CASE STUDY OF FAMILY IMPACT ANALYSIS

by Karen Bogenschneider
University of Wisconsin-Madison

Write a 5- to 6-page analysis of one of the case studies (selections will be made in class) in the Ooms and Preister text using the
following format. This assignment must be submitted by Class 21; no late assignments accepted. Use the family impact checklist
in Appendix A of the Bogenschneider (2000) text.

Use the following format:

 Using the family impact principles, what are the supportive effects of the policy or program? What are the undermining or
nonsupportive effects? List each principle and indicate if the principle is supported, nonsupported, or not relevant for the
issue. Under each principle, use only those questions that seem appropriate for your case study. (10 points)

» Are there beneficial effects that might have been overlooked without family impact analysis? Are there harmful effects
that a family impact analysis could help avoid? Summarize the conclusions of your analysis. (10 points)

* How well was the particular case study done? Are there family impact principles that the writer overlooked? Point out
specifically the strengths and shortcomings of the analysis. (10 points)



Application 1

SUBJECT: ADOFTION/FOSTER CARE POLICY AND PRACTICE:
A FAMILY CRITERIA ASSESSMENT

FROM: Jeffrey Rosenberg, MSW
National Committee for Adoption
2055 M Street, NW, Suite 512
Washington, DC 20036
202/463-7559

TO: Steven Preister, Chair
Family Criteria Task Force

Introduction

After reading through the finalized report, Family Criteria, I am providing some specific com-
ments from an adoption vantage point as well as some examples of how these criteria might
affect adoption practice or policy. I chose a broad focus on the basic legal framework of existing
federal policy in adoption and foster care.

I read through the six sets of family criteria and family impact questions as if I were the head of a
small private adoption agency or the head of a much larger public child welfare agency. 1 was
struck by the fact that after a first read, an administrator of such a program may conclude that
these criteria have little relevance to the type of program that he or she is administering. While I
don’t think this is true, I can easily see that such an administrator, who by definition is very busy,
might read the criteria and file the document. The reason for this is that most of the family

- impact questions concern an already existing family structure and its relation to outside stressors.
As adoption is about legally dissolving one family structure and constructing a new one, an

" administrator might conclude that these impact questions do not apply to such a transitional
service. I don’t think that is true; in fact, at its ultimate level, adoption impacts on at least two
already existing family structures. We have addressed this fact in the Report; thus I think we will
assist readers in seeing the family as a dynamic, not static concept.

Background

The Adoption Assistance and Child Welfare Act of 1980 restructured the federal role in the
provision of foster care and adoption services. P.L. 96-272 spells out requirements for the provi-
sion of foster care services that states must meet in order to qualify for federal matching funds.
The act also authorized for the first time the provision of federal subsidies to families who adopt
certain children. The basic purpose of the foster care reform was to promote permanency plan-
ning: to encourage reunification with biological families and facilitate adoption, to counter the
phenomenon of large numbers of children who remained in foster care.

P.L. 96-272 mandates that states must, in order to receive their full share of federal funds for child
welfare services provided under Title IV-B of the Social Security Act, institute certain protections
for all foster care children under the responsibility of the state (not just foster care children
eligible for federal maintenance dollars). These required protections include: (1) an inventory of
children in foster care more than 6 months; (2) a statewide information system of children in
foster care; (3) a system for case review for each foster care child, including a case plan for each
child, a 6-month review and an 18-month dispositional hearing, to assure placement in the least
restrictive setting and to ensure procedural safeguards; and (4) a services program to assist
children, when possible, to return to their homes from foster care. Child welfare services are
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defined under the act as a range of services designed to protect and promote the welfare of
children. Federal funding for such services under Title IV-B is authorized at $266 million per
year though actual authorizations have never reached this level.

P.L. 96-272 also created a new section, Title IV-E, of the Social Security Act. Title IV-E created
two distinct entitlement programs. Title [V-E provides for federal matching dollars, based on the
Medicaid matching rate, for foster care maintenance payments for children who were or would
have been eligible for Aid to Families with Dependent Children (AFDC) at the time of their
entrance into foster care. Foster care maintenance payments are designed to cover the cost of

providing food, clothing, shelter, daily supervision, school supplies, personal incidentals, liability - - -- -

insurance for the child, and reasonable travel to the child’s home for visits. Currently, Title IV-E
foster care expenditures provide maintenance payments for approximately 100,000 children per
year at an annual cost of approximately $500 million, which includes administrative costs as well.

Under Title IV-E, a new federal program was created, the Adoption Assistance Program. Federal
dollars are provided, again at the Medicaid matching rate, for subsidies to be provided to parents
who adopt children who were or would be AFDC or SSI eligible and who are considered children
with special needs. A child with special needs is defined as one with a specific condition, such as
ethnic or minority background, age, membership in a sibling group, or a mental or physical
handicap, which prevents placement in an adoptive home without providing assistance. Chil-
‘dren receiving federal adoption assistance are also deemed eligible for Medicaid. Monthly
adoption assistance payments may not exceed the monthly foster care board rate in that state. In
FY 1986, $41.4 million were appropriated for this program. An estimated 25,000 children re-
ceived benefits in an average month during that year.

Principle #1: Family Stability

" Policies and programs should encourage and reinforce family, parental and marital commitment and
stability, especially when children are involved. Thus, intervention in family membership and living
arrangements is justified only to protect family members from serious harm or at the request of the family
itself.

Family Impact Questions Selected:

To what extent does the policy or program ease or hinder the family’s decision to change its membership
(for example, through divorce/separation; the decision to have children through birth or adoption)? What
incentives or disincentives are provided to marry, have or adopt children, separate or divorce?

How does the policy or program recognize that major changes in family relationships, such as divorce or
adoption, are processes that extend over time and may require continuing support and attention?

Is involuntary intervention in the family through placement of a child or adult family member in alterna-
tive care settings done only as a last resort after sufficient efforts to help the family stay together? What
resources are allocated to help keep the family together?

What criteria are used to guide decisions that removea child or a dependent adult from a family? What
criteria (for example, permanency planning, family-like environment) are used to determine what alterna-
tive care will be most appropriate for that dependent member?

Both the principles and the family impact questions in this section were all quite relevant to
adoption and foster care programs.
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For this section, I chose to analyze the Adoption Assistance and Child Welfare Reform Act of
1980 (P.L. 96-272) as an example of how these criteria may relate to a program or policy concern-
ing adoption.

On a paper level and in the offices of Capitol Hill this act would appear that it more than satisfies
all of the family impact questions in this section. The problem is, of course, that these children do
not live on a paper level nor do they live in the offices on Capitol Hill. While I would never argue
that this act has not had a significantly positive effect on the foster care and adoption systems, 1 .
would argue that the sense of the “solution” provided to the reader—espedially since it reads in a
very sensible fashion—has lulled many into the mistaken belief that the problems such as foster
care drift have been adequately addressed. P.L. 96-272 is filled with procedural requirements but
has little if any enforcement standards. In other words, a state must simply prove that it has case
plans, that it has administrative reviews, and that it has implemented “reasonable efforts” to
prevent placement in foster care. Thus, a state that has one paragraph long case plans, 30 second
administrative reviews, and whose “reasonable efforts” consist of a telephone call would be in
compliance with the law.

To conclude, the Adoption Assistance and Child Welfare Reform Act of 1980 as written would
pass this set of family impact questions with flying colors. However, as soon as one examines its
implementation and looks for practice standards, enforcement procedures and activities, and
outcome data, one quickly realizes that the Act as it is currently being implemented is insufficient
to ensure that family stability is properly safeguarded by state child welfare systems.

Principle #2: Family Support and Responsibllities

The first presumption of policies and programs should be to support and supplement family functioning.
Services that substitute for families should only be provided in situations where it is clear the family will
! not be able to function sufficiently even with support, or when the burden on the family is excessive.

Further, policies and programs need to vigorously enforce and support parents’ responsibility to provide
economtic support and adequate protection for their children; similarly, family members’ responsibility to
care for other adult family members in crisis or in chronic sickness, disability, or frailty should be encour-
aged, facilitated, and supported.

Family Impact Questions Selected:

How does the policy or program help families perform their responsibilities and prevent government
activities from inappropriately substituting for that responsibility?

Does the policy or program provide incentives for other persons or institutions to take over family func-
tions? How does the policy or program provide resources which help to supplement family roles and so
strengthen families” own abilities to provide support for their oun?

What effect does the policy or program have on families’ ability to provide financial support for their
dependents?

Does the policy or program build on or ignore informal support networks and mediating structures (such
as community/neighborhood organizations, churches) that are so essential to families’ daily lives?

This principle and its family impact questions go right to the heart of a current debate in the field
of adoption, and anyone involved in adoption practice who honestly looks at their practice
would be forced to bring this debate home. There are those involved in adoption who see the
adoption practitioner’s role as ending upon the legal finalization of the adoption; those who hold
such a view believe that there should not be nor need not be an ongoing relationship between the
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adoption practitioner and the adoptive family. Certainly this is the view held by most of those
persons, primarily lawyers, who are involved in independent adoptions. On the other hand,
there are those who believe that the actual adoption process should signify the beginning of a
potential long standing relationship between the adoption agency and the adoptive family. This
relationship involves the adoption agency providing supportive services to the adoptive family
when requested, and acting as an always available resource.

The Principle of Family Support and Responsibilities makes it clear that an adoption agency has a

responsibility to act as a lifetime “friend”—though a friend of a professional nature—to adoptive - .-

families and children. To the extent that an agency administrator finds that his or her program
scores poorly on these family impact questions, such would be the extent that his or her program
is failing to meet its responsibility to act as this “friend.”

When looking at these family impact questions as they might apply to a specific program, I

would conclude without going into detail that the service delivery of a good adoption program
prior to finalization of the adoption would score highly. However, this is not the case if one
assesses services provided to adoptive families post-finalization. This is the area that has been
termed Post Legal Adoption Services. Only recently have we developed the recognition that
families who adopt children, especially special needs children, must have available to them a
ready and appropriate resource for support and information. In the area of special needs adop-
tion, to be succinct, we have failed miserably in providing this support. In.practically every state,
the service delivery and fundmg systems are set up to facilitate the actual placement of a special
needs child, but little if any service delivery and fundmg goes toward maintaining these families
after finalization. The situation, more often than not, is that a special needs child is placed into an’
adoptive family and this new family is “set upon the world” with little support. Several factors
are currently contributing to this situation: (1) the area of post legal adoption services is still being
developed with, quite frankly, inadequate and/or inappropriate services being termed post legal
adoption services; (2) funding is not readily available for these services, and funding which is
available is usually not released by the states to private adoption agencies even though it is often
the private sector that has direct contact with many of these families. The need for Post-Legal
Adoption Services for families who adopt non-special needs children, that is, healthy infants, has
not been addressed by many funding organizations.

Thus, if one looks at the ability of the average adoption agency to provide support to the families
that they have helped to create, especially when these families have adopted children with
special needs, one concludes that the average agency will not do very well on these family impact
questions. From helping familie$ perform their responsibilities, to preventing inappropriate
government interventions, to strengthening the family’s own abilities to provide support for their
own, to involving informal support networks, to improving linkages with community resources
for families after the actual adoption, the field is still in its infancy. Certainly this is not true for
all agencies. One agency that has developed an excellent post-adoption program, ACT (Adop-
tion Counseling Team), is Spence-Chapin Services in New York. Other agencies, severely ham-
pered by lack of funds and by a public policy that does not recognize in its funding decisions that
the private sector is the most used and most efficient service delivery system, are unable to
provide the quality and quantity of services needed.

Principle #3: Family Invoivement and Interdependence

Policies and programs should recognize the strength and persistence of family ties, even when they are
problematic, and the influence family members have upon each other. In general, the most effective and
efficient way to help a person in need is to involve the other members of the family so that the family
reinforces rather than undermines the the goals of the program.-
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Family Impact Questions Selected:

How does the policy or program consider whether there are competing needs within the participating
family? When two or more family members’ or families’ (for example, birth parents, adoptive parents,

- children) needs or rights conflict, on the basis of what principles are policy or program decisions made (for
example, the best interests of the child)?

How does the policy or program help individuals and families anticipate and deal with changes the service .
to the individual may have on the family as a whole?

How does the policy or program facilitate the families’ own mediating processes in resolving family
conflict? How does the program promote the family as a mediating structure between its individual
members and social institutions?

This principle and its family impact questions would be applied differently to infant adoption as
opposed to special needs adoption and services to biological families. Here I will focus on the
child welfare system as it provides child protective services and subsequent adoption proceed-

ings.

When one looks at this principle and the Federal policy governing the area of child protective
services, i.e., the Adoption Assistance and Child Welfare Reform Act of 1980, one would con-
clude that the policy is very much in line with this principle. However, when one goes beyond
the principle to the family impact questions, it becomes quite clear that policy and practice have
not delineated specific criteria for when and how to become involved with families. These family
impact questions should require, for a program to do well, that clear operating procedures for
making decisions regarding intervention and removal of a child, and possible subsequent termi-
nation of parental rights, have been developed and implemented. In other words, a program
should have agreed upon rules that guide practice.

‘Unfortunately, child protective services have few such rules. This bill is hampered by a ubiqui-
tous vagueness regarding decision making. This vagueness is further exacerbated by the usually
tenuous relationship between social work and the judiciary; it is the judiciary which has the final
say in these matters. Neither the judiciary nor the field of social work has made any substantial
strides toward developing criteria upon which decisions regarding removal of a child, involun-
tary termination of parental rights, etc. are made. The federal policy mentioned above only
requires that a case plan be developed for every child. The assumption is that within this case
plan, such criteria relevant to each child will be developed. The truth is that few such criteria
exist.

Principle #4: Family Partnership and Empowerment

Policies and programs should treat all families with trust and respect as partners when providing educa-
tion, health, and social services to a family member (for example, a child, spouse, or adult parent) and
should offer a range of levels of involvement depending on the family’s wishes and situations. Families
need to be empowered by providing them with information and a maximum degree of choice and decision-
making.

Similarly, policies and programs should take into account the complex responsibilities of families, and
enhance their ability to manage their dealings with multiple human service institutions.
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Family Impact Questions Selected:

To what extent is family autonomy respected by the policy or program and the family left to make their own
decisions and lead their lives the way they wish? On what principles is family autonomy breached and

- program staff intervene and make the decisions? How does the program protect the family from unwar-
ranted intrusion and allow parents’ choice?

What are the program professionals’ concepts of their role with the family in providing the service, meeting
the need? Do they see themselves as healer, expert, consultant, enabler, mediator, or resource provider?

In what specific ways does the policy or program seek to involve participating families in the planning,
implementation, and evaluation of the service or program?

How does the policy or program recognize that some families can and will be be more involved in this
partnership than others? How does the policy or program provide the opportunity to all families for at least
some level of involvement?

In what ways does the policy or program prevent participating families from being subject to humiliating
circumstances and suggest that they have an inferior status, thus devaluing and stigmatizing them?

This is a principle that also would be applied in a much different fashion to infant adoption
services and maternity services than it would be applied to child protective services (CPS) and
special needs adoptions. Here, I will apply this principle to CPS and special needs adoptions.

This principle goes to the heart of the matter in CPS. It delineates the difficulty in determining
when to remove a child from a potentially dangerous home situation and then when to return
that child to the home or when to terminate parental rights and seek an adoptive home for the
child. It is extremely difficult for a caseworker to determine what degree of the decision making
to grant a family when there exists an apparent potential for child abuse. Child protective
services caseworkers and supervisors are in the middle of countervailing pressures. Child
welfare is experiencing a preventive services move, that is, a move to maintain families and avoid
inappropriate foster care. On the other hand, it seems routine for reports to be published on the
number of children killed at the hands of their parents in a given year in a given jurisdiction.
Invariably, these reports contain recommendations for quicker action on the part of CPS. So the
question for the child welfare field is: Where is the appropriate point of practice between the
preventive services move and the reports that point to “x” number of children killed by their
parents? Not surprisingly, this question has not been adequately answered. There have been
recent attempts to develop paradigms for identifying this point. It is safe to say that these
paradigms have not been put into widespread use. Perhaps one day they will be, but in most
child welfare systems, no such paradigms are in place. Exacerbating the situation are large
caseloads and the lack of adequate foster homes.

The fields of special needs adoption and foster care are hampered by the fact that the child
welfare system and the judiciary have not achieved efficient mechanisms for assessing and
terminating parental rights. The result is that children who should be moved into permanent
adoptive homes sit in foster care with parental rights intact when these should be terminated.
Thus, it seems appropriate when discussing the Principle of Family Partnership and Empower-
ment to examine these impact questions in relation to child protective services.

I believe on a theoretical level that child protective services would be seen as scoring quite well
on these family impact questions. Allow me to explain. We have all heard horror stories of child
protection workers either acting too slowly or too hastily in removing a child. The theory of CPS
is not to blame, however. The guiding principles of the best interests of the child, appropriately
maintaining biological families, developing objective case plans to help families achieve appro-
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priate levels of functioning, ctc. are generally well thought out principles. It is in practice that
these guiding principles go awry. Lack of trained and experienced staff, much too high
caseloads, inefficient methods of supervision, poor relations between the judiciary and child
welfare systems, etc., all act to create the horror stories we read in the newspapers.

Principle #5: Family Diversity

Families come in many forms and configurations, and policies and programs must take into account their
different effects on different types of families. Policies and programs should not discriminate againstor- -
penalize families for reasons of structure, roles, heritagefvalues, or life stage which differ from the perceived
or desired norm.

Family Impact Questions Selected:

Is there an explicit or implicit preferred family structure in the policy or program? Does the policy or
program build in rewards or penalties for families of a particular structure (for example, one-earner versus
two-earners; single versus married; married versus divorced/separated)? If it does, are these preferences
and incentives justified? '

Are there any explicit or implicit assumptions in the policy or program about what is considered “normal”
or desired family functioning? How are these expressed?

Is the program or service equally accessible to families with different structures, life stage, or cultural’
expectations and values (for example, employed parents/homemaker parents)?

I found this principle and its family impact questions to be the section that most readily cut to the
quick, so to speak, concerning adoption services. If I were administering an adoption agency or if
I were simply looking at the field of adoption and I read the principle, I would conclude that the
practice of adoption does not unreasonably discriminate against any family type or structure.

However, if I were to proceed to the family impact questions, I would quickly realize that more
than likely my adoption agency had failed to explicitly examine implications of our practice and
to articulate guiding principles for making determinations regarding the placement of children.
In other words, the entire basis for adoption practice is determining whether or not a family will
be an appropriate placement for a child. Obviously, inherent in such a decision making process
will be a myriad of values and perceptions regarding what is the appropriate family structure,
roles, values, etc. Clearly it is neither possible nor appropriate that these values and perceptions
be eliminated. Rather, in order to provide adoption services in an equitable and consistent
manner it is necessary that an adoption agency articulate the underlying values that should guide
the judgements of the personnel. The truth is that many agencies have not done this sufficiently.
The result is that personnel in adoption agencies are too often making decisions regarding the
suitability of potential adoptive parents without any guiding principles on which to base these
decisions.

For example, there continues to be a debate in the field of adoption regarding the appropriateness
of interracial adoption, and the appropriateness of placing a child with a family of quite marginal
income or even on welfare. In many child welfare agenciers, both public and private, many
adoption workers are making these decisions based on their individual values, perceptions, and
misconceptions. Agencies will serve adoptive applicants and children in a very appropriate
fashion if they articulate those guiding principles upon which all decisions should be based.
While final decisions regarding an adoptive applicant are often not made by an individual
worker alone, decision making that is not based on articulated policies can and does occur.

What strikes me as positive about this set of family impact questions as it relates to adoption
practice is that they would force any agency administrator to drag his or her personnel kicking
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and screaming through the process of articulating these policy guidelines. To me, there is no
question that there should be an explicit preferred family structure that should guide the place-
ment of children into adoptive families. This is not to say that this is the only family structure,
only the preferred. Adoption practice would be failing its responsibility if such value judgments
did not exist and were not made.

Thus, it is not because adoption agencies may, to put it one way, score highly or lowly on these
questions that I would see this principle as relevant to adoption practice. Rather, they are
relevant because they would lead any agency through a very necessary and appropriate task.

Principle #6: Targeting Vulnerable Families

Families in greatest economic and social need, and those determined to be most vulnerable to breakdown,
should have first priority in government policies and programs.

As a corollary, policies and programs should seek to prevent serious family crises rather than targeting all
resources on remedial{band-aid services.

Family Impact Questions Selected:

What efforts are made to identify and target those families who are the most vulnerable and the least likely
to have other sources of support?

To what extent is the policy or program specifically directed toward low income families?

Are efforts and resources targeted on preventing family problems before they become crises or chronic
situations? Are these sufficient?

In relation to this principle and family impact questions, I have chosen to examine them in light
of the public foster care and child protective services, given that this is a government program
and the principle specifically applies to government programs.

Certainly the child protective and foster care services programs grant special priority to families
in greatest economic need and those determined to be most vulnerable. The result is, of course,
that the lower-middle and lower socio-economic classes disproportionately reap both the benefits
and the negatives of these programs. Many would hold that the negatives easily outweigh the
benefits, hence the lower socio-economic classes are being victimized by these government
programs due to their socio-economic status. For example, preventive services designed to keep
biological families together and to preclude inappropriate removal of children have never been
developed on any large scale in the public child welfare system. Thus lower socio-economic class
families, when facing a crisis that threatens the stability of their family, can only avail themselves
of, or are forced to respond to, a public child welfare system that, due to a variety of staffing and
financial pressures, is geared toward dissolving families. (This is of course not to say that some
families should not be dissolved; rather it is to say that our system can dissolve families too
quickly.) Middle and upper socio-economic class families, however, often have the resources and
wherewithal to take advantage of non-public interventions that are geared toward resolving
crises and maintaining a family. It should be noted that at the same time that preventive services
are only beginning to be institutionalized, the numbers of children in need of foster care are
rising. This is held to be due to the increases in such social problems as drug abuse, teenage child
bearing, and so forth, especially in urban areas.
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Certainly this is not a call for dismantling our public child welfare system. However, it is made
clear by examining this system in light of these family impact questions that the system needs to
be regeared so as not to accidentally punish some families solely because they lack economic
resources.

Conclusion/Findings

It is clear that the intent of P.L. 96-272 is addressed to a real need in child welfare: i.e., to keep -
children in the foster care system for as short a time as possible. Its other intentions are also - -=-
laudable: to work with families in order to return children to their birth parent(s) whenever - -
possible, to require permanency planning and regular reviews of children in foster care, and to
support and subsidize the adoption of children with special needs.

It is also clear that the problem with P.L. 96-272, from a family perspective, is not the intent of the
law, but its implementation. Implementation can, in fact, subvert the purpose of the law.

Finally, examining the foster care and adoption systems with the family criteria specified in this
Report, it is also clear that a number of important issues still remain to be addressed, specifically,
support of families who have adopted special needs children, the development of clear guide-
lines and operating procedures for making decisions regarding intervention and removalof a

 child and termination of parental rights, articulation of the values which guide the practice of
placement of children with certain kinds of families, and so forth. ]

This concludes my discussion of adoption and foster care services in light of the Family Criteria
Principles and Family Impact Questions. I hope that this will provide some insight into how
these principles and questions may or may not be relevant to adoption and foster care.
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Application 2
SUBJECT: A FAMILY PERSPECTIVE ON CHILD CARE: H.R.1572

FROM: Theodora Ooms, Director
The Family Impact Seminar
AAMEFT Research and Education Foundation
1100 17th Street, NW, Suite 901
Washington, DC 20036
202/467-5114

TO: Steven Preister, Chair
Family Criteria Task Force

As an application of the family criteria in this Report, I provide this excerpt from the draft of a
chapter in the monograph I co-author with A. Sidney Johnson, entitled, Taking Families Seriously:
A Challenge for Social Policy. For your information, we use a slightly different set of family impact
questions than appears in the Family Criteria Report.

Background

While it is difficult to obtain national information about the demand for and supply, of child care,
parental survey responses, and center waiting lists, much anecdotal evidence points to a:substan-
tial unmet need (Select Committee, 1985). A new study by the U. S. Department of Labor (1988)
finds no evidence of a general national shortage, but clearly there are shortages of certain types of
care in particular communities. Some studies document the costs of different types of child
care—costs that range from $1500 annually for family day care to $4000 annually for center
care—but much less is known about what families actually spend on child care. Some paya
great deal, others pay little or nothing. An analysis of national expenditure data suggests that
‘employed mothers spend on average between 2% and 6% of their total expenditures on child
care, but this estimate includes those who reported no child care expenditure (Schwenk, 1986).
Other studies suggest that for those who pay at all, 10% of income is a closer estimate (Caine &
Hofferth, 1987), although some poor families, especially single parents, may expend 25% of their
income on child care.

What about the patterns of child care arrangements that families use? Studies indicate that
although the majority of children are cared for in their own or others’ homes, a substantial shift
has occurred in the last two decades from in-home to institutional, center-based care (O'Connell
& Bloom, 1987). The U.S. Census Bureau (1987a) reported that in the winter of 1984-1985, 23% of
children aged 4 and younger (1.9 million children out of 8.2 million) were enrolled in day care or
preschool facilities during most of the time their mothers were working; about 31% were super-
vised at home by their parents and 37% were cared for in someone else’s home. Large numbers
of lower income parents are employed in shift work which enables them to split caring for their
children between them and avoids child care expenses. Others use relatives to whom they pay
little or nothing (Presser, 1988). Only 8% were able to care for their children at their workplace.
Group care in child care centers—the most discussed because it has generated the most contro-
versy—is, as just noted, the least used. Studies also show that older children are more likely to be
enrolled in center care than are infants, and that unmarried, and well educated and higher
income mothers are more likely to place their children in center care than are other groups of
mothers (U. S. Bureau of the Census, 1987b).

What about the children who are receiving no child care at all and are left unsupervised after
school? Commonly known as latch key children, estimates of their numbers, based on a handful
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of state and local studies, vary enormously, with figures ranging from 2 million to 15 million
children and have often simply been inferred from the numbers of employed mothers (Cain &
Hofferth, 1987). In 1987, the U. S. Census Bureau published the results from the 1984 first na-
tional study of latch key children that suggest that other studies may have considerably overesti-
mated the number of children involved. In 1984, parents reported that only about 1.4 million
children were left unsupervised after school (U. S. Bureau of the Census, 1987b). This study also
reports that white children are more likely than black to care for themselves after school (or to be
cared for by non-relatives), as are children whose mothers are better educated or in white collar

occupations. Yet another study of 1984 national census data confirmed these lower estimates and- --

found that self care is used most by middle/upper income white mothers living in suburban or
rural areas with no other adults in that household, for older children, and for only a short time
each day (Cain & Hofferth, 1987).

After a relatively quiet few years, child care once again has been placed on the top of many
people’s policy agendas. Most people now agree that government has a legitimate, indeed vital,
role in the provision of child care, especially for low-income families. While past debates focused
on whether or not government had any role in the provision of child care, the debate today is not
whether the federal government should play a role, but what kind and how large government’s
role should be. In recognition of the vital role the provision of child care plays in parents’,
especially women’s, ability to join and remain in the labor force, most of the welfare reform

proposals that were introduced in the 99th and 100th Congresses include a child care component.

In 1987, both Republicans and Democrats were proposing that the federal government initiate
new, and often, costly initiatives. Yet deep philosophical differences still separate the various
proposals.

These differences in part reflect differing views about what child care should accomplish. Most
child care advocates assert that the primary goal of child care is to encourage healthy child
development and learning, especially for children from disadvantaged backgrounds. They
believe that the opportunities afforded by good quality child care are as much a child’s right as is
public education. To this end, these advocates call for more public support for child care pro-
grams as well as government regulation to upgrade the quality of the services provided. This
view has tended to favor public support of center-based care over other kinds of child care
programs. These advocates also urge upgrading child care as a profession, by raising caregivers’
very low wages and mandating increased training.

Others take a somewhat different position, and view child care as a necessary custodial service
for parents seeking safe substitute care which does not need to be developmentally oriented,
highly regulated care—always more expensive. They generally believe that government should
help increase the supply of facilities and subsidize those families who cannot afford the care,
preferably through business incentives and credits in the tax code. They also believe that regula-
tion is unnecessary and costly in part because it discourages the supply of care, especially family
day care, and should be kept at the minimum appropriate to deal with basic health and safety
issues. Parents, not government, should determine issues of quality and be allowed to choose
what type of care best suits their needs.

In recent years, there have been several relatively modest attempts to broaden or restore federal
support of child care. Over the past 15 years, federal child care assistance has more than doubled
and now totals around $6.9 billion (U. S. Department of Labor, 1988). However, the main benefi-
ciaries have not been low income families, but middle class families taking advantage of an
expansion in the child care tax credit and tax-sheltered, employer provided benefits (Besharov &
Tramontozzi, 1988). In the 100th Congress, numerous child care bills were proposed by Republi-
cans and Democrats alike. The most ambitious of these was introduced in the House and the
Senate in November 1987, known as the Act for Better Child Care Services (S. 1885 and H.R.
3660). It represented the first comprehensive child care legislation since 1971. These two bills
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had an impressively long list of initial co-sponsors—nearly all Democrats. Some dubbed them
Christmas Tree legislation since they provided funds for expanding and improving almost every
aspect of child care. The price tag was also impressive—$2.5 billion.

This legislation was the result of more than a year’s work of meetings and consultation with
about a hundred organizational members of a coalition, the Alliance for Better Child Care (ABC -
Coalition). Basically, the Act would provide formula grants to states which would be used to
help low and middle income families pay for licensed and regulated child care according to a
sliding fee scale. Twenty-five percent of the funds would be used by the states to improve the - -
quality and availability of care through improving licensing and regulation requirements,
providing education and training for child care providers, and improving their salary levels.

Family Impact Assessment of H.R. 1572

We choose here to examine with a family lens a much more modest bill, crafted and largely
sponsored by moderate Republicans, known simply as the Child Care Act of 1986. Originally
introduced in 1985 by Rep. Nancy Johnson (R-CT), this bill (H.R. 1572) would grant $300 million
to the states to fund a four year program of child care vouchers for families whose income was
200% of, or below, the poverty level. These low income families could use the vouchers to pay
for center based care, registered but not necessarily licensed family day care, or care provided by
relatives in their own homes. The bill is revenue neutral, funded by capping the present child
care tax credit for those with incomes above $75,000. .
Seen through a family perspective, the bill has many positives. It targets those most in need of
services, low-income families. For the first ime, it provides federal support for families whose
incomes are both too high to make them eligible for Title XX child care assistance and too low for
the the tax credit and those who do qualify for Title XX but do not live near a Title XX center.
Further, it permits families to choose the kind of care they want for their children and thus helps
subsidize the type of care, family day care, that most families use and that previously has re-
ceived very little federal support and little attention from child advocacy organizations (with the
exception of the Children’s Foundation).

However, this bill has not generated the support of the child care advocates. Their opposition to
the bill largely centers on its funding provision and the issue of licensing.family day care centers.
Many child care advocates want more federal resources overall, not necessarily more targeting of
existing resources on low-income groups.

Furthermore, many disagree with the bill’s treatment of family day care, especially its provision
that permits voucher use in family day care homes that are registered but not licensed. Registra-
tion is a much simpler self-reporting procedure than licensing and does not involve government
monitoring. In fact, it is estimated that 80% of family day care homes are unlicensed. Parents
find these family day care services through an informal, almost underground network. Represen-
tative Johnson initially believed that her bill’s provision would gradually bring family day care
facilities into public view so that more formal supervision and support services would follow.
After discussions with the child care advocates, she revised the bill and created a specific three-
year grace period, after which licensing requirements would be imposed on those who had
registered.

However, this change did not end opposition to the bill. Many children’s advocates simply do
not want federal dollars to be spent on unregulated services. Many also expressed the concern, in
a letter the Coalition sent to Rep. Johnson, that “the bill even as amended, sends a signal that for

- at least three years family day care is not viewed as a profession, but as a casual endeavor which
need not be taken seriously by the state, parents, or even the providers themselves” (Alliance for
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Better Child Care, 1987). Supporters of the bill counter that the first objection smacks of a double
standard, since child care purchased by middle class families through tax credits is not regulated
atall. Furthermore, licensing by itself does not seem to guarantee quality or help increase the
number of family day care homes that choose to be licensed. (There is one program that has
brought many family day care homes into a sponsored network, the Department of Agriculture’s
Childcare Food Program which offers monetary incentives to providers to become licensed.)

The issue of regulation and licensing in child care is a difficult and sometimes emotionally
charged issue. Advocates of regulation cite examples of unlicensed homes that jeopardize the
safety of the children in their care. However, there are no formal studies on this issue, only
anecdotal evidence that unregulated homes as a group are more harmful to children than [i-
censed homes. Indeed, the National Family Daycare Homes Study found that, on average,
unlicensed homes did not differ significantly from licensed or sponsored homes: all three pro-
vided children with a positive environment (Divine-Hawkins, 1981). While this study found that
unlicensed providers spend somewhat less time in structured learning and play activities than
licensed providers, no evidence was presented that unlicensed homes provided a less safe or
healthy environment. And in general the unlicensed homes did not exceed the licensing require-
ments about numbers of children in their care (Divine-Hawkins, 1981). Another study found that
regulation— especially local zoning ordinances—frequently acted to severely restrict the supply
and raise the cost of child care and did not appear especially effective in ensuring health and
safety (Lehrman & Pace, 1985)...

The problem here seems to be that licensing only achieves its goals if considerable resources are.
assigned to monitoring the homes on a regular basis, which is seldom done as it is very expen-
sive. And regulation is likely to discourage the supply of family day care homes unless incen-
tives are also offered, such as considerably higher salaries to those who comply. Child care
advocates argue for more government resources to be spent on monitoring. Others, such as those
who support the Johnson bill, believe a more appropriate and effective strategy is to educate the
parents about how to monitor the homes themselves.

In these debates about child care both sides appear to want to encourage upgrading of family day
care homes by bringing them into networks of providers where they can get access to informa-
tion, some training, toy supplies, and so forth. But the central tension between how to upgrade
the profession of child care providers, and improve their salaries and yet keep the costs of child
care within reach of employed parents, is rarely discussed directly.

Family Impact Questions Selected:

We summarize the child care discussion by listing the major family impact questions that should
be raised about any child care proposal. We give our brief reply to each as applied to H.R. 1572.

Does the child care bill represent a significant public policy commitment to the value of family life?

No, not particularly. The legislation has many merits, but because it is revenue neutral it is not
evidence of any major new commitment of public resources.

Does the policy strive to support and supplement parental responsibilities before substituting for them?

In one sense the answer is no. The policy simply assumes that mothers are going to be employed
and that substitute child care is necessary. Subsidizing child care indeed provides incentives for
maternal employment. In another sense, one could answer yes to this question. Subsidized child
care can be very supportive, especially to low-income single parent families, since it can prevent
the child neglect that may occur if the child is left alone and reduce the psychological stress to the
parent of inadequate arrangements—which may lead to child abuse. (Many abused and ne-
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glected children, in turn, end up in foster care.) It can also reduce parents’ economic stress and
sense of isolation resulting from being economically deprived but unable to go out to work
because of child care problems.

Does the policy subsidize some types of families and discriminate against others? And if so, is this bias
Jjustifiable?

Yes, the child care subsidy in H.R. 1572 is specifically targeted on low-income families in which -
both parents—or the lone parent—is employed or in training. To pay for the program it with- ----
draws subsidies previously available to higher income families by capping the child care credit.
Thus mothers who choose to stay at home and better-off parents fail to benefit. Also it only :
targets the day care needs of families with child dependents (see below). This bias towards low-
income families is justified, in our view, in light of other criteria (see below), and the present era
of severe budgetary restraints which makes targeting more imperative.

Does the policy help parents with their responsibility to provide economic support for their children?

Yes, by providing subsidized child care the policy enables low-income parents to increase their
income through employment. If the care was not subsidized, many parents could not afford to
work since their wages would barely cover the costs of care. However, government subsidies
-such as refundable tax credits and family allowances could in theory be used to increase family
income for those who wish to care for their children themselves and not go to work.

Does the policy help families care for those members who are chronically ill, disabled or frail of whatever
age?

No, this program is not designed to provide support for day care for disabled adults or the frail

elderly—as the dependent care tax credit now does (although originally it could only be used for

child care). And although the vouchers could be used for child care for a disabled or seriously ill
- child, it makes no provision for the extra costs this kind of specialist care would require.

Does the policy give priority to those families in greatest economic need?

Yes, the program is carefully targeted to low income families, especially those who earn too little
money to claim the tax credit and are not eligible for Title XX and those who are eligible for Title
XX funds but who do not live near a Title XX day care center or licensed family day care home. It
redistributes public child care dollars from middle class families—which have increased in recent
years—to low income families whose subsidies have been cut.

Does the policy provide employed parents with a maximum degree of choice about the type of child care?

Yes, the program permits parents a great deal of choice and provides them with information
about what their choices are. They may use the vouchers for many different types of child care or
babysitting arrangements including care in a relative’s home. However, there are some restric-
~tions to parents' freedom of choice: the centers must meet state licensing requirements, and the
family day care homes or baby sitters must be at least registered with the state. In addition, the
bill requires states to provide information and education to all the parents who apply for vouch-
ers about how to find, select and monitor child care.

- Does the policy encourage parents to be involved personally in the care provided their child?

H.R. 1752 does not address the issue of parental involvement explicitly except that it only quali-
fies states for the program whose child care laws require parent involvement as one of the criteria
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for licensing. However, in practice H.R. 1752 encourages the use of informal family day care
which is the kind of care, next to relative care, that creates a greater potential for personal paren-
tal involvement than exists in formal group care centers. It is easier and more natural for parents
to share information with, and ask questions about their children from, a family day care mother
than from a number of child care workers in a larger, more formal and structured child care
programs.

Does the policy make it easier for families to manage and coordinate their lives?

Yes, because H.R. 1752 expands their child care options, low income families are more likely to be
able to find a child care setting that is easily accessible and meshes best with their work schedules
than if they could only use the voucher for a Title XX approved center or licensed family day care
home which might be further away and have more rigid hours. Many families find that family
day care, or relative care, fits better with part-time, or shifting work schedules and can more
readily accept their mildly sick child than formal group care.

Concluslon/Findings

The Child Care Act of 1987, H.R. 1572, is a well crafted, modest proposal that is designed to do
two things. First, it redistributes existing public child care dollars from middle income families to .
lower income families. Second, it aims to encourage the supply, and increase the accessibility, of .
the type of care, family day care, that the majority of families seem to prefer, at least for their -
infants and young pre-schoolers and some for their school age children. It targets low income
families more effectively than the ABC bill (Besharov & Tramontozzi, 1988). In the debate about
the merits of “developmentally oriented” versus “custodial” child care, this legislation leans
strongly toward custodial care. It allows low income parents to be the judges of what their
children and families need, just as the child care tax credit allows middle income families. How-
ever, it does contain a few provisions that attempt to upgrade the quality of family day care
according to professional standards.

It is not clear how effective this legislation would be in encouraging the supply of family day
care. It offers few incentives to family day care providers other than increased demand through
the voucher program and improved advertising through public channels. And although the bill
removes some of the barriers that restrict the supply and visibility of family day care homes, it
does not deal with one of the major barriers, namely, the fact that at present many unregulated
family day care providers do not report their income which they presumably would have to do
once they became registered and/or licensed. (Another Republican child care bill, the Child Care
Services Improvement Act of 1988, also introduced by Rep. Johnson and Senator Hatch, does
propose modifying the IRS rules for child care providers so as to diminish their tax liability.)

Unlike the much more ambitious ABC child care bill, this legislation does not attempt to set out a
broad vision for federal child care policy. Nor does it propose increasing the amount of public
support for child care which many, including the authors of this analysis, believe is sorely
needed. However precisely because—unlike the ABC bill—the bill includes a proposal for
raising revenues to pay for the program, and thus is revenue neutral, prospects for enactment
would appear to be promising. Yet the bill is not supported by advocacy organizations and
hence may not gain the legislative support it needs to become law.
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Application 3
SUBJECT: A FAMILY PERSPECTIVE ON LONG TERM CARE: H.R. 3436

FROM: Theodora Ooms, Director
The Family Impact Seminar
AAMFT Research and Education Foundation
1100 17th Street, NW, Suite 901
Washington, DC 20036
202/467-5114

TO: Steven Preister, Chair
Family Criteria Task Force

As an application of the family criteria in this Report, I would provide this excerpt from the draft
of a chapter in the monograph I co-author with A. Sidney Johnson, entitled, Taking Families
Seriously: A Challenge for Social Policy. For your information, we use a slightly different set of
family impact questions than appears in the Family Criteria Report.

Introduction

At the heart of much of the concern about exploding health care expenditures is the issue.of long
term care. Striking advances in nutrition, preventive health care and medical technology have
greatly increased the numbers of chronically ill, disabled and frail persons of all ages whoare
dependent for daily care upon others. Many of these children and adults need intensive care and
attention throughout the day, and sometimes at night. The kinds of care involved range very
widely from highly specialized medical procedures, basic nursing care, personal care (bathing,
dressing, feeding), chores and home management (shopping, cleaning, cooking, paying bills) and
transportation. There is obviously a wide variation in the amount and degree of help needed.
Some disabled dependents may need help just a couple of times a day for a brief period. Others,
such as Alzheimer’s disease patients or techrology-dependent children will need to be monitored
constantly 24 hours a day. These services, when needed over an extended period, are referred to
in policy discussions as long term care. Long term care can be provided in either an institutional -
(nursing home, or hospital) or community, home setting.

Mothers, wives, daughters and daughters-in-law are overwhelmingly the care providers and care
managers of the frail and disabled living in the community. However, demographic and social
changes are on a collision course. While demands on families, principally women, for care giving
will increase over the coming years—as more people live to be very old, and more seriously ill
and disabled persons are kept alive—women are less likely to be able or willing to provide this
care (Feldblum, 1985). The rise in women’s employment means there are fewer women at home
available to provide the care, or if they leave their jobs to do so it is at tremendous cost to the
family budget. Rising rates of divorce sever the ties of obligation to spouses and in-laws. In-
creased geographical mobility separates family members from one another. Fewer children per
family means that each family has fewer members who might be able to provide the care of their
elderly parents. The aging of the population means that two-tiered dependencies in which both a
mother and a grandmother need care will become increasingly common (Feldblum, 1985).
Finally, it is not uncommon to find three generational families in which the parent(s) are caring
for a chronically ill child and their own parent simultaneously.

The care that families provide these dependents is obviously of great value to them. Nearly all
would much prefer to remain in the community. Family care usually provides a better quality of
life and the dependents fare better medically and psychologically at home. Family care is also
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tremendously beneficial to society. The institutional alternatives to family care are extremely
costly and should presumably be reserved for those whose needs require institutional care.

Many of the frail, ill and disabled are cared for in hospitals or institutions for reasons that, for the
most part, have little to do with the severity of their disability or the level of care they need. Three
factors seem more important. First, is the absence, or burn-out, of family members to provide the
care. Secondis the exhaustion of spouses’ or parents’ financial resources together with the
institutional bias of all the public and private insurance programs that are supposed to help
individuals and families pay the costs of care. Lastly, there is a shortage of supply of community-
based nursing and social services personnel skilled in providing home-based services that - :
support family care (Caring Institute, 1987).

There are obviously some important differences for the families themselves in whether the
dependent needing care is a child, adult or elderly person. From the point of view of public
policy, the major difference is that parents are legally responsible for their disabled and ill
children, and spouses for each other, but otherwise relatives providing care or financial support
are doing so quite voluntarily. As a practical matter, however, the policy issues are very similar
across the life cycle and for different types of disability.

Chronically Ill Children

The two million severely, chronically ill children may indeed be only a “frail minority” of the
children in the nation. However, they presently account for 40% of all pediatric inpatient care.
They are children with birth defects, and chronic and fatal illnesses including leukemia, cystic
fibrosis, muscular dystrophy, hemophilia, and spina bifida. In addition, there are several million
child accident victims per year, some of whom remain permanently and severely disabled.
Ironically, advances in medical technology have kept these infants and children alive. But itis
also new technology which makes it possible for almost all of them now to be cared for at home.
This technology permits parents and other family members to learn to use highly sophisticated
equipment such as apnea monitors, portable ventilators and suction machines, feeding tubes,
blood transfusions and home dialysis (Hobbs & Perrin, 1985).

There is overwhelming evidence that when these children are cared for at home their physical
and psychological condition improves, sometimes tremendously. And in spite of the enormous
burden, costs and strain on the families, family members too almost always feel better when they
can care for their children at home. There are of course some families who, for a variety of
reasons, may be unable or unwilling to undertake home care.

The issue of the comparative costs of home-based versus institution-based long term care is a
complex and controversial one. The evidence thus far is not clear on this question partly because
itis so difficult to assess. Yet there is no doubt that home based care for many chronically ill and
disabled children can often be highly cost effective. Studies have shown that home-based care
can cost any where from one-eighteenth to one-half of the same care provided in a hospital or
nursing home setting. And the average cost of home-based care is between one quarter to one
fifth of the cost of institutional care (Caring Institute, 1987). The costs are astronomical: total costs
for one child’s care in hospital may exceed $1 million a year. Costs of $1000 a day are not uncom-
mon. In contrast, costs at home can range from $30 to $300 a day.

A recent review of the comparative costs of home-based versus institution-based care for technol-
ogy dependent children, conducted by the Office of Technology Assessment, cited several state
studies that provide compelling evidence that for some technology-dependent children the home
care charges are substantially less than those for intensive or intermediate hospital care (Office of
Technology Assessment, 1987). However, the cost savings to the third party payer only occur if
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the family is willing and able to carry out a large part of the needed nursing care and skilled
services themselves,

Chronically lll and Handicapped Adults and Frail Elderly

Although families have no legal responsibility to provide financial support for a dependent adult,
families are much more involved in caring for adult and elderly members than is generally -
realized.

The research on this issue has focused almost exclusively on the elderly; however, we know that
a large and growing number of seriously ill or disabled adults also depend upon relatives. A
1979 government sponsored national household survey (Feller, 1983) found that there were an
estimated 3.4 million civilian, non-institutionalized adults who needed or received help from
another person or special equipment in at least one of the basic daily activities of living: eating,
bathing, dressing, getting in and out of bed and chairs etc. An estimated 4.1 million adults
needed or received help from another person in home management activities: shopping, chores,
cooking, handling money. There is some overlap in these two categories; overall, about 4.9
million adults living in the community needed the help of another person in carrying out their
daily activities, of whom roughly two out of five were under 65 years of age (Feller, 1983). These
figures include adults who are chronically ill or physically handicapped (such as the blind,.
paraplegic, and people with degenerative muscular disorders) and mentally and emotionally
handicapped (such as victims of Alzheimer’s Disease, serious retardation and schizophrenia).
This group of dependent adults will continue to grow in number as chronically impaired:and -
technology-dependent children become adults, and as medical technology increasingly preserves
the life of serious accident victims.

This national survey did not include information on the respondents’ living situation, or on who
actually provided them with these services. Other studies have found that spouses, adult chil-
dren and friends provide nearly 80% of the help for the frail elderly. Although it is now much
less common for elderly parents to live with their adult children than it used to be, they continue
to get substantial help, even on a daily basis, from their children (see Feldblum, 1985, p. 212-213).
And parents or other family members frequently continue to care for disabled or mentally
handicapped young adults past their childhood and even reaching into middle age.

In general, family members are willing to take on awesome caretaking responsibilities, at enor-
- mous cost to themselves. However, the extraordinary demands and stress such caretaking
imposes can cause “burnout” and other negative effects such as pauperization, heavy financial
debts, isolation, emotional strain, and illnesses. The stress of caretaking can exacerbate or even
cause family tension and conflict and in some cases contributes to elder abuse.

Family care givers can obtain considerable help and relief from a variety of supportive and
supplementary services such as day care for their dependent relative, homemaker aides, respite
care (for part of the day, or days at a time), information and education, family counseling, and -
family support groups. However, all too often such services are unavailable or beyond the
financial means of the families.

The Policy Response

The United States does not have a system of home and community based long term care. Instead,
it has a patchwork of individual programs each with differing eligibility requirements and
benefits that serve different populations and provide minimal support for family based care.
Long term care across the age span is funded by more than eighty federal programs that provide
cash assistance, in-kind transfers such as subsidized housing and transportation, or goods and
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services (Shaughnessy, Price & Griffiths, 1987). Although many of the public programs are
specific to certain age groups or types of disability, the major sources of support for long term
care—Medicaid (Title XIX), Medicare (Title VIII), and Title XX (Social Services) of the Social
Security Act—are available, with certain restrictions, for children, adults and the elderly. One
major difference, however, is that many children and adults are not covered by any basic health
insurance program, whereas all older people are covered by Medicare.

Many of these programs contain regulations and incentives that are biased towards institutional
care and make it difficult, if not impossible, for families to care for their relatives or friends in
their homes or community settings. For example, because Medicaid includes both the spouse
and parent’s income in determining eligibility for home based care but not for institutional care
(if the patient is hospitalized for more than one month), many families are forced to keep their
elderly spouse or young child in the hospital even if home care would be more beneficial to the
patient and less costly. Medicaid also forces spouses, or parents, to spend down to a level of
poverty to be eligible to receive benefits. This rule has caused some elderly couples to divorce in
order to avoid pauperizing the non-institutionalized member. And it has led to many ill children
remaining in hospital to avoid their family’s having to lose all their assets if they were to be cared
for at home (Caring Institute, 1987).

The gaps in coverage and regulations that severely limit Medicare funding of home-based care

- are multiple although they have been liberalized somewhat in recent years and are the fastest
growing component of health care costs. A further major limitation of Medicare coverage of the
non-elderly disabled is a two-year waiting period before they can become eligible. (This is a
particularly poignant problem for AIDS patients.) And although other programs have much
greater flexibility, their funding levels are very low—compared to Medicaid and Medicare—and
they are simply unable to fund sufficient services to meet the needs. .

Several states and the federal government have tried to encourage family-based care through
favorable tax treatment for family members who care for dependent elderly persons. However,
studies have suggested that families’ motivations to care for their elderly are not very responsive
to marginal tax incentives (Doty, 1986). Family members have consistently reported that their
ability to care for their elderly is much more dependent on finding services—such as respite
care—that can support and supplement their own efforts and relieve some of the stress and care
giving burden.

More significantly, the federal government has introduced several new programs and authorized
several experiments to provide funding for family based and community care in recent years.
These include the 2176 Medicaid Waivers which allows the Secretary of HHS upon specific
application by a state to waive requirements in order to allow Medicaid funds to pay for a broad
range of home and community-based long term care services of both a medical and social service
nature to individuals who would otherwise remain in a hospital or institutionalized setting. The
total cost of services provided, however, must not exceed the cost of institutional care. One

of 2176 waiver, known as the Katie Beckett Waiver (named after its first recipient), has enabled
many chronically ill, technology-dependent children from low and middle income families to be
cared for at home.

Over the past decade the federal government has also invested in numerous research and demon-
stration activities that focus on facilitating and funding community-based care for the elderly.
Their primary purpose was to find out whether provision of such care would reduce unnecessary
institutionalization and hence the total costs of care. A second purpose was to learn whether a
carefully managed system of community care would provide more efficient services and increase
the wellbeing of the elderly.
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The National Long Term Care Channelling Demonstration project was the largest and most
important of these projects and ran for eight years. It was funded by three divisions of the
Department of Health and Human Services and involved ten states with over 6,000 very frail
elderly participants. The major finding of the study was that channelling did not reduce overall
medical costs nor substantially reduce nursing home use. The study confirmed the enormous
care giving burden that falls on families. However, it also found that expansion of community-
based service availability in general did not diminish the amount of unpaid care provided by
family and friends as some feared it would. And provision of such services did increase client .
and caretaker satisfaction with services and psychological wellbeing. .

One of the major advances in family-based care has been the establishment and growth in
hospice care services funded since 1982 under Medicare and increasingly reimbursed by private
insurers. The Medicare program pays for a variety of services offered either in the hospice center
or at home to those who are terminally ill. These include education, counseling and other
supportive services to the families of those who are dying. Only a few states, however, have
established hospice programs for terminally ill children. Although there are some caps on total
expenditures, federal support for hospice care has increased. Hospice care is now being offered
to AIDS victims and their families, and insurance companies are increasingly paying for hospice
care because it has been found to be cost effective.

Public policy debates and discussions about long term care have mostly focused on issues of
curtailing rising costs and deciding on the appropriate blend of public and private financing of
services provided by hospitals and physicians and nursing homes. Much less attention has.been
paid to the need to finance and expand the kirds of services and supports needed to maintain
long term care patients in their homes and communities. For example, the Reagan Adminis-
tration’s catastrophic health care proposal introduced in the 100th Congress and several similar
bills introduced by legislators do not address the costs of community-based long term care at all.
However, the House Select Committee on Aging has been studying this issue for several years,
and in June 1987, Claude Pepper and Edmund Roybal introduced a bill, H. R. 2762 (later 3436), to

-amend the Medicare program to provide long term home care benefits for chronically ill adults
and children.

Proposal to Provide Catastrophic Home Care Across the Life Span: H.R. 3436

Congressman Claude Pepper, Chairperson of the Sub-Committee on Health and Long Term
Care, of the House Select Committee on Aging; introduced legislation in June 1987 which, if
enacted, would be a giant step towards a public commitment to support family and community
based long term care across the life cycle.

The bill (originally H.R. 2762, then changed to H.R. 3436) would amend Title XVII of the Social
Security Act and the Internal Revenue Code of 1986 to “provide long term care benefits under the
Medicare program for chronically ill individuals and children, to provide quality assurance for
home care services and for other purposes.” In introducing the legislation Rep. Pepper criticized
current catastrophic health care proposals for ducking the major issue affecting much larger
numbers of people, namely the costs of long term care outside the hospital.

His bill establishes a new range of benefits under Part A of the Medicare program which would
provide for the first time comprehensive health care assistance in the home for any person, of any
age, who needs assistance with at least two activities of daily living as certified by a physician.
Eligibility for benefits is not determined by income. The services the new benefits would pay for
include case management, nursing care, homemaker/home health aide, medical social services,
personal care services, rehabilitative services, medical supplies and equipment, and patient and
family education, training, and family counseling.
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The legislation includes a strong system of quality assurance for home care including mandatory
training and regular review of paid care givers, a home care consumer’s bill of rights, and com-
munity review boards and other mechanisms to ensure compliance. The cost of the services
would be tightly controlled by limiting monthly payments to 75% of the monthly Medicaid rate
for skilled nursing home services or similar services provided in a hospital.

Although requiring additional funds in the short run—between $3.4 billion in the first couple of
years—a Congressional Budget Office study reported that the new program would be self-
financing within two years since the new benefits will be paid for by eliminating the cap on
income which is exposed to the Medicare payroll tax of 1.45%. (This measure would only in-
crease the premiums of those who earn more than $45,000 individual income.)

Family Impact Assessment of H.R. 3436

In its first months of exposure Congressman Pepper’s bill was received very favorably by a wide
range of interest groups and had few opponents. With the proposed legislation he and his co-
sponsors achieved three very significant steps forward. First, they asserted the commonalities of
dependence and disability across the life cycle. Second, they redefined the term catastrophic to
include the costs of home-based as well as institution-based services. And, most important, the
legislation declared that home-based care needed major public support. From a family perspec-
- tive the legislation has many welcome features. ‘However; it does not realize its full potential to
support family care givers.

For example, information issued by Pepper’s office claimed that by including coverage for
children, the bill “is really a family protection proposal..It recognizes that many young families
face destitution as well as caring for their ill children.” In thinking of families only as units of
parents and young children Pepper is, in our view, underestimating the degree to which his
proposal supports other family relationships such as between older parents, adult children and
elderly spouses and siblings who care for disabled adults and the elderly. For example, this
legislation, in providing funding through an entitlement program for home-based services,
makes great strides in eliminating the spousal and family impoverishment that is so often the
result of prolonged, chronic illness in such situations as these.

There are a number of ways this bill should be amended to provide more support for family care
givers. The hearings record and other material demonstrates that the committee members
involved in drafting the bill are very aware of the important role of family care givers, especially
of course in the case of children. And yet, most of the services that are reimbursable are oriented
to the medical needs of the chronically ill patient. The services that family care givers have
repeatedly said that they need the most—respite care and day care—were not included in the
legislation, apparently primarily for reasons of cost. However, some very important services for
family care givers are reimbursable for the first time—patient and family information, education,
training and counseling. Since health care professionals need to spend considerable time teach-
ing and monitoring family members about how to care for their ill relative and, often, learn to
operate high-technology equipment, it is essential that these services should be able to be
charged. And it is very appropriate that family counseling should also be reimbursable, since the
stress and strain of prolonged care giving can have such deleterious affects on the patient's and
family members' physical and mental well being and sometimes may, if unabated, lead to institu-
tionalization. These kinds of services both support family care giving and contribute to the
patient’s better health.

Another important feature of the Pepper bill is its emphasis on funding case management serv-
~ -ices performed by a health care professional, most often a social worker (who may be assisted by
an interdisciplinary case management team) who locates, applies for and coordinates the array of
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services that are needed by the ill or disabled individual. While this is a strong component of the
bill, as currently drafted the case management provisions ignore the role and needs of family care
givers in a potentially harmful way. It is true that a few chronically ill children, disabled adults
and frail elderly have no relatives who are actively involved in their care. For these persons case
managers are absolutely crucial to their ongoing care and treatment. But in the majority of cases,
there are relatives involved, and they are attempting to manage and coordinate the services at
least to some degree, however inefficiently and ineffectively. Even when a relative, for example
an adult child, is not living near their frail parent, and cannot provide direct assistance, the one .
role he or she often does play is that of a “lay” case manager: finding and making arrangements -
for the services needed, processing the bills, handling crises or new developments, etc. And in
many cases, especially with parents of chronically ill children, the family’s role as case manager -
and coordinator of services is absolutely indispensable.

Most of these family members much appreciate the expert advice of professional case managers
when it is offered in a respectful manner. Relatives will vary as to how much responsibility they
can and are willing to assume. And some tasks are better performed by the family and others by
the professionals. Thus it is very important that these professionals work cooperatively with the
family, planning together how to share the case management function. Yet, there is no language
in the bill at present to require or encourage professional case managers to work cooperatively
with the family.

The legislation needs to underscore the partnership between case managers and families for
another very important reason. Various trends in health care financing suggest there will be -
increasing pressure to discharge chronically ill patients from institutions in order to save costs.
There will be many situations when it would be quite inappropriate and bad medicine to expect
the family to provide the care and alternative intermediate placements will need to be found.
Similarly, there are times when the family is currently providing the care when it should no
longer be doing so. These difficult and often delicate decisions need to be made by health care
professionals and case managers based on full consultation with the family, and a realistic assess-
ment of the families’ care giving capacity. These judgements are more likely to be valid if a
relationship of trust and mutual respect has been established between the case managers and the
patients’ relatives (Jennings et al., 1988).

Another strong feature of H.R. 3436 is its provisions for quality control of home-based care and
for establishing a system for assuring consumer’s rights such as to be informed about available
services and the patient’s condition, given assurance of confidentiality, and established proce-
dures for accountability. But once again, the role of the family care giver is overlooked. In the
language of the bill the home care consumer’s bill of rights “may be asserted by the home care
consumer or his or her representative.” The assumption here, presumably is that the representa-
tive may often be the parent in the case of a minor child, or the family care giver, but this is not
made explicit and it should be.

In the implementation of this component of the bill, regulations or administrative memoranda
should spell out the procedures for designating the patient’s representative in the case of adult
and elderly patients who are not considered able to exercise their rights themselves. This will
sometimes be obvious, for example, in the case of a competent spouse. However, in many
situations, it is not obvious and confusion and conflict can arise as to who that person or persons
should be. For example, a neighbor or close friend may be the person in most frequent contact
with the patient, but an adult child, who lives at some distance may really be the manager of care
and the person who needs to be involved in crucial decisions about the patient. Sometimes there
are conflicts between different family members and different generations and it is difficult for the
professionals and home care agency staff to know to whomn they should give information and
need to consult with. Although this issue is normally resolved on a case by case basis, any
legislation that spells out the consumer’s rights should be careful to protect the rights of the
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family care givers to information and to be involved in decision making as well. And in the case
of children the rights of a divorced non-custodial parent may need to be considered also.

The rights of family care givers also need protection due to the intrusion of so many home care
professionals and para-professionals into the privacy of their homes. Parents of technology-
dependent children have provided eloquent testimony about occasions when their privacy and
confidentiality were not respected, and the visiting professionals stepped beyond their assigned
tasks to overrule the family’s wishes and disrespect their values.

Family Impact Questions Selected:

We summarize our discussion by listing the relevant family impact questions and providing brief
answers with respect to the Pepper long term care bill, H.R. 3436:

Does the proposal recognize families as society’s most valuable social institution in providing long term
care to the chronically ill and disabled?

Yes, implicitly the bill is very supportive of family care givers, but it could be more so. H.R. 3436
does not explicitly include language that acknowledges the family care givers’ role with the
chronically ill and disabled. While it does include family information, education and counseling
as services that the Medicare home care benefits will pay for, there are other vital services family
care givers need that are not reimbursable, for example, respite care—desperately needed to give
family members a break from constant attendance—or adult day care—essential for families in-
which the care giver is employed.

Does the proposal aim to support and supplement the efforts of family care givers before inappropriately
substituting for them?

Yes, the principal aim of the Pepper bill is to support home based care and thus provide a needed
corrective to the main thrust of current policy which is to pay for out of home, institutional and
highly professionalized care as a substitute for home care.

Does the proposal encourage and reinforce marital and family commitment and stability especially when
children are involved?

Yes, although H.R. 3436 is not directly designed to target the marital relationship, it is likely
indirectly to have a positive effect on marriages. Studies have shown that in many cases the
burden of caring for a very ill child, disabled adult child or a frail spouse for long periods of time
places enormous strains on a marital relationship and can cause it to deteriorate and even break
up. Any program that relieves some of this stress can be expected to be helpful to the quality of
marriage and family life.

Does the proposal encourage and support family caring for the chronically ill, disabled or the frail of all
ages?

Yes, the Pepper proposal is the first major federal proposal that fully recognizes that family care
giving in chronic illness and disability cuts across the entire life cycle.

Does the policy recognize families’ complex tasks of coordinating and managing all the services needed to
provide adequate care for their ill or disabled member?

- No. The bill recognizes that someone needs to coordinate and manage the array of services and
benefits needed by the ill or disabled individual. However, it assumes that this task is exclusively
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a professional one. Yet, most often it is the family care giver who cocrdinates and manages all
the services a chronically ill person needs, sometimes with great difficulty. The legislation needs
to acknowledge the family’s management role and include provisions that will require, or at least
encourage, professional case managers to work in partnership with the relevant family members.

Does the proposal empower families to be more effective care givers by providing them with information,
choice of services and opportunities for assuring quality of service?

Yes, but in a very limited fashion. Although patient and family information and educationisa -
reimbursable service, there are no provisions that require that the family be given information or
education, or opportunities to choose the type or level of service or the degree of their own
involvement in providing care. This would best be achieved by recognizing the legitimacy of the
family care giver's management role—as suggested above—and including family care givers'
rights in the section establishing the patient/consumer’s rights. For, in effect, the family care
givers are also consumers of these Medicare benefits.

Does the proposal include provisions that assure that family care givers will be treated with trust and
respect as pariners when providing services to a dependent family member?

No. Asdiscussed above, the concept of partnership with the family care giver is never directly
addressed or encouraged in the legislation. One of the dangers that could result from a failure to
formally require family involvement in the program is that family care givers are expected to
assume an even greater burden of care than they presently assume. Even if family. involvement
was formally required, resources would need to be allocated for training and technical assistance -
to help case managers learn how to work with families.

Conclusion/Findings

Overall, H.R. 3436 is a very important constructive step forward in providing public funds to
support family-based care across the life cycle. While it does not do anything to remedy the lack
of basic medical insurance for many children and adults who are ineligible for Medicare, it has
the potential for considerably lightening the financial burden of home-based care, improving the
quality of such care, and enabling more chronically ill patients to be cared for at home. Its
funding of information, education, and counseling services to family care givers is to be much
commended. The bill has considerable merit, but from the family perspective it needs improve-
ment. Its failure to fund two additional services family care givers most need—respite care and
day care—is an unfortunate omission. Although costs may be a factor in excluding these serv-
ices, it is also likely that the medical orientation of this legislation has led to a failure to appreciate
how much they are needed.

Further, our analysis suggests that some additional language in the bill is required to acknowl-
edge the role of family care givers explicitly, especially their management and coordination
activities, and to provide the guidelines and allocate resources for training that will encourage
health care providers to treat family care givers as partners in home based care. Finally, since the
enormous responsibilities assumed by family care givers are becoming publicly acknowledged, it
is surely appropriate that their rights should be legislatively protected, which this legislation does
not do.
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Application 4

SUBJECT: MANDATED MENTAL HEALTH BENEFITS AND FAMILY IMPACT:
A REVIEW

FROM:  Michael Bowers
Director of Divisional Affairs
The American Association for Marriage and Family Therapy
1100 17th Street, NW, 10th Floor
Washington, DC 20036
202/467-5114

TO: Steven Preister, Chair
Family Criteria Task Force

Introduction

The Family Criteria Task Force has developed principles and questions which provide the basis
of a mechanism for conducting family impact analyses. The criteria discussed in the report of the
Task Force are designed to apply to a variety of policy proposals and sodial programs. To test the
- ' applicability of these criteria, this application utilizes the impact questions in an analysis of the
minimum mental health benefits mandate from the state of Maryland. This application has been
prepared to illustrate the relative usefulness of the criteria, and should not be construed to'be an
in depth or definitive family impact analysis of mental health benefit mandates in Maryland or
elsewhere.

Background

A majority of states have enacted some type of mandates concerning mental health benefits in
health insurance policies, whether for mental and nervous disorders, drug and alcohol treatment,
or both. Issues surrounding these mandates, or proposals for modifying those mandates, have
centered on concerns of fiscal impact usually addressed in terms of utilization rates, cost offset, or
cost shifting. Insurance companies point out that when mandates become effective in states,
utilization rates and overall costs to the companies, and therefore to consumers (whether defined
as individuals or corporations who purchase a health insurance policy), increase. They report
that this increase is not adequately compensated for in cost offset (lower utilization of other
medical services), but rather reflects new service utilization. This, of course, exacerbates the
increase in costs. Proponents of mandated mental health benefits counter that without mandates
for mental health benefits, the market will not function properly: those in need of mental health
benefits will purchase policies which provide those benefits.

The tendency to purchase specific health insurance policies based on likelihood of utilization is
known in the insurance industry as adverse selection. Adverse selection negates the basic
principal of cost and risk sharing, common to all insurance underwriting, and makes the task of
appropriately pricing a benefit package for mental health services most difficult.

Additionally, proponents note that without mandates, many of those who need mental health
services, because of the stigma still attached to mental illness in the U.S., will not purchase
coverage for those services. Therefore, when the services are needed, those uninsured individu-
als find themselves unable to purchase them. The result of this process is that local, state, and
federal governments (with state governments shouldering the bulk of the burden) eventually pay
a disproportionate share of costs for mental health care, both for the provision of ongoing care for
those who are seriously mentally ill and for crises, when problems in uninsured families or
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individuals which have gone untreated reach an acute stage. Mandates, then, are seen as shifting
costs for mental health care from the public to the private sector. While costs to insurance
companies (and consumers) do in fact increase somewhat, the overall costs and expenditures for
mental health care within health care delivery systems are not significantly increased. The
increase incurred by the insurance companies represents a shift in payment mechanisms rather
than a significant overall increase in mental health service costs.

Significant arguments are marshalled on both sides of the fiscal and philosophical debate sur-
rounding mandates for mental health benefits in health insurance policies. However, other than
the conclusion that mandates lead to a relatively minor increase in premium rates (depending on
the specific study, somewhere between $10 and $11 per year per insured individual), an analysis
of the impact of those mandates’ benefits upon families has not been undertaken. As mentioned
above, this application addresses the topic of family impact and mandated mental health benefits,
to illustrate the relative applicability of certain impact questions developed by the Family Criteria
Task Force.

To provide a context for understanding the potential impact that the availability or non-availabil-
ity of mental health coverage can have on families, three vignettes of enrollees who utilized
mental health benefits in the Federal Employees Health Benefit Plans (FEHBP) are written below.
When those benefits were drastically reduced in the early 1980s, these families suffered hardships
because of the lack of coverage for their needs. Their cases were discussed in a federal court case
in the District of Columbia, Roe V. Devine. Following the vignettes, the original provisions of the
mandated mental health benefits law in Maryland, in effect from 1974-1986 (when the law was .
changed), will be used with the family impact questions developed by the Task Force.

1. Roe v. Devine: impact of lack and/or loss of mental health benefits.
Richard Roe (pseudonym), had a history of mental illness. Between 1961 and
1969, Roe was hospitalized several times for mental health care, for periods
extending to a year at a time. Finally, he retired from federal employment,
having been found mentally disabled and incapable of continuing his work.
As a retired federal employee, Roe was covered by the high option Blue
Cross/Blue Shield plan under the Federal Employee Health Benefit Act
(FEHBA). For six years prior to the court action resulting in Roe v. Devine,
Mr. Roe had not been hospitalized because of his mental illness. However,
he had been receiving psychotherapy three times a week from a licensed psy-
chologist. In the opinion of both the psychologist and Roe, long term outpa-
tient psychotherapy was needed to continue Roe’s improvement in mental
health and to prevent possible reinstitutionalization from serious psychologi-
cal disorders. When Blue Cross/Blue Shield drastically reduced the mental
health benefits under FEHBA, which had made treatment financially pos-
sible for Roe, he was at risk of mental deterioration and rehospitalization.

2. Ann Poe (pseudonym) was also a beneficiary of the high option Blue
Cross/Blue Shield plan under FEHBA. A federal employee since 1965, Poe
had previously been hospitalized for emotional problems and stress, and at
the time of the reduction of mental health benefit mentioned above, was
receiving weekly outpatient treatment from a psychologist. She was seen
more frequently during times of unusual stress or anxiety. Without the
benefit which reimbursed for her treatment, Poe would be unable to continue
treatment, and believed that without continued therapy she would be unable
to continue in federal employment.

3. A federal employee since 1972, Mary White (pseudonym) was insured
by the low option Blues plan. She had been in treatment, receiving twice
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weekly psychotherapy, since April, 1980, for depression and anxiety. She
was unable to afford treatment without the coverage provided previously
under her health plan, and was at risk of being unable to continue employ-
ment without further mental health service. These vignettes set the stage for
the court action of Roe v. Devine.

The personal impact of losing access to mental health services, as well as the impact from the loss
of productive workers and the resultant hardships on family, and ultimately society, is seen in
these personal accounts.

Minimum Mental Health Benefit Mandates in Maryland

The Maryland mandates for mental health benefits which were effective from 1974 -1986 pro-
vided for the following:

¢ Inpatient care: 30 days per year in any hospital.

e Partial hospitalization: 30 partial hospitalization treatment days per year.
(The mandate requires only that this coverage be offered it can be purchased
at the policy holders option.)

e  Outpatient: after major medical deductible, copayment can be no less than
50% of the benefits provided for other types of illnesses.

Eligible providers for the services covered under the mandate are psychiatrists, psychologists,
and social workers. Note: The mandated benefit package applies to both group and individual
policies. The mandated availability of partial hospitalization applies only to group policies.
Also, Maryland has mandates for benefits covering both mental and nervous disorders and drug
and alcohol treatment. Only those related to mental and nervous disorders were included in this
analysis.

Family Impact Analysis
Principle #1—Family Stabllity:

Policies and programs should encourage and reinforce family, parental, and marital commitment and
stability, especially when children are involved. Thus, intervention in family membership and living
arrangements is justified only to protect family members from serious harm or at the request of the family
itself.

Family Impact Questions Selected:
How does the policy or program strengthen or weaken parental, marital and family commitment?

Given the stresses that a mental or emotional disorder will place upon a family, one can expect
that, by providing protection against catastrophic costs associated with a mental or emotional
problem, mandated mental health benefits will at least provide a cushion for, and potentially
strengthen, the commitment present in any family relationship. The vignettes presented above
illustrate the potentially devastating impact of a lack of adequate protection against these costs.
Additionally, if the professional is trained to deliver services from a family systems perspective,
or is at least sensitive to the family concerns and issues at work when a mental or emotional
problem is present, one can assume the family dynamic and commitment in the relationships will
be addressed.

Using Family Criteria in Policymaking and Program Evaluation 81



How does the policy or program enhance parental competence?

By providing access to the mental health delivery systems, the provision for mandated mental
health benefits promotes a sense of parental competence. Parents find themselves able to utilize,
at their discretion, an array of mental health services.

To what extent does the policy or program ease or hinder the family’s decision to change its membership
(for example, through divorce/separation; the decision to have children through birth or adoption)? What
incentives or disincentives are provided to marry, have or adopt children, separate or divorce?

On its face, mandated mental health benefits may seem neutral in this area. However the
. provision of mental health services can provide support for existing family structures, or lessen
the trauma when there are changes in family structures or membership.

How does the policy or program recognize that major changes in family relationships such as divorce or
adoption are processes that extend over time, and may require continuing support and attention?

Unfortunately, without a specific provision for family psychotherapy, the mandate provision in
Maryland will not provide financial assistance for such transitional periods as divorce or adop-
tion, unless a diagnosed mental or emotional condition is present. Support groups or services,
which may be helpful in such periods, are not reimbursable under the mandate. However, for
those situations where a diagnosed mental or nervous disorder is present, services are made
available through the mandate.

Is involuntary intervention in the family through placement of a child or adult family member in alterna-
tive care settings done only as a last resort after sufficient efforts to help the family stay together? What
resources are allocated to help keep the family together?

Under the mandate in Maryland, families have much control over the placement of a family
member in alternative care settings. Their choices are usually based upon a family’s sense of its
own resources and ability to care for a mentally ill person and the advice of the professionals they
have consulted. At any rate, the mandate requires the provision for 30 days minimum inpatient
care, 30 days of partial hospitalization, and a more extended cutpatient benefits. One can as-
sume, given that availability, that institutionalized care will usually be a “last resort,” and,
because of costs, may only be utilized sparingly.

Principle #2— Family Support and Responsibilities:

The first presumption of policies and programs should be to support and supplement family functioning.
Services that substitute for families should only be provided in situations where it is clear the family will
not be able to function sufficiently even with support.

Further, policies and programs need to vigorously enforce and support parents’ responsibility to provide
economic support and adequate protection for their children; similarly, family members’ responsibility to
care for each other in crisis or in chronic sickness, disability, or frailty should be encouraged, facilitated,
and supported.

Family Impact Questions Selected:

How does the policy or program help families perform their responsibilities and prevent government
activities from inappropriately substituting for that responsibility?
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The mandates provide a means of purchasing, with the copayment requirement, the delivery of
mental health services. Unless identified by the court systems, families have the responsibility
for the initial identification and support of those who have mental or emotional problems.
Therefore, one can conclude that this program assists families in performing their responsibilities,
rather than substituting for them. This is true unless one assumes creating a mandate for a
benefit in a health insurance policy removes the freedom of choice of a family to determine its ... .
own insurance needs.

Does the policy or program provide incentives for other persons or institutions to take over family func-
tions? How does the policy or program provide resources which help to supplement family roles and so
strengthen families’ own abilities to provide support for their own?

Mandated benefits do not provide incentives for other persons to take over family functions,
unless one considers the temporary hospitalization of a family member usurping normal family
functioning. The mandate act is designed to supplement and strengthen a family’s ability to
provide support for their own. One shortcoming of the mandate, from a family perspective, is
that no provision is made for family psychotherapy, which would allow for treatment of the
diagnosed mental or emotional disorder within the family context, thereby providing additional
support for family members as they work with the identified patient in the family.

What effect does the policy or program have on families’ ability to provide financial support for their .
dependents?

The analysis by the Center for Health Policy Studies of the fiscal impact of the mandated mental
~ health benefit in Maryland concluded that the mandated benefit premiums in Blue Cross/Blue
Shield policies for families in Maryland in 1984 cost $5.35 per member month. (It should be

noted that the mandated benefits in Maryland also include alcohol and drug treatment, which are
not addressed in this analysis.) In-testimony before the Maine legislature, Blue Cross/Blue Shield

-testified that mandated mental illness coverage in Maryland increased the average family con-
tract premium approximately $2 to $3 per month. The total overall increase in costs to a family to
have coverage under the mandate, therefore, would be somewhere between $36 and $212 per
year. Obviously, the relative fiscal impact on a family of the mandated benefits act in Maryland
is dependent upon that family’s income. However, given the relatively small costs of the man-
date, and in view of the potential catastrophic costs of a mental or emotional illness in a family,
the mandate act provides a means for families to “pay” for their dependents’ needed services. In
fact, if one accepts the premise of adverse selection and market skew in relation to the purchase
of mental health coverage, the mandate provides the most equitable way for all families in a state
to avail themselves of this funding/purchasing mechanism for mental health services.

To what extent does the policy or program encourage adults to assume care giving for ill or disabled
parents or relatives?

Again, this question is only tangentially applicable to mandated mental health benefits. If the ill/
disabled parent or relative is considered a dependent and covered by the relevant health insur-
ance policy, it will allow/encourage care giving. Otherwise, care giving is not addressed.

Does the policy or program build on or ignore informal support networks and mediating structures (such
as community/ neighborhood organizations, churches,) that are so essential to famlies’ daily lives?

The mandated mental health benefits act itself is neutral in terms of this question. However, if
one can assume that mental health professionals who are consulted will encourage families to
utilize all relevant supports available, there will be a positive impact in this regard. This assump-
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tion, however, may be dependent upon a particular provider’s training, predispositions, and
assessment of each particular case.

Principle #3—Family Involvement and Interdependence:

Policies and programs should recognize the strength and persistence of family ties, even when they are
problematic, and the influence family members have upon each other. In general, the most effective and
efficient way to help a person in need is to involve the other members of the family so that the family
reinforces rather than undermines the the goals of the program.

Family Impact Questions Selected:

How does the policy or program recognize the role family members play in contributing to or alleviating an
individual’s need for service?

The mandated mental health benefits act does not address this question directly. However, as
mentioned above, a provision allowing for family psychotherapy would lead to a positive answer
to this question, and provide a mechanism for greater family involvement in dealing with an
individual’s need. :

How does the policy or program address and balance the individual’s needs, the needs of the individual in
relationship to his or her family, and the needs of the family system as a whole? .

The policy does not directly deal with this issue. In fact, all the individuals in a family could
theoretically be being treated concurrently as individuals for some mental or nervous disorder,
without attention being given to the family as a system. Again, this deficit could be rectified by
specifically listing family psychotherapy as a covered benefit in the program.

~ What are the policy’s or program’s assumptions about services maintaining confidentiality between family
members (for example, between adolescent and parents; between wife and husband)?

While the policy does not address this issue directly, the nature of mental health services assumes
confidentiality for those in treatment unless an explicit release has been signed by the recipient of
that treatment. If conjoint therapy or family therapy is offered and covered under the policy,
obviously those who are present will know all of the issues discussed in treatment. However,
confidentiality is still maintained beyond the bounds of those in therapy.

How does the policy or program help individuals and families anticipate and deal with changes the service
to the individual may have on the family as a whole?

The current policy does not address this issue, although individual practitioners who are con-
sulted by a family and have family systems training may attend to this. The policy as it is written
would not address this concern unless a specific provision for family therapy were added.

Principle #4—Family Partnership and Empowerment:

Policies and programs should treat all families with trust and respect as partners when providing services
to a dependent member and should offer a range of levels of involvement depending on the family’s wishes
and situations. Families need to be empowered by providing them with information and @ maximum
degree of choice and decision-making.

Similarly, policies and programs should take into account the complex responsibilities of families, and
enhance their ability to manage their dealings with multiple human service institutions.
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Family Impact Questions Selected:

In examining the written materials about the policy or program, do they objectively state that families are
equal partners in the service, or do they tend to marginalize or limit family involvement?

The policy, as it currently is formulated, does not address this concern. It is possible that family
involvement can be marginalized or limited, depending upon the practitioner consulted, mode of
treatment, and concerns of confidentiality as defined by that practitioner.

To what extent is family autonomy respected by the policy or program and the family left to make their own
decisions and lead their lives the way they wish? On what principles is family autonomy breached and
program staff intervene and make the decisions? How does the program protect the family from unwar-
ranted intrusion and allow parents’ choice?

Family autonomy is respected in this policy—families have freedom to use or not use mental
health services. If they choose to use services, there is an array of possibilities within the man-
date. There is little or no intrusion into a family’s freedom to make its own choices; with the
exception of the mandate itself, which does require the purchase of a mental health benefit within
health insurance policies.

How does the policy or program concretely broaden the choices and options of the participating families?

Mandates broaden the choices of families by allowing them access, without debilitating costs, to
an array of mental health services, when those services are needed.

What are the program professionals’ concepts of their role with the family in providing the service, meeting
the need? Do they see themselves as healer, expert, consultant, enabler, mediator, or resource provider?

. Because the mandates provide access to an array of professionals, it is not possible to answer this
question. One can assume that within the cadre of eligible providers under the mandate, some
adopt various views of themselves as service providers.

How does the policy or program recognize that some families can and will be be more involved in this
parinership than others? How does the policy or program provide the opportunity to all families for at least
some level of involvement?

Mandates require all families to participate, at least in purchasing coverage for mental health
services. Families have complete freedom of choice when determining to utilize those services,
and are given the opportunity to access services as they have need. This would support the
concept of the principle addressed by this question. Insurance companies argue, however, that
because there is a requirement to purchase coverage, it is more likely it will be used. The greater
the utilization of the benefit, the greater the costs to the insurance company in question. Those
who favor the concept of mandates counter that many who need mental health services either
cannot afford them, are treated indirectly for other problems (gastro-intestinal disorders, head-
aches, etc.) while the emotional disorder remains unaddressed or untreated, or purchase cover-
age in a skewed marketplace, increasing the phenomena of adverse selection. Itis the principle
of easy access to services which are provided for under a mandate which makes this type of law
controversial, from the point of view of insurance companies.

In what ways does the policy or program prevent participating families from being subject to humiliating
circumstances and suggest that they have an inferior status, thus devaluing and stigmatizing them and
causing them to suffer a loss of self-esteem?
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Because of the private and confidential nature of service delivery, there is little possibility of
being subjected to humiliating circumstances. However, because of the stigma still attached to
mental and emotional disorders in this country, there will not doubt be a struggle within families
before services are sought out by the family. This comes, though, not from the policy, but from
the context and conceptualizations of mental illness in our society.

Principle #5—Family Diversity:

Policies and programs should not discriminate against or penalize families for reasons of structure, roles,
heritage/values, or life stage which differ from the perceived or desired norm.

Family Impact Questions Selected:

Is there an explicit or implicit preferred family structure in the policy or program? Does the policy or
program build in rewards or penalties for families of a particular structure (for example, one-earner versus
two-earners; single versus married; married versus divorced/separated)? Are these preferences and
incentives justified? '

No family structure is preferred in the mandate act in Maryland.

Are there any explicit or implicit assumptions in the policy or program about what is considered “normal”
or desired family functioning? How are these expressed?

There is no explicit or implicit assumption about family functioning in the policy.

Is the program or service equally accessible to families with different structures, life stage, or cultural
expectations and values (for example, employed parents/homemaker parents)?

Yes, the policy is available, because of the array of service providers allowed for under the
mandate. However, this availability may be limited by the constraints of the copayment required
for outpatient services. )

Does the policy or program take into account the differences in ethnic and religious backgrounds of partici-
pating families with respect to the need or problem which the program addresses?

The policy allows for freedom and non-discrimination in selecting mental health services. If a
family is not comfortable with one provider, because of religious or-value differences; gender, etc.
they are free to find another with which they may be more comfortable.

" How does the policy or program direct itself to the needs of individuals and families at specific stages of the
family lifecycle?
This is unclear. The policy allows for access to services at any point in the lifecycle, as long as the
individual is covered by the mandate under a health insurance policy in the state. It is not
directed to any specific stage of the family lifecycle.
Principle #6—Targeting Vulnerable Families:

Families in greatest economic and social need, and those determined to be most vulnerable to breakdown,
should have first priority in government policies and programs.
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As a corollary, policies and programs should seek to prevent serious family crises rather than targeting ail
resources on remedial{band-aid services.

Family Impact Questions Selected:

What efforts are made to identify and target those families who are the most oulnerable and the least likely
to have other sources of support?

No specific type of family is targeted. The mandate is designed to make services available to all - -
persons in Maryland, and to prevent catastrophic expenses when mental health services are
needed.

To what extent is the policy or program specifically directed toward low income families?
The program is not directed toward any income group.

Are there sliding fee scales so that families of different socio-economic groups can use the program accord-
ing fo their ability to pay?

No, not in terms of the policy. However, many practitioners who provide services have a sliding
scale fee, so that those with lower incomes pay relatively less for service.

Are efforts and resources targeted on preventing family problems before they become crises or chronic
situations? Are these sufficient? :

Mandates are designed to prevent catastrophic expenses for necessary mental health services or
the continuing harm, to individuals, families, and society of untreated mental or emotional
problems. The prevention comes after an emotional problem has been identified, however, and
the policy is not designed to prevent mental illness.

Conclusion/Findings

This review of the mandated mental health benefits in Maryland allows for several conclusions
regarding the impact this policy has on families. These tentative conclusions are:

1. It can be broadly asserted that by providing a mechanism to avert cata-
strophic costs for necessary mental health services for all families:in the state,
the program neither stigmatizes one segment of the population nor dispro-
portionately affects any one particular group. (It is recognized that lower
income families will feel the impact of the mandate more strongly than
higher income families. However, those same lower income families would
be devastated by the uninsured mental illness of a family member.) All
family configurations are recognized and affirmed as beneficiaries of the
mandate, provided that they hold a health policy administered under the
mandate.

2. Families are in control of this benefit. With only minor exceptions (court
order, mainly), families choose when, and to what extent, to avail themselves
of the benefits of the mandate.

3. Mandates support parental /familial responsibilities to provide necessary
care for family members. Without mandates, more of this burden would un-
doubtedly fall to the state.

Using Family Criteria in Policymaking and Program Evaluation 87



4. While the majority of families in the state undoubtedly benefit from the
mandate, without specific provisions which include family psychotherapy as
a covered service, or provisions allowing those specifically trained in family
psychotherapy to provide service as qualified providers, it is possible, and
even likely, that specific needs and problems of families and individual
family members (as discussed in this memorandum) may go unaddressed
and untreated. Additionally, there may be the inadvertent and unintended
consequence of ignoring, or possibly reducing family supports for those
needing mental health services. The mandate is silent on the issue of family
involvement, and because there is not specific mandate for family psycho-
therapy, or the inclusion of qualified family therapists as providers, one can
legitimately assume both the service and the provider group are excluded.
This leaves open the possibility that the actual benefit to families from this
mandate may be less than one would expect in reviewing the law itself. It
seems self-evident from this analysis that both the service and the provider
group inclusion would increase the positive family impact of mandates.

5. Because of the controversial fiscal impact of mandates, debate will continue
regarding what constitutes a legitimate mental health service (e.g., divorce
recovery groups conducted by mental health professionals, etc.). Insurers
will fear burgeoning costs by including services not traditionally based on a
“medical model,” including diagnosis of illness or disorder. However, there
is unquestioned data which indicates that when undergoing family trauma
and stress, individuals are many times more likely to experience major
illness (physical and mental) than at times of relative calm and stability.
Therefore, one direction for future consideration may be a time limited
benefit, which would allow for a wider range of covered services around
nodal transition points in the family lifecycle. For example, a provision in-
cluding coverage for divorce recovery workshops for adults and children,
might be made available for a period of one year following legal separation
or divorce. Other examples such as this could also be cited. One hypothesis
of this suggestion, which could be examined through research, is thata
family member’s mental and emotional response and successful adjustment
to such nodal events might lower overall medical costs (based on data
mentioned above).
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Application 5

SUBJECT: MILITARY SPOUSE EMPLOYMENT PROGRAMS:
A FAMILY CRITERIA ASSESSMENT

FROM: William Coffin, Director
Family Policy Office :
The Office of the Assistant Secretary of Defense
U. S. Department of Defense

Washington, DC 203014000
202/697-7191
TO: Steven Preister, Chair
Family Criteria Task Force
Introduction

Each of the military services has established a policy that programs should be set up to assist
military spouses seeking employment.

We have reviewed military spouse employment policy/programs in light of the principles and
family impact questions outlined in the Family Criteria Task Force Report. Approximately half of
the questions were relevant to this significant military family issue. The breadth of the questions
allowed us to examine our spouse employment initiatives from a number of valuable perspec-
tives.

Principle #1: Family Stability

. Policies and programs should encourage and reinforce family, parental and marital commitment and
stability, especially when children are involved. Thus, intervention in family membership and living
arrangements is justified only to protect family members from serious harm or at the request of the family
itself.

Family Impact Questions Selected:

How does the policy/program strengthen or weaken parental and marital commitment, enhance parental
competence?

Policies attempt to enable spouses who accompany their military sponsor on a permanent change
of duty station (PCS) to find suitable employment, if so desired. By so doing, the Department of
Defense (DoD) hopes to lessen the voluntary family separations that occur when spouses elect to
remain at a previous station due to employment opportunities. Loss of employment for some
spouses places severe financial stresses on the family when the costs of relocation are added.

Parental competence is probably enhanced when a spouse is capable of supplementing the
military member’s income; the financial posture of the whole family is improved.

In-quarters self-employment allows spouses to remain in their homes, a nice option for those
with children.

To what extent does the policy/program ease or hinder the family's decision to change its membership (for
example, through divorce/separation)?

Using Family Criteria In Policymaking and Program Evaluation 89



Although spousal employment programs may have many benefitial effects on family income,
lessening stress, and so forth, they may also make family break-up more likely. To the degree
that financial self-sufficiency can enable a spouse to live on his or her own income, divorce is a
more feasible option than it would be for one entirely dependent on another’s income. But, that
same self-sufficiency also lessens a willingness for an abused spouse to remain in an abusive
situation.

Principle #2: Family Support and Responsibllities

The first presumption of policies and programs should be to support and supplement family functioning.
Services that substitute for families should only be provided in situations where it is clear the family will
not be able to function sufficiently even with support.

Further, policies and programs need to vigorously enforce and support parents’ responsibility to provide
economic support and adequate protection for their children; similarly, family members’ responsibility to
care for each other in crisis or in chronic sickness, disability, or frailty should be encouraged, facilitated,

and supported.
Family Impact Questions Selected:

* How does the policy/program help families perform their responsibilities and prevent government activities -

from inappropriately substituting for that responsibility? What effect does the policy/program have on
families’ ability to provide financial support for their dependents?

When spouses can supplement family income, they are less likely to need food stamps and other
subsidies, including unemployment benefits. This program increases family income. Child care
becomes necessary in many instances, which can consume much of the spouse’s earnings.

Does the policyfprogram build on or ignore informal support networks and mediating structures?

Hopefully, family member employment assistance coordinators do network with community
organizations for job and child care referrals.

Principle #3: Family Involvement and Interdependence

Policies and programs should recognize the strength and persistence of family ties, even when they are
problematic, and the influence family members have upon each other. In general, the most effective and
efficient way fo help a person in need is to involve the other members of the family - so that the family
reinforces rather than undermines the the goals of the program.

Family Impact Questions Selected:

How does the policy/program consider whether there are competing needs within the participating family?
The policy recognizes that the military member’s mission availability comes first. Therefore,
when relocation is required of the military member, DoD attempts to ease the spouse’s loss of
employment by aiding in the search in the new location.

How does the policy/program help individuals and families anticipate and deal with changes the service
may have on the family as a whole?

There has not been any attempt to help individuals or families deal with the changes that come
with two working spouses.
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Principle #4: Family Partnership and Empowerment

Policies and programs should treat all families with trust and respect as partners when providing services
to a dependent member and should offer a range of levels of involvement depending on the family’s wishes
and situations. Families need to be empowered by providing them with information and a maximum
degree of choice and decision-making.

Similarly, policies and programs should take into account the complex responsibilities of families, and
enhance their ability to manage their dealings with multiple human service institutions.

Family Impact Questions Selected:

To what extent is family autonomy respected by the policyfprogram and the family left to make their own
decisions and lead their lives in the way the wish?

The recent Secretary of Defense memo and the DoD Directive on “spouses’ right to work” issues
emphasizes that the choice to work, to volunteer, and/or to continue their education belongs to
them, not to the commanding officer of the military member.

How does the policy or program concretely broaden the choices and options of the participating families?

The policies and the spouse employment assistance programs increase the likelihood that
spouses who want employment will find it, and will share the opportunity experienced by their
civilian counterparts to achieve in their own right. Without the right to choose to be employed
(vs. volunteering), and without the support of the preference in hiring and the assistance pro-
grams, spouses would perceive the institution as impeding their career progression. In the past,
spouses have elected: 1) to remain behind at a former duty station in order to maintain their
employment, thus separating the family unit; 2) to encourage their military sponsor to leave the

“Service in order to permit their career progression; or 3) to give up their own goals in order to
lessen the frustration experienced with each relocation. Current research is being conducted on
the long-term effects of underemployment on military wives.

What are the program professionals’ concepts of their role with the family in providing the service?

Roles of DoD personnel include enabling (though spouse preference policies and self-employ-
ment in quarters) and resource provision (through family member employment assistance

programs).
Principle #5: Family Diversity

Policies and programs should not discriminate against or penalize families for reasons of structure, roles,
heritage/values, or life stage which differ from the perceived or desired norm.

Family Impact Questions Selected:
Is there an explicit or implicit preferred family structure in the policy/program?

There has been an implicit preference for the traditional family pattern in which the spouse of the
military member is not employed. That has freed him/her to offer voluntary assistance in the
community and has made the family more easily mobile—fewer ties to remove when the orders
to PCS come. The employment assistance policies of the Services address the reality that many
spouses must work for the financial well-being of their families.
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Principle #6: Targeting Vuinerable Families

Families in greatest economic and social need, and those determined to be most vulnerable to breakdown,
should have first priority in government policies and programs.

As a corollary, policies and programs should seek to prevent serious family crises rather than targeting all
resources on remedial/band-aid services.

Family Impact Questions Selected:
What efforts are made to identify and target those families that are are the most oulnerable?

The programs are not focused on any particular income/rank level. New legislation has opened
positions in grades GS-2 through G54 to spouse preference in hiring, as well as GS-5:through GS-
15. The preference for entry level will be especially helpful for young military spouses. .-
Spouses of all age and income/rank levels use the assistance programs that do:exist.. Employ-
ment coordinators find different patterns of job placement (unskilled or highly.skilled) depend-
ing on the employment climate in their community.

Are there sliding fee scales so that families of different socio-economic groups can use the program accord-
ing to their ability to pay?

DoD spouse employment assistance programs are free of charge.

Are efforts and resources targeted on preventing family problems before they become crises or chronic
situations?

The spouse employment initiatives are pro-active. They are designed to assist spouses’ search for
employment before financial crises arise.

All resources of the spouse employment initiatives are devoted to prevention—i.e., helping a
spouse learn job search skills for a lifetime and helping him/her determine local contacts and/or
job vacancies.

Conclusion

Looking at the policies and programs from the perspective of the Family Impact Criteriaadded a
point of view sometimes missed when the major criteria for DoD tend to be the recruitment,
readiness, and retention of military members.
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