systematic 
followup has been done, it is estimated that 
one-half of the mothers have gone on to become 
involved in more intensive therapy and two have 
accepted referrals to Parents Anonymous. 

As a followup to the short-term efforts of 
hospital staff, referrals are made to mental health 
facilities. Most of the social work staff report 
that they have not seen good results as an 
outcome of these referrals. Through discussions 
with hospital social workers, review of many 
cases, and interviews with mental health staff, 
the following constraints to treatment of abusive 
families in Pittsburgh have been identified: 

• Mental health agencies do not have any 
special training for their treatment staff or 
special staff assigned to child abuse cases. 

• Families are expected to maintain sustained 
self-motivation; mental health and child 
guidance facilities do not do outreach or 
follo,'VUp on missed appointments and 
home visits are not made. 

" The clinics provide no direct services, 
although such activity has been identified 
by many as an important aid to engaging 
abusive families in treatment. 

• Mental health practitioners, if they are 
not well versed in child abuse dynamics 
and treatment, tend to feel that they 
should preserve the therapist-patient con­
fidentiality, a step which is not only 
illegal, but, many feel, countertherapeutic. 

.. Mental health practitioners work in isola­
tion, whereas abusive parents often require 
relatedness not just to one therapist but to 
a whole institution in which they feel they 
have relationships with a whole variety of 
people who like and support them. 

Careful review of the situation suggests that 
even if clinics had special treatment units for 
abusive families, did outreach, and provided 
direct services, there would still be two problems 
which are difficult to resolve. It is apparent that 
at the time of identification, when the family is 
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in acute crisis, is the very time when they seem 
most reachable. Thus, the iiocial worker who 
makes the initial approach is in the best position 
to establish a caring, trusting relationship with 
the family. Later transfer to another therapist 
at another agency is risky and sometimes un­
workable. The second difficulty lies in the 
isolation of the mental health therapist from 
staff in other agencies. Because of this isolation, 
the positive countertransference of the therapist, 
necessary to the treatment, is unchecked ~d· 
may cloud the judgment of the therapist as to 
the parenting capabilities of his client. Several 
cases were recounted in which a psychiatrist 
from an outside agency reported progre3s in 
treatment of his client and, based on this pro­
gress, testified in court that she was ready to 
have her child in the home. Without access to 
firsthand observations of the mother-child 
interactions which showed that the mother, 
regardless of progress in her own treatment, was 
not able to adequately care for her baby, serious 
mistakes have been made. In several cases, based. 
on psychiatric testimony, the baby has been 
returned only to be brought to the hospital 
"dead on arrival." Such isolation and its con­
sequences can best be avoided through ongoing 
case-specific coordination between agencies. 

Most of the abusive parents identified receive 
no treatment. Families in which there is a child 
at home are followed by child welfare staff, but 
not in treatment; parents whose children are 
removed are not even followed by child welfare. 
Hence, there are many parents who receive no 
treatment or interventive maintenance. 

THE SERVICE DELIVERY SYSTEM 

As the locus of SCAN meetings, Pittsburgh 
Children's Hospital acts as a coordinator of 
community services active in the identification 
and management of abused children and their 
families. This section provides an overview of 
those agencies which are likely to become in~ 
volved in services to these families. 

According to Pennsylvania law, cases of child 
abuse ~e reported to Child Welfare Services 
(CWS). In 1974, CWS received 233 mandated 
reports of which 93 were made by Children's 
Hospital; this year, CWS is receiving reports 
at the rate of 30/month. These figures represent 
mandated reports, i.e., reports of abuse from 
physicians and school personnel, and therefore 



provide an underestimate of the incidence of 
abuse in Allegheny County. It is estimated that 
in addition to these mandated reports, CWS 
receives 300-400 calls per month reporting acts 
of omission and abuse. 

With an estimated staff size of 130 case­
workers, CWS is mandated to receive reports of 
abuse, investigate reports within 48 hours of 
receipt, and provide protective services to 
abused, neglected, and otherwise "needy" 
children. In 1974, CWS was serving a client 
population of 6,582 children. Of these, 3,139 
were either in foster homes (1,187), adoptive 
homes (52), institutions (374), or the temporary 
shelter (131) administered by CWS; 3,443 chil­
dren were served in their own homes. 

Once a child is determined to be in need of 
protective services, CWS assumes responsibility 
for case management, which includes an evalua­
tion of the need for placing the child out of the 
home; placement, including court involvement, 
if indicated; referral to nonprotective type 
services; and periodic home visits by CWS 
caseworkers. The assistant director of CWS 
estimates that a case assigned to a protective 
service worker remains open at least 1 to 3 years 
if the child is in his natural home. When the 
child is removed from the home, CWS keeps the 
case open during the entire period of placement. 
Generally, home visits to children in placement 
are less frequent than to children at home; this 
is true in the respective cases of the parents as 
well. 

While child abuse is a priority within the 
agency, work with abusing families represents 
only a small portion of the agency's efforts. 
For CWS, neglect consumes a far greater portion 
of staff time. According to the director of CWS, 
almost every case with which the agency works 
may be called neglect if there is something 
"inadequate" in the home situation. However, 
CWS has made special efforts in the area of 
child abuse: the agency is a member of the 
consortium sponsoring the Parental Stress 
Center; the director of CWS has participated in 
training sessions coordinated by Ms. Elmer of 
the Child Guidance Clinic; and CWS sends a 
worker to SCAN meetings at Children's Hospital 
whenever a particular caseworker's family is 
being staffed. 

The Allegheny County juvenile court legal 
system is highly involved in cases of child abuse. 
The justices of the court were prime movers in 
the development of the new Parental Stress 
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Center. Five years ago, juvenile court Judge 
Tamilia approached Dr. Reinhart and Ms. Elmer 
with his concern regarding the large numbers of 
very young mothers refened to court for abuse 
of infants. Knowing that the likelihood of these 
infants growing up to abuse their own children 
was great, the Judge worked with Dr. Reinhart 
and Ms. Elmer to devise a program which might 
help to break this cycle. Once the idea was born, 
the three juvenile court judges worked with the 
consortium to write a project proposal and 
seek funds. 

In addition to their involvement in the 
Parental Stress Center, the judges have made 
some innovative decisions and taken some 
unusual steps toward facilitating the legal 
procedures for cases of abuse and neglect. In 
most cases of abuse that come to court, the 
decision to be made relates to the need for child 
placement. While the judges are mandated only 
to make a disposition regarding the child's place­
ment, they have made it a practice to receive 
recommendations on the types of care and 
treatment that would be needed by the parent 
if the parent were to be given PQrmission to 
maintain the child. These recommendations are 
then strongly urged upon the parent with the 
implicit understanding that they arc necessary if 
the child is to be returned to the home. In a 
similar vein, the law is ambiguous regarding 
review of labuse and neglect cases. However, the 
judges make it a practice to follow each case 
until placement has been effected. In addition, 
they are amenable to keeping cases open so that 
each point of the decided "treatment plan" can 
be monitored for implementation. Finally, in 
interpreting the present Pennsylvania child 
abuse law, the judges decided that each child 
whose case comes to court would be assigned 
legal representation. Prior to this decision, the 
rights of the child were advocated for by a 
Child Welfare Services attorney; now the parent, 
CWS, and the child are represented individually. 
This system of representation is believed to be 
unique in the State. 

The responsibility to represent dependent 
children in court was assigned to the central 
office of the Neighborhood Legal Services 
Association (NLSA) in 1972. NLSA is a county­
wide program; neighborhood offices supply 
attorneys for parents while the three lawyers 
in the central office represent only children. 
When the central NLSA office was designated 
the office for children, the attorneys were 



unprepared for the assignment. As one lawyer 
explained, their position was difficult because 
representing deprived children entails a knowl­
edge of psychological, medical, and environ­
mental factors that are extremely complex and 
that cut across a' number of fields in which 
most attorneys are not, and generally need not 
be, experts. In order to prepare for their first 
cases, the attorneys not only read court cases, 
but read volumes and journals on child develop­
ment and child psychology, consulted with 
experts in the field, and attended the Children's 
Hospital SCAN meetings. At first the lawyers 
looked on the SCAN meetings more as an 
educational seminar than as a point at which 
case information could be obtained. Now, the 
attorneys continue to attend these meetings 
when their cases are being staffed and use 
materials discussed during the meetings to plan 
their recommendations to the court. After 3 
years of reprasenting children, the NLSA attor­
neys speak easily and knowledgeably about such 
things as developmental lags and cite references 
in the latest journals on child development, 
care, and education as well as law. 

In addition to representing children in court, 
the central NLSA office has assumed responsi­
bility for acting as a monitoring/coordinating 
agency. Before going to court on a case, the 
attorneys try to consult with the parents' 
lawyers in an effort to develop a comprehensive 
plan which will provide care for both parties; 
the child's attorney meets with representatives 
from Child Welfare Services to encourage them 
to develop a complete and workable treatment 
plan; and NLSA lawyers request that judges 
continue cases, by review, so that they can 
be certain that treatment plans are being 
im plemented. 

While Children's Hospital is the single largest 
reporter of child abuse in the county, there are 
other hospitals reporting cases in the area. At 
Allegheny General Hospital, approximately one 
case of abuse per month is reported. Staff at 
Allegheny Hospital have received consultation 
from the intrahospital SCAN team regarding 
identification of suspected abuse and someone 
from the hospital attends Children's Hospital 
SCAN meetings if an Allegheny case is being 
reviewed. In general, this hospital has no special 
programs for identifying or treating abused 
children and their families; however, they do 
feel that their large outpatient service and their 
special services to neighborhood schools act 
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as preventive measures to abuse. 
McKeesport Hospital, on the other hand, has 

developed some special programs for the identi­
fication of abuse. McKeesport also has an 
intrahospital SCAN team and has recently begun 
its own abuse registry which includes photo­
graphs of the child which may be used. in court. 
In addition, the sociru service staff reviews 
emergency room records daily while the chief of 
pediatrics reviews the files 4 days per week. In 
an early identification effort, the social service 
staff makes contact with every mother who 
comes into the hospital's prenatal clinic. In a 
similar vein, nurse practitioners take social 
histories of all new mothers. The mother and 
child are then assigned one nurse in order to 
better ensure continuity of care and this nurse 
checks infants for failure-to-thrive until they 
are 1 year old. 

The Maternal and Infant Care (MIC) Project 
of the county health department views child 
abuse as an agency priority. The project is aimed 
at preventing mental retardation and develop­
mental defects in children by providing prenatal 
care to indigent mothers and preventive care 
to children through the age of one. In addition 
to home visits by the project's public health 
nurses, MIG conducts 70 child health conferences 
per week throughout the county. These con­
ferences, conducted by a physician and a nurse; 
include well-baby checkups, nutrition counseling, 
and developmental counseling. It is estimated 
that 20,000-22,000 families/year are served by 
these conferences which are held in church 
basements, community meeting halls, or any 
other space available in the neighborhood. The 
director of MIC feels that because the con­
ferences are held in such "local" places, MIC 
staff is able to treat families who might not be 
seen in more traditional health settings. With the 
understanding that MIG staff may be seeing a 
number of "preabusing" families, the director 
has made special efforts to provide the staff with 
training in abuse. In addition to monthly in­
service training provided on the district level, a 
psychiatrist from the department discusses two 
cases each month with the nurses; the director 
conducts quarterly inservice training sessions 
for the physicians assigned to the health con­
ferences. While the project staff feel that they 
could be doing more in terms of wider-range 
treatment and coordination for abusive families, 
they are restricted by financial limitations. The 
director has developed plans for a coordinated 



child abuse program within the project as well 
as a program within a school for adolescent 
pregnant girls; however, such programs cannot 
be fully implemented for lack of funds. 

While not directly involved in the treatment 
of abused children and their families, the 
Pittsburgh Child Guidance Clinic is a key actor 
in the development of the Parental Stress Center. 
As a consortium member, the clinic has been 
involved with the center since the period of 
conceptualization. In addition, Ms. Elizabeth 
Elmer of the clinic has a grant to conduct 
preventive training sessions for professionals 
throughout the county. Ms. Elmer has developed 
a four-session training series that is presented 
to groups of public agency staff, law enforce­
ment representatives, and social service personnel. 
Dr. Reinhart and the SCAN director of Children's 
Hospital, the director of CWS, and the juvenile 
court judges have all presented at these sessions. 

None of the mental health facilities in the 
Pittsburgh area, including the Mental Health/ 
Mental Retardation Base Units and Western 
Psychiatric Institute, provide specialized treat­
ment services to abusive families. Fanrilies may 
be referred for psychotherapy, but there are no 
special outreach, direct, or followup services 
which might be necessary to motivate families 
to participate in the treatment process. 
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Pittsburgh has two 24-hour crisis hot lines 
and a newly formed Parents Anonymous group 
to which a few Children's Hospital mothers 
have been referred. 

SUMMARY OF KEY FEATURES 

Pittsburgh Children's Hospital has a strong 
program of identification and case management. 
The hospital's SCAN program clearly illustrates 
the importance of a hospital team comprised of 
physicians and social workers who act in a teach­
ing, consultative, and supportive capacity to 
other hospital professionals. rrhe presence of a 
hospital team increases case identification and 
reporting because it creates a climate in which 
child abuse is given consideration and in which 
reporting is encouraged, sup!Jorted, and viewed 
favorably. 

The program also illustrates the leadership 
role that a hospital can take in stimUlating other 
agencies to coordinate services and to work in a 
collaborative manner. Reluctance of other 
agencies to participate in a joint effort can be 
overcome with persistence and sensitivity to the 
agencies' resistances. Case staffing allows input 
from a variety of professonals and serves both a 
planning and a training mechanism. 



Chapter II - Private Nonprofit Agency-Based Programs 

I NTRODUCTI ON 

The Bowen and SCAN programs described in 
this section are illustrative of the enormous varia­
tion between programs in the private sector. Both 
programs are committed to long-term intensive 
treatment for parents and both start with a 
conceptualization of parents as people who have 
intense unsatisfied dependency needs which must 
be satisfied before any change can take place. 
Both programs have received recognition for the 
quality services they provide and receive their 
entire support through contracts with the State 
public social services agencies. However, the 
SCAN program receives referrals directly from 
the community whereas Bowen Center receives 
referrals only through the public agency. The 
SCAN program, because of its reliance on volun­
teer therapists, is a relatively inexpensive pro­
gram; Bowen Center with its use of highly 
trained professional staff is one of the more 
expensive programs visited. 

Each of these programs has unique elements 
which made it particularly important for inclusion 
in the present study. Whereas two of the other 
programs visited, Children's Trauma Center and 
the team-based program in Laramie, Wyoming, 
have a parent aide program, these parent aides 
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are considered only as adjuncts to the work of 
the professional therapists. In the Little Rock 
SCAN program, the lay therapists are the pri­
mary source of contact with the families; the 
program illustrates how much can be accom­
plished using lay therapists under the right 
circumstances. The SCAN collaboration with 
Parents Anonymous is also noteworthy. 

Whereas two of the programs visited, Children's 
Trauma Center and the Lehigh-Northampton 
Counties Coordinated Child Abuse Program, in­
clude special group activities for abused children, 
and all of the programs encourage parents to use 
day care or special child care services in the 
community, Bowen is unique in its emphasis on 
children. The specialized day care program and 
the child play therapy program are reminders to 
most adult-centered programs of the importance 
of maintaining a perspective of the needs of 
children. 

Both programs serve a much greater range of 
children in terms of age than do hospital-based 
programs. Both programs work with multiprob· 
lem families in which abuse may be mild or 
moderate as well as severe. However, while SCAN 
works with the entire range of abusive families 
in the community, Bowen works only with the 
most dysfunctional, most seriously disturbed 
and impaired multiproblem families. 



Bowen Center 
Chicago, Illinois 

by Monica Holmes, Ph.D., and Arlene Kagle 

Director: Marion Spasser, MSW 

START-UP 

The Bowen Center was created by the Juvenile 
Protective Association (JP A), a private nonprofit 
agency with a long-standing tradition of pioneer­
ing new casework efforts at a time when the 
public agency offered protective services only to 
the children of veterans. In order to fill this gap 
and in order to explore the feasibility of working 
therapeutically with multiproblem, neglectful, 
and abusive families, JP A developed the demo;l­
stration program which came to be known as 
Bowen Center. The center has been in operation 
for 9 years. From 1965 to 1971, it was funded 
as a demonstration program by the U.S. 
Children's Bureau. From 1971 until the present 
time, the program has been funded through a 
contract with the lllinois Department of Children 
and Family Services (DCFS). 

During the past 4 years, the program has 
changed as a function of the shift from a 
Federally funded demonstration program to a 
State-funded operational program. With the 
change in funding source came major changes 
in services and in emphasis: 

• Founded as a long-term intensive treatment 
program, the DCFS contract calls for short­
term diagnostic evaluations and short-term 
treatment. 

• Because the services of other community 
agencies were fragmented and not suited 
to the needs of disorganized families, Bowen 
was initially designed as a multipurpose 
center with relatively little contact with 
other agencies. During the last 2 years, the 
DCFS has sought to enlist Bowen in an 
effort to develop child abuse services within 
other agencies and to provide these agencies 
with consultation on program development. 
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• Whereas training was originally conducted 
only for Bowen Center staff, under the 
DCFS cor.tract Bowen Center has provided 
considerable training for DCFS staff. 

o Under the demonstration, referrals came 
from a variety of community agencies and 
institutions; under the DCFS contract all 
referrals must come through DCFS. 

• Under the demonstration, the Bowen Center 
had an educational therapy component 
designed to assist school-aged children 
having reading difficulties and an on-site 
foster mother trained to provide short­
term foster care and daily comfort to 
children who could not function in the day 
care setting; these program components no 
longer exist. 

Throughout its 9-year history, the Bowen 
Center has had the same director, the same con­
sultant, and several of the same caseworkers, so 
that the treatment philosophy has remained 
stable during the gradual evolution of the pro­
gram. It is one of the oldest programs in the 
country with an emphasis on long-term intensive 
psychotherapy for both children and adults and 
on coordination of a variety of supportive 
services. 

PROGRAM OBJECTIVES 

It To provide supportive and long-term treat­
ment services to parents who have never 
achieved an adequate level of functioning 
in order to help them achieve such a level 

• To provide corrective, therapeutic, and 
supplemental parenting services to children 
in order to promote their development in 
the face of parental deficits 



• To develop a model of service integration 
within a single multipurpose center 

• To develop a treatment model which would 
promote ego development and functioning 

• To provide training and consultation to 
DCFS staff in the management and treat­
ment of child abuse and neglect 

• To provide consultation services to other 
agencies seeking to develop services for 
abusive and neglectful families 

PROGRAM AUSPICE 

Administratively, the Bowen Center is part of 
the Juvenile Protective Association, a private, 
nonprofit social service agency. JPA was organized 
as an agency when a group of individuals, work­
ing with the Chicago Bar Association, served as 
the impetus for the creation of the first juvenile 
court in the U.S. The Bowen Center is housed in 
its own facility and b.ecause it receives no direct 
funding from JPA, it is relatively autonomous in 
its functioning. 

PROGRAM COSTS AND SOURCES 
OF FUNDING 

The budget for 1974-1975 is approximately 
$294,000, allocated as shown in figure 7. 

Indirect Service: 

• Community Organization 
• Consultation 
• Staff Development 

79% 

Direct Service: 

• Inc;fividual and Familv Counseling 

• Day Care 
• Group Work 
• Homemaking 

Figure 7. Budget allocation 
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The program receives 100 percent of its funds 
from the lllinois Department of Children and 
Family Services, which is the agency legally man­
dated to provide services to abused ~lld neglected 
children and their parents. 

FACILITIES 

Bowen Center is housed in two attached 
houses which are equidistant from an area which 
is inhabited primarily by black and Puerto Rican 
families and an area inhabited by Appalachian 
families. 

One of the houses has staff offices and a 
conference room, two large rooms for the day 
care program, a kitchen, and a very large room 
which is used by the day care program for 
eating and playing. The adjoining building has 
additional offices, play therapy rooms, meeting 
roomS for the mothers' groups, an apartment 
which is available to client families for live-in 
care, and a roof garden equipped for children's 
play. 

The facilities are old, comfortable, and well 
adapted to program needs. The center gives the 
impression of a well-worn family home rather 
than a set of modem offices. 

PARTICIPANT CHARACTERISTICS 

Specific demographic data on the areas of 
Chicago served by the Center are not known by 
the program. However, data are available on the 
families served. 

During the past 3% years (July 1971-December 
1974), the initial period of DCFS funding, the 
center has served 98 families. Among these, 56 
families were caucasian, 20 blaCk, 13 Latin 
American, 2 Indian, and 7 were of other ethnic 
origins. Approximately half of the client families 
are single parent. Data on income level are not 
available, but virtually all of the families are on 
AFDC. 

Families tend to be very large. Data on family 
size are available on 45 families, which report an 
average 'of 4.6 children per family. Four of the 
families have 10 children each, 2 families have 
8-9 children each, 4 families have 6-7 children 
each, 18 families have 4-5 children each, and the 
remainder have 1-3 children. 

The program is designed to serve approximately 
35 families at any given time. 



SOCIAL WORK BOWEN CENTER 

CONSULTANT DIRECTOR 

/ ~ 
4 SOCIAL SOCIAL WORK STAFF DAY CARE STAFF 

WORK o Day Care Director 
STUDENTS o 5 Caseworkers 

o Teacher 
o 1 G roup Worker 

o 7 Child Care Workers 

SUPPORT STAFF 

o 3 Secretaries 
o Custodian 
o Cook 

Figure 8. Staff organization 

THE STAFFING OF BOWEN 
CENTER 

Bowen Center has a staff of 21, plus one social 
work consultant. The staff organization can be 
schematically seen as in figure 8. 

Director 

The director provides supervision and consulta­
tion to the staff and provides some direct service 
to families. In addition, she spends two mornings 
each week at DCFS offices providing consultation 
to workers in the abuse and multi-purpose units. 
She has been the director of the center since its 
inception in 1965. She has an MSW and 25 
years' experience. Most of ther pre-Bowen 
experience was in child guidance. 

Social Workers 

The five social workers have prinlary responsi­
bility for coordinating services and for providing 
psychotherapy to families. One of the social 
workers is a group worker, but several caseworkers 
also have responsibility for leading the mothers' 
group. Caseworkers also have responsibility for 
supervising the social work students and for 
working with a child in psychotherapy. One 
caseworker specializes in child therapy and does 
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all the diagnostic work on children and either 
supervises or carries all the child therapy cases 
herself. 

Caseload sizes vary depending on whether the 
caseworker has supervisory responsibilities and 
community education responsibilities. Social 
work students work with three families each and 
senior staff works with no more than five families. 

Four of the five caseworkers have an MSW 
and between 2 and 7 years' experience. Two of 
them started at the Center as social work stUdents 
6-7 years ago and have remained ever since. One 
of these is currently enrolled part time in a 
social work doctoral program, the other is in 
training as a child analyst. By background and 
training, the social work staff can be characterized 
as having a deep commitment to intensive long­
term psychotherapy and as being identified 
more with a mental health than with a social 
service orientation. By and large, their experience 
is in private treatment agencies rather than in 
public social service agencies. 

Day Care Director and Nursery School Teacher 

The day care director is responsible for plan­
ning and supervising the overall day care program. 

The nursery school teacher works with the 
oldest day care group. 



The director has an MA in education and 5 
years' experience at the center; the teacher has a 
BA and has been at the center for nearly 9 years. 

Child Care Staff 

The child care staff works with the children 
in day care. Five of these individuals have BA 
degrees and two have Masters. Their experience 
in child care ranges from 1 year to 25 years. 

A great deal of emphasis is placed on quality 
training and "'lpervision of the casework staff. 
Dynamics of cases are discussed in great depth, 
diagnostic assessments are made, and the staffings 
on both children and adults represent intensive 
efforts to review and plan for both new and old 
cases. The use of the program as a social work 
student field placement adds to an atmosphere 
in which conceptualization and indepth under­
standing are valued. 

Staffing conferences are held weekly, attended 
by the social work staff and the social work con­
sultant. At these meetings, individual families 
are discussed in considerable depth. Cases pre­
sented are carefully prepared and in each case an 
effort is made to assess the individual's place 
along the developmental continuum. 

The staff has, by and large, worked together 
for most of the center's existence and the presence 
of a mutual support system is readily apparent. 

DIRECT SERVICES: ADULTS AND 
CHILDREN 

Services to Adults 

The following services ate available: 

• Individual diagnosis 
• Casework for adults 
• Group work with mothers 

DIAGNOSIS 

All center cases have been referred by the East 
and North District Offices of the DCFS. Cases 
are referred to the center director at her weekly 
meetings with staff from each of these offices. 
Once the director reviews the material with DCFS 
staff and it is agreed that the family should be 
seen at the Bowen Center, the family is referred 
to the center for evaluation. Either the family is 
transported to the center or a caseworker visits 
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them in their home. As part of the evaluation 
process, the children ate often brought into the 
day care program and their ability to relate to 
materials, to other children, and to adults is 
carefully assessed. Mothers, and only rarely 
fathers, are brought into the center for discussion 
which typically centers around their specific 
short-range needs. The diagnostic process takes 
approximately 6 weeks to 3 months. 

CASEWORK FOR ADULTS 

The Bowen Center treatment philosophy is 
grounded in certain aspects of an ego psychology 
framework. Abusive and neglectful parents are 
essentially seen as extremely in1mature and 
dependent, fragmented people who have never, 
in most cases, experienced a higher level of ego 
integration. In addition to the fragmentation, 
the primary ego deficits are defined in terms of 
impUlse control and object relations. Having 
never achieved a positive symbiotic relationship, 
the conceptualization is that these parents are 
mired in a negative symbiosis and have never 
achieved separation or individuation. The 
negative symbiosis is then reexperienced in their 
relations with their children, to whom they can­
not relate as separate individuals. Consequently, 
the primary therapeutic goal is to meet the needs 
of the parents with the expectation that if this 
reparenting process is successful and the parents' 
needs are met, they will then be more capable of 
meeting the needs of their children. Thus, the 
therapy is primarily addressed to meeting parental 
needs and helping them to achieve a close 
dependent relationship with staff at the center. 
There is relatively little emphasis on modeling 
new behavior or on addressing the organizing, 
planning, executive functions of the ego. 

The therapeutic effort can be best charac­
terized as supportive with an emphasis on explor­
ing feelings and areas of tension. Behavioral 
changes are not emphasized, clients are not 
generally given therapeutic assignments, and 
therapists do relatively little confronting or 
interpreting of behavior. 

It should be noted that in many of the families, 
the parents are seen as so lacking in resources as 
to be permanently incapable of providing even 
minimal care for their children. In these cases, 
the center seeks to provide the children with the 
stimulation and physical and emotional care that 
they lack at home. These center-raised children 
are permitted to remain with their psychot?,c or 
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severely retarded parents not because there is 
any expectation that the parents will become 
substantially better, but because it is felt that 
the center can provide enough quality care to 
offset the damaging effects of the in-home care. 
However, in cases where the child is perceived to 
be in danger or where the parent has virtually no 
attachment to the child, placement is sought. 
Conceptually, placement is viewed as a last resort 
and not as a way station on the road to parental 
improvement. Once placement has been effected, 
the thrust of the treatment with the parents is 
on helping them to relinquish the child and to 
make gains for themselves. It is felt that some 
parents are aware of the need for their children 
to be in placement because of their inability to 
provide even minimal care, but that the children 
fill an intol ~rable void in their lives which makes 
them unable to let go. 'The aim in these cases is 
to fill this void with center activities and with 
the relationship to the caseworker to allow the 
parents to accept placement for the children. 

Individual contacts are usually held once a 
week at the center. Caseworkers are responsible 
not only for treatment but for all of the case 
management functions. Thus, they arrange trans­
portation, accompany clients to medical appoint­
ments, assist clients with housing, with job place­
ment, and with other concrete service needs. 

Because of the massive ego deficits and the 
high incidence of borderline cases, treatment is 
conceptualized as a long-term process. Several 
of the families have been in treatment for more 
than 7 years. The center staff feels that they 
have been able to improve functioning in some 
families and that they have demonstrated families' 
acceptance of treatment if the response to their 
needs represents an all-out outreach effort. 

GROUP WORK WITH MOTHERS 

The center maintains two groups, each of 
which has approximately eight members, meeting 
for two 3-hour sessions per week. Meetings occur 
in the morning, ending just after lunch, which 
the members eat together. Led by the group 
worker and a caseworker, the groups are designed 
primarily to offer the mothers a socialization 
experience. Participants are provided with trans­
portation and babysitting services at the center. 
Each group engages in a variety of craft activities 
and in some discussion. The group can best be 
characterized as a recreational activity group 
rather than as a traditional therapy group. Group 
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leaders provide the mothers with concrete 
activities, the completion of which provides a 
sense of pride in achievement. Self-esteem is 
increased through these activities, through 
emphasis on personal grooming, and through the 
attention which is paid to each mother on 
birthdays and other special life events. The 
members have no contract to discuss or to work 
on their problems during the meeting; rather the 
meetings are a time for them to relax, socialize, 
and enjoy themselves. Socializing among mem­
bers outside of the group is not encouraged as it 
is felt that the mothers tend to reinforce each 
other's pathology. 

Once a month the center holds a "parents 
night" to which all ongoing families in treatment 
are invited. This event consists of dinner and 
some group activity. Food is prepared by the 
mothers and by the staff and the emphasis is on 
family interaction and enjoyment. 

Services to Children 

The center offers the following services: 

• Day care and after-school program 
• Play therapy 

DAY CARE AND AFTER-SCHOOL PROGRAM 

There are three groups in the day care program: 
2- and 3-year-olds, older 3- and younger 4-year­
olds, and a group of 4-, 5-, and 6-year-olds. The 
ratio of staff to children is approximately one to 
three. The center is licensed for 30 children.. The 
children are picked up by the staff each morning 
and returned to their homes each afternoon. 
Often, when the staff arrives, the children are 
not dressed. These children are dressed by the 
staff and are brought into day care. Children 
who are not feeling well are brought into program 
anyway as it is felt that they will receive better 
care including medical attention, if necessary, 
at the center. The program begins at 9:30 a.m., 
but all of the children de not arrive until about 
10:30 a.m. As childlren arrf.ve they are offered a 
breakfast of milk ar~d c€:real. Throughout the 
morning they participate in ar,s and crafts, con­
cept games, and manipUlatiVE: games. Before lunch 
there is a group story or music. After lunch the 



younger children nap; the older children, who at 
this point are joined by three children who attend 
morning kindergarten, go to the roof playground 
and participate in active physical activities. 
Following the nap period, the children are served 
a snack and engage in more play. At approxi­
mately 2:30 p.m., the children leave the center 
to go horne. 

The center tries to work with DubHe schools 
in the area and several first grade teachers have 
corne to the center to talk about particular 
children known to the day care program. This 
kind of coordinating effort helps the teachers to 
better U11derstand the needs of the children and 
how best to approach them. 

Upon entry into the program, the children are 
characterized by their lack of verbal skills, their 
prolonged and intensive temper tantrums, their 
inability to use adults for comfort, their inability 
to derive pleasure from anything, their inability 
to use toys or materials, and their extreme 
aggressiveness toward or withdrawal from other 
children. The day care program is primarily 
designed to help these children develop a trust 
relationship, to facilitate their individuation and 
sense of identity, and to improve their level of 
personal, social, and communicative skills. 

The high staff to child ratio is seen as necessary 
because of the extreme pathology ofthe children, 
who require massive emotional and physical care. 
Many of the children take a long time before 
they are able to join the group; these chilch:e11 
are assigned a full-time worker who stays with 
them, comforts them, and tries to meet their 
needs for an intense parenting relationship. Some 
of the children are bathed and provided with 
clean clothing at the center. 

After-school activities are provided 4 days a 
week for older children. There are four such 
groups: 5-6-year-old boys and girls, 7-S-year-old 
boys and girls, 9-11-year-old girls, and 9-11-year­
old boys. Each group has approximately five 
children and meets twice a week. The groups 
are designed to give the children a positive sociali­
zation experience with an emphasis on the 
development of inner controls. The children are 
picked up at their schools, engage in recreational 
activities, and are then delivered to their homes. 
Whenever possible, children in placement con· 
tinue to be seen at the center so that they may 
have a continuous relationship and in order to 
help them with the negative behavior which so 
often makes these children U11nlanageable in 
one foster horne after another. 
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PLAY THERAPY 

Children past the age of 3 who do not show 
sufficient progress in the day care program and 
who are identified as having especially severe 
problems are seen in play therapy either two or 
three times a week. The focus of these sessions 
is to help the child deal with, express, and work 
through the anxieties and fears that are inter­
fering with his development. The aim of the 
play therapy is to pro"ide the child with a posi­
tive symbiotic relatiOi'll:iLp so that, ultimately, 
individuation and separation can be achieved. 
The conceptual focus is on ego development, 
encouraging the child to move from a presym­
biotic infantile level of development to an age­
appropriate one. The child's needs are gratified, 
feeling states and anxieties are interpreted, and 
every effort is made to provide the child with 
the model of an adult who is consistent and 
giving. 

In general, staff feels that the changes seen in 
the chiidren are more dramatic and more far 
reaching than are the changes seen in the adults. 

********** 

In the cases that follow; two reflect Bowen 
Clmter treatment of total fru:p.ilies and one reflects 
treatment of a child. These cases are intended to 
illustrate the center philosophy and techniques 
of treatment. 

Janice and Lenny 

The parents and three children which comprise 
this Appalachian family were referred by the 
Board of Health in the fall of 1968 for failure to 
follow through on clinic appointments and for 
inadequate nutrition. 

The mother, Janice, is one of five children; 
she e~perienced a chaotic and unhappy childhood. 
Her mother is characterized as mentally ill and it 
is reported that she tried to kill Janice and her 
brother in infancy. Despite this behavior on the 
mother's part, she was also apparently deeply 
symbiotically attached to her children and 
thwarted all of their efforts to grow up or to 
move out of the house. In order to escape this 
situation, Janice married her first husband when 
she was 19. She stayed with him until he died 10 
years later; her one child from this marriage is 
retarded and lives with Janice's mother. 

The father, Lenny, also comes from a family 
of five children and grew up on a farm in extreme 



poverty. He married his first wife at the age of 
17 and one day, in a rage, shot and killed his 
father-in-law. He then spent 10 years in prison, 
during which his mother came to visit him four 
times. He has always had a bad temper; one of 
his brothers is permanently disabled from a 
beating Lenny gave him. 

Following his impregnation of Janice's sister, 
Janice and Lenny were married and soon after 
came to Chicago. Lenny worked sporadically 
and whatever money he did make was spent 011 

himself rather than on his family. 
Initially, the family was visited by the social 

worker in the home and most of the ·~"mtacts 
were with Janice. The children were seen as un­
clean and peorly fed, the one and one-half room 
apartment dirty and unkempt, and Janice was 
characterized as unrealistic and somewhat bizarre. 
Early contacts with the mother focused on help­
ing her to obtain public assistance and medical 
care, inviting her to join a mothers' group and 
taking the two older girls into day care. The 
children invariably had to be bathed in day care 
and to have their clothing washed and changed. 

Janice was assigned a student who worked 
with her for approximately 7 months. During 
this time she formed a very dependent relation­
ship and was able to have some of her basic 
needs gratified. As she began to trust her worker, 
she was able to talk about the beatings with a 
strap that Lenny gave the children. The beatings 
did not result in serious injurj~s, but the children 
did appear to be very frightened. She also began 
to describe her husband's relationships with other 
women, particularly his continuing relationship 
with her sister. 

When the student left, Janice was assigned to 
a case worker who continued to work with her 
for the next 6 years, continuing until the present 
time. There was apparently little difficulty in 
this transition from one worker to another and 
Janice continued to be able to talk about her 
problams and her history. Lenny continued to 
be uninvolved in the treatment. 

When Janice was hospitalized for eye surgery, 
the children spent the week at the Bowen Center 
in its foster home. Although Lenny, at this time, 
took whatever money was available and left 
town with his friends, and Janice suggested to 
the worker that she might leave him, the worker 
told her that she should delay that decision until 
they had some understanding of what went on 
in the marriage. This lack of intervention was 
important because Janice had no intention of 
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leaving Lenny and was merely verbalizing what 
she thought the worker wanted to hear. When 
I.enny returned, he, too, was amazed that the 
worker had not suggested separation and this is 
reported to be the point at which he first began 
to relate to the worker. Soon after, Lenny was 
hospitalized for 5 weeks and the worker not 
only disconraged Janice from paying him back 
by disappearing, but accompanied her on weekly 
visits and stayed for part of each visit. Lenny 
was openly appreciative of these visits and when 
he came home, joint weekly visits were continued. 
These joint sessions were used to allow Lenny 
to begin to talk abo:lt his childhood and early 
experiences and to help him with his denial of 
feelings and of problems. Tho sessions were also 
used to discuss the problem!:! in their marriage, 
which included her baiting and nagging him, his 
relationships with other women, and their 
destlUct.ive and continuing relationships with 
both of their families. Janice realized during this 
time that she had no knowledge of how to talk 
positively to Lenny and that they never had 
anything good to say to each other. 

The oldest girl, Connie, was approximately 3 lh 
years old when she first came into the day care 
program. She was described as having violent 
temper tantrums, unable to tolerate any kind of 
routine, and unable to relate to adults. She was 
provocative, aggressive with the other children, 
and represeilted a marked behavior problem. Her 
2-year-old sister, Jean, was characterized by 
extreme frailty, fearfulness and poor motor 
coordination. Both girls were nonverbal and 
showed signs of severe neglect including a multi­
tude of bruises and sores on their bodies. 

During their first year at the center, both 
children developed some speech, began to relate 
to a single adult, began to eat, and Jean was toilet 
trained. However, any change in her routine still 
caused her to withdraw under a table. Staff 
devoted a great deal of attention to both children: 
they were bathed, cuddled, and given a great 
deal of physical contact. As they could not 
tolerate nap time, this was used as individual 
quiet time for each of them. 

Individual treatment for Connie was initiated 
after her first 10 months in day care because it 
was felt that she had not made sufficient progress 
in terms of the development of a trusting rela­
tionship. When she first started treatment, she 
was unable to tolerate a session for more than 
10 minutes. She was suspicious, anxious, and 
frequently ran away. Once she began to establish 
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a relationship with her therapist, she experienced 
great difficulty in handling this relationship 
while maintaining the one with her special 
worker in day care. At first she was unable to 
tolerate both w01:kers being in the same room 
and repeatedly tried to reject one or the other. 
Gradually, she came to accept what she was 
repeatedly told, that it was all right to have two 
friends. Her repeated attacks on the staff were 
handled with firmness but with a great deal of 
emotional warmth reassuring her that everyone 
understood how bad she was feeling and that 
everyone liked her. A great deal of time was 
spent working through her separation anxiety 
and reassuring her that peoplf' do come back 
even when they leave for p,!:iods of time. 
Gradually she became able to verbalize her 
feelings of fear and to talk about the physical 
violence to which she had been subjected in 
her home. 

The youngest child, Richard, entered day 
care at just under 2 years of age. The favored 
child of both pa':ents, he had not been abused 
and appeared to be a large, healthy, hyperactive 
child. Totally unable to direct his energy to 
any constructive play, day care helped him to 
begin to relate to materials and to develop an 
age-appropriate attention span. He was offered 
considerable opportunity for active play in 
order to help him develop large muscle coordina­
tion and control. 

A;>proximately 2 years after Bowen Center 
began working with the family, Lenny asked if 
they could move into the apartment at the center. 
The center staff decided to explore how helpful 
residential treatment for an entire family could 
be and agreed. For the next 5 years the family 
lived at the center. 

When they first moved in, the parents' function­
ing grew worse in that they did not take care of 
the children at all. The center bathed and fed 
the children, sent cooked meals up to the family, 
and did all of the caretaking of both the children 
and the adults. At about this time, Janice began 
to deteriorate both physically and mentally. She 
lost 40 pounds, was bleeding and vomiting, and 
appeared to be extremely rundown and nervous. 
Finally, she was admitted to the hospital for a 
2-month period and was then discharged to a 
halfway house. Janice spent ~ years in the half­
way house and came back to her home at Bowen 
Center only on weekends. It is reported that she 
did well at the halfway house, made friends, and 
enjoyed the behavior modification approach 
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which was used with her. During this time, the 
children were placed in foster care and Lenny, 
who was very lonely, spent a great deal of time 
with the staff. 

When Janice returned to her apartment in the 
center, she was given a structured weekly appoint­
ment and continued to be seen in treatment for 
as long as she lived at the center. In April 1975, 
Janice and Lenny were able to mobilize them­
selves and find an apartment away from the 
center. Janice has been able to keep her house 
clean, she now goes to church several times a 
week, and still comes to the center to visit. The 
two younger children are having serious problems, 
especially Richard who is retarded and at 8 does 
not yet write his name. Connie, the eldest, is in 
a nearby residential treatment center and con­
tinues to be seen twice weekly by the same 
therapist who has seen her for the past 5 years. 

At this point, there is a strong bond between 
the family and center staff such that Janice or 
Lenny call when they are in trouble or stop in 
to visit. They maintain a close tie with 00nnie 
whom they visit regularly and they also have a 
more supportive relationship with each other. 
Whereas Lenny used to carry a gun and become 
easily enraged, he can now be teased and it is 
even possible to argue with him and contradict 
him. Whereas he used to kill stray animals, he 
now brings them to the center director because 
he knows she likes to care for them. The staff's 
feeling is that Janice and Lenny have been 
stabilized and that they have begun the individua­
tion process. Jean and Richard have been ac­
cepted in a therapeutic school and the center 
hopes to continue working with the mother and 
provide the family with support. The goal is to 
Bee how far the family can progress with con­
tinued support and follow through. 

Josh 

This family was referred to Bowen Center in 
1970 by the Court of Domestic Relations. The 
parents were reported to be having violentfights, 
frequently left their three young children alone, 
and Josh had held his youngest daughter out of 
the window and threatened to drop her. He was 
drinking heavily and at such times became 
violently abusive. His wife, Dixie, was also abusive 
with the children; her discipline included locking 
a child in the refrigerator and slapping a child 
until its mouth bled. 

Two different social workers, one for each 
parent, were assigned to work with them. Initially, 



Josh blamed everything on Dixie saying that she 
drove him crazy, but he denied that he had any 
problems or concerns. He was totally unable to 
discuss or express angry feelings and would 
keep everything in until it exploded. Dixie was 
Josh's third wife and he was terrified that she 
would be unfaithful or would leave him. He 
was also afraid of what he would do to her, as 
he had beaten his first wife so' badly that she 
nearly died. 

Initially, Josh was totally fused with Dixie 
and with his children and could not recognize 
each of them as individuals with separate needs. 
His repetitive pattern was to deny his own needs 
in order to gratify theirs and then to become 
frustrated, disappointed, and finally enraged 
becaul~ of his lack of satisfaction. 

The first year, Josh was in treatment with a 
male therapist and was able to form a positive 
relationship. When his therapist left, he started 
seeing a second worker whom he has continued 
to see for the past 3 years. During this second 
year of treatment he came to his weekly appoint­
ments and talked almost nonstop. He came 
because he had a need to talk and be heard by 
someone who was noncritical and nonpunitive. 
The therapist primarily listened, made no inter­
pretations, and asked few questions. In his first 
year at the center, Josh gave up drinking although 
the staff feels this was something he did on his 
own and not because of any therapy. 

Josh talked about his fears that there was 
something wrong with him, about his inability 
to read or write, and about his fears that some­
thing would happen to Dixie. He talked about 
his feelings of sexual inadequacy and about his 
fear of his own temper. He began to report 
incidents from his past which demonstrated the 
extent to which he lost control of his temper. 
For example, in one incident he became enraged 
with the dog and threw it down the stairs. 
Immediately afterward he felt so badly that he 
picked the dog up and talked to it, but it was 
too late and the dog was already damaged. His 
biggest fear was that he would lose his temper 
and do irreparable harm to a member of his family. 

It was not until the third year with his second 
worker that Josh became willing to talk about 
his past. Up until that time he had always refused 
to talk about his past, saying that "what's past is 
past." He revealed the fact that he had been an 
illegitimate child and that this represented a 
tremendous source of shame to him. He perceived 
his father as abusive and felt that he never 

received any recognition of warmth from his 
mother who instead gave all the attention to his 
brother. 

The therapy is primarily focused on his needs 
and his problems. By and large, the therapist 
does not bring up problems with the children 
and does not give advice. The feeling is that if 
the therapist demanded it, Josh might change 
his behavior, e.g., yelling at the children con­
stantly, but it would only be to please his thera­
pist and not because the change was internalized. 
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Josh's therapist is leaving the center in June 
and he will be transferred to another therapist. 
The marriage is at this point calmer, both parents 
continue in treatment, and the children are 
seen in the after-school groups. 

************ 

The following case describes the Bowen 
Center's therapeutic approach to children. It is 
also intended to convey the depth of pathology 
and the level of impairment of many of the 
children served. 

Dierdre (DiDi) 

When first seen in 1972 at the Bowen Center, 
DiDi was 17 months old. Currently she is appro:xi­
mately 41h years old. She has a brother who is 
Ph years younger than she. She and her brother 
live with their maternal grandmother who has 
five children of her own, including twin girls 
who are only 6 months older than DiDi and a 
son who is Ph years younger than DiDi. DiDi's 
mother is in and out of the house and is not 
really the caretaker of either of her two children. 

The referral on the family was made by the 
Board of Health because one of the grandmother's 
twins was a failure-to-thrive baby. The grand­
mother was seen by Bowen Center and was 
characterized as an extremely passive, dependent 
women who wa,s unable to provide care for the 
younger children. The family receives public 
assistance and its life is punctuated by multiple 
housing, financial, and health crises. The younger 
children, including DiDi, began attending the 
Bowen Day Care Center. 

DiDi attended the center for 2 years and by 
the time she was 3% years old her behavior was 
a source of serious concern to the day care staff. 
Although she is diagnosed as having good intel­
lectual capacity, at 3% she was described as 
unable to relate to other children, join in group 



activities, or relate to adults or use them for 
comfort. Her days were passed in crying and 
tantrums which often lasted for hours. Day care 
staff members were frightened by the intensity 
of her tantrums and dismayed by their inability 
to console her. Her family described her as a 
difficult and mean child and virtually ignored 
her existence when present in the home. DiDi's 
mother is described as harsh and rejecting and 
DiDi invariably came into day care in tears. Her 
physical care was described as "atrocious" and it 
is reported that she often came into day care 
urine-soaked from head to toe in the same 
clothes that she had left in the previous day. 

Unable to relate to other children, she was 
possessive of any toys she touched and severe 
temper tantrums would ensue if a toy she 
touched in the morning was picked up by another 
child several hours later. Tantrums were preci­
pitated by relatively minor events like food she 
didn't like, being touched when she was feeling 
bad, etc. Following the birth of her brother 
when she was 22 months old, her tantrums in­
creased. She spent most of her day crying, 
kicking, screaming, and banging her head against 
the wall. If approached, she became more violent; 
if left alone, she would eventually calm herself 
by rocking. 

A specific day care worker was assigned to her 
and the two of them spent two afternoons a 
week at this worker's home. During this time, 
DiDi was bathed, fed, and cuddled. Gradually 
the tantrums subsided and she began to make 
some gains. However, in January 1974, her special 
child care worker made plans to leave and once 
again DiDi's violent tantrums reappeared and 
would last up to 4 hours. On several occasions 
she had to be taken to the hospital emergency 
room as she became physically ill and it was 
thought that she might be having seizures. 
Testing proved to be negative and when the 
child care worker again began taking her to her 
apartment the tantrums subsided. 

By June 1974, there was considerable improve­
ment. She now engaged in parallel rather than in 
solitary play and at times was able to verbalize 
her sadness or anger without dissolving into a 
tantrum. When the worker to whom she was so 
attached left, she attached herself to the best 
friend of the previous worker, often calling her 
by the first one's name. 

In the fall of 1974, it was decided that DiDi 
needed to be in play therapy. She was seen for 
two diagnostic interviews by the play therapist 
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who then started treatment with her three 
times a week. The diagnostic impression is best 
summarized by the therapist herself. 

The most striking aspect of DiDi is her ability to 
merge so completely with the interviewer and feel so 
alive almost in a euphoric sense as opposed to her 
withdrawn apathetic appearance when by herself in 
day care. Her use of play material brought out this 
same theme, i.e., the infant's symbiotic tie to thtl 
mother. That her own aggression is engulfing to her 
as well as anyone with whom she is close is seen in 
the wolf who comes to "eat" everyone up. Her rage 
results in devouring and being annihilated and in her 
symbiotic relationships, this means both her and the 
person with whom she is merged. DiDi's state of 
apathy and isolation seem to be her way of defending 
herself against feelings of rage and the possibility of 
rejection which her own ego cannot tolerate and at 
times breaks through in the form of a tantrum. This 
seemed to be the case when she withdrew at the end 
of the second interview. It was as though she wall 
defending herself against the pain of separation and 
possibly fragmenting into a tantrum. 
Her waif-like appearance and the manner of relating 
in the day care is a defense which elicits much com­
forting and attention from adults as well as protecting 
her from environmental demands. That she does 
recognize people indicates that she does have object 
permanence. Her capacity to merge and trust that the 
adult will be benign was evident in the two interviews. 
This, combined with the fact that she does not appear 
to have built up rigid defenses makes her prognosis 
with treatment more hopeful. In conclusion, DiDi is 
a child who appears to be fixated at the symbiotic 
stage of development as a result of a lack of anyone 
mothering figure in her early life and massive emo­
tional and physical neglect, rather than battering. 
When merged she can use the adult ego to fUnction, 
but alone her ego cannot tolerate any type of stress 
and she begins to fragment. The fact that she refuses 
to allow any adult to console her appears to be a very 
masochistic position in which she forces the adult to 
reject her and repeats the experience of object loss. 

DiDi has been seen in psychotherapy for the 
past 9 months. The initial goal was to help her 
achieve a positive symbiotic relationship with 
the therapist. Initially, DiDi would not relate to 
or go with the therapist at all and insisted that 
her child care worker come too. After awhile 
she formed an intense relationship with the 
therapist and they began to do everything to­
gether, almost as one person. Within the context 
of the closeness of this relationship, DiDi began 
to regress. In the therapy she went back to using 
a baby bottle and liked to lie in the therapist's 
lap while having her stomach rubbed. In day 
care she appeared much happier and the tantrums 
diminished. 

The positive symbiotic attachment to the 
worker was destroyed one day when DiDi saw 
her therapist in the day care setting with another 
child. For the next 6 weeks she was inconsolable, 



had severe tantrums, refused to go with her 
therapist, and kept saying that the therapist 
should take the other child or her brother in­
stead. The therapist continued to see her threE. 
times a week and she continued to scream., vomit, 
and refuse. Finally, this behavior subsided and 
the relationship was reestablished. 

Recently, DiDi has begun to notice and point 
out differences between the therapist and herself 
and has begun to leave the therapist's lap in order 
to play. She has begun coming out from under 
the blanket that she covers herself with to sing 
songs and to talk to.the therapist and has initiated 
games of hide and seek. It is thought that she 
is beginning to go through the first stages of 
separation. In day care she is now able to accept 
limits and no longer fragments. She is beginning 
to develop and play out fantasies and is beginning 
to talk about her feelings. At this point, there 
are times when she can verbalize feelings of anger. 

************ 

These cases illustrate the intensity and long­
term nature of Bowen Center involvement and 
the therapeutic conception. In the adult therapy, 
there is relatively little emphasis on behavioral 
change as the philosophy is that such change 
follows from the need gratification of the parents. 
The children are given massive care and surrogate 
parenting because the parents are unable to 
provide such care, yet the ties to the parents are 
felt to be great and placement is not a treatment 
of choice. It is felt that, ideally, many of the 
children should be raised in a residential treat­
ment center which would protect the tie to the 
parents but would give the children the care and 
stimulation that they require for adequate 
development. In Bowen staff experience, resi­
dential treatment is also more acceptable to the 
parents who do not feel that they are losing 
their child in the way they do when the child is 
placed with another set of parents. 

THE SERVICE DELIVERY SYSTEM 

Responsibility for abused children and their 
families rests with the lllinois Department of 
Children and Family Services. Bowen Center 
receives referrals from two of the four district 
offices: East and North. DCFS staff has caseloads 
of approximately 60 families per worker and 
families are seen approximately once every 3 
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months. DCFS has a very high proportion of 
adolescents who need help and who create 
problems for others because of their antisocial 
behavior; hence, child abuse is not their number 
one priority. 

In the first 2 years of the contracts with DCFS, 
the Bowen Center provided a training practicum 
for DCFS staff who rotated through Bowen for 
6-month periods. During the past year, the Bowen 
Center director has been providing weekly con­
SUltation and has recently started a series of 
seminars for DCFS staff. While DCFS staff feels 
that Bowen Center hflS a great deal of knowledge 
and experience, their basic view is that what 
they learn from Bowen is not useful because the 
techniques used by people who are carrying 5 
cases are simply not applicable to people carrying 
60 cases. Essentially, DCFS does not see the 
Bowen Center model as viable because it is too 
expensive and services too few families. DCFS 
administrators estimate that Bowen costs 
$18,000 a year per family and that the average 
family remains for approximately 5 years. 

DCFS has expected Bowen Center to encour­
age other agencies to develop treatment services 
for abusive families; however, because there has 
been no money made available to these agencies, 
little has been accomplished. The mental health 
centers and the social service agencies have not 
developed treatment services for these families 
so that other than Bowen Center there is no 
therapeutic resource available. 

Chapin Hall for Children is a residential treat­
ment center that treats abused and neglected 
children ages 6-12. Most of their children are 
neglected, few are abused. Children are given 
long-term intensive treatment and can be sent 
there by DCFS. Chapin Hall and Bowen Center 
work closely together. Bowen Center sees place­
ment of a child in Chapin Hall as an excellent 
opportunity for the child and Chapin Hall 
encourages Bowen to work with the younger 
siblings of Chapin Hall clients. While neither can 
make direct referrals to the other, they do make 
referrals to each other through DCFS. 

Children's Memorial Hospital is very sensitive 
to child abuse cases and the hospital has an active 
program aimed at training staff to identify cases 
of abuse. There is a team which staffs abuse 
cases, and hospitai staff does short-term counsel­
ing but basically acts as a referral source to DCFS. 

Virtually all of the agencies at which CRA 
interviewed felt that Bowen Center is the only 
resource in Chicago which provides long-term 



intensive treatment to clients in a manner which 
is responsive to their needs. Their caseload is so 
small relative to the magnitude of the problem 
in a city the size of Chicago that agencies seem 
to feel that Bowen has had a philosophical but 
not a practical impact. 

COMMUNITY EDUCATION AND 
TRAINING SERVICE PROVIDERS 

Basically, this is a clinically oriented program 
which has provided training to DCFS staff as 
already described, which does participate on the 
Metropolitan Area Protective Services (MAPS) 
Council with other agencies, but which has not 
extended its services to other agencies. Unlike 
other programs which seek to involve community 
agencies in their staffings, which tend to be 
problem-focused and aimed at disposition, 
Bowen Center staffings are oriented to treatment 
staff and to an indepth understanding, formula­
tion of dynamics, and diagnosis. 

Having started 9 years ago with the major 
premise that other agencies were not providing 
adequate services and that Bowen would serve as 
a multi-purpose agency providing most services 
under its own umbrella, the Bowen model has 
meant development from within rather than 
service coordination. Just as a development of 
linkages with other agencies has not been a 
major program objective, so a community edu­
cation function has also not been developed, 

SUMMARY OF KEY FEATURES 

Bowen's development of a treatment and day 
care approach to children is especially important. 
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The day care program and its 3 to 1 child/staff 
ratio demonstrates the difficulties involved in 
managing and helping many of these children in 
regular day care. The program's advocacy for 
placement of children within residential treat­
ment centers rather than in foster homes, as a 
way of protecting the ties to the parents and 
obtaining quality care for children, is also im­
portant and needs to be considered. In a country 
which is focused on the rights of parents, little 
attention has been paid to the real needs, not 
just the marginal survival, of abused and neglected 
children. The Bowen Center stands as a reminder 
of these needs and of the extent and severity of 
the damage which has been done to these children. 

Bowen Center has a profound understanding 
of parents and their extensive dependency needs. 
Their therapeutic orientation, which derives 
from an ego psychology framework, is one 
which centers on a long-term intensive supportive 
treatment relationship in which the gratification 
of emotional and concrete needs is primary. The 
therapeutic emphasis is on feelings and on work­
ing through the very early deprivation which 
prevents parents from experiencing empathy for 
their children. They stress the enormous invest­
ment, in terms of time and energy, and the very 
long perjr:d of symbolic parenting which they 
feel is necessro:y in working with multiproblem 
chronically neglectful parents. 

Bowen's group program and its emphasis on 
activities and on socialization is especially 
interesting in that it stands in contrast to a group 
therapy approach and serves as a model for an 
important program component. This type of 
group experience is central to women who are 
too limited for a group therapy approach, but 
who need opportunities for socialization and 
recreation in a protected environment. 
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START-UP 

The Arkansas SCAN program has its roots in 
the 1967 passage of State legislation mandating 
members of the healing professions as reporters 
of child abuse. Stimulated by the passage of this 
legislation, the Arkansas Child Protection 
Committee was formed at the University of 
Arkansas Medical Center in Pulaski County. 

This early committee served as the nucleus of 
the Pulaski County Task Force on Child Protec­
tion which was formed under the sponsorship of 
the 4-C Committee of the State Office of Early 
Childhood Development in the fall of 1971. The 
Task Force was comprised of representatives 
from the medical center, Children's Hospital, 
the school of nursing, social services, juvenile 
court, and private citizens in the community. 
Eventually, this Task Force became the present 
day Arkansas Council for Child Protection. 
Soon after the Task Force was formed, the 
Junior League sponsored a 2-day workshop by 
Dr. Ray Helfer who presented his outline of a 
community program, one component of which 
was lay therapy. 

The informal antecedents of the program are 
interesting and bear recounting in that they 
illustrate the serendipitous fashion in which 
programs can come into being. In August of 
1971, a few months before the Task Force was 
formed. the founder and present day director of 
SCAN, Sharon Pallone, who at that time was 
working with volunteers in an adult literacy pro­
gram, encountered a young girl and her small 
child while shopping; in that encounter the SCAN 
program was born. The young child was so 
unkempt and so malnourished that she attracted 
Ms. Pallone's attention. The mother and child 
had hitchhiked from Missouri, fleeing a child 
abuse charge. They had no place to go and no 
place to stay. In subsequent months, Ms. Pallone 

sought help for the mother, which included 
taking her to the Salvation Army, her own family 
pediatrician, social services, finding her an apart­
ment and clothes, helping her through the foster 
care placement for her daughter, and maintaining 
a supportive relationship during her psychiatric 
hospitalization. In this fashion, Ms. Pallone 
obtained first hand practical experience of ways 
in which to work with an abusive mother. 

Dr. Lloyd Young, a psychiatrist who was 
chairman of the Task Force, h',.d been to a work­
shop series in Denver. He worhed with the abusive 
mother described above during her hospitaliza­
tion,.~thereby becoming aware of Ms. Pallone's 
work with her; he asked Ms. Pallone if she would 
recruit additional volunteers who could also 
work with abusive parents. Dr. Young's only 
criterion for volunteer recruitment was that 
volunteers should be people who had themselves 
experienced good parenting. 
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Thus, in the spring of 1972, approximately 6 
months after the Task Force was created and 
approximately 8 months after Ms. Pallone began 
working with the abusive mother, six volunteers 
were recruited through a local crisis intervention 
center and were trained by Dr. Young, Ms. 
Pallone and social services. When the plan to use 
the volunteers as lay therapists was first presented 
to the professionals on the Task Force, two of 
the Task Force members, both from the medical 
center, resigned but the rest of the Task Force 
backed the plan. 

The six volunteers, four of whom remain with 
SCAN to this day, carried a total caseload of six 
cases: three from the mental health center 
referred by Dr. Young and three from social 
services. A few months after the initial recruit­
ment, in August of 1972, social services agreed 
to a $20,000 budget which would pay the salary 
of a director and a secretary, as well as the 
expenses of twenty lay therapists. Because of 



this initial contract with social services, SCAN 
was incorporated and many members of the 
Task Force served as the board of directors. 
Office space and phones were provided by the 
Arkansas State Hospital, which continues to 
house the program. 

In their first half year of operation, the SCAN 
volunteers established their worth, particularly 
in the medical community. As the medical center 
and Children's Hospital became aware of several 
particularly difficult families to which SCAN 
provided intensive services, they became prime 
advocates for SCAN in its efforts to persuade 
social services to refer all abuse cases to SCAN. 
By January 1973, when SCAN called for a con­
ference with social services, an agreement was 
reached whereby all cases of abuse would be 
referred directly to SCAN either by social 
services or by whatever other agencies became 
aware of cases. 

Eight months later, in September of 1973, the 
SCAN program was expanded into three other 
counties. Volunteers were recruited, social 
services added the position of SCAN State 
coordinator, also providing SCAN with a WATS 
line to enable communication between the other 
counties and the central SCAN office in Little 
Rock. Within a couple of months of this expan­
sion, the caseload had increased to such a point 
that it became necessary to hire an assistant 
director and a case evaluator who could conduct 
initial investigations. 

One year ago, in May of 1974, SCAN, through 
social services, applied for and was awarded a 
demonstration grant from the Office of Child 
Development to develop the program in three 
additional counties. As the expansion of SCAN 
into other counties' is the subject of a 3-year 
evaluation and as it is only a year old, the present 
case study is based only on the SCAN program 
in Pulaski County. 

PROGRAM OBJECTIVES 

The objectives of the SCAN program can be 
summarized as follows: 

• To recruit, train, and provide a system of 
supervision and support for lay therapists 
who work with abusive parents 

• To provide intensive supportive and thera­
peutic serv,ices to abusive families with 
children aged 12 and under 
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• To serve as advocates in the community for 
abusive families in a major effort to promote 
coordination of existing services and the 
development of new services 

• To educate the public to changing attitudes 
toward abusers and to foster a climate in 
which abusive parents can refer themselves, 
even prior to an abuse incident 

• To assist other communities in the develop­
ment of a lay therapy program 

PROGRAM AUSPICE 

SCAN is a private nonprofit agency which 
receives funding under contract with the State 
Social Services Department. Its board of directors 
is comprised of nine community professionals, 
the SCAN director, and one lay therapist. The 
board assists in the development of policy, in 
helping SCAN in its functions vis-a-vis social 
services and the courts, and in the hiring of 
personnel. In addition, board members respond 
to requests for speakers by local civic groups and 
service providers. 

PROGRAM COSTS AND SOURCES 
OF FUNDING 

The budget for 1975-76 is $119,999. The entirp­
cost of the program, with the exception of the 
25 percent matching funds which are provided 
by various sources in the community, is paid for 
by Arkansas Social Services through Title IV A 
and IVB. 

More than $92,000 of this budget is allocated 
to personnel and pays for the central staff of 10, 
as well a~ a part-time social worker and legal 
consultant. All of the staff works full time in the 
Pulaski County program, with the exception of 
the State director, who works 50 percent of her 
time on the Pulaski program and whose salary is 
accordingly paid 50 percent by Arkansas Social 
Services and 50 percent by the OCD grant. 

Twenty-one thousand doll.ars of the budget is 
allocated to reimbursement of the volunteers 
who receive $50 a month for gas and expenses. 
The remainder of the budget is allocated to staff 
travel and to rent. 

Almost all dollar resources go to direct or 
indirect services because virtually everyone on 
the staff, with the exception of two secretaries, 



works with families, provides supervision to the 
lay therapists, and/or responds to requests 
for speaking engagements in the community. 

FACILITIES 

SCAN has a suite of several offices in one of 
the Arkansas State Hospital buildings. The SCAN 
location is extremely convenient as the mental 
health center is also on the grounds of the State 
Hospital and all of the services which SCAN uses 
are nearby. 

Although nearly all client contacts are in the 
homes, clients do come to the central offices for 
group therapy or for Parents Anonymous meet­
ings and staff does provide baby-sitting services 
at these times. Thus, one room is filled with 
bean bag chairs and every spare corner is stacked 
with children's toys. 

COMMUNITY AND PARTICIPANT 
CHARACTERISTICS 

Pulaski County is 765 square miles, with a 
population of 287,189. 

The ethnic composition of Pulaski County is 
79.4 percent caucasian and 20.6 percent non­
caucasian. The median per capita income is 
$4,035. Children under the age of 18 represent 
34.4 percent of the population. 

Comprehensive data are being systematically 
compiled on the social-demographic characteris­
tics of the client population as part of the OCD 

CONSUL TANTS 
SocialWor!cer 
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evaluation effort; currently these data are not 
yet available. It is estimated, however, that 
approximately 54 percent of the families served 
are caucasian and 46 percent are black. It is also 
estimated that approximately 40 percent of the 
client families receive AFDC. 

Since the creation of SCAN, reporting has 
increased markedly. In 1967, the year in which 
the mandated reporting law was passed, there 
were 10 cases of abuse reported in the entire 
State of Arkansas. In 1973, the first year in which 
all abuse cases were reported to SCAN, there 
were 360 cases reported to the State registry. 
In 1972, the year immediately preceding 
SCAN's full-scale implementation, there were 
only 92 cases reported. 

In the 14-month period from August 1972 to 
October 1973, SCAN provided services to 550 
children in 216 families. Forty children were 
evaluated as not abused, 201 children were 
physically abused, 19 children were evaluated as 
"failure-to-thrive," 19 children were sexually 
abused, 14 children were emotionally abused, 
166 were severely neglected, and 18 children 
were in danger of abuse as reported by parents 
themselves. In 15 families, the children were 
placed in foster care and in 3 of these families 
the children were returned. 

THE STAFFING OF SCAN 

The SCAN program in Pulaski County is 
staffed by a full-time staff of seven, plus a half­
time State director, two part-time administrative 

2 Secretarys 

2 Part-time 
Administrative 

Assistants 

Figure 9. Staff organization 
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assistants, a part-time social work consultant, a 
part-time attorney, and 33 lay therapist 
volunteers. 

The staff organization is depicted in figure 9. 

State Director 

The director, who spends 50 percent of her 
time in the Pulaski County program, supervises 
the evaluators in their intake work, supervises 
the director and assistant director in their work 
with the volunteers, and is involved in the treat­
ment, training, case assignment, and supervision 
of volunteers. In addition, she coordinates with 
other agencies both on specific referrals and in 
an effort to expand the capability of the service 
delivery system vis-a-vis abusive families. • 

The director is the original founder of the 
Arkansas SCAN program. She has a BA in 
psychology and some graduate credits in psy­
chology. She has received special training in the 
·treatment of child abuse at the University of 
Colorado School of Medicine in Denver, Colorado. 

Pulaski County Director and Assistant Director 

These two individuals provide supervision to 
approximately 15 volunteers each; prepare all 
cases which are presented in court, which in­
cludes preparation of a summary, selection of 
witnesses and testimony, preparation of witnesses, 
preparation of orders and petitions to the court; 
coordinate with social services on families which 
have children in foster care and arrange for visits 
between parents and children; hold conferences 
with clients when it becomes necessary to remOve 
a child or in some way to confront the client; 
and hold meetings with the prosecuting attorney 
and families which refuse to cooperate with 
SCAN in order to inform families that their 
choice lies between prosecution in court and 
treatment. 

One of these individuals has been at SCAN for 
approximately 11h years, the other for approxi­
mately 1 year. One individual, who has an MS in 
psychology, worked previously in the social 
service department of a nursing complex and as a 
psychologist with Head Start. The other indi­
vidual has had several years of administrative 
experience in Arkansas Social Services and in the 
State health department as an evaluator of medi­
cal services vis-a-vis regulations and standards. 
This individual has an MA in special education. 
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Evaluators 

At present there is only one evaluator; the 
other is part of the new contract which does not 
go into effect until July 1st. He responds to all 
referrals by .making one or several visits to the 
home in order to assess whether or not there is a 
valid complaint and whether or not the family 
can best be served by SCAN. The individual who 
is currently in the position has been with SCAN 
for 4 months. His previous experience includes 
casework with Arkansas Social Services, coordi­
nator for Arkansas Social Services on the OCD 
grant, and casework in the State Hospital School 
for Disturbed Adolescents. He has a BA degree 
in history and political science. 

Service Specialist/Bookkeeper 

This individual completes the Federal and 
State eligibility and day care forms, bookkeeping 
and billing to social services, emergency evalua­
tions, carries four cases, and coordinates and 
provides transportation and babysitting services 
as a backup for Parents Anonymous meetings. 
She has had experience as a secretary and a 
social services caseworker. She has been with the 
program since its inception in 1972. 

Consultants 

The social work consultant (an MSW) partici­
pates in the two weekly staffing conferences and 
serves as the therapist for two therapy groups. 
This individual has been with SCAN in this 
capacity since January 1975. 

The attorney is on the new contract starting 
July 1, 1975 and will represent SCAN in all court 
cases and provide legal consultation. 

Volunteers 

Three-clay intensive training sessions for 
volunteers are held four times ·during the year. 
Many of the volunteers attend not only ali initial 
training session but continue to attend the 
sessions for new volunteers, both because the 
training sessions have become more sophisticated 
over time 'and because the training takes on 
entirely new meaning for those who have had 
actual experience. In addition to an orientation 
to SCAN and sessions on the dynamics of child 
abuse, sessions are given by community profes­
sionals on identification, child development, 



interviewing techniques, and transactional anal­
ysis. In addition, experienced lay therapists 
present some of their work with families and 
several members of Parents Anonymous make 
presentations in order to give new volunteers 
some firsthand experience with abusive parents. 

At present there are 33 volunteers, whose 
experience ranges widely from previous experi­
ence in social services, broad experience in a 
variety of agencies, and business experience 
to no previous experience. Most of the volunteers 
have a BA degree. Volunteers are recruited by 
word of mouth and through newspaper articles. 
The majority of volunteers seem to have been 
recruited through their membership in local 
churches. Five of the volunteers are black, 28 
are caucasian, three of them are men, the re­
mainder are women. It is estimated that the 
average age of the volunteers is 35; many are 
considerably older and relatively few are less 
than 30. The great majority of the volunteers 
have had children of their own. 

The initial screening of applicant volunteers is 
conducted by telephone, during which a major 
effort is directed toward making the volunteer 
understand the extensiveness of the responsi­
bilities involved. Volunteers are told that they 
will be working with difficult families for 8-20 
hours a week, that they must have their own 
transportation, and that they must be on call 7 
days a week for 24 hours a day. Awareness of 
these expectations weeds out some volunteers; 
others are weeded out during the training session. 
Appru:ently this combination of screening and 
self-selection works well because only a very 
few volunteers have been asked to leave once 
they had actually started with families, and the 
dropout rate is less than 50 percent. Starting in 
September, the new plan is to give psychological 
tests to all volunteers for purposes of screening 
and research. 

The volunteers are divided into four groups 
for purposes of supervision. Each group meets 
biweekly for a 2-hour staffing. At the staffing 
each volunteer in the group gi';;~s a brief updated 
summary on each of her cases. The typical 
volunteer carries three cases and sees each of her 
families from one to three times a week. Follow­
ing the review of each case, other volunteers, the 
staff, and the social work consultant offer 
suggestions, ask for further clarification, or 
provide encouragement and approval. Complex 
situations which require more careful and detailed 
planning are identified and are dealt with in 
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individual supervision on an "as needed" and 
"per request" basis. 

Volunteers are encouraged to phone their 
supervisor or another staff member, or drop in 
for consultation, as often and whenever they 
wish. It is assumed that they are responsible 
individuals who will seek help and/or informa­
tion whenever needed. At times, the supervisor 
will join the lay therapist for a visit to the 
family in an effort to better understand the 
family and to teach interviewing style and 
techniques to the lay therapist. 

Staff and volunteers provide each other with 
a mutual support system which is very much in 
evidence. 

DIRECT SERVICES 

IDENTIFICATION 

When possible, all initial calls are handled by 
the administrative assistant. Information ob­
tained during the call is typed up and given to 
the evaluator for followup action. Approximately 
70 cases are screened each month. Depending 
upon the referral source, the evaluator makes his 
initial visit to the home, the hospital, or the 
school. In an emergency, the case is evaluated 
immediately. The evaluator wears a pager and 
can be contacted at all times. 

In 1974, SCAN received 612 referrals among 
which 556 intakes were conducted. The remain­
ing cases represented clear cases of neglect and 
were referred to social services. Following initial 
investigation, less than 50 percent of the cases 
are assigned a SCAN worker. Some cases require 
referral to other agencies, a few cases are uncon­
firmed, and some require only immediate crisis 
intervention. 

In cases where there is evidence of abuse in 
the hospital workup or when there are clear 
marks on the child's face or body, the evaluator 
tells the family that he is from SCAN and that 
SCAN wants to work with the family in order to 
help them. Those families who refuse help are 
told that they can be prosecuted; if necessary a 
subpoena is issued and the family then meets 
with the district attorney and with SCAN so that 
they may clearly understand their options. If the 
family still refuses to work with SCAN, a court 
order can be obtained for the child to be seen at 
the hospital and in some cases foster care is 
recommended. 



In cases where there is no physical evidence of 
abuse, but the mother does seem isolated, has 
unrealistic expectations, and talks about the 
child as if she/he is bad, the evaluator indicates 
his view that there are problems and offers the 
services of SCAN. If she refuses SCAN assistance, 
the SCAN number is left and a list of possible 
services, e.g., day care, child study center 
diagnostic services are mentioned. The hope is 
that the next time the mother becomes exas­
perated she will call SCAN, at least in order to 
find out about eligibility for a concrete service. 

Every effort is made to get families to accept 
services. In addition to the efforts of the evalu­
ator and the legal sanctions described, SCAN 
staff makes initial visits, as do members of 
Parents Anonymous. Similarly, lay therapists 
sometimes spend months working so that a 
family will accept their offer of a relationship 
and of assistance. 

In addition to cases referred by hospitals where 
there is hard evidence of abuse, cases seen by the 
evaluator where there are marks and bruises on 
the child, cases in which the dynamics of abuse 
are present but without any marks, and cases of 
sexual abuse, SCAN also deals with failure-to­
thrive cases and with self-referred clients who 
call in asking for help. 

Cases which are identified as neglect are 
referred to social services, cases of children over 
12 years of age are referred to the Criminal 
Justice Project. SCAN deals with all cases of 
abuse in families with children 0-12 years of age. 

A report on all intakes is sent to Arkansas 
Social Services and to the county attorney's 
office. This information becomes the basis of 
the report to the State registry. 

CASE MANAGEMENT 

Case management, which includes the coordina­
tion of all resources on behalf of a family, is the 
responsibility of the lay therapist. Information 
and backup are of course available from the SCAN 
staff. Lay therapists help clients to secure food 
stamps, welfare benefits, appropriate housing 
and clothing, day care, special education, medi­
cal diagnostic and treatment services, and pro­
fessional counseling and treatment. Until such 
time as the client can negotiate these systems on 
her own, the therapists accompany clients on 
visits to resources, obtaining information and 
providing feedback to the clients. 
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In most instances, available community 
resources are used; goods and services are not 
provided directly by the therapist. For instance, 
therapists are encouraged to obtain donated 
food and clothing through their church groups 
rather than to provide clients with food and 
clothing from their own homes. Ultimately, 
however, such decisions are left to the therapist. 

Lay therapists provide coordination with 
social services for families with children in foster 
care. In most cases an effort is made to have 
weekly visits; the lay therapists have responsi­
bility for bringing the children to the home, for 
being present for at least part of the visit, and 
for returning the children to the foster home. 

SCAN has 24-hour answering service and 
pagers are worn by three staff members so that 
someone is available to the families and to the 
community at all times in case of crisis. 

TREATMENT 

SCAN offers three kinds of therapy: individual 
therapy which is the domain of the lay therapist, 
group therapy in weekly sessions which are run 
by the social work consultant, and Parents 
Anonymous, for which SCAN acts as a sponsor. 

The underlying SCAN treatment philosophy, 
formulated by Dr. Lois Malkenes of the Arkansas 
School of Nursing and by Sharon Pallone, the 
SCAN director, is at the core of the work done 
by the lay therapists. Essentially, the treatment 
is conceptualized as, a three-stage process in 
which the first stage is one of dependency, the 
second is one of interdependency, and the third 
is one of independence. 

The task of the lay therapist during the de­
pendency stage is to help the client establish a 
relationship of trust in which the therapist is 
seen as a nurturant parent. The emphasis is on 
reparenting and promoting a positive dependent 
relationship. Lay therapists give their phone 
numbers to clients and make it clear that they 
are available to provide help 24 hours a day. 
During this phase, the lay therapists seek to 
meet concrete needs and to connect the client 
with services and resources. They provide 
clients with information and serve as a source of 
transportation to the grocery store, to medical 
appointments, and to other services. Concrete 
needs in regard to housing, jobs, and day care 
are met through direct intervention. It is felt 
that by experiencing a relationship of trust 



in which the emphasis is on acceptance of the 
parent and on meeting the parent's needs, the 
parent's self-concept and isolation will change. 
Reparenting involves acting in a loving but firm 
manner, setting limits, being available, and giving 
information. In the dependency stage the parent 
is described as adaptive, in the sense that she 
tends to be compliant and to do all of the things 
she is supposed to do. 

The SCAN view of treatment is that the 
teaching of alternatives to abuse cannot be effec­
tive until the dependency needs are met. The 
staff feels that most other treatment agencies 
fail with abusive parents because they overlook 
the dependency stage and start by trying to 
teach parents about their unrealistic expectations 
and about parenting alternatives. In the SCAN 
conceptualization, none of these alternatives can 
be heard until the dependency needs are met 
and a relationship is established. Thus, in this 
phase the therapist avoids suggestions, there are 
few expectations and few goals are set. The only 
expectation is that the abuse of the child must 
cease. 

At some point before the second stage of 
interdependency most parents are described as 
going through an identity crisis because they 
cannot recognize themselves in their present 
behavior. Whereas all their lives they and others 
saw them negatively, now they are liked and 
seen positively. The shift from a negative to a 
positive image leads to an agitated questioning 
about self-identity and to a reappearance of 
negative behavior. Often the reappearance of 
negative behavior is precipitated by the fact that 
the compliance of the client in the first stage 
makes everyone think that problems have been 
stabilized and the therapist begins to pull back 
in terms of frequency of contact and extent of 
support. The client is likely to set herself up for 
failure because of the identity crisis, because of 
anxiety that she cannot make it on her own, and 
in order to prevent the loss of the therapist. Also, 
the child is often unable to trust the new forms 
of discipline and the firm limit setting and 
behaves in a particularly testing manner. At this 
point, the therapist once again increases the 
support but begins to focus on the client's capa­
city for interdependency. 

In the second stage, the parent has begun to 
accept herself and is taught that self-nurturance 
is not only acceptable, but also important. The 
parent is taught discipline alternatives to abuse 
and receives positive reinforcement when they 
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are used. Parents are encouraged to rely on 
problem-solving rather than impulse-ridden 
behavior. 

When independence is achieved, the family is 
considered to have been stabilized; from this 
point on, contact may be only every few months, 
or around holidays. 

In most cases, the therapeutic relationship is 
primarily with the mother. Fathers are less apt 
to be home during the day when most visits are 
made, and are generally less accessible. In some 
cases, the lay therapist does work with the 
couple; however, the assumption is that if one 
partner receives help, the other partner will also 
begin to change. Wolle the lay therapists receive 
considerable training in one-to-one counseling, 
there is relatively little emphasis on marital 
counseling or on couple therapy. 

Therapy tends to be long term, except in cases 
of crisis intervention or in preventive cases 
where the mother is self-referred and concerned 
about what she may do. Relationships with 
many families have continued over the 3-year 
life of the program, although approximately 85 
out of a total of 236 families assigl.'1ed to SCAN 
workers since program inception are considered 
stabilized. There is no pressure to terminate the 
relationship until both client and therapist feel 
that the client's needs have been met and that 
she can function independently. Criteria for im­
provement include ability to get their own needs 
met through use of community services, realistic 
and appropriate expectations for the children, 
ability to recognize and avoid situations which 
represent "set-ups" for frustration and failure, 
ability to provide children with positive rein­
forcement for appropriate behavior, and ability 
to think of and act on alternative solutions from 
a rational problem-solving position. 

Lay Therapy 
The cases that follow illustrate the intensity 

of the relationships established with clients, the 
depth of therapist commitment, and the 
processes of change over time. 

Sylvia 

Sylvia has been in treatment with SCAN for 
1 % years. She is divorced, has two children, a 
girl age 7 and a boy age 6, and was self-referred. 
Prior to her contact with SCAN, she had been 
seeing a psychiatrist and telling him about her 
concern that she would harm her children. She 



brought this issue up several times and each time 
her psychiatrist assured her that she would not 
abuse the children. Unable to get the psychiatrist 
to take her concern seriously, she heard about 
Parents Anonymous (PA) and went to a meeting. 
PA referred her to SCAN. Throughout her rela­
tionship with SCAN she has continued to work 
with her psychiatrist and with P A. 

On the first visit, the lay therapist went out 
to Sylvia's home to introduce herself and within 
15 minutes Sylvia poured out her whole story 
land all the abuse incidents in which she had 
'been involved. She also told the therapist about 
her father's death in the previous year and the 
fact that her exhusband would not allow her to 
discuss it. She talked about her own suicide 
attempts and previous hospitalizations. 

The therapist returned within 3 days and 
Sylvia described how in the interim she had lost 
her temper, had told the children to go to 
their room, and had proceeded to demolish all 
the furniture and dishes in her rage. However, 
she had not harmed the children; her physical 
abuse of them is reported to have stopped at 
that point. 

The focus of the early contact, which was 
approximately three times weekly, was on con­
versation and on providing a friendly listener. 
The therapist l·espon·Jed enthusiastically to 
insights which Sylvia verbalized, when she 
thought they made sense, but made no interpre­
tations of her own. Sylvia was hospitalized 
several times in the State hospital; the therapist 
continued to provide support and friendship 
during these periods. When Sylvia met a young 
man who told her about his girlfriend in another 
State, the therapist talked about how she was 
setting herself up to be hurt, but let her know 
that as long as she knew about the setup and still 
wanted to see him that was her choice. When the 
therapist visited Sylvia in the hospital, she 
responded to Sylvia's statements that she only 
had to stay alive for the sake of the children, 
by letting her know that she needed to stay 
alive for herself, and that she did not want to 
hear any false sentiments. In one of Sylvia's 
hospitalizations for a persistent physical 
problem, her therapist fought with her and with 
her doctor to keep her out of the State hospital, 
feeling that such a hospitalization would only 
represent another defeat. 

Throughout the relationship, the therapist has 
provided support for Sylvia's positive efforts and 
has expressed her warmth and liking for Sylvia 
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as a person. When Sylvia's daughter told Sylvia 
how much she liked her because she doesn't 
hit or hurt her anymore, Sylvia called the 
therapist to share this with her and her therapist 
immediately came to visit and brought her a 
flower so that they could share Sylvia's excite­
ment and pleasure. 

During' her most recent stay in the State 
hospital, Sylvia met a fellow patient and married 
him. Since the marriage he has begun abusing 
the children and the therapist helped Sylvia to 
get a restraining order to prevent him from 
coming to the house. It has become apparent 
that Sylvia seeks out crisis situations because 
these energize her and she thrives on them. 
Recently, the therapist has begun letting her 
know that she wants to talk to Sylvia when she's 
feeling good and not when she's on a "crisis 
high." Sylvia has been told that the therapist is 
not going to feed her crisis highs by responding 
to them. 

The husband, who has already been hospita­
lized three times since the marriage, has retul11ed 
home and has begun to reach o:.~~ to the therapj;t 
for contact. It is anticipated that the therapist 
will begin working with both of them in an effort 
to stabilize their marriage. In the meantime, it is 
reported that Sylvia does take very good car(~ of 
the children and very much enjoys taking them 
to the zoo, playing with them, and taking care 
of them. 

Danielle 

Danielle was referred to SCAN after she 
attempted to suffocate her infant son. Danielle 
and her husband, who was in the Air Force, had 
mUltiple financial and personal problems. They 
had met while they were both in a mental hospi­
tal. At the time of the marriage Danielle was 16 
years old; soon after the marriage she had her 
baby. At the time of the abuse, Danielle's 
husband had been rehospitalized. Having no one 
to whom she could tUl11, she was flown by the 
;Red Cross to her in-laws in Little Rock, whom 
she had never met. After 2 weeks with her 
in-laws, she decided to kill herself and the 
baby since she couldn't think of anyone with 
whom she could leave the baby. The in-laws 
intervened in time and the baby was hospitalized, 
while Danielle was placed in the State hospital. 
Following his hospitalization, the baby was 
placed in a foster home. 

it' 



As a means to initiating contact, the SCAN 
therapist first came to Danielle while she was 
hospitalized. Because no one else came to visit 
Danielle, the therapist came every day. Gradually, 
she began to take Danielle out of the hospital 
for walks and for short excursions. They spent a 
great deal of time just walking and talking, It 
took Danielle a long time before she' could trust 
her therapist enough to talk to her, but the 
therapist was in no hurry and did not push. 

When Danielle was discharged from the hospital 
the therapist helped her find a place to live. 
When this apartment did not work out, and while 
in the process of waiting for admission to the 
hospital live-in rehabilitation program, the thera­
pist and Danielle decided that Danielle should 
live. with the therapist temporarily. The SCAN 
staff advised against this, but also let the therapist 
know that if she went into it with her eyes open 
the decision was her own. 

Danielle did move in with the therapist and 
her family for a Yleek and the experience turned 
out to be extremely positive. Danielle and the 
therapist cooked and did dishes together and 
Danielle had the opportunity to do many of the 
things that a teenager would ordinarily do with 
her mother. The process of reparenting is most 
poignantly illustrated by a moment in which 
Danielle asked her therapist to brush her hair 
after she had washed it and then began to cry as 
the therapist began brushing, remembering that 
her own mother had invariably become lIDpatient 
when she was brushing her hair and hit her 
around the head with the brush. 

After approximately 1 week, Danielle went to 
live at the rehabilitation center, but eventually 
moved back with her husband. Following her 
return to him, she took an overdose of pills 
and nearly succeeded in killing herself. At that 
point, tlJ,e therapist asked her to make a written 
contract with her that she would never again 
attempt suicide without calling the therapist 
first. Danielle has stuck to her end of the bargain 
and has only once had to use her therapist in 
this way. On this occasion the therapist came 
over immediately and stayed with her until 2:00 
am. comforting her and talking about alternative 
solutions. 

After Danielle returned to her husband, the 
therapist tried to work with both of them, but 
he tended to see her as Danielle's friend and ally, 
aligned against him. Recently, he has begun tv 
relate more to the therapist and is beginning to 
respond to her efforts to help him see himself as 

an effective and worthwhile person. He has 
begun to invite her to visit them when he is 
home and makes a point of joining their 
conversation. 
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As a couple, Danielle and her husband have 
begun to do more things together. They have a 
dog and take him for walks together, they have 
begun to cook together, and recently they bought 
a game of Monopoly and have begun to play 
together. 'l'he baby comes home every Friday 
and stays until Monday. He is reported to be a 
healthy> developmentally sound baby and the 
weekend visits have gone so well that an extended 
one-month visit is being planned. Danielle is 
perceived as a good mother who takes excellent 
care of the baby and the extended visit is 
expected to go well unless the marital problems 
surface and interfere. However, there seems to 
be utmost confidence that if Danielle experiences 
any tension or anxiety, she will call and ask for 
help. It is expected that the routine of taking 
care of a child will be difficult for them and 
arrangements have been made for the baby to be 
in day care. It is felt that the month will give 
Danielle and her husband a realistic opportunity 
to assess whether or not they want responsibility 
for their child. If not, they will be encouraged 
to put the baby up for adoption. 

Annebelle 

Annebelle, her hu::;band, and three children 
ages 7, 5, and 4 were referred to SCAN nearly 2 
years ago by the neighbors and the school. The 
school reported multiple bruises and abrasions 
on the oldest child and the neighbors reported 
that she had been tied to a tree by her hands and 
feet for an entire day. 

When the SCAN worker first went to the 
house, she found a dirty log cabin without gas, 
electricity, or plu:tnbing, and with broken window 
panes. In the yard there were 30 dogs and the 3 
children who brought the therapist into the 
house. Annebelle was busy peeling potatoes and 
the therapist simply told her her name and that 
she had come to see if she could help. The 
therapist commented on Annebelle's potatoes 
and asked her if she had purchased them with 
food stamps. When Annebelle indicated that she 
didn't know what food stamps were and that she 
had no means of transportation, the therapist 
asked her if she would like her to come by the 
next day to take her to get food stamps. The 
next day the therapist took Annebelle and the 



children to get food stamps and waited in line 
with them for 7 hours. Finally, the food stamps 
were acquired and the therapist took Annebelle 
to the grocery store. Efforts to help Annebelle 
to buy vegetables and other nutritious foods 
were to no avail and the family continues to live 
primarily on potatoes and beans. 

The following week the therapist went to talk 
to the oldest child's teacher and was told that 
the child simply could not function in a regular 
classroom. At that point, the therapist made 
arrangements for the child to be in a special 
school. The mother and the children were eval­
uated at the mental health center and again the 
therapist took the family and waited with them 
until they were seen. At Christmas, the therapist 
persuaded the Santa Claus at her local church 
to stop in and see Annebelle and her family. 

The Christmas activities, which included tak­
ing the family to a party and introducing the 
therapist's husband to the family, served as a 
turning point. After this it became clear that 
Annebelle perceived her therapist as a friend and 
turned to her for advice and assistance. After 6 
months of regular visits and concrete assistance, 
a relationship of trust had been established and 
the therapist felt that it was possible to discuss 
the original referral. 

At this point, the therapist began to talk to 
Annebelle about the original referral and about 
more recent incidents reported by the school. 
Apparently, in the most recent episode, the 
eldest daughter, Julie, had run away and 
Annebelle had given her a beating. At this point, 
the therapist told Annebelle very firmly that she 
had to stop beating Julie and that they would 
have to figure out another way. The therapist 
told Annebelle that if she continued to beat the 
children, she and her husband and the therapist 
would all get in trouble and if the therapist got 
into trouble she would no longer be able to 
come for visit~, the children would be taken 
away, and it would be hard to get them back. 
Annebelle agreed and the abuse stopped. 

When it came time for the second child to be 
in school, that child also was placed in the special 
education school. The third child will start 
school in the fall of 1975, which is especially 
important as the food in the house continues to 
be very unnutritious. 

The therapist arranged for Annebelle to use a 
contraceptive device and despite her husband's 
refusal to allow any contraception, she has gone 
with the therapist and has been able to prote(!l; 
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herself. At this point, Annebelle calls the thera­
pist whenever she has a pro blem and is extremely 
diligent about seeing to it that the children go to 
school. She has found other ways to discipline 
the children and although she still hits them, she 
no longer beats them. 

Initially, JUlie had an extremely difficult time 
in school and continues to dress and behave in 
a manner which is considered more appropriate 
for a teenager than for a 9-year-old child. The 
therapist worked out a contract with her where­
by she was given 50 cents for every A and this 
helped her to be more motivated and also served 
as a way of giving her some pocket money, 
which seemed important as the school reported 
that she was stealing. 

The therapist sees Julie approximately once a 
month when they go shopping for clothes and 
keep medical appointments together. Julie calls 
the therapist on the phone when she needs help, 
but it is recognized that Julie needs someone to 
work with her more frequently and intensely. 

Better housing for the family was found, the 
abuse has stopped, and although the family is 
still extremely needy and the environment does 
not promote the positive development of the 
children, the situation has stabilized. The strong 
relationships between Annebelle and her thera­
pist, and between SCAN and the children's 
school ensure that SCAN is kept informed about 
whatever affects the welfare of the ~!hildren. 

John and Jane 

John R.nd Jane were referred by juvenile court 
in the fall of 1973. The court had been called by 
a neighbor who reported that there were a 
4-year-old and a baby who were frequently 
beaten and thrown against the wall; the neighbor 
expressed concern because she had not heard the 
4-year-old for an entire day. The evaluator went 
out to the home but was unable to gain entre. 
Later in the day, the SCAN director went out 
and was met at the front door by Jane and the 
4-year-old. The SCAN director introduced herself 
and explained that a report of child abuse had 
been made to SCAN. The child had multiple 
bruises on her face, but the request to enter the 
house was denied and Jane also refused to come 
out. The director seated herself on the front 
steps, stating that she would wait. Shortly 
thereafter, Jane came out. They had a brief 
conversation in which Jane admitted beating the 
4-year-old. Jane was told that SCAN wanted to 



work with the family and that in fact they 
would have to work together because the law 
did not allow the beating of children. She also 
told Jane about the P A meeting that evening 
and urged that she and John attend a meeting. 

John and Jane came to SCAN that evening 
and John declared that he had been on his own 
since the age of 8, had been in prison at the age 
of 15, and had no intention of receiving help 
from anyone. He also announced that he was 
not going to the P A meeting. He was told that 
SCAN would respect his choice but that SCAN 
also had a choice: to refer him to the court. At 
this point, he decided to capitulate and they 
did attend the meeting. 

At the meeting, John acted in an extremely 
hostile and provocative manner. Although 
children are not allowed at P A, the children did 
come and sat through the entire meeting without 
ever moving or making a sound. The baby, 
who was 13 months old, looked like a 7-month­
old infant with a fixed gaze and a totally com­
pliant manner. 

The next morning, John and Jane came and 
asked for money for food. Their needs were 
met, but once again SCAN expressed concern 
for the children and asked that they be seen at 
Children'S Hospital. 'They were told that staff 
would be glad to accompany them, but that 
there was no choice about going. When the 
physician saw the children he decided to 
hospitalize them, which infuriated John. He 
was reassured that he was, a good parent and 
that it was expected that he would allow the 
children to stay in the hospital because of their 
need for medical attention. 

The baby was diagnosed as having several 
old and new fractures and a badly scarred palate 
from repeated force feedings. Following a con­
ference with the juvenile judge, it was decided 
that if the pru:ents would accept day care, SCAN, 
and psychological evaluation, the children 
could go home. In the middle of this conference, 
the attending physician discharged the children 
and when John heard this he took the children 
and bolted. At that point, SCAN called the 
juvenile referee and the sheriff's office and four 
sheriffs went to the house to pick up the 
Children, who were placed in foster care. 

On the very same night the children were 
forcibly removed, John had an attack of appen­
dicitis which resulted in his hospitalization. This 
anabled SCAN to visit him and show their con­
cern for him. This was a turning point because 
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after that he started coming to P A meetings 
and keeping in touch with his SCAN worker. 
After 3 weeks, they started having supervised 
visits with the children which went well until 
the eldest appeared with a hair cut and called 
the foster parents "mommy" and "daddy." 
Although John reacted violently and threatened 
everyone with his gun and his lawyer, the visits 
continued and they started to relate better to 
the children during the visits. 

During this whole period of time they were 
seen intensively both by the SCAN worker and 
by a social worker at the mental health center. 
The two therapists were in frequent coordina­
tion so that treatment goals, techniques, and 
events could be shared. SCAN found the couple 
new housing and helped John to get a job. PA 
worked with him in helping him to find alter­
natives for his explosive temper, and the social 
worker addressed herself to their communica­
tion as a couple. Jane, who was symbiotically 
attached to John, was encouraged to ventilate, 
talk, and achieve at least a minimum of a separate 
identity. 

Within 3 months of the initial contact the 
children were returned to their parents. The 
conditions of the return which were carefully 
planned and set forth by the judge were: con­
tinuation with SCAN, the mental health center, 
day care, and prohibition against leaving the 
State. In addition, the judge insisted that they be 
married and since John was under age, their 
SCAN worker became his legal guardian. Within 
about 2 months of the return of the children, 
things started to deteriorate. The children did 
not regularly attend day care, John and Jane did 
not regularly see th\,!ir SCAN or their mental 
health worker, the children were sickly, and 
Jane was 8 months pregnant. The younger child 
was reported to ha.ve run out in front of a truck 
and John beat him severely with a belt. Follow­
ing a conference with the judge, it was decided 
to take the children back into protective cus­
tody. This time they were able to discuss the 
removal of their children rationally and calmly 
with the SCAN worker. 

The new baby was born and the three of them 
seemed to be doing very well. At about 6 weeks 
of age, John was holding the baby and their dog 
jumped up and she started to fall. As he grabbed 
her arm it broke and he panicked. He called 
SCAN and told them he was taking the baby to 
the hospital and to please meet him there. 
The doctors felt that the break was not due to a 



twisting and that it could well be an accident; 
the baby was sent home. She has continued to 
grow and develop for the past 11 mon{;hs and 
John is extremely proud of her. 

After 9 months in foster care, the two older 
children were returned. The parents continue 
to be unreliable about day care and they con­
tinue to move frequently, but there have been 
no further incidents of abuse. John and Jane 
continue to be in touch with SCAN and 
sporadically participate in P A. John brings 
childrearing problems up, e.g., the eldest started 
wetting her bed at night and he told the P A 
group that he had thought of rewarding her for 
staying dry instead of punishing her for wetting, 
because he wanted to set her up as a winner 
and not as a loser. John no longer carries a gun 
and has been very helpful to the SCAN staff in 
terms of minor house repairs and other odd jobs. 
As a couple they have gone to the homes of 
other difficult and hostile couples to encourage 
them to join P A. At this point, they turn to 
SCAN when they need help and have publicly 
spoken at PA panels of their certain knowledge 
that SCAN cares about them and will do any­
thing to help. 

Group Therapy 

There are two groups with approximately 
eight members each. Each grou.p meets once a 
week with the part-time sodal worker. The 
group is composed of intrinsically motivated 
people: those who do not want to come or for 
whom treatment is court-ordered are not 
accepted. Potential clients are told that the 
group is for people who want to work on 
something that is making them uncomfortable 
and that if they join they will not be able to miss 
more than two sessions in a :cow without calling. 
Although men are welcome, the membership 
tends to be almost totally female. 

The basic therapeutic approach is trans­
actional analysis in which the therapist does a 
great deal of teaching and modeling. The thera­
pist describes her own e;g:periences as a parent 
and stresses problem-solving behavior. When 
parents report some inappropriate behavior, 
they are expected to address themselves to the 
question "what else couId you have done?" In 
the beginning, new ulembers are asked how 
they want to be different and what their goals 
are. Each person has :a contract with the thera­
pist; no one is allowed to merely recite, report, 
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or ventilate. The contract spells out a specific 
change which is unique to the person in treat­
ment, rather than to someone else. 

Sessions generally begin with the therapist 
asking "who wants something?" Once a person 
identifies a problem, the therapist begins to 
illustrate to them the nature of the conflict 
which is being expressed. While the therapist 
works with an individual, the rest of the group 
watches and hopefully learns but is not encour­
aged to join in. However, in certain instances, 
e.g., when someone is afraid of trusting or 
afraid of taking a risk, the therapist stTuctures 
stroking exercises with input from the group. 
Essentially, individual therapy takes place in 
the group but the group has certain advantages 
in that it is seen as an energizing factor and as a 
protection against the tendency to become 
involved in game playing. In other words, if a 
client is not really working, the therapist can 
move on to someone else. In addition, group 
members are encouraged to socialize outside of 
the group and do tend to become friends and 
develop a support system for each other. 

With an emphasis on rational problem-solving 
behavior, aggressive behavior is simply ignored. 
Faced with an irrationally angry client, the 
therapist might well explain to the person that 
it is clear that she is not in a good place and 
that she will talk to her later when she is ready 
to work. Clients receive strokes, both physical 
and mental, for problem-solving behavior but 
never for ventilation or impulse-ridden behavior. 

The following case is intended to illustrate 
the process and techniques of the group therapy. 

Charlotte 

When Charlbtte first started in the group, 
her two children were living with her mother 
and she had referred herself because of her fear 
that she would harm them. 

When she first came to the group she learned 
that she had a "don't grow up" injunction 
from her mother so that while she had gotten 
married and had children like an adult, she 
really was still acting the role of irresponsible 
child. Her first task in growing up was to learn 
to like herself. This was accomplished using 
homework assignments assigned by the thera­
pist. She was asked to look in the mirror as 
long as she could but to turn away when she 
began to feel criticaL The therapist does not 
check on whether homework assignments have 



been done, but assumes that if they are mean­
ingful to the individual they will be done. If an 
individual reports on his assignment in group, 
the therapist gives str-okes for the behavior. 

Once Charlotte began to like herself, she 
began to feel sufficiently worthwhile to make 
an effort in her own behalf. Thus, she began to 
keep her house clean and recently has made a 
contract to lose weight. As part of her growing 
sense of responsibility, she has gotten and held 
a job, sees her children more often, and is more 
responsive with them. Currently, she listens to 
them, reads to them, and is able to let them 
know that sometimes when she is upset it has 
nothing to do with them. 

She has begun to separate herself from her 
mother, from her boss, and from the children. 
She understands that other individuals cannot 
make her angry, but that it is she who makes 
herself angry. As part of her new sense of 
responsibility, she comes to work on time and 
no longer relies on her mother to wake her up. 

Parents Anonymous 

Parents Anonymous (PA) meets once a week 
for 2 hours and has approximately 30 members. 
Group size for any given meeting ranges from 
6-30. The meetings are presided over by the 
elected P A chairman and attended by the P A 
elected sponsor. The Little Rock PA sponsor is 
the SCAN director. The role of the sponsor is 
not to act as group therapist, but to provide 
information. 

P A tends to do a great deal of confronting 
and is very direct; it is felt to be effective for 
parents who do not deny their abuse. SCAN 
encourages all parents to attend P A. SCAN 
offers P A, but does not demand it; occasionally 
the court orders it. 

P A has meetings in which people talk and tell 
about their experiences as abusive parents. 
Other meetings have invited speakers to make 
presentations to the group on such topics as 
transactional analysis, child development, 
behavior modification, and human sexuality. 

Some of the group members have been with 
PA since it began a little over 2 years ago. These 
members give the group stability and serve on a 
panel of parents which participate in a variety 
of presentations to lay and professional audi­
ences. It is felt that a mix of old and new 
members is optimal to give the group stability, 
as well as a sense of continuing purpose and 

mISSIOn which derives from an effort to help 
newer members. 

This particular group has progressed from 
being extremely competitive and hostile, in 
which members trusted no one and brought 
guns and knives to meetings, to a much higher 
level of socialization and group process. Group 
members are supportive of one another, help 
each other to recognize setups, and are in­
tolerant of any abuse. 

THE SERVICE DELIVERY SYSTEM 

The 1967 Arkansas State Law mandates the 
reporting of all cases of abuse to the State social 
services agency. Thus, the agency legally re­
sponsible for all cases of abuse is social services. 
Since social services contracts with SCAN, 
there is a very close working relationship 
between the two agencies. Caseworkers in 
social services have caseloads of approximately 
80 families each. Pulaski County Social Services 
and SCAN represent two parts of a four-part 
system. The third aspect of the system is the 
Child Protection Committee, which serves 
Arkansas Medical Center and Children's Hospital 
and serves as a support system to all agencies 
handling abuse cases. The Committee includes 
representatives from medicme, social services, 
nursing, pathology, and radiology, as well as 
from the prosecuting attorney's office, the 
Department of Social Services, and SCAN. This 
group meets weekly to review cases and coordi­
nate planning among the various agencies 
represented. The fourth aspect of the system is 
the Arkansas Council for Child Protection, 
whose primary role is one of education. 
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The law enforcement agencies and systems 
in the community work very closely and effec­
tively with SCAN. The prosecuting attor?:ley, 
who was elected in 1973, avoids bringing 
criminal charges against any abuser except in 
cases of murder. Thus, abusive parents are not 
prosecuted and are referred to juvenile court 
only if they refuse to cooperate with SCAN. 
The prosecuting attorney's office works with 
SCAN to prepare all cases for court in order to 
ensure that the case is as well prepared and 
presented as possible. The juvenile court judge 
has a close working relationship with SCAN 
and uses her court authority to assist in the 
attainment of the:t;apeutic goals. The Criminal 
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Justice Project, which has responsibility for all 
abuse caseS over the age of 12, also works very 
closely with SCAN. Because some families have 
children in the age group of each agency, and 
because staff of the Criminal Justice Project 
has particl.uat legal expertise, there is consider­
able cpordination between the~e two agencies. 

The mental health center works with relatively 
few abusive families because it is felt that SCAN's 
aggressive outreach, frequent contact, and 24-
hour on-call availability represent the most 
effective treatment. However, in cases which are 
shared jointly, there is very close coordination; 
the social worker who treats most of the abuse 
cases at the mental health center at times 
includes the lay therapist in her sessions with a 
client. 

Despite the fact that SCAN is staffed by lay 
therapists, the program seems to be universally 
accepted by professionals in other agencies. The 
seriousness and commitment of the volunteers, 
their level of knowledge as they discuss their 
clients with various professionals, the lack of 
turnover in volunteers, and the absence of any 
serious reinjury to any child within a family 
with which SCAN has worked, have convinced 
community professionals of the effectiveness of 
the program. Community professionals partici­
pate in the training of the volunteers and hence 
are aware of the level of their knowledge. While 
there may initially have been doubts within the 
professional community, at this point the medi­
cal, social work, and legal professionals seem 
entirely convinced of SCAN's effectiveness and 
work with them in a close collaborative relation­
ship. The 24-hour availability of the volunteers 
and of the SCAN staff has also impressed pro­
fessionals. Several people in the medical com­
munity expressed the opinion that physicians 
are far more willing to report abuse now that 
there is an effective treatment resource 
available. 

COMMUNITY EDUCATION AND 
TRAINING SERVICE PROVIDERS 

The SCAN staff, lay therapists, and panel of 
P A parents participate in speaking engagements 
throughout the county and the State. In addition, 
the SCAN director has spoken outside of the 
State, as many.communities have expressed an 
interest in developing a SCAN volunteer program. 

Through SCAN efforts, various individuals 
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have spoken to church groups, high school and 
college classes, students at the school of nursing, 
voluntary associations, local hospitals, and 
various civic groups. 

Several community professionals reported 
that SCAN has made a considerable contribution 
both to public awareness of the problem and to 
a community tolerance of help rather than pro­
secution for abusers through their radio and tele­
vision appearances. 

It is reported that approximately three requests 
a week for public speaking engagements come to 
SCAN from the community and efforts are 
made to honor all of these. 

SUMMARY OF KEY FEATURES 

Unlike other programs in which volunteers or 
parent aides may feel like second-class citizens in 
an agency that belongs to someone else, SCAN is 
their own organization and provides an ongoing 
system of inservice training and support. The 
maintenance of a separate volunteer organization 
as an entity, rather than as an attachment to 
some other organization, gives the volunteers a 
sense of identity and status which appears to be 
of great importance. 

SCAN has certainly demonstrated that it is 
possible to recruit and maintain the sustained 
interest of volunteers who can be trained to 
work with very difficult and demanding families. 
The majority of voluIJ.teers are from a different 
socioeconomic group than the families with 
which they work, and yet have shown themselves 
able to develop close relationships with the 
families. Volunteers speak of the meaning of the 
SCAN experience in their own lives and it is 
clear that they perceive it as a remarKable oppor­
tunity for their own growth and development. 
While the volunteers are called lay therapists it 
should be clear that the vast majority of workers 
in protective services have no more than a BA 
degree and also have less intensive supervision 
and ongoing inservice training than do the SCAN 
volunteers. The movement away from profes­
sionalism has also allowed SCAN to encourage, 
support, and work with Parents Anonymous. 

As is the case in any group of professionals, 
there is considerable variability in the clarity of 
conceptualization and the range of responses 
available to the SCAN therapists. It is also 
apparent that the best of them is likely to be as 



effective as an experienced and well-trained 
professional. Even the least effective among 
them is likely to do better than the overworked 
social service staff with caseloads of 30 and 
more, if only because of the intensity of contact 
with clients. The intensive services which SCAN 
is able to provide, which include contacts up to 
five times a week, the lack of sense of urgency 
about pushing families to set goals and accomplish 
specific tasks, and the willingness to allow a 
relatively long period of dependency in the 
service of the development of a relationship of 
trust are only possible with caseloads which range 
from two to four families. 

Unlike most programs in which lay therapists 
or parent aides work with only one family at a 
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time, most of the SCAN lay therapists work 
with at least three families. It is possible that 
their enormous commitment to the program and 
to their work is in part a function not only of 
their identification with their own agency and of 
ongoing supervision, but also of this larger case­
load. It may well be that this larger caseload 
helps to make the work more salient to the life 
of the volunteer in that it provid::ls a "critical 
mass" of experience. 

The SCAN program also provides an important 
model of a purchase of service agreement between 
the public social services agency and a private 
nonprofit agency. Certainly, it represents one way 
of allowing protective services to upgrade the 
services for which it is responsible. 



Chapter III - Public Social Service Agency-Based Programs 

INTRODUCTION 

Both of the programs presented in this section 
are programs developed and operated by man­
dated public social service agencies. Each illus­
trates what can be done within a public agency 
with adequate funding which permits manageable 
caseloads and time for supervision and staff 
development. Whereas most protective service 
agencies visited have caseloads of 60 to 80 and 
at best see clients every few months, these two 
programs tend to have caseloads which are not 
larger than 25 and to maintain contact with 
clients weekly or biweekly. 

The two programs represent opposites in their 
approaches to working with other agencies and 
the development of new resources. The Hennepin 
County program seeks to develop resources and 
expertise within the department and maintains 
not only responsibility but also authority for 
abusive and neglectful families. The Lehigh-
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Northampton program illustrates a collabo­
rative effort between child welfare, the mental 
health agency, and a child development program. 
In the Lehigh·Northampton program, the three 
agencies share case responsibility; staff from 
mental health and child welfare act as co­
therapists in group settings and participate 
regularly in joint staffings. 

Both programs have a specialized abuse unit 
within protective services, although the Hennepin 
County program makes less of a distinction 
between abuse and neglect cases than does the 
Lehigh-Northampton program. Both emphasize 
the maintenance of records, case review, and 
service statistics as tools for more effective 
program growth and development. Because of 
its collaboration with professionals in other 
agencies, the Lehigh-Northampton program 
offers a wider range of therapeutic services 
including, in addition to individual counseling, 
a highly developed group therapy approach and 
a family therapy approach. 



Hennepin County Welfare Department, Minneapolis, Minnesota 
by Monica Holmes, Ph.D., and Dorie Greenspan 

Director of Protective Services: Philip Dolinger, MSW 

START-UP 

The Hennepin County Welfare Department 
has been responsible for child protective services 
since 1945, when the staff consisted of a super­
visor and three staff social workers. Following 
passage of Minnesota's Mandatory Reporting 
Law in 1965, the rate of referrals per year 
increased; while the program has grown since 
that time, there have been no milestones or 
dramatic changes. Reporting has increased 
with accompanying increases in staff until 
1972, when it reached its present size: four 
field units, each with a supervisor and either 
8 or 9 workers, and one assessment unit with a 
supervisor and 6 staff. 

PROGRAM OBJECTIVES 

The objectives of Protective Services can be 
summarized as follows. 

It to assume responsibility for abused and 
neglected children when their parents are 
unable to take that responsibility 

• to assist families so that they can remain 
together through casework and through 
coordination of other available resources 

• to provide information to the public and 
to other service providers about child 
abuse and neglect 

PROGRAM AUSPICE 

Administratively, Hennepin County Protec­
tive Services is within the Family Service Division 
of the Welfare Department. Within the Family 
Service Division there are two branches: Family 
Counseling, which maintains 19 units for pro­
vision of services to voluntary clients, and 
Protective Services, which provides service to 
involuntary clients. 
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In addition to the Family Service Division, 
the Welfare Department has a Community 
Action Division, a Facilitation Services Division, 
a Work and Training Division, and an Adult 
Services Division. Many services are available 
to Protective Services through its parent organi­
zation: e.g., group work services, court services, 
household management services. 

PROGRAM COSTS AND SOURCES 
OF FUNDING 

The annual budget is approximately 
$1,397,000, allocated as shown in figure 10. 

Indirect 
Services - --< 

70' ,0 

Administration 
17% 

Direct Services 
76% 

Figure 10. Budget allocation 

Sources of funding are presented in table 2. 
Table 2. Sources of funding 

Federal Percent of funding 

HEW;SRS 59 

State 

Department of Public Welfare 18 

County 

Welfare Department 23 

Total 100 percent 



65% 63.2% 

55% Catchment area 
population 

45% 
Serviced 
population 

35% 

.. I ncomes of "Public Assistance" 
recipients are not included in 
serviced population income 
tabulations. 

25% 

15% 

5% 

$10,000+ 56,000 - 9,999 $3,000 - 5,999 Under $3,000 Public 
Assistance 

Unknown 

Figure 11. Income of serviced and area populations 

FACILITIES 

The program uses the facilities of the county 
welfare department. Since the staff maintains 
desks on a large and open floor, with the excep­
tion of a few rooms, there are no facilities 
available for private meetings or discussions. 

COMMUNITY AND PARTICIPANT 
CHARACTE R ISTICS 

The population of Hennepin County is 
960,080. Comparable data on the general 
populatioh and on abusive families and children 
served by tIi€) program are available in four 
areas: income, ethnic status, intact v. single 
parent family status, and age. 
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As can be seen from figure 11, abusive families 
are underrepresented at the higher income levels 
and overrepresented at the lower income levels. 
Whereas 63.2 percent of the general population 
has incomes of $10,000 and over, this is true of 
only 10 percent of the abusive families, 

As can be seen fTom figure 12, whereas 96.2 
percent of the total county popUlation is 
caucasian, only 70 percent of the abusive popula­
tion is caucasian. Both blacks and American 
Indians are overrepresented in abuse cases which 
may be a function of income level. In other 
words, Protective Services addresses a dispro­
portionate number of low income families; in 
keeping with the facts that minorities are 
overrepresented at lower income levels, the 
progra.ll has a disproportionate number of 
minoa'ity families. 

Comparisons between the general population 
and the abusive popUlation in. terms of the pro-



American 
... i·~t" I d' 
1~:f.' n Ian 

.7% 

@ 
Oriental 
.4% 

Black 
2.1% 

Catchment Area Population 

American 
Indian 
11% 

Serviced Population 

Oriental 
4% 

Black 
13% 

Figure 12. Ethnic breakdown of area 
and serviced populations 

portions which are female-headed show a marked 
difference, as seen in figure 13. Whereas 89.7 
percent of the families in the general population 
are intact, only 40 percent of the abusive 
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families are intact. Since it is well known that 
single parent families have less income than do 
two parent families, it may well be that the 
relatively low income level of the families is, at 
least in part, attributable to single parent status. 

As presented in figure 14, the majority of 
children known to the program are 0-4 years 
of age (55 percent), while fewer than one-third 
are 6 and over. This is in contrast to the fact 
that children 0-4 represent only 8.5 percent of 
the total population of 300,000 minor children. 

HWCD data show that in 1974 the average 
monthly caseload size for abuse and neglect was 
699 families and 1,901 children. Court involve­
ment was initiated in 11.2 percent of the families 

Area Population 

Serviced Population 

Figure 13. Area and serviced populations 
by head of family 
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5·6 years 
13% 

• ,. • t .. ;'~' 

. ,', , 

OVer 6 years 
32% >. t". 

5-6 years 
12.3% 

0-4 years 
23.8% 

Area Youth Population 
(18 years and younger) 

,tt • t-·t t 4 Over 6 years 
63.8% 

Each figure represents 10 percent of given population 

Figure 14. Number of youth among serviced and area populations 

and 22.8 percent of the children were in place­
ment. Of the 470 children in placement in May 
1975, 37 percent had already been in placement 
for 18 months or more. Half of these children 
were in placement as a result of voluntary 
agreements between the parents and the HeWn 
and half as a result of court orders giving legal 
custody to the agency. 
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THE STAFFING OF PROTECTIVE 
SERVICES 

Protective Services is headed by a prd~tam 
supervisor who supervises the four field units 
and the assessment unit. The staff organization 
within Protective Services is depicted in figure 15. 



INVOlUNTARY 

Figure 15. Staff organization 

Supervisors 

The one assessment and four field unit 
supervisors have both administrative and super­
visory responsibilities. Supervisors bear adminis­
trative responsibility for ensuring that county 
recording demands on all cases are met quarterly, 
for the decision to either remove or return a 
child to its home, for the decision to move 
toward termination of parental rights through 
the courts. In addition, the supervisors interpret 
policy ai1d procedures to the staff within their 
unit. 

The abuse unit maintains careful records of 
demographic characteristics and abuse-related 
statistics, e.g., the number of new cases, the 
nun:ber of children in placement, the length 
of tIme cases have been opened. Recordkeeping 
and case monitoring are well implemented and 
are strong features of this program. 

All of the present group of supervisors have 
worked in Protective Services for a minimum of 
8 years. Several individuals have been there for 
15 years and have been supervisors for 10 years. 
Three have MSWs, the remaining two have 
BA degrees. 

Principal Social Workers 

The persons who staff both the assessment 
and field units are called principal social worker~. 
Assessment workers have responsibility for 

accepting incoming calls, for collecting further 
telephone information, and for maldng the 
decision as to whether or not cases should be 
referred to one of the field units. 

Field unit workers have responsibility for 
providing casework treatment and for coordi­
nating services. 

The majority of the staff has been with 
Protective Services for at least 5 years. Staff 
turnover is minimal; some of the staff have been 
in Protective Services for more than 20 years. 
Eight of the 40 principal social workers have 
MSW degrees, the rest have BA degrees. 

Staff training is provided by the staff develop­
ment unit of the we1fare department and by 
the supervisors. 

The Staff development unit develops three 
and four session mini-courses dealing with such 
topics as foster care, drug and alcohol depen­
dency, child development, and behavior modi­
fication. The courses are voluntary and the 
staff is free to choose whatever seems interesting 
and pertinent. According to the staff members 
interviewed, the courses are generally of a 
high quality. 
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Some staff members take courses at the 
Alfred Adler Institute and at the University 
of Minnesota; several of the staff are on the 
faculty of the Alfred Adler Institute. 

Because most of the staff has worked in 
Protective Services for many years and because 
supervisors have considerable administrative 
duties, there is relatively little opportunity for 
supervisory teaching at this point. Supervisors 
do review the entire caseload of each worker 
every few months but this is primarily a status 
rather than a process review. Staff members 
have relatively little opportunity to improve 
their therapeutic skills through the detailed 
discussion of a particular session or interaction. 
Supervisors do not carry cases so that there is 
no co-therapy by supervisor and worker which 
could serve a training function. 

It is reported that workers discuss cases with 
each other, but these discussions seem to be 
more decision than process focused. Because the 
families served tend to be crisis ridden and 
because the incidence of new cases has risen 
from an average of 12 to an average of 22 cases 
per month, there is virtually no time for reflective 
review of the treatment process with any given 
family. Because new cases tend to be extremely 
demanding, the supervisor in one unit has tried 
to handle this problem by giving each worker, 



ort a rotating basis, a moratorium on new cases 
for one month. 

Caseload size varies from 18 to 30; the major~ 
ity of workers have approximately 24 cases. 

01 RECT SERVICES 

The following services are available: 

• Identification 
• Case management 
• Treatment: Adult individual counseling, 

marital counseling, family counseling, in­
dividual child. 

• Support services: emergency shelter, foster 
care, group home placements, residential 
treatment, group work services, 24-hour 
answering service, day care services (by 
contract), homemaker, financial and house­
hold management, psychiatric and psycho­
logical consultation. 

IDENTIFICATION 

The assessment unit of Protective Services 
receives all calls from professionals in other 
agencies and from the public regarding com­
plaints of abuse and neglect. During the tele­
phone interview, the assessment worker seeks 
all possible information on the family and on 
the circumstances of abuse. In the case of 
reports from agencies, the assessment worker 
seeks to ensure that all relevant information has 
been collected by the agency. If the evidence 
suggests that the child is in immediate danger, 
the police are called and asked to take the 
child into custody. According to Minnesota 
law, only the police have the legal right to 
enter a home without the consent of the owners. 

If the child is not in immediate danger, but 
there does appear to be a need for intervention, 
the case is referred to one of the field units. 
Complaints are received on approximately 
4,000 families per year. Approximately 3,000 
of these are cases not opened, instead, referral 
is made to other agencies or appropriate infor­
mation is provided. 

The assessment unit makes home visits only 
rarely, so that once the initial telephone fact­
gathering has been completed, and if referral to 
the field appears warranted, further investigation 
becomes the responsibility of the field staff. 
Approximately 45 percent of the cases aLe 
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closed after a few investigatory contacts. Face­
to-face investigation by the field staff is impor­
tant because in cases which will become active 
it means that the first contact within Protective 
Services is with the worker who will carry the 
case. Thus, the system allows for continuity 
of relationship and takes full advantage of the 
fact that families are often most reachable when 
they are in crisis. However, this system of case 
assignment also requires field staff to spend 
considerable time conducting investigations 
although they would rather spend this time 
with ongoing cases. When the incidence of 
new cases becomes particularly heavy, investiga­
tion of these cases (not all of which eventually 
become active) becomes time consuming and 
counterproductive. 

In terms of referral sources, data are avail­
able only on child abuse cases, which represent 
20-25 percent of the Protective Services case­
load at anyone time. Data from 1974 showing 
the breakdown in terms of percentages of cases 
referred from different sources are presented 
in table 3. 

Table '3. Sources of referral 

Referral source 

Relatives/neighbors 

Hospitals 

Schools/child care facilities 

Police 

PI'ivate physicians 

Publ,lc health and school nurses 

Clinics 

Self ·referred 

Other 

Percent of case/Dad 

27 

23 

15 

11 

6 

5 

4 

4 

5 

The data in table 3 represent referral informa­
tiol(; 'On, cases which are accepted by Protective 
Sen/'lcp.s and do not account for the cases which 
are closed by the assessment unit. The public 
health department, for instance, makes referrals 
on a higher ptJportion of cases, but many of 
their cases are not accepted as cases which are 
in need of Protective Services. Lack of valida­
tion reflects, in many cases, the fact that 
Minnesota law requires that injury to a child 



be physical for a determination of abuse. Protec­
tive Services is therefore limited to cases in 
which abuse or neglect can be shown to have 
an impact on the child's physical health and 
well-being. 

CASE MANAGEMENT 

One of the primary responsibilities of the 
field workers is the installation and coordination 
of whatever services may be necessary to improve 
and preserve family functioning. There seems to 
be considerable variability among staff members 
in terms of awareness of community resources 
and skiU in working closely with these resources. 
Some families become connected with public 
health, a home management and budgeting aide, 
recreational groups sponsored by various 
churches and private organizations, specialized 
day care for children with developmental lag, 
and drug counseling service. Some workers 
coordinate so closely with school social work 
staff, public health nurses, and/or day care 
staff, that they can be said to form a genuine 
integrated treatment team for the family. 

Approximately 11 percent of the families are 
brought to juvenile court; approximately 23 
percent of all children on the caseload are in 
placement at anyone time. Thus, workers have 
responsibility for preparing court cases and for 
coordinating this effort with the court unit of 
the welfare department and for coordinating 
servi>.:es for and visits to children in foster care. 
Because up to 2 months may elapse before a 
case is heard in court, considerable time is 
spent in crisis management until a case can 
be tried. 

TREATMENT 

Protective Services offers individual counsel­
ing for parents, some individual counseling for 
children, some marital counseling, and some 
family counseling. Most of the staff with whom 
we spoke reported that they feel most com­
fortable and skilled in conducting individual 
counseling with adults. Criteria have not been 
developed for the individual prescription of 
different treatment modalities. It is reported 
that in all probability workers use the modality 
with which they feel most comfortable. Some 
workers have criteria which they use and can 
artiCUlate. In families in which there is a mother 
without a psychological partner and yOlmg 
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children, the mother is seen in individual counsel­
ing. In families in which there are older children, 
the mother will be seen alone if the problem 
rests with her and the children will be seen 
separately; however, if the problem is an inter­
active one and the family has some cohesiveness 
and ability to work together, they will be seen 
as a unit. Finally, if there are two adults, who 
function as a couple, and the problem lies 
within their relationship, they may be seen by 
the worker together. However, neither marital 
counseling nor counseling of individual children 
is common; in most cases, individual counseling 
is the treatment of choice. One problem is that 
Protective Services does not have available 
consultation in either family or child therapy. 

The range of frequency in terms of how often 
clients are seen varies from once a week to once 
a month, or even every two months. At the 
beginning of treatment, when other services are 
being brought in, and at times of crisis, contact 
tends to be more frequent than when the case 
is well established or there is no crisis. It is 
estimated that cases remain active for approxi­
mately 1 year although there is consia~rable 
yariation and the range is from a few sessions to 
many years. There is considerable emphasis on 
short-term treatment, on goal setting, and on 
accomplishment of specific limited behavioral 
changes. The basic philosophy is one of changing 
or modifying behavior rather than personality. 
Despite this phiIoso phy, there are many instances 
in which attempts to address behavior are not 
central to the treatment process. Thus, there are 
families in whiCh the goal is to improve relation­
ships between mother and children; however, 
this is attempted by talking to the mother 
rather than by demonstrating activities in 
which the family can engage. The emphasis on 
short-term treatment is borne of administrative 
and financial pressures which do not always take 
into consideration the fact that many of the 
families are highly difficult, multiproblem 
families and that it may take years to modify or 
to teach new behaviors. Once a case is closed, 
there is no process of followup and 110 way of 
knowing how the family is doing unless a new 
report is received. It is reported that this hap­
pens in 10 percent of the cases. 

While efforts are made to assign new cases 
in terms of a match between family needs and 
a particular worker's skills, the pressure of 
new cases means that most often a new case is 
assigned to the person with the smallest caseload. 



Tht' cases which follow are intended to 
describe the full range of treatments in terms 
of process and techniques used. They also pro­
vide a picture of the kinds of cases with which 
Protective Services' s~aff works. 

The first two cases illustrate a behavioral 
approach with the use of short-tenn treatment 
goals a..l1d the creation of contracts regarding the 
changes which have to be made. 

Penny 

Penny is a 24-year-old woman of limited 
intellectual abilities who grew up in institutions 
for the retarded and for delinquents. Her own 
family background is characterized by alco­
holism, abuse, financial instability, and general 
chaos. When she was 17, she became pregnant 
while in a correctional institution, and, under 
voluntary agreement, the baby was placed. At 
18, Penny was discharged from the institution 
and became pregnant again. By the time the 
second child was about 1 year old, Penny was 
quite neglectful of the health of this little girl, 
and Protective Services took the case to court. 
The results of the court action were termination 
of parental rights on the first child and legal 
custody by Protective Services of the second 
child who remained in the home. 

The home situation was quite chaotic: Penny 
had multiple lovers and there were frequent 
scenes of violence, including shootings, evictions, 
etc. In addition, although the little girl, Melanie, 
was anemic anrl required special medication, 
Penny neglected to bring her in for clinic visits. 
The public health nurse working with Penny 
and Melanie felt that the level of care was so 
poor that Melanie should be removed. During 
this time Penny gave birth to a third child. 

The worker began by establishing very specific 
goals with Penny ',vhich centered on stabilization 
of the housing situation, meeting Melanie's 
health needs through regular doctor visits, and 
enrolling Melanie in a day activity center for 
developmentally delayed children. Penny ex­
pressed considerable concern that the worker 
would remove her children and each time the 
worker made it clear that removal of the children 
was in Penny's power because if she met the 
goals the children would not be removed. Thus, 
this fear of the power of the worker was turned 
to constructive use in terms of the establishment 
of concrete behavioral goals. Specific contracts 
were worked out with Penny and used as a basis 

69 

for the 6-month court reviews. Specific tasks 
included: getting an apartment, purchasing 
furniture, allowing no people with guns, and 
working with the home health aide on how to 
do laundry and shopping. Prior to each 6-month 
review, the worker would tell Penny that a 
progress report was due and would encourage 
her to share in making an assessment of progress 
toward each goal. In this manner, Penny 
was able to see her own accomplishments 
which provided her with tremendous positive 
reinforcement. 

During this time Penny began to gain an 
understanding of what was expected of her so 
that when the worker would come for her 
weekly or biweekly visits, Penny WOl.tld show 
her what was in the refrigerator in the way of 
nutritious foods, would show her birth control 
pills and the fact that she was on the right date. 
Currently, Protective Services no longer has 
legal custody of Melanie, and Penny interprets 
this as considerable progress on her part. 

Protective Services is still involved in the 
case although the worker sees Penny less fre­
quently, particularly since others in the com­
mlmity are aware of Penny and her needs and 
make sure that the worker is informed of any 
problems. Staff at the health clinic call the 
worker not only if Penny and Melanie miss an 
appointment, but also if Penny seems upset or 
uneasy. Both children are in day care centers 
with staff that are responsive and knowledgeable, 
so that they too stay in tou(;h with the Protective 
Services worker. Termination is being planned, 
the problem being that Penny appears to do 
much better when her activities are monitored 
and when she has to be accountable to someone. 

Gary and Suzanne 

In their mid-thirties, this is a couple with four 
children, ages 4-9. Both parents are considered 
to be of limited intelligence; Gary spent his 
adolescent years in an institution for the re­
tarded. Suzanne is not only of limited intelligence 
but she is also quite hypochondriacal, com­
plaining of a variety of symptoms and calling 
the rescue squad for minor ~'1juries. 

At the time of referral from another county, 
one or the children was in placement in foster 
care. This child haa severe temper tantrums, had 
set a fire, and had chased onb of his siblings with 
a knife. Since the child had already remained in 
placement 6 months beyond the legal order, the 



worker initiated regular visits of the child to 
the home and eventually he was returned. 

Initially, the social worker began to work 
with Suzanne around getting her to be less 
interfering with Gary's work. Suzanne called 
him at work many times a day to report on her 
health and/or other minor events, so that it had 
always been very hard for him to hold a job. The 
worker began to point out that Suzanne was 
doing her job as mother and housewife very well 
and that she should allow her husband to do his 
work. In order to support this position, the 
worker forbade Suzanne to make phone calls to 
Gary and discussed the situation with his fore­
man who reported that Gary was an excellent 
worker, that he would do everything possible to 
help, and that if there were any problems, he 
would call the worker. It was also worked out 
that Gary could call home every day at noon 
and in this manner Suzanne could count on 
limited, but regular, contact. 

Once Gary's employment situation had 
stabilized, the worker provided Suzanne with 
the services of a financial counsellor who went 
over their budget and showed Gary and Suzanne 
very concretely how much was coming in against 
how much was going out in terms of fixed ex­
penses. This served to convince them that they 
could not afford a car and caused Gary to seek 
overtime whenever possible. 

Both parents experienced considerable dif­
ficulty in child management, with the result that 
the house was invariably in chaos, they never 
ate as a family, and the children were often out 
of control. Having a relationship of 5-months 
standing with Suzanne, the worker initiated a 
series of family counseling sessions. A system 
was worked out whereby each child was assigned 
specific tasks and the completion of the tasks 
was marked on a chart with gold stars. The gold 
stars were initially tied to a small prize from the 
worker and ultimately to an allowance. This 
simple, but effective, use of behavior modifica­
tion has led to far greater cooperation among 
th& children. 

The worker has also invested considerable 
energy in locating additional supports for the 
family. The child who had been in placement 
spends alternate weekends with a maternal uncle 
who genuinely likes him; a kinship family which 
has adopted the whole family and takes them on 
an outing once a month has also been located. In 
addition, the neighbors who rejected this family 
because of their strange looks and manners and 
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initially threw mud and food at the house and 
taunted the family have become supportive and 
caring in their attitude toward the family. This 
shift can be attributed directly to the worker's 
intervention in that she met with all the neigh­
bors over several sessions and helped them to see 
the need for them to be helpful and protective 
to the family. 

Currently, the family is protected within the 
neighborhood and actually has a sense of belong­
ing. Suzanne has joined her neighborhood 
church and is singing in the choir, Gary is doing 
well at his job, and the children are doing well 
at school. 

This is an especially interesting case because 
it is one about which all previous professionals 
felt hopeless and that little could be accom­
plished. It is also a case in which other pro­
fessionals have urged placement for the children 
because of the intellectual limitations of the 
parents. Despite these limitations, with specific 
step by step assistance there has been marked 
improvement in the family's functioning and 
in everyone's actual behavior. At this point, 
the family is living in their own house, meeting 
payments, and has a sense of identification with 
the community in which they live. 

********** 

While the previous two cases are illustrative 
of a large group of the Protective Services case­
load in that the families are low income families 
with limited resources and facing considerable 
stress in their day-to-day functioning, the case 
of Natasha, which follows, is more illustrative 
of middle class families and of an individual with 
severe emotional problems. 

Natasha 

Natasha is a 22-year-old woman who grew up 
in a middle-class home and was valedictorian of 
her high school class. At the university, she 
becamo involved in an intense relationship (her 
first) with an African student. When she became 
pregnant, he made it clear that he had no inten­
tion of marriage and that he did not plan to take 
her back to Africa with him upon graduation. 
Upon his urging, Natasha had an abortion but 
soon became pregnant again. This time she 
refused to have the abortion despite the fact 
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that he told her that if she had the baby he 
would terminate the relationship. She had the 
baby and began to pursue him, going to his 
fraternity house in the middle of the night, 
making suicide gestures, and referring herself 
to the university health clinic in an attempt to 
manipulate him into a resumption of the rela­
tionship. When none of these maneuvers worked, 
she began to let people know that she might 
force him to take notice if she killed, or in 
some way hurt, the baby. Based on these threats, 
a social worker at university hospital referred 
her to Protective Services. At this time, while 
nursing the baby, she was also starving herself 
and living chiefly on alcohol so that a public 
health nurse, who had been called in on the 
case, was also extremely concerned. 

The Protective Services worker made several 
attempts to visit Natasha who refused to open 
the door unless the worker produced "either a 
court order or the baby's father." The court 
unit of the welfare department reviewed the 
case, but felt there was not sufficient grounds 
for a court case. 

Within a week, Natasha was threatening to 
cut off the baby's arms and legs to send them 
to the father and at this point a court order 
was obtained and the police accompanied the 
worker in order to take custody of the child. 

While the apartment was totally destroyed in 
the sense that all dishes were broken, the fur­
niture was upside down, and empty liquor 
bottles littered the floor, the baby was intact. 
Following the court hearing, the baby was 
taken in by the maternal grandmother and 
contact was established between Natasha and 
the worker. Soon after this initial placement, 
Natasha shaved the baby's head which so upset 
her younger brother that he tried to intervene 
~d took a swing at N atasha while she was 
holding the baby. At this point, Natasha asked 
for a placement for the baby which was arranged. 

For the next 3 months, the worker saw her 
every week and they developed a strong relation­
ship. Natasha was encouraged to resume her 
personal relationships, go back to school, 
and date others. After the first 2 months, the 
baby came home and Natasha continued to do 
reasonably well. 

At this point the case is closed and unless 
further problems occur there will be no further 
contact. Potential problems in a mother-child 
relationship are not considered to be within the 
domain of Protective Services which is defined 
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as an involuntary service for children in actual 
danger of harm. 

********** 

The following case illustrates the manner in 
which Protective Services workers function vis-a· 
vis a court which is strongly legalistic and which 
places parental rights above the lights of the 
child. This case, as well as the next one, also 
illustrates the long-term nature of many of the 
cases, the multiple foster home placements 
which many children experience, and the lack 
of therapeutic services for children who have 
massive problems and difficulties. 

William 

This case has been with the same worker for 
3% years and was originally referred by another 
county. William was divorced by his wife who 
then disappeared leaving him with two children 
aged 4 and 6, who had spent most of their lives 
in placement. When William remarried, the 
children were returned to him by Protective 
Services in the other county without any prep­
aration or period of reintroductio11. At this 
point, the case was referred to Hennepin County. 

Initially, the worker tried to help both 
parents to deal with the children. The step­
mother was unused to parent.ing and William 
was accustomed to doing his work and being 
free to watch television. In this setting, she 
became more and more frustrated and angry 
and finally brought the children to a private 
social service agency fo~ placement. She became 
angry while there and stalked off leaving the 
children to run behind her. The 4-year-old boy 
stopped in the street to fix his shoe and since 
she did not wait for him he got lost and was 
picked u.p by the police. Both children were 
then placed in a foster home. 

The worker continued to try to work with 
William and his wife. The foster home did not 
let the worker know that there were any dif­
ficulties with the children but after 6 months 
they asked that the children be removed. Since 
it was felt that the children supported each 
other in their misbehavior, they were placed 
separately. The boy is still in the same foster 
home. The girl was placed in a second foster 
home, but after a while that foster home reo 
quested that she be r~moved and she was placed 
in a treatment foster home. This is defined as 



a home in which there is a social worker who 
visits the children weekly and the parents 
participate in a bimonthly group for foster 
parents. 

Both children continued to visit William 
and his wife approximately once a month. 
These visits were dispontinued when the girl 
disclosed that William had forced both children 
to perform fellatio on him on several occasions. 
Prior to the termination of the visits, the worker 
tried to discuss with William the fact that he 
should make plans to engage in activities with 
the children. The worker pointed out that 
William should get his work on the car done 
before the visit, but since William was never 
taught to play with the children and had no 
experience either in playing or in expressing 
affection, it is not surprising that the visits 
ended badly. 

William then was referred for psychological 
counseling, but it was felt that he did not 
make any major progress. It also began to appear 
that his wife would never accept the children 
and that Protective Services should move for 
termination of parental rights. However, it was 
also decided that the children were not readily 
adoptable and that therefore the court would 
be unlikely to terminate parental rights. 

Therefore, it has recently been decided to 
allow renewed contact between the children 
an,d their father, although it is clear to everyone 
tln,~· the children will never be able to go home. 
At present, Protective Services is hoping to 
find another foster home which will be willing 
to keep the children until they can legally be 
on their own. 

William and his wife have had their own 
child and much of the worker's time during 
visits centers on an effort to help them deal 
appropriately with that child since the mother 
was spanking the infant and William has no idea 
of what a father is supposed to do. Discussion 
centers around how important it is to perceive 
this child as an individual and the worker tries 
to interpret the child's needs to the parents. 

Jack 

Jack has four children of preschool age and 
was in the armed forces when deserted by his 
wife. The children were picked up by the police 
and Jack was brought home. Jack tried to make 
a home for the children for 6 months, but t.hen 
asked Protective Services to place the three 
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girls: ages 6,5, and 4 months. The children were 
placed together, but after a while the foster 
mother asked to be relieved of the children who 
were too much for her. The oldest was given 
a new foster hOMe and placed separately from 
the other two girls. 

After about lIh years, Jack, who had a 
drinking problem, remalTied. He and his new 
wife decided that they did not want the oldest 
child, who really belonged to his exwife and 
was not his. During the process of seeking 
termination of parental rights and trying to 
locate the natural mother, the mother was 
found and she and her new husband decided 
to try to make a home for the eldest child. 

Plans were made to return the other two 
children to Jack by the end of the school 
year; in the meantime, his wife had a baby. 
The older of the two children began to deteri­
orate in foster care and the foster parents did 
not lmow how to handle her. In the meantime, 
Jack decided that he did not want the baby 
back and that he wanted to terminate parental 
rights. In light of this development, the natural 
mother decided to take the child, but after 3 
weeks the mother called Protective Services and 
told them to come and get the child before she 
"dumped her." The child was then placed in 
another home and it was agreed that termination 
of parental rights would be appropriate. This 
child was then adopted. 

The middle child remained in foster care until 
the foster family requested her removal. After 
a weekend home visit, Jack decided to try 
once again to keep her. However, this worked 
out badly because the little girl was extremely 
hostile to her stepmother and tried to come 
between her and Jack. The stepmother agreed to 
participate in counseling if the child was re­
moved from the house. Once again the child 
was placed in yet another home and the Protec­
tive Services worker is hoping that Jack and 
his wife will reach a point where they can take 
the child back. However, the stepmother is 
characterized as a flighty woman whose own 
children are living with her grandmother. More­
over, there are severe conflicts between Jack 
and his wife in terms of how discipline should 
be handled. 

The worker generally sees Jack and his wife 
together, although sometimes he sees her alone. 
The discussion focuses primarily on the marriage 
and the child is not included Ll1 the sessions. 
When the child was home and the worker would 



visit, the child would keep coming into the 
room and be told by the parents to leave. No 
one is working therapeutically with the child. 

********** 

The last two cases described illustrate a hold­
ing action and an attempt to deal with frequent 
crises and extremely difficult family situations. 
The results tend to be multiple foster home 
placements for children, lack of change by 
parents, and an end result where the children 
are too disturbed or too old for adoption. 

In one of the units, an effort is being made to 
set up specific goals with the parent who wants 
voluntary placement to ensure that placement 
does not merely become a convenient means 
for storing children. The idea is to agree to the 
placement if the parent agrees to work toward 
meeting certain goals. If the goals are met, the 
child would come home and if not Protective 
Services would take the case to court so that the 
judge's authority can be used in terms of goal 
setting. At this point the contract would be 
with the court as well as with Protective Services. 
This contract would be reviewed and if the 
conditions were met the child would return 
home, but if not, parental rights would be 
terminated. 

The following two cases illustrate the massive 
problems of many of the families and the fact 
that often there are so many needy clients 
within a family that no one receives sufficient 
service. In addition, these cases, like the two 
previous ones, highlight the need for social work 
intervention for children who, by and large, do 
not receive any systematic help. 

Paulette 

Paulette, whose divorced husband is a pro­
fessional, has five children ages 18, 16-year-old 
twins, 14, and 11. All ofthe children are reported 
to be unusually gifted and all of them are dis­
turbed. The eldest, Alex, is a drug addict who has 
been in and out of residential treatment centers 
in the past couple of years and is currently just 
drifting; the 16-year-old twin is home with his 
mother, who is seriously disturbed and barely 
manages to care for him; his sister is locked in a 
symbiotic relationship with a foster mother who 
is felt to be seriously disturbed, but the girl will 
not give her up; the 14-year-old son is living 
with a friend, has been on drugs, and is not 
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expected to return home; the youngest son 
lives at home following stays in three treatment 
institutions. This youngest child is being worked 
with by another Protective Services worker in 
the unit. 

Paulette, herself, as a function of an extremely 
active and supportive therapist, is doing better. 
She is working, has improved greatly in her 
physical appearance; and has developed a strong 
dependent relationship with her worker. 

The worker in this case has mobilized many 
resources including Ala-teen, medical facilities, 
the Department of Vocational Rehabilitation, 
court services, temporary shelters and foster 
homes, drug treatment facilities, school social 
workers, and mental health facilities. The worker 
continues to see the inother biweekly and helps 
her in her day-to-day living arrangements. 
Family therapy has been ruled out because it is 
felt that the family lacks sufficient cohesiveness. 
The primary focus of the treatment is on pro­
viding support and positive reinforcement to 
Paulette while helping her to cope with her 
crises-ridden life. 

Jill 

Jill is divorced from her husband and has been 
confined to a wheelchair for the past couple of 
years following an accident. The accident affected 
both her mobility and her intellectual capabilities 
although there has been no assessment of the 
degree of cognitive impairment. Her children are 
a 17-year-old girl, a 12-year-old boy, and a 
10-year-old girl, all of whom live at home, and a 
16-year-old boy who lives with a paternal uncle. 
Following her accident, Jill was hospitalized for 
alcoholism and was then referred to a private 
social work agency for counseling. She never 
made a real connection with the assigned worker 
and was referred to Protective Services to see if 
she could function and provide appropriate care 
for the children. It was decided that the family 
could function if everyone were to cooperate. 

Initially, there were marked problems between 
Jill and her 17-year-old daughter, which the 
worker attempted to mediate. When this ap­
proach met with little success because of the 
girl's unresponsiveness, the worker began to 
concentrate more on Jill. Efforts were made to 
work with her, to provide her with a home 
management aide, and to coordinate with her' 
lawyer. Jill has invariably missed appointments 
with the aide who has therefore been unable to 



help her with budgeting, cooking, shopping, etc. 
Her lawyer feels that she is incompetent and has 
given up on her. The worker was able to induce 
her to go for physical therapy and she did 
continue until discharge. 

The 12-year-old boy has become more of a 
problem in school and the worker has hied to 
coordinate with the school social worker. Npw 
that the Protective Services worker is providing 
transportation services for him to a group 
meeting which he likes, he is beginning to relate 
somewhat. The boy is feeling depressed and 
anxious and is acting out to the point where he 
is in trouble with the law. Up until this time, 
no one has systematically worked with this 
boy. He has not had an opportunity to talk 
about what his mother was like before the 
accident, about the accident itself, or about his 
putative father leaving; he only learned in the 
last couple of years that the man was not his 
real father and he has not had the opportunity 
to discuss that either. 

At this point there is considerable question 
as to whether or not the son can remain in the 
home because Jill provides him with so very 
little supervision or structure. Psychiatric help 
for the boy is being sought; however, massive 
work will have to be done in terms of teaching 
an adaptive relationship to mother and son, if 
they are to continue to function together. 

THE SERVICE DELIVERY SYSTEM 

This section provides information on some 
of the community agencies within Hennepin 
County that have contact with abusive adults 
and/or their children and their relationship with 
Protective Services. 

The level of awareness of abuse and neglect is 
high among health service personnel in general. 
At the county gen~al hospital all nursing staff, 
medical students, interns, and residents rotating 
through the pediatric service, as well as all 
clinic, house, and social service staff receive 
special training in the identification, reporting, 
and handling of suspected abuse cases. There is 
a formal protocol for these procedures which 
is based on the principle that if there is any 
suspicion of abuse or neglect, staff should try 
to admit the child to the hospital ~o that further 
investigation may proceed without endangering 
the child. 
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The hospital has also developed procedures 
and programs targeted at the prevention of 
abuse. The records of all families who fail to 
keep appointments or who otherwise seem 
negligent in providing medical care to their 
children are labeled "social high-risk." A clinic 
social worker makes contact with each such 
family while another pediatric social worker is 
assigned to the hospital's newborn intensive 
care unit in an effort to establish a casework 
counseling relationship with high-risk mothers 
before an abuse incident occurs. In addition, 
this worker and a social worker from the hospi­
tal's Child-Adolescent Mental Health Center 
have begun a preabuse therapy group. At present, 
there are eight persons in the group who have 
voluntarily agreed to participate because they 
have identified themselves as parents who 
have difficulty controlling their aggressive im­
pulses and disciplining their children. Referrals 
to the group are made from a variety of com­
munity agencies, however, known abusers are 
not included and the group is not intended for 
them. It is the h(~pe of the co-therapist that if 
referrals continue additional groups may be 
formed. 

At the Children's Hospital, it is the staff of 
the department of mental health who provide 
intrahospital training in abuse and neglect. 
Hospital social workers are assigned responsi­
bility to train all medical personnel in the 
procedures for handling cases of suspected 
abuse or neglect in accordance with Minnesota 
law. In addition, each social worker is charged 
with providing inservice training to the staffs 
of hospital departments. For the most part, 
such training consists of sessions on child 
development and on methods of working 
effectively and sensitively with parents. As in 
the General Hospital, records of abusive families 
are specially marked; however at Children's 
Hospital this is true only of mental health unit 
records, not of medical records in general. 

Children's Hospital also sees prevention of 
abuse as an important focus and is concerned 
with providing more intensive services to those 
families seen as high-risk for parenting. Social 
workers are present at comprehensive clinic 
staffings at which such high-risk cases are 
discussed by all personnel having some involve­
ment with the family. Also present at these 
staffings is a lia1son worker from the Hennepin 
County Child l?rotection Service, assigned to 
the hospital for 1h day per week. The presence 



of the liaison worker is considered important 
by social service staff in terms of coordinating 
available services for a family. In particular, 
because the hospital does not have a sufficient 
number of social workers to do outreach, it is 
felt that the liaison worker may help in moving 
cases through to Protective Services so that 
outreach service may be provided. In addition, 
the mental health department of Children's 
Hospital conducts two therapy groups for 
single parents who have been identified by the 
department in the outpatient service as being 
high-risk for parenting. Participation in the 
group is voluntary and each group is scheduled 
to nm for eight weekly sessions although mem­
bers may renew their contracts and continue in 
the group. Individual and family counseling 
are ptovided in addition to group or in those 
cases where the parent is seen as being inappro­
priate for group therapy. 

The city health department unit staffs, which 
are drawn from public health nursing, preventive 
nurse counseling, social work, maternity, and 
infant and child care, are all trained in and 
sensitive to the detection of abuse and neglect. 
Through its comprehensive child care, prenatal 
and family planning clinics, the department 
services more than 6,400 children and 700 
pregnant women each year. Here also, the 
primary focus is on prevention. Eight years 
ago, the social service unit of the department 
began designating the records of high-risk 
families as such. However, approximately 3 
years -ago the department undertook to place 
a new emphasis on the detection of high-risk 
abuse/neglect families. At that time, the depart­
ment was reviewing its records to determine 
what were "child killers" and found that while 
there were only two deaths among children 
known to the clinics, both deaths were caused 
by abuse. It was then that intensive staff train­
ing efforts, which are now ongoing, began. In 
addition to intraagency training, representatives 
from the department have conducted training 
sessions at other community agencies, including 
the Hennepin County Child ;protection Service 
Unit. 

The new State child abuse reporting law, 
which is currently awaiting the Governor's 
approval, will for the first time mandate report­
ing by all school personnel. Prior to this law, 
school personnel were reporting cases as they 
came to their attention but the level of training 
in detection and coordination around serving 
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abused children was not high. School personnel 
had been given one in service training session 
dealing with abuse; for the most part, the school 
social workers were the persons who worked 
with the abused child. In preparation for enact­
ment of the new law, more intensive efforts 
are being made in the areas of training and 
coordination. The social work department of 
the school system, in conjunction with school 
administrators and health personnel, has devel­
oped guidelines and an action plan for the 
comjng Fall which includes adoption of formal 
reporting procedures, the establishment of a 
data collection system, and the creation of an 
extensive program of staff development for 
all categories of school personneL h they 
are presently formulated, the procedures em­
phasize the use of a team approach in each 
school such that the administrator, social 
worker, and nurse will work together to co­
ordinate services for the child and his family. 

Within probation units of the department of 
court services, consideration is being given to 
inviting Protective Services to conduct an in­
service training session for workers. Because of 
the way in which cases come to the attention 
of probation, workers are not seen as having to 
deal directly with abuse. That is, if a child is 
abused by his parents, this child will not become 
a probation case. However, if an abused child 
commits a delinquent act, he may be placed on 
probation, but the presenting problem, and 
therefore the area of investigation and concern, 
will be delinquency, not abuse, despite th~ fact 
that the delinquent act may be in response to 
parental abuse. It seems, however, that there 
may be a growing awarenesss of a large number 
of delinquency cases in which abuse is also 
present and that this awareness may become 
manifest in implementation of abuse/neglect 
training sessions. 

Interviews conducted at a number of com­
munity agencies reveal a sense of frustration on 
the part of staffs involved with abusive families 
in terms of the level of coordination with1 and 
feedback from, Child Protective Services. While 
this lack of coordination is not felt to be true 
of all protective workers, expre!)sions of frustra­
tion were uniform across all community re" 
sources. Although Protective Services is the 
agency mandated by law to manage all cases of 
abuse, services to abusive families are provided 
by a number of agencies in addition to Protec­
tive Services. These agencies feel they should 



be in closer contact with Protective Services 
around cases. A number of agencies have recom­
mended that an interagency coordinating team 
be established which would staff cases, but 
Protective Services is against the team approach 
and views it as an attempt by other agencies to 
impinge upon the authority of Protective Ser­
vices. Protective Services feels that because they 
have the sole responsibility under law to provide 
protective services, they should also have sole 
authority. It is also strongly felt that improve­
ments in terms of case management and treat­
ment procedures should come from within and 
not at the urging of other agencies. 

Efforts have been initiated by some com­
munity agencies to further communication but 
the results have not been satisfying to these 
agencies. Some resources, in making an abuse 
report to Protective Services, write across the 
report that they wish to be informed of the 
progress of the case; other agencies write that 
they wish to know when Protective Services 
will be making an initial visit to the family so 
that the agency can follow up with the family 
and the worker; agencies report that if they 
make telephone calls to Protective Services 
following a report they will frequently, but 
not always, be able to obtain this information. 
Representatives from agencies which are dis­
satisfied with coordination and communication 
lines to Protective Services are quick to point 
out, however, that many of their line workers 
have excellent relationships with line staff at 
Protective Services. The difficulties are seen 
as a problem within the "system." 

Health agencies, i.e., the hospitals and the 
public health agency, also report that many of 
the cases they handle are not accepted for 
services. Failure-to-thrive cases reported by 
health agencies are often not accepted by 
Protective Services because they are not suf­
ficiently serious. While criticized for the cases 
they do not take, Protective Services reports 
that the cases they can take under the law are 
limited and they are careful not to misuse the 
statute. 

COMMUNITY EDUCATION 

Some of the Protective Services staff are 
especially active in community activities center-
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ing on child abuse and neglect. There is a speak­
ers bureau, and the supervisors, as well as some 
workers, give many speeches at hospitals, day 
care centers, schools, and other community 
agencies and groups. 

The supervisor of the abuse unit has served 
as chairman of the statewide task force, which 
held 26 meetings to draft the new Minnesota 
child abuse legislation. He has also served as 
the chairmaQ of the Hennepin County Child 
Abuse Council, which was formed as a mech­
anism for providing education to service pro­
viders in other agencies. However, in the past 
year the council has been largely inactive. 

Protective Services also puts out a variety 
of publications on its child abuse activities 
which it disseminates to other county welfare 
departments. 

SUMMARY OF 

KEY FEATURES 

This is a protective services program within 
a public agency which has been able to mobilize 
adequate resources in order to maintain case­
loads at a relatively manageable level. M-wy 
families, in addition to the usual array of con­
crete services, are given the opportunity to work 
on their problems in a fairly intensive treatment 
relationship. If caseloads should climb much 
beyond 20-25 families per worker, the treatment 
components of the program are bound to be 
eroded. 

The Hennepin County program illustrates the 
level of service which can be expected in a well 
organized program with a committed staff with 
considerable experience and training and manage­
able caseloads. One very important feature of 
this program is its continuity of service. The 
family's first contact is with a field worker 
who continues with the case even when the 
children are placed in foster care. The program 
also represents one well-articulated, if con­
troversial, point of view about the nature of 
working relationships and linkages with other 
community agencies. 



Lehigh-Northampton Counties, 
Coordinated Child Abuse Program, Pennsylvania 

by Monica Holmes, Ph.D., and Dorie Greenspan 

Director PROTECT: Helen Ruch, MSW 
Program Coordinators: David Lehr and Philip Coleman, MSW 

START-UP 

This is a two-county program which owes its 
origins to the experience of a local pediatrician 
who, in the fall of 1969, had several abuse cases 
in his practice in both counties. He was unable 
to find any resource to which the abusive 
parents could be referred for psychotherapy in 
either county. Because there was no available in­
stitutional resource, the pediatrician approached 
a local psychiatrist who was known in the com­
munity for his work with groups. The psychia­
trist agreed to try to work with an abusive 
group, but from the beginning sought the 
involvement of the Children's Bureau (CB), the 
local public child welfare agency. Thus, the first 
therapy group for abusive parents in Lehigh 
County was started with the psychiatrist and the 
Children's Bureau caseworkers as co-leaders. This 
first group held its first meeting in November 
of 1969 and served residents of both counties. 

Nearly 1 year later, the director of the Mental 
Health/Retardation (MH/MR) service referred an 
abusive family to the group, and herself joined it 
as co-therapist. In this manner, the important 
linkage between CB and MH/MR, which is at the 
core of the present day program, was established. 
MH/MR was responsible for the group therapy 
program and CB was responsible for providing 
casework and coordinating supportive services. 
Initially, any CB caseworker working with a 
client who was also in the therapy group had 
responsibility for participating in the group with 
his client(s). 

By the fall of 1971, the CB directors in each 
county concluded that use of all protective ser­
vices staff in the therapy group was inefficient; 
thus, one worker within each county was made 
responsible for all child abuse cases. In February 
of '1973, in response to increasing demands for 
service, a second group with clients from both 
counties was started in Lehigh County. 
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By the spring of 1973, it had become increas­
ingly clear that there was a need for enhanced 
service coordination and heightened public 
awareness relating to child abuse. Community 
agency representatives, community professionals, 
and several consumers (former abusers who had 
graduated from the group) joined in an effort 
to develop a proposal to the Pennsylvania state 
Department of Public Welfare for funding. By 
the fall of 1973, this group had become known 
in the community as PROTECT, While never 
incorporated, this group has continued to func­
tion in an tillofficial advisory capacity. Incor­
poration was considered for the purpose of 
eligibility for funding, but this idea was rejected 
because the CBs were already in a position of 
responsibility and were cooperative with other 
agencies. PROTECT is conceptualized as a 
community rather than an agency group and it 
is planned that in the future it will develop in 
this direction. 

In November of 1973, a third therapy group, 
the first in Northampton County; was formed. 
The first evening group, it was desigued to 
accommodate people from either county who 
could not come during the day. From its incep­
tion, this group has been led by an MH/MR 
psychologist and the Northampton County CB 
casework supervisor. 

By June of 1974, it became apparent that 
with groups in both counties and crosscount:ry 
client and caseworker participation in all the 
groups, a monthly coordinating meeting was 
necessary. At these monthly staffings two to 
three cases are presented for discussion and 
recommendations. The staffing meeting serves 
a coordinating and teaching function. 

In October of 1974, the prograln received 
a total of approximately $600,000 for 3 years 
from the Pennsylvania state Department of 
Public Welfare. Funds were given to the CBs 
in each county to establish a child abuse unit 



and to hire a child abuse coordinator. Also, 
these monies enabled the CBs to purchase 
expanded services from the MH/MR, new services 
from the Head Start/Home Start Program, and 
Lehigh University's Center for Social Research. 

PROGRAM OBJECTIVES 

The objectives of the program as stated in 
the funding proposal* are as follows; 

• Development and expansion of programs 
treating the abusive adult and abused child 

• Effecting psychological changes in parents 
or responsible adults to prevent child abuse 

• Enhancing the child's development 
• Modification of the home environment in 

such a way as to lessen stresses which give 
rise to abuse 

• Building the effectiveness of the training 
component 

• Adding to our knowledge of the etiology of 
child abuse and of the effectiveness of 
different treatment programs 

• Education of the community as to the 
nature of child abuse, the need to report 
incidents of it, the characteristics of 
abusive adults, and the availability of 
resources for treating abusive adults and 
the abused child 

PROGRAM AUSPICE 

The Children's Bureau serves as program 
auspice in each county. However, the program 
represents an exceptionally close collaboration 
between CB and MH/MR. This collaboration is 
unlike that in many communities in which the 
public child welfare agency is unwilling to 
share responsibility in a collaborative effort 
with the mental health agency, and the mental 
health agency has little interest in child abuse. 
The collaborative effort in these two counties 
is a function of the personalities of the key 
actors and of historical accident. The MSW 
director of the MH/MR in Lehigh County had 
recently transferred from a supervisory social 
work position at the CB, hence there was every 

*Funding proposal, Demonstration Program on Co­
ordination of Child Abuse Services in Lehigh and 
Northampton Counties. 
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reason for these agencies to work together in 
a collaborative relationship in which the thrust 
was on development of joint programs. 

Within each county Children's Bureau there 
are four units: intake, protective services, place­
ment, and the newly created child abuse units. 
All cases reported to the Children's Bureaus, 
whether abuse or protection, come through the 
intake unit. If, based on the initial report, the 
intake worker evaluates the case as one of abuse, 
the case is immediately turned over to the abuse 
unit for investigation. There are, however, in­
stances in which abuse workers are not available 
and the investigations are conducted by intake 
staff. In such cases, the families, if abusive, are 
transferred to the abuse unit as soon as possible. 
In addition, some cases being serviced by the 
protective services unit in which abuse becomes 
active, or in which the protective services worker 
is concerned about the family's potential for 
abuse, are transferred to the abuse unit. In this 
way, the abuse unit workers can provide preven­
tive as well as interventive treatment. In cases 
involving placement, the placement and abuse 
units work together so that continuity of care 
is maintained. 

PROGRAM COSTS AND SOURCES 
OF FUNDING 

Table 4. Sources of funding 

Sources of funding Lehigh County Northampton County * 

Ongoing county 
support for CB 

State grant 

Total budget 

$13,500 

$121,500 

$135,000 

$78,150 

$78,150 

*This budget has only been approved for a 9-month 
period, hence the $78,150 is for 9 months only. 

FACILITIES 

The program uses the facilities of the CBs a..'1d 
of the MH/MRs. Staff members from each 
agency use the facilities of their own agency. In 
Lehigh County, the groups meet in the MH/MR 
building which is a lovely, comfortable old 
house. In Northampton County, the group 
meets in the modern office building which 
houses the CB. In both counties, the CBs have 
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Figure 16. Budget allocation 

a well-equipped playroom which is used for the 
children of group members during group sessions, 

COMMUNITY AND PARTICIPANT 
CHARACTERISTICS 

Lehigh County covers 351.4 square miles, 
with a population of 225,300; Northampton 
County covers 379.8 square miles, with a 
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population of 214,360.* Data which are com­
parable across both the general population and 
the individuals served by the program are avail­
able in four areas: income, ethnic status, intact 
v. single parent family status, and age. 

As can be seen from figures 17 and 18, client 
families in both counties are undel'l'epresented at 
the over $10,000 income level and somewhat 
overrepresented at the lower income levels. It is 
interesting that, whereas in Lehigh County 23 
percent of the client families are reported to 
have incomes of $3,000 and under, no families 
in Northampton County are reported to have 
such incomes. It is also noteworthy that a 
relatively high proportion (22 percent in Lehigh 
County and 36 percent in Northampton County) 
of client families have incomes which are over 
$10,000. 

As can be seen from figures 19 and 20 on 
ethnic status, both counties have a primarily 
caucasian popUlation. Both black and Spanish 
surname families tend to be somewha.t over­
represented in the client popUlation of both 
counties. 

Data on intact v. single parent status are 
presented in figures 21 and 22. Whereas the 
population in both counties is generally com­
prised of intact families, the client populations 
tend to have a very high proportion of single 
parent families. The 35 percent of female-headed 
families in Lehigh County is particularly high. 
Certainly there is a strong association between 
abusive behavior and single parent status in the 
families that come to the attention of this 
program, 

The age brealtdown of children in the popula­
tion and in client families is presented in figures 
23 and 24. Whereas children ages 0-4 represent 
21 percent of all of the children und~r 18 years 
of age in the general population of both counties, 
they represent approximately 34 percent of 
abused children. Thus, younger children tend 
to be overrepresented in the client group. Since 
the largest percentage of referrals comes from 
medical sources, it is not surprising that a rela­
tively large proportion of children known to 
the program are under 4 years of age. 

*Lehigh County population data are based on 1970 
census data, while Northampton County population 
data are based on a 1975 estimate of popuiation from 
a local planning agency. 
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Figure 17. Income of families in serviced and area populations - Lehigh County 

THE STAFFING OF THE 
PROGRAM 

The CB in each county provides one coordi­
nator, one supervisor with an MSW for the abuse 
unit, three social workers with an MSW in one 
county, and three caseworkers and one MSW in 
the other county. The MH/MRs provide three of 
the four group co-therapists: an MSW social 
worker, and a psychiatrist in Lehigh County, 
and a psychologist with an Ed.D. in Northampton 
County. In addition, two Home Start workers 
with BA degrees and their supervisor, who has 
an MA in child development, provide regular 
services to the program'f: families. 

While most of the caseworkers have had less 
than a year's experience in abuse cases, the 
sociai work supervisors, the group therapists, 
and one of the coordinators, have had extensive 
experience. Caseworkers work with from 8-19 
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families; 15 families per worker seems to be 
most typical. 

For simplicity's sake, figure 25 includes only 
staff with direct and intense program involve­
ment and does not include other CB and 
MH/MR staff who do make some contribu­
tions to the program, e.g., intake units of the 
CBs, psychologist at the MH/MR who does 
psychological assessment, and the research 
component, etc. 

Program-related research is being conducted by 
two part-time (Ph.D) psychologists from Lehigh 
University and a full-time (MSW) assistant. 

Training for CB abuse workers takes two 
forms: individual supervision and inservice ses­
sions. Individual supervision, provided by the 
unit casework supervisors, is primarily con­
cerned with case management although some 
skill development training may be provided as 
an adjunct to assistance with managing a case. 
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Figure 18. Income of families in serviced and area populations - Northampton CounW 

Caseworkers either participate in the group 
therapy sessions or observe the sessions through 
a two-way mirror. Discussions which follow the 
group meetings provide everyone with an 
opportunity to discuss the therapeutic events 
of the session. 

Monthly staffing meetings also provide an 
opportunity for training, as the caseworkers 
have responsibility for presenting the case and 
participate in the discussion which follows. 
Inservice training sessions, held bimonthly, are 
of a more global nature, often drawing on 
resource persons from outside of the Children's 
Bureaus. For example, pediatricians have spoken 
on the medical aspects of abuse, a representative 
from Head start has presented information on 
working with children, and an MH/MR psy­
chologist conducted sessions on group therapy. 
Sessions oriented to agency functioning have 
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included discussions of the responsibilities of 
other CB units and the administrative aspects 
of case management. Whenever possible, abuse 
unit workers are sent to relevant conferences 
held outside of the CBs as paxt of their formal 
training. 

Until the present, Home Start parent educa­
tors working with abusive families had received 
their training and supervision from within the 
Home Start agency. While parent educators 
maintain close communication with abuse unit 
caseworkers and attend staffings, their training 
has been conducted on a separate basis. Arrange­
ments are now being made to permit Home 
Start abuse workers to sit in on special unit 
supervisory meetings as well as training sessIons, 
in an effort to further strengthen the lines of 
communication while drawing upon available 
potential for training. 



Serviced population 

Area population 

Figure 19. Ethnic breakdown of area and serviced 
populations - Lehigh County 

One important concern relates to the pro­
vision of structures which encourage support 
among staff members. Abuse unit supervisors 
are acutely aware of the potentially high "burn 
out" rate among abuse workers. Understanding 
that cases can be demanding and depressing, 
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Serviced population 

Spanish 
Surname 
3.8% 

Area population 

Figure 20. Ethnic breakdown of area and serviced 
populations - Northampton County 

supervisors have encouraged staff members to 
build close working relationships among them­
selves, so that they can feel that backup is 
available and that there is always someone 
with whom to discuss the emotional, frustrating 
aspects of case involvement. 
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Area population 

Serviced population 

Figure 21. Head of families in serviced and area 
populations - Lehigh County 

01 RECT SERVICES: PRIMARY 
AND SUPPORTIVE SERVICES 

The program offers the following primary 
services. 

• Investigation of reported cases 
.. Case management via the CB caseworker 

assigned to each case 

• Child stimulation via the weekly group 
meeting for children and the weekly 
Home start visits 

• 'l"'reatment via casework intervention and 
group therapy 
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• Supportive services including those regularly 
available at each agency. CB offers 24-hour 
on-call service, foster care, and emergency 
foster care. MH/MR offers psychological 
assessment, as wen as individual and some 
family therapy. Other resources in the 
community are used for services, e.g., the 
department of public welfare, public health, 
family services, Visiting Nurse Association 

• Education of lay and professional com­
munity 

• Agency coordination 

Area Population 

Serviced population 

Figure 22. Head of family in serviced and area 
populations - Northampton County 
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Figure 23_ Number of youth in area and serviced populations - Lehigh County 

INVESTIGATION 

In making a referral, the complainant fills out 
a form called the CY-47 which, following in­
vestigation, is sent to the State registry in 
Harrisburg. Cases in which there is medical 
indication of child abuse are referred directly to 
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the child abuse unit for investigation and valida­
tion_ Investigation includes a home visit, social 
history of the family, and interviews with 
relevant community persons or professionals_ 

In terms of referral sources, table 5 presents 
data from 1974 in terms of percentages of cases 
referred from different sources. 
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Table 5. Sources of referral 

Resources Lehigh Northampton 

Medical sources 80% 60% 
Schools 15% 30% 
Other service agencies 2% 7% 
Relatives and neighbors 1% 3% 
Self-referred 2% 0% 
Total 100% 100% 

During 1974, the Lehigh County program 
received referrals on 55 families, 41 (75 percent) 
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of which were considered valid. The North­
ampton County program received reports on 
29 families of which 14 (50 percent) were 
considered valid; 6 were nonvalid and 9 were 
not determinable. A total of 20 cases was 
accepted for treatment. 

Currently, the Lehigh program has 55 abusive 
families who are in active treatment with a total 
of 124 children. Forty-four (35 percent) of the 
children are in placement. The Northampton 
program has 46 families in active treatment with 
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Figure 25. Program staffing 

a total of 98 children. Thirteen (13 percent) of 
the children are in placement. 

Reporting professionals as well as CB staff 
are encouraged to be forthright about letting 
families know of the report to CB and of their 
belief that the injury could not have been an 
accident. At this point (if not before) the client 
is introduced to the child abuse caseworker who 
will be directly involved in the treatment and 
who will, at the same time, coordinate all other 
services. 

When it is clear that there has been abuse and 
that the child cannot remain at home, the 
parent(s) signs a voluntary placement of the 
child to the CB. In approximately 10 percent of 
all cases in Lehigh County, the parents refuse to 
place the child and are taken to court. In North­
ampton County, it is necessary to take the 
family to court to place a child approximately 
60 percent of the time. In all cases, CB tries to 
offer services to the parent. Even among parents 
who refuse, there is considerable persistence in 
trying to get them to accept help. In these cases, 
the approach used is to agree with the parents 
that the abuse cannot be proven and to identify 
a common. issue which can be addressed, e.g., 
the preoccupations, tensions, or lack of knowl­
edge which led to the parents' inability to pro­
tect the child and to prevent injury. Program 
staff feels that the best chance for the establish-
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ment of a therapeutic alliance lies in finding a 
common ground for discourse, rather than in 
engaging in accusations or counteraccusations. 

CASE MANAGEMENT 

Case management responsibility rests with 
the CB caseworker. Each worker works with 
from 8 to 19 families. Families are seen in the 
home for 1-2 hour sessions from two to four 
times each month. 

As part of their case management responsi­
bilities, workers may transport clients and their 
children to the group meeting, may participate 
in the group therapy-keeping the group 
therapists regularly informed about new devel­
opments, may coordinate and exchange informa­
tion with Home Start staff, and may coordinate 
health, day care, foster care, housing, and 
welfare services on behalf of their clients. 

TREATMENT 

Treatment in this program takes many forms. 
Individual, couple, and some family therapy are 
conducted by the CB social workers or by 
MH/MR staff. Therapists talk with the parent(s) 
about their difficulties with each other or in 
other relationships which leave them angry and 
dissatisfied; the inability to support and help 



each other is highlighted and discussed. Similarly, 
the parents' relationships with their children are 
discussed and attempts are made to induce the 
parents to see their children more realistically. 
Knowledge of children, of developmental stages, 
and of alternative ways of disciplining children, 
are explored. Some therapists hold a series of 
meetings with the extended family in order to 
explore relationships, to help the nuclear family 
set limits on the intrusiveness of the extended 
family, and/or enlist the support of the extended 
family for the nuclear family. In a few cases, 
when older children are involved and the parents 
ask for help in managing the child, family 
therapy is recommended in an effort to reduce 
the amount of conflict in the family. 

In a few cases, where it is felt that an older 
child needs treatment, children are in individual 
therapy at the MH/MR unit. Generally, however, 
children are not treated, in the strict sense of the 
word. For example, children living at home, 
whose parents participate in the group therapy, 
are brought to the weekly group sessions for 
children. These sessions, led by college volun­
teers, are designed to provide children ages 2-12 
with a constructive opportunity for socialization 
with their peers in the context of a firm but 
supportive contact with adults, The student 
volunteers are supervised by the CB supervisor 
or coordinator. Weekly Home Start visits repre­
sent the final form of direct intervention with 
children. 

In work with the families, caseworkers focus 
on improving functioning with children in the 
home and on maintaining contact with children 
in foster care. Caseworkers participate in most 
visits between parents and their children in 
foster care. If CB feels it is necessary to remove 
the children, the caseworker continues to work 
with the parent(s). As a result of their experi­
ences with intrusive extended families and a 
realization that abusive parents are often locked 
in a hostile, symbiotic relationship with their own 
parents, it is CB policy that with rare exceptions 
children are not placed with grandparents. 

Those few couples who are not suitable for 
group therapy, or who need additional help, are 
seen in couple therapy, which is seen primarily 
as an adjunct to group therapy, particularly in 
times of crisis when there simply is not enough 
time to work through problems. A few couples 
who are not suitable for a group, or who have 
refused group therapy, are seen by MH/MR staff 
in addition to the caseworkers' contacts. 
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Group Therapy 

The psychotherapy of choice in this program 
is group therapy. Somewhat fewer than half of 
the families in the two abuse units participate in 
the group therapy program. Criteria for exclusion 
of clients include the following: inadequate 
intellectual resources to participate in and 
benefit from a dialogue with others or to see the 
possibility of alternatives; strong resistance 
which takes the form of extreme hostility, bait­
ing others, and/or sabotaging the group by 
monopolizing its time with diatribes about how 
the person shouldn't be there; and acute psy­
chosis. Groups are open ended so that a couple 
can join at any time. It is not uncommon for a 
couple or an individual to leave the group for 
6 months to a year after a period of involvement 
and then to return once again for another year. 
Some couples have come because they are court­
ordered and, while everyone agrees that voluntary 
participation is better> several of the court­
ordered couples have become very involved in 
the treatment process. 

The task of preparing an individual or couple 
for referral to the MH/MR treatment program 
belongs to the caseworker. The caseworkers deal 
with initial resistance and anxieties and explain 
the group process to the potential new 
member(s). Following this initial phase, potential 
new members are seen by one of the group's 
co-therapists for an interview. Generally, psycho­
logical assessment is done only after initiation 
into the group, as the experience has been that 
too many intake demands only serve to heighten 
the resistance of new clients. . . 

Each of the three groups meets once a week 
for 1 to Ph hours and each has approximately 
six to eight members. The membership of the 
groups is mixed in that it includes couples as 
well as single parents. While the single parents 
tend to be women, either partner in a couple 
may, for awhile, attend without his/her spouse. 
In the case of psychological couples, attempts 
are made to involve boyfriends although there is 
some concern that this may serve to cement 
negative relationships which might otherwise 
not be cemented. 

Each group has four therapists: twp co-leaders 
and two caseworkers, one from e.ach county 
since families cross county lines t() be in the 
group of their choice. The group co;~eaders take 
major responsibility for the groups, but all 



four professionals take turns confronting, sup­
porting, mediating, and integrating. 

Because the CB caseworker is most often the 
one who brings up information from the previous 
week with which the client may not wish to 
deal, the ca~eworkers are likely to engender 
considerable' hostility. Care is taken to ensure 
that all professionals do their share of confront­
ing, lest the negative feelings toward anyone 
professional become so strong as to disrupt 
either the group process or the individual client/ 
caseworker relationship. 

Professionals share their feelings with the 
group if the feelings are reactive to what some­
one in the group is doing or feeling. Professionals 
do not share their problems or unrelated feelings 
with the group. 

Group members discuss their problems or the 
week's difficulties and others relate their own 
experiences to these problems, either spontane­
ously or in response to a question from one of 
the professionals. A single theme is sometimes, 
but not usually, pursued. Thus, clients tend to 
take turns, each person or couple bringing up a 
problem and then generating some related dis­
cussion. Continuity from week to week is not 
usual unless everyone has agreed in the previous 
week to discuss a particular issue in the next 
session. 

The Northampton County group, which 
meets in the CB bUi1ding so that the children 
are in the next room playing with three volun­
teer college students, has joint sessions between 
parents and children approximately every 6 
weeks. In these sessions, professionals play 
with the children, parents are encouraged to 
join in, and the emphasis is on modeling more 
comfortable and adaptive parent-child relation­
ships. For instance, at Christmas, one of the 
group's fathers dressed up as Santa Claus and 
distributed presents to all the children who took 
turns sitting in his lap. 

The process of the groups is described as 
psychoeducational in that it combines a psycho­
therapeutic and an educational approach. The 
life of any given member in the group is char­
acterized by four broad stages: the stage of 
resistance and mistrust, the stage in which a 
working relationship is established, the stage 
of working through and of assisting others in 
the group, and the final stage of termination 
and followup. Average tenure in the group is 
approximately 1 year, although some have 
been members for nearly 3 years. 

Clients are encouraged to socialize with each 
other outside of the group meetings and in some 
cases do provide each other with a great deal of 
support. This aspect of the group is aimed at 
reducing the social isolation of the clients. 

While most group sessions involve discussion 
of problems that clients bring up, some special 
techniques are occasionally used. Both role 
playing and specific assignments for what is to 
be done in the days following the session are 
sometimes used. 

Following the sessions, one of the groups has 
an opportunity to meet without leaders and to 
discuss whatever they want. The purpose of this 
is to allow clients a time for debriefing without 
the intervention of the therapists. 

Criteria for termination, not only from the 
group but from CB services, include: the ability 
to see some worth in the child; awareness of the 
child's dependent status; signs of some pleasure 
in the child; acceptance of responsibility for the 
child's well-being; awareness of the fact that 
small children are unable to nurture their 
parents; relief from situational stress; willingness 
to seek help and assistance; ability to express 
feelings, to take a place in society, to establish 
an . adequate self-image; ability to have male­
female adult relationships, and to differentiate 
and establish a family system which is separate 
from the extended family. It is reported that CB 
services continue at a reduced level for approxi­
mately 6 months after improvements are seen in 
order to ensure that the gains are maintained. 
The availability of staff, at any time that the 
parent feels unable to cope with a given child, is 
repeatedly stressed and parents are told both 
during ongoing treatment and at termination, 
" ... the time may come when you will feel 
like hurting this child. Don't do it-call us and 
we will help you." 
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The cases which follow are intended to 
illustrate the treatment style and philosophy 
of the program: 

Belle and Arnie 

Belle and Arnie's child Joseph was first 
referred to CB by a pediatrician. Joseph had 
come into the hospital with extensive injuries; 
skeletal x-rays showed wany different fractures 
in various stages ofheaJing. The parents' response 
to the pediatrician's cpncern was a third-party 
accusation involving a c.aretaker. The caseworker 
became involved in the case after 3 weeks in 



intake and was involved in a series of community 
interviews around the credibility of the care­
taker. It was established that the caretaker was 
not responsible. Since it was decided that 
Joseph would have to be placed in foster care 
upon his release from the hospital and since the 
parents refused to put the child in placement, 
CB filed a petition to the court requesting 
placement. Following several court appearances 
which required extensive preparation, the court 
agreed to keep Joseph in placement. 

Belle and Arnie came to the group and 
initially only wanted to convince the group of 
their innocence. The group was able to deal 
with this and point out the level of responsi­
bility to the child regardless of their role in the 
abuse. In addition, the caseworker redefined 
the contract with Belle and Arnie away from 
guilt v. innocence to more effective nurturance 
and parenting. Following this restatement of the 
issue, the parents began to see the caseworker 
and the group as friends and allies. 

As the positive therapeutic alliance between 
the caseworker and the couple developed, 
Belle and Arnie began to discuss some of the 
acute tensions in their lives. Arnie felt controlled 
by his authoritarian father who had never given 
him much affection but who expected obedience 
and acquiescence. Belle felt unaccepted and put 
down by her father-in-law; but other than to 
complain about him at moments of anger, 
she and Arnie never discussed how both of 
them felt controlled and manipUlated by Arnie's 
father. For the first time, Belle and Arnie began 
to discuss these feelings and to support each 
other so that eventually Arnie was able to 
confront his father with his feelings. 

Similarly, they began to deal with their own 
relationship and the fact that Belle, who needed 
and looked for a great deal of support, got very 
little from Arnie. He became aware of his lack 
of assistance in terms of child care and grew 
more sensitive to her needs. 

Joseph, who was returned after 4 months, did 
very well upon his return. During sessions with 
the family in their home, he was generally 
present and the caseworker would casually play 
with him and model things that the parents 
could do. As Arnie became more involved in the 
care of his son, he began to see him as more of 
a person and to derive much more pleasure 
from him. 

Following the final hearing, the family chose 
to terminate but did come for a series of follow-
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up sessions to the group and with the caseworker. 
A 6-month followup visit showed that the 
family was still doing well. 

Alice 

Alice, a woman in her early twenties, had 
been known to CB since she was a little girl. She 
grew up in foster homes and institutions, was 
known to the police and probation, and had 
early psychiatric problems including suicide 
attempts. She has had one child in foster care 
since birth and has a toddler at home. Alice has 
an explosive temper, is frequently enraged and 
involved in battles wit.h her neighbors, and is 
desperately attached to and dependent on her 
little girl, whom she perceives as her only source 
of gratification. Initially her sole companion, she 
was the constant brunt of her temper outbursts 
and frustrations with other people. Moreover, 
she was so controlling with her that she was 
quite unable to allow her to play, feeling that 
she did not use her toys properly and was too 
messy. 

Intensive casework, group therapy, and the 
Home Start program have produced considerable 
change. The caseworker and the group have 
continued to confront Alice about her harshness 
with the child and her inability to allow any 
separation. Eventually, Alice was able to allow 
her participation in day care. She has become 
willing to try what the Home Start visitor does, 
but this has to be handled with great delicacy 
lest she abuse her daughter for not completing 
Home Start set tasks. Fortunately, the level of 
coordination between Home Start, CB, and 
MH/MR is so good that the Home Start visitor 
is attuned to the possibility that Alice could 
perceive her games as a series of tests for the 
child. 

Recently, following an angry outburst, Alice 
became abusive toward her daughter but stopped 
herself and called CB for help. She was given 
some very specific directions as to what to do 
and was able to follow them to the letter. When 
she told the story to the group, one of the 
members began to say that she was slipping 
back to the old abuse days; Alice was able to 
defend herself. and point out the differences. 
She made it clear that this was an isolated in­
cident which she disliked and sought to control, 
following a period of playing, and a positive 
relationship which was quite different from the 
past where she never played with the child and 
only experienced her needs as unreasonable. 



Hilary and Harry 

This couple has five children, the older three 
are from Harry's first marriage. Currently, all 
five children are in foster care as the mother has 
at various times abused and been unable to 
relate to all five of them. The three older children 
are 9, 10, and 11 years old, which is older than 
most children served in the abuse program. The 
elder daughter is being seen by a child psychia­
trist at the MH/MR. 

Therapy with this couple, which takes place 
in one of the groups, is centered around trying 
to make Hilary and Harry responsive to each 
other's needs. She tends to be chronically 
depressed, whiney, and demanding and he has 
been unable to respond to her. Initially, he felt 
that as long as he kept a job and supported his 
family he had fulfilled his marital and paternal 
responsibilities. He was mistrustful of Hilary's 
fidelity and rather insistent that she remain at 
home. She felt stifled in a state of total isolation 
and deprived of adult company. 

Initially~ she monopolized the group sessions 
and complained about her husband while he 
made statements to the effect that he was not 
interested in her compla.nts. 

After 5 months in the group, Harry has 
become much more supportive of his wife and 
more helpful. He has been able to allow her the 
enjoyment of her own part-time job and has 
been less likely to work overtime and ignore her. 

Hilary's mother is a very domineering, intrusive 
woman. Recently with the support of the group, 
Hilary has been able to set limits on her mother's 
intrusiveness. 

Currently, there has been sufficient improve­
ment that three of the children are being slowly 
reintroduced into the home. The three children 
have been spending weekends with their parents 
and it is reported that Hilary and Harry are more 
sensitive to each other's and to the children's 
needs. 

Individual Casework 

The following case illustrates the enormous 
difficulties sometimes involved in working with 
resistive families and in validating cases in the 
face of persistent parental denial. It also illus­
trates a growing knowledge of how to approach 
such situations in terms of approaching the 
parents on the issue of the difficulties they 
are having with the child rather than on abuse. 

90 

Marjorie 

Marjorie and her husband have three children, 
the youngest of whom is now 6 years old. This 
youngest child, Shirley, was first referred to 
CB when she was 4 weeks old by a physician 
who filled out a CY -4 7 because she suffered 
from first and second degree burns over various 
parts of hn body. She also had several hema­
tomas and abrasions. The parents claimed the 
injuries were an accident and refused contact. 
The case Waf eventually closed. 

When Shirley was 4 years of age, she was 
referred by a relative who suspected abuse but 
had no evidence. The family refused to work 
with CB without a court order and the relative 
refused to testify. Once again, the case was 
closed. 

When Shirley was 6, she was referred by the 
elementary school which filed a CY -4 7. The 
child reported being hit by the mother who 
denied this and said the bruise was from an 
accident. The school reported that the child 
is retarded and erT'.o tionally deprived. 

A worker in the new abuse unit began to 
work with the family asking them to talk about 
their views of this child. The father described 
her as demanding, obnoxious, and having a 
terrible temper. The mother also discussed her 
difficulties with the child and her dislike of her. 
The worker introduced the mother to Parent 
Effectiveness Training; the mother has become 
involved in working with Shirley and now sees 
the worker as a helpful person who is addressing 
her problems. 

The following case also illustrates the han­
dling of initial resistance and the case manager 
role of the caseworker in terms of introducing 
a v8xiety of services to a family and ensuring 
that the services continue to be used. 

Molly 

Molly and her husband have two children: 
Don, age 2, and Donna, age 10 months. Donna 
was referred as a young infant; she had been a 
premature child, weighing 3 pounds at birth. In 
the ensuing 4 months she ~?!..'1ed a total of 3 
ounces and was referred to the hospital by the 
family pediatrician who filled out a CY -4 7. The 
child was brought naked to the hospital in 30° 
weather and was diagnosed as suffering from 
severe malnourishment. The baby gained weight 
in the hospital and the CB worker began his 
contact with the family in the hospital. 



---------

The worker set up a program with the family 
in which it was agreed that the pediatrician 
would see the family every 2 weeks, a visiting 
nurse would come weekly, and that Home Start 
would also make weekly visits since the mother 
had also identified the older child as a problem. 
The father was resistant to Home Start, but the 
worker stated firmly that he wanted them to try 
it and see for themselves if it was helpful. 

At this point, all of the above services are in 
place and the CB worker gees the couple two 
times a month to help them focus on their 
problems with each other and with their extended 
family. They are beginning to listen to each 
other and to respofi~ to each other's needs and 
the children are reported to be doing well. 

THE SERVICE DELIVERY SYSTEM 

This section provides a description of two 
additional components of the child abuse pro­
gram: Home Start and the Lehigh University 
Center for Social Research. 

Home Start is a special option to a Head 
Start program and is designed to teach parents 
to teach their children. Instruction is provided 
in the family's home on a weekly basis by a 
specially trained Home Start educator. Begun 
in order to service families in rural areas whose 
children might not otherwise have the advantages 
of a preschool program, the Home Start pro­
gram in this region is now in its second year. 
Abusive families were not originally a focus of 
the program. 

In October of 1974, the Home start super­
visor hired two educators, one for each county, 
and began visiting those families referred by 
CB. While the home educators can each work 
with 15 families, each is presently serving 11 
families. 

The visits made to abusive Home Start families 
are not unlike those made to other Home Start 
families. They consist of planned activities 
based on the curriculum developed for the child 
and mother. The parent is taught to help the 
child with the task, the educator explains the 
importance of the task, what skills it is designed 
to build, and what level of skill the parent can 
expect the child to exhibit. In addition, the 
educator spends time talking to the mother 
about any difficulties she may be having either 
with her child or her family, or any areas she 
may wish to discuss with another adult. The real 
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difference between the ongoing Home Start 
program and the program for abusive famiHes is 
in the area of service coordination. While the 
special Home Start workers receive guidance 
from their supervisor, they are also in ver; close 
contact with the CB caseworkers. If the Home 
Start visitor learns of a new situation developing 
in the client's home or of a new service need, 
this information is relayed to the family's CB 
worker. Similarly, CB workers inform the Home 
Start visitors of such occurrences. This flow of 
communication is vital to a coordinated service 
delivery system as, very often, due to the way 
in which a family may perceive one or another 
worker, the Home Start and CB workers do not 
receive the same information from the client. 
While a mother may feel comfortable discussing 
a particular issue with the Home Start visitor, 
she may not mention it to her caseworker, or 
vice versa. Thus, in order to obtain a complete 
picture of the family, both workers speal\: to 
each other several times each week and both 
attend the monthly case staffings. At present, 
in order to further enhance communication, 
plans are being made to have the Home Start 
visitors observe group therapy sessions and to 
be part of each county's CB special unit super­
visory meeting. 

The professional staff of the L,ehigh University 
Center for Social Research have been involved 
with the CB special units since the project's 
conceptualization and the development of a 
funding proposal. As such, the research unit is 
an integral part of the total program. 

At the time of the site visit, research efforts 
were just beginning. A review of the relevant 
literature was underway, hypotheses grounded 
in the literature were being developed, and data 
collection instruments for use in assessing pro­
gram effectiveness were being designed. The 
research team had spent a great deal of time 
with staff from each of the participating agencies 
helping them define and operationalize their 
objectives so that meaningful instruments could 
be developed. 

The purposes of the research project are 

• to design a coordinated recordkeeping 
system 

• to assess the quality of parent.child in­
teractions 

• to assess changes in parents 
• to assess children, both in groups and 

individually 



• to prepare an expanded annotated bibli­
ography 

• to prepare a community census 

In addition to these formal objectives, the 
research team is developing its materials in such 
a way as to permit their use in training both 
parents and agency staff. Thus, in order to 
assess parent-child interactions, the team is 
videotaping the mother and child as they per­
form a series of prescribed tasks. Interactions are 
then coded and the tape can be shown to 
mothers to make them more aware of the man­
ner in which they relate to their children as well 
as shown to workers involved with the family 
who will be able to use it in determining those 
areas in which further help is needed. It is 
planned that several assessment areas will be 
videotaped so that training "records" will be 
developed. 

COMMUNITY EDUCATION AND 
TRAINING SERVICE PROVIDERS 

Until the current year when special funding 
was received, most of the staff energy has been 
invested in the development of a treatment 
program and in developing working relationships 
between the participating agencies. However, 
throughout this period, staffs of the MH/MR 
and of the CBs have given presentations at the 
local hospitals, have talked with school officials, 
and have talked with local community groups. 

As part of the new funding, the coordinators 
in each county are engaged in considerable train­
ing and speaking efforts in the community. 
Already, neighboring counties have expressed an 
interest in setting up a similar CB/MH/MR pro­
gram and they are being assisted in this process. 
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There is every expectation that over the next 
3 years, staff from this program will reach a very 
large number of service providers and community 
gl'OUpS both in the demonstration and in the 
neighboring counties. 

SUMMARY OF KEY FEATURES 

The most unusual feature of this program 
is the level of coordination and joint therapy 
between the public agency with mandated 
responsibility for child abuse cases, Children's 
Bureau, and the mental health agency. Because 
of this strong collaborative relationship, this 
program represents an important model for 
public social service agency and mental health 
center cooperation. The social service agency 
is able to provide a broader repertoire of thera­
pies to its clients and to provide quality training 
to its caseworkers who learn a great deal in their 
work as co-therapists to mental health staff. The 
mental health agency staff feels more comfort· 
able and secure in working with the families 
because of the participation of the social servIce 
agency workers who provide the initial experi­
ence with abusive parents and who serve as a 
link between the family and a variety of con­
crete services. 

Another unique aspect of this program is the 
cooperative relationship between the child 
welfare agency and Home Start. This effort 
represents an important attempt to work with 
the children and to counteract some of the 
negative effects of abuse and inadequate 
stimulation. 

The highly developed group therapy program, 
the caseloads of less than 20 for staff in the 
abuse units, and the emphasis on intensive 
treatment are important features of this program. 



Chapter IV - Community-Based Team ProQr~!Ts:; 

I NTRODUCTI ON 

The two programs presented in this sect.ion 
represent community-based efforts aimed at 
better coordination of services and at increasing 
the capability of anyone agency. Neither pro­
gram receives any furiding and both programs 
are located in relatively small communities in 
States in which most of the population lives 
in rural areas and in which no single agency 
has the full armamentarium of resources and 
consultants necessary to provide effective 
services to abusive and neglectful families. The 
public social service agencies lack the profes­
sional social work staff or the consultative 
services which would allow them to effectively 
carry out their responsibility under the law to 
deliver services. Understaffed and without 
adequate resources, the public agencies primarily 
conduct investigations, link families with re­
sources, and respond to crisis situations. The 
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development of sustained therapeutic relation­
ships is really not possible in most instances. 
Both programs illustrate the difficulties in in­
teragency relationships which have to be resolved 
before the team can begin to function effectively. 

The Billings and Laramie teams repr;;'l'ent 
marked differences in implementation. The 
Billings Team is designed as a community 
effort to provide consUltation around case 
disposition; the team does not act as a treatment 
unit. The Laramie Council is designed primarily 
for the purpose of community education, 
whereas the treatment team acting as a unit 
provides treatment to families and reviews 
weekly what each member has done with each 
family. 

The Laramie Program is noteworthy because 
it is only one of two programs visited (Lehigh­
Northampton is the other) where the mental 
health center has taken an active responsibility 
for the development of a responsive treatment 
program. 



The Billings Child Abuse and Neglect Community-Based Team 
Billings, Montana 

by Monica Holmes, Ph.D., and Douglas Holmes, Ph.D. 

Team Coordinator: Doris Olsen, MSW: St. Vincent's Hospital 
Protective Services: Joseph Cahill 

START-UP 

In 1967, the Montana legislature passed 
legislation requiring that all abuse and neglect 
cases be reported both to the local department 
of welfare and to the county attorney's office. 
In 1970, the county attorney for Yellowstone 
County became involved in a case of child abuse 
which was known to the chief of social services 
at St. Vincent's Hospital (later to become the 
team coordinator) and to a pediatrician (later 
to become a team member). The family was 
known to several agencies but the county 
attorney experienced considerable difficulty 
in obtaining necessary information from the 
other agencies involved in this particular case. 
Frustrated by this lack of coordination among 
agencies and wanting to gain some specific 
knowledge about child abuse, the county attor­
ney attended a training session in Denver at 
the suggestion of the hospital chief of social 
services. Following this session, the county 
attorney, the chief of social services, and the 
pediatrician joined together to form the nucleus 
of what was later to become the. child 
abuse team. At this time, it was recognized that 
no single agency in the community had the 
resources and expertise necessary to deal effec­
tively with all aspects of child abuse, and a 
team approach was planned as a solution to this 
problem. The county attorney took the lead 
in seeking to broaden the team. The team was 
established with considerable effort; concern 
about jurisdiction, about roles of various mem­
bers and their agencies, about possible criticism 
over the handling of cases, all represented con­
straints to the formation of the team. Despite 
these obstacles, persistence of concerned profes­
sionals, most particularly of the county attorney 
and the future team coordinator, led to the 
formation of the team in February 1972. By 
the time of initiation, jurisdictional issues had 
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been sufficiently resolved to permit participa­
tion of all relevant agencies, and St. Vincent's 
Hospital had agreed to provide space, including 
permission to maintain a central registry of cases 
detected in Yellowstone County. Since that 
time, the State Social and Rehabilitation Services 
(SRS), the agency to which the local county 
welfare department reports, as well as the 
Yellowstone County Welfare Department, have 
played a major role in providing support to the 
team and its approach. 

While there is no clear ll'gal statute which 
either permits or prohibits the functioning of 
the team, the legal basis for the operation of 
the team stems from the fact that the county 
attorney may, by j.\1ontana law, call upon any 
relevant agency to provide information relating 
to a specific case of abuse or neglect; the team 
is regarded, in this sense, as an "agency" 
designated by the county attorney to provide 
this information. In effect, the team is seen, 
legally, as a consultative body to the office of 
the county attorney. 

As attested to by the continuity of team 
membership and by the regularity of participa­
tion in the weekly team meetings, the problems 
of start-up have been resolved, although it took 
approximately a year for the team to define its 
functions, chart a regular course of operation, 
establish collaborative relationships among mem­
bers, and identify and clarify roles of team 
members. The need for a coordinator and the 
need for the weekly case presentation to be 
focused and to state specific questiC'TIs were 
not immediately apparent, but became evident 
once the team was in operation. 

The stages in the community t€!am develop­
ment have been carefully described in a paper 
prepared by Pete Surdock*, ACSW, which is 

*Mr. Burdock is Assistant Chief of the Social Services 
Bureau, Community Service Division, Social and 
Rehabilitation Services, Montana. 



quoted at some length. The first phase is char­
acterized by 

· .. limited role clarification best exemplified in the 
conflict of who was ultimately 1:esponsible for the 
services to the abused and neglected family. Or to 
state it another way, "Can we trust each other?" 
The second stage of the team's development can be 
referred to as the building of trust or team "morale." 
This is seen in the team's ability to see themselves 
as a functioning consultative unit where opinions 
and observations can be stated and are accepted 
freely and the team identity emerges ... The focus 
is on a coordinated effort with minimal concern for 
"territory or turf," but one of who can best do the 
job in this case or what part is played by whom. This 
does not require the SRS social worker to relinquish 
responsibility for the case. It does require the accep­
tance of a new role for SRS workers which is referred 
to as the "case ma.nagement" role .... The third 
stage of development for the team can be referred to 
as the continuation not termination stage. This 
arrives after the team has achieved a grC:lUpness and 
realization of their effectiveness as a unit .... 

The Billings team can be characterized as a 
well-implemented community team in terms of 
the collaborative relationships among members. 

PROGRAM OBJECTIVES 

The objectives of the team are as follows: 

.. To provide expert consultation services to 
the county attorney so that he can make 
informed decisions as to whether or not 
cases will be prosecuted and what recom­
mendations to make to the judge 

• To provide consultation services to the 
department of public welfare in terms of 
recommendations for case management and 
disposition 

• To serve as a coordinding mechanism for all 
agencies with an interest in child abuse and 
neglect 

• To serve as a visible community resource 
for the handling of child abuse and neglect 
cases 

Above all, it is the opinion of all team mem­
bers that such a team is necessary because no 
single agency has the resources to cope with 
the problem. 

PROGRAM AUSPICE 

The team includes one, and in some cases two, 
representatives from each of the following 
agencies: 
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• county attorney's office 
• department of public welfare 
• St. Vincent's Hospital 
• regional community mental health center 
• health department 
In addition, the team includes three com­

munity professionals who attend regularly: 
two pediatricians and a psychiatrist. However, 
none of these agencies constitute an auspice. 

PROGRAM COSTS AND SOURCES 
OF FUNDING 

The team receives no funding and expends no 
money: all of the team members volunteer their 
time. However, the Junior League of Billings, 
Inc., and the Montana chapter of the National 
Association of Social Workers did provide funds 
for printing a public information brochure about 
child abuse and neglect. 

FACILITIES 

Team members use the facilities of their 
regular agencies and meet at St. Vincent's 
Hospital. 

COMMUNITY AND PARTICIPANT 
CHARACTE R ISTICS 

The population of Billings is 67,000. While 
SRS maintains extensive data based on cases in 
the entire State of Montana, a specific break­
down of the 42 validated cases in Yellowstone 
COltnty is not available. Therefore, the data 
presented here are based on State rather than 
Yellowstone County characteristics. All data 
are based on the first 6 months of 1974. 

SRS received validated reports on a total of 
87 abusive and 163 neglectful families (123 
abused and 283 neglected children). Approxi­
mately 41.7 percent of these cases are defined 
as recidivistic in the sense that the agency had 
previous records of abuse or neglect. While 
some were ongoing cases, the majority had 
already been closed prior to the new report. 
Approximately 11 percent of all client children 
were in placement in 1974. 

As can be seen from figure 26, abusing and 
neglectful families are underrepresented in the 
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Figure 26. Income 

higher-income groups. While 38.5 percent of 
the general population has incomes of $10,000 
or more, only 3.2 percent of client families have 
such incomes. Similarly, while 24.4 percent of 
Montana families have incomes of $7,000-
$10,000, this is true of only 10.8 percent of 
client families. Similarly, while 43.2 percent of 
the client families have incomes under $5,000, 
22 percent of Montana families are in lower­
income groups. 

Figure 27 displays data on the ethnic status of 
Montana and client families. American Indians, 
who represent only 3.1 percent of the State's 
population, are overrepresented in the client 
group, as they comprise nearly 20 percent of 
client families. In general, other ethnic minority 
groups, i.e., Spanish-surname and black families 
are overrepresented in the client popUlation. 
As these groups are generally overrepresented 
among low-income families, it is not surprising 
that ethnic minorities are overrepresented 
among client families. 

Data on age distribution of children presented 
in figure 28 show that the largest single group of 
client children (33.5 percent) are 12 years of age 
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and over, whereas children 0-3 represent the 
smallest client group (16.6 percent). This rela­
tively small percentage of children 0-3 and the 
relatively high percentage of children 12 and 
over is likely to be directly related to thc1 sources 
of client referral. In hospital-based programs the 
majority of children referred are three and under; 
however, only 7.4 percent of SRS referrals come 
from hospitals. 

The sources of referral are presented below 
and, as can be seen from table 6, hospitals repre­
sent only a small proportion of all referrals. 

Table 6. Sources of referral 

Source 

Neighbors 
Law enforcement 
Schools 
Public social agencies 
Relatives 
Public health nurses 
Hospitals 
Other agencies 

Total 

Percent 

21.2 
17.2 
15.8 
12.8 
12.8 
9.5 
7.4 
3.8 

100.5 
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THE TEAM IN OPERATION 

The local department of welfare investigates 
each case in order to validate reports of abuse 
and neglect. The department's findings are 
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reported to the county attorney who must make 
decisions as to whether or not to bring the case 
into civil or criminal court and what action 
recommendations to make. In civil court the 
choices include: request for investigative author­
ity, temporary or permanent custody of the 
child, and participation in certain health and 
social service programs by the parents. 

The team meeting is designed to provide 
consultative services to the county attorney 
regarding his recommendations and to the 
department of welfare regarding disposition and 
management. Most cases are brought to the 
attention of the team either by the county 
attorney or by the department of welfare. In 
some cases, the reporting source for a particu­
lar case, e.g., the hospital, may request the 
staffing of a case. 

Team members are present at all meetings; 
sometimes other relevant individuals are present, 
e.g., police, teachers, 01' family physician. These 
individuals are part of the extended team. 

The actual staffing conference starts with a 
brief presentation of the case and a statement 
as to the questions to be addressed by the 
team. 'Typically, these include questions about 
what recommendations to make to the county 
attorney, development of a case management 
plan insofar as the coordination of services is 
concerned, and a decision as to whether there 
is any additional information which needs to 
be collected. Anyone case may be staffed one 
or more times; to date, no case has been staffed 
more than four times. 

The team coordinator has developed and 
maintains a local registry of child abuse/neglect 
cases. By arrangement with the county attorney's 
office, the team coordinator receives a copy of 
each reporting form filed with the county 
attorney's office. The coordinator mruntains a 
file of these forms which provide family identify­
ing information, the nature of the offense, and 
the referral agency. Upon request from a quali­
fied source, e.g., physician, health and welfare 
agency, etc., the coordinator will indicate that 
the family/child is listed in the registry and pro­
vide the identity of the referral agency, which 
can then be contacted for further information. 

Appro~imately 75-80 percent of the cases 
reported to the department of welfare are 
staffed by the team. 

The team serves as a consultative and co­
ordinating mechanism; it does not serve a 
case management or treatment function. Case 
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management or ongoing responsibility for 
service coordination and treatment are the 
responsibility of the department of welfare. 
Some clients are referred to the community 
mental health center for treatme.l1t. 

TREATMENT 
The great majority of families receive counsel­

ing services from protective services staff within 
the department of welfare. The protective ser­
vices unit has one intake-crisis intervention 
worker, four workers, and one supervisor. None 
of these individuals has an MSW and they differ 
in the number of years of experience and the 
kinds of experience they have had. Moreover, 
the annual turnover rate is often more than 100 
percent, as several workers may fill a single 
position in a single year. 

The thrust of department of welfare services 
is to coordinate whatever other services can be 
obtained through other agencies and to provide 
short-term counseling which will help the family 
make some changes and get back to their pre­
crisis level of functioning. If it appears that the 
child(ren) in a family am in immediate danger, 
they are removed and placed in foster care. 
Approximately 11 percent of all children 
reported are in foster care for an average period 
of 2 to 3 years. Children in foster care place­
ments must be reviewed by a department of 
welfare supervisor every 6 months. The overall 
goal of treatment is the preservation of family 
unity. 

It is estimated that approximately 50 percent 
of the cases are carried from 6 months to 1 year 
but some families are followed for less time and 
some have been known for as many as 4 years. 
Virtually all sessions are conducted in the home. 
Criteria for improvement include willingness to 
accept the department of welfare worker, 
improved home management capability, improve­
ment in the children's appearance, and in the 
case of older children, the ability of family 
members to at least tolerate one another. 

Contact with the majority of those families 
which are not in crisis ranges from once every 
month to once every 2 months. Staff would like 
to see families more often but crises interfere 
with more frequent contacts. Children in foster 
care are supposed to be seen once a month, but 
often are seen only once every 2 months. Once 
the immediate crisis is resolved and the child is 
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determined to be not in danger, the case is 
closed with no further followup. 

Department of welfare :staff identified con­
straints to service delivery which include the 
following: inadequate services at the county 
level, lack of money for consultative and support 
services except in those cases where such ser­
vices are ordered by the courts, large caseloads, 
staff inexperience and turnovel;, the difficulties 
inherent in establishing a relationship with 
multiproblem and sometimes hostile families. 
The caseload of each worker is between 40 and 
50 families. 

Treatment in mo~t cac;es i'~"olves coordination 
of services and one-to-one contact between the 
mother and the worker. In the case of older. 
children, some are seen in treatment and, in a 
few cases, older children are seen with their 
mothers or husband-wife couples are seen 
together. One of the staff does some work with 
children at the Receiving Home one afternoon a 
week. These are children who are awaiting foster 
care placement or possible return home follow­
ing department of welfare investigation. 

At present there are no groups and no younger 
children in treatment within the agency. 

The following case example illustrates the 
conjoint counseling that some workers do in 
the case of older adolescents. The emphasis 
is very much on reality and what specific changes 
need to be made in order to achieve some modus 
vivendi for all concerned. 

Brenda 

Brenda is a 14-year-old girl who was con­
tinually running away from home and was very 
hostile to adults. She was placed in the Receiving 
Home and then refused to go home to her 
mother.' The worker got the girl involved in a 
hobby-crafts group at the "Y" and began to see 
the girl with her mother once a week. These 
contacts continued for 7 months. The mother 
and daughter, who had refused to have anything 
to do with one another, began to speak. to each 
other. The mother was able to see that she was 
extremely critical of Brenda, that she continually 
put her down, and was overly strict. At the same 
time, the girl began to make her needs known to 
her mother in a more reasonable and acceptable 
manner. 

The following case illustrates the crisis nature 
of many of the cases: 



Bella 

Bella reported to the department of welfare 
that her 9-month-old baby had been kidnapped 
by his father. The baby was under treatment for 
a severe ear infection. The parents had been 
separated but had decided to try getting back 
together again. Finally, the child was located in 
a hospital in Portland with 1050 fever and 
meningitis. The department of welfare sent Bella 
to Portland so that she could be with her baby; 
when Bella and the baby returned, the depart­
ment found an apartment for them. The father 
was referred for treatment at the community 
mental health center but did not go. Ultimately, 
Bella was helped to join her parents in Missouri. 

********** 

The Comprehensive Community Mental 
Health Center receives the greatest proportion of 
its support from the National Institute of Mental 
Health. The center is staffed by 1 psychiatrist/ 
administrator, 4.5 social workers, 9 psychol­
ogists (of whom 5 are at the Ph.D. level), and 3 
psychiatric nurses. No specific differentiation is 
made between cases of child abuse and neglect 
and other cases coming to the mental health 
center. Abuse/neglect is seen as only one mani­
festation of underlying emotional problems. 
Although the center might be characterized as 
providing primarily behavior-oriented therapy, 
diagnostic emphasis is placed upon underlying 
disorder rather than on any categorization by 
behavioral manifestations such as abuse and 
neglect. 

A staff member of the center is represented 
on the child abuse/neglect team. However, 
mental health center staff frequently do not Bub­
mit reports of suspected abuse/neglect to either 
the qepartment of welfare or the county attor­
ney's office as required by law, feeling that 
such report would seriously jeopardize the 
therapeutic relationship. Such reports are made 
only if it is felt that there is imminent danger 
of physical injury to the target child or if the 
therapeutic contact is, in effect, terminated 
by the client without successful resolution of 
the problem. It is estimated that of the approxi­
mate 25 to 30 cases known to the center per 
year which involve child abuse and neglect, only' 
an approximate 12-15 are actUally reported to 
either the department of welfare or the county 

attorney. Following are the mental health 
services provided by the center: 

Initial Screening/Evaluation 

At the time of intake, a general, casework-type 
screening is provided for all clients. Additional 
screening, including psychiatric evaluation, psy­
chological evaluation, and medical diagnosis, is 
provided as indicated. 

Psychotherapy /Cou nsel i ng 

The center regularly provides individual 
psychotherapy, couple therapy, a children's 
therapeutic nursery group, and mothers' groups. 

Therapeutic emphasis is upon reality-oriented 
therapy and upon behavior modification, 
specifically. Case assignment, and thus the 
therapeutic modality, is a function of the 
individual conducting intake who is most likely 
to then become the iTeating person. Cases are 
not discussed prior to assignment to a particular 
therapist, and treatment modality for a particular 
case is determined by the therapist. Treatment 
is short term, with a majority of cases being 
terminated within 3 months and almost all with­
in 6 months. It is felt that cases involving child 
abuse take longer than other cases, i.e., at the 
6-month end of the continuum. There are no 
long-tem1 treatment services available at the 
agency. 

In addition to the treatment modalities 
noted above which are provided by a variety 
of different individuals representing several 
different disciplines, the center also provides 
a day care program which is primarily a behavior 
therapy program for hyperactive children. This 
program is directed by a psychologist specializing 
in early child development and is provided for 
two groups of children, 4 days a week each: 
3- and 4-year-olds meet in the morning, while 
4- to 6-year-olds meet in the afternoon. There 
are eight children in each of the two groups. 

There are also two therapy groups for chil­
dren which meet once a week: one for children 
8-10 years old and one for children 13-15 years 
old. As in the other groups, emphasis in these 
groups is upon behavior therapy. 

An adult day treatment center is also operated 
by the mental health center for two groups of 
patients: one for the chronically ill, and one for 
the acutely ill. Emphasis among the chronically 
ill is maintenance, i.e., postponing or obviating 
the need for hospitalization; a,mong the acute 
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patients, the therapeutic regime usually extends 
for between 3-6 months and again involves 
emphasis upon socialization and behavior 
modification. 

The center is just beginning to develop a 
formal, written treatment plan for each client. 
Particularly through a new research project, an 
effort is being made to develop a specific plan 
for each client in terms of a series of manifest 
treatment goals. Achievement of each of these 
goals is recorded and, if indicated, discussed 
with the pat!. nt. At times, working with 
the patients, the entire plan may be revised, 
extended, etc. 

Center staff has received little, if any, training 
dealing specifically with child abuse and neglect. 
This is both reflective of, and contributing 
toward, the practice of the center not treating 
abuse/neglect cases differently from other 
cases coming to the center's attention. The 
center has no outreach capability and patients 
who are unmotivated or who skip appointments 
are not called or actively pursued. 

THE SERVICE DELIVERY SYSTEM 

All of the individuals interviewed who belong 
to the team, the coordinator, the two pedia­
tricians, the psychiatrist, department of welfare 
staff, the mental health center representative, 
the county attorney, the public health nurse, 
feel that the team has made a great contribution 
in terms of agency education, consultation, 
coordination, and support to the department of 
welfare staff who take responsibility for case 
management. As everyone pointed out, exposure 
to different points of view, availability of psy­
chiatric opinion as to the need for further evalu­
ation and the issues to be considered, availability 
of legal advice, and general exchange of informa­
tion are all extremely helpful. Several team 
members would like to see the team sponsor a 
lay therapist, a parent aide, or a parents anony­
mous program. Several agencies are clearly 
interested in having the team develop a treat­
ment capability. 

The team has served to focus interest and 
awareness. 9! child abuse and neglect in a num­
ber of agencies. The police department, for 
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instance, has two officers assigne&to child abuse 
and neglect, both of whom haV'B been to the 
Denver program for training. The! police depart­
ment feels that not only are they: more attuned 
to abuse and neglect, but that I they are also 
aware of the need for coordinathm with other 
agencies and feel that their relaUonships with 
other agencies have improved considerably. 

Some individual team members have had 
impact on the agencies which t\ley represent. 
For instance, the team coordiJlator, in her 
capacity as director of social s,ervices at St. 
Vincent's Hospital, has conducted training 
sessions for emergency room I~taff and on 
identification for nurses in mateJrnity. Using a 
checklist developed by the teatn, maternity 
staff are encouraged to identify high-risk women 
who they think will experience difficulties in 
child care. Such cases are then followed by a 
public health nurse throughout< the child's 
infancy to ensure adequate care of the baby. 

COMMUNITY EDUCATION 

Various team members have given talks to 
local civic, church, and PTA groups. The infor­
mational brochure, entitled Help, is reported to 
have been given wide distribution throughout 
the community. 

SUMMARY OF KEY FEATURES 

The Billings program illustrates the possi­
bility of overcoming jurisdictional problems 
in the development of a team approach. A team 
in which all members act as consultants to those 
who are required to make decisions or to deliver 
services in a city in which agencies are relatively 
small and lack the resources of comparable 
agencies in larger metropolitan areas is an effec­
tive way of overcoming the lack of resources. 
While this type of team does not address the 
need of many families for a long-term supportive 
relationship and does not increase the level of 
services available, it does serve as a first step in 
mobilizing community agencies to dl3al with 
the problems of abuse and neglect. 



Laramie Child Abuse Council and Treatment Team 
Laramie, Wyoming 

by Monica Holmes, Ph.D., and Douglas Holmes, Ph.D. 

Treatment Team Coordinator: William Edwards, Ed. D., 
Southeast Wyoming Mental Health Center 

START-UP 

The antecedents of the Laramie Program lie 
in the death, from a severe beating, of a Head 
Start child in the summer of 1970. The abusive 
family had been known to virtually every agency 
in Laramie during the previous 5 years; both 
children in the family had been reported to the 
department of public assistance because they 
were chained in the back yard and had been 
seen eating out 0.£ garbage cans. They were 
known to the public health agency, to Head 
Start, and to the community mental health 
center. In 1970, however, there was still no 
concept of a team approach, and the death of 
the child served primarily to heighten institu­
tional defensiveness and denial of responsibility. 

In the summer of 1971, another Head Start 
child with cigarette burns on the scalp and 
bruises over his kidneys was reported to the 
police. No agency action was taken and within 2 
weeks the child was reinjured. Before any action 
could be taken, the family moved away. They 
returned in the summer of 1972, and it became 
evident to Head Start staff that the child was 
severely disturbed and withdrawn. 

Following the severe damage to this second 
child, the Head Start nurse, now a teacher at the 
School of Nursing of the University of Wyoming 
in Laramie, contacted a professor in the Univer­
sity Law School; together they initiated the 
Laramie program. 

The first result of this activity was the creation 
of the Wyoming Child Protection Center. 
Because the State of Wyoming has no medical 
school this was located within the College of 
Law. The center is intended to serve as a clearing­
house for information within an academic 
setting and to provide therapeutic, educational, 
and research services. The center received 
minimum funding from LEAA for 1 year, 
which was used to hire a half-time coordinator; 
it has not received further funding and is there-

fore still in .the conceptualization phase. The 
center did assist in the setting up of teams 
throughout Wyoming, so that currently there 
are teams (either planned or implemented) in 
22 of the State's 23 counties. The center has 
developed a project advisory committee which 
includes representatives from social work, child 
development, and psychology. It is hoped that 
this committee will be able to secure funding 
and provide leadership for the center. 

The program began as an undifferentiated 
Council-Treatment team. At the first meeting 
in July 1972, the problem of the "agency run 
around" and the need for service coordination 
were discussed. The independent, and thus 
limited, functioning of all of the agencies was 
highlighted. Participants at the first meeting 
included representatives from the law school, 
the police department, the Department of 
Public Assistance and Social Services, public 
health, the mental health center, the Laramie 
public schools, family planning, the college of 
nursing, the Council for Exceptional Children, 
and Head Start. 

By February 1973, the decision was made to 
separate the treatment team and council func­
tions, and the first meeting of the Treatment 
Team was held. Initially, the Team was composed 
only of a representative from the Child Protec­
tion Center, the mental health center, the 
Department of Public Assistance, and a private 
attorney. The Team met once a month and 
had very few cases to discuss. Reportedly, 
many "turf problems" developed betwee.n the 
legally mandated Department of Public Assis­
tance (D-P ASS) and the other representatives. 
The Team was seen primarily as a "vigilante 
group," providing a forum for the criticism of 
D-PASS handling of cases. Eventually, in May 
1973, the Team expanded to include representa­
tives from public health, family planning, Head 
Start, mental health, the public schools, and a 
child development center which serves retarded 
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and handicapped children. At that time, the 
Team began to meet weekly and there was some 
evidence of improved interagency relationships 
and coordination. Issues regarding the authority 
of the Team to discuss cases, the nature of cases 
which would or would not be referred by the 
Department of Public Assistance (D-P ASS) to 
the Team, and the benefits of a team approach 
were seriously questioned. The police depart­
ment gave particular impetus to the develop­
ment of a multidisciplinary approach and 
highlighted the limitations of anyone agency 
by reporting all suspected and potential abuse 
and neglect cases to the Team, as well as to the 
mandated public agency. 

Another factor which gave impetus to the 
continuation of a multidisciplinary approach 
was the cohesiveness and interest developed by 
the nonmandated agencies and their determina­
tion to continue as a team, if necessary, without 
the support of the mandated agency. 

Following creation of the Treatment Team, 
the founders of the center within the law school 
turned their attention to the development of the 
Council. In January 1974, a minister in the 
community assumed leadership of the Child 
Abuse Council of which the Team was concep­
tualized as the treatment arm. The Council is 
seen as a citizen's group which promotes public 
education about child abuse, reviews and tries 
to have an impact on legislation, identifies gaps 
in services and works for their development, 
and represents the public interest in terms of 
seeking public accountability from community 
agencies. At present, the Council meets monthly 
and is developing a set of bylaws as a first step 
in applying for corporate status. 

The organizational chart, figure 29, demon­
strates what is anticipated for the future. At 
present, only the Council and its Treatment 
Team are implemented and these represent the 
subject matter of this program case study. 

PROGRAM OBJECTIVES 

The objectives of the Laramie Council and 
the Treatment Team must be viewed separately. 

• The Council 
The objectives of the Council are to serve 
as a policy-making group which can look 
at various aspects of child abuse in the 
community. Community education, public 
accountability of public agencies, and 
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stimUlating the creation of new and respon­
sive services are the central objectives of 
the Council. 

• The Treatment Team 
Conceived as the treatment arm of the 
Council, the objectives of the Treatment 
Team center around diagnosis, case man­
agement through service coordination, and 
treatment. 

PROGRAM AUSPICE 

Neither the Council nor the Treatment Team 
have any auspice under which they fUnction. 
The Council is currently seeking incorporation 
as a private nonprofit agency; once this is 
obtained, the plan is for the Team to function 
as the treatment arm of the Council. 

Team members report that there is no agency 
in the community which could become the host 
agency for a child abuse and neglect program. 
The hospital has no resident staff, which is seen 
as a major obstacle to the creation of a program 
within the hospital. D-P ASS has no social 
workers with an MSW, so that it is felt that 
even though they are the mandated agency for 
providing services, they lack the expertise and 
professional training with which to operate a 
comprehensive treatment program. 

PROGRAM COSTS AND SOURCES 
OF FUNDING 

Both the Council and the Team function on a 
voluntary basis; they receive and expend no 
monies. Consideration is being given to seeking 
some financial support because it has become 
evident that community education and training 
materials would be desirable. In addition, as the 
Council is beginning to seek accountability from 
the Team, the need for some data gathering has 
become manifest; the Council would like to hire 
a part-time data coordinator. 

FACILITIES 

The Team uses the facilities of D-P ASS or of 
the mental health center for its meetings and the 
Council uses a meeting room at the University 
Common Ministry. Individual Team members 
use the facilities of their various agencies; the 
Council or Team as such have no facilities. 
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Figure 29. Proposed organization and function of child protective services in Wyoming. 

COMMUNITY AND PARTICIPANT 
CHARACTERISTICS 

No data are available on the characteristics 
of families which have been serviced by the 
Team. Such information is not recorded on 
individuals and therefore could not be tabulated. 

All of the agencies involved report that abuse 
is rare tmd that most cases involve severe neglect. 
Because there is no physician involvement on 
the Team and therefore no child abuse training 
for the physicians in the community, it is 

impossible to determine how many abuse 
injuries go undetected or are overlooked and not 
reported as abuse. 

Albany County can be characterized as rural 
with approximately 4,248 square miles and a 
population of 26,431. There are approximately 
8,007 households in this area, with an average 
household size of 3.3. 

As can be seen from figure 30, 11.8 percent 
of the families have incomes under $3,000 and 
an additional 11.9 percent of the families have 
incomes in the $3,000-$5,000 range. Thus, 
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Figure 30. Income of families in Albany County 

nearly 23 percent of the families in the county 
have incomes of less than $5,000 for an average 
family of between three and four individuals. 

Spanish 
American 
7% (1800) o 

Black a 1%(179) 

~ 

Other 
5% (1391 

~ ": '. Oriental 
1% (179) 

1'.-,,-@), "'" American Indian 
.3~o (95) 

Figure 31. Ethnic characteristics of families in 
- Albany County 
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As seen in figure 31, 91 percent of the families 
in the catchment area are caucasian, with the 
second largest ethnic group being those persons 
with a Spanish surname (7 percent). 

Children 'Under 19 account for 35.3 percent 
of the total catchment area popUlation. As 
shown in fig:ure 32, children under 10 years of 
age represent the largest age group of children 
in the county. Children under 10 represent 16.7 
percent of all individuals in the county and 44.7 
percent of all individuals 19 and younger. 

COMPOSITION OF COUNCIL 
AND TEAM 

The Council has a fluid membership which 
ranges from 6-30 attendees at any particular 
monthly meeting. 

The Treatment Team has a stable membership 
which, in addition to a lawyer who attends as a 
community professional~. consists of one to 
three representatives from each of the following 
agencies. 



---------------

Under 10 years old: 
4,410 persons 

44.7% of population 19 
years old and younger 

t, t t t , 
. '. ... ... 

10-15 years old: 
2,312 persons 

23.4% of population 19 
years old and younger t t 

16-19 years old: 
3,155 persons 

31.9% of population 19 
years old and younger + .,t 

One figure represents 10 percent of given population. 

Figure 32. The number of children in Albany County 

• D-PASS 
• public health 
• mental health center 
• Head start 
• elementary schools 
• family planning 
~ child development center for preschool 

children 

The Team has no staff as such; the psychol­
ogist from the mental health center serves as 
the team coordinator. 

Throughout its 2-year history, the Team has 
been unable to involve any physician from the 
community in its operations. However, it is 
reported that since the site visit the two pedia­
tricians have begun to show interest in the 
Team and have indicated willingness to act as 
consultants. 

SERVICES AVAilABLE 

Available services are those which are provided 
by the individual member agencies. The Team 
seeks tQ coordinate agency activities, to provide 
all agencies which may be involved in a case 
with relevant information, to mobilize the 
resources of individual member agencies, and to 
ensure that the planned services are actually 
being delivered. At each Team meeting there is 
generally a review of any new abuse or neglect 
cases followed by a brief review of all other 
cases known to the Team. New cases are brought 
to the attention of the Team by member 
agencies, which make their mandated report to 
D-P ASS and voluntary report to the Treatment 
Team. In addition, the Team coordinator checks 
with the police each week in order to determine 
whether they have learned of any new cases. 
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Because the Team meeting generally includes 
a status review of all cases known to the Team, 
there is little opportunity to bring in other pro­
fessionals who may have an interest in, or 
specific working knowledge of, any single case. 
The Team is aware of, and coordinates, service:? 
to approximately 20-25 families at any given 
time. The level of service coordination is high 
and management of cases is discussed not only 
at weekly Team meetings, hut informally by 
various Team ml:lmbers in between meetings. 
For instance, the mental health center staff and 
the public health nurses share a suite of offices, 
and nurses from the different agencies, public 
health, elementary schools, and Head Start, are 
in frequent communication. 

EDUCATION FOI~ PARENTS 

Education about child development and child 
management is available through the public 
health nurses, through staff at the mental health 
center, and through group classes at a private 
nonprofit organization c!llled the Laramie 
Institute for Family Education (LIFE). The 
Team coordinator was instrumental in the 
creation of LIFE, reflecting his belief that many 
parents, whether or not in need of treatment, 
appeared unknowledgeable about management 
of children. Parents participate in a weekly 
discussion and study group, learning about child 
development and child management. 

HEALTH SERVICES 

The monitoring of children and their health 
status is available through public health, through 
the elementary schools, and through the Head 
Start nurse. 

CHILD WELFARE SERVICES 

D-P ASS staff provides investigation of reported 
abuse and neglect, short-term counseling, 2 hours 
per day of day care, and foster care placements. 
Most cases are active for approximately 3 months. 

CHI LD DEVELOPMENT SERVICES 

A few children (eight at present) who, as a 
result of serious neglect or abuse, show develop­
mental lag, are accepted for services at the child 
development center. This is a center which pro­
vides initial screening/evaluation and an intensive 
stimulation program with a strong emphasis on 
the development of speech to retarded and 
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handicapped children. Participation in the 
center's program by children referred by the 
Team represents an important treatment source 
for abused/neglected children in the community. 

PARENT AIDE PROGRAM 

The Team coordinator has trained four 
parent aides whose services are available to 
the Team. The parent aides, who receive super­
vision from the Treatment Team coordinator, 
act as a special friend to the client. The aide 
program is designed to help clients break their 
sense of isolation from others. 

TREATMENT SERVICES 

Treatment services to both adults and children 
are provided by the staff of the community 
mental health center. They include the Team 
coordinator, a psychologist with an Ed.D. degree 
at the mental health center, another psychologist 
with a Ph,D., the director of the mental health 
center, and four other part-time staff members 
whq do not, however, have any major relation­
ship to the Team or the families it serves. 

The mental health center staff relies on a 
combination of therapy and education in child 
development and child management in dealing 
with abusive and neglectful families. Therapy 
is described as reality-oriented; very specific 
and distinct suggestions are made and sub­
sequently discussed in order to see how they 
are implemented and whether or not they 
have helped. Families are seen on an average of 
once a week, but this may be more or less 
depending on the problem and on the relation­
ship with the family. Therapy is often in the 
family's home, and the duration of sessions 
varies considerably. The mental health staff is 
aggressive in its outreach and makes no demands 
on the families in terms of an expectation that 
they be motivated for psychotherapy. 

The overall t,teatment philosophy centers 
around a very positive approach to families 
both in terms of the therapist's communications 
about what can be accomplished and in terms 
of evaluation of strengths and assets on which 
to build. Therapy starts with the attempt ,to 
establish a sense of trust througl1'Communication 
of acceptance and through the fact that the 
therapist can be called on in a time of crisis, 
at any time. 

The emphasiS on education and on establish­
ing a relationship of trust and support stems 



directly from the treatment staff's underlying 
views of the causes of child abuse and neglect. 
They ~eport that they have only rarely seen an 
abusive' parent who was not herself/himself 
abused or uncared for and that therefore this 
is the only way the parents know to handle 
their own children. In other words, the view is 
that individuals who have had no loving, caring 
relationships themselves cannot be expected to 
enter into such relationships with their children. 
Thus, they must be taught a new way of relating 
to others through education and through the 
modeling of a caring relationship. 

A significant, but unknown, proportion of 
families leave the county without any forward­
ing address. or notification as to their where­
abouts, and as a result many are lost in the 
process of followup. 

The Team has carried a few cases for nearly 
2 years, and individual treatment staff describe 
cases in treatment over a 4- or 5-year-period. 
Some families are described as requiring lifelong 
therapeutic maintenance and followup. 

The following cases are intended to provide 
information on the extent of service coordination 
and treatment techniques used by the Team. 

Jane and Paul 

Jane and Paul are both students with a 2-year 
old child who has cerebral palsy. OrigiJ:<1lly, the 
child was brought to the attention of the Team 
by the public health nurse because of his severe 
diaper rash and inadequate nutrition. The father 
believes in allowing nature to take its course 
and therefore does not believe in daily baths 
or in a planned diet. 

Initial interviews with the parents by the 
mental health center social worker revealed that 
they were undergoing tremendous tensions in 
their relationship. Marital counseling was tried, 
but this was abandoned in favor of individual 
therapy when it became apparent that the 
marriage could not work. 

The team referred the child to the child 
development center; his health status continues 
to be followed by the public health nurse. 
Currently, the therapist is exploring the possi­
bility of a temporary placement for the child to 
give the parents some time to mobilize their 
individual resources. D-PASS is involved in 
planning for a foster home in which this child 
can be accepted and helped. 
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Therapy has involved education and guidance 
in terms of management of the child, ventilation 
of hostility and guilt concerning the child's 
impairments, and confrontation which is aimed 
at helping the parents acknowledge his very 
real limitations. 

Denise 

Denise was referred to the mental health 
center by her previous therapist in another 
State. She has a 3-year-old daughter with whom 
she sometimes loses control and becomes.' abu­
sive. She is married to a man who dominates her 
and makes all decisions yet treats her kindly and 
with considerable patience, encouragement, and 
insistence with regard to her seeking help. 
Because she has little self-confidence, she appre­
ciates his strengti~ ~ld his decisiveness, but she 
also resents him. Her daughter is described as a 
very demanding, stubborn child who would 
provoke Denise until she lost control. Denise 
was also drinking excessively at the time of 
the referral. 

Denise, herself, came from an upper-middle 
class family with high expectations and frequent 
criticisms. Denise was seen in individual therapy 
once or twice a week and both she and her 
husband joined LIFE. Participation in one of 
the LIFE groups helped her to gain some skills 
in how to handle her daughter and in what to do 
before she came to the point of losing control. 
Participation in the LIFE program also helped 
Denise to be more tolerant of the child's play 
and need to explore her environment. She 
was able to decrease her excessive expectations 
in terms of cleanliness and neatness. 

A parent aide was assigned to serve as a 
special friend to Denise. Over a period of 
months, the two spent many hours together 
talking, shopping, and sharing recreational 
activities. 

Therapy was marked with periods of progress 
intermingled with periodic resistance, with open 
attempts at getting her therapist and parent aide 
to give up and leave her alone, and with one 
attempt at suicide by overdosing with a non­
prescription analgesic and alcohol. Due to the 
persistence and the outreach of her helpers, 
continued contact was maintained foiling her 
efforts to terminate treatment. 

After a year of therapy, the family moved, 
although Denise returns for followup appoint­
ments with her therapist and visits with her close 



friend and former parent aide. It is reported 
that her ability to deal with her daughter has 
improved greatl~, that she is far more self­
accepting, and that the marital relationship has 
also improved. In addition, she has admitted 
to having an alcohol problem and has become 
quite active in Alcoholics Anonymous in her 
new community. In general there has been an 
increase in self-esteem, self-confidence, positive 
self-image, and independence and a decrease in 
her concern with the opinions of others, in her 
perfectionism and in her social isolation. 

Florence 

This case illustrates the extreme rigidity of 
some parents and the problems which can arise 
when a child who can adapt to one setting 
simply does not have the resources to survive 
another. 

Florence is a school teacher who raised her 
3%-year-old boy (Dick) by herself. She married a 
wealthy businessman, who had raised two sons 
of his own, when Dick was 3%. Dick, who was 
accustomed to an intense, warm, loving relation­
ship with his mother, began to exhibit some 
difficulties !:!t the time of the marriage. His step­
father perceived him as a "psychotic degenerate" 
and was convinced that he should be raised in 
the same manner as his own sons. This treatment 
included frequent beatings and a rigid diet to 
punish the child for going into the refrigerator 
without permission. The child was hospitalized 
with a bump on his head and it was noted that 
during the hospitalization he gained weight. He 
was released and readmitted for a concussion 
at which time it was observed that the child had 
lost weight. At this point, it became known 
that the stepfather was beating the child and 
restricting his diet. Dick was placed in a foster 
home and the parents were referred for treatment. 

The father refused to accept treatment because 
he felt that there was nothing wrong with him 
and that he knew exactly how to deal with this 
child. Despite considerable attempts to support 
her, the mother was unable to oppose or con­
tradict him. Eventually, the boy's real father 
was awarded custody. 

THE SERVICE DELIVERY SYSTEM 

The functions and services of the agencies 
represented on the Team have already been 

described. Basically, the Team is perceived as a 
necessity for the following reasons. 

• No single agency has the resources and 
expertise to deal with the problems of 
child abuse and neglect. 

• The mandated agency has neither the 
trained staff nor the resources for coping 
with treatment or regular followup of 
child abuse and neglect cases. 

• The Team serves a coordinating, informa­
tion sharing, and planning function. 

• The Team insures families against the 
possibility of falling in between the cracks. 
One Team member has prirp.ary responsi­
bility for each case and during the weekly 
case review can expect to have to make a 
report to the Team on all contacts. This 
prevents cases from getting lost. 

• In a rural area in which services are not 
extensively developed, the pooling of 
resources through the Team approach 
expands the total service capability. In a 
sense, the Team illustrates the old maxim 
that "the whole is greater than the sum of 
its parts." Most of the Team member 
agencies feel that Team membership has 
heightened awareness within their agency 
of child abuse and neglect as a problem 
and has led to a reevaluation of the impor­
tance of the problem. Public health, Head 
Start, and family planning nurses, along 
with mental health practitioners, char­
acterize their agencies as being more sensi­
tive and more responsive to the problem as 
a result of the Team's efforts. 

SUMMARY OF KEY FEATURES 

-The Laramie Treatment Team is serving an 
important function as a coordinating and 
treatment resource. 

The Council's functions are in terms of 
community education and are quite different 
from the functions of the Treatment Team. 
Presentations at various church and civic groups, 
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at PTA meetings, and at community health fairs 
are definitely within the scope of the Council. 
However, training and the availability of resource 
and education materials are necessary if the 
Council is to meet these objectives. Some fund­
ing may be necessary for the implementation 
of an effective community program. 
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The Laramie Program illustrates many of the 
benefits to be derived in a rural area from a 
team approach. It also illustrates some of the 
difficulties of achieving interagency cooperation, 
of resolving turf problems with the public social 
service agency, and of involving community 
professionals. 



PART II 
CHILD ABUSE AND NEGLECT: 

THEMES AND ISSUES 





INTRODUCTION TO PART II 

Part II provides a synthesis of the information 
obtained through the onsite visits to programs 
and a review of the literature. As part of this 
review nearly 300 books, journal articles, and 
r~ports (the majority published in the United 
States) were reviewed and abstracted in terms 
of their contribution to each of the following 
areas: 

.. criteria and definitions 
• case reporting and incidence 
• characteristics of abusers/neglecters 
• characteristics of abused/neglected children 
• identification, case management, and 

treatment 
., social s~rvice, health, child care, educa­

tional, and law enforcement systems. 

Each of these areas represents a chapter. 
The literature on child abuse and neglect can 

be divided into two components: description 
and analysis based on observations of profes­
sionals and findings based on research studies 
or surveys. 

Most of the literature reviewed is of a clinical, 
descriptive nature which is based on observations 
and generally consists of brief case history 
vignettes, generalizations based on experience, 
and theoretical discussions. 

Seventy-five of the works reviewed represent 
research studies and surveys. Of these 75 stUdies, 
31 are based on samples drawn from hospital 
admissions. Generally, these studies combine 
interviews with the caretaker and a physical 
examination of the child in conjunction with 
data from medical and social service records. 
Some of these hospital-based studies are retro­
spective. That is, the research is based on the 
records of children diagnosed as abused several 
years earlier and the cases are followed up to 
see what happened to the family in the inter­
vening years. 

Another basis for studies is referrals to private 
and public social service agencies, protective 
units, probation departments, and family courts. 
Case records are reviewed and, often, families 
are recontacted. Seventeen studies are of this 
type. Fifteen studies are based on cases referred 
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to professionals for treatment, treatment pro­
grams, or teaching-research programs. Two 
studies deal with caretakers imprisoned for 
abuse. Two represent national surveys of press 
lceports. Only one study has dealt with reported 
incidents on a national basis. 

Only seven studies have dealt with agency and 
'professional awareness, attitudes, and action. 
In these seven studies, the study procedure has 
generally involved the use of mailed question­
naires to professionals or hospitals. 

Sample size in the 75 studies reviewed ranges 
from 10 to 6,617. Forty-three of the studies 
reviewed are based on sample sizes of less than 
100 cases; 29 contain samples of under 50 cases. 
While some studies may begin with a substantial . 
number of cases, inability to locate subjects for 
followup, refusal of subjects to participate, 
incomplete information and misdiagnosis, partic­
ularly in retrospective studies, reduce the sam­
ple of families studied. 

In addition to the fact that many studies are 
based on a limited number of cases, most of the 
studies use skewed samples. Hospital-based 
study samples may have a preponderance of 
abuse in one ethnic or socioeconomic group 
because those are the people who use that par­
ticular hospital; they also have a preponderance 
of young children as these are the most vul­
nerable and most easily injured. 

Comparison groups were used in only 10 of 
lihe 75 research studies, so that in the majority 
of studies which cite characteristics of abusers 
or of abused, there are no normative data on 
the incidence of these characteristics in the 
population at large. Without such normative 
data and without such comparisons, it is im­
possible to judge whether the characteristic in 
question is more or less endemic to abusive 
families than to any other group of families. A 
review of the research in this field leads to the 
conclusion that the majority of studies are so 
poorly designed that no generalizations should 
be made from the "findings." 

Chapter notes, located at the ends of chapters 
V through IX, are keyed to reference numbers 
in the text. The complete reference for each of 
these citations can be found in the bibliography. ,) 





Chapter V - Criteria and Definitions 
of Child Abuse and Neglect 

The existence of an adequate definition of 
abuse and/or neglect is central to the entire 
system of service delivery to abusive and neglect­
ful families. Legal definitions delineate the range 
of cases and issues to which programs can be 
addressed. In virtually all communities there are 
children being subjected to severe physical 
punishment or being provided with a level of 
nurturant care which is lower than the average 
acceptable environment in that community. 
However, child abuse and neglect laws do not 
specify what is or is not acceptable in operational 
terms; hence there is no objective point of 
demarcation between punishment and abuse or 
between minimal acceptable care and neglect. 

DeFrancis and Lucht (1974) report that most 
State laws use nonspecific language to define 
abuse. They cite as evidence such typical phrases 
as "serious injury or injuries inflicted upon him 
other than by accidental means" or "serious 
physical injury or injuries resulting from abuse 
or neglect and caused by other than accidental 
means" (p. 176). Some States define injury to 
include malnutrition, sexual abuse, and excessive 
corporal punishment. Although 38 States, plus 
Guam and the District of Columbia, make men­
tion of both abuse and neglect in their "state­
ment of purpose" clause or under reportable 
conditions, among these only 18 States have 
included legal definitions of abuse and neglect. 

Legal definitions of abuse and neglect fall 
far short of providing the operating definitions 
necessary for intervention decisions, particularly 
because, as a function of cultural values and 
personal history, one man's abuse is another 
man's discipline. On a broader level, community 
standards differ in terms of the sociocultural 
definitions of acceptable discipline and of the 
relative weight given to children's rights in 
contrast to parental rights. In some communities 
the use of any objC\ct which leaves marks on a 
child's body is considered abuse; in other com­
munities this depends on the age of the child, so 
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that the strapping of a 12-year-old may be 
defined as nonabusive whereas the strapping of 
an infant is ipso facto evidence of. abuse. fiimi­
larly, some programs take into accoun{;. the 
location of the injury and are more lihly to 
apply the label "abuse" in cases of physical 
marks to the face and genitalia than to marks 
on other areas of the body. 

Standards used for the determination of 
abuse and neglect tend to vary not only across 
communities, but also across agencies within 
communities, thus creating problems in terms 
of differential eligibility requirements. For 
example, public health nurses and hospitals tend 
to have broader definitions of abuse and neglect 
than do public social service or child welfare 
agencies and the child welfare agencies tend to 
have broader definitions than do the juvenile 
courts. Thus, in some communities public 
health nurses and hospitals are frustrated by the 
public social service agency which is unresponsive 
to cases of failure-to-thrive and to "inadequate" 
home conditions. Similarly, in some communities 
the public social service agencies feel constrained 
by the legal definitions used by the juvenile 
court and find themselves helpless in cases 
where there are not actual physical marks 
on the child. 

The definitional problem is more acute with 
respect to neglect than to abuse. For example, 
there exist no standard definitions as to what 
constitutes a minimal acceptable environment 
for children; agencies within single communities 
are in frequent controversy over whether or not 
a specific home environment is so deleterious 
as to endanger the welfare of children. In all 
communities we visited, case specific examples 
were provided to illustrate the problems of 
definition, e.g., is an alcoholic, a severely re­
tarded, or a schizophrenic mother able to 
provide an acceptable home environment? If 
the parents cannot or will not provide food 
which meets the minimal daily nutritional 



requirements, if the housing is substandard and 
so dirty that it can be declared a health hazard, 
if a child does not have clothing suitable to the 
weather-are these conditions definable as 
neglect? If parents feel that the natural oils 
of the body should be preserved and therefore 
bathe their child only once a week, with the 
consequence that severe diaper rash develops-is 
that to be defined as neglect, or simply 
"different" parenting? If parents choose not to 
use their food stamps for vegetables, fruit, milk, 
etc., and instead feed their children nothing but 
"junk" food, or if they refuse to immunize their 
children-is that considered neglect, or the exer­
cise of parental rights? If a mother insists on 
sending her lO-year-old daughter to school in 
antiquated lace and organdy instead of in a pair 
of blue jeans, and the daughter is consequently 
laughed at and isolated by the other children-is 
that emotional abuse, or parental rights? If 
parents tie their 8-year-old child to a tree as a 
punishment for running away-is that abuse, 
or parental rights to discipline as they see fit? 

Such questions comprise the basis upon 
which programs must make daily decisions 
regarding intervention and treatment. That is, 
cases ari! extremely common in which there is 
no / actual medical evidence of abuse but in 
which the child has sustained an injury or 
bruises, in which the "dynamics" of abuse are 
present, and in which various conditions of 
neglect seem detrimental if not life threatening. 
Programs outside of the public social services 
agencies are more likely than public service 
agencies to persist in their efforts to induce 
such families to accept services. This happens 
because the former generally have smaller 
client-staff ratios and because they are not 
defined as an inVoluntary service, as are the 
latter which therefore tend to be more bound 
by legal definitions. If the services of a public 
social services agency are rejected, the decision 
to intervene is largely made on the basis of 
"what will hold up in court." 

Definitional problems are compounded for 
those programs which try to work with "high 
risk" cases, generally defined a.~ cases in which 
the dynamics of abw:;e are present in terms of 
the parents' backgrounds., their perception of 
the child, and the crisis-ridden, unstable nature 
of the home situation, but in which the child has 
not yet been abused, at least not to anyone's 
knowledge. In most such cases, if the parent rejects 

.. services there is little which can be done because 

there has been no overt damage to the child. 
For instance, programs have been confronted by 
cases in which a psychotic mother has threatened 
to cut off her child's arms and legs, cases in 
which a newborn infant has been sent home 
with a mother who has discussed the child's 
"evil intentions" with the nurse in obstetrics; 
yet the programs can do nothing in terms of 
compelling the parent to accept protective 
services. While hospital and, social service staffs 
tend to be sensitized to potential signs of 
danger, if the parent persistently refuses service 
nothing can be done unless and until the child 
is injured. In this way, legal definitions which 
are limited to actual injury make preventive 
work difficult, if not impossible. 

If the burden of proof of abuse "beyond a 
reasonable doubt" rests with the program, 
many cases go unserviced because accidental v. 
nonaccidental status is often difficult, if not 
impossible, to prove. For instance, if a toddler 
enters the hospital with third-degree burns all 
over his body and the mother says this happened 
because he turned the hot water on himself 
when she was called away to the phone, there 
is no way of proving whether she or the child 
turned on the water. Legally, if she turned it 
on because she wanted to punish the child for 
urinating in the bathtub, the incident is a 
nonaccidental injury. If he turned it on while 
she went to answer the phone, the injury is 
accidental. 

While the law generally requires proof of 
guilt, most programs agree that the question of 
fault, of blame, of pinpointing "who did it" 
is not only unimportant, but is also potentially 
destructive to the development of a trusting, 
therapeutic relationship. Treatment staff agree 
that it is far better to approach the parent with 
the statement that "somehow it was not possible 
for you to protect this child from serious 
injury; we would like to help you work out 
ways to ensure that he is better protected." If, 
however, parents refuse services and if the 
burden of proof of injury is on the program 
staff, nothing further can be done. Every public 
social service agency and every community 
agency which makes referrals to the public 
social service agency can cite examples in which 
the parent refused services and the injury was 
not such as to permit a legal finding of abuse 
and thus no intervention was made-only to 
have the child reinjured at a later date. 
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Definitions of abuse in the general literature 
tend to be more specific than are legal defini­
tions. Some are limited to physical abuse while 
others include emotional and sexual abuse. 
Showing the range of types of maltreatment, 
Silver (1968) has constructed a continuum of 
types of abuse and neglect with children who 
exhibit failure-to-thrive and malnourishment at 
one end and severe physical trauma at the other 
end. De Francis (1972) lists eight types of 
neglect and abuse: physical neglect, moral neg­
lect, emotional neglect, medical neglect, educa­
tional neglect, physical abuse, sexual abuse, and 
community neglect. 

There are a few well-known definitions which 
have achieved almost universal use by profes­
sionals in operating programs. One of the first 
definitions was the "battered child syndrome" 
offered by Kempe et al. in 1962. This phrase 
refers to unsuspected abuse manifested by 
repeated trauma, defined as " ... a clinical 
condition in young children who have received 
serious physical abuse, generally from a parent 
or foster parent" (p. 17). More specifically, the 
term is used to describe the clinical picture of 
multiple fractures in the long bones, fractures 
of the skull, soft tissue injuries and bruises, and 
subdural hematoma. Programs visited by CRA 
do use this as one definition of abuse; availability 
of medical evidence 'of prior fractures in various 
stutes of healing makes this the easiest kind of 
abuse to prove in court. 

Fontana's (1974) "maltreatment syndrome" 
has a different focus. This definition includes 
children without obvious signs of battering but 
with multiple minor physical evidence of emo­
tional and nutritional deprivation, neglect, and 
abuse. Having a much wider scope, the mal­
treatment syndrome refers to a lack of food, 
clothing, shelter, parental love, as well as to 
physical abuse and mistreatment. It is Fontana's 
(1971) assertion that the presence of these 
conditions eventually leads to physical trauma in 
children. A general definition used by Newberger 
(1973) at Children's Hospital Medical Center 
in Boston is closely related to Fontana's. Abuse, 
with 01' witbout inflicted injury, is defined as a­
result of situations in a child's home which 
jeopardize his survival. Most definitions of 
abuse reflect the particular orientation of their 
author with little communality of definitional 
elements among authors. For example, Gil's 
(1970) definition, used in his large-scale study 
of child abuse incidence, differs markedly from 
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others in that it specified that the abuse 01' 

neglect may be not only nonaccidental but may 
have a specific goal as well. Thus, he states that 
the " ... physical abuse of children is the 
intentional, non accidental use of physical force, 
or intentional, non accidental acts of omission, 
on the part of a parent or other caretaker, 
interacting with a child in his care, aimed at 
hurting, injuring, or destroying that child" 
(p. 6). Recently, Gil (1975) has proposed a 
wider, more socially oriented definition, accord­
ing to which abuse consists of " ... inflicted 
gaps or deficits between circumstances of living 
which would facilitate the optimal development 
of children to which they should be entitled, 
and their actual circumstances, irrespective of 
the sources 01' agents of the deficits" (p. 347). 
Thus, Gil includes in this definition abuse 01' 

neglect by caretakers, by institutions which 
inhibit maximum child development, and by 
a society whose policies sanction 01' fail to 
overcome these deficits. The 1970 definition 
which specified intent and the 1975 social 
definition which includes societal agents as well 
as individuals as perpetrators of abuse set Gil 
apart from virtually all other authors. 

Several authors including Galdston (1971a), 
Giovannoni (1971) and Komisaruk (1966) have 
made a differentiation between abuse and 
punishment. Galdston comments that abuse is 
not provoked by a child's behavior; it differs 
from punishment in that the child often is too 
young to be capable of deliberate actions or use 
of language as communication. This definition 
precludes any behavior on the part of the child 
which might precipitate an abusive incident. 
Giovannoni also differentiates between abuse 
and punishment by stating that abuse is an 
exploitation of the parents' or caretakers' 
rights to control and discipline their children. 
Komisaruk ties abuse to a deficiency of the 
central governing body in the abuser's per­
sonality. He provides the following definition: 
abuse is " ... a condition of injury to a child 
resulting from the lack or suspension in a 
nominally responsible adult of the parental 
protective function accompanied by a release of 
ul1l'estrained instinctual drive energy toward the 
child. This may be differentiated from discipline 
01' punishment in that the latter are at least 
rationalized as being beneficial to the child" 
(P. 69). Yet in practice it is often difficult to 
distinguish between punishment and abuse 
because some parents do abuse their children 
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in the name of punishment and because some 
parents feel strongly that even infants should be 
punished in order to prevent spoiling. Program 
experience shows that abuse is often provoked 
by a child's behavior; soiling, crying, and messing 
are all child behaviors which can trigger either 
rage or a desire to punish in the parent. More­
over, many parents use physical punishment 
because they are unaware of alternative means 
of discipline or of producing desired behavior. 

Elmer (1966) highlights problem areas with 
which definitions of abuse do not generally deal: 
(1) whether chronicity of maltreatment is 
necessary for abuse to be designated; (2) the 
degree to which ethnic or class identification 
determines how the caretalmrs are judged. The 
question of chronicity is important because 
many programs feel that a first incident of abuse 
will lead almost inevitably to a pattern of con­
tinued abuse; once the taboo against harming 
a small child is broken, the taboo itself is no 
longer operational and no longer works to 

. protect the child. For this reason, the programs 
we visited did not require evidence of chronicity 
of abuse: a single, serious non accidental injury 
was considered evidence of abuse and of a 
parent in particular need of help to avoid almost 
certain repetition of abuse. However, while the 
question of chronicity does not seem to play 
an important role in the decision to work with 
the parents, it does playa role in some programs 
regarding decision to remove or not remove a 
child from his home. Once the taboo against 
injury is broken, some programs feel much more 
uncertain about sending a child back to his 
home. Class or ethnic identification is important 
in terms of decisions as to whether definitions 
of abuse 01' neglect should be absolute or should 
maintain cultural relativity, as will be discussed 
in chapter VI dealing with the reporting of abuse. 

Also important in defining abuse is what 
Gelles (1975) terms the "social construction of 
child abuse." That is, " ... the process by which: 
(a) a definition of abuse is constructed; (b) cer­
tain judges or 'gatekeepers' are selected for 
applying the definition; (c) the definition is 
applied by designating labels 'abuse' and 'abuser' 
to particular individuals and families" (p. 365). 
All three factors are important in determining 
what is to be considered abuse. They affect who 
is labeled an abuser as well as what the causes 
of abuse are considered to be. 

Building primarily on the definition developed 
by Kempe et al. and by Fontana, quoted earlier, 

broader definitions have been developed by 
others. 1 The general definition of abuse from 
those sources is one of non accidental injuries 
as a result of acts of commission (physical 
assault) or omission (negligence or failure to 
protect) by caretakers, where medical attention 
or legal intervention is necessary. 

While the State laws tend to define neglect 
in terms of physical needs as, for example, in 
Downs (1963), emotional neglect is discussed 
in the literature and by the staff at most pro­
grams, who do not feel, however, that they 
have the legal authority to work with parents 
who emotionally neglect their children. Mulford 
(1958) defines that phenomenon as " ... the 
deprivation suffered by children when their 
parents do not provide opportunities for the 
normal experiences producing feelings of being 
loved, wanted, secure and worthy, which result 
in the ability to form healthy object relationships" 
(p. 4). Thus, neglect is a term which encompasses 
not only concrete elements such as food and 
shelter but also emotions and attitudes toward 
the child. 

Definitions of neglect also fall prey to the 
overspecificity of various authors. There is some­
what more uniformity, however, in that most 
definitions of neglect, such as those provided by 
Brown and Daniels (1968) and Giovannoni 
(1971), focus specifically on acts of omission 
01' failure by the caretaker to provide what are 
considered by society as vital elements of child 
care and nurturance: adequate supervision, 
nurturance, and protection. A general statement 
of neglect is provided by Galdston (1971a) who 
says that the neglected child has not received 
sufficient attention to promote growth and thus 
is retarded in terms of physical and psycho­
logical maturation. 

This general definition is sharpened by 
Raffalli (1970) who makes note of either 
willful neglect 01' neglect borne of indifference 
and by Glazier's (1971) differentiation between 
parents who cannot afford to provide adequately 
for their children and those who can, and the 
accompanying suggestion that the "neglect" 
designation be applied only to the latter. Costin 
(1972) defines neglect partially in terms of 
parental desertion or emotional withdrawal as 
a result of alcoholism or depression. Lewis 
(1969) goes a step further by defining neglect 
as inadequate child care which is both per­
sistent and which would probably not improve 
without outside intervention. Steele and Pollack 
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(1974) define neglect as a breakdown and 
,failure in mothering; failure to feed or keep the 
child clean are two examples used in their 
discussion. Lewis (1969) dichotomizes neglect 
according to visibility. High visibility neglect 
includes physical deprivation, inadequate cloth­
ing, and poor personal hygiene. Inconsistent 
affectional relationships, inappropriate discipline, 
and irregularity of meals are examples of low 
Visibility neglect. 

Specific guidelines of what constitutes neglect 
are given by Polansky et al. (1972a). A child is 
neglected, that is, his growth and welfare are 
jeopardized when he is (1) malnourished, not 
properly clothed, unkempt, and without shelter, 
(2) without supervision, (3) lacking essential 
medical attention, (4) emotionally neglected, 
(5) fails to attend school regularly, (6) exploited 
and overworked, (7) emotionally disturbed due 
to a family dysfunction, and (8) exposed to 
immoral influences. These characteristics are 
similar to those summarized by Meier (1964) 
as being generally cited in neglect laws. 

Failure-to-thrive is viewed by some as a 
physical manifestation of emotional neglect. It 
is a syndrome occurring among young children 
characterized by growth failure, severe mal­
nutrition, and developmental retardation.2 No 
organic cause is found to contribute to the 
syndrome. It is thought that neglectful social 
and psychological conditions foster failure-to­
thrive and that a more nurturing environment 
will lead to improvement.3 

On the basis of this review, it seems that the 
definition provided by Polansky, Hally, and 
Polansky (1974) is the most comprehensive. 
Neglect is " ... a condition in which a caretaker 
responsible for the child either deliberately or 
by extraordinary inattentiveness permits the 
child to experience avoidable present suffering 
and/or fails to provide one or more of the 
ingredients generally deemed essential for 
developing a person's physical, intellectual, and 
emotional capabilities" (p. 10). 

There is a gap between these broad definitions 
in the literature and the much narrower defini-

tions used by child abuse and neglect programs. 
For instance, children who fail to attend school 
regularly are only rarely referred to protective 
services and even more rarely are their families 
serviced. Similarly, as already discussed, emo­
tional neglect, improper clothing, inadequate 
shelter, and emotional disturbances in the child 
rarely lead to program intervention because of 
lack of definitional specificity. 

Despite the fact that physically abused 
children are sometimes neglected and that 
neglect sometimes shades into abuse, most of 
the larger programs make an operational dis­
tinction between abuse and neglect. As described 
in part I, three of the programs visited (Children's 
'1;'2auma Center, Oakland, California; SCAN, 
Little Rock, Arkansas; and Lehigh-Northampton 
Counties Coordinated Child Abuse Progra.m, 
Allentown, Pennsylvania) serve abusive families 
and their children exclusively. SCAN, Children's 
Hospital, Pittsburgh, Pennsylvania serves pri­
marily abused children because of its auspice. 
Bowen Center, Chicago, specializes in abuse 
and in neglect cases which are so severe that 
they shade into abuse. The child abuse and 
neglect teams in Lara.'TIie, Wyoming and in 
Billings, Montana have served both abuse and 
neglect cases. 'rhe Hennepin County Welfare 
Department, Minneapolis, Minnesota as a public 
agency serves both, but has a unit which spe­
cializes in abuse cases. Most programs, because 
of the urgency of abuse and the chronicity of 
neglect, do try to have a separate mechanism 
for handling abuse cases. Neglect cases far 
outnumber abuse cases; because of their more 
chronic nature, neglect cases are generally found 
to be more persistent and less amenable to 
treatment than are the more acute abuse cases. 
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Chapter VI - Case Reporting and Incidence 

In addition to their definitional aspects, the 
reporting laws of all States contain information 
about some or all of the following: the upper 
age limit of reportable children; a statement of 
who is required to report, how reports are to be 
made j at1.d to whom; a statement of the role of 
l:he receiving agency after the report is made; 
and statements of iIlnmunity, waivers, penalty 
cla.uses, and the Eistablishment of a central 
registry. 1 In addition to the above, 36 States 
have "statement of purpose" clauses which 
relate to the necessity of providing protection 
to the child, the prevention of further abuse, 
the provision of services, and the non punitive 
intent of the law. 2 These statements verbalize 
the intent and ultimate goals of the law. 

I DENTI FICATION 

In order for any reporting to occur, identifica­
tion has to take place. It should be noted that 
in this chapter We deal with identification only 
as it relates to re .. ;rting. A more complete dis­
cussion of the processes and the mechanisms of 
case identification and validation appears in 
chapter IX on identifiCation, case management, 

. and treatment. 
Identification of cases is difficult because of 

the definitional problems already discussed and 
because identification puts the reporter in an 
uncomfortable position vis-a-vis the abuser. In 
all of the program,5 visited, staff members urge 
professionals who identify a case of abuse to let 
the parents know in a Suppol'tive and non­
accusatory manner that someone has injured the 
child and that a report is being made to the 
appropriate agency or program. However, as will 
be discussed later, most professionals, even if 
willing to report, are unwilling to let the parents 
know of their intent to do so. It is our observa­
tion that willingness to confront parents and to 
let them know about the report comes only with 
speGific training and with the presence of a 
clearly defmed, visible, and relevant sllpport 
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system available to the reporter. When profes­
sionals receive specific training in how to com­
m unicate their concerns and intentions to 
parents and where there is a backup committee 
or task force which routinely provides consulta­
tion and support to the professional, letting 
parents know about the impending report is far 
more likely. 

Hospitals, public health departments, school 
systems, day care centers, preschool programs, 
and mental health centers all need committees 
which can teach techniques of identification 
and ways of talking with parents in addition to 
providing consultation and support. In some 
communities, a multiagency interdisciplinary 
committee which meets regularly serves these 
functions; individuals within the various systems 
represented know that they can obtain consulta­
tion and support from the team member within 
their agency. 

A numbel' of authors discuss guidelines for 
physicians and other health professionals con­
cerning identification and treatment of child 
abuse. For example, Helfer and Wheeler (1972) 
note four responsibilities of the medical practi­
tioner: (1) early identification, (2) hospital 
admission of child, (3) confronting parents with 
the problem, (4) making arran~.:lments for early 
referral. Helfer (1970b) provides additional 
guidelines for use in the emergency room. 
Helfer, as well as Cameron (1972) and Jackson 
(19'72), emphasizes that a diagnosis of abuse 
must be considered a possibility for all small 
children exhibiting traumatic injury. Helfer also 
adds that the physician should not take the 
explanation for the injury given by the parent 
at face value. Any inconsistency could indicate 
a case of child abuse. 

I.f abuse is seriously suspected, the child 
should be admitted to the hospital allowing for 
time and expertise to adequately evaluate the 
child. Riley (1970) recommends a coagulation 
survey and roentgenograms of long bones, ribs, 
and skull. Hughes (1967) has identified four 
symptoms and characteristics indicative of 



abuse: (1) mUltiple and frequently repeated 
severe injuries; (2) injuries to the long bones, 
the ribs, and the skull, with subdural hematoma; 
(3) old and new injuries visible on x-ray; and (4) 
rapid recovery in the hospital in cases of failure­
to-thrive. In addition to facilitating medical 
evaluation of the child, hospitalization allows 
time for medical and nursing Rb::.ff to observe 
the parent-child relationship, provides protection 
to the child, gives the parents a cooling off 
period, and allows the staff to connect the 
parent with a variety of servicBs. 

Another responsibility of the physician is to 
form a clinical impression of the type and extent 
of the injury as well as an impression of the 
quality of child care. In order to evall1ate the case 
and discover the manner in which the injury 
occurred, he needs information as to the parents' 
knowledge of child development, cultural mores, 
family dynamics, and psychopathology. Gray 
(1973) and Gregg (1968) list particular questions 
of which the physician should be aware where 
abuse is suspected. These include: does the 
explanation of accident adequately explain the 
injuries; if it is said that the child contributed 
to the accident, can this be developmentally 
possible; are there discrepancies in the parents' 
explanation; if more than one injury is un­
covered, is the caretaker able to adequately 
explain all of them? In order to form a complete 
impression, Gregg recommends examining for 
surface signs of physical neglect and observing 

. mother-child interactions. 
Court and Kerr (1971), as well as hospital 

staff in several of the hospitals visited, describe 
one warning sign of abuse: when a mother 
repeatedly brings her infant to a physician or 
clinic with a complaint that something is wrong 
although no physical evidence is found. In such 
cases, most professionals recommend hospitaliza­
tion of the child and discussion with the mother 
as to whether she has concerns that she will 
harm the child and would like help in this regard. 

While anlong physicians it has typically been 
the pediatricians who have been in the forefront 
of work on child abuse, other physicians are 
becoming increasingly aware of and alerted to 
the possibility of abuse by their patients. Ryan 
(1974) suggests that obstetricians should observe 
their patients for the likelihood of abuse and 
neglect; an awareness of the expectant mother's 
attitude toward birth can aid in abuse preven­
tion. Caffey et aI. (1972) stress that particular 
attention should be given to women who have 

considered abortion, to young mothers, and to 
those women with a history of poor mothering 
and abuse. The Joint Commission on Mental 
Health of Children (1973) has recommended 
th::~ general practitioners and nursing personnel 
be alerted to attitudes and characteristics of 
the mother. 

In general, among all the communities we 
visited, in those hospitals which have a child 
abuse team, there is awareness of the various 
signs and possibilities for abuse. Moreover, in 
some hospital-based programs there have been 
noteworthy efforts to work with the maternity 
hospital or service. For exanlple, nursing staff 
in maternity hospitals and services have been 
alerted to the mother who appears to be under 
great stress, to the mother who appears isolated 
and has no source of support, to the mother 
who displays strange ideation about what the 
child will be like and his potential for evil, to 
the mother who appears angry and resentful 
toward an unwanted baby, and to the mother 
who has to undergo prolonged separation from 
a premature baby. The importance of referring 
these potentially "high-risk" women to the 
hospital social services department is well 
recognized in some hospitals as is the need 
for coordination with the children's hospital 
or the pediatric service which will provide 
medical checkups for the infant. 

Once a case has been identified or once 
there are reasonablc grounds to suspect abuse 
or neglect, reporting is a next step. 

REPORTING 

While all States encourage reporting by 
everyone, they also require that certain persons 
report. For example, in most States physicians 
are mandated to report on the grounds that 
they are often the first persons to learn of an 
occurrence of abuse. Other professionals who 
may be mandated to report are nurses, teachers, 
day care staff, social workers, psychologists, 
and law enforcement personnel. Some States go 
one step further and require reporting from 
anyone with reasonable cause to suspect abuse. 
Avery (1973) has recommended that reporting 
be made mandatc,ry for representatives of any 
group in ongoing contact with children. Since 
the passage of reporting laws, there has been 
a trend toward increasing the number of pro­
fessions required to report with a growing 
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number of States developing mandatory rather 
than elective reporting laws.3 Most States also 
have a penalty clause which is invoked when 
mandated reporters willfully fail to report an 
incident of abuse. Many feel that mandated 
reporting is a means of supporting physicians 
and other professionals who can point to their 
legal responsibilities when confronted with 
parental anger. 

An immunity clause is included in the laws of 
all 50 States. This clause ensures that anyone 
reporting an incident of abuse will not be the 
target of civil or criminal suits as long as the 
report was made in good faith. Waivers of the 
confidential doctor-patient and husband-wife 
relationships are also included in the majority 
of State laws, the latter because the parents 
may be the only witnesses in an abuse proceed­
ing. Still preserved, with few exceptions, is 
attorney-client confidentiality. 

Facilitators and Barriers to Reporting 

Mandated reporting clauses raise questions 
concerning the interrelationship among the 
duty of the reporter, the rights of the parents, 
and the welfare of the child. Some physicians 
feel that their role in reporting conflicts with 
their role as healer. If, as a healer, the physician 
deems it in the child's best interest not to 
report his suspicion, then there is a conflict 
between his legal obligation to report and his 
ethical training which stresses that a physician 
must cause no harm. When the reporter is a 
physician in office practice without the means 
to conduct a social investigation necessary to 
assess the child's situation, mandatory reporting 
might lead to incorrect accusations and to 
considerable harm.4 Diagnostic guidelines are 
not well drawn; certainly this type of assessment 
is not emphasized in medical education. In 
Iddition, the physician in private practice has a 
'Jonflict in that the law requires that he report 
the very parent with whom he has contracted 
for services and who is paying his fee. Virtually 
all authors on the topic recommend that physi­
cians have available to them an abuse resource 
office to provide them with guidance in report­
ing and managing abuse cases. The availability of 
such a resource office promotes reporting in two 
ways: it reinforces the reporting behaviors­
something "is done" as a function of the report 
in an immediate, discernible sense; the avail-

ability of formalized support legitimizes the aet 
of reporting with respect to what is, for many, 
a taboo subj~ct. 

In 1962, Kempe et al. wrote that physicians 
were often emotionally unwilling to consider the 
possibility of abus(~ to the point of refusing to 
accept radiologic evidence which pointed to 
maltreatment. There is a reluctance to admit 
that it is possible for parents to abuse their 
children and that all parents do not love their 
children,S In addition, Fontana (1971) has 
commented on the unwillingness to report 
incidents " ... due to lack of information and/ 
or a desire to protect (the) patient from em­
barrassment based on little evidence or mere 
suspicion" (p. 5). Physicians receive little train­
ing in comml'\·" 'Ltion skills and communication 
in the highly charged area of abuse is particularly 
difficult. Helfer (1974) has pointed out that 
when doctors and patients have a long-st~nding 
relationship, especially if this relationship is a 
social as well as a doctor-patient one, as is the 
case in small towns, reporting can be especially 
difficult. Moreover, especially in small com­
munities, physicians are concerned lest their 
reporting activities damage their reputations and 
lead to a loss in their practice. 

Although all State laws have provisions grant­
ing immunity to the reporter, fear of malpractice 
suits or other court involvement is still prev­
alent.6 Fear of legal action and concern of 
violation of the doctor-patient relationship 
(even though this provision is waived in most 
States) has also led to a refusal by physicians to 
open their records to law enforcement officials. 
Since there is no other area of practice in which 
a physician is required by law to make a report 
on any of his patients, physicians have no 
experience with reporting and express concern 
that child abuse laws may be setting a dangerous 
precedent in terms of reporting on patient 
activities. 

Finally, many physicians do not know to 
whom and how they should make a report so 
that it is important to make these procedures 
simple and well defined. 

In most of the communities visited, local 
hospitals have taken initial steps leading to 
the creation of a child abuse committee or task 
force which assists in the diagnosis and initial 
management of child abuse cases. Such groups 
within a hospital are absolutely necessary as a 
mechanism for (1) setting up procedures to 
ensure that all children entering the hospital 
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are screened for possible abuse; (2) providing 
training to interns, residents, and new physicians; 
(3) providing consultation to physicians who 
are uncertain and have little experience with 
abuse; and (4) sensitizing physicians, so as to 
encourage case reporting. Hospitals which have 
instituted such committees can point to a 
dramatic increase in the number of identified 
and reported cases dating from the implementa­
tion of the committee functions. For instance, 
at one hospital visited, identification of child 
abuse rose from 7 cases per year to 230 cases 
per year accompanying creation of a child abuse 
team; at another hospital the number of identi­
fied cases per year rose from 19 to 173 during 
the first year of the team's operation. Hospitals 
which do not have such procedures tend to 
report remarkably few cases; it is difficult to 
avoid the conclusion that they ar(~ under­
reporting either because they have not identified 
cases or because they do not understand the 
need for reporting. 

In our experience, mental health center staffs, 
except those which include a specific child abuse 
team, tend not to report abuse cases because 
they feel that the act of reporting is inimical to 
the therapeutic relationship. Prevalent opinion 
among mental health professionals seems to be 
that as long as the parent is in treatment, the 
child will not be seriously injured. Yet nearly 
all child abuse program staffs cite cases in which 
children have been seriously abused while a 
parent was in treatment in a mental health 
center. In fact, based on the cases cited during 
the field visits, it can be concluded that the 
positive feelings toward the parents which are 
so necessary to the establishment of a positive 
therapeutic alliance may well cause the mental 
health professional to overlook the danger to 
the child. While a mother may be making 
progress in treatment, the child may still be 
in grave danger and should be known to protec­
tive services. 

Another constraint to reporting stems from 
the view that parents have the right to discipline 
their children as they see fit. As already dis­
cussed, the line between legitimate punishment 
and physical abuse is often not distinct. While 
child protection laws are based on the idea of 
the state as "parens patriae" or the State as 
guardian of the physical, mental, and moral 
welfare of children, there is still the wish to 
preserve freedom of childrearing for the major­
ity of parents.7 

Cultural and socioeconomic factors also play 
a part in determining the types and an10unt of 
punishment to be allowed in raising a child. 
First, the reporter must determine what is 
beyond reasonable and safe punishment, while 
simultaneously taking community standards 
into account. Some authors feel that the diag­
nosis of abuse, rather than punishment, may 
only reflect a difference of values between 
family and physician. Upper-class and white 
children may be diagnosed as failure-to-thrive 
or accident cases while children of lower socio­
economic status or of a minority ethnic gxoup 
with the san1e symptoms may be judged to be 
abused. s Second, the value system of the pro­
fessional, itself a function of his/her background 
and social milieu, directly affects perceptions of 
what is and what is not abuse. For example, we 
were told about a discussion between two 
pediatricians in a modern, large city hospital as 
to whether manifold welts on an 8-year-old 
male's legs and back constituted abuse. One 
pediatrician, the product of a middle-class back­
ground, felt strongly that this was abuse; the 
second, who had grown up in an urban ghetto, 
recalled the many times in which he had been 
similarly punished, as had been his peers, and 
felt that such physical punishment was not 
abusive. 

Some professionals feel that mandated report­
ing may further endanger the reported child. 
Lack of resources may mean that a child who is 
reported abused will only be returned to the 
abusive family and that their anger may isolate 
the child from additional medical assistance 
when needed. In somewhat .related fashion, pro­
fessionals also feel that the fact of reporting 
does not produce desired goals. Fear of prosecu­
tion may lead the parents to withhold informa­
tion, to lie about the child's history, and to seek 
care from a different medical source after each 
incident, all hampering treatment of the child. 
Reporting of cases is not an end in itself; report­
ing laws should not be structured to drive 
families away from medical attentionY 

Two studies deal with the reporting attitudes 
of health professionals. Bleiberg (1965) question­
naired 200 physicians working in 88 New York 
City Health Department child health stations. 
Only 12 physicians responded; 18 cases had 
been reported in a I-year period. Silver et al. 
(1967) distributed questionnaires to 450 pedia­
tricians, general practitioners, and hospital 
emergency room staff in the Washington, D.C. 
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metropolitan area; responses were received 
from a total of 198 persons (44 percent). One 
finding was that almost one out of four respond­
ing physicians replied that they would not 
repoxt a suspected abuse incident although 
legally mandated to do so. The prevailing 
attitude was that the evidence would not stand 
up in court. Other responses include the diffi­
culty (1) in accepting the occurrence of willful 
abuse, (2) of understanding the various degrees 
of neglect and 'abuse, and (3) of understanding 
their own responsibilities and those of other 
agencies involved in child abuse and neglect 
cases. 

Several research studies provide data on 
reporting sources. Michael (1972) discusses a 
survey of 455 children abused in Iowa from 
1967 to 1969. The most frequent reporting 
sources in these cases were public and private 
social agencies (28 percent), school and child 
care facilities (20 percent), and other sources 
such as relatives and neighbors (20 percent). 
Private physicians only reported 9 percent of 
the cases and hospitals only 10 percent. 

Bain (1963), Bryant et al. (1963), and Merrill 
(1962) all discuss a study of 180 children from 
115 families referred to the Massachusetts 
Society for the Prevention of Cruelty to 
Children. Twenty-four percent of the referrals 
were made by rel8.tives of the abuser, 23 percent 
by legal authorities, and 22 percent by neighbors. 
Only 9 percent were referred by physicians, 
although medical personnel had been involved in 
over 30 percent of the cases. Bain summarizes 
the failure to report as due to all of the factors 
mentioned earlier: misdiagnosis, absence of 
social conscience, inability to perceive parents 
as abusers, fear of legal proceedings, and lack of 
knowledge of the physician's responsibilities. 

Lack of reporting by medical personnel is 
described by Simons and Downs (1966, 1968) 
in their documentation of medical reporting to 
New York City Bureau of Child Welfare. In the 
first year after legislation was effected, medical 
sources reported 293 families; this number in­
creased to 315 families in the second year. The 
third year, however, saw a marked drop in re­
ported incidents. Private practitioners reported 
less than 3 percent of the cases. 

In 1964, Syracuse, New York instituted a 
school-based reporting program and established 
a central registry. School personnel were guaran­
teed immunity relative to reported cases of 
abuse which were made to the health service 

and the social welfare department. Murdock 
(1970) reports that over a 4-year period 20 
cases were reported per year by nurses, teachers, 
and principals (in that order of frequency). 

Among the programs we visited, large urban 
pediatric hospitals or general hospitals account 
for approximately 25 percent of the abuse 
referrals to protective services. In communities 
which do not maintain a hospital team and in 
which no one from the local hospital participates 
on the community-based interagency team, 
hospital reporting is minimal. 

One point stands out from a review of litera­
ture relevant to reporting: After approximately 
10 years of child abuse laws and the discussion 
of reporting responsibilities, professionals in 
contact with abuse still fail to report, and report­
ing procedures are still not clear to most. Identi­
fication and reporting seem to be maximized 
where professionals within an institution or an 
agency have received training dealing with child 
abuse and neglect and have access to a visible 
and experienced team which can provide them 
with conSUltation, support, and legitimacy. 

In t,he communities we visited, it was known 
that many professionals still neither identify nor 
report cases of abuse. Pediatricians in private 
practice, many hospitals, school systems, mental 
health centers, and child guidance clinics which 
do not have access to an agency or to a com­
munity team support system or which have an 
administrative policy against reporting tend to 
minimize child abuse and neglect and to ignore 
their professional responsibility in this area. 

While professionals initiate most reports, 
in most communities many reports are also 
initiated by the lay public, i.e., friends, relatives, 
and neighbors. However, there has been little 
systematic study of public willingness to report 
and of public attitudes toward abuse and neglect. 

Boehm (1964) distributed over 1,700 ques­
tionnaires to a sample of community leadership 
groups in urban and rural Minnesota. On the 
basis of the 81 percent retulTI to this distribu­
tion, Boehm concluded that the community 
leaders strongly supported protective action in 
cases of gross physical harm to a child. On the 
other hand, emotional neglect or mental health 
hazards were not taken into account unless 
accompanied by violence of a physical nature. 
In addition, the community's definition of 
neglect and protection was shaped by the 
socioeconomic characteristics of the popula­
tion deemed to be abusing and neglecting. That 
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is, abusers and neglecters were generally thought 
of as representing low socioeconomic status 
groups. 

Part of Gil's study Violence Against Children 
(1970) included a nationwide survey, completed 
in 1965, of public knowledge, attitudes, and 
opinions about physical abuse in the United 
States. Using a probability sample of the non­
institutional population over .21 years of age 
(married persons under 21 years old were also 
included), Gil surveyed the opinions of 1,520 
respondents. His findings include the following: 
There was a high awareness of the general 
problem, over 80 percent had recent knowledge 
of physical abuse. Respondents with greater 
than high school education were more knowl­
edgeable than the others. Least knowledgeable 
were residents of nonmetropolitan areas with 
less than a high school education. Besides a more 
general knowledge of the subject, nearly 80 per­
cent knew of one or more particular incidents 
of abuse, the majority from newspaper coverage. 
Three percent had personal knowledge of a 
family where abuse had actually occurred during 
the year prior to the survey. 

Gil and Noble (1969) report relatively fewer 
respondents had specific knowledge of agencies 
relevant to the detection, report, and treatment 
of abuse. In nonmetropolitan areas such knowl­
edge was highly related to respondent educational 
level. However, nearly half of the respondent1'! 
indicated that they would, in fact, notify 
the local welfare department to report an 
incident; this response was given more often 
by respondents with higher levels of education. 

Gil (1970) also reports that a majority (58 
percent) of the respondents were of the opinion 
that " ... anybody could at some time injure a 
child in his care" (p. 5). In fact, such injuries 
were viewed as almost normal occurrences in 
childrearing. However, when Gil made the 
question more personal, that is, when he asked 
whether the respondent could cause injury to 
his/her child, only 22 percent answered affirma­
tively. ThUS, while professionals and community 
leaders may have an unclear idea of the nature 
of abuse and what it constitutes, the public is, at 
least, generally aware of the problem's existence. 

In nearly all of the communities visited, the 
child abuse and neglect programs have made (in 
some cases extensive) efforts to provide public 
education. Programs often maintain a Speaker's 
Bureau which, in different communities, may 
be composed of community team professionals, 

representatives from lay organizations such as 
the Junior Women's League, members of Parents 
Anonymous or other formerly abusive parents, 
and agency staff. These individuals make pre­
sentations to civic groups, to PTA groups, and 
to other groups of concerned citizens. The 
demand for speakers usually outstrips their 
availability. A number of the programs have 
also participated in radio and television pro­
grams and have developed ,information pam­
phlets for distribution at community health 
fairs or to community groups. 

Staff in some of the programs visited point 
out that the public information campaigns 
designed to alert the public to the need for 
reporting have two associated dangers. Public 
reporting campaigns have, in some instances, 
produced a rise in reporting which far outstrips 
the increase in services with the result that 
cases either go uninvestigated or that families 
receive no services subsequent to the investiga­
tion. Well-intentioned public information cam­
paigns which focus on the brutality of abuse 
as a means to overcoming reluctance to report 
may serve to harden attitudes of condemnation 
of abusive parents. The danger is that in such a 
community the result will be a public hue and 
cry for more criminal prosecution and less 
allocation of funds for services to families. Thus, 
public infQrmation campaigns should stress the 
fact that abusive parents can be helped and that 
there are resources to which people can turn if 
they feel they are experiencing serious difficulties 
with their own parenting, as well as the impor­
tance of reporting and of reporting procedures. 

There is impressionistic evidence that efforts 
directed toward public education are rewarded 
by an increase in self-referrals and community 
referrals. However, the impact of community 
education programs on self-referrals, on lay 
willingness to make referrals, and on the general 
level of public knowledge and attitudes toward 
abusive and neglectful parents has not been 
studied systematically. 

Receivers of Reports 

A variety of agencies are mandated to receive 
reports; reflecting changes in the understanding 
and approach to abuse, the type of agency so 
mandated appears to have changed over the last 
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decade. DeFrancis (1973) states that in 1963 
the first child abuse reporting laws required that 
reports be sent to law enforcement agencies. 
However, accompanying the development of a 
less punitive approach to abuse, the tendency 
has been to require reporting to the public 
social service agency. DeFrancis and Lucht 
(1974) note that " ... 43 States require that 
reports of child abuse be directed to the depart­
ment of social services at the state or local level" 
(pp.177-178).ln 30 States, at least one addi­
tional agency, typically the police or county 
attorney, is also mandated to receive reports. 
De Francis and Lucht (1974) report that seven 
States designate four or more agencies as re­
ceivers of reports, creating confusion for the 
reporter and producing differential treatment 
for the abuser, depending on the type of agency 
to which the incident was initially reported. 

While most professionals sophisticated in the 
detection and treatment of abuse favor reporting 
solely to the public social service agency, such 
action requires that the public agency be ade­
quately organized and staffed to provide protec­
tive services. In cOl:,nmunities where this is not 
the case, dual reporting responsibility may 
serve as a gadfly to the public agency to improve 
its services. In other words, when the county 
attorney receives all reports and wants to know 
what is being done by the public agency, or 
when the police department receives reports and 
wants to know what is being done, and when 
these agencies have the authority to ask, pres­
sures increase on the public agency for delivery 
of service. While law enforcement officials tend 
to be viewed by social service staff with con­
siderable misgivings, given adequate training 
in abuse and neglect, law enforcement officials 
can be both sympathetic and effective. 

Age of Children 

State laws vary in terms of the age limit for 
mandated reporting. DeFrancis and Lucht 
(1974) report that 18 is the upper limit in the 
greatest number of States. However, age limits 
range from age 12 in some States to others 
which include the mentally retarded or any 
incompetent or disabled person, regardless of 
age. In most States, the age limit for inclusion 
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in the reporting law is the age limit which 
defines the jurisdiction of the juvenile court. 

Abuse Laws Under Criminal Codes 

Abuse laws are either accusatory or non­
accusatory. In the former, the reporter may 
have to identify the abuser as a caret~\J{er of the 
child and, in most cases, show that the injury 
was intentional. DeFrancis and Lucht (1974) 
and Ryan (1974) recommend that the.teporting 
laws not be accusatory, Le., subject to criminal 
court jurisdiction, as this places an extra burden 
on the reporter. Other authors have discussed 
the inappropriateness of placing child abuse 
laws under the criminal code.10 Criminal law 
requires firm evidence of guilt which, as already 
discussed, is difficult to obtain, particularly 
because the abused is typically too young to 
testify. Neglect, in particular, is a difficult 
problem because it is often impossible to obtain 
enough physical proof of neglect. 

Avery (1973) estimates that only 5 to 10 per­
cent of abuse cases lead to conviction. He sees 
criminal prosecution in abuse cases as mis­
directed because it tends to make the family 
more unstable and to isolate it even further 
from the community. Such action does not 
require that treatment procedures be instituted 
and may also lead to additional hostility toward 
the child. In any case, it does not make the 
child's future more secure. 

Staffs of all treatment programs visited be­
lieved strongly that parents should not be 
prosecuted in criminal court because the 
"criminal" label is intrinsically antitherapeutic, 
destroying the possibility of rehabilitation. 
Some programs are instrumental in helping 
parents facing criminal charges to find a lawyer 
who can defend them successfully. On the other 
hand, most staff members viewed juvenile court 
as a potential-therapeutic ally. 

With few exceptions, it seems that the more 
highly developed the treatment program, the 
more willing are county attorneys to forego 
criminal charges. Where treatment services are 
not highly developed or are perceived by the 
county attorney as relatively ineffective, prosecu­
tion is far more likely. As one county attorney 
put it, " ... social services have really not been 
able to handle the problem and until they can, 
we have to deal with it in a law enforcement 
manner." 



Central Registries 

Since child abuse laws were first instituted 
there has been a trend toward the creation of 
central registries which exist, according to 
DeFrancis and Lucht (1974), in 33 States. The 
function of these registries varies from State to 
State. In most States the registry serves as an 
information system for identifying repeated 
incidents of abuse with respect to the same 
child or within one family or as a research 
instrument for helping in the study of incidence 
of abuse and its characteristics. The registry 
may also be used as a tracking system to ensure 
adherence to a service plan and periodic case 
review. Differences among states occur in terms 
of who has access to the listings, whether the 
registry contains validated and unvalidated 
reports, and whether entries are expunged after 
a certain period of time 01' when the child is 
beyond the reportable age limit. 11 

INCIDENCE 

Estimated incidence rates of abuse and neglect 
are widely divergent and often questionable as 
to their accuracy. A number of factors contribute 
to this situation. 

First, as discussed in chapter V, there is no 
uniform definition from State to State as to 
what constitutes an act of child abuse. Some 
States refer to serious physical abuse, i.e., the 
battered child syndrome, while others include 
moderate and mild abuse. Clear requirements 
for inclusion in these categories are often not 
given and the use of different standards makes 
the States not comparable. Therefore, estimates 
based on reported incidents in one State and 
extrapolated to the Nation may be quite differ­
ent from an estimate based on extrapolation 
from reported incidents in another State. 

Second, because reporting is closely tied to 
the availability of a support system for pro­
fessionals, to changes in reporting laws and the 
degree of public information, and to the avail­
ability of effective treatment programs, the 
recent growth of these systems and programs 
has resulted in a sharp increase in reporting. 
Therefore, incidence studies are especially 
vulnerable to the timeframe in which they were 
conducted. A striking example of this is offered 
by Cohen (1975) in his discussion of the State 
of Florida which in 1970 reported 17 cases of 

child abuse and in 1971, following the installa­
tion of a well-publicized hot line, reported 
19,120 cases. 

Third, as was discussed earlier in this chapter, 
estimates based on reported incidence reflect a 
bias toward those groups which are more suscep­
tible to report. For example, lower socio­
economic groups, which typically use a hospital 
emergency room rather than a private physician, 
are likely to be overrepresented. Private phy­
sicians, although suspecting the presence of 
abuse, may nevertheless be unwilling to report it. 

Fouth, incidence estimates are based on data 
from different sources. Data from State regis­
tries, from surveys of physicians and hospitals, 
from newspaper surveys, and data extrapolated 
from surveys of persons who know first hand 
of an incident, all lead to varying estimates. 

Fifth, abuse incidents may never come to the 
attention of medical personnel 01' they may be 
misdiagnosed. Holter and Friedman's (1968a, 
1969) studies of accident cases have shown 
that when records were reviewed several years 
after hospital admission, many of these cases 
were found to be incidents of abuse which had 
gone unreported. 

An early estimate of the occurrence of child 
abuse is given by DeFrancis (1963). He found 
662 cases of abuse l'eported in the newspapers of 
48 States and the District of Columbia during 
1962. In a survey (1962) of 71 hospitals Kempe 
et al. found that a total of 302 cases had been 
reported; 77 district attorneys who participated 
in the survey knew of 447 cases in that 1-year 
period. Trouern-Trend and Leonard (1972) 
state that in Connecticut, reported incidence 
increased from 102 cases in 1967/68 to 378 
cases in 1970171. Young (1964), in a study 
of 120 case records from two public and one 
private child welfare agencies (urban and sub­
urban) in an eastern metropolitan area, found 
that 75 percent of the cases reviewed showed 
a history of abuse. In a second study of 180 
records from agencies in seven localities (urban 
and rural) around the country, she found abuse 
in 44 percent of the cases. One of her conclusions 
was that abuse occurred most frequently, as 
well as more severely, in heavily populated 
areas. This is also illustrated in an analysis of 
reported incidents in New York City, Simons 
et al. (1966). They found that three boroughs 
(Bronx, Brooklyn, Manhattan) with the highest 
concentration of reported incidents had com­
mon characteristics as contrasted with the 
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remammg boroughs. These characteristics in­
clude increased crowding, a high proportion of 
births to Puerto Rican and noncaucasian moth­
ers, more low-weight newborns, late or no 
prenatal care, and higher infant mOltality rates. 

In his 1967/68 survey of every incident of 
child abuse reported through legal channels in 
the United States, Gil (1970) found approxi­
mately 6,000 cases, reporting a net increase of 
lOA percent from 1967 to 1968. Helfer and 
Pollack (1967) report that, in 1966, 10,000 to 
15,000 children in the United States were 
seriously injured by nonaccidental means; of 
these, 5 percent were killed and 25 to 30 percent 
were permanently injured. De Francis and Lucht 
(1974) also estimated the incidence of serious 
child abuse to be at a level of over 10,000 cases 
per year. Zalba (1971), extrapolating from State 
data, says that approximately 30,000 to 37,500 
children need protection against serious abuse. 
However, he also states that a conservative 
estimate of children in the United States needing 
protective services because of abuse and/or 
neglect reaches about 200,00(, to 250,000. 
Another widely quoted figure of estimated 
national abuse was reached by Kempe and 
Helfer (1972). Based on 22,000 reported cases 
in Denver and New York City, they estimate 
between 250 and 300 cases per million popula­
tion per year. This would result in approximately 
60,000 incidents per year in the United States. 
Kempe (1969) has also estimated that 15 per­
cent of emergency room visits per year of 
children under 5 years of age are for child 
battering. 

Gil and Noble (1969) propose a much higher 
incidence rate. In their 1965 survey of knowl­
edge, attitudes, and opinions of the general 
public, they found that 3 percent of the sample 
had personal knowledge of a family in which 
abuse had occurred during the year prior to 
the survey. They then extrapolated to the 
total United States population assmning that 
each respondent knew a different family. The 
national estimate, then, is 2.53 million to 4.07 
million abuse incidents. This is the highest 
figure estimated by anyone to date. 

. Light (1973) revised Gil's estimate based on 
the adjustments that (1) each respondent in 
Gil's sample knew more than one family with 
at least one child less than 18 years old and that 
(2) it is possible to divide the respondents' 
knowledge of families into those known well, 
moderately known, and only known slightly. 

Light then assumed that the respondent was 
more likely to know of an incident of abuse 
if it occurred in one of the families he knew 
well and that the more families the respondent 
Imew who had children under 18 years of age, 
the more likely he was to be aware of abuse. 
Thus, Light estimated that between 0.004 and 
0.01 of all families in the United States phYSically 
abuse a child each year. There are 31 million 
families with children under 18 years of age 
which leads to a lower estimate of 124,000 
abusive families. If, however, more than one 
child per family is abused, the rate is even 
higher: from 200,000 to 500,000 cases per year. 

Estimates of other types of maltreatment, 
such as neglect and sexual abuse, are also pub­
lished although it should be remembered that 
they are subject to the same problems as are 
the rates for physical abuse. DeFraucis (1972) 
reported that in 1967 there were 3,000 cases. 
of confirmed sexual abuse in New York City; 
Schultz (1973) gives a national average of over 
5,000 cases per year of incest. 

Jetee in Polansky et al. (1972b) identified 
neglect as the principal problem for 43 percent 
of children in foster care served by public 
agencies in 1961. According to Fontana (1971) 
in 1962, over 5,000 dependency and neglect 
cases were dealt with in New York City's chil­
dren's court; according to Solomon (1973), by 
1970 that figure had risen to 10,000 neglected 
children. Fontana (1971) also states that 800 
cases of neonatal addiction occur in New York 
City each year. He estimates a 15 percent to 20 
percent rise in incidence in recent years. 

Polansky compares neglect statistics with 
those for abuse. In North Carolina, 2,258 neg­
lect cases were reported in 1969-70 compared 
with 195 abuse cases, a ratio of approximately 
10 to 2 (Polansky et a1. 1972a), while in Florida 
the ratio was approximately 3 to 1 (Polansky, 
Hally, Polansky 1974). There is general agree­
ment that neglect is far more common than 
abuse. While a great deal is written about the 
number of abuse incidents that go unreported, 
the number is probably much higher for neglect 
cases because, as noted earlier, neglect is more 
difficult to define and prove . 

Since incidence studies are limited by the 
degree of public and professional awareness 
and willingness to report at any given time 
in history, by the sources from which data are 
collected, and by legal and operational defini­
tional differences between communities, it is 
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highly doubtful that such studies can generate 
any valid estimates of the incidence of abuse. 
In our opinion the expense of such studies is 
in no way justified by the quality of the results 
achieved. 
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Chapter VII - Characteristics and Dynamics 
of Abusers/Neglecters 

INTRODUCTION 

This chapter presents a synthesis of the litera­
ture and of program experience in terms of the 
characteristics and dynamics of abuse and neglect. 
This information is organized into the following 
categories: 

• Demographic characteristics, Le., socio­
economic status: income, occupation, and 
education; age; fan1ily size and spacing; 
ethnicity; intact v. single parent status 

• Life history characteri&tics, i.e., alcohol 
and drug use; history of ':';()Urt involvement; 
physical and mental disabilities 

• Dynamic characteristics, i.e., child-related 
knowledge, attitudes, and bf.havior; child­
hood experiences and role n:\pdeling; rela­
tionship stress; self-concept; isolation 

• Explanatory theories, i.e., psychological 
explanations; sociological/environmental ex­
planations; sociopsychological explanations 

While some studies are addressed to, or include, 
perpetrators other than the biological parent or 
other principal caretakers, most do not. There­
fore, this chapter follows suit in addressing itself 
only to characteristics of abusers who are natural 
parents or principal caretakers. 

DEMOGRAPHIC 
CHARACTE R ISTI CS 

Socioeconomic Status: Income, 
Occupation, and Education 

Samples used in several studies include abusers 
at all socioeconomic (SES) levels. For example, 
Steele and Pollack (1974) report that the 60 
families they studied and treated were from 
various social classes. Based on their review of 
medical records of 50 failure-to-thrive cases at 

Boston Children's Hospital, Glaser et al. (1968) 
report that all classes are represented. In the 
descriptive literature, child abusers are also said 
to represent all SES levels. l However, while 
abusers from higher socioeconomic levels are 
occasionally encountered, lower socioeconomic 
levels are overrepresented among reported cases. 
Most authors report that this overrepresentation 
of low-income groups is due to their greater use 
of emergency rooms and public social services; 
families belonging to higher SES levels more 
often use private physicians who, in turn, tend 
not to report abuse to the mandated authorities. 

Gil (1970) found that lower-income SES 
groups were overrepresented in his national 
san1ple of lIapproximately 6,000 reported child 
abuse cases; 60 percent of the families in Gil's sur­
vey were receiving p1lblic assistance. Zuckerman 
et al. (1972) report that 72 percent of 60 hospi­
talized abuse cases at Columbus Children's 
Hospital, Ohio had an annual family income of 
less than $5,000. Elmer (1967 c), comparing the 
characteristics of 31 abusive families whose 
children were hospitalized at Pittsburgh Children's 
Hospital with those of the general Pittsburgh 
population, reports that 25 percent of. the 
abusers received public assistance as contrasted 
with only 5-6 percent of the general Pittsburgh 
popUlation. Not surprisingly, financial problems 
are frequently listed as a characteristic of abusive 
families. 

Comparisons between income of program parti­
cipants and of community residents in the pro­
gram case studies presented in part I show that 
lower-income groups are overrepresented among 
abusive and neglectful parents. Virtually every 
program has worked with middle- and upper­
middle-income families and it is absolutely clear 
that high income does not preclude child abuse. 
Nevertheless, whether it is because of the greater 
visibility of low-income families in community 
agencies or whether it is because of a greater 
true incidence among low-income families, these 

131 



families are overrepresented in the programs 
visited. 

Occupations listed by families in studies re­
ported in the literature are also of a low leveL 
Skinner and Castle (1969), studying British 
National Society for the Prevention of Cruelty 
to Children (NSPCC) records for children who 
received medical care for abuse, report the follow­
ing levels of skill in the 78 families: 54 percent 
unskilled, 9 percent partially skilled, 26 percent 
skilled, 11 percent unknown. Paulson et al. 
(1974) found, among their sample of 31 families 
referred to a group psychotherapy program, 
unSkilled, skilled, manual, and clerical workers. 

Unemployment rates are also high. In 21 per­
cent of a sample of 60 abuse cases (Zuckerman 
et al. 1972), the father or male guardian was 
out of work. Over 50 percent of the sample 
families (303 abuse cases) studied by Boston 
Children's Hospital Medical Center (1974) were 
unskilled or had never worked. Holter and 
Friedman (1968a) found that 32 percent (N=10) 
of their high-ri~k families were unemployed 
compared with only 8 percent (N=5) of the low­
risk families at the University of Rochester 
Medical Center. Determination of risk was made 
011 the basis of types of injuries to a Shild. High­
risk fanlilies included all cases of head injuries, 
fractures and dislocations, limb injuries, burns, 
abrasions, contusions, and bruises. Low-risk 
families consisted of cases of lacerations and 
ingestions. Young (1964) mentions unemploy­
ment as a characteristic of 120 abusive and 
neglecting families she studied but gives no pro­
portkn of its presence in the sample. Several 
other authors of descriptive works also mention 
unemployment as being high among abusive 
caretakers.2 

Although employment data are generally not 
systematically collected in the programs visited, 
the majority of abusive parents have low-level 
occupations or are unemployed. Several programs 
reported that at times of massive layoffs within 
their communities, there is a rise in reported 
cases of abuse among workers in those industries. 
The father's tension over his loss of employment 
and his unaccustomed presence in the home are 
generally felt to contribute substantially to the 
potential for abuse. 

It is also generally reported that parents in 
these families have had little education. Nurse 
(1964), m a study of 20 families known to New 
York Family Court, reports that the average level 
of education is 9 years. Komisaruk (1966) and 

the report by the Boston Children's Hospital 
Medical Center (1974) state that one-half or 
more of their samples (65 families at a Detroit 
child study clinic and 303 hospitalized abuse 
cases, respectively) had less than a high school 
education. Approximately three-quarters of the 
parents of 60 hospitalized children reviewed by 
Zuckerman et al. (1972) had not completed high 
school. Holter and Friedman (1968a) compared 
family background of 34 accident, 33 repeated 
accident, 10 suspected abuse, and 10 neglect 
cases. In terms of education, they found that 69 
percent of suspected abusive and 76 percent of 
neglect families have had less than a high school 
education. The same is true for only 24 percent 
of accident and 36 percent of repeated accident 
fanlilies. Of all sources reviewed, only one (Elmer 
1967 c) reports no significant educational differ­
ences among the 31 abusive families in her study 
(10.1 years) and the general Pittsburgh popula­
tion (10.0 years). 

Because income, occupation, and education 
are all highly interrelated it is not surprising that, 
among reported cases, low-income, low-skill 
level or unemployed, and low-education families 
are ovenepresented. 

Age 

Abusers are generally described in the litera­
ture as young, i.e., between 20 and 30 years of 
age at the time of the incident.3 Lauer et al. 
(1974) found significant differences between the 
median ages of abusive parents (of 130 hospita­
lized, battered children at San Francisco General 
Hospital) and those of the comparison group 
(nonabused concurrent hospital admissions). 
Twenty-one percent of the abusive mothers and 
9 percent of the abusive fathers were under 19 
years of age; by contrast, only 8 percent of 
comparison group mothers and 1 percent of 
comparison group fathers were as young. The 
median ages for the four groups are as follows: 
abusive mothers = 22.5 years, abusive fathers = 
25.2 years old; comparison mothers = 26.5 years, 
and comparison fathers = 29.0 years. Gil's (1968) 
survey yielded the following data: 37 percent of 
the fathers and 56 percent of the mothers were 
under the age of 30. 

Not all abusers are under the age of 30, how­
ever. In Gil's survey of 6,000 cases, 20 percent 
of the fathers and 27 percent of the mothers 
were between the ages of 30 and 40. The sample 

132 



of 20 studied by Nurse (1964) included mothers 
ranging in age from 18 to 44 years and fathers 
from 19 to 51 years old. The median ages, in 
those cases, were 32 years for the mothers and 
36 years for the fathers. 

Young age at the time of marriage and at the 
birth of the first child are also mentioned as 
characteristics of abusive parents. Komisaruk 
(1966) notes that 32 percent of his Bample of 
parents of 65 abuse cases attending a child study 
clinic w' ':e married before age 20. The average 
age at marriage for Sheridan's sample of 100 
mothers on probation for neglect in England is 
20.3 years. In the sample of parents of abused 
children referred to Smith, Hanson, and Noble 
(1973) for research, the average age of mothers 
at birth of the first child was 19.7 years, or 4 
years below the national average. Sheridan (1959) 
reports the average age at first birth to be 19.3 
years. Costin (1972) also comments on the young 
age of the abusive parent at marriage and birth 
of first child. However, comparisons with the 
national average tend to be misleading because, 
as already discussed, samples of abusive parents 
overrepresent low-income groups and these indi­
viduals tend to marry and have their first child 
at a significantly younger age than do individuals 
in higher-income groups. A more meaningful age 
comparison would be between the age at marriage 
and age at first birth of abusive and nonabusive 
low-income families. In other words, a relatively 
young (below the national average) age at marriage 
and at first birth is not characteristic of just 
abusive families but of the general population of 
low-income families from which these abusive 
families are typically drawn. 

Family Size and Spacing 

Large families are discussed in the literature as 
characteristic of abusive families. Light (1973) 
discusses this aspect of abusive families in depth; 
he compares statistics of abusive families in Gil's 
survey of legally reported incidents in the United 
States, a survey of abusers in New Zealand, and 
a National Society for the Prevention of Cruelty 
to Children survey in England with the family 
size distribution, as a whole, of families with 
children under 18 in those countries. He finds 
that the average family size for abusive families 
substantially exceeds the national average. For 
example, in each country, Light states that there 

are approximately 33 percent of all families with 
children under 18 years of age who have one 
child only. Abusive families in that category, 
however, amount to 18 percent in the United 
States, 23 percent in England, and 13 percent in 
New Zealand. A compr.u·ison of abusive families 
with the general population in the three countries 
in terms of percentage of families (with children 
under 18 years of age) who have four or more 
children can be seen as follows: United States = 
39.5 percent abusive, J.9.6 percent national 
average; New Zealand = 46.5 percent abusive, 
14.1 percent national average; England = 12.9 
percent abusive, 11.9 percent national average. 
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Light's analysis is confirmed by several other 
studies. Elmer (1967c) reports that the 31 abus­
ing families she studied had an average of 3.7 
children, while the general Pittsburgh population 
had only 2.6 children per family. The average 
number of children per abusive family in a study 
by Glaser et al. (1968) of 50 children hospitalized 
with failure-to-thrive is 3.8. Thirty-three percent 
of Johnson and Morse's (1968) sample of 85 
families known to the Denver Welfare Depart­
ment consisted of families with four or more 
children; 2 percent had eight or more children. 
Tormes compared the family size of 20 incestuous 
families with the size of 20 families in which 
children were sexually victimized by a noncare­
taker. Both groups consisted of large families; 
however, the incest group had a family size 
median of 4.7 compared with a median of 3.9 
for the nonincest families. 

Data on family size were available at three of 
the programs we visited. In one, average family 
size was 4.6 in a sample of 45, in another the 
average family size was 1.8 in a sample of 74, 
and a third program reports an average family 
size of 2.6 in a sample of 101. These different 
rates reflect program characteristics rather than 
population characteristics. That is, programs 
which specifically seek out younger families 
with fewer ehildren of course report smaller 
family size than do programs which seek out 
large multiproblem families. Therefore, data on 
family size are as much dependent on admission 
criteria as on any real events in the popUlation 
of abusive or neglectful families. Data collected 
from these programs do indicate that abuse can 
very well occur in families with only one or two 
children. 

Family size data appear to be confounded with 
SES data which were uncontrolled in the studies 
reviewed. That is, once again, comparisons with 



national averages in terms of family si.ze are mis­
leading because low-income groups tend to have 
larger families. Based on 1973 U.S. Census data, 
the mean number of children per low-income 
family is 2.51 for caucasians and 2.99 for black 
families. The national average for the total 
United States population is 2.14.4 

Another characteristic of abusive families 
reported in the literature is that children are 
usually born in close succession. From her study 
of 31 hospitalized abused children, Elmer (1967c) 
concludes that the most common combinations 
in terms of child spacing and abuse are 3 or 
more children with less than 1 year between birth 
of a sibling and hospital admission for abuse. 
Kempe et al. (1962) report similar findings based 
on their clinical observations and experiences. 

Ethnicity 

N oncaucasian families are overrepresented in 
some study samples. Gil's (1968) sample cohort 
of 1,500 abuse cases in 38 cities and counties 
across the country included 46 percent black 
families. Elmer (1967c), for example, compares 
her 31 hospital-referred families with the general 
Pittsburgh population. Twenty-seven percent of 
the sample is noncaucasian, 17 percent of the 
city population is noncaucasian. The Boston 
Children's Hospital Medical Centerreport (1974), 
using a sample of 311 inpatient cases, found that 
there were relatively more noncaucasian families 
in the abuse and neglect categories while accident 
and failure-to-thrive cases included relatively 
more' caucasian children. More noncaucasians are 
represented in Holter and Friedman's (1968a) 
suspected abuse category (20 percent of a sample 
of 10 cases) and neglect category (80 percent of 
a sample of 10 cases), while the accident and 
repeated accident categories have 12 percent (of 
a sample of 34 cases) and 10 percent (of a sample 
of 33 cases) noncaucasians, respectively. 

On the other hand, Heins' (1969) analysis of 
164 abuse cases admitted to a Detroit hospital 
found more caucasian children abused than was 
expected. The ratio of black to caucasian abuse 
cases was 2:1 compared with the general hospital 
pediatric population of 3:1. Lauer et al. (1974) 
also found more cauca.sian children in their 
sample of 130 abused children in San Francisco 
General Hospital compared to their comparison 
group of concurrent (nonabused) hospital admis­
sions. Caucasian children made up 37 percent of 

the abused sample; only 22 percent of the com­
parison group was caucasian. 

The different proportions of noncaucasian 
abused can be understood as a function of what 
is used as a comparison group. Lauer et al. found 
that when comparing their sample with the 
census data instead of the comparison group, 
more non caucasian children were abused. Ebbin 
et al. (1969) found a predominance of caucasian 
abused children in their sample of 50 children 
admitted to the Los Angeles County General 
Hospital. However, abused children were admitted 
for emergency treatment from the entire county 
while the study's comparison population (the 
hospital's pediatric outpatients) was drawn from 
the area immediately surrounding the hospital. 
Compared to the county as a whole, the 
immediate area has a greater proportion of black 
families. Therefore, the inpatient population 
which inc! udes abuse cases has a higher proportion 
of caucasian patients than does the outpatient· 
population from which the comparison group 
was drawn. 

Five of the eight programs visited had data 
available on the ethnic status of abusive families 
and of the general population. In every instance, 
minority group members are overrepresented. 
Black families tend to be overrepresented in 
areas where there are black and Spanish-surname 
families, and American Indian families tend to 
be overrepresented in the areas in which they 
live. Because ethnic minorities tend to have 
relatively low incomes and because low-income 
groups tend to be overrepresented among abusive 
families, it is not surprising that ethnic minorities 
are overrepresented among abusive families. In 
any event, child abuse is certainly not restricted 
to ethnic minorities. In the programs visited, the 
range in terms of percentage of caucasian families 
referred to services was from 39 percent in one 
program to 85 percent in another. 
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I ntact v. Single-Parent Status 

The abusive families reported in the literature 
are characterized by a disproportionately greater 
number of female-headed households. Holter 
and Friedman (1968a) report that 32 percent 
(N=10) of the high-risk families (all abuse cases, 
~ome accident, and neglect cases) and only 12 
Pflrcent (N=7) of the low-risk families (no abuse 
cases) were one-parent families headed by the 
mother. An even higher proportion (40 percent) 



of 60 families were without a father or male 
guardian in the hospitalized population studied 
by Zuckerman et al.' (1972). Thirty percent of 
the families included in a sample of 50 hospitalized 
abused children were intact, while this was true 
for 53 percent of the comparison pediatric out­
patient population Ebbin et a1. (1969). Based on 
her experiences and impressions, Costin (1972) 
also notes a high proportion of female-headed 
households. 

Contradicting these findings is the report by 
Boston Children's Hospital Medical Center (19"/4) 
which stated that all 303 abuse families in their 
study had a father figure present in the home. 
DeFrancis (1963) found only 1 of 12 families to 
be one-parent households in his study of 328 
cases reported in the newspapers. The sample 
used by Glaser et al. (1968) included 80 percent 
intact families out of a sample of 50 whose 
children were hospitalized with failure-to-thrive. 

Gil (1970) also discusses family composition 
but relates it to ethnicity. In his sample of all 
reported incidents (approximately 6,000) in the 
United States, he found 20 percent of the 
children without a father or father substitute. 
Nearly one-fifth of the families had parents who 
were separated 01' divorced 01' the mother had 
been deserted or widowed. However,,~ substantial 
difference can be seen between the black, Puerto 
Rican, and caucasian families. 'There was no 
male present in 42 percent of the Puerto Rican 
families, 37 percent of the black families, and in 
less than 20 percent of the caucasian families. 
Since Gil's and most other samples are over­
represented in terms of noncaucasians and in 
terms of low-income 'families, the relationship 
between one-parent families and abuse is con­
founded in that it could be a function of the 
greater incidence of one-parent families in non­
caucasian and low-income groups. 

In most of the programs VIsited, single parent 
families are overrepresented among program 
participants as contrasted with the community 
in which the program is located. However, once 
again income and ethnic status are confounding 
variables. In 1973, the proportion of low-income 
families with female heads of household 
amounted to 63.8 percent of black families and 
39.0 percent of caucasian families. s 

In general, it can be concluded that income, 
occupation, education, ethnic status, single-parent 
status, age at time of marriage, age at time of 
first birth, and family size are all confounding 
variables. An of these variables are related to 
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income and because low-income families are over­
represented in virtually all studies and all pro­
grams, possibly because of their greater visibility 
in the service delivery network, no causatio11 
should be implied. rfhat is, it !limply is not known 
to what extent, if any,_ any of these variables 
contribute causaey to the problem of abUSe. 

Sex of the Abuser 

There is no definitive answer as to whether 
abusers are mot'e HkE'ly to be mothers 01' fathers. 
Green (1968), Luldanowicz (1971), Paulson et 
al. (1974), and Steele and Pollack (1974) all 
found the mother to be the abuser in the majority 
of cases studied. Lukianowicz found this to be 
true in 80 percent of the 18 cases studied in 
Ireland, and Paulson et al. in 55 percent of 31 
families, of which 8 were single parent families. 
Steele and Pollack, finding the mother the abuser 
in 83 percent of 60 families, relate this to the 
low incidence of unemployment in their sample 
and to fewer hours of contact between the father 
and the infant than between the mother and the 
infant. Again, however, there is confounding in 
that a disproportionate number of abusing families 
are single parent, female-headed; thus, there are 
more mothers than fathers in a position to abuse. 
However, Glazier (1971) in a sample of 251 
cases and Silver, Dublin, and Lourie (1971) in 
their sample of 24, found more cases where the 
father was the abuser. Other factors also come 
into play, however. For example, while Silver, 
Dublin, and Lourie state that the father was 
responsible for two times as many cases concern­
ing children of all ages as was the mother, the 
mother abused children under age 2 three times 
as frequently as did the father. Glazier does not 
provide any statistics. DeFrancis (1963) found 
a greater number of fathers responsible for 
inflicting injuries in 662 abuse cases (38 percent. 
compared with 29 percent for mothers), but 
more mothers (48 percent) were responsible for 
fatalities (22 percent for fathers). Johnson and 
Morse (1968) give the following breakdown of 
abusers in 85 families: mother in two-parent 
family (32 percent), fathe:!.' or stepfather in two­
parent family (30 percent), mother in one-pareilt 
family (23 percent), both parents (6 percent), 
mother's boyfriend (5 percent), adoptive parent 
(3 percent), brother (1 percent). Paulson and 
Blake (1969) report that the sex of the abuser 
may vary with the sex of the child. That is, in 



analyzing 96 cases, they found that although 
biological fathers were equally abusive to sons 
and daughters, mothers were more likely to be 
abusive toward their daughters. 

In actual practice, it is often impossible to 
determine which parent was the abuser as often 
one parent is abusive while the other gives tacit 
approval or even encouragement. In many cases, 
even after a long-term treatment relationship has 
developed, it is still unclear as to who the actual 
perpetrator was. It does not seem that there is 
any real relationship between sex and abusiveness. 

Our review of the literature on demographic 
characteristics highligl~ts the fact that no con­
clusions can be drawn regarding the contribution 
of any of these variables to abuse and neglect. 
The highly interrelated nature of many of these 
variables suggests that only large-scale studies 
with sufficient sample size to control for each 
variable separately can provide a methodologically 
sound base from which to draw conclusions. 
Moreover, the practice of comparing abusive 
parents to national averages rather than to data 
on groups which are similar in demographic 
composition is highly misleading. Studies using 
census data on demographic characteristics which 
compare abusive parents with equivalent income 
groups are methodologically more sound than 
are studies which rely on comparisons between 
abusive parents and an aGtual comparison group 
drawn for the purposes of the study. The assump­
tion that two people who use a service, e.g., a 
hospital, are comparable in all but their abusive 
practices is often misleading. 

LI FE HISTORY 
CHARACTERISTICS 

Alcohol and Drug Use 
Thirteen studies report the incidence of alco­

holism in a portion of their samples.6 Generally, 
it is simply mentioned that alcohol abuse and 
drunkenness are prevalent, but percentages are 
not given. In a few publications more specific 
information is provided; however, no data ru.'e 
presented on the incidence of substance abuse in 
a comparable popUlation of nonabusers. For 
example, in Johnson and Morse's (1968) srunple 
of 85 abusive families referred to the Denver 
Welfare Department, 16 percent of the parents 
"drank to excess." Glazier (1971) reported 

. intoxication as a circumstance of the abuse inci­
dent for 13 percent of the 334 abusive frunilies 

studied. Glaser et al. (1968) report that 40 
percent (N=16) of the parents of children 
hospitalized with failure-to-thrive exhibited 
family disruption or dysfunction which included 
alcoholism, among other traits, so that it is not 
reported in how many cases alcoholism is a 
specific problem. Drunkenness and drug addiction 
were among the characteristics by which 68 
percent (N=23) of the cases studied by Silver, 
Dublin, and Lourie (1971) were known to th~ 
Women's Bureau in Washington, D.C. This 
unusually high percentage is likely to be a func­
tion of the particular referral source. Only a very 
small percentage (3 percent) of a srullple of 293 
parents whose children were reported to the 
New York City Bureau of Child Welfare were 
alcoholics or drug addicts (Simons et al. 1966). 
Nevertheless, these two traits are mentioned as 
factors contributing to an abusive situation by 
a number of authors whose work is based on 
clinical rather than research data. Some clinicians 
point out that abusive parents, trying to fulfill 
their needs through their children, use alcohol 
and drugs for the same purpose.? 

Although most authors make no mention 
whatsoever of the presence of alcoholism or 
drug abuse, Smith, Hanson, and Noble (1973) 
specificially state that alcoholism and drug 
dependence were not present in their sample of 
214 parents. This sample, however, is distinct 
from the others in that these families were 
referred by various conSUltants to the authors 
for the purpose of research. 

Only one of the programs we visited maintains 
systematic data on alcohol and/or drug abuse. 
In this progrrull, in 12 out of the 74 cases (or 
16 percent) there was an alcohol or drug abuse 
problem. Staffs at other programs were asked 
to estimate· the percentage of abusers with a 
history of drug or alcohol abuse. In each of the 
progrruns the variation from one staff member 
to another was as great, if not greater, as the 
variation from one program to another. In othel' 
words, in the absence of systE:matic data, these 
estimates were so subjective as to be considered 
totally unreliable. 
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History of Court Involvement 
Prior history of involvement with law enforce­

ment agencies amon.g abusive adults is noted by 
a number of authors. However, these authors do 
not reference their findings to a comparable 



population so that there is no information as to 
whether such a history of court involvement is 
particularly sil5nificant for abuse or not. Gil's 
(1968) nationwide study fourld that 8 percent 
of "~he mothers and 6 percent of the fathers of 
abused children had been involved in juvenile 
court, and that 5 percent of the mothers and 16 
percent of the fathers had criminal records. 
Ebbin et al. (1969) report that 46 percent 
(N=23) of the battered children treated in Los 
Angeles County General Hospital had one 
parent with previous criminal convictions. Sixty­
eight percent (N=23) of the mothers of abused 
children samples by Silver, Dublin, and Lourie 
(1971) were known to the D.C. Women's Bureau 
prior to the a;1'.{Se incident for the following: 
support and custody, shoplifting, loitering, and 
assault. The only study discussing this aspect 
of the abuser's background which draws com­
parisons with a comparison group (Smith, Hanson, 
and Noble 197.3) found that a "significantly" 
greater proportion of 134 abused children's 
patents (29 percent of fathers and 11 percent of 
mothers) had criminal records than did non­
abl'~"1.'e parents of 53 children admitted to a 
hObpital for emergencies other than accident and 
trauma cases. However, the proportion of non­
abusive parents with criminal records is not given 
and so the meaning of the term "significant" is 
unclear. 

None of the programs visited maintained 
systematic data on the abuser's hii;tory of court 
involvement. However, staff description of cases 
gave the impression that the history of many 
abusive parents includes involvement with 
juvenile, if not criminal, court. 

Physical and Mental Disabilities 

Physical disabilities or illness are mentioned as 
a characteristic of the abu!ler by a number of 
authors. s Based on 115 abuse cases described by 
social service agencies, Bryant et al. (1963) 
developed four abuser typologies, one of which 
concerns the physically disabled father (the other 
three types are related to personality). In such 
cases, the fath0r is unable to support his family 
as a result of being disabled, which leads to 
financial problems as well as to additional tension 
from the father's more frequent presence in the 
home. 

Gibben, in Blumberg (1964/65), found a 
history of major physical illness among one-third 
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of the 39 imprisoned abusers in England. Bennie 
and Sc1are (1969) found one-half of their 10 
subjects to have some type of physical condition 
such as pregnancy or some disease aggravating 
their mental state. Gil (1970) found that 12.3 
percent of the parents had been physically ill 
during the year in which the abuse occurred. 
Through their study of 87 children hospitalized 
for suspected abuse, neglect, and/or accidents, 
Holter and Friedman (1968a) found that in 
approximately 65 percent of the cases, a family 
member was seriously ill at the tinle of the inci­
dent which led to the child's hospitalization. 
Three-quarters of the parents had chronic physical 
and emotional problems. 

As discussed in the literature, "mental dis­
abilities" include low IQ and mental retardation 
as well as mental illness and emotional problems. 
It is difficult to determine how these diagnoses 
are made; that is, in most instances, no informa­
tion is provided as to the tests or techniques used 
to establish a diagnosis. 

Some authors cite chart.cteristically low IQs 
among abusers, others describe their sanlples as 
having a wide range of IQ levels. Steele and 
Pollack (1974) found an IQ range of 70 to 130 
among the abusive parents in the 60 families 
they stUdied. Helfer and Pollack (1967) also 
report a wide range of IQ scores among abusers. 
Despite the range, however, it seems that a dis­
proportionately great number of abusers do 
r.eflect low IQ" scores. Komisaruk (1966) points 
to 20 percent of the 65 parents he studied as 
having IQs of less than 75 and Gil (1968) found 
that 11 percent of the mothers and 6 percent 
of the fathers of reported abused cl}ildren had 
deviations in intellectual functioning. Smith, 
Hanson, and Noble (1973) report a statistically 
significant difference between the two groups 
(abusers: XIQ=80, controls: XIQ::::95). The 
sample consisted of 214 parents of 134 abused 
children referred to a research team compared 
with parents of 53 children who were nonabuse 
hospital emergency cases. 

The presence of mental retardation among 
abusive parents is noted by a number of authors.9 

There axe only three research studies of this 
variable and its relationship to abuse. Johnson 
and Morse (1968) report 9 percent of their 
sample of 85 families to have a mentally retarded 
abuser; a much higher 36 percent are "mentally 
disturbed." Moxse, Sahler, and Friedman (1970) 
state that 78 percent (N=18) are mentally re~ 
tarded and/or emotionally disturbed. Glaser et 



al. (1968) found that 40 percent (N=16) of their 
families have some type of family disruption or 
dysfunction, among which mental retardation or 
illness is included. Because mental retardation is 
often subsumed under the more general category 
of emotional disturbances and mental illness, it 
is impossible to determine exactly what propor­
tion of the abusers are diagnosed as mentaUy 
retarded. 

While abusers are widely held to exhibit mental 
illness, emotional problems, personality problems, 
or defects in character structure, these terms are, 
however, rarely defined. An underlying assump­
tion in the literature is that these characteristics 
predominate among abusers when, in fact, they 
are common among the nonabusing population 
as well. Very few comparisons have been made 
between ahusers and nonabusers along such 
dimensions. Gelles (1973) further criticizes studies 
of abusers' mental health on the basis that they 
are essentially tautological: behavior is syn­
onomous with explanation. For example, an 
abusing adult may be diagnosed as exhibiting poor 
emotional control and aggressive tendencies. The 
explanation given for abuse, however, is the 
same: aggression and poor emotional control. 
Because the behavior i~ synonymous with the 
dynamic, it is as impossible to ascribe causality 
to the dynamic as to the behavior. These caveats 
should be kept in mind during the ensuing dis­
cussion of the personality or mental disabilities 
mentioned in the literature. 

Abusive parents in some studies had a history 
of psychiatric institutionalization. Gil (1968) 
reports that 7 percent of the mothers and 5 
percent of the fathers of 6,000 reported abused 
children had been in mental hospitals prior to 
the abuse incident. Simons et al. (1966) report 
that, among 17 percent of 293 abusing families, 
one parent had a history of previous institutionali­
zation in mental hospitals or penal institutions 
or had received treatment for mental or social 
problems. Fifty percent of the families had 
psychological problems which required counsel­
ing or social service support. 

Using psychiatric, psychological, and social 
interviews, Smith, Hanson, and Noble (1973) 
compared 134 abusing parents with 53 parents 
of children who were hospitalized, on an emerg­
ency basis, for other than accidents and trauma. 
The authors found that a significantly greater 
proportion of the abusers (76 percent of th" 
mothers and 64 percent of the fathers) exhibited 
"abnormal" personalities, further broken down 

into mild (character disorder), moderate (per­
sonality disorder), and severe (psychopathic). 
Significant differences were fOlmd at all three 
levels between abusers and controls. Sixty-two 
percent of the mothers and 26 percent of the 
fathers had mild or moderate disorders, 14 per­
cent of the mothers and 37 percent of the 
fathers had severe personality disorders. None of 
the controls had personality disorders of a severe 
nature. 

Using the Minnesota Multiphasic Personality 
Inventory (MMPI), Wright (1970) reports that 
the 15 abusive parents tested exhibited high 
scores. on both the Psychopathi( Deviancy (Pd) 
and Schizophrenic (Sc) scales. A high score on 
the Pd scale indicates impulsiveness, an easy 
appearance of social conformity, as well as an 
ability to manipulate. A high Sc score charac­
terizes ego deterioration, breakdown of self­
direction, feelings of isolation and inferiority. 
However, since the MMPI was given following 
the abuse incident there is no way of knowing to 
what extent those scores were influenced by the 
abuse and its subsequent detection. 

Other literature dealing with the emotional 
status of abusers is less specific as to how the 
characteristics were determined. lO Statements 
are simply made as to what proportion of the 
sample have mental or emotionai problems. For 
example, Michael (1972) states that 25 percent 
of the mothers of abused children in his sample 
(28 cases hospitalized in Iowa) had identifiable 
medical and psychiatric problems prior to the 
reporting of the incident. Komisaruk (1966) 
reports eight mothers out of 65 families to be 
mentally ill. In Johnson and Morse's (1968) 
sample, 36 percent of the parents in 85 families 
were mentally disturbed and 4 percent were 
reported to be partially psychotic. Among the 
10 families with children hospitalized for burns 
sampled by Holter and Friedman (1969) five 
mothers and five fathers were considered to be 
emotionally disturbed. Abuse was found in 
three of these families, situational crisis was 
determined in the remaining seven. Another 
study by Holter and Friedman (1968b) found 
that four fathers and three mothers in18 families 
had received some form of psychiatric treatment. 
All 10 abusers studied by Bennie and Sclare 
(1969) were described as having personality dis­
orders in terms of impulsive behavior. Depression 
was present in one-half of them. Delsordo (1963) 
classified 5 percent (N=4) of the parents he 
studied (cases referred to a SPCC) as mentally ill. 
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Despite the seemi11g prevalence of emotional 
problems, Kempe (1971) states that only 5 
percent of abusing families include a psychotic 
parent, while an additional 5 percent are con­
sidered "aggressive psychopaths." The remaining 
90 percent are characterized as "normal," but 
having problems in mothering. Generalizing from 
a very small study of 12 military families with 
an abused child, Cohen, Raphling, and Green 
(1966) found that the parents were immature, 
egocentric, demanding, and had a low level of 
frustration tolerance, but nevertheless were 
without psychologic or somatic evidence or 
clearly defined psychiatric illness. Spinetta and 
Rigler (1972) conclude that the literatUre sup­
ports the view that only a few abusing parents 
are severly psychotic. 

Emotional problems or mental disabilities 
form the basis for constructing several typologies 
of abusers. For example, Merrill (1962), based 
on a study of 155 families known to the 
Massachusetts SPCC, constructs four types of 
abusers, of which three are personality derived. 
The three types are: (1) hostile, aggressive, (2) 
rigid, compulsive, lack of warmth, (3) passive, 
dependent. To these he adds a fourth unrelated 
type where the father is unable to support the 
family because of physical disability. Fontana 
(1973e) lists six types of abusers; they are: 
(1) emotionally immature, (2) neurotic or 
psychotic, (3) mentally deficient or uninformed 
about childrearing, (4) disciplinarians, (5) criminalf 
sadistic, (6) addicts. Polansky et al. (1972a) con­
centrate to a greater extent on personality traits. 
Their five types of abusers are: (1) apathetic­
futile parent: passive, absence of interpersonal 
relationships, and verbal inaccessibility; (2) 
impulse-ridden: restless, aggressive, manipulative, 
unable to tolerate stress or frustration; (3) men­
tally retarded; (4) depressive: persistent sadness, 
indecisiveness; (5) psychotic: social withdrawal, 
bizarre behavior, severe anxiety, disturbances in 
stream of thought. Zalba (1967) bases his typology 
on the problem of control over abuse. "Uncon­
trollable abuse" includes (1) the psychotic parent, 
(2) the pervasively angry parent who expresses 
hostility through abuse, (3) the depressive, passive­
aggressive parent who resents having to meet 
needs other than his or her own. The second 
classification, "controllable abuse" has three 
types. These are the (1) cold, compulsive dis­
ciplinarian who defends the right to discipline 
her/his children, (2) the impulsive but generally 
adequate parent with marital conflict, where 

feelings tow~trd the spouse are displaced onto 
the child, and (3) the parent with an identity/role 
crisis where the person is unable to cope with 
role changes necessitated by external factors 
such as physical disability. 

The studies in this area suffer from lack of 
data on the incidence of various physical and 
mental problems in the popUlation at large and 
from lack of definitional clarity. 

The programs visited do not collect systematic 
data on history of mental illness and hospitaliza­
tion and most report knowledge of such a history 
with reference to a relatively small proportion of 
of cases. However, asa clinical psychologist listen­
ing to individual case presentations dealing with 
more than 80 families and attending staffings on 
at least another 30 cases, it is the senior author's 
impression that in the large majority of instances 
these are individuals with severe ego impairment. 
The total group of cases represents a composite 
history of suicide attempts, brief hospitalizations, 
major impairments in interpersonal relations as 
manifested by a lack of friends and a multiplicity 
of transitory emotional entanglements with 
adults who are physically abusive not only with 
their children but also with each other, distor­
tions in rellcHt.y testing, impairments in thinking 
or functional retardation, problems with impulse 
control, immaturity and lability of affect, and a 
marked tendency to rely on projection and 
denial as major defense mechanisms. It must be 
said that a large proportion of the cases described 
manifest severe psychopathology. 

DYNAMIC CHARACTERrSTICS~ 
THE DYNAMICS OF ABUSE 

AND NEGLECT 

In the discussion which follows, the individual 
explanatory constructs which, in addition to the 
structural problems discussed above, comprise 
the dynamics of abuse are organized under the 
following headings: 

• child-related knowledge, attitudes, and 
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behavior 
.. childhood experiences and role modeling 
• relationship stress 
• self-concept: feelings of helplessness and 

mistrust of self and others 

• isolation 



al. (1968) found that 40 percent (N=16) of their 
families have some type of family disruption or 
dysfunction, among which mental retardation or 
illness is included. Because mental retardation is 
often subsumed under the more general category 
of emotional disturbances and mental illness, it 
is impossible to determine exactly what propor­
tion of the abusers are diagnosed as mentally 
retarded. 

While abusers are widely held to exhibit mental 
illness, emotional problems, personality problems, 
or defects in character structure, these terms are, 
however, rarely defined. An underlying assump­
tion in the literature is that these characteristics 
predominate among abusers when, in fact, they 
are common among the nonabusing population 
as well. Very few comparisons have been made 
between abusers and nonabusers along such 
dimensions. Gelles (1973) further criticizes studies 
of abusers' mental health on the basis that they 
are essentially tautological: behavior is syn­
onomous with explanation. For example, an 
abusing adult may be diagnosed as exhibiting poor 
emotional control and aggressive tendencies. The 
explanation given for abuse, however, is the 
Same; aggression and poor emotional control. 
Because the behavior is synonymous with the 
dynamic, it is as impossible to ascribe causality 
to the dynamic as to the behavior. These caveats 
should be kept in mind during the ensuing dis­
cussion of the personality or mental disabilities 
mentioned in the literature. 

Abusive parents in some studies had a history 
of psychiatric institutionalization. Gil (1968) 
reports that 7 percent of the mothers and 5 
percent of the fathers of 6,000 reported abused 
children had been in mental hospitals prior to 
the abuse incident. Simons et al. (1966) report 
that, among 17 percent of 293 abusing families, 
one parent had a history of previous institutionali­
zation in mental hospitals or penal institutions 
or had received treatment for mental or social 
problems. Fifty percent of the families had 
psychological problems which required counsel­
ing or social service support. 

Using psychiatric, psychological, and social 
interviews, Smith, Hanson, and Noble (1973) 
compared 134 abusing parents with 53 parents 
of children who were hospitalized, on an emerg­
ency basis, for other than accidents and trauma.. 
The authors found that a significantly greater 
proportion of the abusers (76 percent of the 
mothers and 64 percent of the fathers) exhibited 
"abnormal" personalities, further broken down 

into mild (character disorder), moderate (per­
sonality disorder), and severe (psychopathic). 
Significant differences were found at all three 
levels between abusers and controls. Sixty-two 
percent of the mothers and 26 percent of the 
fathers had mild or moderate disorders, 14 per­
cent of the mothers and 37 percent -of the 
fathers had severe personality disorders. None of 
the controls had personality disorders of a severe 
nature. 

Using the Minnesota Multiphasic Personality 
Inventory (MMPI), Wright (1970) reports that 
the 15 abusive parents tested exhibited high 
scores un both the Psychopathic Deviancy (Pd) 
and Schizophrenic (Sc) scales. A high score on 
the Pd scale indicates impulsiveness, an easy 
appearance of social conformity, as well as an 
ability to manipulate. A high Sc score charac­
terizes ego deterioration, breakdown of self­
direction, feelings of isolation and inferiority. 
However, since the MMPI was given following 
the abuse incident there is no way of knowing to 
what extent those scores were influenced by the 
abuse and its subsequent detection. 

Other literature dealing with the emotional 
status of abusers is less specific as to how the 
characteristics were detE:l'mined. lO Statements 
are simply made as to what proportion of the 
sample have mental or emotional problems. For 
example, Michael (1972) states that 25 percent 
of the mothers of abused children in his sample 
(28 cases hospitalized in Iowa) had identifiable 
medical and psychiatric problems prior to the 
reporting of the incident. Komisaruk (1966) 
reports eight mothers out of 65 families to be 
mentally ill. In Johnson and Morse's (1968) 
sample, 36 percent of the parents in 85 families 
were mentally disturbed and 4 percent were 
reported to be partially psychotic. Among the 
10 families with children hospitalized for burns 
sampled by Holter and Friedman (1969) five 
mothers and five fathers were considered to be 
emotionally disturbed. Abuse was found in 
three of these families, situational crisis was 
determined in the remaining seven. Another 
study by Holter and Friedman (1968b) found 
that four fathers and three mothers in 18 families 
had received some form of psychiatric treatment. 
All 10 abusers studied by Bennie and Sclare 
(1969) were described as having personality dis­
orders in terms of impulsive behavior. Depression 
was present in one-half of them. Delsordo (1963) 
classified 5 percent (N=4) of the parents he 
studied (cases referred to a SPCC) as mentally ill. 
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Despite the seeming prevalence of emotional 
problems, Kempe (1971) states that only 5 
percent of abusip'g families include a psychotic 
parent, while an addi.tional 5 percent are con­
sidered "aggressive psychopaths." The remainIng 
90 percent are characterized as "normal," but 
having problems in mothering. Generalizing from 
a very small study of 12 military families with 
an abused child, Cohen, Raphling, and Green 
(1966) found that the parents were immature, 
egocentric, demanding, and had a low level of 
frustration tolerance, but nevertheless were 
without psychologic or somatic evidence or 
clearly defined psychiatric illness. Spinetta and 
Rigler (1972) conclude that the literature sup­
ports the view that only a few abusing parents 
are sever:y psychotic. 

Emotional problems or mental disabilities 
form the basis for constructing several typologies 
of abusers. For example, Merrill (1962), based 
on a study of 155 families known to the 
Massachusetts SPCC, constructs four types of 
abusers, of which three are personality derived. 
The three types are: (1) hostile, aggressive, (2) 
rigid, compUlsive, lack of warmth, (3) passive, 
dependent. To these he adds a fourth unrelated 
type where the father is unable to support the 
family because of physical disability. Fomana 
(1973c) lists six types of abusers; they are: 
(1) emotionally immature, (2) neurotic or 
psychotic, (3) mentally deficient or uninformed 
about child rearing, (4) disciplinarians, (5) criminal/ 
sadistic, (6) addicts. Polansky et al. (1972a) con­
centrate to a greater extent on personality traits. 
Their five types of abusers are: (1) apathetic­
futile parent: passive, absence of interpersonal 
relationships, and verbal inaccessibility; (2) 
impulse-ridden: restless, aggressive, manipulative, 
unable to tolerate stress or frustration; (3) men­
tally retarded; (4) depressive: persistent sadness, 
indecisiveness; (5) psychotic: social withdrawal, 
bizarre behavior, severe anxiety, disturbances in 
stream of thought. Zalba (1967) bases his typology 
on the problem of control over abuse. "Uncon­
trollable abuse" includes (1) the psychotic parent, 
(2) the pervasively angry parent who expresses 
hostility through abuse, (3) the depressive, passive­
aggressive parent who resents having to meet 
needs other than his or her own. The second 
classification, "controllable abuse" has three 
types. These are the (1) cold, compUlsive dis­
ciplinarian who defends the right to discipline 
her/his children, (2) the impUlsive but generally 
adequate parent with marital conflict, where 

feelings toward the spouse are displaced onto 
the child, and (3) the parent with an identity /1' ole 
crisis where the person is unable to cope with 
role changes necessitated by external factors 
such as physical disability. 

The studies in this area suffer from lack of 
data on the incidence of various physical and 
mental problems in the popUlation at large and 
from lack of definitional clarity. 

The programs visited do not collect systematic 
data on history of mental illness and hospitaliza­
tion and most report knowledge of such a history 
with reference to a relatively small proportion of 
of cases. However, asa clinical psychologist listen­
ing to individual case presentations dealing with 
more than 80 families and attending staffings on 
at least another 30 cases, it is the senior author's 
impression that in the large majority of instances 
these are individuals with severe ego impairment. 
The total group of cases represents a composite 
history of suicide attempts, brief hospitalizations , 
major impairments in interpersonal relations as 
manifested by a lack of friends and a multiplicity 
of transitory emotional entanglements with 
adults who are physically abusive not only with 
their children but also with each other, distor­
tions in reality testing, impairments in thinking 
or functional retardation, problems with impulse 
control, immaturity and lability of affect, and a 
marked tendency to rely on projection and 
denial as major defense mechanisms. It must be 
said that a large proportion of the cases described 
manifest severe psychopathology. 

DYNAMIC CHARACTERISTICS: 
THE DYNAMICS OF ABUSE 

AND NEGLECT 

In the discussion which follows, the individual 
explanatory constru.cts which, in addition to the 
structural problems discussed above, comprise 
the dynamics of abuse are organized under the 
following headings: 

• child-related knowledge, attitudes, and 
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behavior 
• childhood experiences and role modeling 
• relationship stress 
• self-concept: feelings of helplessness and 

mistrust of self and others 

• isolation 



Child-related Knowledge, 
Attitudes, and Behavior 

The abuser's attitudes toward children are used 
as descriptive or explanatory constructs by many 
authors. These attitudes revolve around two 
questions posed by Kempe (1971). He asks: "How 
does the parent see the child?" and "How much 
and what do they expect of the child?" ~n answer­
ing the first question, it is generally agt,:;~d that 
abusive parents see their children as small grown­
ups capable of adult thinking. These parents 
view their children as if they were older than 
their chronological age. 11 They lack the under­
standing that infants and children have special 
needs of their own and that they require nurturant 
care. 

In answering the second question, the parents' 
behavior toward the child consists of demanding 
a hfgh level of performance. Expectations are not 
age-appropriate, instead they are geared to the 
needs and unrealistic, preconceived expectations 
of the parents. 12 Describing the parent's behavior 
toward the child, Steele and Pollack (1974) 
state that" ... not only is the demand for per­
formance great, but it is premature, clearly 
beyond the ability of the infant to comprehend 
what is wanted and to respond appropriately. 
Parents deal with the child as if he were much 
older than he really is ... the parent fpels insecure 
and unsure of being loved, and looks to the child 
as a source of reassurance, comfort, and loving 
response" (p. 95). 

In Elmer's (1967) study, abusive mothers felt 
that too much attention to infants is harmful 
and described a "good" baby as obedient, grate­
ful, and respectful. She also found that a majority 
of abusive mothers think that babies should 
know right from wrong at 12 months of age; 
one-third of the mothers felt such understanding 
should take place by 6 months of age. 

Ignorance of child care techniques is another 
characteristic of abusive parents. Lacking skills 
necessary to function as adults and parents, they 
are ill at ease and derive little satisfaction from 
the parental role. None of the mothers of 40 
children hospitalized with failure-to-thrive studied 
by Evans, Reinhart, and Succop (1972) had a 
sense of fulfillment in their parental roles. 
Mulford and Cohen (1967) rated the parents of 
959 families known to a social service agency in 
terms of child care. Forty-six percent were rated 

poor regarding their children's education, 47 
percent were poor caretakers in general, and 56 
percent were rated poor disciplinarians. Holter 
and Friedman (1968a) state that one-fourth of 
the mothers of 87 hospitalized children classified 
as abuse, neglect, and accident cases ~xperienced 
difficulty in fulfilling the parental role because 
of hyperactivity, ineffective disciplinary means, 
and a lack of understanding of child growth and 
development. 

Ignorance of alternative disciplinary methods 
can result in the imposition of severe punishment 
for all childhood infractionsY Disciplinary 
abuse was found by Delsordo (1963) in 15 per­
cent of the 80 cases handled by an SPCC. In 
these incidents, the parent committed abuse 
because the child did not comply with parental 
expectations. Among 54 abused children, Fried­
man and Morse (1974) found that the vast major­
ity of parents relied on physical punishment as the 
means of child care. Fontana (1973c) divides the 
disciplinarians from unknowledgeable parents. 
He states that some parents are: " ... living out 
our national 'Ol? lef that physical punishment is a 
legitimate metl10d of childrearing, possibly the 
most effective way of compelling obedience" 
(p. 69). Others are not able to learn about child­
rearing or are unable to reason through crises. 

The parent's personality traits are also factors 
in the perception of the child. Melnick and 
Hurley (1969) and Polansky, Hally, and Polansky 
(1974) describe abusive and neglectful parents 
as being deficient in their ability to empathize 
with, and minister to, the needs of their children. 
Polasky, Hally, and Polansky also consider this 
"coldness" to be characteristic of mothers with 
failure-to-thrive children. Based upon their 
observations of abusive/neglectful parents during 
the hospital admission process, Morris, Gould, 
and Matthews (1964) state that the parents do 
not volunteer information but are, instead, evasive 
and self-contradictory. They appear irritated 
when asked about the child and maintain that 
the injury was self-inflicted. They are critical of 
the child and show no indication of guilt. Their 
behavior at the hospital indicates a total Iack of 
concern for the child in that they leave either 
during the examination or soon after, visits are 
infrequent, and there is no interest shown in the 
child's discharge or followup care. 
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The parent's "impoverished" personality can­
not handle a child-nurturing relationship. The 
parent tries to meet his or her own dependency 
needs first; in a striking role reversal she/he tries 



to involve the child in the gratification of the 
parent's dependency needs. 14 Infants are per­
ceived as having adult powers to displease or 
judge their parents. If the child does not fulfill 
this role but acts according to his age, the parent 
becomes disappointed, distraught, and frustrated, 
and reacts by abusing the child. The fact that 
the child is unable to behave as expected is seen 
by the parent as both rejection and accusation 
of failure.ls "Misplaced abuse," where the parent's 
conflict is projected onto the abused child, 
accounts for over one-half of the 80 cases studied 
by DelsOl-do (1963). Corbett (1964) also finds 
that a parent's hostility becomes dangerous 
when the child is of a specific age relating to 
factors in the parent's conflict. For example, a 
4-year-old child may remind the parent of an 
event that occUlTed when the parent was that age. 
Polansky et al. (1972b) found, in their study of 
10' mothers, that good mothering did occur 
when the child was helpless and attached. As the 
child grew older and more independent, however, 
the mothers could no longer handle the child­
rearing situation. Thus, some parents are unable 
to tolerate the dependence, helplessness, or the 
messiness of the infant; others are unable to 
tolerate the moves toward independence of the 
toddler. 

In somewhat parallel fashion, but because of 
either specific fantasies or the particular life 
situation of the parent, the child may be viewed 
as a competitor, as "bad" or seductive, as un­
wanted, or in some other way as being different 
from other children. The parent may identify 
the abused child with a hated person or situation. 
For example, the child may remind the parent 
of one of his/her parents with whom the relation­
ship was especially devastating. The unplanned 
for or unwanted child may be seen as a burden 
or source of irritation by the parent who must 
care for him. Similarly, a stepchild may be 
regarded as unwelcome by the stepparent who 
sees the child as a reminder of the spouse's 
former marriage which is resented .16 

It has been suggested that there may be a 
relationship between the sex of the abuser and 
the sex of the abused. In other words, ifthe child 
represents to the parent a 11ated aspect of that 
parents own self as a child, it would be expected 
that mothers might be more likely to abuse 
female children with whom they identify and 
fathers would be more likely to abuse male 
children. Children's Trauma Center data on 61 
cases on this point show that there is absolutely 

no relationship between the sex of the abuser 
and the sex of the abused. 

While it seems clear that unrealistic expecta­
tions, lack of knowledge of child development, 
and an idiosyncratic view of the child based on 
the parents' needs and experiences are indeed 
characteristic of abusive parents, little is known 
about how prevalent these characteristics are in 
a demographically comparable nonabusive popu­
lation. This suggests the need for normative data 
as to what people in general expect of infants 
and small children and the degree' to which 
physical punishment is considered to be useful 
and acceptable. In an earlier study (Holmes, 
Holmes, and Greenspan 1973) of 354 low-income 
families in seven different communities we found 
that a very high proportion of mothers have 
unrealistic expectations of children in terms of 
age at which children can be toilet trained. More­
over, hitting and other physical punishment of 
small children, including toddlers, for such a 
minor infraction as throwing food out of a high 
chair, or as a way of socializing children not to 
hit other children are relatively high on the 
response hierarchy. * Thus it seems that while 
unrealistic expectations and lack of knowledge 
about alternative means of coping with child 
behaviors may be typical of many abusive 
parents they are also typical of many nonabusive 
parents. This suggests that pediatricians and nurses 
in well-baby clinics and in hospitals should be 
encouraged to ask the mother about her expecta­
tions for the child and about her beliefs and 
practices so that deviant and mistaken expecta­
tions, beliefs, and practices can be identified 
and, in some cases, corrected through the pro­
vision of accurate information. While, as discussed 
in the next paragraph, such efforts at prevention 
have their limitations, there are parents who can 
be reached through such an approach. 

Unrealistic expectations based on parental 
dependency needs and lack of knowledge of 
alternative means for discipline and of child 
deve10pment are universally seen by staff in the 
programs visited as extremely important contri­
butors to child abuse. However, ·an irnportant 
distinction must be made between those who see 
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* Seventeen percent of the mothers felt that babies 
should be toilet trained at 10 months or"younger and 
an additional 26 percent felt that this should be 
accomplished by 14 months of agej 14 percent of 
mothers reported they would hit the baby to get hiro 
to stop nuisance-like behavior; 26 percent reported 
that they would hit a toddler who hit another child in 
order to teach the toddler not to hit. 



lack of knbwledge of child development and of 
discipline alternatives as a cognitive problem 
requiring an educational approach and those who 
see unrealistic expectations and harsh discipline 
as an outgrowth of the parents emotional needs, 
requiring a therapeutic approach. Staff in most 
programs believe that both cognitive gaps and 
emotional deficits are operative but there is 
considerable variation in emphasis. Programs 
which stress the emotional problems, primarily 
intense unfulfilled dependency needs, tend to 
place an emphasis on meeting the dependency 
needs and state that education cannot begin until 
these nee<;ls are at least partially met. In several 
programs, staff has tried parent education classes 
only to discover that their efforts at education 
fallon deaf ears because of the enormous feelings 
of emotional deprivation on the part of the 
parents who need to talk about themselves rather 
than about their children. By and large, the con­
sensus seems to be that education about children 
and their needs can only "take" after an initial 
therapeutic relationship has been established and 
some of the parent's concrete and emotional 
needs have been met. Once the parent's needs 
have been at least partially met, the parent is 
more able to focus on the separate needs of the 
child. 

Staff working with abusive (rather than neglect­
ful) parents often note that the child is so im­
portant to the parent that getting the parents to 
leave the child in day care 01' with a babysitter is 
often a major therapeutic accomplishment. Staff 
speak of the void which parents feel within them­
selves, of an enormous emptiness which is filled 
only by the child. In general, abusive parents are 
not characterized as indiffer:mt to their children, 
but rather as desperately and pathologically over­
attached to them. Their inability to see the child 
as a separate individual with needs of his own 
represents a kind of insensitivity which may 
appear as indifference but is actually overidentifi­
cation. Far from having given up or withdrawn 
from the child, the abusive parent strives for the 
perfection of the child as a reflection of her/ 
himself and as a need-gratifying object. Descrip­
tions of parental withdrawal from hospitalized 
abused children may seem to contradict this 
picture of parents who are overly fused with 
their children, but this overt behavior on the 
part of the parents is in response to their feel­
ings of guilt, fear, and anger rather than as a 
reflection of the degree of their attachment to 
the child. 

Childhood Experiences and Role 
Modeling 

Childhood experience, the way in which the 
parents were reared, is described by many authors 
as one critical factor in the potential to abuse. A 
considerable number of parents report that they 
were, themselves, abused as children.l? Gil (1970) 
found that at least 14.1 percent of the mothers 
and 7 percent of the rathel's of approximately 
6,000 legally reported abused children in the 
United States had been abused in their own 
childhood. Helfer (1975) describes this cycle of 
child abuse and neglect in terms of his concept 
of a "world of abnormal rearing" (W.A.R.). 
"W.A.R. children have experienced some negative 
and detrimental happenings during their child­
hood, affecting them in many ways resulting in 
a variety of presentations to professionals, child 
abuse and/or neglect, being only two of the many 
'spin-offs' from this abnormal rearing cycle" 
(p.26). 

Galdston (1971a) also states that particular 
attributes of the child (age, sex, position in family) 
correspond to events in the parents' early lives. 
Paulson et al. (1974) write that the parents' 
early childhood fears are displaced onto the 
child. Bennie and Sclare (1969) state that a child­
hood event in the parents' history or fears of the 
parent's parent centers around a child. For 
example, Komisaruk (1966) found in his sample 
of families that 69 percent (N=25) of the mothers 
and 60 percent (N=17) of the fathers suffered an 
emotional loss of a significant parental figure in 
their early childhood. The Boston Children's 
Hospital Medical Center (1974) study findings 
strongly support the view that disruption in the 
abusive mother's family of origin is associated 
with abuse. Similarly, there was a statistically 
significant difference between the number of 
geographic moves made by these mothers and by 
control mothers in childhood. Both of these 
findings point to a high degree of disruption in 
childhood. Evans, Reinhart, and Succop (1972) 
relate the breakdown of mothering in their 
sample of mothers of children hospitalized with 
failure-to-thrive to the experiencing of a severe 
object loss. All mothers in their group I (N=14), 
characterized by depressed economic status but 
good living conditions, small families, and young 
mothers, had a loss, e.g., death of .own mother, 
within 4 months of the first hospitalization of 
the child. 
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In any case, the deprivation, indifference, 
rejection, and hostility experienced in early child­
hood raise the level of hostility in the child and 
act as a model of behavior for the time when 
that child becomes a parent. The abusive parent 
treats his child <1.S he/she was treated in child­
hood.IS Steele and Pollack (1974) state that 
"without exception in our study group of abusing 
parents, there is a history of having been raised 
in the same style which they have recreated in 
the pattern of rearing their own children" (p. 97). 
Early role modeling such as this is fixed by 
experience; later relationships or observations, 
according to Morris and Gould (1963), do not 
seem to change the pattern. Fontana (1973c) 
has stated that the parent's" ... own upbringing 
and background have distorted their personality, 
attitudes, and values and left them unprepared 
for parenthood" (p. 64-65). An absence of 
parenting or "poor mothering," defined by Steele 
and Pollack (1974) as " ... a lack of the deep 
sense of being cared about from the beginning of 
one's life ... ," leads to the lack of a role model 
for effective parenting (p. 98). 

Almost universally, program staff reports that 
the abusive parents known to them were abused, 
raised in foster homes, or lived in an atmosphere 
characterized by harsh criticism and lack of 
support and nurturance. Virtually without excep­
tion the parents described during our site visits 
had histories of abuse, critic;15m, severe rejection, 
and an absence of nurturing role models. 

It is a striking paradox that despite these 
emotionally unsatisfactory relationships, in the 
programs visited it was reported that a large pro­
portion of currently abusive parents maintain 
intense ties which can be characterized in terms 
of hostile symbiosis to their own parents at 
whose hands they experienced such abuse, 
deprivation, and criticism. In a striking number 
of cases, parents and grandparents live within a 
few blocks or a few miles of each other and 
despite the pattern of destructive criticism and 
tearing down are unable to separate from each 
other. It seems clear that many abusive parents 
are engaged in a never-ending effort to attain the 
approval and nurturance they never received in 
childhood. 

The Lehigh-Northampton program described 
in part I has gone so far as to rule out all grand­
parent placements on the grounds that the rela­
tionship between parents and grandparents is 
typically so destructjve that the child merely 
becomes another issue and pawn in this life-long 

struggle. Similarly, Helfer (1975)' has pointed 
out that "more often than not, the relatives have 
a negative influence on the parents and their 
incorporation in the treatment program should 
be very carefully planned if at all possible. Having 
a maternal grandmother care for the baby whUe 
the mother is learning some of the skills that she 
missed as a child may well be detrimental, since 
it is this very same grandmother who had 
difficulty in rearing the child's mother when she 
was small" (p. 40). 

While there is general agreement that abusive 
parents were themselves treated with hostility 
and lacked nurturant care in childhood there is 
virtually no empirical substantiation of the often 
repeated view that abused parents were them­
selves actually abused as children. Gil's (1970) 
study which found that 14 percent of the mothers 
and 7 percent of the fathers report themselves to 
have been abused as children represents the only 
evidence on this point. Based on these figures it 
cannot be said that a majority of abusive parents 
were abused as children. In the absence of nor­
mative data it is impossible to determine the 
extent to which a childhood characterized by 
hostility and lack of nurturance is particularly 
characteristic of abusive parents, 

Relationship Stress 

Marital differences among abusive families, 
characterized by repeated separations and family 
tensions, are noted in a number of studies.19 

Johnson and Morse (1968) report severe marital 
conflict for over 70 percent of the 85 families in 
their sample. Merrill (1962) notes that 40 percent 
of 115 families had marital problems. However, 
Simons et aI. (1966) comment that the propor­
tion of discord or separations recorded for 293 
abusing families in their sample was not strikingly 
different from the proportion among the general 
popUlation groups from which the families came. 
Elmer (1967c) also found marital problems 
among abuse.r~ and non abusers but concluded 
that abusive couples handle their problems by 
means of quarreling and separations, whereas 
nonabusive couples quarrel but tend not to 
separate. Several authors also note that abuse 
may occur between the spouses themselves.2° 

Kempe and Helfer (1972) ask the question: Is 
the abuser's spouse so passive that he or she can­
not give? The authors view an. inability of the 
spouse to give as one factor contributing to the 

143 



potential for abuse. Several authors report the 
emotional unavailability or passivity and com­
pliance of the spouse.21 Implicit in this con­
ceptualization is the suggestion that both parents 
are involved in the abuse: One parent perpetrates 
the injury while the other parent keeps silent 
and in doing so lends passive support to the 
actively abusing parent. The parents of the abused 
child protect each other rather than the child. 
Often the marriage is based on desperation, depen­
dency, and a "clinging" out of fear of loneliness. 

Relationship stress, which is defined by staff 
in the programs visited in terms of stress between 
two members of a psychological, if not legally 
married, couple, is reported almost universally. 
However, there is disagreement as to whether or 
not the stress is characterized only by emotional 
unavailability and lack of mutual gratification or 
also by aggressiveness and physical abuse between 
the members of the adult couple. Steele and 
Pollack (1972) report that abusive co~ples are 
not characterized by aggressiveness toward each 
other. In the programs visited, a large proportion 
of the couples described are characterized by 
physical abuse of the women. In fact, several 
public health departments reported their view 
tha:/i residences should be set up for women who 
have been so severely beaten by their male 
partners that they cannot return home for a 
period of time. Children's Trauma Center reports 
that physical abuse of the spouse is characteristic 
of 20 percent of their abusive families. Where 
there is no apparent physical abuse, relations are 
characterized by an inability to communicate, 
share concerns, provide mutual support and 
companionshlp, and to enjoy mutual leisure time 
activities. Faced with unending disappointment, 
relationships are punctuated by numerous separa­
tions, fleeting relationships with others, and 
remarriages. In many cases the fear of abandon­
ment leads to excessive demands and quarrels 
with th~ result that, as part of a self-fulfilling 
prophec~, the spouse sets her/himself up for the 
abandonment which is so desperately feared. In 
many cases, the clinging symbiosis which charac­
terizes the relationship between parent and 
grandparent and between parent and child also 
characterizes the relationship between male and 
female partners so that despite the destructive­
ness of the relationship they remain together. 

While there is a consensus that relationship 
stress is characteristic of abusive parents, it 
shOUld be pointed out that such stress is endemic 
to our society and is therefore not a distinctive 

characteristic of abusive parents. Gelles' (1972) 
research shows that intracouple violence in our 
society is a rather large problem. It may well be 
that the degree and pervasiveness of tension and 
hostility in the context of acute dependency 
needs is peculiar to abusive couples but in the 
absence of normative data such a conclusion i~ 
unwarranted. 

Self-Concept: Feelings of Helplessness 
and Mistrust of Seif and Others 

Low self-esteem, self-hatred, fear of rejection, 
and low frustration tolerance are reported to be 
characteristic of abusive parents?2 Abusive parents 
are described as especially sensitive to and fearful 
of criticism and abandonment, particularly by 
the spouse, and require constant reassurance to 
combat feelings of insecurity and feelings of 
being unloved.23 However, Komisaruk (1966) 
states that while needmg a great deal of assistance 
in managing their day-to-day living, the 65 
abusers he studied had an inappropriately high 
evaluation of themselves. 

Barbero,' Morris, and Redford (1963) and 
Evans, Reinhart, and Succop (1972) discuss 
mothers of failure-to-thrive infants in terms of 
their problems in maintaining self-esteem. These 
mothers are unsure of themselves and strained in 
their handling of the infants. The mother is 
frequently unable to find something of value in 
the child that she values in herself. It is not until 
self-esteem is fulfilled that the mother is able to 
nurture her infant. Barbero, Morris, and Redford 
(1963) state that" .. .identification of the new­
born baby as part of a mother's good self-image 
is a process and condition necessary to the 
physical and mental health of the mother-baby 
unit" (p. 14). 

Green et a1. (1974) view projection and 
externalization of feelings as the parents' re­
sponses to assaults on their fragile self-esteem. 
Thus, if a crisis occurs or events simply do not 
go as expected, feelings of inadequacy and lack 
of control may lead to abuse. 

All programs report that lack of self-esteem is 
universal among abusive parents. Program staffs 
describe abusers as individuals who are incapable 
of saying or feeling that anything about them is 
good. As a function of the identity fostered by 
their hypercritical or abusive parents, they see 
themselves as worthless and experience their 
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own abusive behavior as conclusive proof. Most 
staff at the programs visited report that low self­
esteem is a problem in 90 to 100 percent of the 
parents with whom they work. 

Isolation 

The literature points to the isolation of these 
families; they do not have the external resources 
necessary to deal with the many stresses with 
which they are confronted?4 Holter and Friedman 
(1968a) found that 70 percent of 30 families 
designated high-risk (aU suspected abuse cases, 
some neglect, some accident cases) were socially 
isolated as contrasted with 53 percent of the 57 
low-risk families (no suspected abuse cases). 
However, this difference is not statistically signi­
ficant (x? = 2.44, ldf). Paulson et al. (1974) 
report that in their sample of 31 families referred 
to a group psychotherapy prcg-,:<'.m, a considerable 
number were without telephone or car. However, 
they present no data on the number of such 
families nor on the absence of these commodities 
in a comparable group. Kempe (1971) reports 
that abusive parents lack any means for a rescue 
operation from friends in times of crisis. 

It is reported that abusive parents often have 
poor relationships with their own parents and 
with other relatives. In general, they cannot 
count on support from family members when it 
is needed, such as during pregnancy and child­
rearing, and in financial or other crises.25 

Giovannoni and Billingsley (1970) emphasize 
the impoverishment of relationships between 
neglectful parents and their extended kin. How­
ever, those families designated "potentially 
neglectfuP ' (not recognized by community 
agencies as neglectful but who nevertheless have 
problems in all areas, e.g., poverty, housing, 
mental stress) were noted for their extensive 
neigh bOl'liness. 

Isolation from the community is also a charac­
teristic of abusive families. They have few ties 
outside of the home and are not affiliated with 
church, PTA, or other social 01' recreation 
organizations?6 Wasserman (1967) terms the lack 
of community participation a "community 
exclusion." Neglectful parents have also been 
found to be uninformed about formal community 
systems and are reported to be underrepresented 
in auxiliary community programs directed at the 
poor.27 Polansky et al. (1972b) relate the neglect­
ing family's fear of leaving home and attending 

groups, clinics, etc., to a separation anxiety con­
cerning the family and family-owned land. Seven 
of the ten neglectful families they studied lived 
close to their mother or mother-in-law, lived on 
family-owned land, and, in general, appeared to 
have a symbiotic relationship with family 
members. 

Elmer (1967c), in her followup of 31 families 
whose children had been hospitalized for abuse, 
states that a" .. .lack of association with a church, 
in conjunction with a lack of othel' outside 
associations, was found to be typical of abusive 
mothers" (p. 21). Merrill (1962) and Bain (1963) 
report that 50 percent of the 115 SPCC referred 
families had no formal group associations, 28 
percent belonged to one association, most often 
the church. Eighty-five percent of Young's (1964) 
sample of 180 families designated severe and 
moderate neglecters and severe and moderate 
abusers were not members of any organized 
group. No religious affiliations were found for 68 
percent of the severe abuse, 69 percent of moder­
ate abuse, 70 percent of moderate neglect, and 
91 percent of severe neglect families. Only 2 out 
of 10 suspected abuse families whose children 
were seen in a hospital emergency room had 
contacts with social groups (Holter and Friedman 
1968a). A distinction was found by Mulford and 
Cohen (1967) between participation in adult 
activities and child-centered activities. Eighteen 
percent of 959 families participated in adult­
centered groups, 41 percent of the families had 
membership in child-centered organizations. 
Religious organization affiliation was low at 11 
percent. 

Geographic mobility also results in social isola­
tion and stress. Holter and Friedman (1968b) 
state that abusive families are frequently new to 
a community and have no friends 01' relatives to 
call upon in that community. Lauer et al. (1974) 
compared 130 hospitalized abused children with 
130 nonabusEj ho~pital admissions in terms of 
mobility. Statistically significant differences 
were found in the length of time each group had 
been at their present address. Sixty-six percent 
of the abusing families, but only 42 percent of 
the controls, had been at their latest address for 
less than 10 months. Only 5 percent of the 
abusers had an unchanged residence for 30 
months or more, while this was true for 20 per­
cent of the control families. The Boston Children'S 
Hospital Medical Center (1974) report found 
statistically significant differences between 
abusive and control parents in that abusive 
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parents were more likely to have made two or 
more moves in the year prior to the incident. 
Mulford and Cohen (1967) report that one-third 
of their sample of 959 families had moved more 
than ohce in the preceding 2-year period. Tormes, 
in her study of 29 sexual abuse cases from records 
of a SPCC, found more foreign-born mothers and 
less exposure to New York City life among 
families where incest occurred than among the 
comparison group of families of children who 
were sexually victimized by a nonblood-relative. 
One study differs on the aspect of geographic 
mobility, however. Merrill (1962) states that 
most of his sample of 115 families had lived in 
their neighborhoods for years; nonetheless, there 
was still a lack of integration with the community, 
as cited earlier. 

Social isolation is associated with mobility, 
poverty, and social structure. In addition, it is 
also likely to be a function of feelings of low 
self-esteem, of resultant fear of rejection by, and 
mistrust of, others, and a massive defense against 
unmet dependency needs. Social isola,tion is con­
sidered by virtually all programs visited to be an 
almost universal factor in child abuse. 

********** 

Unrealistic expectations of children; a history 
of abuse, severe criticism, and absence of nurtur­
ing relationships in childhood; relationship stress; 
poor self-concept; and social isolation are the 
factors which together make up pru:t of the clini­
cal assessment kit bag of the intake interviewer 
who must initially decide whether the injury to 
the child was accidental or not. In virtually all 
programs visited with a clinical orientation, once 
initial questions have been asked about the injury 
itself, the next set of questions is designed to 
assess the parents' relationship to the child, the 
parents' history of relationship with his/her 
parents, the parents' feelings about her/himself, 
the quality of the couple relationship, and the 
availability of a supportive network. 

In most programs, these are known as the 
"dynamics of abuse" and when they are ali 
present (along with certain other factors to be 
discussed later, e.g., the crisis), despite a possible 
inability to prove that the injury was nonacci­
dental, programs will designate such families as 
high-risk and will make every effort to work with 
these families. As one program director put it, 
" ... when the dynamics are there, even if we 
can't prove how the injury happened and even 

if the parents don't want to work with us, we 
keep going back and trying to offer some help 
because you just can't afford to ignore those 
dynamics." 

The question must be raised as to how. con­
vincing these "dynamics" are in light of the fact 
that individually they are unsupported by any 
solid research findings. Nevertheless, when taken 
together they seem to represent a clinical syn­
drome which, while it has not been substantiated 
with research, does seem to hold up in practice. 
Ultimately, SUbstantiation for these dynamics 
will have to come through more carefully designed 
research which includes comparison groups and 
careful measurement not only of the presence or 
absence of the dynamics but also of their per­
vasiveness and their interaction with each other, 

EXPLANATORY THEORIES 

In addition to the individual constructs and 
dynamics of abuse which have been discussed, 
many authors have organizing theories of abuse 
ruld how it occurs. 
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The literature in this area stems from two dif­
ferent orientations which are used separately by 
some authors and jointly by others in explaining 
abuse. Psychological explanations which rely on 
personality characteristics of the abusive care­
taker and the abused child constitute one body 
of theory. The second orientation, which relies 
on sociological/environmental explanations, 
makes assumptions about abuse that are based 
on family structure and dynamics, family living 
situation, and societal pressures. Both views in­
clude life stresses and individual inability to 
handle them, but sociological explanations place 
greater emphasis on the stress factor while per­
sonality traits or defects are considered more 
important in psychological explanations. Some 
authors favor one orientation over the other; a 
larger number, however, assume that both 
explanations are valid and discuss them jointly. 
The nature of each explanation is discussed 
separately below. Following this is a review of 
the works which are based on a combination of 
approaches. 

Psychological Explanations 

A psychological orientation toward child 
abuse is taken by several at;.thors. For example, 



DeFrancis (1963) finds "emotional immaturity 
as probably the greatest single cause for destruc­
tive behavior" (p. 9). The parent is unable, 
because of immaturity, to cope with situations 
and stresses that occur generally throughout 
society. Criswell (1973) also assumes that abuse 
is a result of anger and frustration owing to a 
crisis or to some situation which the parent can­
not handle. Holter and Friedman (1969) empha­
size the emotional disturbances present in families 
of burn victims as well. They found a high inci­
dence of psychopathology within the three 
abusive family units and among the seven families 
where the incident was classified as "situational 
crisis. " 

Gelles (1973) criticizes the psychological 
approach as being too narrow and inconsistent. 
It is based on one causal variable (personality 
defects or aberrations) while at the same time 
a great deal of the literature states that all 
abusers do not have severe disturbances. 

Sociological/Environmantal 
Explanations 

Sociological explanations generally are based 
on the particular situational circumstances in 
which the family exists and on a precipitating 
crisis. Mitchell (1973) states that " ... abuse 
or neglect of a child frequently is due, not to 
malice, but to the fact that parents are over­
whelmed by their life circumstances" (p. 480). 
One context refers to stresses associated with 
childbirth and childrearing; the birth of an 
unwanted child or short birth intervals are seen 
as precipitating factors.28 Rose (1961) lists 
14 specific critical stresses associated with a 
breakdown in mothering which may occur 
singly 01' in combination. Most of these are 
pregnancy-related stresses. They are: (1) multiple 
births, (2) children born within 10 to 12 months 
of each other, (3) previous abortions, sterility 
periods, traumatic past deliveries, loss of previous 
children, (4) conception with a series of devaluat­
ing experiences, (5) loss of husband or infant's 
father close to prenatal period, (6) pregnancy­
health complications, (7) dislocating moves 
during pregnancy 01' the new-born period 
involving changing geographic areas, (8) marital 
infidelity discovered in the prenatal period, 
(9) experience with close friends or relatives 
who have had defective 01' injured children, 
(10) illness of self, husband, or relative who 
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must be cared for at a critical period, (11) unex­
pected loss of security, (12) moving away from 
the family group and back to it for economic 
reasons at a critical period, and (13) role reversals. 

Stress generated by other situations is also 
seen as a precipitator of abuse. R. C. Smith 
(1973) and Costin (1972) list loss of employ­
ment or lack of financial resources as one factor. 
Poverty and neglect are linked by Giovannoni and 
Billingsley (1970) who state that" ... poverty 
exposes parents to the increased likelihood of 
additional stresses that may have deleterious 
effects upon their capacities to care adequately 
for their children" (p. 204). Giovannoni (1971) 
differentiates neglect from abuse in that she 
thinks the latter is less directly linked to environ­
mental stress produced by poverty. Abuse is 
more related to interpersonal and intrapsychic 
difficulti,es than is neglect but this is further 
qualified by her linking of puverty and psycho­
logical disorders. 

Light (1973) criticizes the reliance on these 
sociological yariables because they do not dis­
criminate behveen abusiv\ ' and nonabusive 
families. Abusive families are characterized by 
unemployment, large family size, and social 
isolation, but not all families with these charac­
teristics abuse their children. Gelles (1973) adds 
that it is necessary to explain why abuse and not 
another response occurs as an adaption to stress. 
The sociological explanation detailed above does 
not do this. Wasserman (1967) con.cludes that a 
sociological explanation is insufficient and 
inadequate because these sociological factors 
are not exclusive to abusive or neglectful parents. 
In his view, sociological factors leave out the 
intense fears of closeness, the low self-esteem, 
and the use of the child as a projection of the 
parents' own needs. 

Some authors relate abuse to particular 
societal values. Caffey et al. (1972) feel that 
the value placed on mother love and the belief 
that all women need children for fulfillment is 
overemphasized. The conflict between stressed 
values and ability to practice them leads to 
abuse. DeCourcy (1973) also discusses the 
difficulties associated with the expectation that 
women will marry and have children in the 
context of decreasing familial support and 
guidance: e:~{:tended families are less common 
and families are more mobile, both of which 
lead to social isolation. Gil (1971a) and Prescott 
and McKay (1974) discuss the encouragement of 
the use of physical force within society. Abuse is 



physical punishment, which is accepted in 
childrearing, taken to an extreme. 

Sociopsychological Explanations 

Most authors subscribe to the view that both 
sociological/environmental and psychological 
factors contribute to abuse. As Gil (1970) 
states, " ... physical abuse of children is not a 
uniform phenomenon with one set of causal 
factors, but a multidimensional phenomenon" 
(p.125). 

Green et a1. (1974), Helfer (1973), and 
Lascari (1972) all describe three components 
n~;;~ded for abuse to occur. They are: (1) the 
potential for abuse: the parent's personality 
attributes that contribute to "abuse proneness" 
(Green et al.), how they are reared, their self­
image, ability to use other people, their marital 
relationship (Helfer; Lascari); (2) characteristics 
of the child that increase the likelihood of abuse: 
and (3) a crisis, series of precipitating factors, 
or immediate environmental stresses that make 
childrearing especially difficult for the parent. 
Examples of environmental stress, as provided 
by Green et al., are lack of childrearing resources 
due to spouse's illness or unavailability of cam­
taker, loss of a key relationship, additionul 
pressures from a newlY,born child, and illness 
of other children in the family. An example 
of the second component, characteristics of 
the child, may be preexisting mental retardation 
or low birth weight which causes isolation of 
the child from the mother in the neonatal period. 

Polansky, Hally, and Polansky (1974) discuss 
sociological/psychological factors leading to 
neglect. The sociological components are stress 
resulting from poverty and economic need, 
lack of meaningful standards and values in child 
care and child treatment, and breakdown of the 
nuclear family because it cannot provide all 
the support fTom within that is necessary. 
Parental pathology of various kinds provides 
the necessary psychological component. The 
authors approach neglect from a psychosocial 
view with life circumstances scarring the parent's 
personality. The person is then less able to 
tolerate additional hardships and stress and 
becomes even weaker. In other words, there is 
a feedback process in operation; personality and 
life stresses interact and affect each other. 

The report by the Boston Children's Hospital 
Medical Center (1974) approaches abuse and 

neglect from a temporal view. They divide stress 
into two types: historical and contemporaneous. 
Historkal stress, such as broken families, geo­
graphic mobility, history of violence, ill health, 
physical problems, mental illness, drug depen­
dency, and alcoholism, occurs in the life of the 
caretaker up to the time of conception of the 
child. Contemporaneous stress is that which 
takes place at any time after the conception of 
the child. It also includes family, marital, and 
environmental stress, such as housing problems, 
unemployment, ill health, death or recent 
breakup of a significant relationship, unwanted 
children, family friction, and absence of external 
family SUPPOl:tS. Comparing abuse cases with 
accident cases with respect to the presence of 
these two types of stress, the authors found that 
while both populations had high levels of current 
stress, historical stress in the mother':; family of 
origin was absent among accident families. 

In several publications (1969, 1970, 1971a, 
1975), Gil has discussed the forces which con­
tribute to child abuse. One force is environ­
mental chance where accepted disciplinary 
measures become unacceptable when taken to 
e~ctremes. Environmental stress factors are 
another force. These are "triggering contexts" 
which weaken psychological mechanisms of 
self-control and lead to aggression. The third 
force is deviance or pathology in physical, 
social, intellectual, or emotional functioning 
on the part of abusers or abused children. 
Fourth are disturbed intrafamilial relationships 
involving conflicts between spouses and/or 
rejection of individual children. All of these 
forces interact; psychological disturbance, ac­
cording to Gil, is rooted in and interacts with 
forces in the social environment. Thus, he 
states that " ... child abuse may be causally 
related to a varying combination of forces 
which emanate in part from the social environ­
ment and in part from pathological group 
processes and individual psychopathology" 
(Gil 1966, p. 63). He also takes the position 
that the difference between abusers and non­
abusers is one of degree; there are no absolute 
qualitative differences between them (Gil 1968). 
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Gil, as mentioned in the section concerning 
sociological explanations, discusses the impor­
tance of the societal attitude toward the use 
of force as a legitimate means of attaining one's 
ends. Childrearing in the United States does not 
exclude the use of physical force; there are no 



clear sanctions or prohibitions against parent­
child violence. 

Gelles (1973) delineates a social-psychological 
model of the causes of child abuse with a number 
of factors acting upon each other. These factors 
are the social position of the parents (age, sex, 
socioeconomic status), their socialization ex­
perience with regard to aggression (whether they 
were abused as children, their role models of 
violence), the parents' psychopathic states 
(personality and character traits, poor control, 
neurological disorders), and their class and 
community values and norms of violence. 
Situations.! stress is also included in the model 
in the form of the relationship between the 
parents (intermarriage, marital disputes), stmc­
turaI stress (excess children, unemployment, 
social isolation, threats to parental values and 
self-esteem), and child-produced stress (unwanted 
child 01' "problem" child, e.g., one that is 
colicky, incontinent, a discipline problem, ill, 
physically deformed, or retarded). Immediate 
precipitating situations, such as an argument 
or a misbehaving child, also play a part in 
bringing on the incident of abuse which may 
either be a single physical assault, repeated 
assaults, or even what he calls "psychological 
violence" such as verbal attacks on the child. 
This model, then, includes both a social and 
psychological context and places abuse in a 
multidimensional perspective. 

In the programs visited, virtually all staff 
discuss the convergence of psychological, 
sociological, and precipitating situational factors. 
As will be seen in chapter IX on treatme~lt, 
all programs seek to provide a therapeutic 
relationship in order to address and correct 
psychological problems and a variety of services 
in order to address and correct sociological and 
situational factors. No program seeks to meet 
only psychological treatment needs or to meet 
only health, employment, housing, nutrition, 
transportation, education, income, or social/ 
recreational service needs. Every program strives 
to achiev~ a balance of psychological and 
concrete services. 

The notion that potential for abuse exists 
if the parent exhibits the dynamics of abuse 
and if the family is living under some kind of 
intense stress is discussed in virtually all pro­
grams. This formulation is at the core of the 
decision that a child has 01' has not been abused, 
when as is so often the case the medical evidence 
is not conclusive. The one remei"i:'::. \ link in this 

complex chain is the child himself; this issue 
is discussed in the next chapter. 
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Chapter VIII - Characteristics of the Abused/Neglected Child 

I NTRODUCTI ON 

This chapter summarizes the literature and 
field experience with respect to the children 
of abuse and neglect. 

Covered in this summary are: 

• Demographic characteristics, i.e., age, sex, 
birth order, multiple v. singular abuse 

• Child-specific precursors to abuse 
• Disabilities and deficiencies resulting from 

abuse 

C:::MOGRAPHIC 
CHARACTE R ISTICS 

Age of the Ch i/d 

Although many abuse laws apply to children 
as old as 18 and no one denies that children of 

. all ages are abused, most literature focuses on 
those children believed to be most often or most 
seriously abused: children under 3 or 4 years 
of age. 1 Children of this age are more vulnerable 
to serious physical damage and less able to de­
fend themselves than are older children. In 
addition, infants are not able to communicate 
meaningfully with their parents who, often 
unskilled in child care and themselves replete. 
with unmet needs, become frustrated. The mere 
presence of a small infant can lead to stress if 
the birth was neither planned nor wanted. 

Many of the studies which conclude that very 
young children are more likely to be abused are 
hospital-based studies of emergency room and 
pediatric inpatient populations.2 By definition, 
children included in these studies are the more 
severely abused children, Le., those who need 
medical attention. Gil (1970) opines that these 
studies overrepresent the younger children. In 
his nationwide study of every incident reported 
through legal channels in 1967/68, he found 
that over three-quarters of the children were 
over age 2, and that almost one-half were older 
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than 6 years. His two samples, 5,993 children 
in 1967 and 6,617 children in 1968, also revealed 
ne:;u:ly one-fifth to be teenagers. However, in his 
1967 analysis, Gil (1970) did find that the 
younger children were the more seriously 
injured. Several other studies of reported inci­
dents known to social service agencies3 found 
between one-quarter and one-half of their 
sample children to be over 6 years of age. 

As discussed in part I, among the programs 
visited, the two hospital-based programs report 
a large majority of children to be under 3 years 
of age; the social service-based programs in one 
case report 22 percent of abused children to be 
over 7 years of age; in another case 61.1 percent 
of the abused and neglected children were 6 and 
over, and children 10-18 years old represented 
the largest single group or 33.5 percent. The 
other programs visited either do not maintain 
these data or the data were unavailable. 

It seems clear that the age of abused, and 
particularly of neglected, children is a function 
of the reporting source with hospitals reporting 
more of the really young children. Age of re­
ported children is also related to definitional 
problems. AB discussed in chapter V, what is 
classified as abuse in very young children is 
much more likely to pass as discipline when 
related to older children. Moreover, it is possible 
that suspicion levels in terms of age create the 
epidemiology in that a reporter who is in doubt 
and who has been told that abuse is more com­
mon in young children may be more likely to 
decide in favor of reporting a very young sus­
pected abuse case and to decide against the 
reporting of an older child. 

Sex of the Ch i Id 

In most studies, sex differences seem to be 
not statistically significant. Although there 
may appear to be a greater number of abused 
children· of one particular sex, the samples are 
so small as to preclude any general statements 



to this effect. Two studies (Ebbin et al. 1969; 
Elmer 1967c), with samples of 50 and 33, 
respectively, compared an abuse sample with a 
normal clinic population and found no significant 
difference in relative proportions of male and 
female children. In Gil's (1970) large sample 
there were sex differences which he related to 
the age of the sample. In the total study cohort, 
boys outnumbered girls only slightly (53 percent 
in 1967, 51 percent in 1968); among teenagers 
only, girls predominated (63 percent in 1967, 64 
percent in 1968). Gil's explanation was that girls, 
when young, conform to parental expectations 
to a greater degree than boys do. As they mature 
sexually, parental anxiety incrl~ases as does use 
of physical force in controlling their behavior. 

Two of the programs visited maintain data on 
large numbers of children. The Hennepin County 
child protective services program has aggregated 
data relating to 630 children over a 10-year 
period from 1963 to 1973; 56.8 percent of these 
children are male and 43.2 percent are female. 
Reporting on 373 abused and neglected children 
during a 6-month period of 1974, the Montana 
Department of Social and Rehabilitation Ser­
vices shows that 49.3 percent of the children 
were male and 50.7 percent were female. How­
ever, their breakdown by age and sex shows 
that the proportion of males and females varies 
according to age. There is. a higher proportion 
of males than females in the 0-2, 6-7, and 8-10-
year-old age groups and a higher proportion of 
females than of males in the 3-5 and 10-18-year­
old groups, paralleling Gil's (1970) findings. 

While there may be some slight tendency for 
boys to be abused more than girls at younger 
ages because of their greater degree of activity 
and because of the greater incidence of hyper­
activity in boys, these tendencies seem slight. 
Similarly, the tendency to report more girls 
than boys in the older age groups may be a 
function of greater anxiety and tendency to 
punish adolescent girls on the part of the parents, 
as suggested by Gil, or it may be a function of 
more vigilant reporting by community resources 
which may be more likely to define girls as frag­
ile and in greater need of protection. In other 
words, physical punishment of boys may be more 
acceptable than physical punishment of girls. 

Birth Order 

There seems to be no agreement as to the 
relationship between birth order and abuse. In 

two studies the majority of children were oldest 
or second-born children (Elmer et al. 1971; 
Glazier 1971). Sample sizes in these stUdies, in 
the order cited, axe 34 abused and neglected 
children and 50 children with failure-to-thrive. 
Youngest children are more frequently abused 
in three studies (Bennie and Selare 1969; 
Cameron, Johnson, and Camps 1966; Jackson 
1972) based on sample sizes of 10, 29, and 18 
abused children, respectively. Other authors 
who mention birth order simply state that the 
abused child is generally one child in the family 
selected as a target for abuse.4 Cameron (1972) 
states that the target is most likely to be either 
the oldest or the youngest, representing an 
unwelcome and unwanted beginning or addition 
to the fan1ily. In her study of 33 children 
admitted to a hospital with abuse related injuries, 
Elmer (1967c) found that there was no statisti­
cally significant relationship between birth 
order and abuse, but rather, that a particular 
child might be targeted for abuse because his 
position in the family had special significance 
for the abusive parent. 

Multiple v. Singular Abuse: 
Repeated Abuse of One Child 

Abuse of Siblings 

Many abused children are not just victims of 
a single, isolated incident. In the studies re­
viewed, the proportion of children with a 
history of repeated abuse varies from 21 percent 
to 50 percent.5 Duration of exposure to abuse 
is included in Nurse's (1964) discussion of 20 
probation cases. In these families, abuse occurred 
over a period ranging from 6 months to over 5 
years. The Georgia League for Nursing estimates 
the average duration of abuse to be from 1 to 3 
years. These studies suggest that abuse is not 
an isolated, one-time event and that therefore, 
without some form of intervention, abuse will 
be repeated. Neglect is more likely to be ongoing 
and chronic and is far more likely to involve 
all of the children in a family. 

Several studies provide evidence that abuse 
is not limited to one child in the family. Skinner 
and Castle (1969) found that in the 41 families 
with more than one child, 49 percent battered 
more than one of their children. These figures 
are based on case records of the British NSPCC 
of abused children under 4 years of age who 
were in need of medical attention. Simons et al. 
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(1966) reported a history of sibling abuse in 16 
percent of the 313 cases reported to the New 
York City Bureau of Child Welfare. Glazier 
(1971), studying 251 reported abuse cases in 
the Buffalo area, found that 12.5 percent of 
the incidents concerned more than one child 
in a family. While these percentages are lower 
than the 49 percent reported by Skinner and 
Castle, it should be noted that there may have 
been unreported cases in which siblings were 
abused. In the absence of a specific study of 
each child in the family it cannot be assumed 
that only the reported child has been abused. 

In all probability single v. multiple abuse 
depends on whether the abuse is primarily 
motivated by the dynamic relationship between 
a particular child and his parent(s) or by general 
stress factors within the family, on whether only 
one child has been removed so that another 
child becomes the target of abuse, and on the 
age of all of the children in the family. 

In part I, cases are reported in which an of 
the children in a particular family have been 
abused and cases are reported in which only a 
single child has been abused. In those cases in 
which only a single child has been abused, it 
generally seems that the child has particular 
significance to the paren t because the child 
represents the bad and unacceptable parts of 
the parent; because the child resembles a hated 
relative, boyfriend, or exhusband; or because 
the child is in someway different or special, e.g., 
hyperactive, colicky, irritable. In some reported 
cases the abuse, or even murder, of one or more 
children is seen by program staff as a displace­
ment of the feelings of revulsion toward a 
particular child who is actually the least abused. 
Our impression, based on a review of cases 
presented by the programs visited, is that in at 
least half of the cases it is not one, but all, or 
at least several, children in a family who are 
abused. While only one child may be reported 
by a hospital or by another source, further 
investigation shows that several of the children 
have been abused. In general, when programs 
receive an abuse report on one child, all of 
the children should be checked for evidence of 
bruises and old fractures. 

CHILD-SPECIFIC PRECURSORS 
TO ABUSE 

In virtually all studies, some abused children 
had significant medical histories and disabilities 

prior to the abusive incident. Nearly one-half of 
the 20 abused children on which followup study 
was conducted by Elmer and Gregg (1967) had 
a history of medical problems. Several had low 
birth weights, were premature, were ill during 
the neonatal period, had convulsions or brain 
damage, or were seemingly predisposed to 
failure-to-thrive. 

Low birth weight and prematurity are dis­
cussed by other authors as well. In Silver, Dublin, 
and Lourie's (1971) sample of 34 hospitalized 
abused children, the proportion of premature 
infants was over two times the national average. 
However, since prematurity is higher among low 
income groups, comp~risons with the national 
average tend to be misleading. Skinner and 
Castle (1969) report that 13 percent of the 
children referred to the NSPCC in 1 year were 
premature; in all cases early mother-child 
separation occurred. 

Prematurity and low birth weight contribute 
to the vulnerability of the child. Hospitalization 
after birth is prolonged, amounting to an en­
forced separation between the mother and child; 
a normal relationship or bonding may be difficult 
to establish. Klein and Stem (1971) studied 51 
battered children hospitalized in Canada over a 
9-year period. Twenty-four percent had low 
birth weight as contrasted with an expected 
United States and Canadian national rate of 
only 7 or 8 percent. The mean neonatal hospital 
stay for those infants was 41 days. 

Elmer's (1971) accident study also included 
some abused children who were born prema­
turely. Approximately one-third of the 34 
abused children weighed less than 5.5 pounds at 
birth. None of the nonabused children weighed 
below that level. Elmer explains that premature 
infants cry more, are mote irritable, and thus 
place a greater strain on families with few 
resources. 

In addition to prematurity or illness during 
the neonatal period, a number of authors have 
studied physical or developmental deviations 
which antedate abuse. Johnson and Morse's 
(1968) sample of 101 children included 70 
percent who had physical or developmental 
deviations before the injury was reported 
(Costin 1972). However, in most cases it is 
difficult, if not impossible, to differentiate 
between those factors specific to u child which 
may predispose him to abuse and those factors 
which may as easily be the consequences of 
abuse. This chicken and egg problem makes 
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it impossible in most cases to determine to 
whllt degree a particular child, by virtue of 
his special physical, developmental, or intel­
lectual handicaps, was predisposed to abuse. 

Gil (1970) found that 29 percent of his 
sample cohort were deviant in social and intel­
lectual functioning during the year preceding 
the reported incident. Fourteen percent were 
physi(}ally deficient. Nearly 13 percent were 
below their age appropriate grade level. Prior 
to the reported incident, 17 percent had been 
hospitalized for physical illness, 9 ;:;..!rcent were 
in foster care, 4 percent were known to juvenile 
courts, and nearly 4 percent had been in child 
care institutions. Gil states that this level is 
" ... in excess of the level of any group of 
children selected at random from the popUlation 
at large, .. " (p. 108). However, Simons et al. 
(1966) report that the proportion (10 percent) 
of their sample (313 children reported abused in 
New York City) that had severe prior defects, 
e.g., brain damage, eye and orthopedic impair­
ments, was not that different from the percentage 
of such disorders in the total New York City 
child population. 

The literature on behavioral characteristics 
is of a descriptive rather than analytic nature. 
The problems of deciding whether these be­
havioral characteristics are the cause or the 
result of abuse is monumental. 

Johnson and Morse (1968) differentiate 
between the behavior of children younger than, 
and older than, 5 years of age. Younger abused 
children are described as whiny, fussy, listless, 
chronically crying, restless, demanding, stubborn, 
resistive, negativistic, unresponsive, pallid, sickly, 
emaciated, fearful, panicky, and unsmiling. 
Older abused children are described as gloomy, 
unhappy, depressed, insincere, inconsiderate, 
deceitful, openly expressive of disrespect toward 
their fathers, and ingratiating toward their 
mothers. However, these two sets of charac­
teristics do not appear to be that different from 
each other. The authors state that the children 
most likely to be abused are the ones who are 
overly active and most difficult to manage. 
Because of their failure to respond to care and 
to grow in a normal manner, they are seen as 
threatening or at least not gratifying to the 
parents'self-image. 

Terr (1970) delineates three types of relation­
ships of the abused child to his family. First, the 
presence of a physical abnormality such as 
failure-to-thrive may be an irritant and guilt 

producer to the mother. The fact that the child 
does not devleop properly is a reflection on the 
mother's child care skills. The second type of 
relationship concerns ego defects which are 
secondary to maternal deprivation. Thus, there 
exists a shallow relationship between parent 
and child. The child withdraws and becomes 
indifferent to the mother. The third relation­
ship consists of retaliatory activities on the 
part of the child. Hostile behavior by the child 
worsens an already strained interaction. 

Program staff was asked to consider all of the 
abused children they had known and to make an 
estimate of the proportion of these children who 
presented a problem which an independent 
observer agreed could make that child especially 
difficult, e.g., physical handicap, colicky baby, 
hyperactivity. Estimates within and across 
programs ranged considerably from 10 percent 
to 40 percent, but the majority of estimates 
were approximately 20 percent. Thus, about 
one-fifth of the children, according to program 
staff, could be considered as predisposed to 
abuse; the majority of children are described as 
attractive and appealing youngsters or infants. 

DISABILITIES AND DEFICIENCIES 
RESULTING FROM ABUSE 

As a result of abuse, children suffer, in vary­
ing degrees, from both physical and mental 
defects. When abuse is first diagnosed, prevalent 
physical characteristics include large heads, 
protruding bones, bruises, poor skin hygiene, 
multiple soft tissue injuries, malnutrition, and 
smallness for the child's age. 6 

Holter and Friedman (1968 a) describe the 
nature of abuse injuries and compare them with 
neglect and accident injuries. The authors com­
pleted two surveys: in the first, 69 accident 
cases involving children under 6 years of age 
seen in a hospital emergency room were re­
viewed in terms of type of injury, explanation, 
and signs of abuse or neglect. In the second 
survey, 87 cases were similarly reviewed and 
home visits were made by a public health 
nurse. Eleven percent of the two survey samples 
were suspected to be incidents of abuse. Injuries 
displayed by suspected abused children (who 
were all considered high risk) consisted of head 
injuries, fractures, dislocations, limb injuries, 
burns, abrasions, contusions, and bruises. The 
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accident (nonabuse) group exhibited lacerations 
and ingestions. An additional important differ­
ence between the groups can be seen in the 
delay between time of injury and emergency 
room visit. The timespan amounted to 4% 
hours for neglect cases, 2 hours for abuse, 1 
hour for accident, and three-quarters of an 
hour for repeated accident cases. 

A followup study of these same children 5 
years later (Friedman and Morse 1974) found 
that over 70 percent of the suspected abuse 
and neglect groups had injuries requiring medical 
attention in that interval. Only 50 percent of 
the accident group needed additional medical 
care. 

Neurological damage is a common after-effect 
of abuse. Morse, Sahler, and Friedman (1970) 
report that 71 percent of the 25 children (all 
surviving children treated for abuse from 1963 
to 1966) they studied 3 years after hospitaliza­
tion for abuse or neglect were outside of the 
normal range of intellectual, emotional, social, 
and motor development. Forty-three percent 
were mentally retarded. Martin (1972) also 
reports that same proportion having permanent 
brain damage in his sample of 42 abused chil­
dren followed by a child development center. 
Thirty-three percent of his sample was also 
diagnosed with failure-to-thrive. He found that 
syndrome occurred twice as frequently in 
children who were functionally retarded as in 
children who could subsequently function 
normally. 

Elmer's (Elmer and Gregg 1967) studies 
also show a high proportion of :;:etardation. 
Fifty percent of the 20 abused children restudied 
after a span of from 1% to 10 years afte.r hospi­
talization for multiple bone injuries were re­
tarded; one-third had physical defects; and 
eight were emotionally disturbed. Her com­
parison of another group of 34 abused children 
with 67 accident victims produced the follow­
ing results: The abused children had twice the 
incidence of neurological problems as the 
children with accidental injuries. 

Johnson and Morse (1968) discuss the dis­
abilities of 101 abused children known to the 
Denver Welfare department. The following 
problems were present: "uncontrollable" severe 
temper tantrums (19 percent), below normal 
speech development (18 percent), mental 
retardation (16 percent), toilet training problems 
(15 percent), feeding problems (13 percent), 
physical handicaps (7 percent), and brain 

damage (1 percent). Twenty-five percent of the 
52 children under 5 years of age were below 
normal in language development; one-half 
suffered from malnutrition, dehydration, and 
failure-to-thrive. 

Galdston (1971a) lists two types of behavior 
displayed by physically abused children. They 
may be listless, apathetic, and unresponsive to 
all but painful stimuli or they may be extremely 
fearful, recoiling from contact with anyone. 
While abused children may, in fact, recover from 
the harmful experience, Galdston states that 
once a child reaches the age of 3% or 4 there is 
great difficulty in correcting the damage. 

Lukianowicz (1971) characterizes the long­
and short-term effects of battering. Short-term 
effects refer to changes in appearance and be­
havior (listlessness, withdrawal, apathy), changes 
in attitude toward parent (fear), and psycho­
somatic symptoms of emotional stress (refusal 
to eat, vomiting, bed wetting). Longer-term 
effects which can occur include, again, with­
drawal, timidity and fear, rebelliousness, and 
becoming an abusing parent. Brain damage is 
also a possibility. 

A number of other authors also describe the 
emotional and relationship problems of abused 
children. Costin (1972) states that abused chil­
dren are shy and have low self-esteem; Zalba 
(1967) reports that they tend to be depressive, 
hyperactive, destructive, fearful, withdrawn, as 
well as bedwetters, truants, fire-setters, and 
overreactive to hostility. They are described as 
having a lack of trust in the parent and diffi­
culty in mastering the stages of autonomy and 
initiative (Martin 1972). Bryant et a1. (1963) 
states that the abused child has a seriously im­
paired relationship with the abusive· parent. 
The child may also accept the parents' bad 
image of her/himself, as a form of loyalty 
(Kempe 1969). Acute anxiety is exhibited 
through such symptoms as speech problems, 
sleep diWculties, thumbsucking, and nail biting 
(Lewis et al. 1969), Leontine Young (1964) 
deflcribes the children she studied as detached 
from feelings and from other people and lack­
ing in energy and purpose. They take on the 
role of scapegoat of the family and feel unloved; 
their needs go disregarded (Steele and Pollack 
1974). Curtis (1963) reports an unusual degree 
of hostility toward the parents and toward the 
world in general. Some of the above charac­
teristics could lead to the child's inviting others 
to hurt him (Milowe and Lourie 1964). ' 
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Typical hospital behavior of abused children 
is described by Morris, Gould, and Matthews 
(1964). When brought in for treatment, these 
children: (1) cry hopelessly, (2) do not look to 
parent for assurance, (3) do not expect to be 
comforted, (4) are wary of physical contact, 
(5) are apprehensive when other children cry, 
(6) are apprehensive when adults approach other 
crying children, (7) are alert for danger, (8) 
continually ask what will happen next, (9) are 
in search of such things as food, favors, things, 
services, (10) show a "poker face" when dis­
charge home is mentioned, and (11) do not 
suggest that they want to go home. 

Violent behavior has been frequently men­
tioned as characteristic of abused children. 
Galdston (1975) describes its presence in chil­
dren attending the Parents' Center Project, a 
therapeutic day care program. The author states 
that these children use violence as a major way 
of seeking attention. After several weeks in the 
program the children were able to express emo­
tions in other, more acceptable, forms; however, 
none lost their violent behavior completely. 
Another specific behavior manifested by these 
children is the "grabbing reaction." The children, 
wanting a belonging relationship, will grab an 
object from someone else. Once taken, however, 
the object ceases to be an attraction. 

Neglected children are discussed by several 
authors; however, their descriptions are no 
different from those dealing with physically 
abused children: withdrawn, hostile, depressed, 
antisocial, and passive.? There is difficulty in 
establishing a one-to-one attachment, a bonding, 
between child and mother. The same traits are 
used to descnbe children diagnosed as failure­
to-thrive.8 

Gal'dner (1975), in summarizing the work of 
. the Gilday Center in Boston, a day care center 
for abused children, described the children as 
follows: 

We cannot offer any typical behavior or personality 
pattern which would fit every abused child, although 
we have certainly learned what kinds of behavior to 
expect. For example: these children are much more 
apt to comfort an upset adult than to expect comfort 
when they .are upset. They may be wary of physical 
contact of any kind. Their capacity for being 'given 
to' is boundless. They show little or no distress at 
separation from parents. They can be very manipula­
tive of adults from a very early age, and they are 
often accomplished actors. They sometimes respond 
negatively to praise as if it were safer to be 'bad.' 
They are generally reluctant to engage in any messy 
activities. Some seem highly skilled at provoking 
adults to anger, while others indiscriminately seek 

affection from any adult. Their language develop­
ment is generally slow, and many have speech im­
pediments. They demand immediate gratification 
and find it almost impossible to wait or take turns. 
Some are extremely well coordinated and others 
have little sense of body awareness. Initially, they 
seem completely without the normal childlike sense 
of joy (pp. 149-150). 

The Bowen Center, one of the programs 
described in part I, has had 9 years' experience 
in the treatment of abused and severely neg .. 
lected children. Theil' description is as follows: 

The limited backgrounds of our children, their 
suspicion, their unfamiliarity with success, make 
them view each new experience as a potential threat, 
and we must literally decoy them into participation 
in any new activity. The sense of fun one normally 
sees in preschoolers is totally lacking. 

One is struck by the differences our children display 
as compared to less deprived youngsters. The expres­
sion on their faces is old and worried, they rarely 
smile. They relate to staff either by clinging to any­
one available, or they attack. 'rhey are all frightened 
and share a general distrust oj' a new situation. Their 
behavior is provocative, literally inviting violent 
response. 

Their initial approach to materials is indiscriminate 
hoarding, trying to accumulate as many things as 
possible, but with no drive to use them, only to 
collect. They are unable to use free play periods 
constructively. 

Although we observe little overt difficulty with 
separation, the children appear to be undifferentiated 
from their mothers, i.e., if mother is sick, they 
experience themselves as being sick, if a parent is 
away from home they tell us 'Daddy dead' in a flat 
tone. 

Children manifesting the failure-to-thrive syn­
drome exhibit different characteristics than do 
physically abused children, although both types 
of abuse may be present in one child. Gregg 
(1968) makes a distinction between the failure­
to-thrive syndrome and physical abuse. Whereas 
physical abuse may represent a one-time occur­
rence, failure-to-thrive is generally of longer 
duration. Children with complaints suggesting 
systemic disease not related to trauma instead 
suffer from longstanding neglect which may be 
accented by abuse. Barbero and Shaheen (1967) 
divide the syndrome into foul' clinical forms. 
Failure-tv-thrive may occur: (1) without systemic 
disease but with family dislU~tion, (2) with 
clinical manifestations, e.g., vomiting, diarrhea, 
anemia, respiratory pr.oblems, neuromuscular 
disorders, (3) accompanied by trauma (physical 
abuse) and (4) as an accompaniment to primary 
systemic disease which precipitates family disrup­
tion and contributes indirectly to the syndrome. 
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Bullard et al. (1967) studied hospital records 
of 151 children exhibiting the failure-to-thrive 
syndrome. Fifty of the children studied had no 
primary organic illness. In most cases, the syn­
drome began in early infancy, progressing until 
the child was 6-12 months old when hospitaliza­
tion occurred. As in physical abuse cases, other 
disorders were present. More than one-half of 
the 41 children followed up fTom 8 months to 
9 years after hospitalization showed continued 
growth failure, emotional disorders, mental 
retardation, or a combination of those problems. 

Glaser et al. (1968) report that of the 50 
children with failure-to-thrive in their study, 37 
percent (N = 19) had failed or had difficulties 
completing the first year of school. Over 40 
percent (N = 40) continued to show physical 
evidence of their earlier state between 6 months 
and 8 years after discharge. Of course, school 
failure and later physical problems cannot be 
attributed to failure-to-thrive alone as both 
of these can be consequences of poor parenting. 

Exploited children, as described by Galdston 
(1971a), are children who do not act their age, 
whose attitudes, interests, and behavior are not 
appropriate to their age. The child functions to 
gratify the parent and fulfill the parents' image. 
Galdston gives several situations of exploitation. 
An obese child may be fulfilling the parent's 
desire to eat; a child with disordered behavior 
who is often involved in accidents may be 
gratifying the parent's desire for violence. 
Sexual abuse is another category of exploitation. 
The parent is fulfilling his needs through the 
child. Sexual abuse is also dealt with by Tormes, 
and Schultz (1973). Tormes characterizes the 
sexual abuse victims by their lack of socializing 
and exposure outside of the family. Schultz 
describes the deep relationship established be­
tween the abuser and the abused as one where 
the victim seeks out affectionate behavior from 
the parent. 

There are two additional studies in the 
literature which offer insight into the behavioral 
effects of abuse. Babow and Babow (1974) 
have pUblished a verbatim case study of a 
21-year-old female with a long history of abuse 
by her mother. She had repeatedly tried to 
commit suicide and was diagnosed as schizo­
phrenic. Her explanation for the suicide attempts 
and other self-destructive behavior was that they 
were a punishment for what she saw as the bad 
thing she had done: being born when not 
wanted. The second study (Green 1968) in-

valved school-age schizophrenics with a history 
of abuse who were enrolled in a residential tteat· 
ment center. The parent-child relationship in 
these cases alternated physical abuse with 
periods of withdrawal and threats of abandon­
ment. The abused children attempted to inflict 
pain on themselves in order to recreate what­
ever parental contact existed. 

The behavioral characteristics of children 
as reported in the literature are cE:!rtainly sup­
ported by program experience. Multiple foster 
home placements are often precipitated by the 
behavioral problems manifested by the children 
whose behavior can be so difficult to tolerate 
that they lead to one rejection after another. 
Many of the children feel that the abuse is a 
punishment for their fundamental badness and 
they experience out of home placement as proof 
of their badness. Thus, in the new setting they 
continue to act out their negative self-image 
and to precipitate the punishment they know 
must be forthcoming. In addition, many of 
these children, having never experienced a firm 
and consistent limit-setting approach, are in 
fact very difficult to live with in a home which 
is not given to chaos. 

********i********* 

The contrast between the vast amount of 
literature reviewed in the previous chapter and 
the relative paucity discussed in this chapter is 
no accident. It points up the fact that most 
authors, most researchers, and in fact most 
programs are addressed primarily to the needs of 
the parents. Much of the interest in parents is 
based on a desire to deal with root causes so that 
precipitating social problems can be eradicated 
and so that treatment can be focused. But 
beyond this interest in parents in the name of 
prevention and treatment is an interest in adults 
which superc~des interest in children. In general, 
in the field of abuse and neglect, children are 
second-class citizens. 

Of all the programs visited, only one is 
seriously addressed to the needs of abused and 
neglected children. By and large, as will be 
discussed in the next chapter, treatment pro­
grams are designed to meet the long-range needs 
of parents rather than of children. Children 
suffer incredible pain and hurt, children are 
placed in long-term foster care storage with 
little opportunity to understand or to work 
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through what has happened to them, and chil­
dre,n cQntinue to live in homes which are harsh 
an/ft reje~ting. In all too many cases, children 
are seen by a worker only in passing as she/he 
visits with the parents and in many cases are 
asked to leave so that parent(s) and worker can 
talk. No one works with the children or helps 
them to cope with the same life conditions 
which are felt to be too difficult for adults. 
The majority of social workers and protective 
services workers have no training in how to 
work with children or adolescents; many of 
them state openly that they are not comfortable 
dealing with children and adolescents. 

Our review of the literature suggests that not 
only are children's needs underaddressed but 
that in addition there has been little attention 
devoted to a study of the interaction, under a 
variety of circumstances, between abused chil­
dren and their parents. Efforts at developing 
typologies which can be useful for prevention 
and treatment are primarily centered on the 
dynamics of the parents rather than on the 
kinds of interaction which may be causing 
abuse. This lack of attention to parent-child 
interaction is also reflected in the kinds of 
treatment modalities that have been developed 
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in abuse programs. AJ:, will be seen in the next 
chapter, family therapy which focuses on 
interactional variables is in a barely nascent 
state in this field. 
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Chapter IX - Identification, Case Management, and Treatment 

This chapter summarizes the "state of the 
art" with respect to identification, case manage­
ment, and treatment. The reader who is primarily 
interested in these issues is also referred to the 
program case studies in part I as the treatment 
approaches, processes, and techniques of each 
program, as well as case examples, are presented 
in that section. 

The literature relating to identification, case 
management, and treatment encomp3,sses dis­
cussions of management by various agencies, 
types of treatment, roles of professionals, 
constraints to treatment, and descriptions 
of existing programs. Most of what is written 
is general in nature. There exist few objective 
criteria which can be used as a basis for deter­
mining which treatment modality is best for 
whom; there are virtually no criteria for the 
measurement of success in treatment. Similarly, 
there are few case presentations which illus­
trate the process and techniques used in various 
treatment approaches. 

IDENTI FICATION 

Most professionals whose experience is with 
severely abused children who first come to the 
attention of a hospital-based program believe 
that, as a first step, the child should bb hospi­
talized. 1 Hospitalization permits use of diag­
nostic procedures, including skeletal x-rays, 
time for the parents to be away from the child, 
a protected environment for the child, and 
time to connect tiie family with an array of 
services. Most authors feel that if such hospi­
talization is refused by the parents, it should 
be provided under court order. The need for, 
and use of, a team ~pproach within the hos­
pital has already been described in chapter VI. 
For a detailed description of the functioning 
of such a team within a hospital, the reader is 
referred to the Pittsburgh Children's Hospital 
case study presented in part I. Essentially, 
the hospital team has responsibility for educat-

ing hospital staff, for reviewing charts on new 
admissions, for providing consultative services 
to professionals in the hospital, for interviewing 
the parents, for reporting abuse cases, and for 
creating a climate which favors identification 
and reporting. 

Newberger and Hyde (1974), together with 
many professionals in the field, recommend 
that no attempt be made to establish guilt or 
to create a climate of blame because such an 
approach tends to impede the establishment of 
trust in the professional. Of more importance 
than determining whether or not the injury was 
intentional is a focus on what measures can be 
taken to improve the child's environment and 
help the parents. While blame is to be avoided, 
most professionals agree that honesty and a 
forthright approach to parents is crucial. Pro­
fessionals have the responsibility of sharing 
their suspicions with parents, of letting them 
know that a report will be made, and of in­
forming them as to what will happen next. 
The primary message is "we cannot allow this 
to happen, we believe that you also do not want 
it to happen and we are here to help you." 

While hospitws, if they have a team and a set 
of procedures, are often if) the frontline of case 
reporting, the primary responsibility for case 
identification and investigation rests with the 
public social service agency or a specially created 
abuse program with which the public agency 
contracts. _ Within social service agencies and 
their contracted programs, case investigation is 
best carried out by a specified person or unit 
with the sole function of validating reports 
from other agencies and from the community 
at large. Some agencies validate abuse cases 
on the telephone and refer confirmed cases 
directly to an abuse worker. Other agencies 
carry out a face-to-face investigation thro\.lgh 
interviews with the family and with other 
agency staff to which the famli,"-J is known and 
only then refer the case to an abuse worker, 
if warranted. While direct referral to a field 
worker results in some waste in field wOI'kers' 
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time when cases are not validated, most pro­
fessionals feel that the initial contact with 
abusive parents is so important that it is best 
made by the worker who will continue with 
the case. Virtually everyone in the field recom­
mends 24-hour coverage and availability of a 
worker who can make an investigation and take 
necessary action in the middle of an emergency. 
Most protective services programs stress the 
importance of providing the reporters with some 
feedback following the initial investigation. Such 
feedback serves to let the reporter know that the 
agency is following up on the report and will 
take necessary actions. Great caution should be 
taken, however, to avoid j)roviding feedback 
which violates the privacy of families under 
investigation. 

As discussed in chapter VI, case investigation 
and decisions about who should be required to 
accept services are often extremely difficult 
because of definitional problems. Cases in 
which there is clear medical evidence of abuse 
will hold up in court, so that if parents refuse 
services, they can be court ordered and/or the 
children can be removed from the home. In 
some cases, recognition that legal action exists 
as an alternative to social casework contributes 
-co the parents' willingness to accept services. 
However, in encoura.ging the acceptance of 
service, the caseworker must, at the same time, 
be minimally demanding. 

In the majority of cases known to protective 
services and to abuse and neglect programs, hard 
medical evidence is absent. In these cases, pro­
gram staff have to use all of their skills, patience 
and persistence in convincing parents to accept 
services and a therapeutic relationship. Honesty, 
a clear concise statement of the law, active 
outreach, compassion for the plight of the 
parents, and an action message designed to 
convey a stance of friend and ally rather than 
of accuser and foe appear to be the essential 
ingredients. The role of the protective services 
workel' is particularly difficult because she/he 
must convey both a sense of compassion and 
a sense of the authority invested in this role. 
Some parents react with relief, others react 
with rage and indignation. Successful profes­
sionals in the field are characterized by a high 
tolerance for angel', a relative absence of fear 
in the face of rage, a willingness to act as a 
sponge for angel', and an ability to use their 
authority while conveying sympathy and 
understanding. 

Parents who refuse to acknowledge their 
abusiveness can sometimes be engaged if the 
worker offers to help them learn to be more 
effective parents or if the worker offers a service 
to help them deal with what they perceive as a 
difficult child. In these cases the message is 
"let us not continue to argue over whether or 
not it was you who hurt this child, instead 
let's agree that he was hurt and somehow you 
missed what was happening" or "I can see he's 
giving you a hard time, let's see if we can work 
together to make things easier for you." 

Staffs at all of the programs visited highlight 
the special problems associated with identifica­
tion of abuse in middle-class parents. Such 
parents, who may have extensive and well-placed 
ties within the community, are more likely to 
be given the benefit of the doubt during the 
investigation process because to all outward 
appearances the home situation may look so 
much better than it does in 10w-i'1come families 
or because the very status of the middle-class 
families affords them a measure of protection. 
Nevertheless such parents do need help and all 
programs have been able to work with them 
effectively. 

CASE MANAGEMENT 

Case management is defined as the coordina­
tion of the multiplicity of services required by 
the majority of abusive and neglectful families. 
Such services include day care, foster care, 
homemaker services, and public health nurse 
visits. It also includes medical, legal, financial, 
and employment assistance. It is a broad ap­
proach that places increased emphasis on the 
manipUlation of the environment. Thus, this 
approach focuses more on the life circumstances 
of the abusive parent than on the personality of 
the abuser. 

Delivery of Concrete Services 

Collaboration and cooperation by various 
agencies are essential in providing treatment and 
long-term followup. Use of social services rep­
resents a movement away from the view of the 
abuser as a criminal to the view of him/her as 
a person in need of help. 
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Silver (1968) differentiates the social service 
or protective services progran1 from an approach 
using the police department as primary agency. 



The first approach leads to evaluation and 
assistance by a social service worker. The child 
may be placed elsewhere but the emphasis is 
on assistance to the family. In the second ap­
proach mentioned by Silver, the police depart­
ment investigates the incident. While they may 
be the only service open around the clock, their 
intervention may result in defensiveness and 
increased intransigence on the part of the parents. 

Homemaker services and home visits by 
nurses, social workers, and other professionals 
are frequently mentioned in the literature as a 
vital social service treatment component. 2 Home­
makers can become emergency caretakers when 
children are left alone; they can also serve as 
maternal figures establishing a daily routine for 
the parents and helping alleviate personal and 
social isolation. Since the abusive family may 
fear getting involved with agencies, the home­
maker can coordinate agency involvement in 
the home and can observe and evaluate family 
interaction from a closer viewpoint. Home­
makers who have tecf.!ived some training in 
home management and ·can assist with budget 
planning, shopping, and preparation of meals 
can be particularly helpful. 

Homemakers, while frequently mentioneu 
in the literature, were available in only one of 
the programs we visited. Ptograms operated 
by the public social service agencies have a 
dearth of homemakers and in most cases the 
few available homemakers are assigned to the 
elderly and the disabled. Abuse and neglect 
programs visited outside of the public arena 
do not have homemakers on their staffs nor do 
they make referrals for such services. 

Day care intervention and crisis nurseries are 
also a means of case management.3 The time 
spent by the child in a day care facility provides 
an "escape" for the parents. In some programs, 
the parents nre required to attend group meet­
ings. Through such intervention, it is hoped that 
the parents will be able to get pleasure from 
the child. The Joint Commission on Mental 
Health of Children (1973) maintains that day 
care is immensely important and assu~:neethat 
if more chi1d care services were avaihl~~I'~ the 
incidence of abuse would decrease. Day care 
can also be seen as an important therapeutic 
tool in the effort to work through the parents' 
symbiosis with the child. 

Most programs contract for day care services 
either in day care centers or in licensed day 
care homes. Two of the programs we visited 
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have developed their own day care servipes in 
recognitior). of the fact that abused children are 
often not tolerated in day care settings designed 
for children without severe emotional and 
developmental problems. In communities which 
have such specialized day care progranls, there 
tends to be a close working relationship between 
the day care center and the abuse/neglect pro­
gram. As discussed in chapter VIII, the im­
portance of quality day care for abused and 
neglected children cannot be overstated. 

The availability of caseworkers on a 24-hour 
basis and the need to set up some mechanism 
within the child abul?£:l and neglect program by 
which staff share this responsibility on a rotating 
basis and receive compensation in time or 
dollars are discussed by many in the field. It is 
not only that abuse in cases not yet known to 
the program occurs on an other than 9-5 basis, 
but also families in the program need to feel 
that someone is available to them at times 
when they feel that they absolutely cannot cope. 

In most of the programs visited, part of the 
effective outreach effort of the staff includes 
not only home visits, but availability of the staff 
to clients during after office hours. In man:y 
programs, staff provide clients with home pholl~ 
numbers and make it clear that they are available 
and should be called in case of crisis. 

Most of the programs visited maintain a ve:cy 
close working relationship with the local public 
health agency. Public health nurses seem to be 
an invaluable resource in ternlS of followup 
care for abused infants and failure-to-thrive 
cases post hospital discharge. In many com­
munities, public health nurses have a far better 
image than do protective services workers and 
at times they are the first line of approach to 
a family. Theil' skills in monitoring the progress 
and development of young children, In providing 
a relationship of friendly support and guidance 
in adequate child and health care, and their 
knowledge of nutrition, are extremely important 
assets. In programs which include joint,staffings 
between caseworkers and public health nurses, 
the contributions of the public health nurses 
to case management and to service delivery are 
very clear. Programs which have not developed 
a close collaborative relat,ionship with the public 
<lealth agency are failing to take advantage of a 
major treatment resotll'ce. 

Family planning services are also considered 
to be very important and some programs con­
sider these referrals a high priority. 



Responsibility for coordinating services and 
for ensuring that sen'ices are actually delivered 
rests with the social services worker assigned to 
the family. The skills required for this complex 
task are a highly developed diagnostic :;E:n5e 
in terms of decisions regarding which services 
are or are not appropriate, a knowledge of the 
resources available and of their eligibility re­
quirements, and organizing skills which allow 
the worker to stay in touch with service de­
liverers in other agencies on a case-specific basis. 

An effective case manager is one who knows 
how to engage the parents in the planning-for­
services process, who personally introduces the 
family to each new service provider in order 
to promote the new relationship, and who 
maintains regular contact with all service pro­
viders involved with a given family. In com­
mW1ities in which there is more than one 
resource, e.g., where there are many day care 
centers, the case manager needs information 
about each resource and the quality of services 
to be expected. Thus, the case manager needs 
access to an updated resource file or he,:> to do 
his/her own checking On the services available. 

interagency Ch ild Abuse and 
Neglect Teams 

In light of the mu~~iplicity of services required 
by most abusive and neglectful families and in 
light of the fact that no single agency is able 
to provide all of these services, a number of 
authors call for persons working in the field of 
child abuse and neglect to act as a team in 
dealing with the problem.4 Interagency efforts 
are emphasized, consisting of representatives 
from the medical, nursing, law enforcement, 
social service, and mental health professions. 
Team management is viewed as the means for 
preventing the fragmentation of services which 
is otherwise so common. That is, a single pro­
fessional, aware only of his own role and provid­
ing only one type of service, tends to lose 
sight of the role of other service providers. 
Without a team approach, unsuccessful referrals 
are often not followed up because of lack of 
coordination and cooperation. With this fragmen­
tation also comes a lack of common standards 
to be adhered to by workers in the field leading 
to even less communication. 

The two community-based interagency teams 
visited by eRA and described in part! illustrate 
clearly that in relatively small communities in 

which no one agency has a staff which is large 
enough to form an informed team, the teams 
serve as a source of education, consultation, 
and support for the activities of its members 
and for other staff within the agencies repre­
sented on the team. In larger communities, in 
which each agency may have its own child abuse 
team, the interagency team serves as a coordinat­
ing mechanism. A team approach is relatively 
effective in terms of ensuring that caIJes are not 
overlooked and that services which are promised 
by a particular agency are, in fact, delivered. 
In other words, the team may have a be"leficial 
watchdog function on the operations "y all of 
the member agencies. 

One of the chief obstacles to the development 
of a team approach is often the public social 
service agency which prefers to retain all of the 
authority as well as the responsibility it is given 
under law. In other words, social service agencies 
tend to be reluctant to allow other agencies to 
become formally involved in the provision of 
services to protective services cases. Typically, 
the impetus for the formation of an interagency 
team does not come from the public social 
service agency but rather from the medical, 
public health, mental health, and law enforce­
ment agencies. In some communities, representa­
tives of these agencies have agreed to meet 
without including the public agency which has 
then been forced into capitUlation, i.e., participa­
tion. It generally seems to take a minimum of 
two years to bring all of the agencies together 
and to work out the turf problems and inter­
agency mistrust which often characterizes the 
early startup period of these groups. 

In 'our experience, professional awareness and 
understanding of child abuse and neglect are 
greatest in those agencies which have either 
developed their own team or are participating 
members of an interagency team. When team 
members take responsibility for reporting back 
to the staffs of their agencies and for developing 
a workshop or seminar, increased reporting 
and development of services seem to follow. 

As professional coordination develops in a 
community and as procedures and criteria 
for action are formulated, one of the responsi­
bilities placed on the team is the development of 
education programs for professionals in the 
community. Such educational programs are 
developed for the purpose of acquainting health, 
social service, law enforcement, child care, and 
education professionals with all aspects of 
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abuse and neglect. There is general agreement as 
to what topics should be included in the pro­
gram: the dynamics or indicators of abuse and 
neglect, the feasibility of therapeutic interven­
tion, definitions/criteria for reporting, reporting 
procedures, immunity, agency,lprofessional roles 
and responsibilities, and community resources. 
Such education efforts are important because 
professionals tend not to receive specific training 
regarding child abuse and neglect during the 
course of their professional education. Once 
such training is inclUded in the curricula of 
professional schools, it has been suggested that 
questions on maltreatment and reporting pro­
cedures be inc1uded on licensing exams (Grumet 
1970). 

TREATMENT 

In practice, it is sometimes difficult to draw 
the line between case management and treat­
ment. In some public social services agencies 
where workers are responsible for anywhere 
from 40-80 cases and have very limited training, 
the relationship between worker and client may 
be called a "treatment" relationship but, in our 
view, this is a misnomer because the worker only 
makes referrals to other agencies and at best 
sees the client every few month'.::. 

Programs in which there has been little 
emphasis on the development of different 
treatment skills and techniques and little contact 
with professionals representing a variety of 
treatment approaches tend to rely on a suppor­
tive social casework relationship with a single 
individual, in most cases, the mother. Without 
specific training and supervision, most case­
workers find it difficult, if not impossible, to 
engage in family or couple therapy or to use 
specific intervention techniques, e.g., behavior 
modification or transactional analysis. In general, 
except in the specially developed treatment 
programs, there is only minimal opportunity 
for case presentations in which the focus is on 
treatment and for discussion of case-specific 
treatment altematives and strategies on a session· 
to-session basis.. Similarly, there are very few 
opportunities for workers to team up with more 
experienced therapists or with therapists who 
have a recognized skill in using a particular 
treatment modality or technique. 

All too often, what passes for inservice train­
ing or supervision is little more than a set of 
administrative meetings or meetings designed to 
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make case disposition-type decisions. Meetings 
designed to review the status of a worker's entire 
caseload most often serve as a substitute for case 
present9.tions with a focus on treatment issues. 

In most of the programs visited, treatment is 
provided either by social workers with MSWs or 
by individuals without professional education 
who are called social workers or caseworkers. 
The range of skills represented by individuals 
across programs and even within programs is 
monumental. Some individuals are able to 
listen in a friendly and supportive manner and 
to make occasional suggestions, others have an 
armamentarium of specific skills and techniques. 
Some individuals provide what is essentially 
a friendly visiting service, others have real 
knowledge of how to work for behavior and 
internal change. Professional training appears to 
be less import.ant than the interpersonal skills 
of the worker and the quality of the supervision 
and opportunities for learning which are pro­
vided in the program in which she/he works. 
Programs which have developed a group therapy 
or couple therapy approach in which there is 
contact with outside clinichns who regularly 
use a variety of techniques tend to develop a 
staff which has a broader variety of skills and 
intervention techniques. 

The definition of what constitutes a pro­
fessional varies from community to community. 
It is ironic that a protective services worker with 
a BA is callf'n a professional because she/he eams 
a salary, while volunteer workers in the SCAN, 
Arkansas program (described in part I), who, in 
many cases have far more intensive training 
and supervision, are called lay therapists. It is 
difficult to imagine the circumstances under 
which a "professional" with monthly contact 
and no real supervision can be more effective 
than a volunteer with two or three weekly 
contacts and ongoing supervision. 

In the programs visited there is a tremendous 
range in terms of caseload size from five families 
per full-time worker in one program to approxi­
mately 25 families per worker in another. 
Programs in which workers have a smaller case­
load tend to be more active with their cases and 
see them a l.ilinimum of once a week. Because 
of the great amount of time which has to be 
spent in service coordination and because of 
the time which should be spent on staff develop­
ment and inservice training, it does not seem 
possible that intensive therapy can be conducted 
with caseloads larger than 15-20. 



One-to-One Treatment: Casework, 
Psychotherapy, and Lay Therapy 

Much of the literatm-e on social casework 
intervention is of a rather general nature. As 
Roth (1975) has said, sodal casework is a widely 
used mode of treatment designed to motivate 
the abusive parent(s) to understand their situa­
tion as part of a crisis and to receive help from 
the agency. After determining the facts and 
making disposition-related decisions, the case­
worker's primary role is to act as a guide to and 
liaison with other services. The caseworker must, 
according to Polansky, Hally, Polansky (1974), 
act as an individual "change agent." Within 
this role, the caseworker becomes an object 
attachment, a role model, and a behavior modi­
fier, assisting the parent in the management of 
interpersonal relationships. The caseworker must 
also mediate between family members by en­
couraging verbal communication, resolving con­
flicts, and being supportive of the entire family. 

While some authors, as discussed below, point 
up the need to work with children, in reality 
thf::; is relatively rare due to the lack of specific 
training in child the:t:apy or counseling. 

Roth (1975) states that in managing abuse 
cases it is important to focus separately on the 
parent and on the child, helping the parent 
meet his own needs, and helping the child work 
out ambivalent feelings about his parents. Other 
areas highlighted by Roth include the need to 
pay attention to the child's fear that something 
is wrong with him, his fear of future abuse, and 
his need for affection. Arvanian (1975) discusses 
the importance of alignment of the social worker 
with the mother but also the value of the social 
worker supervising play sessions between the 
mother and child. Mulford (1958) summarizes 
this area of focus by stating that treatment must 
be based on the needs of both parents and 
children. 

Goldberg (1975) advises the social worker in 
techniques to be used during casework. The first 
technique concerns the physical positioning 
of the worker: maintaining frequent eye contact 
with the parent, using a moderate voice, avoid­
ing rapid speech, etc. These are all attitudes 
designed to make the client feel as comfortabl(> 
and as unalienated as possible. Another tech­
nique consists of "reaching for feelings, H that 
is, verbalizing nonverbal behavior or verbally 
describing feelings. Here, the social worker 

would comment "that can be frightening" to 
enable the client to continue to react to the 
social worker's presence without use of direct 
questioning. Time should be allowed for the 
parent to compose himself and engage in 
internal dialogue. Thus, the social worker is 
cautioned not to jump in with one question 
after another. "Getting with" is another im­
pOl1:ant concept that indicates to the parent 
that his feelings are understandable. In order 
that the session is not construed as interroga­
tion, the social worker is advised to ask for 
information using open-ended questions. Close­
ended questions should only be used to clarify 
a statement or focus on key points. 

In some of thE) programs visited, it was 
pointed out that statements which seek to 
inform the client that his/her feelings are shared 
by others are helpful, whereas interpretive 
statements designed to reach feelings tend to 
backfire in that they may be experienced as 
confrontation and serve to increase defensive­
ness. Thus, for instance, the statement "that can 
be frightening" conveys the message that others 
in the same situation would also be frightened, 
whereas the statement "you seem frightened" 
may produce a defensive "I certainly am not" 
reaction. 

Most therapeutic programs begin with a 
fundamental understanding of the abusive 
parent as a person with intense unmet depen­
dency needs. Since the abusive parent is seen as 
one who has experienced significant rejection, 
if not actual abuse, who lacks any means for 
obtaining dependent gratification or emotional 
support from others because of a basic lack of 
self-esteem and trust in others, and who uses 
the child as a need-gratifying object, most treat­
ment is initially addressed to developing a close 
dependent relationship between parent and 
worker. Meeting the dependency needs of the 
parents and providing a firm limit-setting rela­
tionship or reparenting is the central operating 
concept of many treatment programs. 

Psychotherapy is emphasized by Steele and 
Pollack (1974) who state that the treatment goal 
is to induce the patient to look to the therapist 
to find out how to fill his own needs. The 
therapist must offer statements of sympathy 
without criticism. Of primary importance is 
change in th(> parent-child interaction such that 
the danger of physical and emotional abuse 
to the child is eliminated. Also important is 
a change in the parents' "psychic functioning" 
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so that they are better able to handle intra­
psychic conflict, marital, and other interpersonal 
relationships, particularly with tl"~:r own parents, 
and problems of daily living. rfhe abuser should 
be encouraged to form outside social contacts. 
Steele and Pollack (1974) and Davoren (1974) 
also propose as a supplement to therapy, home 
visits by a social worker as a source of satisfac­
tion and as substitute mother to the abuser. 
The social worker should also have a firm knowl­
edge of child behavior. 

Some pro!?,rams use volunteers under the 
supervision o. psychiatric and psychological 
consultants who answer telephone calls from 
persons seeking help and then make home visits. 
Although these particular models of treatment 
are not discussed in terms of specific techniques, 
statements are made as to the role of the thera­
pists who are initially viewed as part of the 
"establishment" to which the parents respond 
angrily. As they become more trusted, they 
assume the role of parent surrogate. Until the 
relationship is secure, however, therapists cannot 
be too demanding of the parent; any coercion 
is seen by the abuser as authoritarian. 

Kempe and Helfer (1972) discuss the use of 
lay therapists or parent aides who visit the homes 
of battered children and their parents. Because 
abusive parents are deficient in knowledge of 
parenting, parent aides work with the parent in 
that area as a mature and reliable friend. Parent 
aides, matched with parents by social and 
economic class, help to resolve material conflicts 
and other problems with ongoing supervision 
provided by professionals. One aspect of the 
parent aide role is total availability to the 
abusing parent so that the dependency that 
once rested on the child has been transferred 
to the lay therapist. 

One of the programs described in part I, the 
SCAN program in Arkansas, is a lay therapy 
program. According to professionals in the 
comn~,:mity, this is a highly effective program 
in which volunteers work with parents and in 
which turnover an10ng volunteers is minimal. 
In the experience of this program it has been 
unimportant to match socioeconomic charac­
teristics of lay therapists and clients, rather 
the emphasis is on matching the needs of the 
client with the pl'xticular skills of the therapist. 
There seem to be several key factors in this 
program's success. Volunteers receive pre­
service training and ongoing supervision. In 
addition, they have primary responsibility for 
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their cases and belong to an organization which 
is totally their own. Thus, unlike parent aides 
in other programs who act as mere assistants to 
the responsible professionals, the SCAN lay 
therapists have both status and responsibility. 
In addition, each SCAN \'olunteer works with 
three or four clients rather than with only 
one family so that the work assumes a central 
role in the life of the lay therapist. 

While the literature focuses on the importance 
of meeting dependency needs and on connecting 
parents to a variety of services, several of the 
programs visited regard this as only the first 
step in a well-articulated treatment approach. 
The underlying view ofthose who work to meet 
dependency needs and go no further is that this 
very process will itself lead to growth and 
change. However, others feel that once the 
dependency needs have been met, effective 
treatment, or reparenting, involves the teaching 
of a whole new set of behaviors and attitudes 
that are absent from the parent's repertoire 
of experience. In these programs, staff is more 
likely to model, or to discuss, specific child­
rearing alternatives to abuse, to teach parents 
how to play and interact with children, and to 
teach couples how to listen to and communicate 
with each other. When therapists have such 
remodeling goals in mind, they are more likely 
to be active with their clients, to confront 
destructive or nonproductive behavior, and to 
set assignments and tasks in which new behaviors 
are practiced. Effective problem-solving be­
havior is then reinforced, validated, or Hstroked" 
so that the parent explores the repertoire of 
positive adaptive behaviors initially in ordel' 
to gah1 the approval of the therapist. Ulti­
mately, the parent engages in adaptive behavior 
simply because she/he has learned a set of 
new responses which have proved to be more 
effective. 

Most therapists who take this active approach 
are careful to emphasize the preliminary need 
for first meeting dependency needs. Until some 
of these needs have been met, it is felt that 
parents simply cannot qhear" the therapist's 
teachings and are unable to malte use of them. 

Group Therapy 

Polansky, Hally, and Polansky (1974) discuss 
three types of group treatment techniques: 
socialization and resocialization groups, parents' 
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groups, and social action groups. The first type 
provides an opportunity to meet other families 
with socializing as the "drawing card." Parent's 
groups are organized around a more visible 
point, i.e., all the parents of children in the 
same day care program. Social action groups 
attempt to teach advocacy and revolve around 
issues of service provision. Group therapy in the 
form of Parents or Families Anonymous are 
important self-help groups. Polansky, Hally, and 
Polansky (1974) have pointed out that there are 
problems with these modes of treatment for 
neglectful parents who are more depressed and 
withdrawn and are less motivated to join than 
are abusive parents. 

Three of the programs visited have a group 
therapy component as one major treatment 
modality: Children's Trauma Center, Oakland, 
California; Lehigh-Northampton Counties 
Coordinated Child Abuse Program, Allentown, 
Pennsylvania; and SCAN Volunteer Services, 
Inc., Little Rock, Arkansas. Cases treated 
within groups developed by these programs are 
described in part I. The first two programs use 
co-therapists, whereas the latter program uses 
a single therapist. All of the groups are designed 
to encourage active problem solving among 
the group members and to create a social sup­
port network ror each member. Group sessions 
in all three programs, take place weekly and 
group size tends to be six to eight members. All 
of the programs have a group which is open 
to men as well asto women, although Children's 
Trauma Center has additional groups which are 
for women only. Programs which have a mixed 
group, which typically includes couples and 
single women, report no problems with this mix. 

Criteria for group therapy spelled out by the 
programs include: ability to share the therapists 
with others, adequate intellectual ability in 
order to allow for verbalization and communica-

. tion with others, absence of acute psychoses, 
and a lack of resistance as manifested by ex­
plosive behavior which is so strong that it 
disrupts the group process. 

Advantages of the group are described in 
terms of the energizing function of the group, 
the relatively greater ease of identifying and 
understanding destructive interactions and be­
haviors in others than in oneself, the possibility 
of ignoring or bypassing a client who is not in 
a working frame of mind in a given session, 
and in terms of the supportive functions of 
the group. Parents are encouraged to socialize 

outside of group sessions and to act as a sup­
portive network for each other. 

Two other kinds of groups were ,:epresented 
by the programs visited. One was the Parents 
Anonymous group sponsored by the SCAN, 
Little Rock Program, and the other was the 
activity groups of the Bowen Center, Chicago, 
Illinois. Each of these groups is described in 
part I in some detail. 

Parents Anonymous (P A) is seen as an excel­
lent vehicle for socialization, for obtaining a 
wide range of information about parenting, 
and for developing a supportive network. P A 
meetings tend to be confrontive and are felt 
to be suitable primarily for the more aggressive 
parents. Individuals who tend to be severely 
constricted or withdrawn are likely to be 
frightened by such an approach. 

Bowen Center's activity groups, which meet 
twice weekly for an entire morning and through 
lunch, are designed to promote the development 
of social skills and to enhance self-esteem 
through completion of simple specific craft 
projects. Because many of the parents in all of 
the programs lack the social skills necessary for 
engagement in community recreation groups, 
e.g., church socials, community center arts and 
crafts groups, such activity groups are an im­
portant resource for teaching recreational skills 
and developing a sense of pleasure and self­
esteem. Such activity groups seem to be particu­
larly useful for individuals of limited intelligence 
who cannot make use of a group therapy 
experience. 

None of the group experiences is designed 
to replace the relationship with the primary 
caseworker who continues to work with the 
client. The caseworker continues to meet 
dependency and service needs and eventually 
begins to confront the client and to make 
demands for change. This latter process seems to 
be greatly intensified in a well-coordinated 
caseworker/group therapy joint effort. 
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Couple and Fami Iy Therapy 

Couple therapy, which is most extensively 
practiced at Children's Trauma Center and to a 
lesser degree in a few of the other programs 
visited, is designed to give couples an oppor­
tunity to work on their own relationship with a 
therapist who interprets and points out thoi;e 
aspects of the interaction which are destructive, 



as contrasted with those which are positive. 
Couples are taught to listen to each other) to 
communicate their needs in a reasonable manner, 
and to engage in pleasurable recreational activ­
ities, both .as a couple and as a family. Programs 
in which the primary intervention is with the 
mother often find that at a certain point in the 
treatment it may become important to see the 
husband or boYfriend. However, when this is 
not done from the beginning of treatment, the 
husband/boyfriend is likely to feel that the 
therapist is already allied with his partner and 
that his "side" will not be fairly heard. More­
over, working with a couple requires specific 
skills which have to be taught rather than taken 
for granted. 

Children's Trauma Center, Lehigh-Northamp­
ton Counties Coordinated Child Abuse Program, 
and individual caseworkers in several other 
programs have done some family therapy. 
In general, however, this seems to be the least 
developed and least familiar treatment modality. 
This is quite paradoxical considering the fact 
that the primary goal of every protective services 
program is to strengthen and preserve family 
functioning and unity. A family therapy approach 
is sometimes used in situations where there are 
older children and in which the roles and con­
flicts within the entire family need to be worked 
through. In addition, in a very few instances, 
intergenerational family sessions have been 
conducted on a short-tenn basis in order to 
work through conflicts between parents and 
grandparents. In general, while grandparents 
are often omnipresent in destructive inter­
actions with the target family and while pro­
grams are acutely aware of these relationships, 
very little has been done to try to include 
grandparents in the therapeutic process. 

Criteria for Different Treatment 
Modalities and for Success 

In most programs, an individual casework 
approach is still the primary mode of treatment. 
Essentially, this is because of lack of resources 
and lack of training in the use of different 
modalities. In our view, abusive parents do have 
intense psychological problems which manifest 
themselves in their relationships with others. 
Therefore, they should have the opportunity to 
actively engage in group therapy and in family 
or couple therapy. If these services are not 

available within the abuse program then they 
should be obtained from a private agency 
which does provide them but the primary 
caseworker should serve as a co-therapist. As the 
Lehigh-Northampton Counties Program de­
scribed in part I illustrates, such co-therapy 
promotes a sense of continuity in the treatment 
process so that there is active give and take in all 
aspects of the treatment. It also serves as a train­
ing mechanism for the caseworker who learns 
other treatment modalities and for the mental 
health worker who learns about abusive families. 
Moreover, it gives the mental health worker the 
support that is needed if she/he is to become 
involved with families who are often aggressive 
and uncooperative. 

Neglectful parents whose neglect is a function 
of limited intelligence, ignorance, or extreme 
problems associated with poverty are less likely 
to benefit from psychotherapy. Instead every 
effort should be made to provide concrete 
services and a great deal of specific step-by-step 
education about budgeting, household manage­
ment, food planning and preparation, and 
child rearing. 

The impact of various treatment approaches 
and programs has not been measured in any 
systematic way to date. Some authors have 
attempted to define criteria for improvement. 
For instance, Kempe and Helfer (1972) state 
that as a result of therapy, " .. , at least 75 per­
cent of the children reported as a result of 
state reporting laws to have been nonaccidentally 
injured by their parents or guardians should be 
residing safely in their homes within one year 
after the report of abuse has been made" (p. xii). 
Although they present no statistics on how 
many parents no longer abuse their children 
after having completed therapy sessions, Kempe 
(1969) does state that approximately 90 percent 
of abused children can remain with the parent 
after having undergone only a brief separation. 
Indications for separation, however, depend 
upon the age of the child and the frequency 
and severity of the injury .. In cases of incest, 
for example, Kempe states that separation is 
almost always required. A scheme for treatment 
as proposed by Kempe (1971) is as follows: 
(1) the child is admitted to the hospital after 
an incident of abuse, (2) the child is temporarily 
separated from his parents for protection, (3) a 
plan fol' "mothering" therapy is begun to make 
the home safe for the child's return, and (4) the 
child is gradually returned to the family. Kempe 
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has found that intensive care rarely lasts longer 
than 8 months. However, no statistics are 
provided to illustrate that generalization. 

With few exceptions, most of the treatment 
programs visited have not been in existence long 
enough to assess the longer-range impact on 
clients. Criteria for improvement include stabili­
zation of the immediate crisis and the parents' 
ability to see the child as a separate individual 
with legitimate needs, to meet the child's needs 
and to enjoy interactions with him, to recognize 
feelings of fear and anger, to make use of 
resources in the community, to derive support 
from a marital or psychological partner, and to 
feel competent and worthwhile. All of the pro­
grams visited are able to describe cases in which 
there have been specific and tangible gains, in 
which children have been returned home and 
in which parents function in a more acceptable 
and more self-fulfilling manner. In several 
programs the reinjury rate is reported to be as 
low as 2 percent. This seems to be particularly 
true in programs in which services and treatment 
are intensive and contact is more than weekly. 

Constraints to treatment of abusive and 
neglectful families have been discussed in the 
literature. Confusion and lack of direction in the 
handling of abuse cases, staff turnover and 
specialization, and a general rigidity of social 
service and mental health agencies are all impedi­
ments to successful treatment.s These problems 
are discussed in the next chapter. 

A report by t.he Boston Children'S Hospital 
M~dical Center (1974) summarizes some assump­
tions with regard to intervention. Two major 
assumptions are that outcome of treatment 
varies directly with the amount of professional 
energies involved and also with the amount of 
training and skill of the professionals. Morse, 
Sahler, and Friedman (1970), in studying abused 
and neglected children 3 years after hospitaliza­
tion, found it impossible to relate the intensity 
of agency intervention to the child's safety in 
remaining in the home. However, this study 
did not include a research design that would 
permit comparisons between groups which were 
treated by markedly different and carefully 
specified interventive modes. Gil (1970, 1971a) 
and Newberger (1973) state that effective inter­
vention may depend more on resolving basic 
problems in the parents' lives such as poor 
health, inadequate housing, lack of child care, 
and legal and financial difficulties than on 
treating symptoms of abusiveness. These con-

elusions are based on an underlying philosophy 
about the causes of abuse, rather than on any 
studies designed to test the hypothesis that 
concrete service intervention is more effective 
than treatment. 

In our opinion, to stress the importance of 
social manipulations over the importance of a 
therapeutic approa~h, which includes explora­
tion of feelings and teaching, modeling, and 
practicing of new behaviors is to overlook the 
very real possibilities for gro'wth and develop­
ment which characterize many parents. The 
experience of those in the programs visited 
strongly suggests that delivery of both concrete 
and treatment services is crucial and that neither 
alone is of sufficient value. However, this issue 
will ultimately have to be addressed by carefully 
designed research studies. 

Duration of Treatment, Volunteerism 

Two areas of considerable controversy are the 
duration of treatment and the effectiveness of 
court-mandated as opposed to voluntary treat­
ment. In most of the programs visited, families 
are in treatment for approximately 2 years. 
However, the range is from 6 months in one 
public social I>ervice agency to 7 years in a 
private, nonprofit program. In general, programs 
which have a short-term casework orientation 
are more likely to emphasize behavior rather 
than personality change and to offer a more 
structured form of therapy with emphasis on 
short-term goals. Programs which offer long­
term casework are more likely to emphasize 
exploration of 'feelings, reparenting, and person­
ality change. However, even programs which 
emphasize short-term treatment recognize that 
there are many families in which the pathology 
or limitations are so extensive that contact has 
to be maintained over a period of years rather 
than months. The length of time a family is 
known to a program seems to depend primarily 
on the orientation of the program and the kinds 
of changes being sought, and secondarily, on 
the family itself. Despite a program's particular 
orientation, however, it is generally acknowl­
edged that chronic neglect cases require a longer 
period of intervention than abuse cases which 
are apt to make more rapid progress. A large 
proportion of abusive parents, if actively treated, 
aypear to make marked progress within a 2-year 
period. 
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The emphasis on short-term treatment seems 
also to be a function of funding pressures and 
of policy decisions that treatment should be 
short-term. There is some indication that 
Kempe's (1969) oft-quoted statement that only 
10 percent of abusive parents are psychotic 
has led to an understanding by policy makers 
that these individuals are not severely disturbed 
and that therefore they can be helped within 
a few months period of time. However, absence 
of psychosis does not imply absence of severe 
psychopathology and most individuals in the 
treatment programs visited are in agreement 
that successful treatment takes considerably 
longer. 

While most programs prefer to work with 
parents who are not court referred, the overall 
consensus seems to be that court referral is not 
an insurmountable obstacle to the development 
of a therapeutic alliance and that there are 
parents who become very involved in the treat­
ment process who would never have done so 
without the authority of the court. It seems 
that when the parental resist::!.!":.~e to the thera­
peutic service is confronted openly and honestly, 
when their anger for being forced to come is 
recognized by an individual who has some real 
skills in being helpful, the initial resistance can 
be overcome. 

Treatment and Services for Children 

As discussed in chapter VIII, therapeutic 
approaches to children which go beyond day 
care are almost none2'istent. Among the pro­
grams visited, only the Bowen Center and, to 
some extent, Children's Trauma Center have 
therapists on staff who have any specific training 
or interest in working with children. By and 
large, children are seen in passing and are ex­
cluded from the therapeutic process. Yet the 
descriptions of abused and neglected children 
make it clear that they are in need of develop­
mental day care and of a therapeutic approach. 
Children of school age should have a primary 
worker assigned to them whom they see on a 
regular weekly basis )n order to work through 
their concerns and anxieties either in play 
therapy or through discussion. Development 
of lay therapy programs for children who need 
a special friend or ally and an occasional treat 
every bit as much as their parents should be a 
high priority. 

There is also relatively little work with 
adolescents who are currently abused and 
neglected ot who have been abused/neglected 
as children. Because it is fairly well· established 
that people who were abused as children tend 
to become abusive parents, it would seem that 
an adolescent group approach with an emphasis 
on working through the abuse experience and on 
more positive parenting through a supervised 
work experience in programs such as day care, 
Head Start, etc., would be important. 

Foster home placement is seen by some as 
therapeutic and by others as a necessary evil to 
be used only in life-threatening situations. Some 
staffs seem to feel that all but the most physically 
brutal biologic parents are better than even 
the best of foster parents; others disagree. Some 
progran1s encourage short-term foster care 
when they feel that the parents need a respite, 
with relatively little consideration given to the 
child's developmental age and 'the possibility 
that the separation may be coming at a particu­
larly destructive time. Other programs see 
foster care as an opportunity for the child to 
experience some of the benefits of a nurturing 
relationship so that when the child is returned 
home she/he will be able to respond more 
positively to parenting and thus increase the 
likelihood that the parent will be able to 
respond more positively in turn. This view of 
the therapeutic use of a foster home which 
through its nurturant care teaches the child 
new ways of relating carries with it the under­
lying assumption that a foster home should 
offer the chUd the maximum in terms of love 
and affection. This is in direct opposition to the 
view held by some agencies that foster home 
parents should not develop a close and intense 
relationship with the child because such a 
development leads to difficulties when the 
child is to be returned home. 

Foster home' placements are often made in 
the midst of crisis without adequate time to 
assess the suitahility of the home to the needs 
of the particular child or to work, through the 
reasons for the placement with the child. ..aJI 
too often, even in the absence of crisis, a crisis 
atmosphere prevails and children are removed 
from their homes without adequate discussion 
or support. Inadequate preparation of children, 
of the foster home, and of consideration of the 
mix between the two, leads to multiple foster 
home placements for children who have already 
experienced considerable trauma. While every 
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program seeks to avoid such multiple placements, 
it is not at all uncommon for children to be 
placed in three or four different foster homes. 

For many children their initial placement in 
a foster home serves as further confirmation of 
their own badness. The first confirmation is 
in the abuse or neglect itself: "I must be really 
bad to deserve such punishment." The second 
confirmation comes with the removal from the 
maternal home: "I am so bad I was sent away." 
Many children, coming from chaotic homes in 
which there are no limits on behavior, under 
acute stress, and with a deep-seated conviction 
that they are too bad to be lovable, enter 
foster care with a multiplicity of behavior 
problems. Without treatment and active inter­
vention in these problems and without massive 
support for the foster parents it is hardly sur­
prising that these placements fall apart. 

Use of foster home placements varies from 
program to program and is dependent on the 
emergency and supportive services available 
in the community, the attitudes of the juvenile 
court judge, the program's tolerance level for 
destructive or inadequate parenting, and the 
availability of what are considered to be quality 
foster homes. Therefore, great caution should be 
used in deciding whether a low percentage of 
children in foster care should be taken as an 
indicator of program success. Some communities 
have developed comprehensive emergency and 
supportive services which enable children to 
remain in the home while work is initiated and 
continues with the family. For example, one 
program, described by Burt and Balyeat (1974) 
found that through coordinating State, local, 
and voluntary agencies and through an effective 
screening program augmented by 24-hour 
emergency foster home care, the number of 
children removed from their homes was con­
siderably reduced. In fact, institutionalization of 
children under 6 years of age was almost com­
pletely eliminated. Other communities, lacking 
money and foster care resources, leave children 
in their homes and claim a low foster care rate 
as positive; in fact, many of these children are 
maintained in their homes under horrendou.s 
circumstances. 

Either voluntary or involuntary placement 
in foster care is typically done without legal 
representation for the child. However, in a few 
communities even voluntary phcements cannot 
be effected without the child having legal 
counsel who represents the child's interest and 

who then serves a monitoring function to ensure 
that services are delivered as planned and that 
they are in the best interests of the child. 

Often, foster care placements are made 
with the expectation that they will be short; 
however, in many cases they tend to be long­
term. It is not unusual for children to be in 
foster care from infancy throughout their 
entire childhood and adolescence. The treatment 
orientation of most programs creates a bind, in 
the sense that when the child is very young and 
has a good chance for adoption, the program is 
working toward rehabilitation of the parents. 
As long as the parents continue in treatment, 
there is no chance that a judge will consider 
termination of parental rights. After a few years 
of working with the parents, if no improvement 
is evident, it is by then too late for adoption 
because, realistically, the child is no longer 
adoptable. Termination of parental rights is a 
great rarity. Even in cases where the parents are 
not actively involved in treatment and make 
only occasional visits to the child, judges are 
reluctant to terminate their rights. 

Just as treatment services are primarily 
focused on pm:ents, so the whole concept of 
foster care is more geared to the needs of 
parents than of children. In most communities, 
regardless how long children have been in foster 
care, as long as the parent refuses to perma­
nently relinquish the children t!:ley remain in 
foster care. Children's rights advocates are in­
creasingly demanding that when children are 
placed in foster care, the specific steps which 
will have to be taken prior to the return home 
and the time frame for their achievement must 
be outlined and an agreement reached with the 
participation of the court that if these goals 
are not accomplished the result will be termina­
tion of parental rights. This is the only way in 
which long-term storage of children in foster 
care can be avoided. 

The management of children in foster care 
and their return to the home is given careful 
consideration in some programs. Several pro­
grams plan for weekly visits between children 
and their ,biologic parents and, provide super­
vision during these times. In programs where 
caseloads are not excessively large, the worker 
assigned to the family is the same person who 
participates in these visits. This approach seems 
to be more positive than one in which the child 
is assigned to a separate placement worker, who 
has no relationship with the parents yet who 
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supervises the visits. When visits are supervised 
by the parents' own worker, the t~otential 
exists that these visits can be used as a learning 
experience and that they become grist for the 
therapeutic mill. Most program staff advocate 
a gradual return of the child to his natural 
home. Such a gradual return, which includes 
weekend visits and in some programs visits for 
up to a month, are used to reacquaint child 
and parents, to assess the ability of the parents 
to tolerate the child and to meet his needs, and 
to test the strength of therapeutic gains. In all 
too many instances, program staff reported 
cases in which children were returned to parents 
after long absences without any preparation. 
Particularly in cases in which the child is re­
moved in early infancy and returned around the 
18 months to 21h year period in which separa­
tion is a crucial issue, children have reacted with 
feelings of being rejected and loss of self-esteem. 
Lacking any knowledge that the child is going 
through a mourning process which is under­
standable and which is not related to the parents' 
"badness," parents have reacted with rage, with 
resulting severe abuse. 

In general, it can be concluded that those 
working in the field of abuse and neglect lack 
training in child development and lack pro­
fessional experience with children. Thus, the 
abused child who has been discharged from the 
care of a pediatrician only rarely comes to the 
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attention of anyone who is trained to meet his 
needs and who can help him work through his 
experiences. The neglected child has virtually 
no such opportunity at all. Yet all of these 
children who have already suffered so much 
should have first priority in terms of services. 
The Bowen Center which has provided services 
to children for the past 9 years reports that 
gains in children who receive therapy are easier 
to achieve than gains in the parents. It is para­
doxical that those who might be the most able 
to benefit from treatment services are the least 
likely to receive them. 
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Chapter X - Social Service, Health, Child Care, Educational, 
and Law Enforcement Systems 

This chapter summarizes what was leamed 
through visits to various agencies in the service 
delivery system of eight communities. While 
this is a small satnple on which to base con­
clusions, based on a reading of the literature 
and on conversations with a great many pro­
fessionals in the field, our impression is that 
what we saw fairly represents the state of 
practice. 

SOCIAL SERVICES 

In most States, the public':iocial service 
agency is the agency mandated by law to receive 
reports of neglect and abuse, to provide protec­
tive services to the child, and to coordinate 
resources which can promote family uhity. How- • 
ever, it is one thing to mandate and quite 
another thing to appropriate funds which enable 
fulfillment of that mandate. 

In most public social service agencies it is 
absolutely impossible to discharge these responsi­
bilities. No caseworker can provide intensive 
services to a caseload which may range anywhere 
from 40 to 80 families. In order to permit the 
flexibility which enables the worker to see 
families through a crisis or at the beginning of a 
relationship several times a week if necessary, to 
see most families weekly, and to see families 
who are getting ready to terminate biweekly, 20 
families seems to be an absolute maximum. 
Larger caseloads lead to feelings of fmstration, 
helplessness, despair, futility, and ultimately 
of unresponsive calIOUSllE:~S. The story of a 
worker who could not address herself to the 
needs of a young boy whose mother had run­
putated his penis because the worker was so 
depressed about several of her other families 
and her work in general, is illustrative of the 
deadening of emotional response. In fact, it can 
be said that in permitting such large caseloads 
and the subsequent deadening of worker respon­
siveness, society is recapitulating the experience 
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of the child in a home where the responsiveness 
often is deadened by sustained parental stress 
and ~rises. 

After caseload size, the next greatest impedi­
ment to effective work with families is lack of 
skill and training. Protective servIces 'work is 
enormously challenging and difficult, requiring 
an especially high level of skilL In all too many 
cases, staff of the public agency receives no 
training beyond an initial orientation and no 
supen.ision beyond friendly support. While the 
emphasis of protective services is said to be the 
preservation of the family unit, many workers 
received no training whatsoever in family or 
couple therapy. Moreover, as discussed in the 
previous chapter, most have no training in work 
with children or adolescents and relatively 
little specific knowledge of child development 
which they can usefully trru1smit to parents. 

It is one thing for a community to charge an 
agency to carry out certain functions if thl} 
people within the agency have the capability; 
if they do not, in all too many 'cases the com­
munity is lulled".:j;o thinldng that the services 
are being renderet.., Social service agencies are 
generally reluctant to ask other agencies to join 
them and to help them doliver services. With a 
few noteworthy exceptions, our impression is 
that the social service agencies with the least 
experienced and knowledgeable staff are the 
most self-protective, i.e., the most likely to keep 
other agencies away. As a general rule, social 
service agencies in which at least some of the 
staff have real therapeutic s-kills are eagel' to 
join with their colleagues in other agencies to 
implement therapeutic progran1s. Contractual 
linkage with a mental health agency can be a 
tremendous resource for expru1din~ the capa­
bilities of the public agency. For instance, under 
contraC!tual arrangement the mental health 
agency can develop group therapy programs for 
abusive parents and protective services case­
workers can serve as co-leaders. In this manner, 
the protective services unit develops a new 







capability and some staff recE:live training in 
a new modality. The Lehigh-Northampton 
Counties Coordinated Child Abuse Program 
described in part I provides an outstanding 
example of the benefits to be derived from a 
contractual arrangement between a mental 
health center and a public social service agency 
in terms of the development of a group therapy 
program and staff development. 

In our opinion, all efforts to provide technical 
assistance and staff development are misdirected 
unless and until caseload size becomes manage­
able. However, efforts to reduce caseload~size 
should not be based on policies which emphasize 
short-term, 3-6 month treatment. In our view, 
there is sufficient evidence to suggest that 
substantial gains can be made only after 1-2 
years of intervention. In all too many cases, 
"crisis intervention" is a poor substitute for 
creating the opportunity for the changes which 
can occur with a more long-term intervention. 
Once an agency has achieved a manageable 
caseload, staff development is the next step. 
It should be clear, however, that the installa­
tion of better management and administrative 
procedures may make mote effective admin­
istrators, but that this is in no way synonymous 
with an effective supervisor who can discuss 
techniqu'Cls, review cases, and make suggestions 
on what to say and do, who can act as a co­
therapist, and who can expand his staff's reper­
toiFe of techniques and skills. 

Creation of a special protective services 
unit(s) within the agency helps to establish an 
esprit de corps and to identify that group out of 
the entire agency staff which is most in need of 
intensive training and ongoing supervision. It 
is especially important that the workers within 
protective services establish a sense of unity and 
provide each other with support and recogni­
tion. Moreover, these workers need to function 
as a unit so that they can exchange information 
about resources and about clients. It is not at 
all unusual to speak to a worker and find that 
she does not know that a particularly effective 
day care program to which another worker 
refers is even. in existence. Similarly, two 
workers may have clients who live near one 
another and who could benefit from a social 
contact, yet neither worker knows anything 
about the other's family. Unit meetings, if they 
are not exclusively devoted to agency policies 
and administrative. procedures, can serve a 
creative group problem solving function. 

One problem with protective services seems 
to be that the staff is expected to know and use 
a wide variety of treatment modalities with 
insufficient training in some and no training 
in others. Even well-trained mental health 
professionals with advanced degrees do not 
work with children, adolescents, and adults; 
with individuals, couples, families, and groups. 
Serious consideration should be given to develop­
ment of protective service units in which there is 
some specialization. Each unit should have a 
couple of people who are really skilled and 
interested in working with children and adoles­
cents. Si:flilarly, each unit should have workers 
who have recognized competencies and prefer­
ences for working with couples and with families 
in addition to individual casework. Case assign­
ment should be on the basis of a match between 
problems posed by the family rather than on 
the basis of a simple rotation system. 

Even with the best staff and under the best 
of working conditions, emergency shelters or 
receiving homes, adequate foster homes, and 
residential treatment centers are a necessity. 
In all too many communities there is no ade­
quate facility to provide for children who 
must be placed on an emergency basis. In those 

• communities which have such a facility and 
where the facility is designed to work intensively 
and supportively with children in crisis until an 
adequate placement can be made, everyone is 
in agreement as to its importance. 

As discussed in the preceding chapter, all too 
often foster home placements must be made 
without any time to plan for a match between 
the problems and the needs of the child and the 
special characteristics of the foster home and its 
own members. By and large, foster families 
take in extremely difficult and emotionally 
damaged children without adequate ongoing 
support or training. Foster home placements 
"blow up" in a very large proportion of cases 
because the children are too disturbed and the 
foster parents too unprepared for the problems 
they will encounter. Often, children are placed 
in homes which are considered by protective 
services staff to be poor or unsuitable because 
there are no others. There seems to be a v.ride­
spread fear of trying to change attitudes or 
behaviors of foster parents because they may ask 
that the children be removed. Almost invariably, 
the social service agency supports the foster 
parents at the expense of the natural parents 
and the child. 
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The frequency and circumstances of visits 
between the child and his natural parents are 
extremely variable, depending not only on the 
parents, but on the agency as well. Some 
agencies are so understaffed that they do not 
take parents for more than monthly visits; 
others are more likely to encourage weekly 
visits. If the return of the child to his home is a 
real and realistic goal, it is difficult to under­
stand how monthly visits can even begin to 
help parent(s) and child(ren) work out a modus 
vivendi, to say nothing of the fact that the 
returning child and his parents may well seem 
like strangers to each othnr. In many agencies, 
the child is assigned a new worker when foster 
care placement is made. This means that the 
visits are supervised by the foster care worker 
and not by the parents' worker, so that there 
is no emphasis on helping the parents to learn 
something from the interaction. Some social 
service agencies do not work with the natural 
parents at all if all of the children are in foster 
care. In such cases the pretense of working to 
preserve family unity should be dropped. It 
seems to be the most cynical form of hypoc­
risy to preserve a protective services rhetoric 
while doing no work with parents whose chil­
dren are in placement. 

The high turnover rate, often more than 100 
percent in any given year, and the burnout of 
protective services workers is well known. Yet 
there are public social service agencies in which 
there is a lack of turnover and discouragement. 
In every instance this seems to be related to 
manageable caseloads, effective staff organiza­
tion and support, and opportunities for staff 
development. 

HEALTH SERVICES 

The three types oJ agencies discussed in this 
sectiol?-, hospitals, public health, and mental 
health, have all been discussed in previous 
chapters of this report. In this chapter we 
present a summary of their functions vis-a-vis 
abused and neglected children and their families 
and the constraints to their effective use. 

Hospitals 

.AJ3 discussed in chapter VI, the primary 
function of the hospital is in case identification 

and reporting. There seems little doubt that 
effective identification and reporting takes 
place only in hospitals which have developed 
special mechanisms and procedures as well 
as a climate of understanding and knowledge. 
Effective hospital response to child abuse and 
neglect does not seem to be something which 
simply happens, it takes planning and ongoing 
commitment to the problem. 

Within the hospital there must be coordina­
tion among all of the different services and this 
should certainly include coordination between 
obstetrics and pediatrics, as well as between 
other medical and social services. If the hospital 
is not a general hospital but a children's hospital, 
the latter should take responsibility for develop­
ing close working relationships with and a 
training program for feeder maternity hospitals 
or services. 

In our opinion, a hospital in which there are 
no recognized procedures and no recognized 
individuals with specific training in child abuse 
cannot be dealing adequately with the problem. 
One important aspect of an adequate response 
to the problem involves the need. for weekly 
meetings between the hospital team and the 
public social service agency. While the social 
service agency may show marked resistance 
to this kind of case sharing, we believe that 
effective coordination of services is only possible 
in the case of such joint staffing and that the 
hospital should take the lead in promoting 
such a relationship. 

Public Health Department 

The function of public health nurses and the 
tremendous asset which they represent in child 
abuse and neglect cases were discussed in the 
previous chapter. Weekly visits by a public 
health nurse can be tremendously supportive 
and educational to the mother and, in some 
cases, determine the outcome of the decision 
to leave a child in his home. That is; knowing 
that the public health nurse will see the children 
and check on them weekly, particularly in the 
case of very young children, sometimes makes 
it possible to leave children in the home who 
would otherwise have to be removed. 

Public health nurses should participate ,1n 
interagency staffings and their referrals to the 
public social agency should be taken very 
seriously. In many cases~ _public health nurses 
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are the first to become aware of children in 
danger or living under harmful conditions. The 
public sodal service agency and the public 
health agency should have a working relation­
ship which is satisfactory to both agencies and 
this relationship should be viewed as an impor­
tant partnership. 

Mental Health Centers and 
Child Guidance Clinics 

While hospitals and public health departments 
are increasingly actively involved in identifica­
tion and delivery of services to abusive and 
neglectful families, mental health centers and 
child guidance clinics generally ignore the 
problem. 

Mental health professionals are accustomed 
to working with individuals who are "motivated" 
and who actively seek help. They are not in the 
habit of making home visits, of reaching out and 
calling people who miss appointments, of 
providing flexible appointment times, of contin­
uing past the "50 minute hour" if the situation 
demands it, and of 24-hour on-call availability. 
Mental health clinics do not have available 
to them the range of concrete services which are 
important to abusive and neglectful families. 
Mental health staff generally structures relation­
ships so that one treating individual, rather than 
the agency or t.he unit, is seen by the family as 
their life line to help; this is contraindicated 
among many abusive and neglectful families 
which need to feel that there is an entire group 
of individuals who stand ready to provide help. 
~\1ental health staff finds the issue of confiden­
tiality particularly difficult and tends to be 
especially reluctant to report parents, even 
though such nonreporting is not only illegal 
in many States but is also felt by many to be 
antitherapeutic in that it tends to support the 
parents' position of denial .. 

The experience of most communities is that 
referral for treatment to a mental health clinic 
is nonproductiVe. The staff is neither trained nor 
organized to provide services to these families 
and the parents fail to follow through beyond 
a couple of sessions. In most cases, a referral to 
the mental health clinic seems more of a ritual 
than a solution that anyone expects to be 
effective. No one expects these referrals to work 
and, in fact, they usually do not. In addition, 
there is the problem that mental health staff 

tends to work in isolation so that while they 
may be aware of their patients' progress, they 
have little capacity to assess their patients' 
functioning vis-a-vis the children. As discussed 
in chapter IX, this can sometimes lead to tragic 
consequences if, for instance, a child is returned 
prematurely to the home on the testimony of 
the mother's psychiatrist who has no firsthand 
data on the mother-child relationship. 

The mental health clinics which are an 
exception are those in which staff has taken a 
particular interest in the problems of abusive 
and neglectful families and has developed 
responsive modalities for working with families. 
The interested reader is referred to two pro­
grams, described in part I, in which the mental 
health clinics play a major role in the treatment 
process. These two programs are the Lehigh­
Northampton Counties Coordinated Program 
and the Laramie, Wyoming Child Abuse Treat­
ment Team. In the first program, the mental 
health clinics in each county provide thera­
pists who work as co-leaders with the public 
social service agents in the groups and who 
also provide some family, couple, and individual 
therapy. Mental health therapists and social 
service caseworkers share sessions, participate 
in joint staffingsj and in general are involved 
in an active partnership which goes far beyond 
mere referral. In the Laramie program, the 
mental health center staff acts as part of a 
treatment team which has representation from 
all agencies involved in service delivery so that 
again the partnership goes well beyond referrals. 
Moreover, the staff of the mental health center 
does most of its work with abusive and neglect­
ful families in the home so that missed office 
appointments and the resultant frustrations 
are bypassed. 

In our search for child abuse and neglect 
programs under mental health auspices, we 
discovered less than a handful of operating 
programs. In - general, mental health centers 
make no special provisions for the treatment 
of these families under the rationale that "we 
treat them just like we treat everyone else," 
with the result that, by and large, they do not 
provide services to families with a'major prob­
lem in this area. The widely accepted myth is 
that the families are not amenable to psycho­
therapy and since, in general, it is true that 
they are not amenable to the psychotherapy 
as practiced within mental health clinics, the 
myth has become a self-Iulfilling prophecy. 
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CHI LD CARE AND EDUCATIONAL 
INSTITUTIONS 

Included in this section is a discussion of the 
role and status of child care and child develop­
ment programs for preschool children and of 
the school system. 

Child Care Services 

Virtually everyone agrees that a quality day 
care program can serve as a major source of 
relief to parents, as a therapeutic intervention 
into the pathology of the abusive parents, and 
as a lifeline to abused and neglected children. 
Day care varies tremendously not only in terms 
of what is available in the community but also 
in terms of what is reimbursable by social 
services. In some communities, social service 
pays for a maximum of 1-2 hours a day, in 
others for a full day. In seme communities, 
day care means no more than babysitting by 
a licensed day care mother. Communities which 
have a special day care program for children 
with developmental difficulties have an invaluable 
resource for children. 

In general, coordination between day care 
staff and social service staff is minimal. Often, 
little more is done than to exhort day care 
center staff to report any new bruises on the 
child. However, when day care staff is included 
as parf. of the treatment team, they can make an 
invalu.able contribution not only in terms of 
work;.ng with the child but also in extending 
thl~ir ,acceptance and their knowledge of children 
to th'e parents. 

Day care center and Head Start staff need 
training to ensure identification and reporting; 
the'Y' also need to feel that they are part of an 
ongoing team which supports their work with 
abused children and their parents. These tend 
to be very difficult clients and witholJ.1; sp~cial 
training and ongoing staff support it is; unlik~ly 
that the families can be effectively served. 

Educational Systems 

In most communities, the school system is 
not actively involved in the identification of 
abuse or in service delivery to abused children. 
In a few communities, a school social worker or 
nurse has taken the lead in initiating and main-
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taining contact with social services but, by and 
large, school people seem reluctant to become 
involved, fearing the consequences of reporting 
both for the child and for themselves. 

It seems apparent that, like hospitals, every 
school district should have a SCAN team which 
can provide consultation to individual schools 
on a case-by-case basis and can take responsi­
bility for calling in the parents and for making 
the report. It is hardly surprising that principals 
who are totally untrained in this area are reluc­
tant to confront parents with accusations of 
abuse and neglect and that they simply avoid 
the issue. 

LAW ENFORCEMENT AND 
JUDICIAL SYSTEMS 

Included in this section are the functions and 
services of the police, attorneys, and juvenile 
court judges. 

Police 

In some communities, the police are one of 
the mandated receivers of reports; in other 
communities they are the only ones who have 
the right of entry into a private home to take 
an endangered child into custody. In many 
communities, the police are the only agency 
with a 24-hour response capability. In some 
communities, especially if criminal prosecu­
tion is being considered, the county attorney 
expects the police to carry out the investiga­
tion on the grounds . that social service staff 
is not trained to gather evidence of legal value. 

Whether it has been to request that police 
go to a home and remove the children or to 
request police assistance in holding a child 
whose parfmts want to remove him from a hospi­
tal, every abuse and neglect program has contact 
with the police. When the police have had train­
ing in work with abusive families, they tend to 
be very supportive and helpful. Without train­
ing they tend to be authoritarian and to evoke 
unnece~Jsary hostility in the parents and fear 
in the children. . 

Attorneys 

County attorneys playa, very important role 
in that they not only d~cide which, if any, 



families to prosecute in criminal court, but 
also whether or not there is enough evidence 
on a case to stand up in court. The larger social 
service agencies have their own court depart­
ment which provides legal consultation to the 
agency and advises the agency staff on whether 
there is sufficient evidence for the agency to 
obtain legal custody and/or to remove the 
child from the home. 

In communities in which the child abuse 
program has effective means for delivery of 
services and has a strong positive relationship 
with the county attorney's office, prosecution 
in criminal court is less common. However, 
some 'enlightened attorneys feel that in some 
cases there is no alternative because they know 
that social services lacks the capability of work­
ing with the family. Other attorneys view 
abusive parents as criminals and are not open 
to a different point of view. 

Attorneys who represent parents are, by 
definition, trying to prove that the parents are 
adequate. Their sole function is to make sure 
that the parents' rights are upheld at all costs. 
Attorneys who represent children are relatively 
rare. Where such individuals exist and actually 
mal{e an effort to represent the best interests 
of the child, they serve as ail important reminder 
that the best interests of the child are at times 
not synonymous with the interest of the parents 
or of the agency. A child advocacy approach 
which emphasizes the rights of the child and the 
need to re-review cases of children who are in 
foster care and which monitors the actual 
delivery of services ordered by the judge is rare 
but of great importance. 

Juvenile Court 

Juvenile court becomes a resource when the 
social services agency feels that children ought 
to be removed from their homes or in cases in 
which the agency is given custody so that even 
though the children remain in the home, the 
parents have to account for their behavior to the 
agency. In some communities, the court is also 
used for therapeutic purposes; the judge spells 
out expectations of what has to be accomplished 
if the child(ren) is to be returned or is to remain 
in the home. 

An informed and sympathetic juvenile court 
judge can be an invaluable resou.rce and backup 
to a program which is trying to deliver services 

to abusive and neglectful families. There are 
times in which the authority of the court can 
be used therapeutically in a highly effective 
manner. A juvenile court judge who is willing 
to accept recommendations and to order day 
care, continued treatment, and other services 
as conditions for keeping children in the home 
is an invaluable therapeutic: ally. All too often, 
judges do not see themselves in such a role and 
are only willing to consider hard evidence as 
part of their deliberations regarding removal 
v. nonremoval. They do not feel that setting 
conditions for maintaining the child in the 
home or for returning the child is appropriate 
and they make it exceptionally difficult to 
remove a child. If the judge is willing to remove 
the children only under the most extreme 
conditions and the court's authority cannot 
be used to promote cooperation, programs 
are left without any recourse if parents refuse 
to cooperate. 

A close collaborative relationship between 
the abuse program and an informed juvenile 
court judge is extremely important. Ideally, the 
program, in recommending removal of a child 
from the home, works out a set of expectations 
with the parents as to what changes have to 
occur in the next 6 months. These expected 
changes are discussed before the judge and are 
agreed upon by all parties. When the court does 
its 6-months review, it asks for a review of the 
progress made. If the goals have been met, the 
children are returned to the parents; if the 
goals have not been met, the children must 
remain in court custody but the judge should 
set a limit on the amount of time which will 
be allowed prior to a consideration of termina­
tion of parental rights. 

********** 

Each of the systems and institutions discussed 
in this chapter has a vital role to play in the 
effective management of child abuse and neglect 
cases. Selection of staff within each agency or 
institution, training of these key staff within 
agencies, development of teams within large 
agencies, and/or selection of representatives to 
interagency teams are all a vital part of a co­
ordinated effort. In our view, every agency 
should have a team, 01' at least a person, who has 
had training in child abuse and neglect and who 
relates to :;uch individuals in other agencies. No 
one, including juvenile court judges and county 
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attorneys, should be exempt from a brief but 
intensive training. Every public social service 
agency should maintain collaborative relation­
ships, beyond referral, with other agencies which 
can complement, supplement, and extend the 
range and variety of its services. 

A community-based team consisting of 
representatives of all of the agencies and institu­
tions discussed in this chapter is a critical com­
ponent of an effective community response to 
the problem of abuse and neglect. The team 
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should staff and review difficult cases, plan 
for t.he development of new services, take 
responsibility for community education efforts, 
and work to ensure that all of the agencies 
repmsented are providing necessary services. 
It is particularly important that community 
teatn members be of sufficient stature within 
thedr own agencies to allow them to speak for 
thleir individual agencies on matters of policy 
and service delivery. 





Chapter XI - Summary, Conclusions, and Recommendations 

Our review of the literature and our site 
visits to the eight programs, as well as to public 
social service agencies, mental health centers, 
hospitals, schools; day care centers, juvenile 
courts, and attorneys in the eight communities 
served by these programs, have left us with 
specific observations "md recommendations 
relating to child abuse and neglect and to the 
services designed to help parents and children. 

In this chapter, we highlight and summarize 
those issues discussed at various points in the 
report which we feel are of particular impor­
tance and offer recommendations for policy 
and practice. 

DEFINITIONS 
• Programs should develop operating defini­

tions of abuse and neglect which take 
into account the child's age and the loca­
tion and severity of the injury. In addition, 
such definitions should provide a clear 
statement as to what comprises a minimal 
level of acceptable care in the areas of 
health, nutrition, housing, education, and 
supervision, and the extent of bruising 
which will be regarded as nonabusive. 

• SU,ch operational definitions should be 
incorporated into State laws so that they 
can serve as the basis of a clear statement 
to parents and to other caretakers as to 
what is and what is not against the law. At 
present, the laws tend to be vague, not 
providing sufficient clarity as to what are 
and what are not acceptable "omissions" 
and "commissions" in child care. For 
instance, while many State laws mention 
health practices, they do not specifically 
state whether parental refusal to allow 
immunization of children 0-5 years (on 
other than religious grounds) constitutes 
neglect of the children's health care or not. 
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REPORTING f\ND INCIDENCE 
• Reporting by professionals increases when 

they have ready access to a team which 
provides them with consultation and sup­
port and which has provided them with an 
initial orientation to the importance of 
reporting. 

• Reporting increases when the community 
feels that something positive and appro­
priate will be done and when the mech­
anisms for reporting are clearly understood 
and well publicized. 

• Incidence studies are fraught with methodo­
logical problems which include problems 
of definition, sampling base, and under­
reporting. Thus, current estimates of 
incidence are likely to be grossly misleading. 

CHARACTERISTICS OF ABUSIVE/ 
NEGLECTFUL PARENTS 

• Demographic variables tend to be so 
confounded that there is little sense which 
can be made of the interrelationships 
among income, single parent status, occupa­
tion, education, family size, age of mother 
at first birth, and ethnic statu.s. Even a 
very large-scale study which could partial 
out the contribution of each of these 
variables would be vulnerable to sampliflg 
error, as low-income families are more 
likely than high-income families to come to 
the attention of both service providers 
and researchers. 

• Sufficient data exist to support the view 
that child abuse occurs in. middle- as well 
as in low-income families, in intact as well 
as single parent families, in caucasian as 
well as in ethnic Il'Jnority famIlies, in small 
as well as in large';ramilies, in older as well 
as in younger familieS. Neglect seems to be 
more clearly related to inco:me and factors 
associated with income than does abuse. 



• Abuse is the result of an interplay between 
psychological, social, and chance factors. 
There seems to be considerable consensus 
among practitioners regarding the dynamics 
of abuse. Parents who have unrealistic ex­
pectations of the child based on their own 
needs and who lack knowledge of child 
development and child-rearing skills, parents 
who have themselves been abused or who 
have experienced only criticism and lack 
of nurturance in their own childhood, 
parents who have a low sense of self-worth 
and a feeling of overall helplessness in 
terms of getting their needs met or in 
terms of coping with day-to-day living, 
parents who live under conditions of 
acute relationship tensions, and parents 
who are isolated and lack a supportive 
network, are prime candidates for the role 
of abuser. Abusive parents are not detached 
from their children, rather they tend to be 
overly attached to their children or to at 
least one child in a manner which does not 
allow them to see that child as a separate 
individual with legitimate needs. In the 
context of a history of frustration and an 
inability to gratify dependency needs, the 
child becomes a need-gratifying object 
who is doomed to fail in this role not only 
because this is inherently not a role that 
infants can fill but also because the child 
as an extension of the parent is also seen 
as bad and unworthy. 

• It is important to understand that the 
dynamics of abuse as summarized above 
are derived from the experience of prac­
titioners and are not well documented by 
research. The primary reason for this is 
that most of the studies to date have been 
poorly designed and lack a comparison 
group. It is simply not enough to make 
statements about the proportion of abusive 
parents who exhibit this or that charac­
teristic without comparable statements 
about the proportion of parents in a non­
abusive demographically comparable popu­
lation who exhibit the characteristic in 
question. 

• The dynamics of abuse have received more 
attention than have structural variables. 
Given a crisis, and the dynamic conditions 
necessary for abuse, it is unclear whether 
abuse would occur in the absence of certain 
structural ego defects. That is, poor impulse 
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control and a deficit in object relationships 
may well be necessary conditions of abuse. 
In addition, impairments in reality testing, 
in the thinking processes, and in the 
executive and planning functions of the ego 
seem to be characteristic of many abusive 
individuals. 

e Most of the abuse literature focuses on the 
characteristics of the parents or of the 
children, there is relatively little work on 
parent-child interaction. It may well be 
that abuse lies neither in the parent nor 
in the child, but rather in the relationship 
between them. 

CHARACTERISTICS OF ABUSED/ 
NEGLECTED CHILDREN 

• There is no solid evidence to suggest that 
abused children are more likely than other 
children to have physical or emotional 
problems which precede the abuse and act 
as a triggering mechanism. In a large pro­
portion of cases, the abused child was not 
premature, colicky, hyperactive, or either 
physically or mentally deviant. 

• The theory of the "identified" child is 
largely unproven and potentially dangerous. 
Cases are common in which more than one 
child in the family has been abused or in 
which the child who is most disliked is 
spared and another child is abused or killed. 
The danger of the identified child theory 
is that protective services workers do not 
routinely require a physical examination 
of all the children in the family where one 
child has been abused because they have 
been taught that "usually" only one child 
is abused. In a family in which one child 
has been abused, all of the children should 
have a complete physical exanlination. 

• The consensus seems to be that abusedj 
neglected children are severely damaged 
in terms of their ability to function adap­
tively and that if intervention does not 
occur at a very young age, the damage may 
well be permanent. 

• These children are most often characterized 
as unable to relate to others, unable to 
experience pleasure, aggressive, fearful, and 
delayed in reaching their developmental 
milestones. 



" , 

,i. 

IDENTIFICATION, CASE 
MANAGEMENT, AND 

TREATMENT 

• Abusive parents are most likely to accept 
services and to form a positive therapeutic 
relationship at the point of crisis. Therefore, 
it is often particularly important that the 
worker assigned to a case continue with 
that case throughout the treatment process. 
Program models in which the responsibility 
for intake, case management, and treatment 
are each vested in a different staff member 
may appear functionally efficient; however, 
they do not seem to be as effective in terms 
of treatment outcomes as are programs in 
which one person fulfills all three functions. 

• If transfer from one person to another is 
unavoidable within the design of the pro­
gram, there should be adequate time for 
overlap so that the worker who has already 
established a relationship with the parents 
can assist in the transfer of that relation­
ship to the next worker. For instance, if 
a protective services worker makes a referral 
to a mental health agency and if the new 
therapist is to be the primary source of 
contact, the protective services worker 
should effect the transfer of the client in 
person and should l->'}ui;icipate in the first 
few sessions between the client and the 
mental health worker. 

• In the first contact between client and 
worker, the worker should be absolutely 
honest and straightforward about his/her 
role and about the changes that have to 
occur which affect the parenting of the 
child, supportive of the parents' desire to 
do well by the child through concrete 
reference to those aspects of the patenting 
which are sound, and able to recognize the 
parents' feelings of fear and needs for 
assistance. 

• In many cases, confrontation over the issue 
of abuse itself is counterproductive and 
only serves to strengthen the parents' 
denial. Rather, the focus should be on the 
difficulties the parent is having in her/his 
life and the difficulties which the child 
presents and what the worker can do to 
help improve the situation. 

• A plan should be devised with the parent in 
terms of services which can be made avail-
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able. Every effort should be made to 
inform the parent of the pUl'pose of each 
of the services and of what the parent 
can expect. Resistance to use of any 
particular service which is felt to be bene­
ficial should be handled by requesting that 
the parents "try" on a short-term basis and 
then discuss the merits or nonmerits of 
the service. 

• In programs which rely on a variety of 
services in the community and which do 
not have these services under one roof, 
every effort should be made to personally 
introduce the parent to each service pro­
vider. The worker's participation in the 
parents' first contact with day care, with 
public health nurse, and with homemaker, 
can mean the difference between accep­
tance and rejection of the service. 

• So long as the parent continues to use a 
service which is part of a treatment plan 
and so long as the parent has not been 
discharged from the program as stabilized, 
the worker should maintain at least monthly 
contact with other service providers in 
order to monitot the progress of the 
parent in the use of the services. The issue 
is not only whether the parent is or is not 
using the service, but also how she/he is 
using it. Day care staff, public health nurses, 
and homemakers can all share important 
observations with the worker as to how the 
family is functioning and what further 
goals need to be accomplished. 

• If the children are removed from the home 
as part of a voluntary agreement between 
the parents and the social service agency, 
there should be a very specific agreement 
as to what work the parents need to do 
in order to prepare for the children's return 
and the timeframe in which this is to occur. 
If, when the agreed-upon time comes the 
parent is still not ready, the social service 
agency should take the case to juvenile 
court and should invoke the authority of 
the court to assist in the development of 
a new therapeutio contract and timeframe 
for achievement of goals. If this new con­
tract is also not honored, termination of 
parental rights should be seriously con­
sidered and pursued. Regardless of the 
needs of the parents, children should not 
be placed in long-term storage in the blind 



hope that thf~ parents may one day, in the 
distant futm'e, provide an adequate home. 

• If the children are removed against the 
parents' wishes, the conditions of their 
return should be clearly spelled out in 
operational terms so that when the case 
is reviewed the court will have an informed 
base from which to make a judgment as to 
whether the chnnges have or have not been 
made. The contract between the program 
and the parent(s) should be made with the 
juvenile court and should be referred to 
frequently during the treatment process. 
Besides allowing for a therapeutic use of 
the authority of the juvenile court, this 
joint planning helps the parent to achieve a 
sense of mastery over her/his own destiny, 
proli1otes the use of the organizing and 
planning functions of the ego, promotes a 
therapeutic alliance between parent and 
worker, and provides the parent with the 
opportunity to enjoy recognition of 
real gains. 

• It should be apparent from the above that 
removal of chil1ren from their f''mlilies 
should in no way end prograrn treatment 
efforts with respect to the parents. If the 
parents are so hopeless that no one can 
work with them, then there is no reason 
to expect things to get better and the only 
solution is termination of parental rights. 

• Transfer of placement cases to a child 
welfare worker is counterproductive and 
serious thought should be given to program 
organization which allows protective ser­
vices workers to continue with all family 
members even when a child has been 
placed, rather than to transfer the family 
or the child in placement to another 
worker. 

• Visits with children in out-of-home care 
and eventual returns should be planned and 
executed with great care. The return of a 
child to his home requires not only that the 
parents have made agreed-upon changes 
and progress, but that there has been a 
systematic plan for visits of longer and 
longer duration and that the parents' feel­
ings in ten11S of their own abilities to cope 
have been carefully explored. The return of 
children, who have been inadequately 
prepared for their return and who regard 
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the parent(s) as a stranger, is harmful and 
sometimes dangerous. 

e Whenever possible, visits between children 
and their natural parents should be in the 
company of the primary worker as these 
visits should be part of the therapeutic 
process. When the worker takes part in the 
visi~, she/he is able to discuss specific 
incidents and feelings around them and to 
model alternate forms of behavior. Partic­
ipation in these visits allows for therapeutic 
discussion of specifics rather than of vague 
generalities to which many parents cannot 
relate. 

• While the timing of the removal of a child 
from his home is often not under anyone's 
control, in the sense that it reflects an 
emergency situation, the return of a child 
to her/his home can be planned and should 
be carried out with great care. In addition 
to considerations about the parents and 
their positive movement, the developmental 
age of the child should be very carefully 
considered. Separation of the child from a 
foster home in which he is thriving, during 
the period of maximal separation anxiety 
(approximately 6 months to 2 years of age), 
may very well not be in the child's best 
interest. 

• The therapeutic relationship with the 
family should not be terminated as soon as 
the child is returned to his home. This is 
likely to be a period of considerable strain 
for the parents, of very active testing by 
the child, and of very great stress fa;.' the 
child. If anything, the worker's "c1ive 
involvement should be increased '~'.t 
least 3 months foHowing a sue" ~ .t..r 
return. 

• During the time that a child is in ~ 
care, the primary worker who is kl1 J 

that child and to his natural parf 1ts ~h"uld 
meet with him weekly to t.\-Iow him to 
discuss his feelings and concerns. This 
weekly visit should include time "vith the 
foster parents to talk with them and to 
provide them with the support which is 
necessary to protect the placement. It is 
not enough to ask generally how things are 
going and to be told "fine." Rather, prob­
lems particular to the child should be 
probed and discussed and alternative ways 
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of handling difficult behavior should be 
explored. 

• Children of elementary school age and 
older should not be excluded from problem­
solving sessions. Children who are told to 
"run and play" while gl'Ownups plan their 
lives are only made anxious and mistrustful. 
Children also need the opportunity to work 
on their feelings and their behavior and 
should be seen in a regular weekly session. 

• People working in abuse and neglect pro­
grams need training, direction, and support 
if they are expected to work with children 
and with families. Many workers in this 
field have received no training in child 
development and have had no therapeutic 
experience with children, with adolescents, 
or with families. Yet, this is a field which 
demands work with children and with 
families and not with individual adults. 

• Many abusive parents can derive consider­
able benefit from participation in a group. 
The group serves an energizing and suppor­
tive function and should be led by an indivi­
dual who has had training and experience 
in group therapy. If this individual is not 
the primary worker, the primary worker 
should participate in group sessions so 
that there is a flow of information and a 
sense of continuity between individual 
and group sessions. 

o Parents of average intelligence, who are 
not massively resistant or hostile; and who 
are not so needy that they monopolize all 
attention, can benefit from a group ex­
perience. A group can be for couples, 
for single parents, or be mixed without 
impairment of its effectiveness. Socializ­
ing among members and development of a 
mutual support system seems to be an 
important feature. Optimal group size 
seems to be between 8-10 clients. 

6\ Differences in impact between a Parents 
Anonymous group and a professionally led 
group are not clear; many of the benefits 
ascribed to each ·are overlapping. Ideally, 
a community should have both available 
but, if this is impossible, every effort should 
be made to develop one or the other. 

• For parents of more limited intelligence or 
for those who are unable to share in a 
group setting, an activity group l'!an be of 
great value. Emphasis on completion of 
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simple projects, sharing meals and recipes, 
and household management and child Care 
issues can be very helpful. Such a group 
does not replace a group therapy expe­
rience and is intended for a different set of 
clients. 

• A family therapy approach to abusive 
families has not yet been developed. With­
in mental health in general, family therapy 
is relatively new; therefore, most com­
munities do hot yet have anyone who is 
well trained in the use of this modality. 
Because the dynamic tensions in abusive 
families are often so extreme and because 
so many abusive families are characterized 
by destructive relationships between parents 
and grandparents, it seems that use of a 
family therapy approach to abusive families 
could represent a very significant contribu­
tion. If the primary caseworker is not 
skilled in family therapy I she/he should 
participate in family therapy sessions 
conducted by the family therapist. 

• Husbands/boyfriends should not be left out 
of the therapeutic work; when they ate left 
out they often sabotage the treatment. 
Moreover, their exclusion from therapy 
does little to promote their own improve­
ment or significant change. Because: re1a­
tionship stress is one of the root dynamics 
of child abuse, it seems clear that every 
effort should be made to include both 
psychological partners in the treatment. 

• Individual casework should be used as a 
sole treatment modality only for those 
individuals who are living totally alone 
with very young children and who cannot 
malce use of any group experience. In most 
cases, the individual casework relationship 
should be one key aspect of the treatment 
plan in addition to ongoing participation 
in group, family, or couple therapy. 

• Individuals working with abusive/neglectful 
families should have the opportunity for 
weekly supervision in the form of case 
conferences designed to constantly upgrade 
the level of treatment skills and techniques. 
At group supervisory meetings, there 
should be a continual collegeal questioning 
of treatment interventions, interpretations, 
and approaches. Alternative approaches 
and interpretations and their possiblE! 
consequences should be explored so 



that the therapeutic work with a client 
is based on informed choice rather than 
on lack of knowledge of alternatives. 

• The majority of abusive parents, if they 
exhibit the major dynamics of abuse, need 
not only concrete services but also thera­
peutic intervention. Services alone will not 
help them work through their sense of low 
self-esteem and their pathological fusion 
with the child. 

• In most abuse cases, treatment can be 
viewed as a two-phase process. The first 
phase involves linking the family to services 
and establishing an initial therapeutic rela­
tionship with the primary worker. The 
focus of th:.:': early phase in the relationship 
is to establish a sense of trust and of sup­
port. The worker should serve the parents 
as the good parent she/he never had and 
provide gratification of dependency needs. 
As soon as this basic alliance is established, 
the parent is ready for the second phase: 
participation in additional treatment modal­
ities and new learning about her/himself, 
about child development and childrearing, 
and about relationships with others. 

• In general, problem-focused goal-oriented 
therapy addressed to changes in behavior 
seems to be more effective than is a general 
exploration of' feelings and underlying 
attitudes. This does not mean that feelings 
are to be ignored but rather that they are 
to be grounded in specific experiences. 
Modeling and demonstration of behavior 
by the workers appear to be particularly 
effective. For example, parents can be 
taught to look for alternative means of 
discipline if the worker models this kind 
of problem-solving behavkJ' in interactions 
with the parent and with the parent and 
child. 

• Positive reinforcement for small gains is 
especially important and should never be 
understated. That is, a worker should never 
assume that a parent does not need to have 
small gaiYIS explicitly acknowledged and 
praised. 

• Neglectful parents who exhibit the dynam­
ics of abuse should be treated within the 
same treaj;ment modalities as are abusive 
parents. I\'eglectful parents whose neglect 
is borne of ignorance, low intelligence, 
and/or extreme apathy should be helped to 
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achieve their optimal level of functioning 
by means of concrete services. Highly 
specific step-by-step instruction in budget­
ing and household management can be 
especially effective. 

• In the case of abuse, the consensus seems 
to be that active treatment should involvt; 
at least weekly contact, continued for 6 
months to 2 years. Neglect cases usually 
take far longer; most workers agree that 
some families require support and ongoing 
supervision for a period of many years. 

• Caseloads should be no greater than 15-20 
families if the worker is to have adequate 
time with clients and with service providers 
and for supervision and upgrading of 
technical skills. 

• Treatment can be successfully carried out 
by mental health professionals, by lay 
therapists, or by protective services workers. 
Relevant training, ongoing clinical super­
vision, caseload size, frequency of client­
worker contacts, and responsiveness to 
client needs are more important than is 
professional training. A well-trained luy 
therapist who has ongoing supervision, 
sees each family at least weekly, and is 
able to visit in the home and provide 
access to concrete services is likely to be 
more effective than is the psychiatrist who 
sees the family only once and then rejects 
in-office visits, or the protective services 
worker who sees families monthly, 
responds primarily to crisis situations, and 
provides very little ongoing clinical super­
vision. 

• Treatment services for children are under­
developed. Every abused and/or severely 
neglected child should have the opportunity 
to express his/her concerns on a regular 
basis. In most cases, such contact should be 
weekly and should not be left to chance 
encounters 01' occasional visits to the 
family home. 

• In the case of school age children, there 
shOUld be ongoing regular bimonthly 
contact between the child's worker and 
the school social worker or guidance 
counselor. 

• Preschool abused and severely neglected 
children should be placed in developmental 
day care programs which have a strongly 
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therapeutic and stimulation-oriented ap­
proach. High quality therapeutic day care 
can do much to overcome many of the 
problems with which the child initially 
enters. All too often day care is viewed 
primarily as a relief for the parent without 
adequate consideration for the quality of 
day care required by the child and his 
developmental needs. 

• Day care for abused children can also 
play an important role in the treatment 
of the parents. The parent learns that the 
fusion between her and the child can be 
replaced with a healthier experience of 
herself as a separate individual who can 
engage in activities which are fulfilling so 
that the child becomes less of a need­
gratifying object. 

• Adolescent children who have been abused 
or who live in a home in which their siblings 
are abused should be offered a special 
group experience in which the focus is on 
undoing the effects of the experience and 
on providing more benign and appropriate 
models for later parenting. 

SERVICE DELIVERY SYSTEMS 

The Public Welfare or 
Social Service Agencies 

• Every public welfare agency which is 
responsible for protective services should 
either be able to deliver the C;,Vje manage­
ment and treatment services discussed or to 
contract for these services with other 
agencies in the community. 

• In addition to traditional income main­
tenance and child welfare services, every 
public agency should have available to it 
the services of public health nurses, day 
care centers, and homemaker agencies. 
These services not only provide relief for 
parents and protection for children, they 
can also be used dynamically as key features 
of a treatment plan designed to produce 
real changes in the functioning of the 
family. 

• Every public social service agency sh01.Jld 
have a specialized child protection unit 
or worker; protective services work requires 
a particular set of services and training. 

187 

Eligibility workers or generic child welfare 
workers do not have this necessary training 
or experience. 

• As no single agency can have under one 
roof all of the necessary services and pro­
fessional expertise, the public sorinl service 
agency should take th" :cad in organizing 
a child abuse and neglect team which 
participates in case planning and case re­
view and which assists in the task of 
community education. The individuals 
who represent their agencies on this team 
should have sufficient authority to commit 
their agencies in terms of policy, planning, 
and the delivery of services. 

• The public social service agency needs to 
develop systematic procedures for creating, 
maintaining, and updating resource files, 
for maintaining linkages with other service 
providers j and for monitoring quality of 
purchased services. 

• Public social service agencies need to 
devise mechanisms by which to reduce 
worker turnover and "emotional burnout." 
The maintenance of an abuse 'Unit which 
provides peer support, which maintains 
caseloads of no more than 15-20, and 
which provides for active supervision, and 
activities other than direct work with 
abusive fanlilies, e.g., worldng with reo 
sources, participating in a speaker's bureau, 
will enhance worker satisfaction and 
effectiveness. 

Hospitals 

• Any hospital which admits children' should 
have at least one physician and one social 
worker or nurse who take responsibility for 
educating and alerting others to possible 
signs of abuse, who are versed in appropriate 
procedures, who provide consultation and 
support to other professionals, and who 
maintain a liaison with the public social 
service ag'ency. 

• Hospitals which have no such team are very 
likely to be ur..derreporting cases of abuse 
and neglect. In virtually all hospitals which 
have implemented such a team, the rise 
in reporting has be~:n sharp and dramatic. 

• Hospitals with a p~'Ychia.tric department 
have the capability of gOUlg beyond case 
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identification and should give serious 
consideration to the development of a 
treatmel1t unit, so that severely abused 
children and their families can have con­
tinuity of physical and mental health 
treatment. 

Mental Health Agencies/Child 
Guidance Clinics 

• While in most communities there is con­
siderable expeltise within these agencies 
regarding child therapy, group, family, and 
couple therapy, this expertise is not used 
on behalf of abusive families. 

e Mental health service delivery, which 
typically includes fixed, in-office, 50-
minute appointments and which offers 
no concrete services and no followup in 
relation to missed sessions, is not compatible 
with the treatrnent needs of most abusive 
families. 

• In most cases, referrals to a mental health 
agency which has no abuse unit and no 
staff training in work with abusive parents 
are simply nonproductive. 

• Mental health staff and protective services 
workers in the public agencies could work 
together to the mutual benefit and training 
of staff at both agencies. Group and family 
co-therapy modalities represent an excellent 
vehicle for such collaboration and joint 
development. Through such a co-therapy 
approach protective services caseworkers 
can upgrade their therapeutic skills and 
techniques and mental health workers can 
gain experience in working with difficult, 
demanding, and often hostile families. 

• Case investigation and case management 
seem clearly to be within the domain of the 
public social service agency with input and 
cooperation from many other agencies. 
There is considerable controversy over 
whether treatment of abusive families 
should be the responsibility of the public 
social service agencies or of the mental 
health centers. Those who advocate treat­
mellt by the public social service agencies 
point to the mental hef'Jth centers' lack 
of responsiveness, unwillingness to pro­
vide outreach services, and the negative 
effects of the therapeutic alliance between 
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therapist and parent which sometimes leads 
to a dangerous overestimation of the 
parent's ability to parent. The best argu­
ment in favor of these advocates against 
referral to the mental health centers is 
that, by and large, because of the way in 
which they deliver services the mental 
health centers are not effective in helping 
abusive families. Those who advocate treat­
ment by the mental health centers point to 
the expertise in treatment techniques and 
to the high caseloads and low frequency of 
contacts between clients and public social 
service workers. The best argument in favor 
of these advocates against treatment by the 
public agency is the fact that in most 
agencies the caseloads are too high and the 
staff is untrained in treatment techniques. 
Thus, we are confronted with a situation in 
which, in most communities, no agency 
provides the treatment which is necessary 
and effective. 

• There needs to be a cor..€rent national 
policy as to where the treatment of abusive 
families belongs. If the consensus is that 
such treatment i1:' the responsibility of the 
mental health centers, then the National 
Institute of Men,tal Health should issue 
guidelines as to effective practice, should 
make available case materials descriptive 
of different treatment processes, and 
should provide opportunities for training. 
Every mental health center should be 
encouraged to develop a child abuse 
treatment unit. The members of such a 
unit would receive training, would provide 
treatment, and would work closely with 
the public agency. 

Day Care Centers/Schools 

• All such institutions should have at least 
one person trained in identification who 
can provide support and consultation to 
others in the system. 

• Day care centers and schools should have a 
relationship with protective services so 
that they can plan jointly with respect to 
certain cases. Abused and neglected children 
require a great deal of nurturance, support, 
and understanding; the school can respond 
to these needs if included in case planning. 
Day care, Head Start, and school nurses 



can be particularly supportive of a protec­
tive services effort to monitor and improve 
the health of the children in a family. 

Law Enforcement Systems 

• Regardless of whether or not the police 
represent the only agency which has the 
legal authority to remove an endangered 
child from his home, they play a central 
role in most communities. In many cases 
of intrafamily violence which result in child 
abuse, the police are the first to be called. 
A high level of training and awareness on 
the part of the police can mean the differ­
ence between life and death for a child; 
similarly their attitude toward the parents 
can mean the difference between the 
parents' willingness to accept help and their 
view of all outsiders as the enemy. 

• Juvenile court judges play a central tole in 
abuse and neglect cases. An informed judge 
understands the points of view and pro­
fessional biases represented by all of the 
key actors and is able to provide the leader­
ship which is necessary for a therapeutic 
use of the court. The court can monitor 
whether all of the agencies and the parents 
have carried out the conditions of an agree­
ment and ultimately the court decides the 
f;te of the child. Informed judges who have 
received training in child abuse and neglect 
cases are a major resource in any com­
munity in which they exist. All too often, 
juvenile court judges have not had any 
training in thiR area, are parents' rights 
oriented, and have no understanding of the 
therapeutic value of the court. 

• Any abuse program, no matter what the 
auspice, should maintain close collaborative 
ties with the police and the juvenile court. 
This collaboration should include joint 
training and discussions to ensure mutual 
understanding of objectives and intentions. 
An atmosphere of mutual tespect and 
confidence can be engendered if representa­
tives from each agency understand the 
responsibilities and work of those in the 
other agencies. This means, for instance, 
that the abuse program has to know how 
to present cases in court in order to ensure 
relevance and adequacy of data, while the 
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juvenile court has to be informed about 
abusive families in order to make decisions 
which are maximally productive. 

All of the agencies discussed in the preceding 
section have a role to play in the delivery and 
provision of services to abusive and neglectful 
families. Every community should have a child 
abuse and neglect council or committee which 
seeks to coordinate and upgrade existing services, 
which advocates for the development of new 
services, and which takes responsibility for 
public and professional education. Such com­
mittees can effectively bring problems to the 
attention of participating agencies, can alert 
administrators within these agencies to areas of 
poor practice and to areas of needed improve­
ment, and can advo(!ate for a child abuse team, 
and for training within each agency. 

In rural areas, if the service agencies cover 
several communities or even counties, then the 
council should follow the catchment area of the 
agencies in deciding on its area of responsibility. 
Agencies serving abusive and neglectful families 
in rural areas are subject to the same problems 
which are endemic to health and social service 
agencies in rural areas: distance, difficulty 
recruiting qualified staff, and scarcity of re­
sources. The scarcity of resources and diffi­
culty of recruiting trained staff make the team 
approach especially important in rural areas. 
When all of the agencies pool their resources, 
there may be an adequate case management 
and treatment capability in the team itself. 
The team can also ensure that several members 
get training which they are then responsible 
for bringing back _ to the rest of the team. In 
this way scarce r~sources can be shared effec­
tively. Scarcity of staff makes a lay therapy, 
parent aide, ot volunteer program especially 
attractive. The need to drive long distances 
to see families imposes a requirement of smaller 
caseloads and this, too, suggests the importance 
of volunteers in rural areas. 

In large urban centers, the complexity and 
variety of resources available may require 
regionalization of the child abuse and neglect 
committee within the city if the community ~s 
to avoid the diffusion borne of large size 'and 
nonarea specific problems. Each area of the city 
should have its own committee with representa­
tion from those public social service and public 
health agencies, hospitals, school districts, and 
police precincts which serve that area. 



The central issue is one of ensuring that 
every relevant agency is alert to the possibility 
of abuse and neglect~ is clear about the mech­
anisms of reporting cases and of dealing honestly 
and sensitively with families to be reported, and 
delivers the services which the community has 
assigned to it in a responsible and effective 
manner. As we have discussed, staff in all relevant 
agencies need training and an identifiable 
person(s) with primary responsibility in this 
area. Reporting increases and outcomes, as 
measured by recidivism rates, improve when 
all of the agencies are doing their job. 

RECOMMENDATIONS TO NIMH 

Of all the agencies, perhaps the greatest dis­
crepancy between the potential to provide help 
to these families and actual practice lies in the 
community mental health centers. Every mental 
health center should have a specialized capa­
bility for treating abusive families which includes 
certain essential elements. 

• Each mental health center should have at 
least two staff members who have received 
intensive training in the problems and 
treatment of abuse; one of these should be 
an individual who works primarily with 
adults and who has experience as a group 
and family therapist and one should be an 
individual who works primarily with chil­
dren. It should be apparent that in larger 
mental health centers the size of the special 
abuse staff should be increased. 

• Each center should have at least one on­
going therapy group for adults for which 
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the mental health center has primary 
responsibility but which includes a pro­
tective services worker and at lea::;t one 
ongoing therapy group for abused adoles­
cents which, throltgh linkages with day 
care or Head Start, includes opportunities 
to practice a different kind of parenting. 

• Each center should have a demonstrated 
capability for working with clients in their 
own homes, at least in the first few months 
of treatment, and a demonstrated capa­
bility of following up on every missed 
appointment by an abusive parent. 

• The child abuse team 'Yithin the mental 
health center should hold a weekly case 
conference for the' purpose of sharing 
cases and treatment skills with colleagues, 
for the purpose of providing training to 
colleagues within the mental health center 
who might be encouraged to work with 
abusive families, and for the purpose of 
providing training and sharing information 
with protective services staff. Participants 
in these case conferences should include 
the team within the mental health center, 
other interested mental health staff, several 
protective services workers who may be 
assigned on a I-year basis as a training 
experience, and the protective services 
worker whose particular case is being 
addressed. 

• Finally, one of the members of the team 
should participate on the community 
child abuse and neglect committee and 
should bring back the concerns of the 
committee regarding improvements in 
services to the mental health center and 
it administrative staff. 
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