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Abstract

Respite  care  for  children  with  emotional/behavioral

disorders  in  a  foster  care  settinq

Proqram  Evaluation

Marcia  Bolte

20  April  1994

The  Time  Qpart  respite  program  provides  short-term,

temporary  care,  outside  the  home  of  the  primary  caregiver

In  the  evaluation  process,  questionnaires  uere  given

to  social  workers  and  case  managers  whose  clients  have

u sed  t  he  p roq  ram  an  d  to  li  c en  sed  , s  pec  i  a 11  y  t  r-a  i  n ed  ,

foster  parents  who  provided  respite  services The  study

was  designed  to  answer  the  fol  lowing  seven  questions

1 ) What  are  the  characteristics  of  the  consumers  of  this

program?,  2)  Does  the  respite  provider  training  address

the  needs  of  respite  providers  in  serving  the  children  in

their  care?,  3)  DOE5S  the  child  information  packet  given

to  providers  supply  the  information  they  need  to  provide

care  for  a  child  on  a  24-hour  basis?,  4)  Do  respite

providers  feel  supported  by  the  coordinator  and  county

staff  with  whom  they  are  in  contact?,  5)  Are  staff  being

served  by  the  coordinator  and  respite  providers  in  a

satisfactory  manner?,  6)  What  parts  of  the  program  need

improvement?,  and  7)  Does  teaming  of  parents  and  staff

WO  r  k ?  F i  n d i  n g s  i  n d i  c a te  ove  ra  11  sa  t  i5  f  ac  t  i  on  f  rom

providers  and  increased  need  for  communication  between

the  program  coordinator  and  Anok.a  County  staff
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CHAPTER  I

Introduction

The  purpose  of  this  research  study  is  the  evaluation

of  a county-run  program  of  respite  care  for  families  of

chiMren  with  emotional/behavioral  disorders This  program

is  located  in  Anoka  County,  Minnesota  and  is  funded  through

federal  grant  monies  combined  with  county  funds At  this

point  in  time  it  is  the  only  respite  program  in  the  state

of  Minnesota  designed  solely  to  provide  respite  care  for

children  with  emotional/behayioral  disorders

Statement  of  the  problem

Families  of  children  with  emotional/behavioral

disorders  face  a  multitude  of  problems They  are  often

s  t  re  ssed  f  i  n an  c i  a 11  y  by  t  he  ad  d ed  e  x pen  ses  o  f  med  i  c  a  1 ,

psychiatric  and  other  treatment  interventions  needed  to  aid

their  child If  the  parental  unit  is  intact,  the  marriage

15  stressed  because  of  the  added  responsibilities

chal  lenging  children  bring  to  the  re=ilationship

F req  uen  t  l y,  a  f  am  il  y  rnem  be  r,  usua  11  y  t  he  mo  t  he  r,

experience  the  stress  of  missed  opportunities For

example,  a  mother  may  want  to  continue  her  education  and  must

forego  her  schooling  or  quit  school  because  she  is  unable

to  locate  adequate  child  care  for  her  child  or,  indeed,  is

un  a b l  e  to  f  i  n d  an  yon  e  W illi  n g  to  c  a r  e  f  o  r  he  r  c h il  d

In  addition  to  the  stresses  placed  on  parents  and

other  family  members  it  is  important  to  understand  the

d if  f  i  c u 1 t  i  es  t  he  c h il  d W i  t  h c ha 11 en  Cl i  n g be  hav  i  o rs



2

experiences Many  of  these  children  are  bright,  creative

people  whose  behaviors  and/or  emotional  disorders  are

obstacles  which  prevent  them  from  experiencin=)  successful

peer  relationships  and  keep  them  from  achieving  feelings

of  sel  f-worth Other  children  may  avoid  them  and  actions

of  adults  in  their  lives  can  give  these  children  the

message  that  they  are  bad For  example,  a  child  who

experxences  frequent  moves  from  one  daycare  setting  to

another,  due  to  his/her  behavior,  can  interpret  those

moves  as  failure  and  confirmations  that  he/stie  is  nO  good

and  unwanted klith  each  negative  message  the  child  s

self-esteem  suffers T he  c h il  d,  as  we  11  as  t  he  pa  r  en  t,

needs  r'-eassurance  and  acceptance,  an  opportunity  to

experience  success  in  his/her  life

When  the  family  attempts  to  access  services  for  its

child,  it  often  discovers  the  services  available  are

fragmented  and  offer  little  or  no  continuity  The  family  may

access  a case  manager  responsible  for  developing  a  plan  of

service,  but  the  case  manager  is  unable  to  link  it  with

servxces  such  as  respite  care  to  aid  family  coping

The  information  the  family  gets  is  confusing  and

c on  t  rad  i  c to  r  y  as  we  11 Frequently  these  children,  after

v i5  i  t  i  n g a  n um  be  r  o f  p ro  f  es  S i  on  a l s,  W ill  rec  e 1  VE  mu 1 t  i  p I e

dxagnoses  which  change  the  complexion  of  services

available  because  different  interventions  address  different

diagnoses While  the  child  may  achieve  access  to  one

servxce  because  he  or  she  is  determined  to  have  a  developmental
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delay  in  one  area,  the  child  may  not  qualify  because  another

diagnosis  has  been  determined  as  primary Thus,  services

for  children  with  developmental  delays  are  not

available The  family  is  thrown  into  a  catch  22  dilemma

Out  of  frustration,  the  family  may  even  jump  at  the

chance  to  have  its  child  diagnosed  and  labeled  with

something  in  an  effort  to  get  any  kind  of  help  or

recognition

When,  and  if,  the  family  accesses  services  it  is

confronted  with  a  multitude  of  profeeisionals  whose  input  in

the  decision-making  for  the  child  may  exclude  the  family

For  example,  in  the  development  of  an  individual

educational  plan  ( IEF)  for  the  child,  the  psychiatrist,

the  teacher,  the  case  manager  and  others  involved  with  the

child  may  meet  as  a  cast  of  thousandei  to  decide

interventions  for  the  child  with  little  or  no  input  from

t  he  pa  ren  t Parents  ar"e  thus  forced  to  become  avid

advocates  for  their  child  while  coping  daily  with  the

frustrations  of  rearing  a  child  with  a  disability

NOW  that  parents  have  succeeded  in  receiving  a  label

for  their  child  and  struggled  with  the  myriad  of

professionals  thrown  into  the  arena,  they  must  cope  with  an

additional  stress They  and  their  child  may  become

stigmatized Unlike  the  parent  of  a  child  with  a  visible

handicap,  such  as  Down  Syndrome,  the  parent  of  a  child  with

an  emotional/behavioral  disorder  is  often  subjected  to  much

sc  rutiny The  parent  s  ability  to  parent  is  in  question
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If  they  parented  differently  would  this  ct"iild  have  this

problem?

A s  a  r  esu  1 t  o f  t  he  s  t  i  g ma,  t  he  pa  ren  t  an  d  c h il  d  may  bec  ome

mired  in  a  sense  of  hopelessness. The  family  becomes  isolated.

C:ln the  positive  side,  parents  find  out  who  their  friends

rea  11  y  a re,  bu  t  may  have  li  t  t  1 e  o  r  n o  t  i  me  to  ac  c e  S S t  he

comfort  these  friends  may  be  to  them  because  caring  for

their  child  takes  SO  much  of  their  time. The  hopelessness

these  families  may  experience  is  compounded  by  fear  for  the

future  of  their  child. Because  professionals,  expect

so  much  advocacy  from  them  they  fear  no  one  wi11  be

tt"iere  for  t("ieir  child  should  someti"iing  happen  to  them.

Families  of  children  with  emotional/behavioral  disorders

rarely  meet  current  guidelines  for  respite  eligibility  unless

the  child  has  other  presenting  issues  such  as  developmental

delays  or  extreme  medical  problems.  The  parents,  unable  to

access  respite,  are  tt"ien  faced  with  two  alternatives:  they

c an  e, t  rug  g l e  on  an  d  c on  t  i  n ue  to  S ea  rc  h  f  o  r  o  t  he  rs  W illi  n q

to  help  or  they  must  consider  out-of-home  placement.  The

first  option  frequently  leads  to  despair  and  ultimately  can

lead  to  out-of-home  placement  as  the  only  alternative.

The  parent(s)  begin  to  feel  trapped  which  in

turn,  affects  the  entire  family  system.  The  parent(s)  may

begin  to  resent  the  child,  may  become  overwhelmed  with

g u il  t  f  o r  t  he  r  esen  tmen  t,  may  pos  S i  b l  y  c on  c 1 ud  e  t  he  y  a re

inadequate  as  parents  or  other  children  in  the  family  may

resent  the  amount  of  time  the  parents  must  expend  caring
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f  o r  t  he  d if  f  i  c u 1 t  S i  b li  n g All  of  these  factors  combined

with  the  inability  to  meet  the  needs  of  other  family

members  create  a  situation  rife  with  poseiibilities  for

a buse  o  r  n eg  lec  t  as  we  11  a S  pa  ren  ta1  hea1  th  an  d  soc  i  al

col  lapse These  families  can  be  caught  in  a

d own  wa rd  S p i  r  a l  o f  Cl u il  t,  resen  tmen  t an  d f  ea  r This

si  tu  ati  on  is  add  iti  ona11y  c  om  pound  ed  by  a  j  udg  men  ta1

society  Which  often  blames  the  parents  for  their  child  s

behaviors,  for  example,  Johnny  would  not  be  this  way  if  his

parents,  particularly  his  mother,  voere  better  parents

cost  is  both  financial  and  personal

T he

At  the  county  level,  out-of-home  plactrnent  is  also  a

diff  'cult  and  costly  veriture Out-of-home  placement  of  a

c h 11  d  W i  t  h  mod  e r  a t  e  to  S  eve  re  be  ha  v  i  o  rs  c an  mean

therapeutic  foster  care  at  a  minimum  cost  of  one  thousand

d o 11  a rs  pe  r  mon  t  h,  res  i  d en  t  i  a I  t  rea  tmen  t  c en  te  r  f  ees  c an  be

as  muct"i  as  one  hundred  dol  lars  per  day These  treatment

fees  do  not  include  the  additional  cost  of  case  management,

medication  management,  psychiatric  services  and  the  like

I f  t  he  f  am  il  y  i  s  a b I e  to  ac  c  ess  an  d  rec  e i  ve  res  p i  te

services,  the  expense  to  the  family  and  county  agencies  is

minimal  compared  to  out-of-home  placement  costs According

to  Access  to  Respite  Care  and  Help  (ARCH)  national  resource

center  the  averaqe  savings  achieved  through  provision  of

respite  care  services  versus  institutionalized  care,  per

child,  is  $49,000  per  year  (QRCH,  1994)
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History  of  Children  s  Mental  Health  Services

Prior  to  the  1980  s,  coordinated  efforts  to  address

children  s  mental  health  issues  were  few  and  far  between

In  1'?B4  the  federal  Child  and  Adolescent  Service  System  Program

( CASSP  ) wa  S  es  ta  b li  CS hed  to  ass  i  S t  S t  a tes  an  d  c ommun  i  t  i  es  i  n

efforts  to  develop  comprehensive  services  to  meet  the  needs

of  families  of  children  with  serious  emotional  disturbances

( SED  )

In  the  late  1'?BO  s  the  Minnesota  Comprehensive  Adult

and  Children  S Mental  Health  Act  (MCACMHA)  came  into

existence Expansion  of  clinical  services  to  serve

se  r  i  ous  l y  emo  t  i  on  a  11  y  d i  s  tu  r  bed  c  h il  d ren  an  d  t  he  i  r

f  am  ili  es  an  d  d eve  1 o  pmen  t  o  f  n ew  S  e  r  v  i  c e s  was  n eed  ed

Fu11  im  pl  emen  ta  ti  on  of  a11  e, ti  pu1a  ti  ons  of  the  Ac  t

was  set  for  January  1994 In  1992,  the  Child  Mental  Health

Se  rv  ic  es  Ini  tiati  ve  ( CMHSI  ) ,  au  thoriz  ed  by  Sec  t1  on  56  5 ( f )

of  the  Public  Health  Service  Act  was  established  to  fund

treatment  services  where  states  currently  have  an

infrastructure  to  support  community  services

More  monies  at  the  federal  level  have  been  appropriated

for  1994 T he  a p p r-o  p  r  i  a t  i  on  f  o  r  C h il  d ren  s  Men  ta  l  Hea  l t  h

Se  rvic  es  P rog  ram  ( Pu  blic  Law  102-321  ) Will  be  $3  5  million,

a  $30  m illi  on  i  n c reas  e  ove  r  1993 The  increase  is

i  n ten  ded  to  f  un  d  c o  11  a  bo  r  a t  i  ve  e  f  f  o  r  ts  o  f  c h il  d

advocate  groups  and  agencies  serving  the  special  needs  of

children  with  SED  and  their  families To  acquire  some  of  these

monies,  states  and  communities  must  establish  interagency
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sy  s tems  o f  c a re  W i  t  h  on  e  c ase  man  ag  e r  res  pon  e, i  b l e  f  o  r  a 11

agency  services  working  with  a  family

Under  the  M(JCMHA,  counties  are  mandated  to  expand  services

and  offer  case  management,  community  support  services  and

d ay  t  rea  tmen  t  to  a 11  e li  g i  b 1 e  c h il  d ren These  services

must  be  child  centered  which  means  they  should  be  fitted  to

the  unique  needs  of  a  particular  child  and  his/her  family

They  must  be  family  focused,  this  is  a  systems  approach  to

address  the  needs  of  the  child  and  family  within  their

part.xcular  community They  are  to  be  community  based,

using  whatever  least  restrictive  services  are  available

within  the  child  s  community  appropriate  to  the  child  s

needs The  services  offered  must  also  be  offered  in  a  mode

which  respects  the  child  s  cultural  and  ethnic  identity

On  March  1,  1993,  Informational  Bulletin  #92-53A  from

the  Minnesota  Department  of  Human  Services  (DHS)  addreeised

the  "adoption  of  Rule  79  governing  case  management  for

ad  u l ts  W i  t  h  se  r  i  ous  an  d  pe  rs  i  s  ten  t  men  ta  1 ill  n es  s  an  d

children  with  severe  emotional  disturbances One  of  the

provisions,  under  this  rule,  is  the  development  of  an

i  n d i  v i  d ua  1 f  am  il  y  c ommun  i  ty  so  p po  r  t  p 1 an  ( I F SP  )

The  services  provided  in  the  IFSP  could  include  any  of

t  he  f  o 11  0W i  n g , d e pen  d en  t  u pon  t  he  n eed  s  o f  t  he  c h il  d

1 ) Ac  u te  c a re  hos  p i  ta  1 i  n pa  t  i  en  t  t  rea  tmen  t

2 ) Day  t  rea  tmen  t  p rog  r  ams  ( a  s  t  ruc  tu  red  p rog  r  am  o f

treatment  and  care  in  an  outpatient  hospital,

community  mental  health  center  which  provides

group  therapy  and  other  therapeutic  services)

3 ) Early  identification  and  intervention  services

4 ) Emergency  services  ( a  24  hour,  3(!)5  day,  on-call

response  service  to  meet  mental  health  crises)
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5)  Residential  treatment  services

6)  Functional  assessment

a  mental  health  needs

b  drug  or  alcohol  use

c  vocational  or  educational  functioning

d  social  functioning

e  se  lf-c  a re  s  k ill  s

f  medical  and  dental  needs

Cl financial  rieed
h  housing  or  transportation  needei

o  t  he  r

7)  Consideration  of  local  resources

B)  Medical  Aseiistance  eligibility

9)  TEFRA  eliqibil.xty

10)  Outpatient  services  (could  be  individual,  group  or

family  therapy,  medication  management,  additional

psyc  ho  1 og  i  c  a 1  tes  t  i  n g )

11  ) Dxagnostic  assessment

12  ) Home  -  based  f  am  il  y  t  re  a tmen  t  ( i  n ten  s  i  ve  meri  ta  1

health  services  provided  in  the  home  environment,

i  n c l  udes  c h il  d  and  f  am  il  y )

13 ) Respite  or  child  care  services

14  ) S pec  i  a I  men  ta  1 hea  1 t  h  c on  su  1 tan  t  ( t  o  ad  d ress

cultural  or  ethnic  uniquenesseei)

15 ) Therapeutic  foster  care

This  l ist  is  a  summary  of  MCACMHA  ( 1989,  245  462

Su  bd  11  a )

History  and  description  of

Anoka  County  Time  Apart  Respite  Proqram

In  October,  1991,  Anoka  County  Social  Services

su  bm  i  t  ted  a  g r  an  t  a p p 11  C a  t  i  on  to  t  he  s  ta  te  o  f  M i  n n eso  ta

T he  g ran  t  mon  i  es  pu  rsued  we  re  f  un  d ed  un  d e  r  T i  t  1 e  I I  o  f

Public  Law  99 -401,  42  Ll S  C 5117,  et  seq  ,  the  Temporary

C h il  d  Ca  re  f  o  r  C h il  d re  n  W i  t  h  D i  s  a b ili  t  i  es  an  d  C r  1  S i  S

Nurseries  Act  of  1986

Funds  derived  from  this  grant  were  intended  to  develop  and

implement  respite  car"e  services  for  children  with  emotional

disturbances,  respite  care  which  would  be  provided  in  foster  care

se  t  t  i  n g s At  the  time  of  grant  application,  few  respite

care  homes  were  available  in  Anoka  County  for  children  with

emotional  disorders The  goal  of  the  proposed  program  was
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to  develop  and  retain  respite  care  homes  in  t€noka  County

for  children  who  have  emotional  disorders

The  components  of  the  proposed  project  included

1

2

Hiring  of  a  :SO  hour  a  week  respite  care
coordinator  to

a  coordinate  recruitment,  training  and

matching  of  providers  with  clients

b  recruit  and  identify  respite  care  homes
c  license  respite  care  homes

d  coordinate  marketing  of  respite  program

e  report  program  process  and  progress  to
f unding  agency

Specialized  training  for  respite  providers

a  twelve  hours  of  specialized  training  in

1  child  development,  developmental

disorders  in  children

2  child  first  aid  and  medication

management

3  non-violent  restraint  and  de-escalation

techniques  of  behavior  management

4  provider  self  care

A  series  of  trainings  to  be  offered  on  a
quarterly  basis  throughout  the  year

Group  support  for  respite  care  providers  which

would  combine  support  and  an  on-going  educational
component

The  need  for  respite  care  was  identified  as  a

preventative  intervention  to  avoid  the  need  for  out-of  home

placement  of  children  with  emotional/behavioral  disorders

Family  Service  supervisors  and  families  indicated  a  great

need  for  th1S  se  rvic  e A t  t  he  t  i  me  o f  p ro  poei  a 1

submission,  approximately  30  children  on  open  caseloads

uere  identified  by  Anoka  County  Children  r=i Mental  Health

unit  aS  in  need  of  respite  care The  Anoka  County  family

intake  supervisor  reported  at  least  two  families  a  week

could  benefit  from  respite  care At  that  time  also,  the  neiq

Anoka  County  Crisis  Nursery,  three  months  in  existence,

indicated  at  least  six  families  of  children  with
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emotional/behavioral  disorders  had  contacted  them  and

could  benefit  from  respite  care  services.

A I t  houg  h  t  he  e  x ac  t  n um  be  r  o  f  c h il  d ren  i  n  An  o  k a  C oun  ty

with  an  emotional/behavioral  disorder  was  unknown,  statistics

from  the  Minneeiota  Department  of  Human  Services,  Mental

Hea  1 t  h  D i  v  i  s  i  on  ,  i  n d i  c a  ted  a  p p ro  x i  ma  te  1 y  1  c h il  d  i  n  B

(11.B7.)  on  a  National  level  has  an  emotional/behavioral

problem  limits  his/her  capacity  to  function.

According  to  the  1990  census,  Anoka  County  had  74,3b9

children  between  the  ages  of  O-17. Extrapolating  from  the

national  average  of  11.B7.,  Anoka  County  could  expect  Ei,77(:i

children  had  emotional  disorders. In  response  to  the

perceived  needs,  Anoka  County,  in  its  continuing  elfor-ks

to  offer  quality  services  to  children  and  to  prevent

institutionalization  whenever  possible,  sought  to  develop

respite  care  services.

In  February,  1992,  3  year-funding  for  the  (€ noka  County

Time  Apart  respite  care  program  was  granted.  Program

development  began  and  in  October  1992,  the  program  began  to

accept  referrals  for  respite  care  services.
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CHAPTER  I 1

Description  of  the  Time  Apart  Respite  Proqram

Time  Apart  is  a  planned  respite  care  service.  The

service  is  offered  to  families  of  children  with  emotional/

behavioral  disorders  ages  0 1  B.  R e  S p i  te  c a r  e  i  s  p ro  v  i  d ed

i  n  li  c en  sed  ,  s  pec  i  a 11  y  t  ra  i  n ed  f  os  t  e  r  homes.  F am  ili  es  a re

a 11 owed  :30 d a YS  res  p i  te  c a r  e pe  r  c a l eri  d a r  y ea  r Respite

care  general  ly  occurs  on  a  wetktntj  ;  weekencls  gtrieral  ly

begiri  Friday  evtriir,g  and  encl  Suriday  afternoon.  This

F riday  to  Sunday  time  is  considered  to  constitute  2  days

o  f  res  p i  te,  t  he  re  f  o  re  f  am  ili  e  s  a re  a 11  owed  15  WE)  e  k en  d C)

per  calendar  year  respite  care,  or  approximately  once  evtry

3  to  4  ueek.s. If  a  family  has  more  than  one  child  with  an

emotional/behavioral  disorder,  each  childas  respite  is

de  te  rmin  ed  as  se  pa  ra  te  f  rom  his  /  he  r  si  bling  ;  thus  eac  h

c h il  d  i  S  a 11  owed  t  he  ma  x i  mum  n um  be  r  o  f  d ays  o f  res  p i  te

per  calendar  year.

Although  respite  is  primarily  on  a  planned

basis,  upon  agreement  from  respite  providers,  unplanned

emergency  respite  may  occur.

PR(IGRAM  STAFF

The  Time  Apart  program  currently  has  12  licensed

foster  homes  which  provide  respite  care  services  to  the

f  am  ili  es  o  f  c h il  d ren  W i  t  h  emo  t  i  on  a l /  be  ha  v  i  o  ra  1 d i  so  rd  e  rs.

The  program  coordinator  is  contact/support  person

for  the  respite  providers.  The  coordinator  is

responsible  for  licensing  foster  homes,  contracting

services  for  marketing,  advertising,  and  contracting  with

,' i ';  lea i:a. r l./
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private  agencies  in  Anoka  County  for  support  services

as  wel  l  as  recruiting  providers Currently,  the  Time

Apart  program  holds  a contract  yith  Central  Center  for

F am 11  y  Resou  rc  es  to  p rov  i  d e  a  t  ra  i  n ed  c oun  se  1 o r  to

f  ac  ili  t  a te  an  ed  u c a t  i  on  a 1 su  p po  r  t  C) rou  p f  o r  i  t  s  res  p i  te

providers In  addition,  the  coordinator  serves  as  the

r-e'ferta"al  contact  person,  maintains  the  waiting  list  and

15  responsible  for  matching  client  families  with  respite

providers

The  current  coordinator  and  author  of  this  thesis,

M a rc  i  a Bo  l te,  i  s  a  li  c en  sed  SOC  i  a I  WO  r  k e r  W i  t  h pa  i  d

experience  as  a foster  parent,  a  social  worker  for  special

needs  clients  and  a  crisis  family  counselor

Traininq  of  respite  providers

Respite  providers  receive  12  hours  of  specialized

training,  in  3  hour  segments,  on  4 consecutive  Wednesdays

Training  sequences  are  offered  4  times  a  year  on  a

q ua  r  te  r  l y  bas  i  s Individual  presenters  are  contracted  by

Wilder  Child  Guidance,  Northwest  Branch Anoka  County

contracts  with  klilder  for  this  service Terms  of  the

contract  include  contracting  with  presenters  scheduling

rooms  and  provision  of  child  care

The  topics  featured  in  the  training  include

Week  1 Child  development  and  case  study  of  children

with  emotional/behavioral  disorders

Week  2 Child  First  Aid  and  Medication  management

(Many  of  the  children  in  the  program  receive

some  type  of  medication  to  treat  their
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disorders  )

Week  3 Behavior  Management,  non-violent  restraint

and  de-escalation  techniques,  and  basic  physical

b 1 oc  k i  n Cl ( t  ra  i  n s  pa  r  t  i  c i  pan  ts  t  o  d e fl  ec  t

blows,  disengage  bites  or  dislodge  hands

from  hair  pulling  )

Week.  4 Provider  Sel  f-Care Understanding  support

systems,  information  about  provider  support

group  which  meets  1  time  a  month,

relaxation  techniques  and  issues  of  client

confidentiality  and  the  provider  s  role  as

a  mandated  child  abuse  reporter

In  addition  the  the  specialized  trainings  provided

by  the  Time  Apart  program,  providers  have  the  opportunity

to  attend  trainings  offered  to  the  general  foster  parent

population These  trainings  include  topics  such  as

child  abuse,  the  first  placement  experience,  cultural

diversity  and  the  like

Payment  for  respite

The  cost  of  respite  to  families  is  determined  on  a

s  li  d i  n g  f  ee  SC  a l e  ( see  a p  pen  d i  x ,  p p  91-9  2 ) Families  receiving

Aid  to  Families  with  Dependent  Children  (AFDC)  are  exempt

from  payment These  payments  are  offset  by  county  and  grant

funds

Referral  process

Referral  to  respite  serviceei  is  received  through

current  case  managers  or  through  child  intak.e  servicts

Families  entering  through  child  intake,  requesting  respite
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alone,  are  given  case  management  services  for  respite  only

Respite  criteria

Criteria  for  consideration  of  child  s  eligibility  for

res  p i  te  c a  re  a re  as  f  o 11  0WS

Anoka  County  resident

C h il  d ren  ag  ES  O -  1  B  W ho  a re  emo  t  i  on  a 11  y  d i  s  tu  r  bed

and  may  exhibit  behaviors  such  as  being  abusive

to  self  or  others,  being  disruptive  at  home  or

school,  being  excessively  shy  or  withdrawn,  being

depressed,  being  anxious  or  having  other  behaviors

which  create  excessive  stress  A  child  may  exhibit

just  one  of  these  types  of  behaviors  or  some

combination  of  them

Placement  process

Upon  reier-ral  to  the  respite  program,  the  coordinator

meets  tt'ie  child  and  family  and  identifies  the  individual

needs  of  the  family The  respite  coordinator  then  matches

the  child  and  family  to  the  most  appropriate  respite  care

provider  and  a  pre-placement  visit  is  arranged The

respite  program  coordinator  and  the  child  s  social  worker

or  case  manager  accompany  the  family  on  this  visit During

the  pre-placement  visit,  the  family  and  provider  become

acquainted  and,  together,  decide  if  respite  in  that  home

is  satisfactory  to  al  1  parties Once  a  match  is  made

between  the  client  family  and  the  provider  family,  the

c h il  d,  ba  r  r  i  ng  an  y  un  f  o  reseen  i  n c i  d  en  ts,  W ill  rec  e  i  ve

respite  from  that  family  on  a  consieitent  basis From

t(-iis  time  forward,  families  and  respite  care  providers

work  together  to  develop  a  respite  plan  for  the  child

It  is  believed  this  partnership  of  parent  and  provider

is  a  more  user  friendly,  respectful  process The
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respite  coordinator  and  case  manager  are  available  to

provide  on-going  support  to  parents  and  providers

Required  paperwork

Families  using  the  Time  Apart  program  are  required

to  c  on  tac  t  t  he  c oun  ty  c o11  ec  ti  on  s  d e pa  rt  men  t  to  be

assessed  for  determination  of  their  portion,  if  any,  of

respite  payment They  must  also  sign  a  voluntary

placement  contract  and  are  required  to  provide

information  in  a  child  informational  pack.et  (see

appendix,  pp  75-90),  which  a  provider  uses  while  the  child

is  in  respite  placement For  example,  parents  are

required  to  supply  emergency  information  which  includes

Child  s  physician  s  name,  address  and  phone  number,

psychiatrist  s  name,  address  and  phone  number,  dentist  s

name,  address  and  phone  number,  social  worker  s  name  and

phone  number,  child  s  blood  type,  child  s  weight,

preferred  hospital,  insurance  company  and  policy  number,

and  name,  phone  number  and  relationship  of  a  person  or

persons  to  be  contacted  if  parent  is  unavailable In

addition,  parents  must  designate  a  person  or  persons

au  t  ho  r  i  z ed  to  p i  c k  u  p  t  he  c h il  d  an  d  mus  t  i  n c 1 ud  e  t  he

designated  person  S relationship  to  the  child The  par-ente+

are  also  asked  to  sign  a  release  of  consent  for  medical

trea  tmen  t The  emergency  information  form  can  be  found

in  the  appendix,  page  79
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CHAPTER  I I I

Literature  Review

The  key  components  of  the  Time  Apart  respite  program

are  families  of  children  with  emotional/behavioral  disorders,

1 icensed  foster  care  parents,  training  of  1 icensed  foster

parents,  out-of  home  respite,  teaming  staff  and  families  to  work

toward  helping  the  child  and  family,  and  supporting  foster

providers  wt'iose  homes  are  used  for  respite  care

An  issue  of  concern  is  the  stress  which  leads

f  am  ili  ee+  to  see  k res  p i  te  c a re Family  theorists  indicate  a

number  of  factors  such  as  the  family  s  resources  for

handling  hardships,  the  family  s  perception  of  the

hardships,  the  family  S  lack  of  social  contacts  and

relationships,  and  negative  attitudes  toward  the  chi  ld

who  is  disabled  and  the  family  among  the  issues  which  impact

the  stress  levels  of  families  with  children  who  are

hand  ica  pped  ( Summe  rs,  Tu  rn  bu11  & B ro  theson,  1985  )

The  literature  search  for  materials  uncovered  very

li  t  t  1 e  W r  i  t  ten  a bou  t  res  p i  te  p rog  rams  s pec  if  i  c a 11  y  d es  i  g n ed

for  children  and  adolescents  with  emotional  disorders

Much  of  the  literature  addresses  issues,  principles,

programs  and  research  about  respite  care  developed  for

other  populations However,  much  of  this  information

appears  to  be  relevant  to  families  of  children  with

emotional  disorders

Common  themes  found  in  the  literature  are  discussed

be  l OW
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History  of  blaminq  the  family  for  the  child  s  problems

H i  S  to  r  i  c a 11  y,  f  am  ili  es  have  been  b 1 amed  f  o  r  t  he

men  ta  l  ill  nesses  of  fami  1 y  members During  the

J ac  k son  i  an  E ra,  t  he  c aus  e  o f  men  ta  1 ill  n ess  was  v  i  ewed  as

the  faulty  organization  of  the  community  and  the  family

( Ro  t  hman  ,  1971  ) Prior  to  the  civil  war  era,  the  family

was  seen  as  the  last  bastion  of  hope  to  protect  children

from  the  negative  influences  of  the  greater  eiociety

(Rothman,  1971,  p  121  )

In  the  1  ';'30  s  and  19  40  S  the  family  waS  St  ill  seen  as

t  he  Cl a rd  en  i  n W h i  c l"i t  he  seed  S O f  men t  a l  ill  n es  S we re  sown

but  a  new  twist  was  added Families  became  the  target  for

change  along  with  their  family  member  (McCrea  1910) In

addition,  with  the  dawn  of  the  psychodynamic  view  of  mental

ill  n ess  t  he  men  ta  1 hea  1 t  h  c ommun  i  ty  beg  an  to  i  d en  t  if  y

specific  causes  of  an  individual  s  disturbance For

example,  under  the  influence  of  Freudian  psychology,

the  schizophrenogenic  mother  was  said  to  be  the  cause  of

her  child  s  schizophrenia  (Fromm-Reichman,  194B,  Stehno,  1986)

In  the  1950  S  and  1960  S,  general  family  therapy  theory

saw  family  transactions  as  leading  to  the  development

o  f  men  t  a 1 ill  n es  s  ( Woesn  e  r,  1983  )

A s  tud  y  o  f  c li  n i  c a 1 men  ta  1 t"ie  a 1 t  h  j  ou  rn  a 1 S,

published  from  1970 1982  indicated,  of  the

125  articles  in  the  study,  mothers  were  held

responsible  for  72  different  kinds  of  psychological
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disorders  in  their  children,  ranging  from  agoraphobia

to  arson,  hyperactivity  to  schizophrenia,

prema  tu  re  mou  rning  to  homic  id  a1  tr  anS  SEI  Xualism

In  the  articles,  not  a  single  mother  was  described

as  emo  ti  ona11y  hea1  thy  al  thoug  h  so  me  fa  the  rs  we  r  e

(Caplan,  198b,  p  70)

Blaming  parents  for  their  child  S  psychological

problems  has  a  long-respected  history,  particularly  in  the

mental  t-iealth  community  (Breckinridge,  1924,  Bremner,  1"?71,

Kantner,  1985,  Caplan,  1986,  Pelton,  1992)

Parents  VS  Professionals

Attitudes  of  professionals  are  changing  but

h i  s to  r  i  c a 11  y,  pa  ren  ts  we  r-e  n o t  i  n c l ud  ed  i  n  t  he  t  re  a t  men  t

p rog  ra  m f  o  r  t  he  i  r  c h il  d They  v.iere  exc  luded  from

invc+l'.xement  by  mental  health  professionals  at  every  turn

(K  n i  t  z e r,  197  5 ) W hen  pa  ren  ts  we  re  f  i  n a 11  y  i  n c 1 ud  ed  i  n  t  he

t  re  a  tmen  t  p roc  e  s  s  i  n  t  he  1920  s,  t  he  on  l y  p a ren  t  g en  e  ra  11  y

seen  WaS  the  mother  ( €3rotberg,  197(S)

La  te  r,  m i  d -  twen  t  i  e  t  h  c en  tu  ry,  pa  ren  ts  we  re  a 11  owed

the  i  r  pe  rc  e  pti  on  s  of  t  he  ills  of  thei  r  c t'i ild,  bu  t  if  t  hey

disagreed  with  professionals  they  were  disregarded In

addition,  their  disagreement  was  seen  as  proof  of  their

inability  to  see  clearly  and  affirmed  the  professional  s

view  of  them  as  dysfunctional  (Knitzer,  1975,  €3rotberg,  3'l7(:>

&  Terkelsen,  19B:S)

Current  scientific  research  has  begun  to  supplant  the

view  of  parental  responeiibility  in  children  s  disorders
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to  an  understanding  that  some,  if  not  many,  of  these

disorders  have  a  physiological  genesis  (Beels,  1985) Though

some  reluctance  to  recognize  the  competency  of  parents

S t  ill  e  x i  s ts,  a t  t  i  tud  es  o  f  p ro  f  ess  i  on  a  1 s  a  re  c han  g i  n  g

due  to  pharmacological,  neurophysiological,  and  genetic

research I t  i  s  n o t  so  eas  y  to  b 1 ame  pa  ren  ts  f  o  r

p ro  b l  ems  t  ha  t  may  be  b i  o 1 og  i  c a 11  y  based  ( Bee  1 S,  1  985  )

Recent  legislation  has  also  aided  in  the

struggle  between  parents  and  professionals Passage  of

P  L  96 -272,  the  Adoption  Assistance  and  Child  Welfare

Act  of  1980,  set  the  stage  for  case  planning  with  parent

involvement  (Stehno,  1986)

In  addition  to  opening  the  door  for  parent

involvement  in  case  planning  for  his/her  child,  P  L

96-272  also  supported  the  permanency  planning  movement

Permanency  planning  is  the  systematic  process  of

carrying  out,  with  a  brief  time-limited  period,  a  set  of

goal-directed  activities  designed  to  help  children  live

in  families  that  offer  continuity  of  relationships  with

nurturing  parents  or  caretakers  and  the  opportunity  to

establish  life-long  relationships"  (Pecora,  Whittaker,

Maluccio  with  Barth  &  Plotnick,  1992,  p  318) According  to

F e i  n  an  d  Ma  l uc  c i  o  (1  982  ) ,  pe  rman  enc  y  p l  an  n i  n q  s  tiou  l  d  beg  i  n

be  f  o  re  a  c h il  d  i  S  removed  f  rom  t  he  home  ( p  33B  ) T he  g oa  1

of  the  system  must  be  caring  for  the  child  in  the  least

restrictive  environment  which  is  best  suited  to  meet  his

or  her  needs  (Stehno,  1990)
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Although  profeseiional  attitudes  and  legislation  are

mov  i  n Cl awa  y  f rom  b I am i  n g pa  ren  ts,  t  he  p ro  b l em  s t  ill

exists As  parents  are  given,  and  accept,  blame  for

their  child  s  problems,  the  family  may  become  isolated

from  the  larger  society

Isolation  of  the  family  & family  relationships

As  families  accept  the  blame  given  them  for  their

child  s  disorders  their  sense  of  guilt  and  the  reactions  of

the  general  public  cause  them  to  withdraw  from  society

As  social  contacts  lee+sen,  the  family  moves  farther  from  the

center  of  society  to  tt"ie  position  of  an  outsider

looking  in They  may  even  view  themselves  and  their

familieei  as  pariahs  to  their  own  communities  (Bernheim  &

Lehman,  1985)

P ro  b 1 ems  a r  i  se  vsi i  t  h i  n t  he  f  am il  y  as  we  11  as  ou  ts  i  d e

the  family T he  c h il  d ( ren  ) vsi i  t  h  emo  t  i  on  a 1 /  be  hav  i  o ra  1

disorders  may  come  to  be  seen  as  proof  of  parental  failure

bec  au  se  t  he  c h il  d ( ren  ) c an  n o t  mee  t  soc  i  e ta  1 e X pec  ta  t  i  on  S

(NASttJ,  19E17)

Family  Stress

Parents  may  become  so  trapped  in  their  caretaking  roles

that  they  have  time  for  fey  if  any,  social  interactions

(Bernheim  & Lehman,  1985) Families  often  feel  that

holding  onto  a  social  support  system  is  more  trouble  than

it  is  worth When  families  lack  this  outside  support,

caring  for  their  child  can  become  a  draining  focus  in

t  he  i  r  li  VE5S  ( Be  rn  he  i  m & Le  rw  i  n e,  Be  a 1 e,  1982,  151  ) This
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draining  can  negatively  impact  family  members  ability

to  cope  without  a  break  from  caretaking,  they  must

s t  ill  mee  t  t  t-te  n eed  s  o f  t  he  i  r  d i  s  a b 1 ed  c h il  d  W h il  e

adjusting  to  the  changing  life  styles  and  development

o f  t  he  i  r  o t  he  r  f  am  il  y  mem  be  r  s  ( Be  r  hn  e i  m & Le  hman,  1  9B  5 )

T he  f  am  il  y  i  s  n o  t  a 11  owed  a  homeos  tas  i  S

because  each  of  its  members,  as  they  develop,  bring  new

issues  to  be  explored  and  new  adjustments  to  be  made  within

the  family As  with  most  families,  they  are  in  a

continuous  mode  of  flux Unlike  many  families,  they  may

not  have  the  social  supports  to  see  them  through  (Bernheim

& Lehman,  19B5) In  addition  to  lack  of  social  e+upports

the  family  must  acclimate  to  the  child  s  disability

Ad  j  u s  t  i  n q  an  d  1 ea  rn  i  n g  to  ac  c e p t  t  he  i  r  c h il  d  s

d i  S a b ili  ty  i  n vo  1 ves  man  y  o f  t  he  S ame  e l emen  ts  as  t  he

grxevxng  process  except  each  new  event  in  the  family  s

development  may  recycle  the  grief  reaction  of  family

members  (Summers,  1985)

The  multiplicity  of  needs  the  child  with  special  needs

presents  to  families  tends  to  increaeie  the  stressors  in

fami  l ies Unless  given  a  break  from  caregiving  and  the

reduction  of  stress  accompanying  this  intervention,  the

quality  of  care  the  child  receives  can  be  decreased  and  the

child  can  become  at  risk  for  neglect  or  abuse  (ARCH  32

Jan  1994)

E f  f  ec  t  C, o f  S t  res  S

Family  stress  differs  from  other  forms  of  stress
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because,  from  a  systems  perspective,  stress  on  one  member  of

t  he  f  am  il  y  a f  f  ec  ts  a 11  mem  be  rs  o  f  t  he  f  am  il  y  ( Cu  r  ran,  1  ';'B  5 )-

In  systems  theory,  the  family  s  interactions  with  social

networks,  business,  government,  communities,  nations  and

t  he  b i  osys  tem  a 11  i  m pa  c t  t  he  c o  p i  n g  a b ili  t  i  es  o  f  f  am  ili  es

(Flach,  1988)

As  s t  ress  i  n c reases,  vsi i  t  h  li  t  t  l e  o  r  n o  re  li  e  f,

caregivers,  family  and  child  can  experience  somatic  complaints

suc  h  a s  s  t  r  ess  -  re  1 a ted  ill  n esses As  the  stresei  and  strain

continue,  various  signs  of  t=ireakdown  or  illness  of  a

physical  or  mental  nature  can  manifest  (U  S Dept  of

Hea  l th  & Human  Services,  19B1  ) In  addition  to  the

stress  are  emotional  and  behavioral  difficultieei  in

other  family  members,  child  or  spousal  abuse,  dissolution

of  marriages,  physical  and  verbal  aggression,  anger,

loss  of  patience  and  a  morbid  sense  of  helplessness

(Zastrow  & Krist-Ashman,  1987)

To  address  the  family  s  stress,  two  types

of  coping  modes  in  families T he  f  i  rs  t  mod  e  i  s

t  r  an  s f  o rma  t  i  on  a 1 "  c o p i  n g  i  n  W h i  c h  t  he  f  am  il  y  ha  S  t  he

ability  to  recognize  incidents  of  stress  aS  not  as  bad  as

they  seem The  second  mode  of  coping  is  "avoidance"  which

becomes  a  continuous  cycle  of  denial  (LI  S Dept  of  Health

and  Human  Services,  19Bl  )

The  family  s  ability  to  cope  with  future  stress  can  be

compared  with  previous  coping  experiences  from  the

family  s  past,  the  more  SuCCeSS  experienced  the  more  likely
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t  he  f  am il  Y W ill  W i  t  hs  tan  d t  he  c u r  ren  t s t  res  ses However

't he  f  am  il  y  s  a b ili  ty  to  suc  c ess  f  u 11  y  c o pe  c an  be  un  d e rm  i  n ed

if  the  family  becomes  absorbed  in  comparing  its  eiuccesses

or  failures  to  those  of  other  familieei If  the  family  sees

itself  as  inferior  to  others  it  can  become  trapped  in  a

c yc  1 e  o f  se  lf  f  u lf  illi  n g p ro  p hes  y  i  n w h i  c h on  e  f  a il  u re

leads  to  another  (LI  S Dept  of  Health  and  Human

Services,  1981  )

The  family  system

In  addressing  the  needs  of  families  of  children  with

disabilities,  it  is  important  to  understand  that  the

whole  family,  not  individual  members,  is  affected

positively  and/or  negatively  by  the  disability  of  one

or  more  members  Linear  causality,  in  the  traditional  perspective,

would  see  a  sequencing  of  effects  from  the  disability

Systems  approach,  on  the  other  hand,  looks  at  the

circular  reflexive  effectei",  as  each  family  member  s

actions  and  reactions  create  change  for  other  family

members This  action/reaction  process  can  be  defined  as

a  positive  feedback  loop  when  the  actions  of  one  member

increase  the  probability  of  other  members  repeating  or

escalating  their  own  behaviors  (Sprey,  1980)

The  family  caught  in  a  feedback  loop  which  is

unhealthy  for  the  family,  may  need  to  turn  to  professionals

to  assist  them

Family  Process

To  understand  the  needs  of  the  families  of  children
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with  emotional/behavioral  disorders  it  is  important  to  look

a t t  he  p roc  ess  t  he  f  am il  Y Cl oes  t  h r  oug  h i  n ad  j  us  t  i  n Cl to

i  ts  c h il  d  s  d i  sa  b ili  t  y The  adjustment  process

i  n  vo  1 ves  1 ) c r  i  s  i  s,  2 ) i  n f  o  rma  t  i  on  /  ed  uc  a t  i  on,  3 ) s  oc  i  a l

s  k ill  s  d eve  1 o  pmen  t,  4 ) emo  t  i  on  a 1 su  p po  r  t,  5 ) t  as  k

oriented  activities  ( € lson,  1988) By  the  time  a

child  s  problems  become  serious  enough  to  arouse  the

attention  of  professionals,  the  problem  has  likely

reached  crisis  level Stabilizing  the  family  must

occur  at  this  point  through  the  use  of  interventions

which  meet  the  immediate  needs  of  the  family Other

more  far  reaching  interventions  may  not  be  helpful  at

this  point  (Olson,  19BB)

There  are  many  conceptionei  of  family  therapy,  but  no

matter  which  type  of  family  intervention  is  used,  as  long

as  it  ignores  the  family  s  stated  needs,  the  same

predictable  outcome  is  apt  to  occur The  parent  s  level  of

guilt,  anxiety  and  frustration  is  increased  and  the  IE)VEII  of

coping  ability  decreases  (Johnson,  1986,  Bernheim  &

Lehman,  1985)

Service  Needs

Professionals  frequently  look  at  long  term

goals  in  working  with  these  families Professionals

tend  to  plan  for  the  family  S  future  rather  than  focus  on

current  issues  within  the  family The  focus  of

intervention  nith  families  of  children  with  disabilities  must

be  turned  from  the  professional  S  perceived  needs  of  the
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family  and  redirected  to  interventions  more  suited  to

crisis  situations As  i  n  Ma  s  1 0W  ' S  h i  e  ra  rc  hy,  t  he  bas  i  c

needs  of  the  families  must  be  met  before  going  on  to

ad  d ress  t  tie  l a rg  e r  p i  c tu  re  ( Z as  t  row  &  K r  i  s t-As  hman,  1  98  7 )

Prevention  programei  must  also  be  cognizant  of  the  needs

of  10W-income  families,  issues  of  race  and  culture,

gender,  single  parenting,  etc The  services  provided

n eed  n o  t  be  c om  p 1 e  x He  1 p  in  day  to  day  needs  wi  11  go

far  to  start  the  family  on  the  road  to  better  things  for

a 11  members In  one  study,  both  parents  and  children

alike  named  these  types  of  concrete  services  aS  the  most

helpful  they  could  receive  (Nelson  &  Deutelbaum,  1990,

p  7) Family  the  ra  py  Will  no  t  be  seen  as  a  so1u  ti  on  to

a  famxly  who  has  difficulty  meeting  the  everyday

demands  of  living  (Pelton,  1992)

I f  c h il  d ren  a  re  t  o  rema  i  n  i  n  t  he  home,  on  e  o  f  t  he

concrete  services  to  asSist  that  goal  is  respite  care In

Anoka  County,  respite  care  is  provided  by  licensed  foster

pa  r-en  ts,  s  pec  i  a  11  y  t  r  a i  n ed  to  se  rve  t  he  n eed  s  o  f  c h  il  d ren

with  emotional/behavioral  disorders This  type  of

family-centered  service  brings  a  holistic  focus  to

se  rv  i  ce  d e li  ve  ry This  focus  includes  social  workers

their  supervisors,  and  the  community  as  players  in

meeting  the  child  s  needs  and  those  of  his/her  parents

(Nelson,  19B5)

Parental  Needs

Parents  need  to  become  educated,  or  receive  education
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from  professionals,  regarding  their  child  ei

emotional/5ehavioral  disorders

and  getting  through  the  system

They  need  help  accessing

They  need  training  and

he l p i  n d eve  1 o p i  n g s k ill  s to c o pe W i  t  h t  he  i  r c h il  d s un 1  Cl ue

needs  and  they  need  service  providers  who  are  compassionate

to  t  he  i  r  i  S sues  w ho  W ill  su  p po  r  t  t  he  i  r  e f  f  o  r  t  S i  n  t  he  i  r

jou  r-n  e  y  to  ad  jus  tmen  t  ( Kn  i  t  z e  r,  1  982  )

Family  Support

Family  support  needs  to  begin  with  a  goal  of

prevention Familieei  must  be  supported  in  their  efforts  to

achieve  a  higher  level  of  functioning  while  remaining

in  tac  t Human  service  policies  and  fiscal  interests

continue  to  look  to  sources  outside  the  family  to  address

family  needs Placing  children  outside  the  home  has  been

a  recurring  objective  in  meeting  that  goal  (Pelton,  1992,

Stehno,  1986  &  1990)

Current  legislation  has  begun  to  address  prevention

serviceei  which  help  to  maintain  the  child  within  the  home

while  seeking  to  reduce  the  safety  risks  of  children  in  the

home  (Omnibus  Budget  Reconciliation  Act,  1993)

Along  nith  services  which  seek  to  ensure  that  the  family

remains  intact,  tt'ie  services  must  also  give  families  a

sense  of  self-determination  (Syracuse  Universityq.  1987)

In  addition,  further  consideration  must  be  given  to

current  definitions  of  the  word  family The  definition

o  f  f  am  ily  diffe  rs  f  rom  cu1  tu  re  to  c  ul  tu  r-e  and  incl  ud  es

n o  t  on1y  bio1  ogic  a1  pa  ren  ts  bu  t  a1  so  a11  pri  ma  ry  c areg  ivers
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f  o r  a  c h il  d  o r  c h il  d ren

is  the  foster  family

One  type  of  family  to  be  considered

Foster  Parents  as  recipients  of  respite  care

H i  s to  r  i  c a 11  y,  f  os  te  r  pa  ren  t  s  have  been  e x c 1 u d ed  f  rom

using  formal  respite  care  services T his  c an  l e ad  to  bu  rn

out  and  resul  t  in  the  need  for  continual  recruiting  and

training  of  new  providers If  foster  parents  can  be

a 11  owed  u se  o f  f  o rma  1 re  s p i  te,  t  he  s t  res  s es  t  hey  e x pe  r  i  en  c  e

i  n  c a r  i  n g f  o r  c ha  11  en  Cl i  n CI C h il  d ren  c an  be  1 es  sen  ed  an  d

i  n c r  ease  t  he  p ro  ba  b ili  ty  t  hey  w ill  c on  t  i  n ue  to  be  f  os  te  r

parentei Human  service  agencies  are  beginning  to  see  they

can  reduce  expenditures  in  recruitment,  training,  and

11  C en  s i  n g if  t  hey  p rov  i  d e  res  p i  te  €5 e rv  i  c es  to  f  os  te  r  homes

as  we  11  a s  b i  o l og  i  c a l  an  d ad  o p t  i  ve  homes  ( F ed  e ra  l  F am  il  y

Preservation  and  Support  Services,  1993  & ARCH  32  Jan

In  the  Time  Apart  respite  program,  foster  parents

are  not  excluded  from  using  respite  care,  although  not

many  have  accessed  the  program  for  their  own  needs No  t

unlike  biological  or  adoptive  parents,  foster  parents

need  a break  from  time  to  time Until  recently,  respite

care  was  not  funded  for  foeiter  parents They  have  been

expected  to  pay  for  tt"ieir  respite  care  from  personal

funds This  lack  of  sensitivity  to  the  needs  of  foster

parents,  in  maintaining  a  home  for  their  foster  child,

has  compounded  the  di',  ficul  ty  of  recruiting  and  retaining

fos'ter  homes  in  a  time  when  they  are  sorely  needed
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Currently,  human  service  agencies  recognize  respite

as  a  cost-effective  way  to  help  ensure  the  quality  of

care  in  foster  homes,  to  reduce  multiple  placements  of

children  and  to  lower  the  resultant  costs  of  recruiting,

training  and  licensing  new  foster  homes T he  n ei-i  f  e d e r  a I

Fami  ly  Preservation  Support  Services  legislation  passed

i  n  Aug  u S t,  1993,  s pec  if  i  c a 11  y  t  a rg  e ts  f  o s te  r  a n d

adoptive  parents  as  eligible  for  respite  care  and  should

provide  additional  funding  in  this  area  (ARCH  32  Jan

1 994  )

Times  are  changing T he  n um  be  r  o f  f  am  ili  es  ava  il  a b 1 e

to  provide  foster  care  is  being  reduced  by  societal

pressures  and  economic  realities  which  preclude  the

ability  of  mothers  to  stay  at  home An  additional

element  is  introduced  when  one  understands  the

i  n c r  ea  5 i  n g 1 y  d if  f  i  c  u  1 t  ro  1 e  o f  f  os  te  r  pa  ren  ts  w h i  c h

requires  specialized  training F i  n d i  n Cl f  am ili  E5S W illi  n Cl

to  make  the  sacrifices  needed  to  provide  quality  care

for  children  outside  of  their  own  family  is  becoming

increasingly  problematic  (Stehno,  1990,  p  555)

AC5  the  difficulty  of  recruitment  increaeies  it

becomes  more  important  to  look  at  how  an  agency  can

retain  foster  parents According  to  ARCH  32  Jan

1994,  high  provider  retention  serves  a  number  of

positive  purposes  for  the  respite  program

LOW  turnover  saves  hiring  and  training  many

different  providers
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Families  want  consieitency  in  providers  to  build

trust  and  confidence

P rov  i  d e r  s  i  n c reas  e  t  he  i  r  S k ill  s  a n d e x pe  r  i  en  c e  t  he

l on  Cl e r  t  hey  wo  r  k f  o r  t  he  p roq  r  am  ( p 2 )

T he  S k ill  S 0 f  f  os  te  r  pa  ren  ts  c an  be  en  han  c ed  by

provxding  specialized  training  to  addreeie+  the  needs  of

c ha  11  en  g i  n g c h il  d ren

Traininq  Foeiter  Parents

Foster  parents  who  receive  specialized  training

are  more  likely  to  be  prepared  to  meet  the  unique  needs

of  the  children  in  their  care Training  must  include  what

to  do  as  wel  I  as  what  to  avoid Information  about  children  S

rxghts  must  be  a  component  in  this  training With  good

traxning  and  support,  the  possibility  of  burnout  is  lessened

and  foster  parents  can  continue  their  competent  care  of

children  (Daly,  1992)

Definition  of  Respite  Care  and  its  benefits

Respite  care  is  the  provision  of  short-term,

temporary  care  with  the  primary  purpose  of  offering  relief

to  the  families  of  persons  with  disabilities Respite

care,  in  this  context,  is  frequently  an  elernent  in  a

continuum  of  care  intended  to  provide  the  least

restrictive,  least  intrusive  type  of  service  necessary  to

help  the  family  maintain  the  child  in  his/her  own  home

Respite  care  is  one  service  that  enhances  this  possibility

According  to  an  evaluation  conducted  by  Access  to

Respite  Care  and  Help  (t €RCH)  national  resource  center
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for  Crisis  Nurseries  and  Respite  Care  Services

A  ma  j  o  r  i  ty  o f  f  am  ili  es  s  e r  v  i  c ed  re  po  r  ted  a

high  level  of  satisfaction  with  the  services

provided The  positive  outcomes  reported

included  receiving  a  needed  break.  from

caregiving,  being  able  to  spend  more  time

with  other  family  members,  an  increase  in  the

child  s  independence,  stress  reduction,  improved

quality  of  life,  and  prevention  of  out-of-home

placement"  (ARCH  31  Jan  ,  1994,  p  2)

The  tide  toward  out  of-home  placement  is  abating,  as

evidenced  in  the  federal  Family  Preservation  and  Support  Services

part  of  the  Omnibus  Budget  Reconciliation  Act  of  1993,  a

new  subpart  of  the  title  IV-B,  the  Child  and  Family

Services  program  of  the  Social  Security  Act Prevention

s  e rv  1  C es  f  o  r  f  am  ili  es  a  re  ty  p i  c  a 11  y  se  rv  i  c es  d es  i  g n ed  to

he  l p  f  am  ili  es  a 11  ev  i  a te  c  r  i  ses  t  ha  t  m i  g h t  1 ead  to  ou  t  -

of-home  placement  of  children,  to  maintain  the  safety

of  the  child  in  their  home A 11  c h  il  d ren,  reg  a  rd  1 ess

of  d isa  bili  ty,  be1  ong  wi  th  families  and  need  end  uring

re  1 a t  i  on  s  h i  ps  w i  t  h  ad  u 1 ts Families  should  receive

the  supports  necessary  to  maintain  their  children  at

home Family  supports  should  maximize  the  family  s

control  over  the  services  and  supports  they  receive

(Syracuse  University,  1987,  p  2) If  these  supports  are

to  be  made  available  to  families,  monies  must  be  found  to

f  un  d  t  hes  e  s  e  rv  i  c es
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Respite  fundinq

T he  ma  j  o r  i  t  y  o f  t  he  mon  i  es  a 11  o ted  to  c h il  d ren  s

mental  health  ar-e  budgeted  to  residential  or  hospital

treatment  as  opposed  to  in-home  services  (Pelton  1992)

Considerable  savings  are  to  be  realized  in  focusing  on

respite  services  as  opposed  to  institutional  care  for

children  with  disabilities  (ARCH  31  Jan  ,  1994)

Professionals  and  parents  must  combine  efforts  to

xncrease  awareness  among  legislators  regarding  the

cost-effectiveness  of  respite  over  out-of-home  placement

Teaminq  parents  and  professionals

Teaming  parents  with  providers  and  other  professionals

can  be  seen  as  a  type  of  partnership This  type  of  union

would  be  comprised  of  respect,  caring,  honesty  and  equal

responsibility  (VanDenBurg  & Donner,  1986) 1 f  SLIC  h a

unxon  15  formed,  with  parents  seen  as  the  experts  on

their  particular  child,  a  common  goal  can  be  decided  upon

an  d  ac  ted  on  b y  a 11  ( Be  rn  he  i  m & Le  hman,  1  98  5,  & K an  tn  e  r,  1  98  5 )

Social  Work  Values

To  operationalize  social  work  values  we  see  both

parents  and  children  need  to  gain  from  the  service  that  is

provided Social  work  seeks  to  aid  clients  in  attaining

their  ful  1  potential  and  achieve  tt"ieir  own  sense  of

s  e if-d  e te  rm  i  n a t  i  on  ( Ca  r  ro  11  ,  197  7 ) Advocacy  and

b r  o  k e  r  i  n g  a r  e  t  WO S k ill  s  soc  i  a 1 wo  r  k e rs  c an  i  m p 1 emen  t  to

help  families  of  children  with  disabilities  achieve  a

higher  level  of  functioning
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Chapter  IV

Research  Gluestions

1 ) What  are  the  demographic  characteristics  of  the

consumers  of  this  program?

2 ) Does  t  he  res  p i  te  p rov  i  d e r  t  r  a i  n i  n Cl ad  d ress  t  he

needs  of  respite  providers  in  serving  the

children  in  their  care'?

3)  Does  the  child  information  packet  (See  appendix

D,  pp  75-90),  given  to  respite  providers,  supply

the  information  they  need  to  provide  care  for  a

child  on  a  24-hour  basis?

4)  Do  respite  providers  feel  eiupported  by  the

coordinator  and  county  staff  with  whom  they  are

in  contact?

5)  Are  staff  being  served  by  the  coordinator  and

respite  providers  in  a  satisfactory  manner?

6)  What  parts  of  the  program  need  improvement?

7)  Does  teaming  of  parents  and  staff  work.?

Definition  of  Terms

Respite  care  services  means  "temporary  services

provided  to  a  person  due  to  the  absence  or  need  for

relief  of  the  person  s  family  member  or  legal

representative  who  is  the  primary  caregiver  and

p r  i  n c i  pa  11  y  res  pon  S i  b 1 e  f  o  r  t  he  c  a  re  an  d  su  pe  rv  i  S i  on  o  f

the  person Respite  care  services  are  those  that  provide

the  level  of  supervision  and  care  that  is  necessary  to

ensure  the  health  and  safety  of  the  person"'  (Sec  8,
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Subd  15,  Minnesota  Statutes  1990,  section  245A  02)

Emo  t  i  on  a l  d 1  S tu  r  ban  c e  i  s  d e  f  i  n ed  a  S  f  o  11  0WS

A  condition  e><hibiting  one  or  more  of  the  fol  lowing

characteristics  over-  a  long  period  of  time  to  a  marked

de=)ree,  which  adversely  affects  educational  performance

a ) An  ina  bili  ty  to  lea  rn  Whic  h  c anno  t  be  e  xplain  ed

by  i  n te  11  ec  tua  l ,  s  en  so  ry,  o  r  hea  1 t  h  f  ac  to  rs

b)  An  inability  to  build  or  maintain  satisfactory

interpersonal  relationships  with  peers  or

teac  hers

c ) Ina  pp  ropria  te  ty  pes  of  be  havio  r  or  feeling  s  und  e r

normal  circumstances

d ) A  general  pervasive  mood  of  unhappiness  or

depression

e)  A  tendency  to  develop  symptoms  or  fears

associated  with  personal  or  school  problems

( Fed  e  ra1  Ed  uc  ati  on  for  A11  Handic  ap  ped  C hild  ren  Ac  t

[Public  Law  94-142],  1975)
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CHAPTER  V

Methodoloqy

Research  Desiqn

The  evaluation  of  the  Time  Qpart  program  involved  the

c o 11  ec  t  i  on  o  f  q ua  li  ta  t  i  ve  as  we  11  as  q uan  t  i  ta  t  i  ve  d a ta

The  evaluator  was  interested  in  discovering  which

e 1 emen  ts  o  f  t  he  p rog  r  a m WE) r"e  WO r  k i  n q  we  11  an  d  W h i  c h  we  re

in  need  of  improvement Revieiq  of  current  literature

indicated  specific  areas  of  family  and  provider  needs,

such  as  support  and  education Therefore  quantitative

information  was  explored  through  the  use  of  ordinal

sc  a 1 es

The  evaluator  of  the  program  was  the  respite  care

coordinator Anoka  County  social  services  sanctioned  the

evaluation  of  this  program The  evaluation  was

implemented  to  meet  two  specific  needs Foremost,  the

evaluation  .was  conducted  to  meet  federal  funding

requirements  and  secondly  to  meet  Masters  program

requirements  for  Augsburg  col  le=)e

The  units  of  analysis  were  Anoka  County  social

services  staff  who  had  referred  clients  to  respite

service  and  whose  clients  had  received  respite  care  in

the  Time  Apart  program The  other  subjects  involved  WerE"

li  c  en  sed  ,  s  pec  i  a 11  y  t  r  a  i  n  ed,  res  p i  te  c a re  p rov  i  d e  rs  W ho

have  provided  respite  for  the  Time  Apart  program

The  questionnaires,  given  each  respondent  groups,  uere

designed  to  address  isSues  specific  to  the  consumer  or
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provider  status  of  the  respondent

Sampl  inq

The  selection  of  subjects  was  criteria  based T he

county  staff  surveyed  were  social  workers  and  case  managers

who  have  reierred  clients  to  the  Time  Apart  program  and

mhose  clients  have  used  the  service The  respite  providers

surveyed  were  only  those  respite  providers  who  have

provided  respite  through  Time  Apart Su  r  v e Y S we r  e q i  v en

to  10  county  staff  persons,  3  of  whom  responded Surveys

vaer-e  given  to  12  respite  providers,  B  of  whom  responded

The  number  of  staff  responses  was  quite  small  thus

the  responses  may  not  be  indicative  of  the  results  of  a

ful  ler  participant  response The  respite  provider  responses,

because  the  high  response  rate  are  likely  to  be

representative  of  the  entire  provider  population  of  the

Time  Apart  respite  program However,  the  evaluator  does

not  know  what  the  responses  of  the  other  4  respite

providers  who  did  not  return  questionnaires  would  have  been

At  the  inception  of  this  evaluation  the  decision  mas

made,  by  the  evaluator,  for  puposes  of  this  thesis,  to

su  rve  y  t  he  c li  en  t  f  am  ili  es  a t  a  l a te  r  d a te I t  was

determined  the  evaluation  would  be  too  lengthy Thus  two

of  the  possible  three  survey  populationei  vqere  studied

Instrument  desiqn

Two  ordinal  scales  wer-e  used  in  the  questionnaires

distributed  to  elicit  quantitative  information T he

scales  were  designed  on  a  1  to  5  scoring,  1  indicating
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the  subject  strongly  disagreed  mith  the  statement  and  5

indicating  the  subject  strongly  agreed  with  the

statement

The  qualitative  portion  of  the  questionnaires

used  open-ended  questions  requesting  subject  suggestions

and  impressions  of  various  components  of  the  respite

prog  ram (:)uestionnaires  are  located  in  the  appendixes,

pp71-73

Da  ta  Co  11  ec  t  i  on

The  eitudy  was  conducted  in  March,  1994

Questionnaires  were  sent  to  the  county  staff  who  have

r-efer-red  clients  throughout  the  existence  of  the  program,

an  d  to  a 11  res  p i  te  p rov  i  d e rs  w ho  ha  ve  p rov  i  d ed  c a re  s i  n c e

the  beginning  of  the  program A self-addressed,  postage

paid,  envelope  was  included  for  survey  returns Respondents

vgere  given  2  weeks  to  complete  and  return  surveys  to  the

evaluator

In  addition  to  information  received  from  the

questionnaires,  the  coordinator  reviewed  program  records

for  information  on  characteristics  of  the  families  who  have

received  respite  through  t)"ie  Time  Apart  program This

information  included  demographics  such  as  age  of  child,  SE)X

of  child,  race  of  child,  number  of  days  of  service  the

family  received,  number  of  persons  in  the  household  of  the

c h il  d , n um  be  r  o f  ad  u 1 ts  i  n  t  he  c h il  d  s  home,  f  am  il  y  i  n c ome

and  payment  mode  used  by  the  family I n  a d d i  t  i  on  , t  he

coordinator  was  interested  in  discovering  the  dominant
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clinical  diagnoses  of  child  participants Although  criteria

for  respite  care  use  is  not  dependent  upon  a  diagnosis,

many  of  the  children  served  have  at  least  one  presenting

diagnosis

Ethical  protection

A letter  of  explanation  of  the  study  accompanied

each  survey  sent Respondents  were  not  required  to

respond  and  questionnaires  offered  no  indicators  to

trace  respondents  to  their  responses  (see  appendix,

p  74)

An  a 1 ys  i  s

Conclusxons  to  be  tjerived  from  the  study  came  from  a

combination  of  descriptive  statistics  and  exploratory  data

analysis The  descriptive  statistics  uer'-e  used  to  define

the  service  population  and  the  exploratory  study  was

rmplemented  to  elicit  additional  information  from

respondents  which  the  evaluator  may  not  have  entertained

prior  to  receiving  findings  in  this  study  Tables

vgere  used  to  portray  various  socio-demographic

characteristics  of  the  children  and  parents  in  the

client  population

The  questionnaires  were  processed  and  screened  by  the

coordinator  for  common  themes  and  patterns  in  responses

Some  of  the  information  received  in  the  qualitative  portion

of  the  questionnaire  was  found  to  be  useful  information

iqhich  was  not  pointedly  addressed  iri  the  questionnairt
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Chapter  'v'I

Findinqs

Quantitative  findinqs

C ha  r  ac  te  r  i  s  t  i  c s  o  f  t  he  c li  en  t  po  pu  I a t  i  on

During  the  period  []ctober  1,  1992  to  March  1,  1994,

45  children  from  41  families  received  respite  care

through  the  Time  Qpart  respite  program.  A  socio  -

demographic  study  of  the  clients  served  produced

the  fol  lowing  information  :  T)"ie  average  age  of  the

children  served,  at  time  of  referral,  was  9.75  years  old

(Ta  b I e  1  . 1  ) ;  19  f  ema  1 es  an  d  26  ma  1 es  ( Ta  b I e  1 . 2 )

Racial/ethnic  distribution  of  the  client  population

was  :  Caucasian  917.,  Native  American  77.  and  Bi-racial  27.

( Ta  b 1 e  1  . 1  ) These  ratios  are  consistent  with  the

general  population  distribution  of  Anoka  County.

The  median  number  of  respite  days  used,  throughout

t he  p  rog  ram  s  e x i  S ten  c e,  pe  r  c h il  d,  was  11  . 5,  t  he  1 eas  t

number  of  days  used  was  1  and  the  most  number  of  days  used

used  was  23.  The  average  size  of  the  family  whose  child

rec  e  i  ved  res  p i  te  wa  S  3.  4  ( Ta  b 1 e  1 . 1 ) T h  i  r  teen  s  i  n g 1 e

parent  families  and  twenty-eight  two  parent  families  were

s  e  rv  ed  ( Ta  b 1 e  1 . 3 )

F am  il  y  i  n c ome  ran  g e  o f  t  he  c li  en  t  po  pu  l a t  i  on  was

less  than  $10,000  to  greater  than  $B0,000  per  year

(Table  1.4) The  payment  methods  of  families  receiving

services  are  divided  into  three  categories,  sliding

fee  sc  11  e,  clien  t fu11  pay,  c oun  ty funds  ( inc  1ud  es
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adoption  subeiidies,,  Aid  to  Families  with  Dependent

Children  (AFDC)  and  Tax  Equity  and  Fiscal  Responsibility

Ac  t  o  f  1982  ( T EF  RA  ) ( T a b 1 e  1 . 5,  a  p 1 o  t  t  i  n g  o  f  me  t  hod  s  o  f

payment  and  number  of  families  ueiing  each  method  and

figure  1,  graphic  of  the  distribution,  by  percentage

of  payments  for  respite  care)

Adoption  subsidies  are  funds  available  to  adoptive

parents  of  handicapped  children  and  Tefra  is  an  array  of

services  to  handicapped  children  paid  by  Medical

Assistance  (tvi.q.  ) regardless  of  the  parent's  income.

Distribution,  by  percentaqe,  of  payments  for  respite  care

Time  Apart  Respite  proqram,  October  1,  1994  to  March

1,  1994.

Figure  1

(Sliding  Fee st,ale

fflClient  full  pay

fflCounty  & other

The  diagnoses  and  gender  distribution  of  diagnoses

can  be  seen  in  Table  2. Of  the  maleei  who  received  respite

care,  77'/.  (N=45)  had  the  diagnosis  of  Attention  Deficit

Disorder  or  t!>ttention  Deficit  Hyperactivity  Disorder,

42'/.  (N=45)  of  the  females  had  that  diagnosis.  A  greater  number



Tablel.l

Socio -demoqraphics  of

A p a r  t  re  s  p i  te  p r  o  q r  am  :

Age  [3ender  Race

NA

10

10

10

10

10

NA

12

12

12

12

13

1:S

13

14

14

14

14

14

14

15

15

17

Nt"'l

c h il  d ren  an  d  f  ami  li  es  w ho  us  ed  t  he  T i  me

October  1,  1994  to  March  1,  1994

Service  #in  Family  Adults

Days  in  home

4  1

1

11

1

10

5
T,

2

23

5

1

4

1

2

7

7

2

1

1

4

2

2

4

B

4

2

17

5

14

16

13

4

2

4

16

1

4

C=Caucasian  (917.  ) NCl=Native  ?merican  ( 7'/.  ) BI=Bi-racial  (27.  )

Ave  r  a g e  re  f  e  r  r  a 1  ag  e  =  9.  7 5  Med  i  an  #  o f  d ays  res  p i  ted  =  11  . 5

Average  family  size  =  3.4

See  Tables  1.2  &  1.3  for  Male/female  &  Adult  #S
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Table  1  2

%e  and  gender  distribution  of  children  respite  through
the  Time  Apart  respite  program  October  1,  1992  to  March

1  1"l'l4

Aqe Fema  l e Ma  l e

o 2 o o

5 2

B 5 7

9 11 5 B

12 14 5 B

15 18 2 1

19 26

Table  1  S

€]ne  adult  and  two  adult  households  of  children  using

respite  through  the  Time  Apart  respite  program  €]ctober  1,

1992  to  March  I  1994

One  Adult TWO  Adu  1 ts

13 28

Table  1  4

Income  of  families  using  the  Time  Apart  respite  program

October  1,1992  to  March  1%  1994

Level  of  Income  Number  of  Families

Less  than  $10,000  12

$10  , 001  -  $20  , 000  11

$20,001  $30,000  6

$30,001  -  $40,000  6

$ 40  , 001  -  $ 50  , 000  5

$50,001  -  $60,000  0

$60  , 001  -  $70  , 000

$70,001  -  $80,000

Greater  than  $80,001 1

o

o

Table  1  5

Method  of  payment  of  families  using  Time  Apart  respite

proqram  Clctober  1  1992  to  March  1  1994

Method  of  payment

County  Pay  & Tefra

Slidinq  Scale

Client  Pay

Number  of  families

23

11

7
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Table  2

Diagnoses  and  gender  of  children  who  received  reeipite  care

through  the  Time  Apart  respite  program  October  1,  1992

to  March  1,  1994  (n=45)

Diaqnosis Ma  1 es Females Total

*ADD  /ADHD

H i  Cl h f  un  c t  i  on  i  n q Au  t  i  s t  i  c
Borderline  Personality

Cyclothymic

Depression

Oppositional  Defiant

**Post-Traumatic  Stress

Tourette  s  Syndrome

No  Dxaqnosxs

)k)k*Totals

20

2

o

2

o

2

1

32

B

o

1

o

4

o

22

28

1

1

2

5

5

54

*Attention  Deficit  Disorder  or  Attention  Deficit

Hyperactxvity  Disorder

**Post  Traumatic  Stress  Disorder  in  all  of  these  children

is  the  result  of  sexual  abuse

***Note  that  the  totals  are  not  consxstent  with  the  45

children  who  received  respite  because  some  of  these

children  have  multiple  diagnoses
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of  males  than  females  suffered  from  Tourettes  Syndrome

and  a  greater  number  of  females  than  males  suffered  from

depression  and/or  post-traumatic  stress  disorder

Respite  provider  responses

Respite  provider  overal  l  satisfaction  with  the

amount  of  support  received  from  the  program  coordinator

indicated  12  5  percent  (N=B)  agreed  and  87  5  percent  strongly

agreed  with  the  statement,  the  coordinator  was  supportive

Regarding  supportiveness  of  the  training  staff,

100  percent  (N=7)  of  those  responding  strongly  agreed,  one

person  did  not  respond When  asked  if  interaction

with  other  providers  was  helpful,  frib  percent  (N""6)  of  those

responding  were  neutral,  16  6  percent  agreed  and  16  6.

percent  strongly  agreed

Statement

Table  3

The  coordinator  WaS  supportive

( n=B  )

Strongly  disagree

1 2

Number

Percen  tage

4

1

12  5

Strongly  agree

5

7

87  5

Table  4

Statement The  training  staff  were  supportive

(n=7)

Strongly  disagree

1 2 4

Number

Strongly  agree

5

7

Percentage 100
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Table  5

Statement:  Interaction  with  other  providers  was  helpful
( n=6  )

Strongly  disagree  Strongly  agree
1  2  3  4  5

Number

Percentage
1

16.6

33.3  percent  (1'C6)  of  the  providers  yere  neutral  on  the

trainings,  33.:",  percent  agreed  they  were  useful  and  3:':.3

percent  of  those  responding  strongly  agreed  with  the

u  se  f  u  1 n es  s  o f  t  he  t  ra  i  n i  n g s. When  asked  if  providers

were  prepared  before  their  respite  plactment,  12.  5

pe  rc  en  t  ( N=8  ) we  re  n eu  t  ra  1 ,  2 5 pe  rc  en  t  ag  reed  an  d  62  . 5

pe  rc  en  t  s t  ron  g l y  ag  reetj  .  2  5  pe  r  c en  t  ( N:B  ) o  f

responderits  were  neutral  on  the  statement  that  social  vvorker

was  helpful,  50  percent  agreed  and  25  percent  strongly

agreed.  Tables  6,  7  & 8.

Table  b

S t  a t  emen  t  : T r  a i  n i  n g s  o  f  f  e r  ed  we  re  use  f  u 1

( n=6  )

Strongly  disagree

1  2  3

Number

Percentage

4

Strongly  ar:yee

5

Table  7

S t  a t  emen  t : I  wa  S we  11  p re  pa  red  b e  f  o  re  my  r-es  p i  te

placement.  (n=B)

Strongly  disagree

1  2  3  4

Number

Percentage

1

12.5

Strongly  agree

5



45

Table  B

Statement The  child  s  social  worker  Wag  helpful

( n=B  )

Strongly  disagree

1 4

Number 2 4

Percentage 25 50

Strongly  agree

5

2

25

Asked  if  they  were  prepared  for  work.ing  with  the

child  and  the  parents,  12  5  percent  (N=B)  of  respondents  were

neutral,  '37  5  percent  agreed  and  37  5  percent  strongly

ag  reed The  statement,  informational  packet  was  useful,

received  neutral  responses  from  12  5  percent  of  respondents

and  87  5  percent  strongly  agre-ed See  Tables  9  and  10

Table  9

Statement I  was  W(l  1 prepared  for  working  with  the

child  and  the  parents

( n =B  )

Strongly  disagree

1 2 4

Strongly  agree

5

Number 2 13

Percentage 12  5 37  5 37  5

Table  10

S ta  temen  t Tl'lE)  information  packet  was  useful

( n =8  )

Strongly  disagree

1 4

Num  be  r 2

Percen  tage 12  5

Strongly  agree

5

87  5

5(.3ff  responses

When  asked  to  evaluate  the  ease  of  the  refer-ral  to



the  pr-oqram,  100  percent  (N=3)  of  the  staff  were  neutral

33.3  percent  of  the  staff  disagreed  that  the  coordinator  iqas

available  to  them  and  66.6  percent  were  neutral Next,

when  assessing  the  helpfulness  of  the  coordinator,  66  per  -

cent  (N:3)  were  neutral  and  33.3  percent  agreed.  Tables  11,

lz'  and  13  provide  these  results.

Table  11

Statement:  The  referral  process  is  easy.

(n=3)

Strongly  disagree

1  2  3  4

Strongly  agree

5

(Slum be  r

Percentage

IS

100

Table  12

Statement:  The  coordinator  is  available  to  staff.

(n=3)

Strongly  disagree

1  2  3  4

Strongly  agree

5

Number

Percen  tage

Table  13

Statement:  The  coordinator  is  helpful.

( n=3  )

Strongly  disagree

1  2  3

Strongly  agree

5

Number

Percentage

1

33  ffl 3

When  asked  if  the  program  was  user-friendly,  bb.b

percent  of  the  staff  v,iere  neutral  and  33.3  percent

agreed.  Al  1  staff  responding  agreed  providers  v<er-e

competent.  When  asked  to  assess  the  value  of  provider/
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c h il  d  m a tc  h,  b!>  . 6  pe  rc  en  t  ag  reed  p rov  i  d e  rs  an  d  c h il  d ren

we r-e  we 11  ma tc  hed  a n d :!:3.  3  s t  ran  Cl 1 y ag  re  ed . See  T a b 1 es

14,  15  a  n d  1  b  f  o  r  t  he  se  f  i  n d i  n g '=i.

Table  14

Statement:  The  program  is  user  friendly.

(n=3)

S t  r  on  q 1 y  d i  s  ag  r  e  e

1  2  3  4

Number  2  1

Percentage  6(!).b  33.3

Strongly  agree

5

Table  15

Statement:  The  respite  providers  are  competent.

( n=3  )

Strongly  disagree

1  2  3  4

Number  3

Percentage  100

Strongly  agree

5

Table  16

S t  a temen  t  :  T  he  p r  o  v  i  d e  r  an  d  res  p i  t  e  c h il  d  a re  we  11

matc  hed.  ( n=3  )

Strongly  disagree  Strongly  agree

1  2  3  4  5

Number

Percentage

Qualitative  Information

Respite  Provider  responses

C h il  d  i  n f  o  rma  t  i  on  a 1 pac  k e  t

Three  providers  saw  the.  packet  as  hel  pful  and  did

not  indicate  a  need  for  change.  Two  providers  requested

that  more  daily  logs  be  included  in  the  packet.  One  person

r  eq  ues  ted  s  pec  if  i  c  i  n f  orm  a t  i  on  on  a  c h il  d a s  d i  ag  n OS  i  e,,  f  o r



48

example,  if  the  child  has  Tourettes  Syndrome  the  provider

wou  1 d  li  k e  v,i r  i  t  ten  ma  te  r  i  a 1 s  reg  a rd  i  n g  t  h i  s  d i  so  rd  e r One

person  indicated  a  need  for  more  information  about  the

c h il  d  s  bac  k q roun  d  an  d  f  am  il  y  to  un  d e r  s  tan  d  t  he  c h il  d

more  fu  11  y

Respite  provider  s  positive  reactions  to  workinq  with

childas  parent(s)

Five  respite  providers  said  working  with  parents

gave  them  an  appreciation  for  what  parents  yere  "up

against F  o  r  e  x am  p 1 e,  on  e  res  pon  d en  t  sa  i  d ,  "  I t  he  l ps  to

get  to  know  the  child  and  how  the  parents  react  and

respond  to  difficult  behaviors Another  person  said,  " I

1 ik.e  being  able  to  tal  k  with  parents  to  know  in  a

situation  where  a  child  needs  discipline  for  bad

behavior,  what  works  best  for  that  child  instead  of  what

our  own  or  other  children  are  used  to,  so  the  child  does

not  get  more  aggravated  or  upset  or  what  a  child  likes

for  rewards  for  good  behavior Another  respondent  said

I  am  able  to  better  understand  the  child  when  I  get  to

know  the  parents

k.now  they  were  needed

Three  persons  said  it  was  good  to

Respite  provider  s  negative  reactions  to  working  with

the  child  s  parent(s)

No  t  a 11  res  pon  d en  ts  we  re  p I e  ased  W i  t  h  t  he  i  r

experiences  with  parents One  person  said,  " I  find

nothing  positive Parents  1  have  met  seem  to  feel  or

give  the  feeling  that  we  are  paid  for  this  and  should

be  grateful Also  that  parenting  is  just  difficult  for
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them  -  --easy  for  everyone  else.  I  think  the  parents  we

have  seen  are  using  the  program  ! They  want  the  system  to

he  1 p  t  hem.  T hey  re  a 11  y  a re  n o t  i  n te  res  ted  i  n  he  l p i  n g  o r

improving  themselves  -  --they  just  iqant  a  break  !

Another  provider  said,  " I  feel  I  need  to  be  careful

w i  t  h  my  d a il  y  1 og  g i  n g s.  Pa  ren  t  s  d on  a t  a 1 wa  y  s  wan  t  to  he  a r

s t  ra  i  g h t  t  a l k  "  On  e  p rov  i  d e  r  s  a i  d,  "  pa  ren  t  ( s ) c ou  l d

rely  too  heavily  on  foster  parents.  "  Yet  another  person

s  a i  d ,  "  I n  some  c  as  es,  t  he  pa  ren  ts  a re  so  n eg  a t  i  ve  a  bou  t

t  he  c h il  d,  i  t  ma  k es  me  f  ee  1 li  k e  a  t  ra  i  to  r  W hen  I  te  11

them  their  child  is  a  great  k.id.  They  don  t  want  to  hear

t)-iat,  it  seems. Sti  11  another  person  said  "sometimes  I

feel  taken  advantage  of  when  parents  are  late  dropping

o  f  f  c h il  d ren  o  r  p i  c k i  n g  t  hem  u  p,  i  t  a s  i  r  r  i  ta  t  i  n g.

final  person  said,  [respite  care]  "gets  more  personal  than

1  was  used  to  as  a  regular  foster  parent.

Issues  Respite  providers,  workinq  with  parents,

would  lik.e  addressed  in  future  traininqs.

One  person  said,  "  tel  1 providers  to  find  out  more

i  n f  o  rma  t  i  on  on  t  he  c h il  d ' s  home  lif  e,  t  ht  c h il  d a s

responsibilities,  abilities,  dispensing  medications,

bringing  spending  money,  being  on  time  delivering  and

picking  up  children  and  bring  properly  pack.ed  weekend

5  a  g - If

Another  respondent  would  lik.e  providers  to  k.now

" that  parents  have  no  training  to  work.  with  their  own

c h il  d ren  . We  a re  req  u  i  red  to  ta  k. e  c l asses  an  d  be
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p re  pa  red  for  a11  si  tua  ti  on  s  yet  the  ac  tu  a1  pa  rentS  j  ust

want  to  get  away Why  are  they  not  required  to  take  some

classes  to  learn  how  to  cope  with  their  own  children  and

learn  the  whys  and  what  nots  to  certain  bet'iaviors  ?

One  person  requested  "refresher  classes"  for

providers  who  have  been  doing  respite  for  a  long  time

(lne  provider  said  future  trainings  should  include

more  information  on  the

children  are  coming  from

background  of  homes  these

P t-iysic  a11y  abusi  ve,  sex  ua11y

abusive,  parents  sleeping  with  many  partners,  parent  in

prison,  welfare  fraud  etc

how  to  use  the  system

These  children  already  know

Another  person  wanted  new

providers  to  know  "how  children  manipulate  through  their

111  ness  ,  or  f  rom  other  reasons

Ava  il  a  b ili  t  y  o  f  c h il  d ( ren  ) S  SOC  i  a l  WO  r  k e  r  to  res  p i  te

providers

Seven  of  the  eight  respondents  said  social  work.ers

were  available  when  they  needed  them  or  they  knew  how  to

reach  them  if  they  needed  to  reach  them One  person  said

social  workers  were  not  available, in  my  opinion,  they

vitw  us  respite  providers  as  inadequate They  are  real

sympathetic  towards  the  parents  but  view  respite

p r  ov  i  d e  rs  a s  a b 1 e  to  han  d 1 e  an  y  t  h i  n g  bu  t  rec  e  i  ve  li  t  t  1 e

c  red  i  t We  a  re  n o  t  t  he  p a ren  t

Openness  of  child  s  socxal  worker

Five  of  the  eight  respondents  saw  social  workers  as

open,  however  three  had  differing  opinions One  person
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s  a i  d ,  " I  hou  1 d  li  k e  mo  r  e  i  n f  o  rma  t  i  on  on  t  he  c h il  d  ( an  d

pa  ren  t  S ) be  f  o  re  we  mee  t Another  respondent  said,  "no,

not  al  l  of  them  - -they  don  t  share  all  of  the  information

they  have  and  one  time  I  cal  led  a  v,iorker  and  the  worker

promised  to  help  and  never  came  through A  f  ina  1

eiubject  said,  "  No It  would  probably  appear  two  faced  if

they  iqere  [open] I  realize  they  are  to  eiupport  the

parents  but  I  think.  they  are  not  helping  the  parents  or

child  by  being  sympathetic In  meeting  the  respite

provider  they  seem  to  expect  the  respite  provider  to  get

everything  under  control  in  two  days Then  the  child  or

c h il  d ren  q o  bac  k  to  t  he  home  w h i  c h  i  s  us  ua  11  y  i  n  u t  te  r

c haos Can  t  the  social  iqorker  point  out  how  the  parent

can  make  the  best  use  of  this  break?  For  the  parent  to

attend  some  classes,  read  some  material  and  try  to

analyze  their  situation  and  make  some  plans  on  regrouping

and  trying  alternative  parenting?

Most  difficult  or  frustratinq  parts  of  the  respite  proqram

Several  respondents  had  issues  to  speak.  to  regarding

the  difficult  or  frustrating  parts  of  the  respite

program One  person  said,  "The  children  s  parents

confiding  in  you  and  their  life  style  and  how  they  are

committing  a  crime  or  fraud Using  their  respite  care

for  a  weekend  getaway  with  the  father  of  the  child  or

c hi  1 d ren How  they  are  work.ing  on  the  side  but

c o 11  ec  t  i  n Cl we lf  a re Another  person  said  it  is

d if  f  i  c u 1 t  r  e 1 ay  i  n g  to  pa  ren  t  s  t  he  i  r  c h  il  d a s  g ood
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behavior  or  getting  them  to  deal  effectively  with  bad

behavxors TWO  providers  wanted  children  on  a  regular

monthly  basis  instead  of  children  who  go  in  and  out

of  the  program One  qr-ovider  would  like  to  be  paid  for

no  shows  and  two  providers  want  parents  to  know  how

important  the  information  folder  is  and  that  they  must

bring  it  each  time  the  child  comes  to  the  provider  s

home

Pa  r  ts  o f  t  he  p roq  ram  t  ha  t  a re  WO r  k i  n q  we  11

When  asked  what  parts  of  tt"'ie  program  vqere  working

we  11  ,  on  e  pe  r  s  on  s  a i  d,  "  n  o  t  v  e  r  y  m a  n y Of  the  children

we  ve  had  and  have,  1  in  10  children  want  this  and  want

to  learn  diffeirently  and  none  of  the  parents  are  even

interested  in  a  different  technique

to  them

It  S  just  a  vacation

One  respondent  said,  "trainings,  classes  available

/€ lso  great  open  communication  the  coordinator  keeps  with

me An  o t  he  r  res  pon  d en  t  s  a i  d  "  a 11  o  f  i  t,  t  he  t  ra  i  n i  n g

and  the  pre-placement  visits

of  giving  parents  a  break

Another  said,  "the  idea

Yet  another  said,  "positive

approach  in  al  lowing  parents  some  free-time  and  parents

being  open  to  flexible  scheduling  to  avoid  conflicts  with

foster  parent  s  own  family  plans A  final  person  said,

giving  the  parents  a  break  and  if  the  child  fits  in,

he/she  also  is  happy  and  it  s  not  hard  on  them,  they  don  t

feel  punished  or  abandoned,  they  know  they  11  return  home

and  also  get  to  come  again
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What  administrators  could  do  to  mak.e  the  respite

provider  s  job  easier

When  asked  what  admini-itrators  could  do  to  mak.e  the

respite  provider  s  job  easier,  one  individual  said,

maybe  a  phone  contact  every  couple  of  months  to  evaluate

the  placement  and  express  any  concerns Another

res  pon  d en  t  s  a i  d ,  "  I  d  li  k e  a  rem  i  n d e r  s  hee  t  i  n c l  ud  ed

in  the  blue  folder  {information  packet}  -

are  coming  with  improper  clothing  etc

-children

Parents  need  to  be  reminded  of  their  responsibilities

A  final  subject  said, req  u i  re  a 11  pa  ren  ts  to  pa  r  t  i  c i  pa  te

in  the  same  classes  as  required  of  respite  providers

Parents  to  learn  more  about  their  child  s  specific

problem

regularly

Parents  to  belong  to  a  support  group

Additional  comments

Respite  providers  had  a  great  deal  to  say,  common

themes  are  enumerated  below

Parents  need  traininq

These  parents  need  training  along  witt"'i  the  children

Respite  just  puts  a  bandaid  on  a  large  wound

Parents  should  be  required  training  or  not  be  able  to

participate

Parents  misuse  their  time  away

Instead  of  using  the  time  away  to  improve  their

pa  r  en  t  i  n g  s k ill  s ,  pa  ren  t  s  ust  t  he  t  i  me  to  g o  awa  y  w i  t  h

their  boyfriend  or  take  care  of  other  people  s  children
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Difficulty  work.inq  with  parents

No  pr-ovider  indicated  extreme  difficulty  with  the

children  but  providers  had  much  to  say  about  their  negative

experiences  working  with  the  parents.

Providers  are  pleased  with  the  respite  proqram.

When  asked  if  they  were  pleased  with  the  respite

program,  one  person  said,  "for  a  new  program  it  has  done

we  11 Another  said,  "we  view  this  as  a valuable  program

that  needs  to  be  continued.  " S t  ill  an  o t  he  r  s a i  d , "  my

respite  care  coordinator  has  done  a very  good  job  with

giving  me  information  about  a  possible  respite  child  and

also  takes  good  consideration  with  placing  a  child  for

respite  as  how  the  child  would  fit  mith  my  family.  So

far  I  am  happy  with  the  program,

S t-=i  f f  I ri 'J ci t.

Parts  af  the  proqram  that  mak.e  qettinq  respite  difficblt.

When  asked  what  parts  of  the  program  made  getting

res  p i  te  d if  f i  c u 1 t,  a 11  t  h r-ee  s t  a f  f  pe  rson  S W ho  res  pon  d ed,

saw  need  for  more  providers  as  an lSSue> ES  pec  i  a 11  y

home  S  W illi  n C) to  t  a k e  ad  o l esc  en  t  boy  s.  On e  pe  rson  s  aw

the  length  of  time  betiqeen  referral  and  respite  placement

as  too  long.  One  person  requested  "communication  by

team  on  placement"

Least  helpful  parts  of  the  proqram

Staff  found  the  waiting  list  and  communication  with

the  coordinator  as  issues  which  needed  to  be  addressed.

Two  persons  said  the  waiting  list  was  not  helpful
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and  one  person  "would  like  more  consistent  feedback  from

coordinator  on  how  the  kids  are  doing  at  the  respite

home.

Most  helpful  parts  of  the  proqram

When  ask.ed  what  the  most  )"'ielpful  parts  of  the

p rog  r  am  we  re,  two  pe  rson  s  sa  i  d  t  he  "  fl  e  x i  b ili  t  y  o  f

respite  providers.  "  One  person  liked  having  providers

W ha  li  ve  n ea  r  t  he  c t'i il  d ' s  f  am  il  y. One  person  thought

"good  matches  were  made  with  good  providers. Final  ly,

one  person  said  "it  helps  the  child  and  family  receive

respite.  "

Ratinq  of  proqram

When  asked  to  rate  the  program,  two  staff  persons

rated  the  program  as  good  and  one  rated  it  as  fair.

Additions  or  chanqes  to  improve  the  proqram

Staff  were  asked  for  suggestions  to  change  or

improve  the  program  and  two  staff  persons  stated  the

need  to  recruit  more  foster  homes.

One  person  said  shorter  waiting  periods  for  placement.

One  person  said,  "more  support  for  foster  parents

monthly  contact  aby  coordinator"  and  would  also  like

"statistics  on  a  bi-monthly  basis  on  open/closed  homes"

Number  of  referrals  made  and  number  who  received

respite.

When  asked  how  many  of  the  clients  they  referred

to  the  respite  program  received  respite  care,  al  1

three  respondents  indicated  approximately  50'/.  of

the  children  they  referred  received  respite.
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Chapter  l,'II

Discuse=iion  and  Implications

Comparison  of  findinqs  to  literature  review

Some  respite  providers,  consistent  with  the

information  in  the  readings,  blame  the  parents  for  their

child  s  behavior The  indications  from  provider

responses  place  blame  for  the  child  s  situation

firmly  at  the  doorstep  of  the  parents

Providers  noted  histories  of  abuse  and  dysfunction,

of  various  sorts,  in  the  the  child  s  home  life This  also

is  consistent  with  the  readings  which  indicate  as  the

parent  s  level  of  stress  increases,  coping  ability

decreases,  placing  the  child  at  risk

One  of  the  providers  spoke  to  concerns  regarding  the

parent  s  apparent  opinion  that  others  were  more  capable

of  parenting  than  they As  the  readings  shoy  parents

w ho  have  had  li  t  t  l  e  suc  c es  S  d ea  li  n g  W i  t  h  t  he  i  r  c h il  d  s

dieiorder  can  begin  to  compare  their  abilities  to  those  of

others,  and  thus  find  themselves  lacking

Many  of  the  providers  requested  more  information

regarding  the  child  s  back.ground  in  order  to  better

understand  the  child The  readings  suggest,  from  a

system  s  perspective,  the  child  must  be  viewed  in  context

t  o  i  ts  f  am  il  y  en  v  i  ron  men  t  to  mo  re  f  u 11  y  un  d e  rs  t  an  d  t  he

dynamics  at  work  in  the  family  and  thus  how  the  child  s
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5ehavior  impacts  the  family  and  the  family  impacts  the

child

Several  of  the  providers  expressed  concern

regarding  the  parents  seeming  inability  to  look  at

respxte  care  as  a  way  to  improve  family  functioning  and  a

time  to  improve  its  skil  ls As  the  crisis  process

reveals,  many  of  these  families  are  at  a  point  of  stress

where  they  are  not  capable  of  looking  beyond  their

immediate  needs Qs  the  family  continues  to  use

respite  per)iaps  the  family  can  stabilize  to  a  point

where  they  can  begin  to  look  more  to  the  future

An  additional  area  of  interest  is  one  of  lack  of

understanding  due  to  socio-economic  bias  on  the  part  of

providers Most  of  the  providers  are  middle  class

individuals  with  limited  experience  working  with  10W

i  n c ome  f  am  ili  es They  therefore  have  difficulty

t,eneralizing  the  client  family  s  environment  to  their

own They  have  become  accustomed  to  a  way  of  life

which  bears  little  similarity  to  that  of  the  majority

of  families  with  whom  they  are  in  contact  through  respite

prov  .rsion They  are  coming  from  a  place  where  meeting

basic  needs  is  an  accepted  way  of  life It  is  quite

difficult,  from  that  perspective,  to  walk  in  the  client  S

s  hoes

One  provider  was  greatly  disturbed  by  the  perception

t  ha t pa  ren  ts  an  d c h il  d ren  we r"e  S k ill  ed  i  n WO r  k i  n Cl t  he

system As  the  literature  evidences,  by  the  time  families



58

access  respite  care,  they  have  become  quite  familiar  with

the  system They  know  the  system  s  work.inqs  and  may

have  acquired  an  admirable  ability  to  verbalize  the

jargon  of  the  system For  example,  the  coordinator  met

with  a  new  child,  in  the  preliminary  stages  of  matching

the  chi  ld  with  a  provider,  and  the  first  question  the

c h il  d  ( ag  e  12  ) as  k e d  iza  s,  " I s  t  h i  s  an  asses  smen  t

interview?

Using  the  system  is  not  necessarily  a  bad  thing  for

f  am ili  es  see  k i  n Cl r  es  p i  t  e c a re Indeed,  their  knowledge

of  the  system  makes  it  possible  for  them  to  be  players

in  the  process Thus  the  holistic  focus  the  Time  Apart

program  introduces  to  the  families  empowers  them  to

use  the  system  in  a  positive  fashion

Certainly  the  literature  shows  providers  are  not  wrong

in  their  conclusions  that  parents  need  education  and

s k ill  s  t  r  a i  n i  n g  to  wo  r  k  v,i i  t  h  t  he  i  r  c h il  d In

addition,  one  provider  suggee,ted  support  groups  for

families  as  a  requirement The  Time  Apart  program

currently  contracts  with  Central  Center  for  Family

Resources  to  provide  an  educational  support  group  for

respite  providers Central  Center  also  provides  support

groups  for  parents,  both  respite  users  and  members  of  the

general  public,  with  children  who  have  emotional/

behavioral  disorders

Training  and  support  are  important  to  parents  and

foster  parents  alike  in  meeting  the  unique  needs  of
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ct"iildren  with  emotional/behavioral  disorders Ac  c o  rd  x n g

'lo  the  literature,  training  and  support  are  key  elements  in

retaining  foster  homes

As  the  literature  indicates,  support  is  an  important

component  to  families  seeking  to  achieve  a  higher

functioning  level Providers  said  provieiion  of  that

support,  or  the  sense  they  vqere  needed,  WaS  a  motivating

factor  for  them

Supporting  families  means  supportin=;l  primary

caregivers  for  a  child,  be  they  biological  parents,

adoptive  parents  or  foster  parents One  provider  was

dieicouraged  that  no  foster  parents  had  used  his/her

serv  xces

An  element  of  supporting  families  is  the  consistent,

unflagging  involvement  of  respite  providers  in  the

child  s  life If  an  enduring  relatione,hip  Can  be  made

with  the  child,  the  child  is  more  likely  to  see  respite

care  as  a  positive  intervention  in  his/her  life For

example,  during  the  process  of  iqriting  an  individual

f  am  il  y  se  rv  i  c e  p l  an  ( I F E)P ) f  o  r  a  f  am  il  y  i  n  t  he

program,  the  family  requested  the  respite  provider  attend

the  meeting The  provider  S  input  was  seen  as  invaluable

by  the  members  of  the  team  developing  the  plan This

type  of  personal  investment  has  a  solidifying  effect  on

the  parent/provider/child  relationship I t  is

instrumental  in  creating  an  environment  of  mutual  respect

between  parents  and  team  members
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Findinqas  relevance  to  research  questions

The  findings  studies  described  the  client  population

servetj  by  the  Time  Apart  respite  program

The  qualitative  and  quantitative  studies  of  provider

response  to  training  issues  and  concerns  produced

i  n f  o rma  t  i  on  W t"i i  c h  W ill  be  he  1 p f  u 1 i  n  f  u tu  re  t  ra  i  n i  n g s  o f

providers Providerei  indicated  the  need  for  more

information  about  the  families  being  served Future

trainings  can  be  constructed  in  a  way  which  includes  this

information At  the  inception  of  the  program,  the

developer  had  little  knowledge  of  the  client  family  needs

and  thus  was  unable  to  adequately  prepare  providers  for

the  families  they  would  be  serving Learning  the

specific  concerns  of  respite  providers  regarding  the

c h il  d  s  f  am  il  y  o f  o r  i  g i  n  W ill  p rov  i  d e  a  f  ramewo  r  k  f  o r

future  trainings

Providers  indicated  both  qualitatively  and

quantitatively  the  positive  value  of  the  information  packet

It  is  unclear,  at  this  point,  how  much  more  information

can  be  included  about  the  child  s  background  without

negatively  impacting  the  client/provider  relationship

Perhaps,  at  the  pre-placement  visit,  the  social  worker

can  be  asked  to  explain  more  about  the  family  s

internal  dynamics T h i  s  mu  S t  be  c a  re  f  u 11  y  t  houg  h t

through  because  the  parent  and  child  have  a  right  to

c on  f  i  d en  t  i  a li  ty This  questioning  must  be  approached

delicately  and  respectfully Perhapei  a  more  thorough
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meeting  of  the  coordinator  and  the  social  work.er,  prior

to  the  pre-placement  can  defray  e+ome  of  the  need  for  thiS

e x p 1 o  ra  to  r  y  p roc  ess D i  EC  u  s  s  i  on  o  f  t  he  f  am  il  y a s  pe  rc  e  i  ved

issues  could  be  invasive  and  detrimental  to  the

parent/provider  relationship  and  ultimately  drive

f  am  ili  es  away  f  rom  us  i  n g  t  he  se  r  v  i  c  e

Comments  and  quantitative  information  suggest

respite  providers  feel  supported  by  the  coordinator  and

county  staff  with  whom  they  are  in  contact The  county

staff,  however,  do  not  rate  their  relationship  with  the

coordinator  aS  highly  as  providers  did Part  of  this  may

be  explained  by  understanding  an  historical  issue  between

the  placing  side  of  child  serviceei  and  the  licensing  side

Placement  is  concerned  with  expeditious  service  results

while  licensing  is  concerned  with  matching  and  accommodating

both  parties Each  side  frequently  expects  the  other  to

do  more,  thus  the  conflict

Availability  of  the  coordinator  to  staff  scored

below  average  ranking Part  of  this  can  be  explained  by

the  fact  that  while  placement  staff  are  40  hour  staff

persons,  the  coordinator  is  a  30  hour  staff  person

Placement  staff  is  available  5  days  a  week,  coordinator

is  available  4  days  a  meek Much  of  the  work  the

coordinator  does,  interviewing,  licensing,  observing

children,  and  attending  pre-placement  visits,  occurs

outside  of  the  office T hus  i  t  i  s  t  ru  e  t  he  c  oo  rd  i  n a t  o r  s

time  in-office  is  at  a  minimum The  coordinator  is
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working  to  help  and  accommodate  many  staff  persons T he

staff  person  is  working  with  one  coordinator  The

coordinator  also  serves  on  a  number  of  interagency  committees

and  subcommittees  which  influence  provision  of  child

mental  health  services  throughout  the  county Increasing

the  number  of  coordinator  hours  to  match  the  40  hours

staff  are  available  would  help  increase  the  availability

of  the  coordinator  to  the  staff

Unlike  their  relationship  to  the  coordinator,  the

s  tea  f  f  a p pea  rs  to  be  sa  t  i  s  f  i  ed  ,  ove  ra  11  ,  v,i i  t  h  t  he

performance  of  respite  providers

Areas  in  need  of  improvement  in  the  program  are  seen

aS increasxng  the  number  of  respite  homes  available  to

families,  shortening  the  length  of  time  between  refer-r-al

and  preplacement  visits  and  increasing  team  involvement

in  after-placement  communications The  first  two  issues

can  be  combined  as  increasing  the  number  of  respxte  homes

would  serve  to  shorten  the  amount  of  time  between

referr'al  and  preplacement Seventy-five  percent  of  the

respite  homes  currently  restrict  placement  by  age  and  other

characteristics  of  the  child F o  r  e  x a  m p 1 e,  on  1 y  on  e  home

i  S W illi  n Cl to  t  a k e ad  o 1 esc  en t boys  a t t  h i  s t  i  me TWO  of

t  he  homes  w ill  on  1 y  ta  k e  g i  r  l  s  ag  es  13  an  d  u  p Some  o  f

the  homes  only  want  children  under  the  age  of  10  and  so

forth These  provider  imposed  limitations  greatly  impact

the  speed  with  which  children  can  be  matched  to  a  home

The  program  haS  experienced  the  10SS  of  three  respite  homes,
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since  its  inception  because  providers  became  civerwhelmed

by  t  he  n u  m be  r  o  f  c h il  d ren  req  u i  r  i  n q  res  p i  t  e.  I f  a  home

has  too  many  placements,  the  program  is  at  risk  for

losing  that  home.  Therefore  a  new  child  may  have  to  wait

an  indefinite  amount  of  time  before  a  home  cari  become

ava  il  a b 1 e  t  ha  t  c an  mee  t  h i  S /  he  r  n eetj  s.

Increased  mark.eting  and  advertising  of  tiie  program

must  5e  done  to  recruit  more  qualified  homes  and  thus

increase  the  pool  of  available  respite  homes.

/-s  the  number  of  homes  increases,  communication

between  staff  and  coordinator  must  occur. l f  staff  k.now

hom  man  y  homes  a re  ava  il  a  b 1 e,  t  h i  S  W ill  i  m pac  t  t  he  i  r

understanding  of  the  availability  when  they  speak  with

f  u tu  re  c li  en  ts. The  coordinator  must  be  increasingly

made  aware  of  the  importance  of  this  communication  within

the  team.

Teaming  of  staff  and  respite  providers  appears  to  be

working  but  it  appears  respite  providers  are  having  some

difficulty  accepting  that  parents  are  to  be  made  a  part

of  that  teaming. Increased  effort  on  the  part  of  the

c oo  rd  i  n a  t  o  r  an  d  t  he  c h il  d ' s  soc  i  a l  wo  r  k e r  to  d e  ve  1 o  p  a

poeiitive  relationship  between  respite  provider  and  family

is  needed.

Limitations  of  the  study

I n  a  f  u 11  eva  l ua  t  i  on  o  f  t  he  e  f  f  ec  t  i  ven  es  s  o  f  t  he

T i  me  A pa  r  t  r  es  p i  te  p rog  ram,  i  t  W ill  be  i  m po  r  tan  t  to

so  rv  ey  rec  i  p i  en  t  s  o  f  res  p i  te  se  rv  i  c  es.  T h i  S W ill  mean
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surveying  parents  to  determine  their  impressions  of  the

strengths  and  deficits  of  the  program

The  low  response  rate  from  county  staff  makes

self-selective  staff  responses  difficult  to  measure  as  it

cannot  be  assumed  from  this  smal1  number  of  responses

t  ha  t  t  he  i  n f  o  rma  t  i  on  rec  e  i  ved  c  an  be  g en  e  ra  li  z ed  to  a 11

staff  using  the  program

In  addition,  as  the  primary  purpose  of  this  program

is  the  prevention  of  out-of-home  placement,  it  mould  be

important  to  conduct  further  study This  s  tud  y  wou1d

need  to  involve  a  series  of  surveys,  over  time,  to

determine  whether  or  not  the  program  is  effective  in

reducing  the  need  for  out-of-home  placement

Reduction  of  out-of-home  placement,  in  this  program,

is  seen  as  a  cost-effective  measure A series  of

questionnaires,  distributed  over  time,  would  help  to

determine  if  the  program  is  meeting  that  goal Do  the

benefits  of  the  program  outweigh  the  costs  of  the  program?

Of  final  consideration  is  the  concern  that  having

the  coordinator  as  the  evaluator  of  this  program  may  have

reeiulted  in  a  social  desirability  bias,  a  type  of

systematic  error  in  measurement  in  which  a  positive

response  set  of  anSWerS  is  the  result  of  the  study

Were  provider  responses  skewed  because  they

knew  the  coordinator  was  the  person  receiving  the  data?

A 1 so,  bec  ause  t  he  p rov  i  d e  r  poo  I  wa  s  sma  11  ,  an  d  t  he

coordinator  S  investment  in  the  program  is  extensive,
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it  is  not  unlikely  the  coordinator  could  identify  some

of  the  responses  as  coming  from  a  specific  provider,

therefore  providers  may  have  been  selective  in  their

responses

R e c ommen  d a t  i  on  s

In  future,  a time  series  evaluation  of  the  program

W ill  be  n eed  ed  to  a ss  ess  t  he  a b ili  t  y  o f  t  he  p rog  r  am

to  decrease  the  need  for  out-of-home  placement

It  would  be  helpful  to  have  the  program  evaluated  by

an  outside  evaluator  with  no  personal  investment  in  the

program

Future  evaluations  should  survey  parents  and

children  who  participate  in  respite  care As  previously

stated,  this  population  has  a  history  of  being

excluded

As  the  findings  indicate,  another  way  to  include

parents  in  the  team  would  be  to  include  parentei  in  the

trainings  given  providers

Increased  interaction  between  team  members  must  be  a

focus  of  future  program  planning Future  trainings  must

include  the  relative  importance  of  viewing  parents  as

participating  members  of  the  team In  addition,

trainers  must  spend  some  time  helping  providers

understand  the  socio-economic  biases  inherent  in  their

relationship  with  prospective  respite  families

Implication  for  eiocial  work  practice

Time  Apart  and  other  respite  services  are  an



66

important  component  in  the  continuum  of  service  needs  of

f  am  ili  es  o  f  c h il  d ren  W i  t  h  emo  t  i  on  a l /  be  ha  v  i  o  ra  1 d i  so  rd  e r  s

Many  of  the  families  seen  by  the  Time  Apart  respite

program  operate  in  a  crisis  mode,  meaning  their

i  n s p i  r  a t  i  on  f  o r  s e e k i  n Cl S e r  v i  c e s  a r  i  S e S f  ro  m a c r  i  s i  s

si  tuation

In  Anoka  County  few  services  exist  to  accommodate

these  crisis  needs Currently,  families  of  a  child  with

an  emotional/behavioral  disorder  have  three  options  if

their  child  is  in  crisis They  can  cal1  the  Crisis

Nursery  which  serves  ages  1  through  12  and  hope  a

p rov  i  de  r  i  s  ava  il  a b 1 e  an  d  W illi  n g  to  t  a  k e  t  he  i  r  c  h il  d

into  care T hey  can  c a11  Me  rc  y  C risiS  In  te  rven  ti  on  and

hope  their  child  meets  criteria  for  in-patient  placement

o  r  t  hey  c an  c a 11  911  an  d  ho  pe  t  he  po  li  c e  o f  f  i  c e  r

dispatched  views  the  situation  as  serious  enough  to  place

the  child  in  temporary  foster  care

Me  rc  y  C r  i5  i  s  I n te  rven  t  i  on  W ill  on  1 y  ac  c  e  p t  c h il  d ren

i  n  f  u 11-  b l  own  c r  i  s  i  S  W h i  c h  mean  s  if  t  he  pa  ren  ts  a re  a b 1 e  to

calm  the  child  enough  to  get  them  to  Mercy  it  is  unlikely  the

s t  a f  f  t  he  re  W ill  se  e  a  n eed  f  o  r  ad  m i  t  t  i  n q  a  c h il  d In

ad  d i  t  i  on,  Me  rc  ')/ W ill  on  I y  ta  k e  ad  o l esc  en  ts A  family

with  a  5  year  old  in  crisis  has  no  mhere  to  turn  but  911

I f  t  he  f  am  il  y  c  a 11  s  911  ,  an  d  t  he  c h il  d  i  s  ta  k en  i  n to

temporary  foster  care,  they  face  the  lik.elihood  of  losing

their  child  for  an  extended  amount  of  time  and  are  likely

to  have  to  struggle  with  the  system  to  k.eep  their  child
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While  it  is  true  some  of  the  Time  Apart  providers

a re  v,i illi  n g  to  ta  k e  c h il  d ren  on  a  momen  t  ' s  n o  t  i  c e  t  hey  a re

very  few More  attention  must  be  paid  to  addreeieiing  the

c r  i  s  i  s  n eed  s  o f  c h il  d ren  w i  t  h  emo  t  i  on  a 1 /  be  hav  i  o ra  l

disorders Social  morkers  can  be  enlightened  to  this

need  and  advocate  within  their  community,  county  and  state

t  o  assu  re  f  am  ili  es  i  n  c r  i  s i  s  w ill  have  a  p l ac  e  to  tu  rn

when  the  need  arises

At  the  le=)islative  level,  social  workers  can  lobby

for  funds  which  address  continuation  of  pilot  programs

such  as  Time  Apart Currently,  the  trend  is  to  offer

hun  d red  s  o f  thou  S an  d s  o  f  d o 11  ars  to  fund  S  ta  rt  u p

programs  but  little  commitment  exists  to  provide

continuation  funding  once  a  program  is  in  place Many

pilot  programs  have  been  forced  to  close  their  doors

because  they  are  unable  to  acquire  continuation  funding

We  ha  ve  a 11  seen  w ha  t  s  t  ron  g  ad  voc  ac  y  has  d on  e  to

further  the  service  needs  of  senior  citizens  and  people

with  developmental  disabilities I t  i  S  t  i  me  f  am  ili  es  o f

children  with  emotional/behavioral  disorders  were  given

equal  voice
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SURVEY  OF  ST  AFF  WHO  HAVE  USED  THE

TIME  APART  PROGRAM  TO  SERVE  THEIR  CLIENTS

Please  rate the following  on a scale  of  I to 5.

Strongly

Disagree

 The  referm  process  is easy

 The  coordinator  is available  to staff
 The  coordinator  is helpful

 The  program  is user-friendly

 The  respite  providers  are competent
 The  provider  and respite  child  are

well  matched

2

2

2

2

2

2

3

3

3

3

3

3

4

4

4

4

4

4

Stmngly

Agree

5

5

5

5

5

5

1.  What  parts  of  the program  make  getting  respite  services  difficult?

2. Wiat  pam  of  the program  are least  helpful?

3. What  pam  of  the program  are most  helpful?,

4. In general,  how  would  you  rate  this  program?  Please  circle  one:

pear  fair  good  exceeds  expectations  excellent

5.  What  additions  or changes  would  you make  to improve  the program?

6. Additional  Comments:

7.  How  many  times  have you referred  to this program?

8. How  many  of  your  clients  received  service?

Thank  you  for  your  time  and participation.  Please  retum  to Marcy  Bolte  by Monday,  March  28,
1994.

iosssWisdsarv-suaraldt
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RESPITE  PROVIDER  SURVEY

We  would  like  to have  your  impressions  of  the Time  Apart  respite  program.  As a provider,  we

value your  feedback.  Please answer  the following  questions,  keeping  in  mind  that the

information  will  be kept  strictly  confidential.  The  purpose  of  this survey  is to improve  training

and suppon  to respite  care providers.

Please  rate the following  on a scale of  1 to 5.

Please  circle  a rating  for  each question:

The  coordinator  was supportive.

The  tg  staff  were  supportive.

Interaction  with  other  providers  was nelpful.

Trainings  offered  were  useful.

I was well  prepared  before  my respite  placement.

The  child's  social  worker  was helpful.  '

I was prepared  for  working  with  the child  and

the panents.

The  information  packet  was useful.

Feedback

Strongly

Disagree

2

2

2

2

2

2

3

3

3

3

3

3

4

4

4

4

4

4

Stmngly

Agree

5

5

5

5

5

5

1. We  have  tried  to be comprehensive  in pmmding information  on the aiildren  you  are

g for  in your  homes. However,  we  woulilike  to know  if  you  would  like  any  odier

information  included  in the packet.  Please  offer  suggestions  below.

2. In this  program  you have  a great  deal  of  contact  with  the parents.  Please  describe  the

positive  sides  of  that  experience:

Please  describe  the negative  sides of  that  experience:

3. Are  there  issues in working  with  the parents  of  the children  you respite  you  would  like

addressed  in training  of  future  respite  providers?



Can you  think  of  anything  not  covered  in the training  you  would  like  to see presented  to

future  providers?

Are  the children's  social  workers  available  to you?

Are  the children's  social  workers  open with  you?

What  patts  of  the program  do you  find  most  difficult  or frustrating?

7. What paffi  of  the program  do you  think  are working  well?

8. What  could  the  program  administrators  do to make  your  job  easier?

Additional  Comments:

Thank  you for  your  participation  in this survey.

Please return  your  survey  response  in the enclosed,  self-addressed,  postage  paid envelope  by

Thursday,  March  31, 1994.

LICENSESMISCVROV-SiUR.T  Aldt
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EV  ALUATION  OF TIME  APART  RESPITE  CARE

FOR ('TTTT.?)'R'F.N WITH  EMOTIONAL/BEHAVIORAL  DISORDERS

You are invited to take pan  in a study of  the Time  Apart  respite  care program  of  Anoka  County.

We hope to leam how the program  is working  and how it meets the needs of staff  using  this
program and those of the foster  homes providing  respite care.  Survey  questionnaires  will  be
given to social workers  and respite care providers  who have used respite  care services  through
the Time  Apart  program.

This study is being conducted by:  Marcia  Bolte, respite care coordinator,  as part of her
graduate work at Augsburg College,  Masters in Social Work  program.  The study will  also
fulfill requirements from the program  funding  source.

Your participation  in this study is completely  voluntary.  If  you decide  to participate  or not to
participate, it will  not affect  your  relationship  with Anoka  County  Or Augsburg  College.

If you decide to participate,  we would  ask you to do the fonowing  things.  Please fill  out the
questionnaire, you may skip any questions  which  you are not comfole  answering.  Include
any comments  you have, both negative  and positive,  about your  experience  with  this prog.

Information collected in this study will  be used to improve  and make additions  or changes in the

pmgrarn. The study wffl also produce information %arding characteristics and demogqhia
of the consumers of this program. Study information  will  be available  to Anoka  County  staff,
and the Caregiver Suppon unit  of  the Mirmesota  Department  of  Human  SerViceS.

If  you have any questions about  the study, you may can Marcia  Bolte,  phone:  (612) 422-6911
or her student advisor at Augsburg  College,  Dr. Sharon Patten, phone:  (612) 330-1723.

The enClOSed Survey queStiOnnaire iS deSigned far the SpeCifiC SerViCe area Or COnsumer  StatuS
of  the respondent.

The survey should take 20 to 30 minutes  to complete, The evaluators  appreciate  your  time  and

consideration in completing and retuming  this survey.  All  information  will  be confidential.
Group, not individual, responses will  be used in the study.

uctssewtstsvx.'raldt
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C h il  d  i  n f  o  r  m a t  x on  a l  p ac  k e  t '. ime  Apart  Respite  Proqram

EMER[3ENCY  RESTRAI  NT CONSENT  FC)RM

MEDI  C/"IL  RECORD  SHEETaINOR  ACCIDENT  REPORT

PROVIDER  DAILY  L €:I0RESTRAINT  POLICY

CHI  LDaS  BEHA\/  IOREMERGENCY  INFClRt$ATIDN

HEALTH  AND  MEDICALRELEASE  OF  INFORMATION

SOCIALIZATION  & AFFECTIONCURRENT  EVENTS  IN  FAMILY

CHILD  AND  FAMILY-I € ME  RuLES  AND  ACTIVITIES

The  informational  packet  is  a  pocket  folder
containing  individual  colored  sheets  of  paper,  of
graduated  sizes,  with  specialized  headings

See  appendix  for  examples  of  each  of  these
informational  sheets



EMERGENCY  RESTRAJNT

Child's  Name

Child's  Date  of  Binh

Child's  Caseworker  (if  anv €

Respite  Provider

Date  restraint  was used

Time  restraint  was used

Person(s)  involved  in the restraint  procedure:

Procedure  used:

Situation  which  required  restraint:

Results  of  restraint:

Did injury  to the child  or provider  occur  as a result  of  this  procedure?  Yes  No  If  yes,
please describe:

Sienature  or' Proyiaer
nib{dU  laVlt:mrgrell

Date
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MINOR  AC(IDENT  REPORT

NAME  OF CHILD

Description  oF Accident:

Action  Taken:

Date: Time:

Respite  Provider's  Signature:

Mu/dUuv/m-xrpU8/31/92

AGE
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RESTRAINT  POLICY

In most cases. verbal  de-escalation  is sufficient  to diffuse  a potentially

volatile situation.  However,  should the respite  provider  determine  the respite

child is at risk  of harming  himself/  herself  or endangering  the safetv of another

person, physical restraint  may become necessary  If the respite provider

percetves the situation will  require  an emergency  restt  procedure,  call  911.

Physical restraint of the child  may be necessary during  the wait  for 911 to

respond.

Restint  may be used as a means of intervention rB%  if the child's

cH@worker has a written behavior intervention  which  includes  physical  restt

as a step in that intervention If the child's  caseworker  has included  a restt

in his/her behavior  management  program  a restt  permission  win  be signed  by

the child's  parent(s)  or guardian.

*'Any  time a physical restt  is used, the respite  care provider  will

document the situation that precipitated  the use of  restt,  what  restt  was

used, date and time of the incident. person(s)  involved  int  he intervention,  and the

results of the intervention. This  information  will  be given  to the parents  and the

Respite  Care  Coordinator

mb/dl/  xv/restpot
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EMERGENCY  INFORMATION

Physician's  Name

Office  Address

Psvchiatrisls  Name

Office  Address

Dentist's  Name

Office  Address

Social  Worker's  Name

Child's  Blood  Type

Preferred  Hospital

Child's  Weight

Office  Phone

After  Hours

Office  Phone

After  Hours

Office  Phone

After  Hours

Phone

Ambulance

Insurance  Companv Policy  #

Other

Person(s)  who  can be called  if  parents  can not  be reached:

Name

Relationship

Name

Relationship

Home  Phone

Work  Phone

Home  Phone

Work  Phone

Person(sl  authorized  to pick  up child  other  than  parent:

Name Phone

Relationship

Name Phone

Relationship

Medical  Release:

I hereby  give consent  to

treatment  for  my child(ren).

to seek medical

Parent  or Guardian  Signature Date
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REtEASE  OF INFORMATION

l HEREBY  AUTHORIZE  ANOKA  COUNTY  RESPITE  CARE  PROGRAM  TO OBTAIN

INFORMATION  FROM,  AND  TO SHARE  INFORMATION  'vVITH  THE  FOLLOWING
AGENCIES:

Person to Contact Name  of  Agency Phone

Person  to Contact Name  of  Agency Phone

Person to Contact Name  of  Agency Phone

I UNDERSTAND  THAT  THE  INFORMATION  AND  AUTHORIZATIONS  INDICATED  ON

THIS  FORM  WILL  APPLY  TO ANY  AND  ALL  SUBSEQUENT  SERVICES  TO THE

ANOKA  COUNTY  RESPITE  CARH  PROGRAM  UNLESS  OTHERWISE  NOTED.

Signatuz

Date

MB/di/sat'/relinfo/8/31/92



CURRENT  EVENTS/ISSUES  IN  CHILD'S  LIFE

81
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HOME  RULES  AN'D ACTIVTTIES

1. Do you allow  smoking  in your  home?  Yes No

If you have established  rules  regarding  the following,  please  briefly  explain  the rule(s).

Pets

T.V.

Eatin=

Showering

Bathing

Homework

Phone

Transporting

Shopping

Bedtime

Bedtime  Routine

2. Daily  Routine:

Mealtimes.

Snacks:
Breakfast Lunch Supper,

3. Bathing: Prefers Tub Shower

Specify  usual  frequency  and time  for  baths  and shampoo:

Child's  Favorite  Activities

4. Are there any rooms  and/or  areas  in your  home  which  are off  limits?  Yes
If  so, where'?

5,  Are there  items  in your  home  that  are off  limits  for  touching  and/or  handling?
Yes   No   if  so, explain:



RESPITE  CARE  CONSENT  FORM 83

MEI]CAL  RELEASE:  I hereoy  give  my consent  for  my child(renj  to receive emergency
medicai  treatment  and to give  the emergency  treatment  provider  adequate information  to care
for my  child(ren)  properiy.

Medical  ASSiStanCe#:

Other  Insurance:

Family  Doctor: Phone:

Clinic  Name/Address:

Parent  or Guardian  Signature:

PRESCRIPTIONANDNON-PRESCRIPTIONMEDICATTONS:  Iherebygivemyconsentfor
to  dispense  , a non-prescription  dnig,  or

, a prescription  drug,  to  which  I am supplying.
I understand  that  respite  providers  dispensing  these medications wffl not exceed the
manufacturer's  guidelines  for  dosage or frequency  without  the advice of  medical  personnel.

Parent  or Guardian  Signature:

TRANSPORTATION  & FIELD  TRI'PS: I give my permission  to
to transport  my  child(ren)  by  car  as necessary  for  their  participation  in  all  activities  du  the
respite  time  period.

Parent  or  Guardian  Signature:

USE OF EMERGENCY  RES TRAINT  ; I give my permission  to to
use  emergency  restraint  to protect  my  child,  fmm  injury  to himself/haxlf
or  from  endangering  the safety  of  another  person.  If  my  child  has use of  restraint  documented
as pan  of  his/her  behavior  program,  I give  permission  for  restraint  to be used as part  of that
behavior  program.

Parent  or Guardian  Signature:

DISCONTTNUANCE  OF RESPTTE  SERVICES  POLICY

Failure  to notify  respite  homes  of  a change  of  plans,  on more  than  2 occasions,  will  result  in

denial  of  funher  re:soite  services.

I have  read  the statement  above  and  agree  to these  terms.

Parent  or Guardian  Signature
mbidl/saviconstrm

Date
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MEDICATION  RECORD  SHEET

Child's  Name

Medication:

Dosage:

Frequency:

Special  Instructions:

Medication.

Dosage:

Frequency:

Special  Instructions:

Dispensing  of  Medication:

Date Time Name  of  Medication Irfftials  of  Person  '
I
I -I)-isn--en-sm-g-M---edi-n i

---r------o  -------

I
I

I
I 'l

I

I
I I

I !li
I
I I 'i

I

i

1,

l!
I

1,

'l
i:

I
I

'l

I

I

I

I

I l
ir  1111 aU  LIW  meaSnll  61 J - '14



8'5'

DAY

DAY

DAY

PROVIDER  D AILY  LOG

mb/dt/uv/respfrma/&/28/92
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BEH  AVIOR

Please indicate  if there  are any behaviors  which  may cause his/her  respite  provider

concern.  (check  any that  apply)

does not  like  to be hugged

does not  like  to be touched

aggressive  (towards  objects,  towards  persons)

easily  frustrated

self  abusive  (head  banging,  hand  biting,  gagging)

acts defiant

hyperactive  (unable  to sit still  for  more  than a few  minutes)

criticizes.  belittles.  swears.  or calls  names

appears  to be in his/her  own  private  world  frequently

argues  and must  have  the last  word  in verbal  exchanges

has nervous  ticks  (muscle-twitching,  eye-blinking,  nail  biting,  hand  wringing,  etc.

bed wetting

temper-tantrums.  If  checked,  please  describe

makes  inappropriate  noises

DANGER  OR  EMERGENCY

does not realize  what  is dangerous  (needs supervision)

is aware  of,  but  does  not  watch  for  danger

needs to be reminded  to watch  for  danger

is generally  cautious

2.  Please  expiain  below  specific  fears  your  child  may  have:

What  rewards  do you  use for  good  behavior?

4.  What  methods  have worked  for  you when  addressing  these misbehaviors?



HEALTH  AND  MEDICAL

Does the child/adolescent  have  any allergies?  If  so, please  list

2. Is the child/adolescent  on anv specific  diet?  Are  there  any foods  he/she  shouldn't  eat?

Are  there  anv fooas  the child/adolescent  paicularly  LIKES?

Other

Medication

Dosage

How  given

Side  Effects

MEDICAL

Rx#

Time  given

Purpose

Prescribing  Physician

Medication

Dosage

How  given

Side  Effects

Phone

Rx#

Time  given

Purpose

Prescribing  Physician

Date  of  last  Tetanus  Shot

Allergies  to medications?  Yes

Tf ves, please  iti=,tirso

No

Phone
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Does he/she  have seizures?  Yes No If  yes, please  describe  in detail  

If  yes, What  should  be done  during  seizure?

Haw long does the seizure  last?

If  he/she is on seizure  medication,  how  long  has he/she  been taking  it?

he/she reached  an effective  dosage  level? Yes  No

Has
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SO(IALIZATION  & AFFECTTON

Is your  child/adolescent  manipulative  in social  interaction?  Yes

how?

No If  so,

Does  your  child  engage  in inappropnate  behavior(s)  to get attention?  Yes

If  so, how?

No

3.  Does  your  child  insist  on being  right?  Yes No

Does  he/she  share easily?  Yes No

Is your  child  sensitive  to the needs of  others?  Yes No

6.  Does  your  child  have  close  friends?  Yes  No

7.  Does  your  child  seek opportunities  for  closeness?

Does  your  child  express  or  indicate  a Mgh  degm  ofa.

Check  those  that  apply:

Self  Hatred   Shyness

 Feeiing  inferior   Stress

 Jealousy   Clinging

- Boredom  Possessiveness

 Anxiety   Depression

Loneliness   Anger  toward  others



CHILD  AND  FAMILY

Child's  Name

Birthdate

Social Security  #

Hair  Color

Height Weight

Parent(s)/Guardian's  Name(s)

Nickname

Address

Phone

Eye  Color

Blood  Type

Other Family Members Living  in Household.

Name Relationship Age

Parent's Home Phone  (F)

(Mi

Work  phone

Work  phone
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Important  Notice  About  Parental  Fees
Your  child's  Medical  Assistance  (MA) application  was approved without mnsidenng your income and assets. Yourchild with develoomental  disability,  severe  emot6nal  disturbance, or physical handicap may also use services oaid forthrough  your  County.  under  State  law you may  have to pay a {ee to the Minnesota Department ol Human Services(DHS) or to your  County  because  your  child  receives  MA and/or services paid for through your County.

How Is Your Parental  Fee Figured?
* The amount  of your  fee  is based  on your  income  and  family  size. The total amount you pay each year cannotbe higher  than  the cost  of sem:es  your  child  receives  each  year.
*  Your  fee will  be  figured  out  and colleded  by either  DHS  or your County.
@ Start  with  your  Adjusted  Gross  Income  from  last  year's federa) tax form. Do not include the income ofstepparents.

4 A Parental  Income  Deduction  based  On 70ur  famil} Sue iS subtracted from 7our adjusted grOSS income betorewe tigure  'yClur tea. If your  child  lives  with  you,  we  deduct  an extra $200.00 per month-
*  Family  size  means  parerits  and  dependents  under  age  21,  living  in or outstde of the home. The chiklrewMng  serviws  is also  induded.  Stepparents  go  not  wunted  in your family size but dependentstepchildren  are  munted.  '

* Parents  not  IMng  mth  ear  other  may  eadi  have  to  pay  a lee.  However, we subtract Court ordered childsupport  payments  paid  by a parent  for  a diild  who  gets  serviws.

@ Amtelrnbeeaairowin"th0ina XoeadrayyosurThfe:wimllabyemake'a"a"your-fe"eoguomu'ap.i report a gain or loss in income or loss of a family
0 Your  tie  may  go  up  by  another  5%. Ttb  happens  If you  mn get health Insurance €or your d"rnd through youremployer that COStS 70u  LEGS than 5% Of 70ur  adjuited gfO&i Ula)me 5ut }Ou haVe net taken it If C€)Iteffective.  MA  may  pay  your  dilld's  share  of the  premmm.

% You  an  ask  to have  your  fee  dianged  for  any  of the  follomng  reuons:Your  farnity  sate  diangas;  -
Your  inwme  goes  down  by  more  than  10%;
Your  past  cost  tor  sermes  are  at least  sO% less  tnan your  fee:ltwould  be a hardship  amrding  tO the  law  for  you  to pay the fee.

*  You must  give  us the  informatlon  we need  to figure  your  fee. Legalaction  can  be  taken  against  you  if you  do not  give  us the  Intormation.
* We will  figure  your  fee  after  we  get  your  intormation.  You  will  bemailed  a notice  of the  amount  and  mte  that

it is due. YOU  HAVE  A RIGHT  TO  APPEAL  THE  DECISION.

*  Legal  action  can  be taken  against  you  if you  do not  pay  your  fee.
@ YOUR  CHILD  WILL  STILL  GET  SEFIV!CES  EVEN  IF YOU  FAIL  OFtREFtJSE  TO PAY  YOUFI  FEE.

*  Intormation  we  get  from  you  will  be used  by the FleimbursementDivision  of DHS,  your  County  Social  Service  Agency,  and  otheragencies  allowed  to use  it by law.

@ It you have  questions  about  this  notice  or want  to ask  lor  a change  inyour  fee call  your  County  Social  Service  Agency,  the  ReimbursementDivision  at  (312/2%-6530,  the  DHS Medical  Assistance  Eligibility  Unitat 612/2%-8517,  or the Family  and  Children's  Services  Division  at61 2/2%-7635.

DHS.29T7 (643)
PZ.02977.OA

ffyoti  do noituid  tt, Hba%i  MV.
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Lux tuen  eeb  kav pub mlfu*l  Yog
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:. Using  your  last year's  Federal  Income  Tax  Form  1040.  line  31
or 1040A  line  16, cmcr  adjusted  gmss  mcome s

2.  Enter  the  Parental  Income  Deduction  for  your  family  size......--------  S
(See Parental  Income  Deduction  chart  below)

3. Subtract  line  2 from  line  1 s

4.  Multiply  the amount  in line  3 up to S50,000  by lO%* s

5.  Multipy  the  amount  in line  3

A.  Between  S50,000  and S60,000  by 11%*

B.  Between  560,000  and 575,000  by 14%*

s

s

C.  Ah'D  the remaining  amount  over  S75,000  by 15%" s

"Addanother5%ioihepercantageonlinas4and5  i[yotiangahaaJmcekoughyouremployer{oryow
child  who  reaivas  servicas  costs you }as  ffian 5% a  your  adjusial gmss incmie,  you have  lakm it.

6.  Add  lines  4, 5A,  5B and  5C

7. Divide  line  6 by 17

8. Enter  S!00  if  your  child  who  receiva  MA  liva  widi  you.
Ifyour  child  does  not  live  with  you  enter  $0

9.  Subtraa  line  8 fmm  line7

10.  Enter  the  monthly  amount  of  court-ordered  cMd  support  payments
you  make  for  your  child  who  gets MA.  Tf nnnp,  pnrpr  '!in S

11.  Subtract  Line 10 from  line  9

Your  Estimated
Monthly
Parental  Fee

Parental  Income  Deduction  Chart
The  Parental  Income  Deduction  for  your  family  EFFECTIVE  July  1,  1993  is:

Family  of  2 - $18,860

Family  of  3 - $23,780

Family  of  4 - S28,700

Family  of  5 - S33,620

Family  of  6 - $38,540

Famiiy  of  7 - $43,460

Family  of  g - $48,380

Plus $4,920  for  each  additional  family  member

!r  you  feel you arc vc:iicd  diffcrcmly  about ihc parental  rce because or  race, color,  national  origin,  poiitical  belicrs. mgital
status,  t'cligion,  S(:X,  agc or bccausc o(  physical,  mcmal  or emotional  disability,  you may f'i)e a complaim  with  either the
')cparurient  of Human Scrviccs.  (Tncc  of  Civil  Rigtas,  444 laraycue  Road, St. Paul, Minncsoia  55155-3833:  or Lhc
>Dartmem  Of HulTl:ln RightS. 500 Brcmcr  TOwcr.  7Th PlaCt: and MinneSOta Slrccl,  St. Paul. Minncsota  55105.
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