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MS. JOHNSON:  Why don't I go ahead and get started.  As most of you if you were in that last session know, I'm going to talk about the teenage parent home visitor services demonstration that operated in three cities -- Chicago, Illinois; Portland, Oregon; and Dayton, Ohio -- between 1994 and 1997. 



I want to focus on four key questions for this talk.  Why should we care about teens?  Why should we focus on teens?  Why should we care about services designed to address teens needs?  Why home visiting?  Home visiting is a particularly popular approach these days, and why is that?  And should it be a popular approach?  



What was the home services demonstration?  I'll try to give you a pretty clear, comprehensive picture of exactly what we did, what the demonstration design was, what actually happened in the implementation, and then what did we learn?



I'd like to focus the bulk of this talk around what we learned, and really go through in a very candid and detailed way some of the struggles that we faced.   Some of the things, based on our experiences we would recommend program planners and staff try to do to address the challenges we faced, so that there are some lessons learned and some gains from our experiences through that demonstration.



Let me just say, given that it's a fairly small audience, I would prefer if we keep this informal.  If you have questions as I go, feel free to ask.  Feel free to interrupt along the way.  We can just keep it somewhat as a dialogue, and that's fine with me.



Okay!  Why focus on teens?  One of the things we learned in this demonstration is that teens represent a fairly unique population, because they are struggling with both adolescence and parenting at exactly the same time.  Those two things basically come together sort of like oil and vinegar. 



Adolescence is a time very much of self-centeredness, and parenting is very much a time of giving and being concerned and sacrificing your own needs for somebody else.  So being a teen and a parent at the same time is not an easy period of life at all.



What that means is there are real obstacles that teens face as they struggle with these dual roles of trying to go to school at the same time as finding child care, and dealing with logistical issues related to transportation.  They often live in very unstable environments, they're dealing with drugs and alcohol and issues related to their own parents, and often very poor housing conditions.



When you put all those pieces together, the likelihood that these teen parents struggling with those things are going to progress in a positive direction is fairly low.  The challenges before them are very real.  And, as a consequence, there are very high social costs associated with teen parents as a population.  



We know that they represent the population with the longest spells on welfare, that they have very poor economic and educational outcomes, traditionally, and coupled with that, there are very high costs for their children.  Their children tend to suffer poor health outcomes, and also have poor educational prospects.  They suffer from environments where there's not a lot of positive parenting support.  They then suffer long-term negative impacts of being the children of teen parents, which are related to high dropout rates, and higher rates of incarceration compared to children of non-teen parents.



So there's a whole morass of things that result from teenagers also being parents.  It's not a good combination.  So there is really a very compelling reason to focus on teens in our welfare efforts.



Welfare reform has altered the cost for moms and dads.  What has happened under welfare reform is that we now need to come up with a much more expeditious approach to getting these people off welfare.  There's no longer the possibility for them to spend eight years on welfare, which is the average for teen mothers.



So the needs for welfare agencies and program administrators to develop methods of really identifying these seemingly intractable obstacles to self-sufficiency are very real now.  We can't afford to have agencies operating as they have in the past, and not finding approaches that are going to help teen moms get off welfare fairly quickly and become self-sufficient.



Why home visiting?  Well -- that wasn't why home visiting.  You're fired.




(Laughter.) 



MS. JOHNSON:  I should actually introduce Meredith Kelsey, who really -- right, she was working.  It was a short job.  She actually will be writing the impact report, which is due out -- what did we say, in one or two months -- on this demonstration, and really has had a big hand in the entire effort.



But why home visiting?  These days you hear about home visiting quite a lot.  People are looking to home visiting as the approach.  It's the new way to address this.  There's something very appealing about putting individuals together with someone older, wiser, caring, giving, and thinking that the relationship is almost, by definition, guaranteed to produce good things.



We also are attracted to home visiting because of the very limited success that we've had with traditional center-based strategies, where a case manager is sitting behind a desk, and the teen comes in for a visit maybe once every whatever, however number of weeks, with lots of time in between for lots of things to go wrong.  



The teen can pretty much choose what she brings to that office to disclose to that case manager.  So it's a very slanted perspective on the issues that the teen is dealing with.  Consequently, the case manager has very limited information about the full range of issues the teen is dealing with, and can only base his or her approach in providing assistance to that teen based on a limited information set.



The traditional approaches of center-based strategies really don't enable case managers or others to get at a lot of the root causes that teens are struggling with in their homes.  That's a key reason why we think home visiting is a logical approach.  Because people can get into the homes, they can see things, they can go into settings where the teens are very comfortable, and maybe where the teens will be less likely or less able to hide things.  So there’s more information.



And there has been success with home visiting in other settings.  As many of you are probably aware of David Olds' work in home visiting, and there are other examples of where home visiting has been effective in helping clients.  



There is also a fair amount of research now that shows, whether it's home visiting or mentoring, this idea of an adult and an at-risk youth being put together can be an effective approach to a whole range of outcomes.  A lot of them are educational and employment outcomes, but that does seem to be a promising approach to providing assistance.



And there is also some compelling reason for home visiting, because it engages the community.  It provides a lot of the paraprofessionals who serve as the home visitors with jobs who are from the communities, and it also points the teens toward services within the community, and gets them networked into the full range of services that are available in a community.  So it brings the community and the service support system together in a very nice way.  



Okay!  So what was this demonstration?  The demonstration, again, had four core goals, and then a fifth somewhat assumed goal, which would be an outcome of the others.  



Fundamentally, we intended the demonstration to help teens improve their parenting skills, we were intending it to help teens delay subsequent childbearing -- that was a key goal of this effort -- to provide them with improved access to and use of health care for both themselves and their children, and to increase their access to resources and supports in the community, so they would know where to go.  They would be provided referrals, and they would really make use of the whole system of supports that were available in the wider community, and that consequently there would be strengthened outcomes from increased participation in the jobs programs.  So there would be the traditional employment, earnings, and education gains from this demonstration as well.



Those really were the core goals we were telling the home visitors they needed to focus on, and what we were assuming would be the outcomes of the demonstration.



The target population for this was teens.  It was anyone under the age of 20 who was a first-time welfare-dependent parent and a mandatory participant in the jobs program.  Yes?



MALE VOICE:  (Inaudible.)  Is the child's well-being part of the goal?



MS. JOHNSON:  Only in terms of improved access to and use of health care.  



MALE VOICE:  (Inaudible) of child abuse, and he had the utilization of emergency rooms.  We even looked at (inaudible). 



MS. JOHNSON:  Yes.  We do have as one of our outcome measures rates of abuse and neglect for children.  Yes.  I think that's maybe the only one.  We don't look at anything like emergency room use or -- is there any other health outcomes for the children?  I don't think so.



FEMALE VOICE:  (Inaudible.)



MS. JOHNSON:  Yes.  There was not too much focus on the child outcomes, except for the abuse and neglect, and that they would have improved access to the health resources.  But that was it.  Yes.



MALE VOICE:  How do you operationalize parenting (inaudible)? 



MS. JOHNSON:  The question was how do we operationalize parenting?  And was the focus on the child behaviors or the teen behaviors?  Was that the question?



MALE VOICE:  (Inaudible.)



MS. JOHNSON:  Yes.  It was actually both.  We had, and I'll get into this a little bit later, provided the home visitors with two curricula.  One was focused on exclusively teen issues, which had nothing to do with children, like career goals and budgeting and education et cetera.



Then there was a separate curriculum that was called the parent/child curriculum.  That was organized by the child’s developmental month.  It contained parenting tips and things to look at developmentally with your kids, things to do with your kids, goals to set for your kids, those kinds of things.  Does that answer your question?  Yes.  Other questions on that piece of the design? 




(No response.) 



MS. JOHNSON:  Okay.  Let's go to the next one.  There were a range of intervention services and supports that we provided.  The key one was mandatory home visits with paraprofessionals.  These teens were expected to see a paraprofessional home visitor once a week as a participation requirement in the JOBS program.  



The home visitors had caseloads, on average, of 25 clients.  That's what we were trying to do.  We wanted to test whether it was a reasonable expectation for home visitors to carry that size caseload.  It seemed to be a cost-effective size, but not to place too much burden on them such that they couldn't have meaningful relationships with their clients.  And the caseloads did average about 25.



They were expected to have weekly visits.  The visits lasted between 45 minutes and an hour, on average.  That was our expectation. 



There were sanctions for non-compliance, because it was a mandatory participation requirement in the JOBS program.  Teens could be sanctioned.  And the expectation was they would be sanctioned if they didn't comply, that case managers would be informed, and the whole routine of procedures with notices and a sanction being imposed would occur.



FEMALE VOICE:  What were the sanctions?



MS. JOHNSON:  They were the same as for the JOBS program.  And they varied by location.  But, yes, it was considered exactly the same as if you didn't go to school or any other thing.  Yes?



MALE VOICE:  Would non-compliance be (inaudible)?



MS. JOHNSON:  Any other questions? 




(Laughter.) 






MS. JOHNSON:  That's actually a very good question.  I'll get to that.  And don't let me forget! That's part of the implementation.  I'm not sure we thought enough about it beforehand, but it became an issue right away.  And the teens learned much faster than we did that there was a slippery slope here.  



MALE VOICE:  A caseload of 25 doesn't sound high.  But if you think about an hour per visit, an urban area.  Are these paraprofessionals also filling out paperwork and so forth?  I mean, I can see an 80-hour-a-week job here.



MS. JOHNSON:  Yes.  That is another good point.  Our sense was that we were stretching the limit.  I mean, we didn't want to give too much free time and be too lax on that requirement.  So we wanted to push it as far as we could, and we felt like we were doing that with 25 as the caseload.



The reality for a lot of visits, was the teen wasn't there.  So, there are actually two important realities.  One, a lot of times, the teen wasn't there.  So the home visitors ended up with substantially more time than you would have thought, when they could easily do paperwork and planning, and could have handled more cases.  We just found that this was quite reasonable, given how many cancellations there were.  



The flip side of it is because the teens move around so much, and go in and out of welfare, and caseloads change, the travel time for the paraprofessionals was substantial.  While a lot of agencies thought, "Well, the logical thing to do is to cluster cases geographically, and you do all the cases that are clustered geographically," after about two weeks, that's just blown out of the water.



So paraprofessionals found themselves driving like this.  They would try to schedule visits in a way that made sense, but that was extremely difficult to do.  Because somebody had a dental appointment, so they couldn't appear at that time.  So, in that respect, 25 became difficult when they had all of them, mostly because of travel time in between.  Yes?



MALE VOICE:  Were these teen parents heads of households, or not necessarily? 



MS. JOHNSON:  Yes.



MALE VOICE:  (Inaudible.) 



MS. JOHNSON:  He asked were these teen parents heads of households.



MALE VOICE:  Exclusively?



MS. JOHNSON:  No, not exclusively.  Some were, some were not.  It was a mixture.  If they were first-time teen parents coming on welfare, they could have been on their parents' welfare caseload or on their own caseload.  Yes?



MALE VOICE:  Why (inaudible) 25 clients?  There are other models that use caseloads in that same range, but they have a variety of frequencies of visits.  (Inaudible) some of the others, but the frequency declines over time.  So why was it the purpose of this (inaudible)? 



MS. JOHNSON:  One, to test the cost-effectiveness, to see whether you could actually do it with this many clients.



MALE VOICE:  Don't you have a resource constraint (inaudible)? 



MS. JOHNSON:  We didn't really have a resource constraint, although we assumed that if you do this on a large scale, you could have a resource constraint.  We wanted to be sensitive to other agencies.  If we had gone with a model that said we have 10 clients per home visitor, for example, it would have required substantially more resources.  And many welfare agencies might have said that goes beyond their budget.



So we wanted to, in that respect, push it as far as we could with consideration of the cost as best as we can.



After a period of time, we went to a biweekly policy for some clients.  Because we began to see that not every client needs weekly visits, and we should start thinking about tweaks to this that make sense for different clients.  



Initially, it was a very uniform, very flat service provision for everybody.  It was only after a year or so when things began to operate smoothly, semi-smoothly, we began to understand how things fit together and didn't fit together, that we started to  realize that for some clients it makes sense not to do this every week, not for all.  Then we had to think about who does it not make sense for and come up with that kind of policy as well.  Yes?



MALE VOICE:  Would you characterize the qualifications of paraprofessionals?



MS. JOHNSON:  The only qualifications were that they not have a B.A. degree.  I think that was the only stipulation.  Although some sites eventually hired people with B.A. degrees.



That meant if they didn't have a B.A. degree, generally, they didn't have a lot of previous training, or they couldn't have had formal training in a social service field such as home visiting.  They could have had lots of training in a restaurant or something like that, but they couldn't have been formally trained in a related field or have a B.A. degree. 



They were, on the whole fairly inexperienced, fairly young, and most of them -- I forget the percentage -- were transitioning off of welfare themselves. 



Some agencies particularly -- or exclusively hired former welfare recipients who were in the process of transitioning.  Others interpreted the definition of paraprofessional a bit more broadly and looked outside the welfare agency.  So we got a little bit of a mix for what a paraprofessional was.



As some sites gained experience they began to say there are very high costs associated with hiring transitioning welfare recipients that go beyond what we are capable of addressing, and they began to hire people with more experience who were less paraprofessional.  



At least one site did hire a couple "paraprofessionals" with a B.A. degree.  So they pushed the definition as time went on based on their struggles with training and the field work of the paraprofessional staff.



The only definition we provided was not a B.A. degree nor a formal training in this field.



MALE VOICE:  You mentioned that some of the teens didn't show up.  I would think that the attendance would actually be considerably higher than if the teens needed to come into an agency instead.  Did you find that to be true to improve the amount of contact?



MS. JOHNSON:  Improve the amount of contact of when they came into the agency, or just improve the amount of contact, period?



MALE VOICE:  That going to their homes would insure more contact than if you relied on them to come into the agencies. 



MS. JOHNSON:  We'll get to that.  That's what you would think, but it's not what we found.  We'll spend a little time on that issue.  Yes?



FEMALE VOICE:  Is the paraprofessional (inaudible)? 



MS. JOHNSON:  During the visit?  Yes.  They struggled with that, and at first didn't deliver the parenting curriculum much at all.  Many of these were new parents, struggling parents.  We found that the visitor tended to neglect the whole parenting piece and focused instead on whatever was on the teen's mind at the moment, which generally was not their child.  We actually intervened midway through the demonstration and really emphasized, with the paraprofessionals and their supervisors, that parenting was important and they needed to bring it back in.  Sites did make some mid-course correction on doing that, but we needed to point out the importance of the parenting piece.  Yes?



MALE VOICE:  Did you develop the curricula yourselves, or did you borrow things?



MS. JOHNSON:  No.  We hired an agency in Philadelphia called the Health Federation of Philadelphia that does a lot of home visiting, is familiar with many existing curriculum, and they created this curricula for us by pulling together pieces from existing curricula and tailoring it to our particular goals and interests.



But they put the curriculum together.  And, in the end, it looked like two very thick three-ring notebooks, so that home visitors could take pieces out.  We thought a lot about what would work in the field.  We knew there were a lot of materials, but we didn't want them to have to lug around these big things, because we thought they simply wouldn’t do it.


 

We wanted something user-friendly when you're getting in and out of a car and going into lots of homes.  It was a three-ring notebook.  Behind each section, there were pockets.  We intended that the supervisors and the paraprofessionals over time would supplement the various areas that the curricula focused on with materials they came across, and just put them in these pockets.  That didn't quite happen, but it was the design, or our intention.  



Did I finish this one?  Oh, and that there would be coordination with jobs case managers.  That was the other key piece.  The design was that home visitors and case managers would coordinate.  Now, I'm sure somebody's going to ask me exactly what does that mean.  I'll come back to that too.



We felt that because case managers have very limited opportunity to know what goes on in the home that, to get the bird's-eye view that home visitors can get, their efforts and approaches and work with clients would be invaluably supplemented with information that home visitors would provide to them based on their relationships with clients.  And, in turn, that case managers would, in a sense, represent the formal system behind the home visitors.  So the home visitor had some legitimacy and had something behind her that was responsible for the sanctioning, so she didn't have to do that part.  There was a bad cop over there, and that didn't jeopardize her relationship with the teen parent.



They were intended to work together.  There were also some problems with that coordination, which I'll talk about.  But, in theory, we were hoping they would be a nice complement to one another.



The other key intervention services and supports that we provided were supervision and training.  We did provide a pre-service training.  That was also designed and delivered by the Health Federation of Philadelphia.  Which designed a one-week intensive training course for the home visitors in all the sites.  Then the sites were responsible for ongoing training of the paraprofessionals.  



Every site was to hire a supervisor.  We didn't specify qualifications, except to encourage sites to hire those with some experience in clinical supervision.  Many sites hired former case managers.   We'll come back to that one too.



There was to be this supervision and training piece that was to under gird everything that the paraprofessional home visitors did.



Supplemental materials.  You've heard about the curricula.  They had both the teen and the parent/child curricula.  They had something called a Teen Strengths and Needs Assessment.  It was rather lengthy, but not overly lengthy, but it was a long questionnaire, again, not in the traditional sense.  It was an instrument for paraprofessionals to use over the course of their first "X" number of visits -- we didn't care how many -- that would really enable them to identify with the teen their strengths, their needs, and to be the basis for establishing a relationship.  That was another tool they had.



We also designed something called an action plan.  It was really just a single-sheet of paper that paraprofessionals could use with their clients to identify various steps they needed to take toward an agreed-upon goal.  



For instance, the goal could be "I want to pass the English test that I have next week," if that was the goal that they identified together.  Then they could think about the steps needed for accomplishment. You need to get somebody to baby-sit so you can study, you need to get the book that you haven't read, so on and so forth.



So the action plan was really to be a tool for the home visitors to use to break down short-term goals into very concrete steps that they could then, week-by-week, use to monitor the progress towards achieving each goal.



The last supplemental material we developed was a management information system for all the sites to use to keep track of participation, so they could keep track of when visits took place, where they took place, what topics were covered, and so on and so forth.  So there was an MIS behind all of this as well.



Finally, this did include an experimental evaluation, which I mentioned before, that involves random assignment of the teens.  We operated this in actually two different settings.  First, in the three cities.  But, within each city, we operated in two different settings, both in the local welfare agency, and also in a community-based organization.



One of the things that we were interested in testing was were there any differences between service delivery between those two kinds of settings.  Generally, home visiting services are more commonly provided in a community-based setting, and community-based settings and welfare agencies can offer some different benefits on each side to service delivery.  We wanted to look at that in particular.  So each of the sites operated in both settings.



Okay!  Three questions that I would like to now turn to.  What characterizes reasonably strong models of paraprofessional home visitor services, what implementation issues should welfare agencies and others anticipate, and what are recommended strategies to address these implementation issues?  I'd like to shift now and focus on those three questions.



To address these questions, I want to look at them in two different ways.  But the first way is to just give you -- and if you're looking at the overhead in front of you, you're cheating -- to give you -- you can't see the title, but it's called "A Tale of Two Cases" -- just a glimpse, and it's a very static picture, and it doesn't capture a lot, so I'll say that up front -- but a glimpse at two very different cases in terms of what happened in the course of this intervention.  



The two cases, Dione and Tina, who, pre-intervention, undoubtedly differed in many important ways, but, on some very surface levels, looked quite similar.  Both were 16 years old.  Both had fairly young children.  Both were in tenth grade.  Dione lives with her mother, and Tina lives in a group home.  They're both still involved with the child's father, using birth control, and have plans to continue schooling.



So these two young women come into the intervention with somewhat similar profiles.  The intervention takes place, this great black box of paraprofessional home visiting, and then the outcomes, we find, are markedly different between where these two girls are at the end of the intervention. 



Dione has dropped out after tenth grade.  She has an additional child.  When we last read case notes about her, she is looking for a job at a fast-food restaurant.  It doesn't leave you with a very optimistic picture of where she's headed at this point, and what we've spent what has felt like enormous resources and effort and energy doing with her over the course of the past 18 months in her case.



Tina, on the other hand, has graduated from high school, does not have any additional children, is certified as a dental assistant, and has gotten her own apartment.  So her prospects are quite promising.  You read the case notes and feel "Yes, something has happened here."



This was very common, to read case notes and just see cases all over the map, and, of course, then to ask ourselves what is happening in this black box of the intervention that explains -- it doesn't explain completely, but for us to really try to understand why does this work in some cases in some sites, why is it not working in other sites and with other cases or with other home visitors?  What are some of the pieces within that black box that are really important for us to examine and to walk away understanding? 



What I want to do now is dissect that black box a little bit, and look specifically at some of the goals we walked away feeling were important, and the specific challenges and recommendations associated with those that we felt we learned over the course of this effort.  Yes.



MALE VOICE:  Are these like prototypical cases of failures and successes?  



MS. JOHNSON:  They're fairly prototypical.  Unfortunately, I would probably say Dione is a little more prototypical than Tina.



I was trying to find two that looked similar on some pre-dimensions to emphasize that you could get different outcomes.  I think a lot of those differences weren't based on the teen herself; they were based on that black box and what happened.  We saw some real success stories in the relationships, and we saw some real non-success stories of what went on.  So they are fairly prototypical.  Other questions?  Yes.



MALE VOICE:  These goals you're going to go through now appear different than the goals of the program.



MS. JOHNSON:  Right.  The kinds of things that if you want to implement a home visiting program you need to really think about.



Your program itself may have very different goals.  You may not be interested in subsequent childbearing, let's say.  But the next goals are really intended for anyone who's thinking about implementing or even is currently implementing a home visiting program. They are programmatic goals to consider as far as implementation goes.



MALE VOICE:  But, based on your study, if you achieve these goals you're going to talk about, you should be able to achieve the earlier the goals of the demonstration.  Did anybody achieve the goals of the demonstration?  Was it successful anywhere?



MS. JOHNSON:  Well, you have to stay tuned for that impact report. 



MALE VOICE:  Are you going to get back to that? 



MS. JOHNSON:  I'm not going to talk very much about the impacts of the demonstration, actually, only because that report hasn't been written.  But indications are that it had very modest impacts across pretty much all the goals of the demonstration.  I don't think we're going to see any really compelling big story that says, "This is the way to go, and this is how to do it."



And I think a lot of what we walked away from this feeling was that much of the story rests in how you do it.  That plays an enormous role in whether you're going to see impacts or not.



Quite honestly, we struggled with how to do it.  I think the bottom line is home visiting is not a very easy thing to implement.  There are a lot of pieces of it you have to think about, and that have to come together and be properly coordinated.  The better that's done, the more likely you are to see impacts.  But there are a lot of possible holes to fall in.  Yes?



MALE VOICE:  I noticed that there's no mention of involvement with the child's father.  Did you record that information?  And what efforts in the home visits, if any, were made to involve fathers in the care giving of the children?



MS. JOHNSON:  My recollection with these two cases is that neither of them, at the end of the case notes, was involved with the father.



Involvement of the fathers really varied.  We didn't give any mandate, or even any recommendation on that front.  We were basically silent.  So it varied substantially between supervisor, home visitor, or agency.



I don't think in many cases that was a very big component.  For so many of these teens, the father really wasn't there, or was in and out with a pretty high level of frequency.  I think for many of the home visitors, the sense was once they entered that area, they were opening up a whole new can of worms that they maybe didn't feel prepared to or want to address.  They really tended to focus just on their relationship with the teen.  We didn't tell them one way or the other what they had to do in that area.  



One of the things that we'll discuss as we go on is, in hindsight, we felt that the goals of this demonstration were fairly ambitious.  It may have been even more ambitious to add that component.  



I think one of the problems is when you get very ambitious, then you have to really be ambitious about everything that supports it.  And that's something that I want to touch on at the end.



But, in some ways, I feel we should have had fewer goals than more in an interesting way.  



Goal one is “providing structure and content to the home visits”.  Let me just talk about some of the challenges we found.  These are just real operational kinds of challenges that we faced.  



The first was just finding a place.  We said these were to be home visits.  But, in a lot of cases, you can't assume there is a place in the home where a meaningful dialogue can actually take place.  There are often people running in and out.  There's a mother who wants to sit right there, so you're not going to have a very intimate conversation with your client.  Just finding the place for a home visit was a challenge.



Imposing structure was also a challenge.  We found that the paraprofessionals had a very difficult time in the beginning.  Because they had relatively limited professional experience, they had a very difficult time saying to the teen, "This is when we're meeting.  This is what we're going to do.  This is what you do.  When the phone rings, you don't answer it.  "This is the structure for how we're going to conduct this visit."  



They were uncomfortable and inexperienced with that.  I think too often, they interpreted imposing structure as jeopardizing the relationship.  So they backed away, which meant that we observed lots of home visits where the teen was taking a phone call in the middle of the home visit, for example, which didn't lend itself to developing the relationship very well.



Another challenge was effective use of the materials.  We definitely underestimated the ability needed for paraprofessionals’ to take the materials that we had provided them and to know how to use them. Pardon?



MALE VOICE:  Underestimated?



MS. JOHNSON:  Underestimated the ability needed to effectively use these materials, yes.  An example is this Teen Strengths and Needs Assessment, which, I think, was a pretty good tool for identifying areas the teens were concerned about, things that they wanted to work on, things to focus on in future visits.



But, we observed many home visitors going through it exactly as you would a telephone survey instrument.  And the teen might say "I'm a little bit concerned because my boyfriend hit me last week," and the home visitor would just go to the next question.  No ability to follow up on that, no understanding of how to put that in some place that's going to be useful for developing the relationship, to return to it, to use that in an important way.



So they had limited -- we probably didn't provide them enough training on these materials, and we mistakenly assumed they would be able to use them very effectively.



MALE VOICE:  What sort of retention rate? 



MS. JOHNSON:  I'll come to that.  You guys are probably thinking there are a million more slides every time I say "I'll come to that."  I do have an overhead with that, though.



And, finally, this issue of building visits.  That's what I just alluded to when there was something going on.  The paraprofessionals didn't have a sense of when you're a teacher, for example, and you start at the beginning of the year with the basics, the fundamentals, and you gradually progress over the course of the year.  They didn't have a sense of that, of how to build.  So they would just go in kind of every direction on every different visit, and there was no real building of issues, building of momentum towards a goal that would be achieved.  They had very limited ability to do that. 



As a consequence, the teens jumped around, and a lot of things got started and then stopped or were left off the table.



Some of the recommendations we felt emerged from this set of challenges were that there should be very clear protocols for the home visitors at the outset.  We developed them after a while, but there should have been clearer ones for them to use at the beginning.



We should have provided them much more training on the use of the support materials that they had.  I don't think we provided them any training on how to use any of the materials, other than the curricula.  We made an assumption that was erroneous.  We should have provided more training to assist them.



They should be provided periodic oversight with feedback.  When we started to go out in the field to observe what was happening during the home visits, we were actually the first ones out there.  The supervisors had been doing a lot of office-based supervision, but hadn't been in the field really looking.  



This kind of periodic supervisory oversight is critical.  The supervisors will be told lots of things that are and aren't happening that, you know, are not always the case.  They only get a real picture once they go out and actually observe what's going on.



The second goal is “complete scheduled home visits”.  If you want a home visiting intervention to be effective, you have to actually complete the home visits.  That probably sounds self-evident, but there were some real challenges associated with that.



Teenagers are incredibly resistant to any kind of intervention that has anything to do with the welfare agency.  On top of that, they are often very unreliable.  They're just not there.  They forgot.  They scheduled something at the same time, and they didn't realize.  They want to change their meeting times, because something came up.  They want to change the schedule of the appointments.  



Those two things created a real challenge for the paraprofessionals, who often didn't have the wherewithal to say, "No, this is the scheduled time." "Unless you meet me then, that's going to start a whole sanction process."  So the two together didn't make for a good match.



An added challenge was getting welfare agencies to enforce some kind of accountability for missed visits.  Too often, that wasn't done.  Sometimes the case managers hadn't really bought into this being a mandatory component of the JOBS program, and were not willing to issue sanctions for missed visits.  Sometimes they didn't think that the team should be sanctioned for a missed visit.  And sometimes the actual issuing of a sanction took so long that neither party had a clue as to the reason for the sanction.  You really risk the whole relationship if you can’t complete the home visits while you are waiting to impose some kind of a penalty.



That was a bureaucratic procedure that didn't work very well:  having consequences for not complying with the mandatory component.



MALE VOICE:  When you talked about lack of responsibility for missed visits, is this the accountability of the paraprofessional or the --



MS. JOHNSON:  The teen.  There was lack of accountability for the teen.  The teens generally figured out how long they could go, how many visits they could miss before they had to show up for one, and then how many more they could miss before they had to show up for one.  So it meant that a lot of visits simply didn't take place.



MALE VOICE:  They blame the (inaudible). 



MS. JOHNSON:  Right.  But no, there was plenty of room for that.  Yeah.



Some of the recommendations.  Establish clear requirements.  Teens did not know at the outset, I think, as clearly as they should have or could have what the expectations were, what the consequences would be, what the requirements for this component -- what the requirements were.  That was something we beefed up along the way.  But, at the outset, there were not clear expectations for the teens.



Provide training to address resistance.  We did not provide any training at the outset.  Supplemented along the way through the supervisors with some training on how do you deal with resistant teens.  But that was really a training component that was missing for a long time from this.  



And we heard consistently from the home visitors, to their credit, over and over again, "I don't know what to do.  The teen just isn't there.  She doesn't want to meet with me.  I don't know what to do."  And we hadn't -- we weren't prepared for, you know, providing the kind of training that they needed to address that.  So that's a critical piece of training that needs to be part of any program.



Finally, it is important to insure the administrative enforcement of the mandatory component. Without enforcement or even with ineffectual enforcement, teens figure out very quickly that they just don't have to do this.



MALE VOICE:  Experimental evaluation.  Are you doing anything like pay them to participate



MS. JOHNSON:  No.  He asked did we do anything like pay them to comply with the visits, and we did not.  No.  Yes?



FEMALE VOICE:  When we were asking -- or you mentioned about insuring administrative enforcement, and you mentioned something about continuing (inaudible) sanction processes, what were you mentioning (inaudible)? 



MS. JOHNSON:  I'm sorry.  Say that again?



FEMALE VOICE:  I may have misunderstood what you said.  But I think you said while the sanctioning process was going, that they didn't have to show up (inaudible), that (inaudible) was still expected during the sanction process.  Is that right? 



MS. JOHNSON:  That's right.



FEMALE VOICE:  Was it pretty uniform across the board that they just knew that during the sanction process, there was no accountability?



MS. JOHNSON:  It was pretty much across the board that they knew that.  They're pretty smart.



FEMALE VOICE:  What would be your possible recommendations in terms of insuring the administrative enforcement while the sanctioning process is going on (inaudible) so that the new process is (inaudible)? 



MS. JOHNSON:  Shorten the time period.  A lot of times, it was three months before the sanction would go into effect, so teens had plenty of time to not be seen.  The second visit, maybe then the case manager would be informed.  And then the third visit that they missed, the sanction would go into effect.  Then that would take some period of time.



So they were generally provided too much leeway on the one hand.  I mean, in hindsight, it probably should have been one missed visit without good cause, and the sanction begins.  The time period for imposing the sanction should have been drastically reduced.



MALE VOICE:  Is the sanctioning even important in this?  Because a lot of the voluntary programs have higher (inaudible) visit rates than this without sanctions.



MS. JOHNSON:  Yes.  They're voluntary with the home visits?  I would say that's probably not surprising.  Anytime you have a voluntary program, generally, people will comply.



A lot of the evidence from some of the previous demonstrations, like LEAP and TPD, were that imposing a sanction generally got participation rates up, that that was an effective mechanism for getting people to comply.  And so we felt it would be here.  And I still believe it would have been.  It's just the implementation of that, too, allowed for a lot of lag time in between. 



Let me just show you the next overhead, to give you a sense of what the completion rates were.  I think this went back to someone's question before. 



We intended, on average, four completed visits per month, if you assumed weekly home visits.  On average, six months after intake, we were seeing about 1.43 completed visits.  As time marched on, that rate went further and further down.  So it really didn't come anywhere close to what was intended for the number of completed visits.  Yes?



MALE VOICE:  (Inaudible.) 



MS. JOHNSON:  Per client.



MALE VOICE:  How about the rationale?



MS. JOHNSON:  Per month.  I'm sorry?



MALE VOICE:  You mentioned some of the rationale for using paraprofessionals.  It seems to me maybe the problems start with that.  (Inaudible) structure, the whole thing. 



MS. JOHNSON:  Yeah.  The rationale was really ACF's interest in testing a more cost-effective approach to service delivery -- it's a mistaken rationale.  We understand now.  Is Nancy Campbell here?




(Laughter.) 



MS. JOHNSON:  We thought this would be more cost-effective than using nurses, and could be done on a bigger scale than with nurses.  



We learned, without a doubt, that cost savings from reduced wages from paraprofessionals are quickly offset by the costs needed for training, supervision, et cetera, et cetera.  So I don't think there's any doubt now that the rationale was not a good one.  



I've often asked myself do I think basically you can't do home visiting with paraprofessionals.  I think you can.  I think there still are some benefits to doing it with paraprofessionals.  Part of the rationale is that often paraprofessionals share very similar backgrounds to the clients that they're serving.  The belief is that there may be a better connection to their clients because of these share backgrounds, because of similar experiences, that can really benefit a relationship.  I think that that conceivably is right. 



But people really have to know what to do with their own histories and their own backgrounds and their own experiences.  They have to be able to use them effectively as a teaching tool.  That's not a trivial task, and it requires some training to do it.  



So to bring meaning to the natural connection that you have, you can't assume that that's going to happen.



MALE VOICE:  Going back to 25 visits a week, plus coordinating as a case worker, it's almost as if you're setting the paraprofessional up to (inaudible) sabotage, you know, enter into some sort of a collusive agreement with a teeny bit -- I can't do 25 a week, so -- you know, somebody's (inaudible).



MS. JOHNSON:  Saying don't show up?



MALE VOICE:  Reasonably, I think, there's a (inaudible) the percentage of contact.  I mean (inaudible) I was wondering what your experience was.



MS. JOHNSON:  We didn't --



MALE VOICE:  Do you see what I mean?



MS. JOHNSON:  Yes, I do.  We didn't consciously experiment with it.  Occasionally, it was experimented with.  Somebody had a very low or a very high caseload just because that happened. 



Certainly your reaction is exactly the way sites reacted to us at the outset.  They thought we were crazy, quite literally, to think that they could have 25 cases and do this kind of intervention.  



Again, I don't know for sure the answer to that.  I can only tell you that I certainly saw -- because of missed home visits, of the gaps in the schedule, that this was possible to handle.



Now, would a lower caseload have made them better able to complete those visits?  I'm not sure I think it would have.  I think there were too many things within the agency preventing the visits from being completed -- in particular, imposing the sanction was just pretty ineffectual -- I think that was much more responsible for this than having 25 cases, I guess, is where I would come out.



I'm not a hundred percent sure, but my observation was it was more bureaucratic procedures than the number of cases.  Some of it might have been the paraprofessionals' lack of experience.  In general, the relatively modest relationships that were established in turn meant that clients were often not there, because it didn't mean that much to have a visit.  



If somebody was a spectacular home visitor, I could imagine teens being sure to be there at three o'clock on Thursday, 'cause so-and-so was going to come and see them.  That may have played a role in this as well.  I don't think the number of cases itself played a role in this.  Yeah.



MALE VOICE:  Wouldn't you also be limited, assuming these people are at school, you've got a very limited number of hours in a day.



MS. JOHNSON:  When you could see them?  Yes and no.  I guess they did do some visits extending beyond the normal work day.  Sometimes they did visits in the schools, when somebody really could not arrange their schedule to be at home.  Some visits did take place during the day, in the school.  Not a lot, but some did.



In most cases, they were able to work out a schedule that fit without going drastically into the evening or the weekend.  In at least one site, they did do some visits on Saturday mornings too.  



FEMALE VOICE:  You didn't say, did you, what you found to be the difference (inaudible)? 



MS. JOHNSON:  Right, I didn't talk about that.  One of the things that the impact report looks at is that difference.  Again, I think in general, we didn't see big differences.  There were a couple differences.  A lot of them -- a lot of the differences we saw were in terms of implementation.  And we'll actually take a look at some of that a couple overheads later.



FEMALE VOICE:  In any case, was the JOBS case management (inaudible)? 



MS. JOHNSON:  No.  They were always different.  In some cases -- I didn't mention this before.  In some cases, though, the home visitor had one JOBS case manager for all of her 25 clients.  In other cases, agencies were organized such that she had three, four, five different JOBS case managers, because they didn't cluster them according to teen case managers or something like that.



Sometimes the home visitors were dealing with a number of different case managers, which I don't think was the ideal model.  I think it was much better when they had one JOBS case manager with whom they were interacting.



MALE VOICE:  If you wanted to sanction, were they allowed to request a hearing on that sanction?  If so, what were some of the results of those hearings (inaudible)? 



MS. JOHNSON:  Were they allowed to request a hearing?  I'm not sure anyone did, that I recall.  They probably were allowed to.



MALE VOICE:  (Inaudible.)  Did you consider paying the client (inaudible)? 



MS. JOHNSON:  No, that was asked earlier.  We never even considered paying them.  



FEMALE VOICE:  (Inaudible.) 



MS. JOHNSON:  No.  There was no coordination across the three sites.  There was limited coordination between the community-based agency and the local welfare agency.  Generally, that coordination consisted of the management information system, sometimes it consisted of shared training.  Those are probably the two areas where -- maybe some administrative efforts.  But it was limited, even that coordination.



There was in every case a state person responsible for oversight, and then a local program administrator who was kind of our point person.  But, generally, that person had minimal time devoted to the demonstration, and it really ended up being the supervisor on site who was.  But that supervisor generally -- ended up being responsible for program operations, oversight of the home visitors, training of her home visitor staff, et cetera, et cetera.  So you can imagine one of the things that happened was her time for quality supervision got eaten up.



FEMALE VOICE:  (Inaudible.) 



MS. JOHNSON:  Yes.  I mean, they didn't do the parenting piece.  That was the piece I was alluding to.  I think there were pieces to a structure that were reasonable to cause us to think something was going to come of this.  We did provide them with a curriculum.  We had the bumps of did they know how to use it.  We did tell them they had to have a supervisor with clinical supervision, that the ratio was to be one supervisor to eight home visitors. 



FEMALE VOICE:  (Inaudible.) 



MS. JOHNSON:  Yes.  Right.  I think as we went along, and we began to see there are lots of challenges, we had this design that we thought made a lot of sense.  We thought we had the pieces.  



And that's partly what I think is the most important message to leave here with.  You think you have the pieces that make a lot of sense on paper and according to theory.  And then you start to put them into place, and you see -- we certainly saw a lot of ways in which we had unanticipated problems and holes and so on and so forth.  And I think after a while, we began to suspect we weren't going to see huge impacts.



Again, I think we'll see some, but there's not going to be a big headline from this. Once we suspected that, we began to feel the most important thing is to assess this whole implementation piece to know what are the things people should really look out for when they're going about doing this. 



MALE VOICE:  You did go through a redesign on your supervision (inaudible). 



MS. JOHNSON:  We did.  We realized midway through that one supervisor had an MSW.  All the other sites ended up hiring from within the welfare agency, generally former case managers.  So we only got one supervisor who fit our job description.  We were asking for somebody with an MSW, and that only occurred in one place.



As it turns out, that was the place with the strongest everything.  Things definitely worked there better from an implementation perspective.



I've lost my train of thought.  What did you -- the supervisor.  Oh, the mid-course -- right.  So we realized when we started to go on these -- when we started to go in the field and observe the visits, we began to realize that, "A)" supervisors weren't out there in the field, so they didn't really know what was going on.  And, "B)" when we began to tell them -- what we did was we organized a meeting for all the supervisors, and we told them before you come to this meeting, you need to spend this much time in the field. You need to think about these issues.  You need to go through -- we had some exercises for them to do before they came.



We brought them together and really found they had very little knowledge of what it meant to provide supervision to paraprofessionals.  They were really struggling with it.  They felt that they were being called upon to provide a lot of the training that paraprofessionals need.  They didn't know how to develop the training programs needed for the home visitors.  They were just basically way over their heads.



We then did get somebody from the outside, a professional trainer, to provide training to the supervisors.  So we brought them together again with an outside trainer to give them a two-day training session for the supervisors.  Unfortunately, it was in the last year of the demonstration.  But they all walked away from that feeling enormously empowered, with a much better understanding of what they needed to be doing.  It was a little late in the game, but it seemed to be what they needed, though ideally it should have been provided earlier.



Those were some of the mid-course corrections we did as far as supervision went.  I think they were good ones, but they weren't enough, and they weren't soon enough.  Yes?



FEMALE VOICE:  Are you hesitant to speak to the actual site (inaudible) because the report's not out, or --



MS. JOHNSON:  Actually, in the report, we don't name the sites, per se.  In many ways, it doesn't matter that much, except the one site that stood out because they had a very good supervisor, and she -- and I would be comfortable talking about them.



FEMALE VOICE:  I was curious, because, to me, those three locations are inherently different in their own culture, in their own service mechanisms beyond this model.  And I think that -- I don't know if that's recognized or -- even though there was a specific model for this project, there's still a lot of, you know, bureaucratic or internal (inaudible). 



MS. JOHNSON:  Yes, that's true.  In the paper, I don't talk about it specific to an agency.  There's no doubt there were agency cultures at work that varied across these three sites that created different implementation challenges.  It didn't look like in the end they created real differences in impacts.  But there were some differences, yeah.



FEMALE VOICE:  That won't be in the final report.



MS. JOHNSON:  I don't talk about them specifically, no.  I might say one agency struggled with this, and in another the culture was such, or whatever.  But I don't name them, no.  That was actually an agreement that we had with the agencies themselves. 



MALE VOICE:  It seems to me there is a big issue here (inaudible) then the people might walk away and say (inaudible) when, in fact, that's not the (inaudible).  



MS. JOHNSON:  Right.  We did actually operate for one year as a pilot, which I didn't talk about.  We had five sites operating as a pilot, and then, from those five, we selected the three that seemed to be moving.



I think the idea behind that was good.  The operationalization of it wasn't quite right.  A year wasn't long enough of a period of time.



But I think you're right.  I do hope that the ultimate message of this is not "Don't do home visiting"; it's "Think very carefully about how you do it."  Yes.



FEMALE VOICE:  Right.  And the purpose of the home visiting sometimes, at least in our adolescent (inaudible) through collaboratives, which do assessments and (inaudible) the teen's ability to live at home and then monitor whether -- if we decide it's okay for her -- a minor teen, for example, to -- she can't live in her own home.  It's a live-at-home work requirement that monitors that and keeps her.  



With the other group of people, we had about six (inaudible), and we still can't get the various (inaudible) something that will work.  We do a (inaudible) in our sample model, sort of conflicting with the professional medical model that visits people who voluntarily have (inaudible) and that sort of thing.  Does this give any answers to any of those things, how to (inaudible) home visitors, how to (inaudible), how to sort of model the (inaudible)? 



MS. JOHNSON:  Yes.  We struggled with that too.  The only recommendation that we really ended up with was in one site -- and it's the same site in Portland that had a particularly good supervisor -- toward the end, she had her home visitors begin to keep a record of who was getting what services from whom, and they were taking on the role of being the coordinator.  So there was at least becoming a designated coordinator of these multiple service providers, many of who were also doing home visits.



It wasn't a role we intended the paraprofessionals to take on, but they kind of fell into it, because of exactly this problem.  They assumed that role, also, fairly late, and so we really had no chance to assess how that was going to work from an implementation perspective.  



FEMALE VOICE:  (Inaudible.) 



MS. JOHNSON:  What's that?  



FEMALE VOICE:  The turf issues.



MS. JOHNSON:  Turf issues.  Yes, in Ohio.  But, in this site, I'm not sure that they were officially viewed as a coordinator, which probably would be the next step.



Again, it came late.  It was really toward the very end that they began to take on this role, so we didn't do much assessment of what that meant and what it looked like.  But it would be an interesting thing to look at.  



Let me just keep going through these, or I'll never finish -- I want to get to the end.  Establishing a well-defined home visitor role.  Some of this we've talked about a little bit.  



The home visitors definitely struggled with establishing sufficient distance.  They went into these things being much more of a buddy or a friend than a professional.  But, again, they felt "If I'm not really nice to you and really close to you and your best friend, we can't have a meaningful relationship."



So, they fell into that trap too often, which meant that they had difficulty communicating very clear expectations.  Once they became a very close friend, they had trouble saying, "This is what I expect you to do by next week."  That caused some problems. 



Seductiveness of crisis intervention.  Frequently, the home visitors would get to the door, and something would be going on.  The teen would have some issue on her mind, some tragedy that had just occurred.  Maybe she broke up with her boyfriend.  Suddenly that would consume the entire visit.  The goals of the demonstration we wanted addressed too often got pushed aside, and the home visitors let the problem become the focus too often.



Blurred roles with case managers.  This was really something we struggled with.  In design, we thought there would be this nice meld between what home visitors did and what case managers did, and they would complement each other very well.  There were plenty of turf issues between case managers and home visitors, however.  Who was going to be responsible for what?  Who really had the upper hand in all of this?  



It wasn't always clear who was supposed to do what.  Sometimes that meant duplication of effort, sometimes things didn't get done, and neither case manager or the home visitor addressed an issue.



There were real problems with lack of clarity between the roles between home visitors and case managers. 



MALE VOICE:  Would it make sense to just have the case manager be the home visitor? 



MS. JOHNSON:  Why didn't we have the case manager be the home visitor? 



MALE VOICE:  I don't remember the other models having this problem.  In fact, in Elmira the nurse home visitor did, in effect, do that,



MS. JOHNSON:  Became the case manager?



MALE VOICE:  -- (inaudible) to services and saw that in helping (inaudible) things as part of the protocols for the home visits.  And it seems to me that (inaudible) and some of the other use similar concepts.



MS. JOHNSON:  They did that.  Yes.



FEMALE VOICE:  (Inaudible) mandatory?  I would think (inaudible). 



MALE VOICE:  Well, the whole business about it being mandatory, I think, is irrelevant.  That's why I asked the question about the sanctions earlier.  I'm not sure it's necessary.



MS. JOHNSON:  We felt it was necessary to have it mandatory, for them to do the visits at all.  The issue, though, of the case manager/home visitor overlapping, could the home visitors be the case managers?  They couldn't be the paraprofessionals, then.  Again you go back.  In hindsight, it might have been a better model to have case managers become home visitors --



MALE VOICE:  (Inaudible) case managers are (inaudible)?



MS. JOHNSON:  The case managers, I think, had quite a bit more experience than the paraprofessionals we hired, who were 23, or 24, transitioning off welfare, so they were a fairly inexperienced, group of young women.



But you could certainly have a model -- it would be a different one.  You could have a model where you hire somebody with more experience, more training, who is simultaneously the case manager and a home visitor.



Our interest was in testing the purely paraprofessional kind of model.  



FEMALE VOICE:  If the person's going to -- might be opening up about things that they're not supposed to be doing, like (inaudible) their boyfriend's (inaudible) but they're not telling the welfare office.



MS. JOHNSON:  Provides a little separation, yes.  That's right.  And, actually, in some cases, there was a perception that teens were more responsive to the home visitors from the -- in a similar vein, from the community-based organization, because they weren't seen quite as much as being an official representative from the welfare agency who wanted to get in their business less for supportive reasons, but more to see about compliance issues.



That challenged us, to get these roles to work together effectively.  In a lot of cases, there was a blurring that didn't work as we had hoped in the design.



FEMALE VOICE:  How about the exposure of domestic violence issues to the paraprofessional?  You mentioned that.  And then you said that they just went on and filled out the form.  But how did your project address those -- not domestic violence, per se, but those thing that were not followed up on that needed to be,



MS. JOHNSON:  Needed to be for legal purposes?



FEMALE VOICE:  Well, legal is one thing.  But, I mean, for the individual for safety purposes.



FEMALE VOICE:  (Inaudible) cased management (inaudible)? 



MS. JOHNSON:  The ideal was that the supervisor would have a good sense of that.  Through looking at the teen's strengths and needs assessment, the supervisor would know that there are some issues.  Then, looking at the weekly action plan, the supervisor, in theory, could see what issues were being addressed and where maybe some were not that she saw should have been because she read the teen's strengths and needs assessment.  That generally didn't happen.



We thought that that design would work.  But, again, supervisors really had many demands on their time, and tended to occupy themselves much more with sort of the administrative functions that were engulfing them than they did traditional clinical supervision, where they were really, case-by-case, looking at what was going on in the visit, what were the needs of this particular client, and how were they being addressed.  



That was something they just did not have the experience to do that we expected them to have and so didn't do it as much.



FEMALE VOICE:  So it was more the issue of experience and knowledge that the paraprofessional (inaudible). 



MS. JOHNSON:  On the supervisor.



FEMALE VOICE:  I mean, we found (inaudible) that we needed to develop a resource for people (inaudible).  Was it also a resource to refer to to link to even if you recognized the problem (inaudible)?



MS. JOHNSON:  In some cases, yes.  Yes, that's right.



MALE VOICE:  One of your original rationales for home visits (inaudible) case managers can see what kind of information they'd get, what they found (inaudible). 



MS. JOHNSON:  Yes.  There were real differences there.  He was asking whether -- one of the rationales was that case managers would find the information brought to them from home visitors very useful in informing their efforts.  That was one of the original rationales I had talked about.  And he wanted to know did we, in fact, find that.



And some case managers really behaved according to the intended theory.  They very much appreciated the information that the home visitors would bring to them.  They felt it really informed their own efforts with clients.  There was a good working relationship that seemed to build on itself.



In other cases, case managers viewed these paraprofessionals as untrained, and lacking knowledge, just a drain on their time, and really didn't want to have them -- I might be exaggerating but didn't want to have a lot to do with them.  And so it began to create bad blood between the two and turf issues.  Then home visitors began to assume more responsibility for things that we didn't intend to be part of their purview, but should have stayed with case managers.



In some cases, case managers really didn't see this as a benefit to them.



MALE VOICE:  Where they did find a benefit, or some useful information, do you have any sense about what kind of information?  What about the case did they learn that they don't get through their usual interviews at the center that they did get through these home visits?  Was it something about (inaudible)? 



MS. JOHNSON:  No.  Actually, they learn an awful lot about -- you know, the kid's not in school.   The home visitor would come back and say, "She hasn't been in school for three weeks," and the case manager would have had no clue that the kid hadn't been in school for three weeks.  So it was actually just very basic things like that.  



Can I just try to get through these I'm running out of time.  Okay, really fast.  



Recommendations -- did I go through these already?



MALE VOICE:  Yeah.




(Laughter.) 



MS. JOHNSON:  Next one.  Did I go through these?  Insuring adequate home visitor skills.  This is something we basically touched on throughout.  They just had very limited training, education, and experience, and there was a drastic underestimation -- the level and amount of training and supervision that was needed.  I almost can't say that enough.  You have to recognize, if you're going to use paraprofessionals, how much you have to support them with training and supervision. Ongoing training, very good clinical supervision, it just has to be there.



Finally, I've alluded to, constraints in hiring adequately skilled supervisors.  Too often, agencies were told they had to hire within the welfare agency, so they were getting case managers without clinical supervision experience, and really didn't understand, other than filling out paperwork, what was going to be required of them in developing the paraprofessional staff.



Frequent skills assessment, periodic field observations.  It really was not until the supervisors got into the field that they understood the training that was needed, and, the demands on them from a supervisory perspective of what was needed.  They had to get out and see firsthand what was happening during the visits to understand that.



Design training to address needs.  Sites often put together a real kind of patchwork quilt of training, because training was offered by the local "Y," the local community college, whomever, and so they had this patchwork of training opportunities, and not a very coherent succession of training that develops skills in a logical way.  It was much more catch-as-catch-can.  



MALE VOICE:  Do supervisors receive training (inaudible)? 



MS. JOHNSON:  No.  They came to the pre-service training for the home visitors, but they did not get specific supervisory training.



MALE VOICE:  Do supervisors have regular information on the success of the individual (inaudible)? 



MS. JOHNSON:  Yes.



MALE VOICE:  Do they have a monthly report that says these kids are sort of winding up good and attending school, and these aren't?



MS. JOHNSON:  Yes.  They didn't always know how to use that information system very well.  That's another piece we could talk about a little bit afterwards.  There was a management information system that we designed.  It wasn't adequately integrated into their own data collection efforts, "A)"  "B)" they didn't have a need to use it, other than for the demonstration, so they often just didn't.  They entered information into it, but didn't produce all the nice reports that we made it produce, and use them to really inform themselves about who was doing what and what were the individual success rates.  



But I can talk to you about that a little bit more.  That piece was also a problem, and I won't say I'll come to that later here, 'cause I won't.



Clearly define the supervisory role.  Hire supervisors capable of addressing clinical needs, and support supervisors for their time and resources.  Those are all things that we've pretty much touched on.



Staff stability.  This gets back to turnover amongst the home visiting staff, which causes a lot of problems.  You can probably imagine.  The concept of a closed, sustained relationship goes away when you have turnover.  Some of them are caused by the stress and isolation of home visiting.  Low pay and limited opportunities for advancement were almost part of this job description.  



There were a lot of personal circumstances.  These were very young women.  They had very young children.  They had lives that were still very much in flux.  This was, in many cases, their first job off welfare, so they were transitioning, which by definition, didn't mean making a long-term commitment to a job.  



So all of that contributed to turnover, which was a real challenge for an intervention based around a long-term relationship.



MALE VOICE:  Is transportation available for the home visitors? 



MS. JOHNSON:  Yes.  They provided their own transportation.  Reimbursed, but it was their own.



FEMALE VOICE:  Do the paraprofessional jobs provide a good benefit package for them?



MS. JOHNSON:  No.  Minimum wage.  One site didn't have any benefits, which was a problem for the paraprofessionals.  Because, as they transitioned off welfare.  So it was a problem.  Because these weren't full-time positions within the agency, that was a problem.



MALE VOICE:  I know Starbucks starts off about a buck an hour over minimum wage, and you get a whole benefits (inaudible).



MALE VOICE:  Yeah, but they don't visit them.




(Laughter.) 



MS. JOHNSON:  We'd like them to.  Some of the ways to address that, again, are supervisory support.  The one supervisor in the Portland community-based organization really understood how to address a lot of those personal circumstances, and she faced zero turnover the entire demonstration.  She was really an exception.  She knew how to do clinical supervision.  That made a real difference in her case.



MALE VOICE:  Who was that?  Say that again?



MS. JOHNSON:  Would you like her name?  It was the one person who had an MSW in social work.



MALE VOICE:  Okay.



MS. JOHNSON:  She really provided real clinical supervision.  



Encourage retention through pay increases and job growth.  She also built that into her program.  They weren’t enormous pay increases, but she did develop a scale and really focused with her staff on where they were going in their lives and what the opportunities would be for them after the demonstration was over.



Finally, develop strategies to handle turnover when it occurs.  What happens when you have turnover, do the home visitors who remain have to assume the cases?  So they suddenly go from 25 cases to 35 cases.  You have to figure out what are you going to do when that happens with those cases.  You don't want them to go unvisited.  But, until you get new staff, you have to do something to address it.



The average number -- just to quickly give you the average number of home visitors per client by site, to give you some sense of the turnover, varied across -- here I do name the sites for you.  The reason Portland is 1.25 is it was just the supervisor in the community-based organization that had no turnover.  The supervisor in the welfare agency did have turnover, so that's the reason that that's not 1.



You can see, there were real differences in the amount of turnover, but there was substantial turnover.  On average, every client had more than one home visitor, so she was dealing with broken relationships, new relationships, and changes.



MALE VOICE:  And what period of time was that? 



MS. JOHNSON:  Two -- well, it varied by client.  'Cause if they went off of welfare -- right.  



FEMALE VOICE:  It ended when the client went off welfare? 



MS. JOHNSON:  When the client went off of welfare, she was out of the demonstration.  



MALE VOICE:  Oh, is that right? 



MS. JOHNSON:  Yeah.



FEMALE VOICE:  (Inaudible) she came back on.



MS. JOHNSON:  Right.  If she came back on welfare, she was back in.



MALE VOICE:  (Inaudible.) 



MS. JOHNSON:  Yeah.  No, once they left welfare, they did not get --



FEMALE VOICE:  But they had options to continue services after --



MS. JOHNSON:  For up to 90 days, yeah, they would continue.  



Let me just -- this is the last goal.  Insuring effective and efficient service integrations to get some to that issue of there's a lot of overlap between services and finding a way to both internally and externally integrate effectively your services.  And it is both internal and external, and you have to think about both of those.



Challenges.  We really underestimated the effort needed for the internal coordination between case managers, between the whole sanctioning effort, and making sure the home visitors knew when a sanction was imposed and when it wasn't, and the management information system, and all that. 



Incompatible work place procedures and attitudes.  Some of that I talked about in terms of the sanctions just didn't go in effect fast enough for the goals of this demonstration.  You're often dealing with a bureaucracy that's kind of slow to change.  



And the attitudes generally, you know, that's some of -- and the case managers who didn't really want to include home visitors in their efforts, and that sometimes caused problems. 



And the minimal experience with external coordination.  That's an issue for both at the individual level for the individual home visitor, but also at an agency-wide level.  This lack of knowing -- many welfare agencies don't do a lot of coordination with other service providers, which meant when home visitors uncovered issues needed to make referrals, there weren't always the systems and supports in place to do that. 



Recommendations.  Inform staff throughout the agency.  It sounds sort of trivial.  But we did make sure that everybody knew what was going on, who these people were, what the goals were, so on and so forth.



Develop central and accessible record systems, not our MIS that's kind of just for this, and not everybody had access to it.  And establish external relationships and methods of coordination with other service providers.



Let me just end.  The very last overhead, just kind of some key questions to think about for any agency that wants to begin a home visitor kind of intervention.  Some of the critical questions to ask, are skills in line with goals?  By that, I mean are the skills of the service provider in line with the kinds of goals that you're trying to achieve?



It's part of what I said before about our goals were fairly ambitious, which is okay, but not necessarily with as untrained, low-skilled a service provider as we had in this case, and/or with the minimal kind of training and supervision we provided.  So you really have to look at this question of how well you've lined up the skills of the service provider with the goals you're trying to achieve.



Are services in line with need?  Are you addressing the needs that are out there for the population that you're targeting?  



Are we clear who will do what?  We weren't always clear who will do what, but you really need to ask yourself and think through all the different positions and know exactly who's going to be responsible for what and how they're going to be coordinated.  And is there sufficient infrastructure to really support the effort?  



Let me stop there.  I know I'm over time.  Thanks.




(Applause.) 



MS. JOHNSON:  If you have more questions, I'm either happy to take them, or you can come up.  I'm sure some of you have to go, and I don't want to hold you up.  Yeah?



MALE VOICE:  How involved were the teens' parents? 



MS. JOHNSON:  On a case-by-case basis.  Some parents were resistent.  It was sort of similar to the boyfriends.  Some parents were resistant, and the best thing was to completely go around them.  



Some parents were involved, which, in many cases, was a good thing.  But it was definitely up to the service provider and how she was going to establish that relationship.  That was another place where we didn't say anything about what they had to do.




(Whereupon, at 4:45 p.m., the meeting was concluded.)

.
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