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PREFACE 

The general purpose of this study was to evaluate 
two community protective service systems in tenns of 
the mechanisms for the identification and the handling 
of child abuse and neglect cases and the effectiveness of 
ir.tervention. 

Data were collected in two sites. Site I, which has an 
emergency reporting system and a comprehensive 24· 
hour protective service program, is Nashville, Davidson 

County, Tennessee. In Site II, Savannah, Chatham 
County, GeQrgia, the protective service system is a more 
traditional one with no internal provision for 24·hour in. 
take within the public welfare system. 

This monograph reports the fmdinguelevant to the 
systems' structure and case handling processes. A subse· 
quent report will focus on the nature and effectiveness 
of intervention. 
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Chapter 1 

INTRODUCTION 

Background Statement 

Historically, children have been subordinate beings 
in most known societies with parents or other caretakers 
virtually possessing the absolute power of life and death 
over them. And all too often, throughout time, the exer
cise of adult powers over children has resulted in ex
treme maltreatment of children and even death.! In 
America up until 1874, few, if any, laws or societal 
mechanisms existed Which were designed to regulate care 
and protection of children. 

In fact, societies for the prevention of cruelty to an· 
imals -- 1822 in England and 1866 in America -- were or· 
ganized before those for the protection of children. The 
first action taken in the interest of child protection was 
initiated through the New York Society for the Preven
tion of Cruelty to Animals. The impetus for the action 
was the discovery, by a church worker, of a child who 
was being extremely maltreated by her step-mother and 
father. The church worker, fmding deaf ears from legal 
and authoritative sources to her pleas for help for the 
child, approached the S.P.C.A. with her concerns. The 
actions of the society resulted in the removal of the 
child and jail terms for her parents. Subsequent to the 
"Mary Ellen" case the New York State Legislature, in re
sponse to public opinions, passed laws protecting chil
dren's rights and authorized the creation of societies for 
the prevention of cruelty to children. In 1875, the first 
such organization anywhere, the New York SOciety for 
the Prevention of Cruelty to Children, was formed.2 

Concern for children gained impetus as similar orga
niz,ations in other communities followed the creation of 
the New York S.P.C.C. Additional support for the cause 
of children subsequently followed through the federal 
government. Child welfare programs were the earliest so
cial welfare service programs provided by the federal 
government. But even with the advent of private agen-

lFor an historical account of maltreatment to children see 
Lloyd De Mause, "Our Forebears Made Childhood a Nightmare," 
Psychology Today (April, 1975) pp. 85-88. Mary Van Stolk, The 

Battered Child in Canada (Toronto: McClelland and Stewart 
Ltd., 1972), Chapter 16. 

2See Emma O. Lundberg, Unto the Least of These (New 

York: Appleton-Century.crofts, Inc., 1947), pp. 102-105. 

des and the eventual creation. of the Children'S Bureau 
in 1912, the "collective" conscience of the American so
ciety was not actively raised to the level of concerted on· 
going intervention on behalf of children's welfare. Only 
within recent years has society defmed child abuse and 
neglect as a social problem. 

It was in the early 1960's that the public was shock· 
ed by publicized accounts of physical abuse to children. 
In response to the social situation, the Children's Bu
reau in 1963 published The Abused Child - Principles 
and Suggested Language for Legislation on Reporting of 
the Physically Abused Child as a basis on which states 
could model their reporting laws. 

By 1967 all of the states had passed child abuse leg
islation. Many states have since amended their laws and 
others have repealed them. While states vary with respect 
to the inclusion and prescriptions of elements itt their 
statutes, most states place the responsibility for case 
handling in the department ofpuhlic welfare.3 

How well the intended goals of the laws can be ef
fectuated depends, in part, on the nature and extent Vlf 

the problem and the system's mechanisms designed to 
deal with the problem. What are proteCV.Ne services? 
What are the mandates guiding the delivery of protective 
services? How well does delivery of services apprOximate 
the mandates? These issues will be addressed briefly in 
the following section. 

The Nature of Protective Services 

Protective service programs are designed to protect 
children who are at risk of or are actually the victims of 
physical abuse, neglect, sexual molestation, and other 
forms of maltreatment. The extent to which children 
are abused and neglected ~s not known; for despite the 
existence of reporting statutes, many cases are simply 
not reported even by mandated reporters. Yet, recent 
years have witnessed a phenomenal increase in reported 
cases of abuse and neglect. Approximately 9,000 cases 
of physical abuse were reported in 1967. Present annual 

3For a comparison of states' legislation see Vincent De 
Francis, Child Abuse Legislation ill tile 197(J's (Denver, Colora
do: Tlle American Humane Assnciatiofl, Children's Division, 0 
1970). 
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estimates range from lows of 25,000 to 500,000 to a 
high of between 2.5 and 4 million.4 Low estimates gen
erally represent physical abuse only. Estimates of neglect 
are usually 3 19 4 times higher than those for physical 
abuse, and se~<'ual incidence is estimated to be approxi
mately twil,~e as ill~. 

Whatever tl):d actual incidence may be, if cases are 
not reported, 1he system for protection and care will 
probably not he brought to bear. Reporting sets in mo
tion the states' machinery for protecting children and 
helping their families. Child protective services differ 
from the usual social services rendered in the follOwing 
ways: 

1. Child protective services are involuntary; they 
are initiated by public welfare agencies rather 
than ensuing from a relationship initiated by 
the client. The initial intervention in many 
communities is undertaken by law enforce
ment agencies. 

2. Pi'otective service agencies carry the right to 
use authority. Social agencies may invok~ the 
powers of the court for the child's protecilon. 

3. Protective service agencies carry a higher de
gree of responsibility than do voluntary ser
vice agencies. In rendering protective services 
the agency is, in effect, carrying out its obliga
tion to the community in guaranteeing the 
rights of children. 

As guidance for the delivery of protective services, 
the Children'S Bureau proposed that a state or local wel
fare agency be required to: 

4See the following sources for estimates by type of abuse. 

Saad Z. Nagi, "Child Abuse and Neglect Programs: A National 
Overview," Children Today (May-June, 1975) pp. 13-17. 
Stephan J. Cohen and Alan Sussman, "The Incidence of Child 

Abuse in the United States," ChUd Welfare Extended Issue Vol. 
LIV, No.6, (June, 1975) pp. 432-442. Richard J. Light, 
"Abused and Neglected Children in America: A Study of Alter
natives," Harvard Educational Review, Vol. 43, No.4 (Novem

ber, 1973) pp. 556-598. Vincent De Francis, "Protecting the 
Abused Child - A Coordinated Approach," A National Sympo
sium 011 Child Abuse (Dl'nver, Colorado: The American Humane 
Association, Children's Division, 1972) p. 8. 

2 

Investigate complaints of neglect, abuse, or abandon
ment of children and youth by parents .... or persons 
serving in loco parentis; and on the basis of the find
ings of such investigation, offer social sen1tes to 
such parents .... or persons serving in loco parentis in 
relation to the problem, or bring the situation to the 
attention of law enforcement agency, an appropriate 
court, or another community agency. 5 

The intent of the above mandate has been included 
in the "Child Abuse Prevention and Treatment Act": 

.... [P} rovide that upon receipt of a report of known 
or suspected instances of child abuse or neglect an 
investigation should be initiatr.d promptly to sub- . 

stantiate the accuracy of the report and, upon a 
finding of abuse or neglect, immediate steps shall be 

taken to protect the health and welfare of the 
abused or neglected child, as well as that of any 
other child under the same care who may be in dan
ger of abuse or neglect.6 

The plOposed regulations for the Act suggest multi
disciplined/multi-service resourced channels to deal with 
the problems of child abuse and neglect '" .... in order to 
protect the child and help strengthen the family, help 
the parents in their child rearing responsibilities, and if 
necessary, remove the child from a dangerous situa
tion."7 

The above passages indicate that a prompt investiga
tion of the complaint is the initial requirement in the se
quence of protective services. This need is especially cru
cial since one of the apparent criteria for a determina
tion of the existence of abuse is that of visible effects. 

Su.S. Department of Health, Education, and Welfare, Wel
fare Administration, Children's Bureau: Propo.<:ais for Drafting 
PrinCiples and Suggested LangUage for Legislation on Public 
Child Welfare and Youth Services, 1957 (Multilithed). 

6public Law 93-247, 93rd Congress, 5.1191 (January 31, 

1974). 

7Department of Health, Education, and Welfare, Office of 
Child Development. Proposed Rules for the Child Abuse Preven

tion and Treatment Program, Federal Register, Vol. 39, No. 168 
(August 28, 1974), section 1340.3-3(3)(ii). 
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Far too often, however, the time which elapses be
tween time of incident, time of report, and time of offi
cial investigation is sufficiently long enough to allow the 
visible qualities of physical abuse and some neglectful 
conditions to disappear. 8 

Beyond the matter of time and observable injuries 
and/or neglectful conditions is the question of the inves
tigation itself. What criteria should be used to determine 
whether or not abuse has been perpetrated or neglect ex
ists? Should the focus of the investigation be on the 
child's condition? On parents, especially mother's psy
chological state? Parents' interactional patterns? Socio
economic factors and immediate family circumstances? 
All of the above and/or some combination of the above 
in conjunction with other factors? We cannot attest to 
the commonality of the practice nationwide, but we 
found that investigators of reported child abuse cases in 
Region IV did not use any form of objective guide; tlle 
focus depended on the investigators' personal orienta
tion. Objective gUides would appear to be a vital, though 
neglected, aspect of the total investigative process in 
handling child abuse and neglect cases.9 For, indetid, it 
seems logical to assume that the decisions on the appro
priateness of services to the child and its family should 
rest on an adequate assessment of tlle tatal situation. 
Services offered should reflect an understanding of exist
ing family problems and living conditions, the recog
nized precipitating factors(s), as well as tlle nature and 
extent of the abuse or neglect. 

Protective service unit~ have a wide range of protec
tive services, as well as coutt ordered protective supervi
sion, from which to draw in working with abused chil
dren and their families. In the main, two basic groups of 
services are normally available: (1) services to children 
requiring placement outside the home, and (2) services 

BIt was revealed in a Regional Study of Child Abuse that, 

in the cases for which time between the reported incident and 

official assistance was known, in 39.6% of such cases at least 

three days lapsed. Johnson, Child Abuse in the Southeast: Anal

ysis of 1172 Cases. Research Monograph, Regional Itlstitute of 

Social Welfare Research, Univers,ty of Georgia, 1974, p. 153. 

9Bell and Mlyniec present a suggested gui~~ for the identi

fication of child abuse and negle~t. See, Cynthia Y!ell and Walir.ce 

J. Mlyniec, "Preparing for a Neglect Proceeding: A ~uide for 

the Social Worker." Public Welfare (Fall, 1974), pp. 26·37 • 

/' 
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to children in their own home. What appears to be la*:' 
ing, however, are criteria for making judgments conce{n
ing the appropriateness of given services and at what 
point.10 Another service delivery problem involves deci
sions pivoted around referral;;. When should referrals be 
made and to what conununity resources? 

The confusion in the offering of s~IVices was noted 
by Terr and Watson. They studied 10 battered children 
and their families who received an assortment of medi
cal, legal, and social work handling over a period of two 
years. They found that as a result of confusion, dt)lays, 
poorly coordinated efforts, and failures by agencies and 
individUals to assume responsibility for appropriate ac
tion, serious emotional stresses were produced in the 
children who were alrl}ady traumatized youngsters.i1 

A pilot study undertaken at a Los Angeles Chil
dren's Hospital sho\"ed that traditional approaches to 
child protective services have been a failure to bolli chil
dren and their parents. It was found thatfQur out of 
every five children were placed in foster homes and re
mained for long periods of time. It was felt that the fos
ter home· system affected children negatively and insuf
ficient efforts were made to change parents during the 
cMdren's placement} 2 

Indeed, there are many problems involved in the de
livery of social services in general and protective services 
in particular, especially in relation to legal issues, deci
sions on treatment modalities, and modes of interven
tion {)n behalf of children, e.g., placement. While the de-

lORobert M. Mulford, "The Role and Function of Protec· 

tive Services." A National Symposium on Child Abuse (Denver, 

Coloraao: The American Humane Association, Children's Divi· 

sion,1972), pp. 42-49. 

llLenore C. Terr and Andrew S. Watson, "The Battered 

Child Rehabilitated: 10 Cases of MediCal-Legal Confusion." 

American Journal of Psychiatry, Vol. 124, No. 10 (1968), 

pp. 1432-1439. 

12The Hospital has been funded to conduct a 4 and * year 

study to demonstrate the ineffectiveness of present protective 

service system, includ!ng "ourt intervention, and to propose al

ternative approaches. "Califorrtla Child Abuse Study I~dicates 
Insufficient Effort -to Challge the Parents," New York TIme!; 

(January 3, 1974). 



livery of services cannot be problem free, the criticisms 
concerning quality and effectiveness of services continue 
to mount. 

Charges Against Social Service Delivery 

Criticisms of the ineffectiveness of social work in 
general and}, social programs in particular 5i.1ive plilced 
public we~1are services and programs on the firing line 
from mm~ fronts. While social work as a profession and 
public welfare programs have a young history in Ameri
ca, social work activities are expected and have been pre
sented by service providers as Hall things to all men." In
deed, social work has set for itself a most difficult task, 
that of rendering services designed to influence the social 
functioning of man and thus bring about change. In this 
major task, cdtbs warn that positive effects have been 
negligible; the public dollar could be better spent. 

It appears that present welfare programs and the de
livery of services under the programs are being attacked 
by virtually ~very~lne. Recipients of :public welfare ser
vices, themselves, are a major critical force which is in
creasingly evident' Ii the growth and activities of welfare 
righis groups. Tax payers are appalled at the federal, 
state, and local monies which they feel are being poured 
into activities and programs having little or no impact on 
the conditions of the people they are designed to help. 
And professionals working in and around welfare pro
grams at the levels of direct service, policy making, and 
research are themselves becoming critical of some pro
grams and their management. 

One may be mo&~ aware of criticisms against social 
welfare programs when one recalls the operations and 
outcomes of progran13 initiated under the Economic Op
portunity Act which is identified with America's com
mitment to its poor. The legislation was heralded as a 
"total Wilr on poverty>! with the dual aim of eliminating 
poverty and restructuring society by giving the poor a 
chance to participate in the designing and administering 
of antipoverty programs. 

While more people received more services than ever 
before, the reality of the matter is that neIther goal was 
realized. Beyond such charges as lack (If funds, top 
heavy administration, and failure to plan effectively, a 
Significant charge against t}J;J programs was thr, lack of 
coordination and unclear roles between governmental 

4 

levels.13 

Realizing the complexity of a service delivery sys
tem, Rosenberg and Brody suggest that coordination and 
integration ate necessary to bring programs " .... into a 
manageable and coherent social service system that is re
sponsive to consumer needs."14 

There are many negative consequences of fragment
ed services to the consumers and to the agencies and/or 
other components responsible for service delivery. 1 5 It 
cannot be overemphasized, that if the recipients of a sys
tem's services are !H)t receiving services appropriate to 
their needs, then the system fails in its avowed mission. 
Beyond this failure caused, in part, by fragmented ser
vices, agencies, for the same reason, fail themselves. Un
coordinated or fragmented systems do not readily lend 
themselves to documentation of services rendered and 
the impact of those services. On these two conditions 
rests an agency's basis for seeking additional needed 
funds. 

Indeed, accountability and evaluation are increasing
ly current pressing concerns. The tone of these concerns 
in relation to children was noted in a speech by Senator 
Mondale in which he made the following observations: 

During Senate hearings and investigations on large
scale social problems of hunger, education, health, 
poverty, and migratory labor, several points have be

come clear. First, as difficult as these problems are 
for all of the people they affect, they almost always 
hit children the hardest .... A second, almost equally 
disturbing realization is that while we have made 
significant new investments in education, health 
care, and nutrition programs for poor children, our 

13Sar A. Levitan, The Great Society's Poor Law: A New 
Approach to Poverty (Baltimore; The John Hopkins Press, 
1969). 

14Marvin Rosenberg and Ralph Brody, Systems Serving 
People: A Breakthrough in Service Delivery (Cleveland, Ohio: 
Case Western Reserve University, School of Applied Social 
Sciences, 1974), p. 1. 

15 For a discussion of consequences. of fragmented service!!, 
see Marvin Rosenberg and Ralph Bl~)1l.y, pp. 1-3. 
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ability to evaluate them has often been d~;'-<lppoint
ing. Our studies have tended to concentrate on the 
"cold" facts of input variables, like amounts of mon
ey spent on schools or numbers of child care slots a
vailable, and too often have been unable to measure 
the "hot" facts or output variables like how, or to 
What degree, or with what performance children are 
a.ctually benefiting from programs designed to help 
them. We are making progress, but we still do not 
know enough about how fed.eral and state programs 
f'ci~ ~11'> dlsad"antaged are assisting children to be 
healthier and better motivated, or to learn to read, 
spell, and do basic math. 1 6 

An empirical study which serves as an indictment 
against the delivery of social services by public welfare 
agencies, Social Services: Do They Help Welfare Recipi
ents Achieve Self Support or Reduced Dependency?, by 
the General Accounting Office, addressed J;;ie following 
questions: 

1. Do de\'elopmental social services increase the 
likelihood that recipients will become self-sup
porting an.:lleave the rolls? 

2. Do developmental social services reduce de
pendency by increasing the amount of earned 
income while on assistance? 

3. Do agencies have the capacity to direct ser
vices to families most likely to reduce depen-

16"A Statement by Senator Walter F. Mondale," Harvard 
Education Review, Vol. 43, No.4 (November, 1973) p. 483. 

5 

dency or leave the rolls? 

The researchers found no evidence of service im
pact, i.e., service:~ were viewed as unproductive. One m~
jor suggestion of the study was that improvements in 
management of services are not only e.'l:.ential, but possi
ble.17 

While the study's methodology, conclu&iotls" and, . 
recommendations have been criticized~ there is little . 
doubt that the fmdings will influence Congress and the 
future of welfare programs.1 8 

If public social service systems can be criticized for 
ineffective delivery of services, tllere can be little doubt 
that the systems designed fot the protectiorr'of children 
(primarily involuntary in nature and ladened with ambig
uous legal implications for children, their parents, and 
agencies) will eventually receive their share of criticism. 
It would appear that one means of anticipating frontal 
attacks would be to evaluate where communities are 
with respect to the problem, mechanisms fOI: handling 
the problem, and an evaluation of the effectiveness with 
which problems are dealt. 

17U.S., Comptroller General, Social Services: Do They 
Help Welfare Recipients Achieve Sell-Support or Reduced De· 
pendency? (Washington, D.C.: Generru Accounting Office, 
June 27,1973). 

,j 

18For a critical analysis of the research, see Michae1 Wise. 0 

man and Gerald Silverman, "EvallJating Social Services: Did 
the General Accounting Office Help?", Social Service Revielll, 
Vol. 49, No. :3 (September, 1975) pp. 315-326. 
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Chapter 2 

CONCEPTUAL FRAMEWORK 

Considering the various facets of child abuse and 
neglect and the various agencies which may become in
volved from the point of detection through the resolu
tion of the problem, a knowledge of a community's 
mechanisms for handling such cases from a system's per
spective appears to be essential. More specifically, the 
nature and extent of cases identified and reported and 
by what agencies, the available resources which can be 
brought to bear, the status and knowledge of iatra and 
interagency coordination and cooperation, the existence 
and nature of problems encountered by each of the 
agencies bBcause of the ways other agencies handle abuse 
and neglect cases, and the nature and outcome of ser
vices rendered, all constitute important indicators of a 
system's performance. 

The use of the systems model is an appropriate 
framework fot examining a community's approach to 
the delivery of protective services. While there are varied 
usages of the "system" concept, e.g., computer system, 
telephone system, social system, etc., the terms "systems 
concept" and "systems approach" are ways of viewing 
any organization of physical or human components. As 
such, the systems model can be viewed as an analytical 
tool for investigating the functioning of interrelated 
parts wInch are crucial to the phenomeuon being stu
died. 

Systems analysis aims at discovering how a total sys
tem functions by virtue of the interdependence of its 
parts. It provides a direction for viewing phenomena: as 
such, it can provide a schema for bringing order out of 
chaos and specifying previously unidentified relation
ships. Moreover, it suggests ways of making new observa
tions over a wide range of phenomena 1-'1 order to extenC: 
the understanding of basic underlying principles. 

Def'mifion and Nature of Systems 

A system is composed of a series of interrelated 
parts whose activities are coordinated according to a set 
of predefined rmes and procedures. At the same time, an 
identified system includes subsystems and is part of a 
suprasystem. Any analysis must, therefore, both derme 
the particular system under study, and recognize that 
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the system is simply a part of a whole complex of sub
systems, systems, and suprasystems. 

Considering this aspect of systems, it isn't always an 
easy task to clearly delineate the parameters for study, 
i.e., system's boundaries. Matthews indicates that: 

The systems view can be expanded to the examina

tion of any operation to im:lude all otller operations 

which influence the behavior of the operation under 

study. As all operations have some impact on other 

operations, which have impact on other operations, 

and so on, this view could cause the examination of 

any operation to include the entire universe. Obvi

ously this is impractical. From a practical point of 

view, what the system concept does imply is consid

eration of the organization in as broad a context as 

possible. The optimization of an individual operation 

or depar(If~ent will not necessarily optimize the total 

organization. There are, however, points where the 

potential impact of the interaction will diminish be

low the threshold values of the impact of additional 

investigation. These tradeoff considerations will de

rme practical boundaries for the system. When theS!: 

system boundaries have been established, the system 

concept requires that the chain effects of the rela

tionships within these boundaries be considered. l 

We can view the system, then, in a dynamic sense as 
a network of channels within specified or predetermined 
boundaries through which products, services, resources, 
and information flow within the system and between t4e 
system and its environment. 

The system concept involves both an internal and 
external environment. The interaction of the systems 
components control and alter the internal environment. 
The external environment, which is not a part of and is, 
therefore, beyond the direct control of the system, con
sists of forces which act on and influence the system's 

1 Don Q. Matthews, The Design of the Management Infor
mation System (New York: Auerbach Publishers, 1971) ?P, 16· 

17. 
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functioning. 

Major Elements in Analysis of Service Systems 

The analysis of a system involves examining input, 
operations or conversion processes, Le., the coordinated 
action 'and activities of the various parts which control 
and are controlled by the internal environment, and sys
tem output. 

Inputs are generally viewed as resources and client 
inpu~. Resource input, i.e., staff, funds, and available ser
vices are active inputs which are used by the system to 
process clients. Client inputs are used by the system or 
acted upon in order for the system to realize its major 
service goals. 

Input also includes feedback or information flow. 
Feedback can be defmed as " .... a signal from the operat
ing system about its functioning and relationship with its 
environment."z Such input, if used, allows the system to 
determine and correct malfunctions in its own opera
tions and to seek needed changes in the environment. 

There is a great value in input infom1ation. Such in
formation helps in the monitoring of the characteristics 
of successive groups entering the system and the deter
mining of changes which might require adjustments in 
the service delivery process. Moreover, this kind of in
formation helps administrators set realistic goals for the 
system. 

Given inputs, i.e., resources, clientele, as well as re
strictions, e.g., in the fonn oflimitations of public opin
ion, morale, attitudes, and administrative constraints, a 
social service system can be viewed as a process which 
transforms input elements into (hopefully) desirable pro
ducts. Systems operations or the conversion process re
fers to the total process of assessing and serving clients; 
this includes negotiations with internal and external en
vironments toward the end of goal realization. 

This kind of descriptive information, when compar
ed to other systems, would permit the administrator to 
view his particular set of operations in the context of 
other systems with similar objectives. Gaps in the system 
can be identified where certain recommendations for in-

ZRosenberg and Brody, p. 13. 
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novatlve practices can be tried out. 

System outputs refer to activities of and services 
rendered by the system. Outputs are distinguishable 
from outcomes which refer to the impact of the services 
on the processed clients who have passed through the 
system, i.e., as they relate to previously specified objec
tives -. reflect changes in the problem or need status. 
While output information allows a system to view and 
assess its activities in terms of its objectives, it is out· 
come information which allows the system to evaluate 
the effectiveness of the activities and services. 

The relationship of the elements in a social systems 
analysis is described by Rosenberg and Brody who indio 
cate that a " .... system takes in inputs across this bounda
ry (input process), engages in a conversion process by 
transforming these inputs !i..i.ld then exports the products 
of the system as outputs across the boundary ."3 

Integrating Statement 

In the remaining of this report, attempts have been 
made to gain insight into the protective service delivery 
system in two communities. The prin1ary goal has been 
to determine and describe the internal functioning of the 
protective service units and their relationship to the par
ent agency, Le., the public welfare agency. Beyond these 
considerations, we have attempted to deterntine the rela· 
tionship between the protective service system and the 
external environment, i.e., major collateral systems, to 
gain insight into the community network for handling 
child abuse and neglect cases. 

While the larger study provides data germane to the 
major elements of the systems model, Le., input· opera· 
tions-output, this report deals with the system's opera
tions only. One important factor demanded our taking 
this approach. Beyond the fact that input and output 
data are presently being analyzed, we fdt the need to de
vote considerable attention to the structuring and opera· 
tions of two distinctly different systems. Guides are 
sorely needed for developing protective service delivery 
systems. Thus, a close scrutiny 0f the functioning of 
these systems and a discussion of the insights gained 
might well serve as some of the guides needed. A subse
quent report will integrate fmdings and insights ineor· 

3 Ibid, p. 12. 
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porated in this report with input and output data. 

A fmal point must be made. While the systems 
model has served as the conceptual framework for the 
total study, we have consciously tried not to become 
bogged down in a play of strict technical jargon. Rather, 

9 

Our approach has been simply to utilize the tool as a 
framework for data collection and analysis and a com
prehensible format for presenting the reswts. We pro
prose not to add nor detract from the development of 
systems analysis as a methodological procedure. 
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Chapter 3 

METHODOLOGY OF THE STUDY 

Background of the ResearCh Project 

This project, which was officially launched in the 
fall of 1973 with data collection beginning in the spring 
of 1974, was aimed at exploring certain issues relevant 
to the mechanisms for and the effectiveness of social in
tervention in child abuse and neglect cases. This is a cru
cial issue in view of present social awareness of and con
cern about the nature, incidence and causation(s) of 
abuse and neglect, and the services delivered in such 
identified situations. 

The project emanated from some of the concerns 
emerging out of our Regional study of child abuse and 
neglect, the results of which have been analyzed, report
ed, and distributed nationally in two research mono
graphs. 1 

General Objectives 

The following objectives guided the research pro-
cess: 

1. To determine, at the local level, the organiza
tion and structure of protective service deliv
ery systems. 

2. To determine and assess the nature and con
tent of services delivered. 

3. To determine the effectiveness of the protec' 
tive service delivery systems. 

4. To develop models for training and service de· 
livery systems based on the fmdings. 

Research Design - Evaluation Research Utilizing 
the Exploratory Descriptive Design 

Evaluation research involves the collection of infor-

l C1al'a L Johnson, Cl1l1d Abuse: State Legislation and Pro
grams in the Southeast. (August, 1973) anu Child Abuse in the 
Southeast: Analysis of 1172 Cases. (Fall, 1974). Research 

Monographs, Regional Institute of Social Welfare Research, Uni

versity of Georgia . 
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mation for the purpose of assessing the outcome or im. 
pact of·a program or a system's functioning. While there 
are many possible uses of evaluation information, one of 
the fundamental purposes of evaluatioll is to prod,uce in. 
formation, i.e' j feedback, which can be utllizedin deci
sion making. The need for evaluation as a decision mak· 
ing tool rests on two fundamental conditions, i.e., some 
recognized objectives or set of objectives and alternative 
means for realizing the objectives. 

Ideally, an evaluation study involves the collection 
and analysis of data regarding the major elements of a 
system, i.e., inputs, operations, and outputs. Given con
straints imposed by limited manpower, the nature of the 
system, time and amount of funds available for research 
efforts, the ideal in evaluation research isn't always ob· 
tained. 

According to Astin and Panos, there are five evalua· 
tion methods: 1) deSCription of operations which is the 
least complex and perhaps the most widely used; 2) mea
surement of outputs; 3) measurement of operations and 
outputs; 4) measurement of inputs and outputs; and 
5) an analysis of input, operations, and output data. Un
doubtedly. decisions based on the latter method would 
have more empirical support than those ensuing from 
fmdings in the other methods.2 

This study has not been evaluative in the sense of at
tempting to determine causal relationships Qfetween the 
system components within each system studied; rather, 
one system is being compared to the other with respect 
to the components. According to Astin and Panos, this 
deSign, i.e., comparing two systems on one component is 
a legitimate undertaking. However, by focusing upon all 
the components within each system, it is possible to 
form hypotheses regarding relationships betweert compo
nents and differences, if any, observed betweertthe sys· 
tems with respect to system impact. A wholly general· 
izable design would involve randomization of cases in 
each system in order to account for the effect of vari· 

2 Alexander W. Astin and Robert J. Panos, "The Evaluation 

of Educational Programs," Educational Measurement 2nd edi· 

tion, edited by Robert L. Thorndike (Washington, D.C.: Amen

tail Council on Education, 1971), pp. 733-751. 
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abIes not considered as part of the study. 

The explanatory·descriptive design has been selected 
due to the nature of the research, Le., identification of 
the issues and constraints affecting service to consumers. 
The major emphasis in the exploratory study is on the 
discovery of ideas and insights. This means, therefore, 
that the research design must be flexible enough to allow 
for the consideration of various aspects of the phenome· 
non under study. Descriptive information does not in· 
volve any explicit statements of causal relationships. The 
description may be entirely qualitative or it may also in· 
volve quantitative features. 

Evalwtion Criteria 

As previously indicated, the general purpose of this 
study has been to evaluate two protective service sys· 
terns in terms of the mechanisms for the identification 
and the handling of child abuse and neglect cases and the 
effectiveness of intervention. 

With respect to this goal, we have conceptualized 
criteria presumed to be basic both to the realization of a 
protective service system's functions or activities and to 
a determination of the effectiveness of services rendered 
by the system.3 Outlined below are the major activities, 
evaluation criteria, and factors considered to be contnb
utory toward the way the systems functioned. The 
above elements are basic to the present report and will 
be considered in the comparison of the two systems' op· 
erations in Chapter 6. Secondly, criteria which will be 
utilized to evaluate the effectiveness of intervention 
which will be a major thrust of a forthcoming report, 
have been included. 

Evaluation of Systems Operations 

Functions/Activities. A system's functions or activi· 
ties are, in effect, the components through which the 
system operates. The major functions of a protective ser· 
Vice system, as we view them are: 

3 Admittedly, ~conomic considerations are germalle to ad· 

nlinistrative decisions regarding program operations; however, ec· 

onomic criteria have not been utilized in this eValuation primari· 
ly due to limited time, funds, and manpower and a lack of con· 
ceptu/ill clarity for cost-efficiency analyses of social services sys
terns. 
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1. C'oordination and Cooperation with the Envir
onment. The protection of children is a com
munity affair, one in which many systems 
may and must become involved if the protec
tive service program is to be a success. View
ing the protection of children in this manner, 
it logically becomes an ~xpected function of 
the system, mandated to protect abused and 
neglected children, to initiate and/or maintain 
a well coordinated and cooperative relation
ship with its environment. 

2. Intake. Entrance into the protective service 
system occurs through intake. The intake 
functjon involves the screening of cases to de· 
termine the nature of the action to be taken. 

3. Screening. While screening can and is general· 
ly considered an aspect of the intake process, 
we have chosen to treat screening as a separate 
function or activity, as each system handled 
the process in distinctly different ways. 

4. Investigation. The investigation, through 
which the validity of complaints is deter
mined, has probably always been a major ac
tivity of protective service systems. However, 
in view of the mandate in Public Law 93-247, 
reqUiring that the State provides for an inves
tigation of every reported known or suspected 
instance of abuse or neglect, we can assume 
that the investigatory function will become in
creasingly more important as a protective ser
vice system activity. 

5. Case Assignment. Case assignment as a func· 
tion may be related both to investigation and 
to case handling. In relation to the investiga
tory function, the assignment of cases appears 
to be based on assumptions regarding the na
ture of the incident and the severity of the in
juries or the neglectful conditions. The assign
ment of cases for "management" purposes 
seem:> to be based on the above assumptions 
as well as structura1/lnd organizational aspects 
of the system. 

6. Case Handling. Responsibility for planning 
and coordination, referrals and/or court peti
tions, and on-going delivery of services to chil-

..... --------------------'!\'-------------~ 

• 

• 

• 

• 

• 

• 

• 

• 
I 
1 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

dren and their families, i.e., follow-up, arc ele
ments of the case handling function. 

7. Record Keeping. Record keeping is the pro
cess of maintaining data which can be utilized 
for the general purposes of accountability, 
showing effectiveness of services, and for in
ternal decision-making functions. 

Evaluation Criteria. The following set of criteria has 
been used in evaluating how the systems operated in 
terms of the functions. This list of criteria is in no way 
considered inclusive, nor does every criterion relate to 
the evaluation of every activity. 

1. Expediency as a Criterion. This criterion re
fers to the immediacy with which the man
dated protective service system responds tc re
ports of abuse or neglect. The measure of ex
pediency was determined by a consideration 
of the time which expired between the time 
the report was received and the time of offi
cial action, i.e., investigation. The data for 
these calculations were obtained from case re
cords. Beyond this, a determination of expedi. 
ency was based on the existence of intra and 
interagency linkages and coordinatio·jl in the 
response process. 

2. Compliance as a Criterion. There are two as
pects of this criterion. First, incidence cover
age is defmed as the extent to which cases 
identified by collateral systems are reported 
to the mandated protective service system. Se
condly, investigatory coverage refers to the 
extent to which the recipient of reports inves
tigates relevant cases. To determine incidence 
coverage, we considered the question of who 
may and who does report to the mandated 
protective service system. Similarly, respon
dents in the collateral S}.Aems were asked if, 
when, to whom, and under what circum
stances they reported identified cases of abuse 
anu neglect. To determine investigatory cov
,n:",~, e:e responses to the question, "are all 
.:i'~~S Lvestigated?", were considered. Thtl 
qUe£tion was asked in relation to neglect and 
abuse complaints. 

3. Efficiency as a Criterion; Efficiency, general
ly meaning productivity of action with mini
m"n wa<.~", was based on the extent of coor· 
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dinated and cooperative efforts in internal op~ 
erations and in relation to the parent ag~ncy 
and to the external environment. To deter
mine the nature of such relationships, inter
viewees in the protective service sYIlt{;m and in 
the collateral systems were asked to describe 
procedures of operating from the point of 
identification. Further, the respondents were 
asked if the outlirted procedures were uni
form/routine. In addition, a comparison of 
system's personnel perfonning functions was 
considered. 

4. Operational Definition of Abuse and Neglect 
as a Criterion. An operatiunal definition of 
what constitutes abuse or neglect was consid
ered to exist if the following conditions were 
present: 1) written policy describing condi
tions and priorities set for responding to re
ports, and 2) case handling predicated on (t 

distinction between emergency intervention 
and long-tem2 servi,ces. Beyond this, gross in
consistencies among respondents to the ques
tion, "If cases are confmned as a result of in
vestigation, what actions are then taken by 
your agency?", suggested a lack of defmition
al clarity. Interviewees were asked to consider 
a list of abusive and neglectful situations hav
ing serious and non-serious consequences for 
children. 

Contributory Factors. The following factors have 
been viewed as variables which may explain, in part, the 
way the systems operated in relation to the functions: 

1. Case handling by the external en1P..ronment. 

2. System structure (including linkage to the 
parent agency). 

3. Organizational behaviors (including operations 
in relation to the external environment). 

4. Constraints (including lack of knowledge and 
training, lack of coordination anci coopera
tion, legal constraints, and limited funds and 
manpower). 

Evaluation of Effectiveness 

In order to evaluate a system's intervention, i.&., ser
vices rendered, a set of criteria has been conceptualized 



which will allow inferences to be made about effective
ness. These criteria are: 

1. Recidivism as a Criterion. The extent to 
which children do not return to the system as 
measured by the absence of subsequent re
ports is considered an indication of the effec
tiveness of intervention. We acknowledge the 
fact that the inability to control for such rele
vant variables as family mobility, failures in 
the reporting system, and the occurrence of 
injuries not detected by potential reporters, 
lessens the validity of recidivism as a criterion. 

\~. Severity of Subsequent Injuries as a Criterion. 
This criterion is predicated on the belief that 
if services are effective, subsequent reported 
incidents will involve injuries less serious in 
nature than prior incidents. 

3. Length of Time Between Reported Incidents 
as a Criterion. Longer periods of time be
tween incidents is considered a measure of ef
fectiveness. Here, too, the factors associated 
with recidivism as a criterion warrant that in
ferences be made with caution. 

4. Rehabilitation of Perpetrator as a Criterion. 
To the extent that reported incidents do not 
involve the same perpytrator(s), we infer that 
services were effective. 

5. Disposition of Agency as a Criterion. In uti
lizing agency disposition as a criterion, the as
sumption is made that subsequent dispositions 
will either remain the same or be less severe, 
e.g., services in the home over against removal, 
than earlier dispositions. 

The limitations of the above variables as measures of 
effectiveness are both realized and acknowledged. It is 
understood that the best measures of effectiveness 
would be those which indicate some direct impact on 
the lives of the children and their families, e.g., growth 
and development factors, family rehabilitation, etc., over 
time (longitudinal design). A less accepted', though per
haps more direct than the present study design, would 
involve post·measures of subjects who have been abused 
or identified as abusers. For the scope of this study, 
neither avenue was open. Thus, while the present study 
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(Level II data) has the advantage of a time-series look at 
case data in terms of reported incidents, a major weak
ness with respect to the evaluation of effectiveness has 
been the lack of measures of personal growth and devel
opment. 

Protective Service Delivery Systems Studied 

Data for this study were collected in two sites -
Nashville, Davidson County, Tennessee and Savannah, 
Chatham County, Georgia. In Site I, Nashville, David
son County, Tennessee, an emergency 24-hour report· 
ing system with a unique protective service program 
(CES·Comprehensive Emergency Services) has been in 
effect since 1971.4 As a basis for planning for the pro
gram which was funded as a demonstration project by 
the Office of Child Development, H.E.W., the Urban In
stitute of Washington, D.C. conducted a study of neglect 
and dependent children in Metropolitan Nashville L"l 
1970-1971. In Site II, Savannah, Chatham County, 
Georgia, the protective service system is a more tradi
tional one with no internal provision for 24-hour emer
gency reporting within the public welfare sy;?l~m. 

Data Sources and Research Procedures 

This research project was conceptualized in two lev
els. The primary goal of Level I was the delineation of 
the systems' mechanisms for the identification and the 
handling of child abuse and neglect cases, i.e., program 
structure and organization. The major goal of Level II 
was to determine the nature and effectiveness of the sys
tems' intervention. 

Level I data wbich served as the data source for the 
analysis of system's operations or process issues were ob
tained from several sources in each site. In Nashville, 
these kinds of data were obtained from interviews with 
CES personnel, direct on-site observation, and two major 
repurts: 1) one representing fmdings from an evaluation 
study of protective services in Nashville,S and 2) an in-

qComprehensive Emergency Service will be referred to as 

CES in the remainder of this report. 

SMarvin R. Burt and Louis H. Blair, Options for Improving 

the Care of Neglected and Dependent Children, Nashville·David· 

son County, Tennessee. (Washington, D.C.: The Urban Insti
tute, 1971). 
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house survey of medical facilities.6 

In Savannah interviews with instruments of a struc
tured and semi-structured format were conducted with 
administrative and service workers in the protective ser
vice unit of DHR,7 with similar level personnel in the 
police department, in four hospitals and the public 
health department, and court workers. Additionally, on
site observations of the system's operations were utiliz
ed. Thus, the data for the operations or process compo
nent of the two systems are not from entirely compar
able sources. Obviously, having embarked on a research 
effort of a project fer which evaluative research had 
been conducted as in the case of Nashville's CES project 
and a system on which similar research had not been car
ried out, we could not utilize the same type of proce
dures as if we had conducted our research activities in 
two sites with similar programs and at similar stages of 
program development. Actually, one of the values in the 
study, we feel, is in the comparisons we will be able to 
make in this and subsequent reports of two very dissimi
lar systems for the delivery of protective services to 
abused and neglected childlen. Beyond this ,we do not 
feel that the efficacy of the fmdings is violated by this 
approach for two major reasons: 1) the exploratory de
sign allows flexibility in the data collection process, and 
2) the systems' flow charts, constructed as a result of the 
data collected end the on-site observations, were review
ed for accuracy by project personnel with system's re
presentatives in each site. 

Level II data, which will serve as the data base for 
issues relevant to systems input, output, and outcome, 
were obtained in each site through structured interviews 
with protective service staff and a structured question
naire to which case data were transferred from agency 
records. These data are presently being computer pro
cessed. 

Focus of this Report 

This report summarizes the operations, i.e., process 

6 SlInJey of Twelve Hospitals, Nashville·Davidson,C:ounty, 
TennesSee. Report prepaIed by DOfina J. Drinnon, Region V, 
Tennessee Department of Public Health (October, 1.973). The 
survey was conducted in October-November, 1972. 

7DHR refers to thr-) Department of Human Resources which 
is Georgia's department of public welfare services. Throughout 
the remainder of this report we will refer to tlle Department of 
DHR. 
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component of each county's protective service deliveIY 
system. We have concerned ourselves with such issues as 
entrance into the system, which involves an analysis of 
the relationship between major collateral systems and 
the protective service system, and mechanisms for handl
ing children within the system. Comparative analyses are 
made and recommendations offered. 

A subsequent report will be an attempt to bring all 
the system's components, lqput·process-output, together 
in a holistic picture. While such an initial effort would be 
deSirable, we felt that there is much to be learned from a 
comparative analysis of the systems' operations, the suc
cesses, the frustrations, and the failures. Further, we felt 
it unjust to delay these fmdings until the monumental 
task of analyzing Level II data has been completed. 

Major Considerations 

The delivery of protective services is viewed as a 
process involving an identified system; namely, the pro
tective service unit of the public welfare department, 
having both an internal and external environment. An as
sessment of collateral systems, i.e., a vital part of the ex
ternal environment, is necessary to gain an understand
ing of how the "service delivery system" takes in inputs 
across boundmies, what the constraints are, etc. 

A second consideration must be strongly empha
sized. We are herein stating clearly and explicitly that 
our research effort in Na!;hville, Davidson County, Ten
nessee has not been an evaluation of CBS as a conceptual 
framework for the delivery of protective services.s In 
terms of the objectives guiding CES as a demonstration 
proj(!ct, evaluation studies by Marvin Butt and Ralph 
Balyeat have indicated program success.9 The present 
study has been an attempt to analyze the operating CES 
program from a broader context of protective service de
livery in Nashville from the perspective of the systems 
model. The CBS system is being compared to the formal 
system of protective service delivery in Savannah, Chat
ham County) Georgia. 11tUS, the objectives guiding this 

8When the grant funds for CES as a demonstration project 
~nded, a national grant 'was obtained for the purpose of dissemi
nation of information on the CES system aM Ute development 
of training packages for communities desiring to set up similar 
programs. 

9Ma..-vin R. Burt and Ralph Balyeat, "A New System for 
Improving the Care of Neglected and Abused Childrent Child 
Welfare, Volume LUI, Number 3, (Match, 1974). 

If 



I) 

study have been imposed upon the systems analyzed 
rather than reflecting the explicit objectives of either 
system. Therefore, any findings cannot be construed as 
an indictment of either system. This consideration will 
take on more meaning in the planned subsequent 
report. 

A third consideration involves the data for this re
port. Inasmuch as we interviewed different actors with· 

,1h several systems, we found conflicting accounts about 
given operations - especially among systems. Between
system conflicts can be viewed as a result of actors in 
systems descdbing systems from their own perspective. 
Such conflicts serve as a proper source of insight into the 
operations of the community system, i.e., multi-agency 
network. On tha other hand, intra-system conflicts are 
less easily resolved. We have tried to resolve these as 
much as possible through consultation dudng the data 
aggregation and report writing stages. Needless to say, 
there is an element of subjective interpretation in our fi
nal report, but we have made every attempt to describe 
the systems accurately. 

Limitations of the Study 

One of the major limitations of th~ study rests in 
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our failure to assess the problem from the perspective of 
educational systems, i.e" day care, elementary school, 
etc. This failure, however, is not an indication that these 
systems are insignificant, especially as a source of detec
tion and input into the recognized protective service de
livery systems. For md()~d, school systems have children 
under direct observation and tutelage longer than any 
other societal system with perhaps the exception of the 
family. This failure is attributed to the lack of manpow
er, time, and funds. For the same basic reasons we were 
unable to assess the problem from the perspective of pri
vate physicians. 

To the degree that different data sources have been 
utilized t..:> compare the systoms on some aspects, the in
vestigator can be charged with making unwarranted com
parisons between two dissimilar programs and drawing 
inappropriate conclusions. However, realizing the ulti
mate objective to be gained from insights gathered in the 
study, i.e., that of developing and/or improving models 
for training and service delivery systems, any conclusions 
drawn will be directed toward that goal rather than as a 
direct assessment of either system. 
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Chapter 4 

CES - NASHVILLE, DAVIDSON COUNTY, TENNESSEE 

For protective service systems to fulfill their man
dated responsibility, each suspected case must be consci
entiously handled from start to ftnish, i.e., from the re
ceipt of the report Or complaint to the investigation, to 
emergency action and court proceedings if warranted, 
and to the strengt.hening of the family, if possible, 
through support services. In order for this mandated re
sponsibility to become a reality, a network of communi
ty interactions beyond the boundaries of single systems 
must be coordinated. The first part of this section deals 
with the relationship of CES to collateral systems.1 

Relationship of CES to Collateral Systems 

CES and Health Systems 

Health systems, especially hospitals, are a major po
tenti91 source for the recognition of abuse and neglect 
and for input into a community's protective service de
livery system. The extent to which a hospital or other 
medical facility deals with child abuse and neglect de
pends, in part, upon the occurrence and defmition/iden
tiftcation of the problem and the operating mechanisms 
for handling the cases. 

Both of the above issues have been assessed in Nash
ville. From a survey of medical facilities, all, with the ex
ception of two private hospitals, indicated an increased 
awareness of child abuse and neglect. Of more impor
tance were some of the major pwblems viewed to re
strict appropriate case handling. Seven of the ten hospi
tals indicated a need lor standardized procedures for 
handling abuse and neglect cases. Four facilities ex
pressed concern over the lack of cooperation from pri
vate physicians. And eight facilities needed moreinfor
mation on the "protective service" system's philosophy 
and the defmed procedt'~es for case handling, e.g., who 
should be called.2 

--
1 Admittedly, many cbanges llave occurred since the re-

search was completed. Every effort, through consultation during 

the iel>t.1rt writing stage, hau been made to indicate such changes. 

2Drinnon, Survey. 
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The fmdings from the survey corroborated ~,ose e;/,· 
pressed in interviews with CES pe(sonnel who indicated 
that there was no uniform procedure fol' getting abused 
and neglected children seen in hbspitals into the CES 
program. Over the life of the project there were few re
ferrals from private physicia.tts; however, reporting frotu 
hospitals improved with child abuse referrals being dou. 
bled during the third project year of CES. 

A common recommendation f~om the persons inter" 
viewed in the survey of medical facilities was the need 
for educational experiences, e.g., workshops. Since the 
completion of the survey, several multidisciplined child 
abuse workshops have been held in Davidson County as 
well as other counties in Tennessee. These workshops 
have been attended by medical personnel, students, so
cial service workers, and an assortment of others. The 
workshops and continued efforts by CBS have affected 
the relationship between medical facilities and CES in a 
positive way.3 

A rather ill-defmed relationship existed between 
CBS and the public health department. One such center 
included in the survey of medical facilities eXp.;:essed a 
need for uniform approaches to the problem, i.e., identi
fication, case workup, referral procedures, etc. CBS per
sonnel related that all prematures dismissed from the 
hospital were referred to public health, but the proce
dure for referral and follow-up was not uniform. Beyond 
this, CES personnel felt referrals were made to CES only 
after or at the point where public health feIt placement 
to be inevitable. 

Another communication gap existed between CES 
and mental health facilities. According to CBS person
nel, there was no routine procedure for interagency co
operation. The primary need for mental health, as view
ed by CBS personnel, was to perform psychiatric evalua
tions, e.g., to determIne whether or not a person was 
psychotic. Reportedly, mental health was generally re-

3 A discussion of recent efforts designed to bring abollt a 
more desIrable relationship between hospitals and CES is pre

sented in Chapter 6. 



luctant to accept CBS referees especially in relation to 
physical or sexual abuse. It was felt that they were being 
requested to evaluate a situation in which what was re
vealed could be used to determine whether or not a child 
would be removed from his/her home. Beyond reluc
tance to accept referees, the time involved in getting 

: eventual requested evaluations was lengthy. This situa
tion caused great concern, especially when case handling 
was directly dependent upon such an evaluation. Fur
ther" this situation was not helped by the law which stip
ulates that all abuSed children are to receive psychiatric 
evaluation; however, there is no mechanisms in the law 
to delt1 with payment fur these kinds of services to per
sons who are not active AFDC cases. 

Another observation made by research staff, during 
the process of studying cases for Level II data, and cor
roborated by CBS personnel was the virtual lack of refer
rals to CBS from mental health facilities. 

The above discussion appears to highlight the point 
that while medical facilities, i.e., collateral systems, are 
indeed a major source for the identification of abused 
and neglected children and a major source for input intd 
the CBS protective service channel, the latter factor gen
erally stands as a potential rather than a reality. 

These observaticns from both sides of the relation
ship have addeci new insight into the problem. It appears 
that a great deal of the between boundaries failures can 
be directly attributed to a lack of interagency coordina
tion. This appe(\rs especially to be the case between CBS 
and the hospitals from which a common expressed need 
was for more information and uniform intra and inter
agency procedures for case handling. If this observation 
represents the reality of the situation, it appears that the 
situation coulli be remedied, in part at least, by a con
certed effort to duly acquaint the medical cOfdmunity 
with aspects of the law <md the mechanisms set up by 
CBS to handle reported cases, i.e., how, where, and to 
whom to report? Concomitantly, medical facilities ap
pear to need technical assistance to help routinize their 
OWll internal operations. 

On the other hand, it appears that while a lack of 
coordination may be viewed as a contributing factor in 
the less than desirable relationship with the mental 
health clement, a more important factor may be that of 
a lack of cooperation, e.g., the perceived existence of 
differences in systems' philosophies, the resistance to 
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changing roles and functions possibly perpetuated by the 
provisions of the law. Perhaps a closet worker relation
ship between agencies could eliminate the former, while 
administrative changes may remedy the latter. 

The extent to Which input from the medical com· 
munity, a major potential source into a protective ser· 
vice delivery system, is hindered is one indication of the 
extent to which a community deals with the problems of 
child abuse and neglect. This would suggest that as a 
community moves in the direction of implementing a 
CES program, complete knowledge of the law, of protec
tive servi~~ philosophy, objectives and fUnctioning as 
well as :.:echnical assistance should be provided to hospi
tals and other medical systems in developing standard
ized procedures for inter and intra-agency case handling. 

CBS and Law Enforcers 

Many cases of child abuse and neglect routinely 
come to the attention of a community's police or other 
law enforcement agency.4 Some such cases result from 
reports made directly to the police or sheriffs depart
ment; others unfold as law enforcers pursue situations 
involving adults in police matters, e.g., donk'stic alterca
tions, criminal behaviors of parents or guardians; and 
still others are recognized by officers as they routinely 
patrol their assigned territory. At any rate, in lieu of 
training and/or administrative procedures, officers would 
probably handle such cases, howbeit from a personal ori· 
entation, according to prescriptions in the law. 

According to Tennessee's child abuse reporting law, 
child abuse is a misd~meanor carrying a fme of not more 
than one thousand dollars or imprisonment of not more 
than eleven months and twenty·nine days or both.s One 
can surmise that a rehabilitative orientation among offi
cers will be less likely to occur smoothly and qUickly 

4In Nashville, Davidson County, Tennessee, it is reported 
that prior to the implementation of CES, police officers ...... ac· 
tually signed the petition in approximately one-third of all neg
lect/dependent cases and frequently picked up the children, took 
them to the Juvenile Court, and then to Richland Village." 
Community Emergency Services: Community Guide. pp.14-l5. 

Spublic Chapter No. 81, Senate Bill No. 160, Section 6. 
Chapter 10 of Title 39, Tennessee Code Annotated (April, 
1973). 

• 

• 

• 

• 

• 

• 

• 

• 

• 



• 

• 
I 

• 

• 

• 

• 

• 

• 

• 

• 

when a punitive element exists in the law than when 
such a constraint does not exist. 

Initially one of the poorest areas of cooperation was 
that which existed between CBS and the police depart
ment. Common kinds of situations which initially caused 
C.i.S personnel grave concarn involved those arising out 
of public transient incidents and those which were police 
oriented. In such situations, CBS was usually called into 
the case after parents W&i~ jailed and the child/children 
were inappropriately «disposed of." On the other hand, 
if cases were child oriented, with the exception of severe 
physical or sexual abuse, police officers referred cases to 
CBS. 

The relationship between CBS and police officers te
portedly improved significantly over the life of the pro
giam. Presently, CBS personnel indicate that poHce offi
cers consult CBS or the Juvenile Court more frequently,; 
and only in extreme cases will the above described chan
nel of case handling exist. 

That police department personnel were included in 
the planning prior to the implementation of CBS in 
Nashville, one could surmise that a lack of cooperation, 
due in part to the prescription in the law and the lack of 
trainillg in the area of abuse and neglect for direct line 
officers, rather than a lack of coordination contributed 
to the initial problems between CBS and the lawen
forcement system. Improved relations between t.h.e two 
systems have resulted, in part, from the continuous ef
forts of CBS personnel to involve law enforcement per
sonnel more directly. Training, for the most part, is yet 
lacking which is probably the case in most communities. 

Undoubtedly, law enforcement systems are a major 
potential source for input into the protective service de
livery system regardless of the stage of development in 
which the system may be. In considering the CBS system 
or some other for implementation, there are several fac
tors to be worked out. In communities where there is no 
coordinated system for the delivery of protective ser
vices there will be the need to develop interagency pro
cedures for case handling, i.e., protective service aHd law 
enforcement. Concomitantly, training for law<>enforce· 
ment personnel in general and line officers in particular 
is vitally important. Where cootdination 15;dsts, efforts 
toward continuous open communication toward the goal 
of cooperative relations must be expended. Training of 
law enforcement personnel is ef,sential. 
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In any event, developed case handling procedures as 
well as training provided would need to be worked out 
with careful consideration of the prescription in the law. 

CES and the Juvenile Court 

Prior to CBS, DPW often became aware of situations 
after neglectldependent petitions had been flled, te., no 
involvement prior to the petitiM.~ However, with the 
implementation of the CES demonstration project a 
close coordinated syr.tem was instituted. Each case de
fmed as an emergenc;V reportedly, is assessed inunediate
ly in the field by the CBS worker on call and the protec
tive service worker from the Juvenile Court. If such a 
call is taken at the JUVenile Court intake, the CBS work
er is notified; both workets investigate the situation as in 
cases initially reported to CBS intake. 

CBS Systems Operations 

The CBS system .does not constit't~1\) it new set of 
services; rather, a unj)4ue way of coordinating services 
with the emergency 'mtake services being perhaps the 
central coordinating unit of the system and its compo
nents. This section is devoted to a description of the 
Nashville, Davidson County, Tennessee system's opera
tions, i.e., process in the handling of abuse and neglect 
cases .. Reference to Figure 1 in Chapter 6 should assist 
in understanding the system's operations. It must be 
emphasized, however, that the project ';;'-1'a8 designed as a 
criSis/emergency interv~ntion system. As such, child 
abuse and neglect situations constitute only a part of its 
focus. 

The definition of comprehensive emergency service$\i 
as established by the Metropolitan Nashville CBS pro
gram follows: 

fare. 

Comprehensive Emergency Services is dermed as a 
child welfare service designed to meet any family crl~. 
sis or impending crises wh!ch requires social int~.rven
tion for the purpose of planning to protect children 
whose health, saf~ty, and/or welfare is endangered 
with primary emphasis on those children who will 
reach the attention of the Juvenile Court, as neglect
~, unless there is immediate casework interven-

6DPW refers to the Tennessee Department of Public Wei-

\\ 
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CES Service Components 

Theimtial CES program in Nashville was comprised 
of four basic service components: 8 

1. Twe.nty1our Hour Emergency Intake. This 
service was designed as an answering service to 
screen calls for referral of emergencies to the 
caseworker on call. In actual operation, intake 
workers in the Nashville program were respon
sible for initial case handling in most cases and 
outreach and follow-up in a Inrge proportion 
of cases. Reportedly, each intake worker car
ried an active caseload of approximately forty 
families. The service of emergency intake is es· 
pecially important for nights and weekenus. 

2. Emergency Caretaker Services. Caretakers 
were to provide temporary care, usually for 
only il. few hours, in unforeseen emergencies 
which occur at night leaving children without 
parental supervision. According to CES per· 
sonnel, this service was never fully developed; 
homemakers eventually took over caretakers' 
roles as functions began to overlap. 

3. Emergency Homemaker Services. These ser· 
vices are provided on a twenty·four hour basis 
for the purpose of maintaining children in 
their own home until the resolution of a crisis 
which makes it impossible for the parent to 
carry out his/her routine parental responsibili. 
ty. In the Nashville projectj emergency home· 
makers proved to be an important c::lmponent 
in the total program. It is reported that during 
1973, Heleven homemakers provided services 
to 134 families maintaining 525 children in 

7Comprehensive Emergency Services: Community Guide, 

P. 1. For a detailed description of the services, see Chapter8 9 
through 16. 

SPor a full description of these components and operating 
program cost information, see Community Guide, pp. 47-52. 

Also, see Chapters 12 and 16 for a description of components 

added to the initial program, Emergency Shelter for Families and 
Adolescents, respectively. 
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their own homes.,,9 

4. Emergency Foster Home Services. These ser· 
vices were designed to minimize the emotional 
shock of the removal of children from their 
own homes by providing them with a home 
environment as an alternative to the routine 
housing of all children temporarily in an insti· 
tutional placement prior to court hearings. 
Emergency foster homes differ from regular 
foster homes in that they receive children at 
any hour and usually without preparation 
such as preplacement visits. Children are usu· 
ally placed for shorter lengths of time. Two 
major types of problems in the utilization of 
emergency foster homes emerged. Emergency 
foster home space had to be used to provide 
care for children whose regular placements 
broke down. Another problem area involved 
children who because of theh age and/or emo· 
tional problems were able to adjust to a parti· 
cular emergency home and were, therefore, al· 
lowed to remain in that emergency home be· 
cause it was determined to be the most suit· 
able placement. These kinds of situations un~ 
doubtedly placed a demand on the supply of 
emergency space. 

The Intake Process 

"The twenty·four hour emergency intake is the 
component which provides the central mechanisms nec· 
essary for c(lordination .... The emergency intake is the 
main thrust for the system and its components."t 0 En· 
trance into the system occurs through the intake compo· 
nent. 

DUring Work Hours. .. Complaints received during 
the work day were studied, from information received 
from the walk-in or telephoning complainant, by the 
emergency service intake worker. The intake worker had 
the responsibility for determining the most appropriate 
actioq from several alternatives. Some cases were re
ferred to other community resources. In casesappropri· 
ate to the services of CES which were determined, from 

9Community Guide, p.49. 

IO/bid, p. 77. 
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available information, to be non-serious in nature, social 
services were offered. In such instances, intake and inves
tigative work were conducted by th(~ emergency intake 
worker. However, the intake worker was not generally 
responsible for carrying such cases. Each case defmed as 
serious or an emergency was assigned by the intake 
worker and the supervisor for immediate investigation 
and assessment. 

After Work Hours. - Complaints were received 
through the DPW emergency intake answering service 
which, upon preliminary screening, referred some calls 
to other community resources and emergency or crisis 
situations to the emergency intake worker "on call." 
The intake worker determined, from available informa
tion, the nature of the situation. Non-serious/non-emer
.gency situations were either referred to appropriate 
agencies or to outreach and follow-up. Emergency situa
tions were assigned for immed:ate field investigation. 

Screening and Investigative Processes 

The screening process determined the expediency 
with which calls or other soUrces of complaints were in· 
vestigated in the field. The expediency with which calls 
were reportedly investigated depended upon the degree 
to which a case was defmed as an emergency. Project 
personnel indicated that the following types of situa
tions were categorically earmarked for immediate inter
vention: (1) reports of children left unsupervised or im
properly supervised; (2) child abuse; (3) children with
out proper nourishment, shelter, or care (gross neglect); 
(4) children in need of immediate planning due to severe 
family conflict and disorganization; and (5) family crises 
involving situations which might result in children going 
before the court. Neglect complaints, not falling within 
the above types, were not assigned for immediate inter
vention; they were generally routed to the regular DPW 
protective service unit for investigation.11 Non-serious/ 
non-emergency cases were investigated by the emergency 
intake worker much on the order of neglect complaints. 

To determine if a pattern of intervention actually 
existed as a result of screening, we have analyzed initial 
Level II data which suggest that seriousness ILTld, to a 

11 These specific priority types of situations have been 

broken down into more detailed types. See Community Guide, 
pp.7-8. 
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lesser degree, knowledge of case history influenced the 
expediency of the investigation. Analyzing two decks of 
case data _. Deck 1 being serial abuse cases (N=86), and 
Deck 2 being cases on which only one incident had been 
reported (N=103) -- we found that Deck 1 cases were 
generally investigated more quickly than were'Deck 2 
cases. Investigation was initiated in less than twenty-four 
hours from the receipt of the complaint in 80.2 percent 
of Deck 1 cases and in 78.6 percent of Deck 2 cases. 
Seemingly, the most important criterion for prompt in
tervention was that of seriousness in serial abuse/neglect 
complaints. WhiJ'e an overall 80.2 percent of Deck 1 
ca~\ell were investigated in less than twenty.four hours, 
86.3 percent of serious and 77.2 percent of non-serious 
cases were investigated within that time period. There 
was no real difference between the time of intervention 
of serious and non-serious cases in Deck 2, 79.7 and 77.3 
percent, respectively. In only 3.5 percent of Deck 1 
cases, involving non-serious conditions; did the initiation 
of the investigation OcCUr after a period of one week but 
less than one month. In Deck 2 cases, the investigation 
was initiated after one week but 1ess than one month in 
6.8 percent and in 1.0 percent of the cases after one 
month.12 

Each case, defme:! as serious or an emergency at in
take, was assessed immediately in the field by the emer
gency intake worker and the protective service worker 
from the Juvenile Court. If an emergency call were reo 
ceived at the Juvenile Court intake, the CES emergency 
service worker was notified. A cooperative field investi
gation, i.e., the Juvenile Court worker and CES worker, 
was reportedly conducted in all situations defmed as 
emergency/serious/crisis. This procedure was followed 
for complaints during and after work hours. From an 
evaluation of a situation occurring after work hours, a 
decision was made regarding the conSidered most appro
priate action, i.e., service. The case was subject to fur
ther study the follOwing work day. The main point to be 
taken note of here is that interagency. i.e., CES and 
Juvenile Court, procedures have been defmed and appear 
to be in operation for initial case handling after entrance 

12Tbese kinds of data, as well as data concerning expedien

cy by type of situation, will be analyzed more extensively in the 
anticipated subsequent report which will be based on case data. 
The total number of cases in these analyses do not include cases 

for which unknown was reported for either variable under anal
ysis. 
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into the CES system. 

Case Assignment and Handling 

Cases were assigned primarily on the nature of the 
complaint. While the intake and investigative work on 
non·serious/non-emergency situations was conducted by 
thll emergency intake worker, these types of cases were 
normally opened and carried by some other unit of DPW 
(general service or regular protective services) if services 
were accepted. Aside: these units were not a function· 
ing pllrt of the demonstration CES project. Although 
present in a small number of situations, the refusal of 
the services could lead to the recommendation that ape· 
tition be filed. 

Cases initially deflned as serious/emergency/crisis 
were opened and carried by emergency intake workers. 
For these cases, the worker had the responsibility of in· 
vestigating, diagnosing, planning, coordinating with suo 
pervisors of program components for services to children 
and their families, and on·going case handling. Case 
transferral, as we will note in a following discussion, be· 
yond the dermed crisis was hampered by deflnitional 
and administrative problems. 

Record Keeping 

The importance of record keeping in any venture 
has been recognized; but perhaps in no area, more than 
that of the delivery of public social services, does this 
tool take on such paramount signiflcance. Public socM 
service agencies are increasingly being made aware of the 
need to maintain data which can be utilized for the gen· 
eral purposes of accountability, showing effectiveness of 
services, and for internal decision'making functions. 

Initially, the CES project utilized three major forms 
of record keeping: 

1. Family folders, which included narrative ac
counts of case movement and relevant case 
forms, e.g., medical service forms, court de· 
crees, etc., were maintained by the emergency 
intake workers on all cases which were opened 
and carried by them. 

2. A brief report was maintained in the emergen· 
cy unit on all cases for which emergency in· 
take conducted the intake and investigative 
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work, but did not open if it were possible to 
pal>i3 to the parent agency. 

3. "Green carding" was applied to cases which 
were not validated upon investigation or for 
which there was a minimum of information to 
show accountability. 

As a result of a directive from OCD, the federal funding 
source, this latter method was eliminated in 1973. 

A log was maintained to serve as a central fIle for all 
complaints reported to CES intake. Each time a com· 
plaint was received, the child's/children's name was add
ed to the log. This is to say that the total number of 
cases on the log at any given time represented isolated 
and serial abuse/neglect complaints. 

Any manual record keeping system, as computer 
systems, will fall short of the desirable. But the degree to 
which the manual system maximizes the use of relevant 
information and the ease of retrieval, conversion to a 

, computerized system will be better facilitated. 

The main criticism of the CES record keeping sys
tem is twofold: 

1. The log should provide an easy means to ab
stract information on actual case count and 
case count on specifIc variables. 

2. The log only contained "cold" facts; the 
"hot" facts were imbedded within the mire of 
the workers' folders. 

I must emphasize her~ that the criticism has been made 
as a point for developing systems to note. The Nashville 
CES project was the flrst of its kind in the nation; thus, 
beginning projects should gain from their initial failures 
as well as succeSses. 

Some Observed Problems 

Problems in Case Transferral 

While, indeed, CBS is and can legitimately be con
sidered a system, it is inlportant to the following discus
sion to relate to our discussion on the systems model. In 
analyzing a system, it must be recognized that the sys· 
tem under study is a part of a network of subsystems, 
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systems, and suprasystems. And so it is with CES. The 
CES project was a federally funded demonstration pro
ject under the auspices of the Davidson County Depart· 
ment of Public Welfare. Is The major operations were 
housed in a building adjacent to the County Department 
Office Building. While CES, then, was a system it was at 
the same time a subsystem of the Department. A special 
problem, however, resulted from the relationship be
tween the project and the parent agency. The problem in 
question involved the transfer of cases from CES to com
ponents of the parent agency. CES personnel were in no 
position to "force" cases on the general service or regu
lar protective service units if these units refused to ac
cept them. With this inability to transfer cases when 
needed, each emergency intake worker carried an aver
age caseload of 40 cases, i.e., families. 

Another factor which contributed to the heavy case
loads was the problem the project faced in defining a cri
sis, i.e., should the transfer of cases to general services or 
the regular protective service unit be time or case orient
ed? The m:tjor question was should CES remain strictly 
intake and assessment or should it follow cases at various 
stages? What ends the crisis stage? Essentially, this was 
never resolved; what actually existed was workers carry
ing heavy caseloads and having to plan for separate cases 
falling at different points in the protection process, e.g., 
children not placed, those placed, and those in the court 
process. 

In terms of problems in the transfer of caseS be
tween CES and the parent agency, one could hypothe
size, that in view of the fact that coordinated procedures 
had been worked out prior to the implementation of the 
project, the problem existed primarily due to agency re
sistance to changes in roles and functions. A recent inter
view with personnel from the parent agency indicated 
this was a factor, "agency personnel were not as know
ledgeable about the project as they should have been." A 
further interesting hypothesis would be that there would 
be fewer barriers to case transferral under present ar
rangements for CES than under previous operation as a 
special demonstration project. 

While the problems in case transferral contributed 
to heavy caseloads fell' emergency intake workers, the 

I3Funds were terminated at the end of the project year in 
1974. The program continues to operate on State funds. 
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workers also contributed to their own dilemma,~.e •• de· 
fming a crisis in broad long-range tenus. I perceived, 
from observation and interviewing, two major reasons 
for cases being carried on a long-term basis as a "cri~is" 
situation: (1) CBS never developed a defmition of crisiS 
in operational terms, and (2) emergency intake workers 
operated as social caseworkers in feeling the need to see 
some cases through. Both of these kinds of situations 
would appear to be correctable through technical assis
tance for the former and, for the latter, on-going training 
with respect to the developed defmition. 

Problems in the Intervention Process 

The intervention process is fraught with problems 
based primarily on decisions regarding the existence of 
abuse and/or neglect, i.e., definition; the most appropri
ate immediate action based on the determination; and 
services to be provided to the child/clilldren involved 
and the families. Undoubtedly, decisions in the btter 
two problem areas depend, in part, on decisions made on 
deflnition. However, it is in this area that child protec
tion workers have few meaningful guides to their ac
tions. Child abuse and neglect are ill defmed in state stat· 
utes. Givert the lack of appropriate operational defmi
tions, child protection workers may fmd themselves in
volved in legal suits for exercising the authority to reo 
move children against parents' consent when, in fact, de
cisions had been made that abuse/neglect existed and re
moval was necessary. On the other hand, if the decision 
is made to let the child remain in the home and subse
quent serious injuries occur, the workers can similarly 
be indicted by society for inaction. And more to the 
workers' and the protective service agency's dismay is 
the fact that the courts have fewer guides in the process. 

Such problems plagued CES workers throughout the 
project. The Director, in describing the nature of the 
problem, posed the following questions: "What consti· 
tutes abuse? Are there several pieces of evidence exist
ing, e.g., visible injuries in conjunction with fan1ily prob
lems; negative attitudes toward the child, etc.? When can 
you say with absolute certainty that abuse rather than 
an accident hall occurred? What detennines when and if 
you remove the child?" 

The extent to which CES removed children, inap· 
propriately by parents' and/or societaldefmition, cannot 
be herein documented. However, it was stated by several 
interviewees that the problem, especially from parents' 

~~--------------' 



perspective, was not a minor one. 

This kind of problem points to the very nature of 
protective services. They are involuntary with the service 
providers placed on the fIring line with inappropriate 
and inadequate ammunition. A viable knowledge base in 
this area is indeed an urgent need. 

Problems in the Delivery of Services 

CBS is a service oriented program with its services 
qe; ... g designed to intervene and ameliorate crisis or 
::~JUergency situations. As such, the delivery of service by 
CBS personnel, by defmition. should be on a short-term 
basis. Owing to the basic problems previously discussed, 
services were often long-term. Beyond the emergency 
services fbr which CBS was responsible, CBS component 
personnel necessarily inherited responsibility for services 
to some families and children in situations where chil
dren were not placed, were temporarily placed, were in 
the court process, and were placed after court disposi
tion. 

Thus, in many cases CBS was directly responsible 
for case handling for as long as ten to twelve months. 
According to CBS personnel, hearings on petitions gener
ally take up to four weeks. If custody for placement on 
a case was awarded to DPW or some voluntary agency, 
the delivery of services to the child and his family was 
rendered by emergency service components, with the 
majorrespollsibility for the family remaining with the 
intake worker. The duration of temporary placement, 
when specifIed by the court decree, ranged from a mini-
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mum of ninety days up to six months. However, the 
court most often did not specify minimum/maximum 
time under DPW custody; time was usually left to the 
discretion of D;.>W. It was felt by CBS administrative 
personnel that time should be stipulated by the court; 
not to do so allowed workers to lose sight on activities 
in terms of time frame designed to ameliorate the family 
situation in preparation for the return of the child. The 
lack of continuous and meaningful services to families 
while children were in placement was cause for concern 
among CBS personnel. It was indicated that all too 
often services to parents were a "crash" program initi
ated just prior to the child's return to his home. 

Summary Statement 

CBS as a conceptual model for the delivery of emer
gency services to families and children is indeed an im
provement over existing models. It is the writer's hope 
that communities, in coming to grips with the emergent 
needs of children and their families, will adopt some 
model for crisis intervention. However, CBS or any other 
model planners must be acutely aware of the fact that a 
model is a guide, a framework; actual operations may ap
proximate the model or deviate substantially from it. 

It is further hoped that this report on the perceived 
operations of CBS in Nashville, Davidson County, Ten
nessee, and the description of the protective service de
livery system in Savannah, Chatham County, Georgia 
will prove benefIcial to community planners who antici
pate implementing a CBS program. 
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Chapter 5 

PROTECTIVE SERVICE UNIT - SAVANNAH, CHATHAM COUNTY, GEORGIA 

Unlike Nashville, Davidson County, Tennessee, 
Savannah, Chatham County, Georgia did not have an in
novative child protection program. Protective services to 
children have been provided through a more traditional 
system under the direct auspices and as a part of the 
State's County Department of Human Resources (DHR). 
Like the CES system, however, the Protective Service 
Unit (pSU) in Savannah must be viewed simply as a part 
of the total community's approach to the provision of 
protective services. In the first part of this section we 
have taken a close scrutiny of the relationship between 
the PSU and collateral systems.! 

Relationship of PSU to Collateral Systems 

PSU and Health Systems 

The extent to which health systems in Savannah 
were identifying and reporting abuse and neglect, and 
their procedures for case handling were assessed through 
interviews with health and social service personnel who 
worked within the facilities. Physicians, much to the in
vestigator's dismay, were not interviewed. 

The actual extent of the problem of child abuse and 
neglect was not quantifiable in t.hat the surveyed medical 
facilities did not keep a me on suspected cases. However, 
to the question, "Are you seeing phYSically abused chil
dren?", all respondents answered in the affirmative. In
terviewees from the private hospital qualified their re
sponse by indicating that such cases were occasionally 
seen. Respondents from all facilities, however, indicated 
that there appeared to be an increase in the number of 
abuse cases seen. 

Of more importance were the insights gained in rela
tion to reporting. In none of the health facilities was 

! As with the CES syste.m, we have taken every precaution, 

through consultation during the report writing stage, to indicate 

aspects of the system which have undergone change since the 

completion of the research. Certainly changes in the higher sys

tem, the State Department of Human Resources, will affect local 

operations. 
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physical abuse, of a non-serious nature, reported to PSU. 
Yet, these same facilities also indicated that th,ere were 
no in-house services available to parents who were sus. 
pected of abusing their chlldren. On the question of seri
ous physical injuries, suspected to have been caused by 
abusive actions, the majority of the respondents indi
cated that the parent or other suspected abuser was 
"sometimes" reported. 

A matter of grave concern with respect to reporting 
was that of the internal procedures for case handling. 
There was not a routine procedure for intra and inter
agency reporting of suspected cases of abuse. From the 
responses given, it appears that key decision-makers and 
case observers in the hospitals were medical personnel in 
the emergency rooms and pediatric services. However, ill 
the absence of hospital based programs 'designed to deal 
with the problem and the evident lack of efforts to in· . 
crease key hospital medical personnel's knowledge and 
awareness of the problem, it is no wonder that the 
course of action with regard to abuse cases was referred 
to as "lacking uniformity and predictability." 

The reporting of neglect cases appeared to be as 
haphazard as that of physical abuse. All the medical fa. 
cilities indicated that neglect cases were seen; however, 
there were no criteria for defming reportable medical 
neglect and no routine procedure for reporting. Only 
one respondent suggested that a report "might be made" 
if neglectful conditions were serious in nature. As with 
abuse incidents, fIles were not maintained on suspected 
neglect cases. 

The failure of medical facilities to report was also 
established. by PSU personnel. It was indicated that on 
the rare occasion when reports were made, the referral 
was most often made to law enforcement rather than so
cial service workers. 

To what can the lack of reporting by medical facili
ties, as verified both by the surveyed facilities and by 
PSU personnel, be attributed? Undoubtedly, there were 
a number of factors, However. it appears that from ex
pressed concerns and problems, one factor was not com
placency or unawareness on the part of health facilities .. 



Rather, thq;~ituation was viewed as unsatisfactory from 
their perS(~~ctive. For, indeed, each interviewee in the fa
cUities expressed the need for criteria for assessing abuse 
and neglect cases. A related concern involved the failure 
of the facilities' physicians to report. In two of the hos
pitals surveyed, it was indicated that pediatric and emer
gency room physicians worked out such cases with the 
chilli's or family's physician rather than through report
ing.Both of the above concerns suggest to me the need 
fall education and training. BeYClnd this, a uniform pro
cedure for case handling, involving the total medical sys
tem, needs to be developed and made operative. Most 
cli'ftainly, every interviewee recognizing this urgent need, 
eXpressed the desire for standardized procedures for in
ter and intra-agency case handling. 

While we did not assess the extent to which the 
mental health system served as an input source to PSU, 
we attempted to determine the nature of the relation
ship from the perspective of PSU service workers. The 
relationship was described as a cooperative one. The ma
jor responsibility of mental health components, as re
ported by PSU personnel, was that of psychiatric evalua
tions and on-going treatment when the need existed. 
One worker, however. expressed deep concern over the 
value of the psychiatric evaluations. From the worker'S 
perspective, the evaluations were a "carbon copy" of the 
worker'S aSSessment which was required before the (IvaI· 
uution was rendered. 

The precediniS discussi(m, as that of the health facili
ties in Nashville, indicateS that while such facilities are a 
major source for the identification of abused and neg
lected children, they have fallen short in their input ca
pacity to the community mandated protective service 
agency. The seriousness of underreporting was especially 
noted in the survey of health facilities in Savannah 
where it was indicated by a majority that serious sus
pected abuse "might be reported" and only one respon
dent suggesting that serious neglectful conditions might 
be reported.a A great deal of the failure appears to be at
tributable to a lack ofintra and interagency, i.e., system 

2We mllst emphasize here tllat the extent to which report
illg by health facilities ill Nashville was influenced by severity of 
injuries was not determined from the Drinnon Survey which Was 
cond.ucted pliQr to ollr research. Further, the survey was not de
signed to differentiate between abuse and neglect. However, 
from the similarity 01' expressed concerns and problems. we sur
miSe that the situation was probably not significantly different. 
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coordination. We would suggest that training and the de· 
velopment and operation of uniform procedures for case 
handling would ameliorate the situation. Beyond this, 
PSU personnel could initiate or increase efforts to edu
cate health facilities to the nature and philosophy of 
protective services, the attending laws, and the Unit's 
procedure for case handling. Indeed, what has been 
learned from this survey points to a lack of knowledge 
and coordination rather than a lack of cooperation be
tween PSU and health facilities.3 

PSU and Law Enforcers 

Interviews with police officers, as with protective 
service workers, revealed that a good cooperative rela
tionship existed between the law enforcement and pro
tective service systems on abuse and neglect cases where 
there appeared a need to work together, i.e., when police 
requested PSU's aid the assistance was satisfactory, and 
vice versa. What seemed to come through; however, was 
from a procedural standpoint, there were conDfsions and 
ambiguities on when and how to get cases from the law 
enforcement system to that of protective services. Re
portedly, much of what happened in case handling de
pended on factors such as who the sergeant on intake 
might have been, the accessibility of an officer from the 
Children and Youth Division, and the kind of knowledge 
of resources possessed by the intake worker. 

The above concerns regarding the process of case 
handling were emphasized by officers in such statements 
as: "DHR needs more people to work with us." "We 
need conjoint investigations." "We need better coordina
tion between protective services, police, and the Juvenile 
Court, we are so far apart. As a consequence, some po
licemen don't know who to go to." And, indeed, similar 
concerns were heard from PSU personnel. "Police don't 
always report to us; they don't refer when they should." 
"The need exists for protective service workers and po
licemen to work together in the same office situation, if 
possible." "Systems' constituents are miles apart in phi
losphy." 

With respect to neglect and dependent petitions, 
there appeared to be a more clearly defmed process. For 

3The extent of actual reporting of collat~ral systems to the 
protective service agency in Nashville and Savannah will be ex
plored quantitatively in a subsequent report which will be based 
on an analysis of case data. 
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the most part, DHR, rather than police officers, was pri
marily I~sponsible for f:t1ing petitions. However, a child 
might have been removed from the home and temporari
ly detained before PSU was brought into the case. This 
latter point will take on more significance in our discus
sion of the Juvenile Court and the PSU's system opera
tions. Law enforcers were the main recipient of com
plaints after DHR's work day and on weekends. 

From the preceding discussion, it would appear that 
the lack of cooperation was not a major causative factor 
for the "unsystematic" handling of child abuse and neg
lect caSes by law enforcement and protective service sys
tems. Rather, there was a lack of well developed and uni
form procedures for the coordinative efforts required for 
interagency case handling. 

PSU and the Juvenile Court 

With respect to the system for the delivery of ser
vices to abused and neglected children, it can be stated 
that there was no real system within the realm of the Ju
venile Court. The services which were rendered were 
happenstance and tailored to each situation, and reflect
ed the personal orientation to services of the court work
er, rather than a coherent plan of interaction between 
agencies. It should be emphasized that the Juvenile 
Court regarded juvenile delinquency as its proper do
main, with its primary and immediate responsibility be
ing the rendering of services to the community through 
developing treatment modalities for delinquents and 
serving as a place of incarceration for misdemeanants 
and felons until their cases were formally adjudicated 
and disposed of. This means that the abused and neglect
ed children wer') regarded as properly the responsibility 
of the protective service unit of the County Department 
of Human Resources, with the Juvenile Court having the 
responsibility of making adjudication on those children 
on whom petitions were f:t1ed. 

While the philosophy exieted that abused and neg
lected children should not be detained in the Youth De
velopment Center (yDC), what in fact was the case was 
that situations developed whereby children were tempo
rarily detained at the YDC wh0 would have been more 
properly served elsewhere. Reference is made here to 
children who were found to be in a state of abuse or neg
lect who were placed for temporary custody at the Juve
nile Court until something more permanent could be re
solved. 

One glaring problem seemed to be that of where do-
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mains begin and end. What are the responsibilities of 
protective service and what are the responsibilities of the 
Juvenile Court? The area between the accepted domain 
of each agency, that these two agencies confronted, was 
a den of confusion and could be a traumatizing experi- .. 
ence for the child. An illustration of this point is war
ranted. The protective service office" through which ser
vice3 are rendered to abused and neglected children, 
closed at 5:00 pm. A poUce officer who fmds a child 
who has been abused or is in a state of neglect may have 
no alternative but to "place" the child in the detention. 
center overnight or, if the incident ('ccurs on the week
end, until the next work day when protective services 
can get into the case. The intervention of the protective 
service unit mayor may not result in servicas immediate
ly, since such factors as availability of children's homes 
or emergency foster homes have to be considered. 

Juvenile court workers were hindered in their capac
ity to serve abused and negl~cted children by not being 
able to make investigations in the field. These workers 
expressed a need for more involvement with DHR in 
abuse and neglect cases. Workers Were not clear on what 
protective service workers did and vice versa. There was 
not a clear communication of goals, purposes, and proce
dures. There was a notable absence of interfacing be
tween DHR ar/.d the Juvenile Court on a routine basis. 
However, thei~ was good cooperation between the sys
tems when there existed a case of mutual interest, e.g., 
custody case. 

PSU -- Systems Operations 

In Savannah, Chatham County, Georgia, protective 
services were provided through the PSU which was de
signed specifically for the purpose of handling abuse and 
neglect cases. Like CBS in Nashville, intake in Savan
nah's PSU waS set up as a separate unit within the parent 
system. Unlike CBS, PSU did not have at its immediate 
disposal other social work resources which could be 
brought to bear upon situations without bureaucratic 
red tape.4 

The Intake Process 

The Protective Service Unit of DHR provided for in. 

4 In the Fall of 1974, this system was extended in its func
tions to handle any crisis famny situation in which children are 
harmed Ot at risk of hann. As such, child abuse and neglect con· 
stitute only a part of it3 present focus • 
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take during the work day (8:00 a.m. through 5:00 p.m.) 
five days a week. As previously indicated, complaints 
were handled by law enforcers after DHR's work day 
and on weekends. 

During Work Hours. - To a large degree, the intake 
process served as the point of entrance into the system. 
It was at th~ point of intake that major decisions regard
ing initial case handling were made. The PSU intake 
worker had the major responsibility for detennining the 
channel cases took, i.e., outside referral, other unit with· 
in the agency, or PSU investigation and intervention. 
The intake worker catalogued facts presp.nted, weighed 
the facts, and made decisions based on the evaluation of 
the facts. 

After Work Hours. -- There were no provisions in
ternal to the PSU of DHR to handle complaints after 
work day hours and on weekends. While law enforce
metit personnel received complaints and otherwise be
came involved in child abuse and neglect cases during 
DHR's work hours, they were the sole recipient of re
ports at other times. 

Intake after DaR's work hours undoubtedly some
times resulted in actions which could have "unneces
sary" negative effects for children involved and their 
parents. Line officers in law enforcement most often in
dicated they would pick child up, remove, or make ar
rangements for removal in situations involving non-seri
ous consequences for children. Further, in cases involv
ing serious physical injuries whic.h were not resultant of 
disciplinary measures, officers indicated they would try 
to get evidence against parents for criminal procedures. 
Unlike line officers, the chief administrator suggested 
that bHR would be called to handle cases except after 
their work day hou~s, on weekends, and in situatioas 
having serious consequences to children. In any case, 
when removal was handled by law enforcement person
nel, DHR was generally notified the following work day. 

Screening and Investigative Processes 

Protective service workers assigned top priority to 
abuse cases for investigation. It was indicated in inter
views that while procedural manuals exist for casework
ers, they mainly rely on "in-unit" knowledge. For the 
most part, workers were said to operate on the basis of 
personal criteria for determining what cases were to be 
investigated or if an investigation was to be initiated. 
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Workers in the PSU indicated that by and large all 
complaints of abuse were investigated; all neglect calls 
were not followed-up. On the other hand, law enforce
ment personnel indicated that while complaints of abuse 
took top priority for investigation, all neglect complaints 
were also investigated. 

The expediency with which complaints were report
edly investigated depended, in part, upon the perceived 
emergent nature and subsequent case assignment. Cases 
defIned as serious at intake were assessed as quickly as 
possible in the fIeld by a PSU worker(s). Investigation by 
the PSU was only conducted if the complaint was of a 
new case and/or ifthe situation was defmed as serious or 
an emergency. 

WI--J1e the initiation of investigations in Savannah 
was less prompt than in Nashville, time between the re
ported incident and investigation appeared to be influ
enced both by seriousness of injuries and by knowledge 
of the case, i.e., Deck 1 (serial abuse) and Deck 2 (iso
lated incident). Investigation was initiated in less than 
twenty-four hours in 69.4 percent and in 64.7 percent of 
Deck 1 (N=49) and Deck 2 cases (N=173), respectively. 
It appears that seriousness was the major detennining 
factor for expediency in both decks of cases. Investiga
tion occurred in less than twenty-four hours in 73.3 per
cent and 75.0 percent of serious Deck 1 and Deck 2 
cases, respectively, and in 67.6 percent and 61.2 percent 
of non-serious Deck 1 and Deck 2 cases, respectively. 
Tht: investigation was initiated after one week in approx
imately one-seventh of the cases in both decks. 

If complaints received at intake were on active 
cases, previously referred, or not of an emergency na
ture, they were referred outside the PSU for the investi
gatory processes. The majority of active cases were refer
red to the worker assigned to the case. Other cases were 
assigned to the General Service Unit or some other ap
propriate unit of DHR. In such instances, active case
workers other than a worker from the PSU assumed the 
responsibility for investigation. 

Case Assignment and Handling 

Clearly, the J!SU was designed as an emergency in
tervention unit. This point is made in reference to func
tion and case handling rather than to the Unit's ability 
to respond immediately to ~omplaints. For we have 
noted earlier that in approximat.~ly one-fourth of all seri-
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aus cases, the investigation was initiated after the first 
day. 

Beyond intake and handling the identified emergen
cy or resolving the imntediate crisis, PSU workers were 
not responsible for case handling. Cases were then trans
ferred to some other unit of DHR. In addition to this 
initial case responsibility, PSU workers consulted with 
and advised workers assigned to cases in which court ac
tion was involved. 

As previously indicated, some cases which were re
ceived at intake were investigated by workers in other 
units of the agency. These categories of cases, unless fur
ther assessment revealed a need for "crisis" handling, 
were assigned to units other than the PSU. Regular case
workers, aSSigned to active clients on whom reports were 
received, were responsible for investigating the com
plaint and for on-going case handling. Thus, these work
ers' tasks became that of protection (involuntary ser
vices) as well as general social and economical services to 
the family (voluntary). 

Record Keeping 

The PSU maintained a log which served as a me of 
"protective service" cases. When complaints were re
ceived at intake, the worker consulted the log as part of 
the determination for case assignment. Cases which were 
not designated as the proper domain of the PSU were 
not recorded on the log. This is to say that the log main
tained by the PSU did not reflect the "true" incidence 
of child abuse/neglect. Further, given that non-serious 
prior reported and active client cases were deflected out 
of the Unit, a picture of serial abuse could not be obtain
ed from this source. 

Family folders were maintained by the worker reo 
sponsible for case handling. These folders contained nar
rative accounts of case movement and relevant case 
forms. If the case involved children having been reported 
to the PSU for protective services, generally only one 
child abuse form would be included in the folder even if 
a study of the folder indicated that several complaints 
had been investigated. In other words, subsequent re
ports and/or complaints and actions taken were lodged 
within the mire of the workers' narrative of the case pro
cess. Additionally, many active cases carried by general 
service workers, which had not been reported to the PSU 
intake, were, in fact, "protective service" cases. 
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We cannot over-emphasize the felt need of service 
providers to become more accountable to their clients 
and to the public, to demonstrate service effectivenesst 

and to make better and more appropriate internal deci
sions. These needs are affected not only by what is done 
but by adequate and accurate documentation of what is 
done and by the ease with which the documented infor
mation can be retrieved for utilization. 

On the matter of documentation, we can posit two 
major criticisms of the PSU record keeping system. First, 
the PSU log should be utilized as a tool by which a more 
accurate picture of child abuse/neglect can be obtained. 
We are not, herein, suggesting that the PSU handles all 
cases received at intake; rather, that all such cases be 
documented at this point or at the point of case transfer
ence. Beyond more inclusive documentation at PSU in
take, perhaps some procedure could be designed where
by complaints, which are not received at intake and are 
handled by caseworkers, can be referred to the PSU for 
documentation. Such a procedure would give a more ac
curate account of the reported incidence of child abuse 
and neglect as well as the degree to which protective ser
vices are being rendered by other units, e.g., general ser
vices. Secondly, as with record keeping in the Nashville, 
Davidson County, Tennessee CBS system, the PSU log 
contained "cold" facts on the case and the "hot" facts 
were embedded within the caseworkers' family folders. 

Some ObselVed Problems 

The major problems observed in the operations of 
the Savannah, Chatham County, Georgia Protective Ser· 
vice Unit were necessarily of a different nature than the 
major problems observed in the CBS system. 

Unlike CES, which was initially a federally funded 
demonstration project and reportedly never completely 
accepted as an integral part of the parent agency, PSU 
was an important part of DHR, as an intake and emer
gency intervention mechanism for the delivery of protec
tive services. As such, PSU did not experience major 
problems in case transference and unrealistic caseloads.s 

SWe are not suggesting that the fact of being a federally 
funded project waS the only and/or the ml\ior reason for the 
problem CES experienced 1ri case transference. We would sug
gest that program sanction from top administrative personnel 
would have ameliorated the situation considerably. 



While PSU lacked the components with which CES 
was endowed to intervene in crisis situations, this very 
lack, particularly emergency foster care, Can be viewed, 
in part at least, as a reason PSU experienced no unusual 
major problem!! ill the intervention process. Certainly, 
problems of defmition plagued PSU workers as CES 
workers and, undoubtedly, PSU workers felt the sting 
for inappropriate case actions, e.g., not removin;: chil
dren who were subsequently seriously harmed or remov
ing children over parent's objection and perhaps later 
supported by. court ruling of abuse unsubstantiated. 
However, not having the emergency foster care compo
nents at its immediate disposal to bring to bear upon cri
sis situations, the PSU was probably less inclined toward 
emergency removal and thus encountered fewer prob. 
lems from enraged parents. 

The major problems in the PSU operations, as we 
observed them, were related to the delivery of services. 
Problems of this nature are discussed below. 

Lack of 24·hour, 7 day week intake. .- In order 
that a system can provide the services it is designed to 
provide, there must be a mechanism for getting con
sumers into the system. The PSU intake is DHR's mech
anism for getting children into the protective service de
livery system. In order that a system can provide services 
wh~n they are needed, intake must be available at all 
times, especially during periodS identified as periods of 
the greatest need. In protective service, these periods 
have been identified as late evening, early morning, and 
on weekends. It was in this latter service provision need 
that the PSU was found to be wanting. Intake at DHR's 
Protective Service Unit was provided only during the 
agency's office hours, i.e., 8:00 am. - 5:00 p.m. Monday 
through Friday. 

Intake workers at the police department received 
calls and acted on complaints after DHR's office hours. 
And, in no way, was there a planned, coordinated proce
dure for interagency case handling, We shall return to 
this point later in this chapter. 

In many such cases, the orderly sequence of ser
vices, which the PSU was normally able to prOVide, was 
not possible. For example, case assessment by the PSU 
might well occur after parents were jailed and children 
were unnecessarily and inappropriately removed from 
the home. Indeed, we f(~call that line officers expressed 
a punitive stance toward handling parents and a protec· 
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tive approach involving the removal of children from the 
home for most situations they might have encountered. 

Beyond the harm which could have been bestowed 
upon the situotion, i.e., inappropriate and/or lack of ser
vices to children and parents, intake by law enforcement 
personnel hindered identification of and subsequent ser
vices to children in need by PSU workers. It was indi
cated earlier and supported by law enforcement person
nel and PSU workers that police officers failed to report 
cases to the PSU. Further, workers in both systems ac
knowledge the absence of uniform interagency proce
dures for case referral and handling. 

Lack of coordination between systems. _. Lack of 
coordination between collateral systems for CBS and 
PSU wi~l be treated in more detail in a following chapter. 
At this point, a discussion only of the major system hav
ing direct impact on the operations of the PSU will be 
considered, i.e., law enforcement. 

It is a fact that 24-hour intake is not provided 
through DHR's Protective SerVice Unit. Consequently, 
certain problems have been experienced in the delivery 
of services by the PSU. But, in thinking more closely on 
the problem and from a community perspective, one 
might consider that it is not 24-hour coverage which is 
lacking and thus problematic in the community's system 
for the protection of children; rather, a lack of coordina
tion of the major systems with respect to coverage from 
intake through resolution. For indeed, law enforcement 
takes over where the PSU leaves off. There simply has 
not existed procedures for tying the ends together. 

Any problem which could be discussed as a conse
quence of the lack of 24-hour ini;,lke could probably ap
ply as a problem related to lack of coordination between 
law enforcement and the PSU. Thus, rather than repeat
ing problems or developing tllem more fully, I would 
like Simply to suggest that a remedy to this coordination 
issue would go a long ways in resolving after office hours 
intake problems. Optimistically, this might not be too 
difficult to accomplish; workers from both systems ex
pressed needs for uniformity in procedures, conjoint in
vestigatory efforts, and a closer clearly defmed relation
ship. 

Lack of available services. -- One of the major dif
ferences between CES and PSU existed in the availability 
of services which could be brought to bear in crisis situ-
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ations. Protective Service Unit workers were limited in 
the alternatives they could call upon without bureaucrat· 
ic red tape. For example, in situations which could be 
considered dangeroul~ to children but which would be reo 
solved without removal if an outside force could be 
placed in the home to aid in the stabilizing process, PSU 
workers only had the option of removing or allowing the 
children to remain in the situation. And, of course, they 
could hope and/or pray. There were DHR homemakers, 
however, but they were not available to PSU workers on 
a "moment's notice." Requests had to be made; eligibU
ity had to be shown; and so on, more red tape. In fact, 
homemakers were not available to protective wOlkers at 
all unless clients were AFDC reciFients. 

As another example, emergency foster homes were a 
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part of DHR's resources. But again, these resources were 
not intricately tied to the PSU such that immediate 
availability could be assured. Further, there was a virtual 
absence of homes for children with specialized needs, 

Summary Statement 

The Protective Service Unit of tee Savannah, Chat
ham County Department of Human Resources, appeared 
to have been hampered more in its conversions (opera
tions) processes by operations of oxtemal systems than 
by a lack of internal coordination and cooperation. 
Seemingly, if careful thought and planning could be giv
en to the tying of existing DHR resources to the Unit, . 
the PSU could easily become a functioning comprehen
sive emergency service system. 
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Chapter 6 

COMPARATNE SUMMARY OF SERVICE FLOW 

We have dsecribed the operations of two service de
livery systems for the protection of abused and neglect
ed children, one being in Nashville, Davidson County, 
Tennessee and the other l!1 Savannah, Chatham County, 
Georgia, and the relationship of the systems to commu
nity collateral systems. Both systems had particular 
strengths, but neither had all of the strengths that might 
be desirable in a community system of services for the 
protection of abused and neglected children. If the goal 
in a community, through various service systems, is the 
provision of protection to all abused and neglected chil
dren, then neither community network was successful in 
accomplishing this goal. In both communities. however, 
the pUblic agency having the major responsibility for the 
delivery of protective services realized relative success in 
handling incidents coming to their ~ttention, i.e., investi
gating complaints with some immedia.cy and the offering 
of services.1 

Having made the above general observation, the re
mainder of this chapter will focus on: 

1. similarities and differences between the two 
systems in terms of system structure, 

2. a comparative evaluation of the systems' func
tions, 

3. a summary of major insights, and 

4. a presentation of recommendations. 

System Structure 

While we have discussed the systems' operations, 
i.e., organizational behaviors, it is at this point that a de· 
tailed discussion of the systems' design and structure ap
pears most strategic. 

1 This notation on success is made in reference to the opera

tions through which services were provided. We are not herein re
ferring to the specificS of services offered nor to the impact 
thereof. These issues will be addressed in a forthconi1.gmono

graph. The immediacy of response to complaints and program 
service capability were a more positive factor in Nashville than in 
Savannah. 
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Although both sy~t:l:ms were, in fact, a subsystem of 
larger systems, namel~' :fue local public welfare agency 
directly, and both the state public welfare and political 
systems at a more removed level, CES in Nashville •. bar· 
ring the constraints posed by OCD and the State systems 
.- operated to a large extent as a separable and self con. 
tained system apart from the parent agency. This charac
teristic was not one of initial design or intention. 

The system was conceived as an emergency unit •• 
crisis intervention .- designed to render short·tenn "sta· 
bilizing" services after Which most cases could be safely 
transferred to regular protective services or Dome other 
unit of the County Department of Public Welfare. Not· 
ing, the CES dicgram in Figure I, the emergency service 
unit (CES) should have terminated its case involvement 
at points C, 0, or E. In reality I this did not occur. In 
cases in which children entered th~ court system via 0 or 
E, CES personnel remained responsible fot case han
dling. Intake workers were responsible for children and 
their families when temporary foster care was the order 
of the court and for families when children were placed 
in group homes or tretltment institutions. Thus, CBS as a 
crisis intervention unit, was involved in some cases up to 
and conceivably longer than twelve (12) months. 

Like any project, CBS went through several modifi
cations in staff positions, but the structure baSically re
mained the same throughout its existence as a federally 
funded demonstration project. Toward the end of the 
project's funding as a federally funded'program, CES 
was comprised of the following staff: 

Five Emergency Service Intake WQfkers 

One Supervisor of the Em4~gert~y Service Unit 
(at times this supervi&:jt}r function was the reo 
sponsibility of the Project Director) 

Ten ~mergency Homemakers (at an \~ar1ier 
stage of the project, there were four) 

One Supervisor of Emergency Homemak~rs 

Two Welfare Workers II (responsibleu for re
cruitment and supervision of emergency 
homes in the foster homes component of the 
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program •• previously there were three such 
workers), 

At the time of the study period, there were six commu
nity based emergency foster homes. At one period in the 
project there were eight such homes. 

The structure and staff of CES was tied to the par
ent agency basically through the interrelations of super
vIsors. While case transferral, i.e., from the emergency 
unit (CBS) to regular units in the parent agency was not 
without its problems, transferrals in general involved 
consultation between the two units' supervisors. 

Unlike CES In Nashville, the PSU in Savannah was 
structurally and operationally an integral part of the par
ent system. PSU was designed as a separate unit to pro
vide crisis intervention in situations so defmed by the 
protcctivo service intake worker. Noting Figure 2, the 
J>SU normally terminated its actual case involvement at 
points A, n. or C. D~yol1d point C, PSU was available to 
workers for cOllsultation and technical advice. 

At the time of the stuuy the Protective Service Unit 
was comprised of six workers, one being a supervisor of 
protcctiv~ services. The point at which intake workers 
terminated their involvement in cases signaled the begin
nilll.hor continuing involvement of another unit within 
the ngCl1cy. The smooth operatlons between the PSU 
lunl other agency units was undoubtedly one of the ma
jor reasons PSU workers were not responsible for an ac
ti~.e on-going cuseload. 

Like nny other project, CBS as a model for the coor
dinatIon of services to abused, neglected, and children 
otherwise in need of services, possessed several strengths 
and woaknesses.lts major strengths were in its structure, 
f.e., service components intrlcate{v tied to the emergen
c.v unit. 111ls rllaractcn'stic allowed for immediate re
Spollse to situatz'olls alld tlze offering o/ameliorative ser
lJic:e.~ without the disadvf1l1t<lges 0/ bureaucratiC' red tape. 
This strcnBth ()f CES was a weakness in the Savannah 
PSU. One of the major weaknesses ofCES also emanated 
from its very "operating" structure. The product flow 
between ens as the emergency unit and other units in 
the rounty l)cpartmcnt of l>ublic Welfare was haphaz
unl. timc,~ollsll')llng. and was marked by m-defllled in
lor-unit :mthorlties, expectations, and procedures. Con
versely. the luoduct flow between PSU and other agency 
units was n tnnjor stl'i~ngth in tho Savannah system. 
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Comparative Evaluation of the Systems' Functions 

1. Coordinating and cooperating with the environ
ment 

• Compliance as Criterion: Incidence Coverage 

The extent to Which the mandated protective ser
vice system can accomplish comprehensive coverage of 
the population in need, Le., abused and neglected chil
dren and their families, is determined, in: part, by the ex
tent to which identified incidents are reported to the 
system. Collateral systems, especially health/medical fa
cilities, law enforcement agencies, and the Juvenile court 
are a major potential input snurce. However, the extent 
to Which these systems actually report identified cases to 
the protective service system depends, in large measure, 
on the level of interagency coordination and cooperation 
initiated and/or maintained by the protective service sys
tem. Thus, the extent of incidence coverage is viewed as 
a measure of the extent to which the protective service 
system fulfill.s the function of obtaining and maintaining 
coordinated and cooperative relationships with the en
vironment. 

In one sense the evolution of the CBS project pro
vides an excellent example of community planning for 
meeting an identified problem "head-on." In 1968-69 
the local government, recognizing the increasing number 
of children entering the Juvenile Court on neglect/de
pendent petitions and the attending problem of the ris
ing need for additional shelter care, initiated community 
action toward the end of a better understanding of the 
problem and working on alternative solutions to the 
problem. The CBS Coordinating Committee, which was 
brought together initially by members of the Mayor's 
Office, included representatives from the major medical, 
educational, law enforcement and social service systems. 
While the Coordinating Committee was charged with the 
task of working on alternative solutions to the problem, 
the local DPW was responsible for designing the CBS sys
tem and developing a proposal for Federal funding. The 
project was funded for a period of three years, beginning 
July, 1971, and ending June, 1974. 

At the time of the study there were no identified 
concerted community efforts toward the coordination 
of protective services in Savannah. 

Given the different levels of community involve
ment, the question then becomes one of how the two 
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protective service systems differed in the fulfillment of 
the function of obtaining and maintaining coordinated 
and cooperative relationships with the environment. 

Health/Medical Systems 

It was determined that in both communities, health/ 
medical facilities were a major source for the detection 
of abused and neglected children. Eight of ten hospitals 
in Nashville and all four hospitals in Savannah indicated 
an increase in abuse and neglect cases. Two private hos
pitals in Nashville indicated that such an increase had 
not occurred. 

While it was generally reported that child abuse and 
neglect were increasingly a problem facing health/medi
cal facilities, hospita1.s and other such systems were re
sponsible for limited input into the mandated protective 
service system in both sites studied. This point was cor
roborated by protective service workers in both sites. 

It appears from the fmdings that neither system was 
a success in obtaining and maintaining a coordinated and 
cooperative relationship with health/medical systems. 

From the perspective of protective service workers 
in both sites, the failure of hospitals to report was indi
cative of a lack of cooperation with the recognized pro
tective service system in its goal of child protection. In
formation gathered from medical facilities; however, sug
gests that the lack of knowledge and coordination, rath
er than a lack of cooperation, was a more contributing 
factor to the general failure to report identified cases of 
abuse and neglect. 

In Nashville, seven of the ten hospitals indicated a 
need for standardized procedures for handling abuse and 
neglect cases. This was a concern of all the interviewees 
in Savannah. Beyond this, health/medical facilities in 
both sites needed more information on the "protective 
service" system's philosophy and the defined procedures 
for case handling, e.g., who should be called. 

In addition to improved interagency coordination, 
health/medical facilities lacked coordination in their 
own internal operations. It was noted in both sites that 
intra-system handling of child abuse and neglect cases in 
the medical facilities was hampered by a lack of know~ 
ledge or education, a lack of coordinated efforts among 
key personnel, and a lack of training for case handling. 
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It appears from the fmdings that neither system was 
a success in obtaining and maintaining a coordinated and 
cooperative relationship with health/medical systems. 

Law Enforcement 

law enforcement officers are in a strategic position 
to detect and channel abused and neglected children into 
the formal protective service system. In Savannah and to 
a lesser degree in Nashville, it was detennined that offi. 
cers took the hard line (removal of Q.hi1dren-punishment 
of parent) approach rather than the "therapeutic" ap
proach via the public protective servtce system. Several 
possible factors were revealed in the present study, e.g., 
criminal sanctions in the law which may prevent officers 
from assuming a helping attitude toward those who 
abuse and/or neglect children; lack of education and 
training for law enforcement personnel, lind lack of intra 
and inter-system coordination. 

Because police department personnel were included 
in the planning prior to the implementation of CBS in 
Nashville, one could surmise that a lack of cooperation 
rather than a lack of coordination contributed to initial 
interagency case handling problems. 

But to what could the lack of cooperation be attri
buted in view of the apparent community interest in the 
problems of child abuse and neglect by launching the 
new demonstration project? One could suggest that the 
prescription in the law, i.o., child abuse is a misdemeanor 
carrying a fme of not more than one thousand dollars or 
imprisonment of not more than eleven months and 
twenty-nine days or both, would dictate that police offi
cers assume a punitive rather than a rehabilitative ap
proach. 

Similarly in Savannah, interagency case handling 
problems existed with line officers taking a punitive ap
proach. In this instance, a lack of intra and inter-system 
coordination rather than a lack of cooperation were ap
parent factors. Both law enforcement personnel and pro
tective service workers indicated that a cooperative rela
tionship existed when there was a need for interagency 
cooperation. However, from a procedural standpoint, 
there were confusions and ambiguities on when and how 
to get cases from the law enforcement system to that of 
protective services. Further, while officers indicate~ ac
tions, e.g., pick up child, remove, etc., revealing pUI1'ltive 
attitudes, the reality of the situation prevented Ii toore 



• 
desirable approach even if attitudes were d!fferent. Juvenile Court 

In Savannah, law enforcers received complaints of I-llstorically, the dual purpose of the juvenile court 
child abuse and neglect after DHR's work day and on has been that of adjudication and making dispositions on 
weekends. This situation which was not coordinated child oriented cases which enter its arena and toexericse • with PSU's efforts and activities, coupled with a virtual its powers to provide, through community systems, for 
laak of emergency resources, necessitated the character- the care, custody, and discipline of children should they 
istic actions of line officers. become wards of the state. As such, the juvenile court 

has been a "distribution center" for neglected and de-
A further factor revealed in our interviewing in Sa- pendent children rather than a "se~ce" component of 

vannah provided additional insight into the law enforce- the protective service system. Following dispositional de- • ment·.protective service relationship. Unlike the line of- cisions of the court, actual services to children have tra-
fleers, whose most common expressed reaction to most ditionally been rendered by public and private social 
situations involving abuse and neglect was punitive in na- welfare agencies. 
tUre, the chief administrator indicated that all cases 

~ would be referred to DHR for handling except those re- In lieu of innovative approaches to child protection, 
i50rted after DIm's work hours and those having serious the juvenile court yet remains a major source for input • consequences for children, This suggests that the top ad- into the community formal protective service agency. 
ministrator in the police department expressed a ghilo- One problem in the process may be viewed as a function 
sophical stance not too far removed from that ofP U. of the point at which input into the protective service 

system takes place. 
On the other hand, the administrator and direct line 

officers Were miles apart. One possible reason for thi5 is Barring any just and/or unjust charges against the • the usual tendency for in'i:eragency communication, if it social service delivery systems, it is generally assumed 
exists at all, to occllr at the supervisory level. As one of- that the sooner the protective sp.rvice agency becomes in-
flect' pointed out. "We don't really communicate police- volved in cases at the point of hndke and/or prior to ma-
man to caseworker; what communication there is, is aI- jor decisions, e.g., petition, removal, (ltc., the less likely 
ways between their supervisors and our supervisors." children will be unnecessarily exposed to the "ills" asso- • dated with court proceedings. 

While evidence pointed to the lack of interagency 
coordination in Savannah, e.g., the lack of defmed pro- In Nashville, juvenile court input into the CES sys-
cedures, tho failures in the flow of information from the tern occurred at the point of intake. Non-serious cases 
supervisory level dowll through the ranks, this kind of were referred to CBS for case investigation and handling. 
situation could have contributed to the initial problems In each case defmed as an emergency, the protective ser-
in the CES~law enforcement relationship in Nashville as vice worker from the Juvenile Court and a CBS worker • well, This is to say that representation of law enforce- made a joint field investigation. The field assessment re-
ment personnel itl the preplanning stages for CBS did oc- portedly resulted in joint decisions regarding the emer-
cur but perhaps was not sufficient to elicit the kind of gency needs of children and their families. 
nctions desired of policc officers by CBS personnel. The 
nctions of lllw enforcers which initially -- and currently In Savannah, the juvenile court input into the PSU • to u lesser degree •• caused problems for CBS il1 case was haphazard and ill defmed. While PSU was 'lie wed as 
handling did not suggest to me, at least, that the goals of the proper agency for serving neglected and abused chil-
the CBS program, the underlying philosophy of protec- dren, there were no mechanisms operating which provid-
tive services, and any knowledge and/or training techni- ed for immediate input into PSU. This was especially 
quos gathercd by law enforcement personnel in the plan- true in situations occurring after DHR's work day hours 
rung Sessions Were commuuicllted down to those officers and on weekends. Further, juvenile court workers were ,. 
who were directly responsive to llbuse and neglect situa- not able to make investigations in the field. The expres-
tiollS. sion of these workers for more involvement with DHR in 
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abuse and neglect cases, in conjunction with the appar· 
ent success in the modified role of juvenile court work
erS in the CES system, appear to stand as strong support 
for a closer look at possibilities for future relationships 
between PSU and the Juvenile Court in Savannah. 

2. Intake 

• Expediency as a criterion 

The intake function is but one of the several activi
ties in the response process on which the determination 
of expediency has been based. However, the extent to 
which the intake process is expedient is to that degree a 
determinant of the expediency of the total response pro
cess. 

When intake into a service delivery system is re
stricted to work day hours, one can assume that re
sponse by the system would be less expedient than when 
intake is available on a twenty-four hour basis. 

In Nashville's CES system, intake was available on a 
twenty-four hour basis. During work hours, complaints 
were received by the emergency intake workers. After 
work hours in the CES system, complaints were received 
through the DPW emergency intake answering service 
which, upon preliminary screening, referred cases need
ing immediate assessment to the emergency intake work
er "on call," 

By contrast, intake into the PSU in Savannah was 
limited to the work day (8:00 a.m. through 5:00 p,m.) 
five days a week. Complaints were handled by lawen
forcers after work day hours and on weekends. The ef
forts of the two lIintake channels" were not coordi
nated. Needless to say, cases handled after PSU's work . 
day hours and on weekends would either 110t be channel
ed to PSU intake Of would take a longer period of time 
between complaint and. PSU involvement than if intake 
were provided on a twenty-four hour basis through PSU, 

• Efficiency as a criterion 

Efficiency in the intake process has implications for 
subsequent case handling, It was determined in Nashville 
and in Savannah that where intake activities of the sever
al systems were not coordinated, the total response pro
cess was hampered. Succinctly, inappropriate handling 
of cases by other systems poses more problems for the 
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delivery of services by the protective service system, i.e., 
impedes the orderly sequencing of services, making their 
delivery difficult or impossible. 

In the CES system, t.i.e intake function was a coor· 
dinated and cooperative venture with Juvenile Court in· 
take. Each case defmed as serious or an emergency at 
CES intake was reported to the Juvenile Court intake. 
Reportedly, all calls received at Juvenile Court intake 
were reported to CES. Each case defmed as an emergen
cy was assessed immediately by the CES worker and the, 
protective service worker from the Juvenile Court. 

The relationship between CES and police officers reo 
portedly improvf;ld Significantly over the life of the pro
ject. According to CES personnel. with the passage of 
time, all except extreme cases received by police officers 
were reported to CBS or the Juvenile Court befOl:e po
lice action was taken. 

In Savannah, there was virtually no coordination be
tween the intake channel in the several systems. Accord
ingly, case handling procedures by other "intake" sys
tems often made the delivery of services by PSU prob
lematic. 

• Compliance as a critelion: incidence coverage 

Limited and/or delayed input from "intake" sys
tems is a major concern of protective service systems 
from the standpoint of their failure to provide more 
comprehensive coverage of the population at risk or to 
prOvide services in an orderly sequence. 

In Nashville, input into the CBS system via Juvenile 
Court intake, reportedly, represented comprehensive 
coverage. Early in the life of the project a sizeable pel" 
centage of complaints, received at the police department 
intake or otherwise handled by law enforcers, were not 
reported to CES prior to police actions. CBS personnel 
indicated, however, that the process had become more 
uniform and provided a move toward comprehensive 
coverage by CES of children coming to the attention of 
law enforcement personnel. 

In Savannah, input into the protective service sys
tem via the Juvenile Court and the police department 
was both limited and delayed. This situation was aptly 
expressed by a PSU worker who remarked that ~'Police 
don't always report to us; they don't refer. when they 



should." 

.. OperatiOllai definition of abuse as a criterion 

One determinant of the actions to be taken at the 
point of intake; namely, referral, no action, and imme
diate versus delayed response, would appear to be that 
of definition. The extent to which conditions and/or sit· 
uations appropriate to the service oi the system are both 
defined and prioritized partially determines the response 
set of the intake function. Clear defitlitions should en
hance the intake process. 

While the activities in the intake procesS necessarily 
involved a degree of subjective judgment on the part of 
CES emergency intake workers, the intake function was 
guided by written policy defining relevant conditions 
and setting priorities for response actions. By contrast, 
workers in the PSU in Savannah reportedly operated pri
marily on the basis of personal criteria. It became appar
ent from the interviews that the procedural manual for 
caseworkers was too general and of little value by way of 
definition. 

3. Screening 

• Operational definition of abuse as a criterion 

As screening is a legitimate activity of the intake 
proce~s, any advantages of an operational defmition and 
policy regarding priorities of services to the intake pro
cess can also be viewed as advantages in screening. 

Through screening in the Nashville CES system a de
termination was made on: (1) the appropriateness of 
complaints as defined by policy, (2) the actions as deter
mined by intra and interagency procedures, and (3) the 
expediency of response according to specified priority. 

By contrast, screening in the PSU system resulted in 
a determination of the above without the advantage of 
denr definitions nnd set priodties. In addition to the 
above, aSSignments for investigatory purposes and case 
assignments resulted from the screening activities. We 
shall explicate this point in the discussions of investiga
tion and case assignment. 

4. Investigation 

• Expedioncy as a criterion 

A partial analysis of Level II data clearly indicates 
that CES responded to complaints more promptly than 
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did PSU. Analyzing two decks of case data·- Deck 1 be
ing serial abuse cases (N=86), and Deck 2 being isolated 
incident cases (N=103) -- we found that CES generally 
investigated Deck 1 cases more quickly that\ Deck 2 
cases. Investigation was initiated in less than twenty-four 
hours from the receipt of the complaint in 80.2 percent 
of Deck 1 cases and in 78.6 percent of Deck 2 cases. 
This compares to 69.4 percent of Deck 1 (N=49) and 
64.7 percevt of Deck 2 (N=173) investigated by PSU in 
Savannah in less than twenty-four hours. 

Noting Deck 1 cases only, CES investigated 86.3 
percent of the serious cases and 77.2 percent of the non
serious cases in less than twenty-four hours. By compari
son, PSU investigated 73.3 percent of the serious and 
67.6 percent of the non-serious within that time period. 

• Compliance as a criterion: investigatory coverage 

Reportedly, CES investigated all complaints which 
could not be referred to other community resources or 
otherwise deflected from CES. On the other hand, PSU 
indicated that most abuse complaints were investigated; 
while a relatively large percent of neglect complaints was 
not. 

• Efficiency as a criterion 

CES was responsible for investigating all complaints 
v:hich could not be deflected from CES. Investigative 
work on non-sedous/non.emergency situations was con
ducted by the emergency intake worker. Each case de
fined as serious or an emergency by CES or the Juvenile 
Court intake was assessed in the field by a CES emergen
cy intake worker and a protective service worker from 
the Juvenile Court. Conditions of neglect, not falling 
within the types of conditions defmed as relevant to 
CES services, were routed to the regular DPW protective 
service unit for investigation. 

The coordinated approach to intake and investiga
tion undoubtedly contributed to the expediency with 
which investigations were initiated and to the potential 
for comprehensive coverage of complaints received. 

As indicated earlier, the responsibility for investigat
ing was determined through the screening process in the 
PSU. Complaints on active or previously referred cases 
and/or were not of an emergency or serious nature were 
referred to some other unit in the parent agency for in
vestigation. 

Investigation by PSU was conducted only if the 
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complaint involved a new case and/or if the situation 
were defmed as serious or as an emergency. In no in
stance was there an interagency coordinated approach to 
investigation. 

One point bears emphasis in comparing the two sys
tems on the investigatory function. CBS had more effi
cient operations in relation to conjoint efforts wit..'l the 
Juvenile Court in emergency situations. On the other 
hand, it appears that in terms of internal operations with 
respect to the investigative function the PSU system was 
more efficient. 

We are suggestillg that when a volumn of cases can 
be deflected from the protective service system intake 
for investigative purposes, more time and manpower will 
be available for situations requiring immediate interven
tion. 

Thus, what seems to be indicated is that there are 
tradeoffs in policy decisions. While operating definitions 
and set priorities for investigation were undoubtedly ad
vantageous to CBS personnel; namely, clarifying relevant 
situations, they were perhaps at the same time dysfunc
tional. Policy on definition and priorities prescribed 

what kinds of situations "had" to be investigated by the 
system where, in fact, screening might have suggested 
some c~ses falling within the types could have safely 
been assigned to the regular protective stlrvice unit for 
investigative purposes. More specifically, a "have to" sit
uation would almost demand a random rather than a dis
criminating response pattern. 

While there was indeed an overall pattern to inter
vention by both systems in that expediency tended to 
reflect response based on severity and knowledge of 
case, a closer look at the data reveals problems in CBS 
intervention pattern. 

For the sake of explication, the following LevellI, 
combined Decks 1 and 2, d&ta are presented with prefac
ing remarks: (1) the caseload handled by the systems dif
fered with respect to severity .- a little over twenty-fo~r 
percent in Savannah and a little less than forty percent 
of the cases in Nashville were determined to be serious in 
nature; (2) with the majority of the cases being account
ed for in the less than twenty-four hOL">;) time peri9!i. per
centages in the remaining time periods are necessarily 
based on small numbers. However, the distribution of 
the percentages gives credence to the following discus-

Time Between Reported Incident and Investigation: Decks 1 and 2 

Savannah-PSU Nashville-CBS 

Time Severity Severity 
Not Serious Serious Total Not Serious Serious Total 

<24 hours 102 69.9 44 30.1 146 65.8 91 60.7 59 39.3 150 79.4 
(62.6) (74.6) (78.4) (80.8) 

1 day < 2 18 81.8 4 18.2 22 9.9 10 62.5 6 37.5 16 8.5 
(11.0) (06.8) (08.6) (08.2) 

2 days < 1 week 15 71.4 6 28.6 21 9.5 8 66.7 4 33.3 12 6.3 
(09.2) (10.2) (06.9) (05.5) 

1 week < 1 month 17 89.5 2 10.5 19 8.6 7 70.0 3 30.0 10 5.3 
(10.4) (03.4) (06.0) (04.1) 

1 month or more 11 78.6 3 21.4 14 6,3 0 1 100.0 1 .5 
(06.7) (05.1) (01.4) 

Total 163 73.4 59 266. 222100.0 116 61.4 73 38.6 189 100,0 
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The data leave little room for doubting the capacity 
in the Nashville system for more expediency in respond
ing to complaints than that in the Savannah system. 
IIowev6,r, a close look at the tabular data indicates that 
while approximately eighty percent of all cases were re
sponded to in Nashville in less than twenty-four hours as 
compared to less than two-thirds in the same time period 
in Savannah, the response pattern in relation to severity 
appeared to be less discriminating in Nashville than that 
in Savannah. 

If a response pattern is discrimatory rather than ran
dom, one would e:xpect that the percent of serious cases 
in proportion to non·serious cases would decrease with 
the advancement of time. While there are irregularities in 
the Savannah data - most noticeably for the period two 
days to less thnn one week •• the general expected pat
tern is observed. On the other hand, Nashville's data re
vealed that wIlile there was a decreasing patt~rn, the per
cent of serious caseS in relation to non-serious cases 
changed minimally over the several time periods. 

The following question is posed. To what degree 
could CBS personnel actually set priorities to investiga· 
tion when, in fact, they were responsible for investigat
ing practically all situations? Obviously, time spent on 
non-serioUll complaints detracted from the time available 
for situations warranting immediate intervention. 

S. Case Assignment 

.. Efflclency as a criterion 

Case assignment for on-going services in both sys· 
tems appeared to be based to a large extent on structural 
and organizational aspects of the systems. 

All cases opened by CES intake were assigned to 
and cnrried by CES emergency intake workers. While in-

:1Wc arc not able to explain the difference in severity in the 
two systems' \'llseload. Perhaps, there arc a number of factots 
whi(:h ac~~unt fot the difference. among which arc: (1) differ
cnCf~ in level of problem awarl)neS$. (~) the movement toward 
!\tcllter input (!f ('ases from hospitals in Nashville, and (3) differ
CIl(ICS between the systCtms' internal mechlUl.isms for case han
dling. 
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take and investigative work on non-serious/non-emer
gency situations was conducted by emergency intake 
workers, these cases, if transferrable, were carried by 
workers in the regular protective service or some other 
unit of DPW. Reportedly, there was no clear policy on 
what kinds of cases were accepted by the parent agency. 

Poor relationships between the CES project and the 
parent agency were evident. CBS was in no position to 
"force" cases on other units in the larger system if the 
units refused to accept them. As n result of this organiza
tional constraint; namely, the inability to transfer cases 
when needed; each emergency intake worker carried an 
average caseload of forty cases. 

On the other hand, case assignment in the PSU fol
lowed the screening process at intake. Some cases re
ceived at intake were investigated by workers in other 
units of DHR. These categories of cases, unless further 
assessment revealed a need for "crisis" handling, were as
signed to units other than the PSU. Cases involving ac· 
tive clients on whom reports were received were assigned 
to the regular caseworker for investigation and on-going 
case handling. 

Beyond intake and handling the identified emergen
cy or resolVing the immediate crisis, PSU workers were 
not responsible for case handling. Cases were transferred 
to some other unit of DHR. In addition to this initial 
case responsibility, PSU workers consulted with and ad
vised workers assigned to cases in which court action was 
necessary. 

6. Case Handling 

• Efficiency as a criterion 

An intervention system having access to provisions 
for long-term services would need to derme and limit its 
delivery of services to short·term stabilizing efforts. Case 
handling needs to be predicated on a distinction between 
emergency intervention and long-term services. 

The virtual lack of coordination and cooperation be
tween the CES project and the pll,rent system in the case 
transferral process demanded that CBS emergency intake 
workers were responsible for the delivery of long-term as 
well as short-term interventive services. 

By contrast, PSU case handling functit:/ll1 was limited 
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to activities designed to ameliorate the immediate crisis. 
On.going services were delivered by other units of DHR. 
Thus, PSU personnel were not responsible for an on·go· 
ing caseload. 

While CES was plagued with problems in the case 
transferral process, CES had at iII.s immediate disposal 
emergency services which could be brought to bear in 
handling crisis situations without bureaucratic red tape. 
WMe some of the similar kinds of services, e.g., home· 
makers, were available in other units of DRR, such ser
vices were not available to the PSU without formal reo 
quests, eligibility determination, and other procedural 
processing. Thus, the involvement of needed services in 
case handling was a more expedient and efficient process 
in the CES system. 

• Operational definition of abuse as a criterion 

Another apparent factor which contributed to the 
heavy caseloads for which CES emergency intake work· 
ers were responsible was the failure to operationally de· 
fine abuse in relation to case handling. What actually ex
isted was workers being responsible for cases falling at 
different points in the protection process; namely, chilo 
dren not placed, those placed, and those in the court 
process. Thus, CES as a crisis intervention system, was 
involved in some cases up to and conceivably longer than 
twelve (12) months. 

By contrast, PSU defmed and confmed case han
dling function to intake and the resolution of the identi· 
fied emergency or immediate crisis. Beyond these activi
ties, PSU workers were available for consultation and ad
visement to workers responsible for on·going services. 

A Smnming Up of dIe Systems' Operations 

Both systems were impeded in their internal opera
tions as a result of the state of their relationship with 
collateral community systems. Operations were influ· 
enced negatively on two levels, one resulting from limit· 
ed input from these collateral systems and the other 
from the ways these systems handled abuse and neg11lct 
cases. 

In relation to both the CES and the PSU systems, 
we found that collateral systems, especially hospitals, 
provided limited input. Input via law enforcement and 
court systems in Nashville was provided on a more uni· 
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form basil~ than in Savannah. While limited input from 
collateral systems is a major concern from the stand
point of the failure to provide services to children and 
families in need, from a system's standpoint, the inap· 
propriate handling of cases by other systems pose marc 
problems for the delivery of services by the protective 
service system; i.e., impedes the ordedy sequencing of 
services, makillg their delivery difficult or impossible. 

At the time of the study, collateral systems in both 
communities feU short in their responsibility of channel
ing abused and neglected chi).dten into the protective ser
vice system. But by what mechanisms were the protec
tive service systems able to receive those children who 
were channeled to their units? The 24·hour intake provi
sion in the CES system was a major plus, while the lack 
of intake beyond DHR's worl< hours or a coordinated 
procedure with intake in the law enforcement or Juve
nile Court system was a deflnite impediment to PSU's 
operations. Given this lack in the Savannah community 
network, a SUdden increase in input from collateral sys· 
terns would probably be less than desirable from an op· 
erational standpoint. 

Related to intake capabilities are the procedures for 
investigating complaints. In the CES system both aspects 
were intricately tied to Juvenile Court operations. Con· 
joint coordinated approaches to investigation in emer
gency or crisis situations allowed for the presence of so· 
cial service assessment and court authority. Seemingly, 
too, the coordinated intake and investigatory procedures 
contributed to the expediency with which investigations 
were initiated and to the total coverage. Reportedly all 
complaints which could not be referred to other com· 
munity resources or otherwise deflected from CES were 
investigated. 
" 

This latter point is made primarily with the fact in 
mind that the number of intake personnel in the CES 
project was at the time of the study the same as the 
nl,lmber of personnel in the PSU. Further, it bears noting 
that intake workers in CES were responsible for an aver
age caseload of approximately forty cases in which chil
dren were at different stages in the protection process. 
On the other hand, PSU workers were not responsible 
for an active long·term caseload. Thus, in terms of the 
difference in county size (Davids\Qn County, Tennessee .. 
approximately 500,000 and Chatham County, Georgia·· 
less than 200,000) and given a comparable number of 
key casework personnel, coordinated eff;;:'rts in Davidson 



County, Tennessee must be responsible in part for the 
differences in expediency and coverage capabilities. 

As was stated earlier and at several points in this 
paper, a major advantage the CES system had over the 
PSU in Savannah was the component services which 
could be brought to bear upon emergency situations 
wit1tnut the vicissitudes of bUreaucratic red tape. Some 
of the similar kinds of services, e.g., homemakers, were 
aVailable in other units of DIm .. However, such services 
Were not available to the PSU without formal requests, 
eUgfbllity determination, and other procedural process
ing. Thus, their utility for "crisis" interVention were vir
tually nil. 

One of the major features of an emergency or crisis 
intervention system is immediacy in response to com
plaints via investigations and ameliorative services and 
Ule successful movement of cases to other community 
resources or on-going units in the larger system. The op
erations of CES became increasingly difficult, i.e., intake 
workers' caseloads became increasingly larger, due, in 
patt, to problems encountered in case transferrals. As we 
noted earlier, these difficulties were related both to in· 
take workers; failure (that of CES) to operationally de
fme crisis and to the less than desirable relationship be
tween CBS and the parent agency. The ease with which 
cases were transferred between PSU in Savannah and 
other units of DBR was a uQcided plus over CBS opera
tions. 

In both systems, the record keeping system served 
liS an impediment to their operations. In Nashville, the 
maJor log reflected an inflated picture of child abuse, 
but lit the same time serial ubuse was captured. In Savan
nah, the major log reflected a deflated picture without 
capturing serial abuse cases. Both systems recorded only 
"coW' facts on case handling; "hot" facts were imbed
ded within the mire of the workers' folders on the fami
lies. 

In recognizing tho preceding factors. it can again be 
C~tatcd that each system had particular strengths in opera
tions, Mlt neither system had all of the strengths that 
might be dcsimble in the delivery of services to children 
entering the service system. 

Recommemiatioos 

1. There is no question that health/medical sys-
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terns, law enforcement agencies, and the juvenile court 
are major potential sources for input into the formal 
protective service system. However, it is doubtful that 
the potential will be realized in the absence of a well co
ordinated and cooperative relationship between these 
sources and the protective service system. lhus, it is log
ical to assume that until coordination and cooperation 
with potential input sources occur, there will exist a gap 
between the proportion of children potentially needing 
services and those who are in the service delivery system. 

We are suggesting that the responsibility for initiat
ing and/or maintaining coordination and cooperation 
with major input sources lies with the mandated service 
delivery system. Who or what agency in a community 
network should know service eligibility, case handling 
procedmes, and service availability better than the sys
tem responsible for the delivery of the service in ques
tion? 

Far too often and for too long practitioners in thj~ 
social service system have assumed that individual actors 
and other community agencies will or should make their 
wishes known by seeking out the information and/or ser
vices needed. For individuals and/or other community 
systems not to do so has been viewed as an indication of 
apathy, a lack of cooperation, or some other negative 
factor which places the responSibility for the failure to 
act on the service seeker. 

Insights gained from tins study suggest that a lack of 
coordination, knowledge, and training rather than a lack 
of cooperation was a more relevant explanation for lim
ited input into the protective service system. 

Where the lack of cooperation appeared to be para
mount, as in the case of the relationship between CBS 
and police officers, legal constraints existed which 
shaped the nature of the relationship. 

In Nashville, commendable efforts through the CBS 
Coordinating Committee .'I¥ere made to both obtain legi
timacy and awareness for the project, and to establish 
needed linkages with the involved agencies and to bring 
about required changes in existing systems.3 

3Major program changes were accomplished in Richland 

Village, the Salvation Army, and the Juvenile Court. See Com

mU/lity Guide, pp. 18-19. 
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In retrospect, the CES Coordinating Committee 
gained cool'dination and cooperation at the planning lev
el. But beyond coordination and cooperation at the 
planning level is the need for coordination and coopera
tion at the service level. 

Perhaps the initial failure of the CES project to ful
fill the function of obtaining and maintaining coordina
tion and cooperation, as reflected by limited input from 
the major collateral systems; can be partially explained 
by one or both of the following factors: (1) CES per
sonnel initially failed to follow through at the direct ser
vice delivery level on what the Coordinating Committee 
accomplished at the planning level, (2) the focus of the 
project, in direct response to the problem which gave 
rise to its inception, waS on deflecting children from the 
iuvenile court system rather than on comprehensive inci
dence coverage. 

There was a decided lack of coordination at the ser
vice delivery level in Nashville. In this respect, the situa
tion differed little from that in Savannah. Thus, our fIrst 
recommendation is that to ensure a narrowing of the gap 
between the proportion of children potentially needing 
services and those who are in the service system, the ser
vice delivery system must initiate and/or maintain activi
ties designed to bring about coordination and coopera
tion at the service level. Education and training around 
problem defmition and case handling procedures must 
be provided to direct service providers, as well as to su
pervisory personnel. 

2. Recognizing the evident failure of the CBS pro
ject to obtain and maintain coordination and coopera
tion with some of the major input sources, our second 
recommendation is that proposals for funding intended 
to create permanent coordinated services in local com
munities include objectives. personnel, and financial out
lays for the explicit purpose of providing public educa
tion, training. and coordination relevant to the goals of 
the service system. 4 

4While there Was some improvement in reporting from hos

pitals after the initial efforts made by CESj namely. providitrjl 

health/medical facilities with copies of the law and copies of the 

standard reporting fonn and conducting two multidisciplined 
workshops, one in the latter half of 1972 and the other in April 

of 1973, cns recognized that the chang~ was not a dramatic 

one. And whilr. CES personnel rec(!,; .. '~;'.A that much :~ore 
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3, The entrance of abused, neglected, and other
wise maltreated children into the protective service sys
tem and the orderlY sequencing of services depend, in 
part, on the system's internal intake capabilities and the 
degree of cooperation and coordination between the 
protective service system and relevant collateral intake 
systems. 

Unfortunately, the nonnal work day hours ofihtake 
workers in an eight hour-five day week arrangement do 
not correspond to the periods of greatest need ill child 

should have been done, such Was not the case because there waS: 

no one to do it. The survey and seminar planning which were 

very time-consuming were done by a graduate social work stu

dent, a former protective Service worker, as a part of her field 
placement experience. 

CES, recognizing the need for more extensive, concentra

ted, and organized efforts to ensure improved relations with and 

reporting from community collateral systems, IIndeirtook efforts 

to delegate this responsibility to some other community re

sources. CES approached the Council of Community Services 

with their concerns. A committee, comp,rised of representatives 

from various groups, was formed to discuss directions. The work 
of tilis committee continued until April 1974, during Which time 

it moved in the direction of identifying the need for a position 

within the Department of Public Welfare with the person having 

primary responsibility for spearheading the community effort to

ward improved reporting and coordination of service delivery. 

This recommendation was accompanied by an offer from 

the Junior League to fmance, in part, the salary for the position 
for one year. The Department of Human Resources signed a con
tract with the State E»ecutives of the Junior League fo~ the posi

tion in December, 1.975 witit the position being filled during that 
month. The cont~;ctual arrangement between DHS and Junior 

League is somew~6t unique. 

til;;: l>!!JiId responsibilities of the coordinattJr will be to set 

up CES Statewide and to work witlt hospitals, law enf~\lrcement. 

courts, children's institutions, etc., toward improved t1ootdina

tion. 

(From written correspondence-December 30, 1975-from 

Mrs. Patricia Lockett, former Director of CRS Demonstration 

Project. She is the current Director of the National Center for 

Comprl;lhensive Emergency Services to Children, NashVille, Ten

nessee). 



protection; namely. late evening. eady morning, and 
weekends. 

'rhus, II third recommendation is that intake into 
the mandated protective service system must be provid
ed Oil a twentyofour hour baSis through an operational 
procedure in which the intake activities of all relevant 
collateral intake systems are channeled expeditiously 
amI efficiently into tile mandated protective service sys
tem. 

Embodied in this recommendation are two equally 
important elements: (1) th::. existence of a mechanism 
which allows for twenty-four hour availability of intake 
into and services through the mandated protective ser
vice system, and (2) the existence of cooperative and co· 
ordinat<!d relutions with other intake systems. The ab
sence of either will ensure the continuance of the gap be
tween the proportion ofchildrcn potentially needing ser
viceO and those who are in the service delivery system, 
und Jmpedlmcnts to the orderly sequencing of services. 

PSU in Savannah, Chatham County. Georgia lacked 
both clements. Both were present in the CES system jn 

Nushvlllc, Davidson County, Tennessee, with the latter 
existing ill varying degrees among systems. Efforts are 
presently nnd(ll'Wtly to improve coordination with all 
collateral systems, 

Obviously. there must be a variety of ways of ac
compl1shing both clements. among which arc the meth
ods Gnd procedures used in the CES system. While we 
cannot specify methuds which work best for specific 
typtlll of communities, W(\ suggest that if policy makers 
nod planners t~an veer from the traditional :in thinking, 
workable means can be developed. 

III there smnething sacred about the eight to five, 
five day week arrangcment'l Perhaps an arrangement uti
lillng shifts lInd workers on a rotating basis would show 
promise. AfC not systems buundaries permeable? Some 
,:mmnunity systems. including hospitals, police depart
m~mts. ugcllcies operating "hot lines," etc .• operate on a 
tWI:nty.foUf huur lmsls. Interagency cooperation and co
mdinlllhm l,;tmid possibly result in such a system provid· 
me lUl1iwcrlng lietvjc~ capabilities with protective service 
wOlkcn; IUl call. 

4. A majuf strength in the CBS system was in its 
structure; namely, servit'C components intricately tied to 
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the system such that the offering of ameliorative services 
was prompt and efficient. This strength in the CES sys
tem was a major weakness in Li.e Savannah PSU. Some 
of the similar kinds of services, e.g., homemakers and 
emergency foster homes, were available in other units of 
DHR. Such services, however, were not available to the 
PSU without formal requests, eligibility determination 
and other procedural processing. Thus, their utility for 
"crisis" intervention was virtually nil. 

When the access to existing services is denied or de
layed due to bureaucratic red tape, the abused, 'leglect
ed, and otherwise maltreated children are further victim
ized. This implies that the various service components -
presently administered and guarded in separate divisions 
of the larger public welfare system - that affect abused 
and neglected children - need to be consolidated under a 
single service package. Such a move need not mean the 
centralization of units responsible for the various ser· 
vices; rather, a cooperative ami coordinated procedure 
allowing for speedier and more efficient inter.unit flow. 

5. Such an approach would yet fall short of the 
desired, for the reality remains: different services are 
funded from different sources and for specific categories 
of consumers. Thus, while such a procedure as that sug
gested might improve the situation in cases where eligi
bility for the services is easily determined, it may not im· 
prove the situation for "borderline" cases nor for those 
in which the eligibility test is not met. 

Since all abused, neglected, and otherwise maltreat
ed children deserve the most appropriate service avail· 
able, perhaps an alternative to the above approach would 
be to marshal such services through a coalition of com
munity groups. The coalition could plan and conduct 
activities designed to recruit volunteers for specific pur
poses in the community's system for protecting children. 
Volunteers could be used in the capacity of homemak
ers, curctaker:i, emergency foster parents, etc., much on 
the order of schools' utilization of parents as volunteer 
teachers for hospitalized and home-bound children and 
the American Cancer Society's use of volunteers to re
lieve families of cancer patients. The idea is not new; the 
list of examples could go on. 

6. One of the key areas for concem of personnel 
in the CES system was the problems encountered in 
transferring cases from the CES emergency unit to other 
units of the parent agency. This constraint, which was 
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discussed in considerable detail in Chapters 4 and 6, re
sulted in emergency intake workers having to carry 
heavy caseloads and having to plan for cases falling at 
different points in the child protection process. Thus, in 
many cases CES was directly responsible for case han
dling for as long as ten to twelve months. Such problems 
did not exist in the Savannah PSU. 

It is necessary to reemphasize that the CES system 
was a federally funded project. This is not to suggest, 
however, that the fact of being funded by federal monies 
was the only and/or the major reason for the problemat. 
ic relationship between CES and the parent agency. Cer
tainly> there are a number of examples which indicates 
the eventual failure of new projects which were under 
the same fmancial umbrella as ongoing programs. 

The source of funding may have been a secondary 
factor contributing to the undesirable relationship be
tween CES and the parent agency. The lack of positive 
sanction from top administrative personnel in the parent 
agency was perhaps a primary factor. Thus, we recom· 
mend that where new programs are developed within a 
system - regardless of funding source -- top administra
tive personnel give positive sanction to the program's 
operation and staff. It is only with such continuous sup
port that new programs can gain and maintain legitimacy 
and awareness within the larger system. 

7. A seventh recommendation concerns the nature 
and extent of interagency case involvement and the im
plications coordinated efforts have for more efficient 
utilization of manpower. It was noted that the number 
of intake personnel in the CES system was at the time of 
the study the same as the llUmber of personnel in Savan· 
nah's PSU. Intake workers in CES were responsible for 
long·term services in an average caseload of approximate
ly forty cases. On the other hand, PSU workers were not 
directly responsible for an active long.term caseload. Be
yond thiS, data clearly indicate that the response pattern 
in the CES system was more expedient than that in the 
PSU system. Reportedly, coverage capability waS more 
comprehensive in the CES system. 
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Given the above facts and the fact of the difference 
in county size (Davidson County, Tennessee - approxi
mately 500,000 and Chatham County, Ge,orgia - less 
than 200,000), we suggest that perhaps the pooling of 
t ;ilnpower resources, namely CES and Juvenile Court 
worker& under coordinated procedural conditions contri. 
buted, in part, to the greater capacity for expedient re
sponses to complaints and investigatory coverage in the 
CBS system. Therefore, we recommend that mechanisms 
be established between the mandated protective service 
system and the major collateral intake systems to ensure 
a more coordinated approach both to the intake and in
vestigatory /unctions. 

SUllllllaty Statement 

In this chapter, we have attempted to describe and 
compare the two protective service delivery systems on 
selected operational and structural aspects and on the re
lationships of these systems to major community collat
eral systems. 

Efforts were made to identify salient similarities and 
differences, and to pinpoint factors which impeded or 
enhanced the systems in their operations process, It is 
hoped that the identification and discussion of the prob
lem areas, as we viewed them, have produced informa· 
tion which can be utilized for the designing or modifica
tion of the process of assessing and serving abused anQ:' 
neglected children. 

It is imperative that we reemphasize the lOCUS of 
this report at this point. This report is based on an analy
sis of both systems' operations or processes. We have 
concerned ourselves with such issues as entrance into the 
system via major commanity collateral systems and both 
protective service systems' mechanisms for handling chil
dren within the systems. A subsequent report, which will 
be based primarily on case data, will attempt to tie input 
and output data to each protective service system's op
erations. And to the extent that the 'data allow, we antic
ipate evaluating each system's outcome or effectiveness 
by that method. 
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