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Preface

Child welfare is the oldest specialization within social work practice and the only
specialty area in which social work is the host profession. Following the creation of
agencies devoted to child protective services across the country, the recognition of
battered child syndrome, and the initiation of state and federal mandatory child
abuse and neglect reporting laws, child welfare entered into a period beginning in
the 1970s where the need to provide child protection required a workforce greater
than the number of social work practitioners with a specialization in child welfare
services. High personnel vacancy and turnover rates, less-than-desirable educa-
tional levels of staff, court determinations of inadequate service, and a dearth of
evidence-based practice models have contributed to the challenges experienced in
the child welfare system. At the same time, the need to educate child welfare profes-
sionals has been acknowledged for several decades. Increased recognition has been
given to the provision of services that result in measurable outcomes. There is also
increasing demand for the implementation of practice models that are driven by
evidence and for child welfare policies and practices to be informed by, and respon-
sive to, the youth and families who are served by the child protection system. The
recognition of organizational factors in influencing child welfare service delivery;
the retention of staff; and the outcomes achieved by children, youth, and families
have also resulted in a greater emphasis on effective organizational functioning and
the importance of larger systems-level intervention in child welfare.

Child welfare practice is at a critical period of re-professionalization. Driving
forces in child welfare services reform include professional education of the work-
force, training and effective skill transfer to the field, the implementation of
evidence-informed practices, demonstration of measurable outcomes and cost
effectiveness, attainment of performance standards, organizational excellence and
continuous quality improvement, and the provision of community-based, client-
informed models of service. Increased attention has been directed toward supervi-
sory practices and the importance of effective supervision in supporting a workforce
challenged by continual exposure to trauma; compliance with a myriad of policy
mandates; staff shortages due to worker turnover; position freezes or eliminations;
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and financing that is inadequate, inflexible, and geared toward institutional forms of
care. Clearly, the child welfare profession is at a critical juncture. Prior models of
practice and service delivery; the education, training, supervision, and support pro-
vided to the workforce; and the organizational structure and effectiveness of child
welfare agencies are being challenged by the demand for outcome measurement,
evidence-based practice, and youth- and family-driven policies and services.

Few practice-oriented books are written for social workers who specialize in
child welfare services. This volume fills the gap by providing a unique and compre-
hensive overview of contemporary practice issues relevant to child welfare profes-
sionals who are entering the field, as well as those already working in direct service
and management positions. This book can be used not only by undergraduate and
graduate students in social work but also by researchers and practitioners who have
an interest in intervention related to child abuse and neglect at the individual, fam-
ily, community, and organizational level. The emphasis is placed upon systemic,
integrated, and evidence-driven practices that are in keeping with child welfare’s
core mission of child protection, child and family well-being, family support, and
permanency for youth. Case examples are provided to connect theory with practice
and to incorporate the voice and perspective of youth, families, caregivers, and child
welfare caseworkers. Both challenges and opportunities are addressed within the
context of the contemporary practice environment that is increasingly driven by fis-
cal limitations, the attainment of defined outcomes, and the need for an informed,
professionalized child welfare workforce.

This volume begins with foundational material related to child-serving systems
of care by placing child welfare within the spectrum of community-based services
and supports for children and youth with or at risk for challenges across a range of
life domains. In Chap. 1, “Child Welfare Practice in a Systems of Care Framework,”
Marlo Perry and Rachel Fusco highlight the evolution of an integrated approach to
providing services to children and families across categorical systems. They focus
on the challenges and opportunities unique to the child welfare system in maintain-
ing the core values of a child-centered, community-based, and linguistically and
culturally competent approach to care that includes partnership with families. This
theme of partnership and inclusion is taken up by Fusco and Mary Elizabeth Rauktis
in Chap. 2, “They Brought Me in Like I Was Their Own Kid: Youth and Caregiver
Perceptions of Out-of-Home Care.” The authors provide powerful, firsthand
accounts from parents and children who have experienced separation and loss as
result of out-of-home care, prompting social workers and other helping profession-
als to recognize that home and family are critical to one’s identity. Fusco and Rauktis
remind us that when placement is unavoidable, we must ensure that youth and their
families are being nurtured, supported, and connected.

In keeping with an increased emphasis on strengths-based and family-centered
approaches to care, the child welfare field has become more focused on effective
engagement strategies. In Chap. 3, “Family Engagement Strategies in Child Welfare
Practice,” Helen Cahalane and Carol Anderson focus on the unique opportunity for
engaging with families in a partnership focused on solutions and change, despite the
involuntary nature of involvement with the child welfare system. Practical
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engagement strategies are provided for child welfare professionals who are faced
with the complex task of forming a therapeutic relationship that will help families
make difficult changes. The origin, theoretical base, key elements, method of deliv-
ery, and evidence base of two models of child welfare intervention, Family Group
Decision Making and Family Finding, are summarized to illustrate practices that
effectively engage youth and families by facilitating connections between children
and their family network.

Transformation of the child welfare system from one of legal authority over
youth and families to one of partnership and collaborative decision making is fur-
ther examined by exploring best practices related to establishing permanency and
the successful transition of youth to adulthood. Caroline Donohue, Cynthia Bradley-
King and Helen Cahalane tackle the various forms that permanency may take for
children and youth receiving child welfare services in Chap. 4, “Permanency.” They
consider options involving biological family members, relatives, fictive kin, adop-
tive families, and/or long-term foster families. While recognizing that reunification,
legal guardianship, and adoption all provide opportunities for a long-term sense of
connectedness, Donohue, Bradley-King and Cahalane argue that no placement, ser-
vice, or effort at larger scale community building can thrive in the absence of a
committed federal effort to reorganize child welfare financing.

In Chap. 5, “Transitioning into Adulthood: Promoting Youth Engagement,
Empowerment, and Interdependence Through Teaming Practices,” Rauktis, Ben
Kerman, and Chereese Phillips provide a synthesis of family and youth teaming
models. They describe the important leadership role of youth and the essential need
for a supporting cast of family members as young persons transition into adulthood,
using the case illustration of a story not unusual among the 254,162 children who
entered foster care in 2012. Highlighting the growing evidence that suggests that
family and youth teaming practices such as Family Group Decision Making, Team
Decision Making, and Lifelong Family Connections offer a variety of options for
building secure interdependence for youth and a lasting support network to draw on
in the future, Rauktis, Kerman, and Phillips illustrate the ways in which teaming
practices that respect youth voice, promote emerging autonomy, and engage a broad
support system represent a needed step beyond traditional life skills curricula,
which focus on transitioning youth in isolation.

Child welfare systems must be equipped with a competent workforce that is
capable and ready for the difficult work of child protection. The effectiveness of
child welfare services is dependent in large part upon the skills and acumen of the
caseworkers who work with youth and families. Chapters 6 and 7 provide cutting-
edge information to build cultural competence and cultural humility with specific
youth populations receiving child protective services. Elizabeth Winter elucidates
the elevated risks to the safety, well-being, and permanency of sexual minority
youth in Chap. 6, “Lesbian, Gay, Bisexual, Transgendered, Questioning, and Queer
Youth: The Challenge for Child Welfare.” She begins with the definitions of each of
the LGBTQ groups and then presents a thorough and comprehensive review of the
relevant literature to highlight particular challenges experienced by LGBTQ youth
both generally and in the child welfare system. Winter then explores the myths,
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misperceptions, and facts of LGBTQ culture in child welfare and discusses the need
for an LGBTQ-inclusive organizational culture within the child welfare system. In
Chap. 7, “Race, Disparity, and Culture in Child Welfare,” Bradley-King, Perry, and
Donohue survey the empirical literature and emphasize the central issue of racial
disproportionality in child welfare. They begin by reviewing relevant terms and
providing an overview of racial demographics in the USA and in the child welfare
system, then provide a historical context, and finally, review different positions in a
debate about disproportionality. The authors conclude with a discussion of cultural
competence and cultural humility, calling upon caseworkers to thoughtfully con-
sider how race and culture intersect with social and economic risk factors that con-
tribute to child welfare outcomes.

Professional development of the child welfare workforce is discussed by Anita
Barbee and Marcia Martin in their overview of the knowledge and skills a child
welfare worker must possess. In Chap. 8, “Skill-Based Training and Transfer of
Learning,” these seasoned and experienced child welfare academicians and research-
ers recognize the critical importance of preparing the child welfare workforce to
address the complexities of achieving safety, permanency, and well-being for chil-
dren and families who present with multiple needs and a host of challenges involv-
ing concrete resources, social support, and personal autonomy. Barbee and Martin
point out that classroom training builds a foundation that must be reinforced in the
field through coaching, mentoring, and specific feedback on key practice behaviors.
They also elucidate the fact that simply possessing knowledge and skills is insuffi-
cient; child welfare workers must be able to translate a sense of knowing and doing
into distinct situations by transferring learning as they engage with each new client
and each new situation.

Child welfare work is extraordinarily rewarding and full of opportunities to make
a critical difference in the lives of children and families. With this also comes the
difficulty of dealing with the stressful aspects of the job and exposure to the details
of the suffering of maltreated children and their families. Added to the mix for both
individuals and organizations are environmental stressors, such as a lack of under-
standing of the work of child welfare and the ambivalence of a society that recog-
nizes the need to safeguard vulnerable children on one hand while also viewing
child welfare intervention with suspicion and mistrust. In Chap. 9, “Stress and Child
Welfare Work,” Winter describes the individual and organizational exposure to trau-
matic events that is an ongoing reality in child protective services. She details the
significant distress that can affect individuals, their quality of work, and the atmo-
sphere within child welfare organizations and provides an overview of suggested
ways that agencies, administrators, supervisors, and caseworkers can work toward
self-care within a trauma-informed culture. Likewise, supervision is an important
factor in creating an agency culture that is responsive and attuned to the needs of
child welfare workers. A number of studies have confirmed that supervision not
only is critical for worker satisfaction and retention but also has an impact on the
quality and outcomes of services provided to children and families. Rauktis and
Tammy Thomas address the challenge of keeping committed, compassionate, and
well-educated workers in the field of child protection in Chap. 10, “Reflective
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Practices in Supervision: Why Thinking and Reflecting Are as Important as Doing.”
Using examples from a qualitative study of caseworker decision making, they
describe reflective supervision and other reflective practices that offer the potential
to move child welfare work beyond a narrow focus on investigation of abuse and
compliance with procedural mandates. Rauktis and Thomas propose that reflective
supervision practices help workers manage the stressful nature of child welfare
work by providing a space to reflect on their own thoughts and feelings. Thus, child
welfare practice can move to a point where thinking, problem solving, and explor-
ing emotions are part of standard practice, ultimately improving the decisions that
are made when working with children and families.

Child welfare practice occurs within the context of dynamic, multifaceted orga-
nizational systems that are ripe with opportunities to positively impact children,
families, and the professionals who dedicate their careers to improving the lives of
young persons. As with all complex, hierarchical social structures, child welfare
agencies can vary in performance and efficiency. In Chap. 11, “Organizational
Effectiveness Strategies for Child Welfare,” Phil Basso, Helen Cahalane, Jon Rubin,
and Kathy Jones Kelley describe a practice model for enhancing agency function-
ing, capacity, and ability to meet client outcomes. Drawing on applied work in orga-
nizational development, performance management, quality improvement,
organizational learning, and leadership, the authors delineate a set of key strategies
for helping child welfare agencies leverage their strengths, address performance
gaps, and continuously improve across all areas of work. The parallels between
intervention with individuals, groups, families, and communities and the process of
organizational effectiveness within child welfare agencies are highlighted through
the use of case examples that illustrate both micro and macro practice. Megan Good,
Erin Dalton, and Marc Cherna demonstrate the critical connection between case-
work practice and organizational performance in Chap. 12, “Managing for Outcomes
in Child Welfare.” These authors provide social workers with a greater understand-
ing of how performance is measured and monitored in child welfare, first describing
the process of federal accountability and then discussing the principles necessary to
implement continuous quality improvement within a child welfare framework.
A case study demonstrates that performance tools and data serve a purpose beyond
simply reporting and monitoring. Good, Dalton, and Cherna argue that agencies
with cultures that embrace continuous quality improvement and feedback from all
levels of the organization are those most able to utilize information to their advan-
tage in improving the lives of children and families.

In sum, this volume is designed to enhance the knowledge, skills, and compe-
tence of social workers who practice in the field of child welfare. Given the enor-
mous responsibility for protecting children, supporting families, and assuring
permanency for youth, the authors hope that this volume contributes to increased
knowledge and effectiveness in child welfare practice, a field described as one of the
toughest jobs you will ever love.

Pittsburgh, PA, USA Helen Cahalane
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Chapter 1
Child Welfare Practice in a Systems
of Care Framework

Marlo A. Perry and Rachel A. Fusco

Abstract A systems of care (SOC) framework is an approach to service delivery
that works cooperatively across systems to create an integrated process for meeting
the many needs of families. Based on the principles of interagency collaboration,
community-based services, strength-based practices, cultural competence, and full
participation of families and youth, a SOC framework requires that multiple sys-
tems serving children and families come together to create and offer coordinated
programs and services. This is particularly crucial for child welfare, as families
often have multiple, complex needs that are better served by agencies and organiza-
tions typically seen as “outside” the child welfare system (e.g., substance abuse
programs and domestic violence counseling).

The families entering the child welfare system are frequently dealing with pov-
erty, substance abuse issues, mental health issues, and health problems. Children in
the child welfare system sometimes have educational needs and interaction with the
juvenile justice system. Using a systems of care framework in the child welfare
system allows workers to best meet the needs of families with multiple issues by
providing a coordinated system of services for all family members. A SOC approach
exemplifies the non-categorical system reform necessary to ensure that the goals of
safety, permanency, and well-being are achieved for all children and families across
child-serving systems.

Keywords Systems of care ¢ Child-centered * Community-based ¢ Culturally
competent ¢ Evidence-based ¢ Population-driven

M.A. Perry (P<)

Child Welfare Education and Research Programs, School of Social Work,
University of Pittsburgh, Pittsburgh, PA, USA

e-mail: map225 @pitt.edu

R.A. Fusco
School of Social Work, University of Pittsburgh, Pittsburgh, PA, USA

H. Cahalane (ed.), Contemporary Issues in Child Welfare Practice, 1
Contemporary Social Work Practice, DOI 10.1007/978-1-4614-8627-5_1,
© Springer Science+Business Media New York 2013



2 M.A. Perry and R.A. Fusco

Mpr. Ryan, a ninth-grade teacher, made a report about Ricky Garza, a 14-year-old male
Latino youth, to Children’s Protective Services (CPS). Mr. Ryan made the call because
Ricky came to school with a welt on his left cheek; additionally, over the last sixth months,
Mpr. Ryan had observed other marks on the boy’s arms and legs. The CPS investigator went
to Ricky’s home and met with his mother, Sofia Garza. Sofia admitted that she caused the
mark on Ricky’s face when she disciplined him with a belt and he tried to get away from her:
She said that she had a difficult time getting Ricky to listen to her and said she had no
choice but to punish him with a belt or a paddle “to get his attention” .

Further discussion revealed that the Garza family was dealing with many challenges.
Sofia’s husband had been arrested for manufacturing and selling crystal methamphetamine
2 years earlier and was incarcerated. Sofia had had to take on a second job to make ends
meet. Ricky had a 4-year-old brother, Michael, who had been diagnosed with autism a
month before. Ricky had been arrested twice the previous year for shoplifting and
vandalism.

Sofia explained that she had been having a difficult time taking care of her boys. Ricky
had been having problems in school, not completing work, and fighting with other kids. He
had been diagnosed with dyslexia at age eight and continued to struggle with his work. He
received support in school through his Individualized Education Program (IEP), but Sofia
struggled to help him with homework since she dropped out of school in ninth grade.

She felt that the boys really needed a male role model and worried that Ricky would end
up in jail like his father. She believed she had to discipline her sons harshly to maintain
control of them. Sofia seemed baffled by Michael’s diagnosis, and she believed that his
problems were really behavioral. She described him as “defiant” and said, “There is noth-
ing wrong with that child except that he will not listen!”

During further investigation the worker learned that Sofia had type 2 diabetes and
needed to give herself insulin shots daily. She was so tired in the evenings that she fre-
quently fed the kids and herself fast-food dinners. She also drank to the point of passing out
on occasional weekend evenings. Sofia was able to earn enough to basically support the
family, but she was at risk of losing her second job.

Sofia reported that Ricky cut his wrists the month before but claimed the cuts were not
even deep enough to take him to a doctor. Ricky expressed a lot of grief and anger about his
father’s incarceration. He only got to see his father about three times a year, because the
family lived in a semirural area with poor bus service and had an unreliable car. Sofia
owned the family home, but it was in poor physical condition.

The Garza’s story is not an uncommon one in the child welfare system. Although
the family came into the system because of suspected physical abuse, there are
clearly other overlapping issues. Ricky has learning problems and is struggling in
school. He has some mental health concerns and may have made a suicide attempt.
He clearly has some grief about his separation from his father.

Michael is also at risk. He was very recently diagnosed with autism, and his mother
may still be adjusting to this diagnosis. He has a much older brother who is acting out
and a mother who may have substance abuse problems. Although there is no evidence
that Michael is currently being maltreated, his family stress and his autism diagnosis
place him at high risk for abuse or neglect.

Sofia seems to love her children and is doing her best to parent them under dif-
ficult circumstances. However, she is working 50-60 h a week and is a single
mother. She has only a ninth-grade education and may not have a strong understand-
ing of child development. Sofia has a chronic disease that requires diligent mainte-
nance, but there are indications that she has a poor diet. She is also using alcohol to
cope with her life stress.



1 Child Welfare Practice in a Systems of Care Framework 3

The Garzas need services from not only the child welfare system but the educa-
tion and early intervention systems, the mental health system, the healthcare sys-
tem, and the juvenile and criminal justice systems. For the child welfare system to
best meet its goals of safety, permanency, and well-being, it needs to effectively
partner with these other systems. A systems of care (SOC) framework is an approach
to service delivery that works cooperatively across systems to create an integrated
process for meeting the many needs of families. This approach is based on the prin-
ciples of interagency collaboration, community-based services, strengths-based
practices, cultural competence, and full participation of families and youth.

The SOC framework was developed as a response to growing recognition that
children with serious mental health disorders were not receiving needed help and
services (Knitzer 1982; Stroul and Friedman 1986). In the early 1980s the Children’s
Defense Fund published Unclaimed Children (Knitzer 1982), which exposed the
inadequate care received by youth with mental health problems and the conse-
quences of such care. The report was based on interviews across the states’ mental
health departments, as well as interviews with providers, parents, and public offi-
cials. Findings showed that many states did not prioritize child and adolescent men-
tal health despite a relatively high prevalence of problems in this population, and
few had staff specifically trained to work with this population. Knitzer also reported
that, while children and adolescents were underserved overall, a few subpopulations
were disproportionately underserved. This included abused or neglected children.
Other work further supported these findings by highlighting the fragmentation of
mental health services, a lack of coordination among agencies serving children with
overlapping problems (e.g., child welfare, juvenile justice, education), the place-
ment of children away from their families and communities, and the lack of recogni-
tion of cultural differences (Burchard et al. 1993; Stroul 1996).

These concerns led to the development of the Child and Adolescent Service
System Program (CASSP), funded by the National Institute of Mental Health
(NIMH). The CASSP provided funds and technical assistance to all 50 states for
planning and developing community-based services for children with serious emo-
tional or mental health disturbances. CASSP was a SOC framework that mandated
state mental health collaboration between state mental health departments and other
public systems serving children (Knitzer 1993). The CASSP integrated principles
developed by Stroul and Friedman (1986), who coined the term “community-based
system of care for seriously emotionally disturbed children” (p. iv). As originally
defined, a system of care is “a comprehensive spectrum of mental health and other
necessary services which are organized into a coordinated network to meet the mul-
tiple and changing needs of children and their families” (Stroul and Friedman 1986).

Two of the core principles of SOC are that services must be child-centered and
community-based (Stroul and Friedman 1986). Child-centered refers to the need for
the SOC to be guided by the specific needs of the child. Typically, before SOC were
introduced services took more of a “one size fits all” approach, with the expectation
that children and families would select and use an existing set of programs and
services. The notion of child-centered services allowed for more individually tai-
lored combinations of services that could work in harmony with a family’s needs,
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goals, and strengths. Similarly, community-based care was a relatively novel
approach to working with children and families at the time when a SOC framework
was first introduced. Historically, services for children with severe mental health
disorders were hospital- and/or institution-based. The SOC approach called for a
network of services provided in less restrictive environments in a child’s home and
community.

Expanding a SOC Framework to Child Welfare

In recent years, researchers and policymakers have called for a SOC framework to
be applied to populations beyond children and youth with mental health concerns
(Fluke and Oppenheim 2010; Pires 2010; Stroul and Blau 2010). In the spirit of the
original concept, but noting the need for an updated definition, Stroul and Blau
(2010) offer the following broadened definition of systems of care:

A spectrum of effective, community-based services and supports for children and youth
with or at risk for mental health or other challenges and their families, that is organized into
a coordinated network with a supportive infrastructure, builds meaningful partnerships with
families and youth, and addresses their cultural and linguistic needs, in order to help them
to function better at home, in school, in the community, and throughout life (p. 61).

This updated definition maintains the core values of child-centered and
community-based, but broadens the scope of child-centered to include partnerships
with families and also includes the need for culturally and linguistically competent
care. These three components (child-centered and family-focused, community-
based, and linguistically and culturally competent) are congruent with the tenets of
child welfare philosophy and are critical to ensure positive outcomes for children
and families involved with the child welfare system.

Child-Centered and Family-Focused

Child-centered refers to having the child’s needs at the forefront and tailoring ser-
vices to a child’s individual set of strengths and needs. Child welfare has historically
been very child-centered; however, the field has often advocated for protecting the
child at the expense of the family (Sandau-Beckler et al. 2002). Early legislation
(i.e., Public Law 93-247, the Child Abuse Prevention and Treatment Act) focused
solely on the safety of the child, mandating reporting of abuse and often blaming the
family for the abuse without implementing any supports or services for the family.
However, if work with the Garza family focused only on Ricky, without looking at
the challenges faced by all members of the family system, it wouldn’t address the
larger issues that contributed to Ricky’s behavior problems and likely wouldn’t result
in positive outcomes related to his safety, permanency, and well-being. More recent
legislation has made efforts to balance the safety and well-being of the child with
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family-engagement strategies and family supports that will, ideally, result in family
preservation or at least permanence for the child (Fluke and Oppenheim 2010).

There are several challenges related to a family-centered SOC that are unique to
the field of child welfare. For example, unlike involvement with other systems
(e.g., education, mental health), families are typically not involved with the child
welfare system voluntarily; instead, involvement is mandated due to allegations of
maltreatment (Fluke and Oppenheim 2010; Williamson and Gray 2011). Historically,
child welfare has taken a deficit-based approach with families, with practitioners
assuming that they know what is best for the family without giving the family a
voice or including the family in the decision-making process. Families may feel
angry, scared, disempowered, and/or isolated; they may not have the skills to advo-
cate for themselves and become actively involved in the planning process. A SOC
approach is strengths-based and requires that practitioners actively engage parents
in all phases of the planning process and give them the tools with which to do so
(some family-engagement practice models, such as Family Group Decision Making,
are highlighted below and described in more detail in Chaps. 3 and 5).

As the example of the Garzas demonstrates, families involved with the child
welfare system typically have multiple, complex needs, further complicating the
provision of family-centered care. Many parents involved with child welfare ser-
vices have addiction or mental health issues, which can limit their decision-making
abilities regarding their families (Fluke and Oppenheim 2010). Issues such as these
can also hinder parents’ ability to engage in the process and advocate for themselves
and their child(ren), and these families may need more active direction on the part
of the caseworker in order to set and meet appropriate and attainable goals (Fluke
and Oppenheim 2010). Practitioners will need to find a careful balance between let-
ting parents take the lead on planning and services and knowing how and when to
take a more directive approach.

Finally, in order for a family-centered approach to be successful, “family” needs
to be defined more broadly (Fluke and Oppenheim 2010). The notion of family
should include not only the primary caregivers but also fictive kin, including
extended family, godparents, and perhaps foster parents (Fluke and Oppenheim
2010). The Garzas have close friends in their neighborhood who provide support for
Sophia and the children, and they should be viewed as part of the extended family
system. Sofia is also very close to her grandmother, who provides occasional respite
care for the boys. Kin networks should be critical components of family-centered
care, particularly since kin and/or fictive kin may be responsible for caring for the
child, on either a temporary or a long-term basis.

While each family will bring its own set of skills, resources, and challenges, a
SOC approach demands that families are involved to the greatest extent possible
given their set of skills, resources, and needs. The level of involvement will vary
depending on safety concerns, availability of extended kin and other social sup-
ports, the ability of the parents to recognize the needs of their child(ren), and the
parents’ ability and willingness to engage with the agency. In this way, family-
centered care works in harmony with the strengths and needs of children and fami-
lies served by the child welfare system and facilitates the child welfare system truly
operating as a SOC (Fluke and Oppenheim 2010).
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Community Based

A SOC for child welfare needs to be community-based. This is also a strengths-
based approach, in that a family’s community (i.e., home, school, neighborhood) is
seen as a collection of assets that can be utilized to support the child and family
(Child Welfare Information Gateway 2008; Stroul et al. 2010). A community-based
approach capitalizes on natural supports in a family’s environment, which can
include nonprofit agencies, faith-based organizations, educational programs, and
neighbors. These supports and services will vary greatly from family to family. The
Garzas, for example, have strong ties within their community, including their mem-
bership at a local church and after-school and preschool programs at the community
YMCA. Ideally, these community-based services will work collaboratively with
one another and provide complementary (instead of duplicate) services.

A community-based approach allows children to remain in their homes, schools,
and/or neighborhoods, which can have beneficial impacts for both children and their
families. Children are therefore able to maintain crucial relationships with friends
and families, as well as teachers, neighbors, and/or members of their religious com-
munity. Further, this type of arrangement allows for the continuation of support
after formal child welfare services are terminated or removed, because relationships
and structures are already in place that allow for more informal supports for the
child and family (Child Welfare Information Gateway 2008).

Linguistically and Culturally Competent

Although national demographic data are not available for all children and families
who have contact with the child welfare system, statistics do show that racial and
ethnic minority children are disproportionately placed in out-of-home care in this
country. In 2010, 53 % of children aged 0—18 in the general population were white,
14 % were black, 24 % were Hispanic, 4 % were Asian-American/Pacific Islander,
1 % were American Indian/Alaskan Native, and 4 % were children of other races
and ethnicities. Comparatively, in the same year, 41 % of children in out-of-home
care were white, 29 % were black, 21 % were Hispanic, 1 % were Asian-American/
Pacific Islander, 2 % were American Indian/Alaskan Native, and 7 % were of other
races and ethnicities (Kids Count Data Center 2012). Again, although national data
are not available showing the racial and ethnic background of child welfare case-
workers, there is some evidence that the majority of caseworkers are white, indicat-
ing that there are often racial, ethnic, and cultural mismatches between families
and their caseworkers (Courtney et al. 1996; Ryan et al. 2006). A SOC approach
demands that practitioners within those systems demonstrate cultural and linguis-
tic competence with the populations with whom they work; this is consistent with
the SOC strengths-based approach. The underlying assumption of culturally and
linguistically competent care is that children and families should receive services
that are consistent with and that support the integrity and strengths of their culture
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(McPhatter 1997). A culturally competent professional is one who works in a man-
ner that is consistent with the behavior and expectations that members of a particu-
lar cultural group see as normative among themselves (Green 1999; McPhatter
1997). Interventions and services must therefore be congruent with cultural norms;
providers need to understand the cultural lens through which families see the pro-
vider, the agency, and the plan of care (Child Welfare Information Gateway 2008).

In the Garzas’ case, the family identifies as Latino, and Sofia’s parents emigrated
from Mexico. Sofia and her sons speak both English and Spanish fluently, but some
members of her extended family prefer to speak Spanish. It is important for social
workers who work with the Garza family to have some understanding of their cul-
ture, including parenting practices. Ideally, the worker should speak Spanish or have
access to an interpreter so communication with extended kin will not be impeded.
This cultural awareness helps to form an alliance with the family and to build on
family strengths.

By making efforts to understand the needs of families within a cultural frame-
work, providers convey respect and dignity to all involved in the system; by address-
ing issues of culture, practitioners and systems increase the likelihood of family
engagement and a successful outcome (Child Welfare Information Gateway 2008).
Issues related to child maltreatment are common across many cultures and com-
munities; a system’s and/or practitioner’s willingness and ability to understand the
unique needs and strengths that a family brings to the process will not only increase
the families’ willingness to participate but will also help to improve the system’s
ability to provide effective services (Child Welfare Information Gateway 2008).

Congruence of Systems of Care Principles with Child
and Family Services Reviews

Amendments to the Social Security Act authorized the US Department of Health
and Human Services to review each state’s child welfare system to ensure adherence
with the requirements for child protective care, foster care, adoption, family preser-
vation and family support, and independent living services (Children’s Bureau
2011). Federally mandated Child and Family Services Reviews (CFSRs) are con-
ducted by the Children’s Bureau to help improve safety, permanency, and well-
being outcomes for children and families who receive services through the child
welfare system. They are also intended to assist states in building and enhancing
their capacity to provide better services to children and families. CFSRs evaluate
the effectiveness of the entire child welfare delivery system, which includes other
systems it commonly interacts with, such as mental health providers, the justice
system, and substance abuse treatment, to ensure positive outcomes for children and
their families. CFSRs look at whether or not a child welfare agency made concerted
efforts to provide or arrange for appropriate services, such as those needed to ensure
a child’s safety and enhance the parents’ ability to provide care and supervision.
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In recent years, CFSRs have found that child welfare systems need to improve
the practice of effectively engaging families to participate meaningfully in ensuring
good outcomes for children (Pires 2008). Another finding is that these improved
outcomes for children and their families cannot be realized in the absence of strong
working relationships between child welfare agency staff and a full range of com-
munity partners; in other words, CFSRs call for a SOC approach to child welfare.

The SOC approach is congruent with the goals and values of the CFSRs, includ-
ing the focus on providing family-centered practice, basing services in the commu-
nity, strengthening the capacity of families, and individualizing services to best fit
the needs of children and families. As a way of meeting these goals, state and local
child welfare agencies have implemented a number of evidence-informed practices
to address the mental health needs of children and to support and build positive
parenting practices to help achieve permanency. Further, these practices promote
partnerships between various child- and family-serving systems.

Examples of Evidence-Informed Practices and How They Fit
Within a SOC Framework

In order for a SOC to facilitate successful outcomes for children and families,
services that agencies provide must be based on evidence-informed practices.
Evidence-informed practice refers to the application of the best available research
evidence to the provision of services in order to enhance outcomes (Chaffin and
Friedrich 2004). Evidence-informed practice originated in the medical field, where
thousands of randomized controlled trials have been conducted, but it has been chal-
lenging to incorporate many of these findings into direct practice with clients. More
recently, disciplines such as social work have embraced the evidence-informed
practice movement as a nationwide effort to build quality and accountability.

In child welfare, several evidence-informed practices are in common use. A few
of these will be discussed within the framework of systems of care. These programs
are focused on maintaining the safety, permanency, and well-being of children in
care and demonstrate collaboration across systems to meet these goals.

Family Group Decision Making

Family Group Decision Making (FDGM) is an innovative approach that positions
the family as leaders in decision making about their children’s safety, permanency,
and well-being. FGDM brings together a broad group of family, community, and
agency supports to develop a plan to safeguard the child (Crampton and Natarajan
2005). Cultural competence is one of FGDM’s core principles (Pennell 2003). The
practice aims to reduce the power imbalance between families and child welfare
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agencies through a process of shared decision making and mutual respect (Garcia
et al. 2003). FGDM strives to help children maintain kinship and cultural connec-
tions and to contribute to culturally competent policies and procedures in child wel-
fare services (American Humane Association 2009; Pennell 2003). FGDM could be
a positive practice to use with the Garzas as it would build on their existing com-
munity supports and incorporate extended kin who play a strong role in the family,
and also because it views their ethnic heritage as a strength for building change in
the family.

Multisystemic Therapy

Multisystemic Therapy (MST) is an intensive family- and community-based treat-
ment for children with externalizing behavioral issues and their families. The pri-
mary goals of MST are to decrease youth antisocial behavior and out-of-home
placements (Henggeler and Borduin 1990). The model also aims to build parent
discipline practices, to improve family communication, and to develop family
support networks to help maintain positive change. MST is guided by a theory of
change rooted in Bronfenbrenner’s (1979) ecological theory, and the approach
views individuals as being within a complex network of interconnected systems that
encompass individual, family, and community (e.g., peer, school, neighborhood)
factors. Services are targeted toward the entire family and are offered either in home
or in the family’s community (Henggeler et al. 1998). In randomized control trials
comparing MST to standard practices for children and families, MST was found to
reduce social problems experienced by the family and improve parent—child rela-
tions (Brunk et al. 1987), decrease children’s externalizing symptoms (Henggeler
et al. 1999), reduce criminal and violent activity among youth (Henggeler et al.
1996), and result in fewer days in out-of-home care (Schoenwald et al. 1996). MST
could be an effective treatment model for the Garzas, since Ricky is having issues
across contexts (such as fighting in school as well as vandalism in the neighbor-
hood) and is displaying some antisocial behaviors. Sofia has also expressed a need
for building her parenting practices with both children.

Parent—Child Interaction Therapy

Parent—Child Interaction Therapy (PCIT) was developed for young children (2-10
years) with emotional and behavioral problems and their families (Schuhmann et al.
1998). It has two main foci: (1) to improve parent—child interactions and (2) to
increase child compliance through developing stronger parenting skills. Therapists
coach parents during interactions with their children to teach new parenting skills.
These skills are designed to strengthen the parent—child bond, decrease harsh and
ineffective discipline control tactics, improve child social skills and cooperation,
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and reduce negative or maladaptive child behaviors. PCIT outcome research has
demonstrated significant improvements in parent—child relationships and a reduc-
tion of disruptive behavior in children. Although Ricky is now too old for PCIT, it
could have been a powerful intervention option for the Garzas if problems had been
detected earlier. PCIT could have addressed the antisocial behaviors that were start-
ing to emerge with Ricky and helped Sofia develop firm and appropriate discipline
practices.

Multidimensional Treatment Foster Care

Multidimensional Treatment Foster Care (MTFC) is focused on children who dem-
onstrate disruptive behaviors and their families (Fisher and Chamberlain 2000).
This program exists for both preschool-aged children (MTFC-P) and adolescents
(MTFC-A). MTFC-P is effective at promoting secure attachments in foster care and
facilitating successful permanent placements. It is delivered through a treatment
team approach in which foster parents receive training and ongoing consultation
and support, children receive individual skills training and participate in therapeutic
playgroups, and permanent caregivers receive family therapy (Fisher et al. 2009).
MTFC-P emphasizes the use of encouragement for pro-social behavior and consis-
tent and appropriate limit setting to address disruptive behavior. In addition, the
MTFC-P intervention employs a developmental framework in which preschoolers
in foster care are viewed as having a delayed developmental trajectory.

If a determination was made that Ricky Garza needed to be removed from his
home, MTFC-A could be helpful in moving him toward permanency. MTFC-A
aims to create opportunities for youths to successfully live in families rather than in
group or institutional settings and to simultaneously prepare their caregivers to
effectively parent (Chamberlain 2003). Four key elements of treatment include pro-
viding youth with a consistent environment where they are mentored and encour-
aged to develop academic and positive living skills; daily structure with clear
expectations and limits, with well-specified consequences delivered in a teaching-
oriented manner; close supervision of youths’ whereabouts; and helping the youth
avoid deviant peer associations while providing them with the support and assis-
tance to establish pro-social peer relationships.

Triple P-Positive Parenting Program

The Triple P-Positive Parenting Program is a system of parenting and family sup-
port that aims to prevent severe behavioral, emotional, and developmental problems
in children and to prevent child maltreatment. The program is multidisciplinary,
with a focus on enhancing the knowledge, skills, and confidence of parents; both
individual and group formats are utilized (Sanders 1999). Intervention is tailored to
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the child’s developmental stage, from infancy to adolescence. Encouraging out-
comes have been found for both children and their parents in randomized control
trials comparing Triple-P to standard practices. Parents reported increased parental
competence and decreased dysfunctional parenting (Bor et al. 2002) and showed
more realistic expectations for their children, fewer negative attributions for their
children’s misbehavior, and reduced child abuse potential (Sanders et al. 2004).
Children in the program showed fewer disruptive behaviors and decreased inatten-
tion and hyperactivity (Bor et al. 2002). Triple-P could be beneficial for Sofia Garza
as she has two children of different ages and seems unaware of unique developmen-
tal challenges at each stage of life. The Triple P-Positive Parenting Program focuses
on both communities and individuals and includes a universal media information
campaign that targets all parents in a community.

High-Fidelity Wraparound

Wraparound is a team-based planning process intended to provide individualized
and coordinated family-driven care. It is designed to meet the complex needs of
children who are involved with several child and family-serving systems (e.g., child
welfare, mental health, juvenile justice) who are at risk of placement in institutional
settings and who experience emotional, behavioral, or mental health difficulties
(Burns and Goldman 1999). The wraparound process builds on existing support
available to a family by strengthening interpersonal relationships and utilizing other
resources available in the family’s network of social and community relationships.
The process requires that families, providers, and members of the family’s social
support network collaborate to build an individualized plan that responds to the par-
ticular needs of the child and family. Team members then implement the plan and
continue to monitor progress and make adjustments to the plan as necessary
(VanDenBerg and Grealish 1996). The team continues its work until members reach
a consensus that a formal wraparound process is no longer needed. Wraparound
would be a good program for the Garzas as they have identified issues in the educa-
tion and juvenile justice systems, and they need to work with the mental health sys-
tem. The Garzas also have strong community supports upon which they can build.

Overview of Systems that Should Be Involved
with a Child Welfare SOC

A SOC framework requires that multiple systems serving children and families
involved with child welfare come together to create and offer more coordinated
programs and services. This is particularly crucial for child welfare, as families
involved with this system often have multiple, complex needs that are better served
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by agencies and organizations typically seen as “outside” the child welfare system
(e.g., substance abuse programs, domestic violence counseling). A unique aspect of
a SOC approach is that it is a non-categorical system reform (Pires 2008). Most
system reforms are categorical, in that each is restricted to its own individual system
(e.g., deinstitutionalization in mental health, inclusion reforms in special education).
However, a SOC approach utilizes a shared population focus, in that a target group
(e.g., youth aging out of foster care, minority children disproportionately repre-
sented in child welfare, young children in care with special health needs) is selected,
and then all systems who may serve that target population engage collaboratively in
a reform agenda (Pires 2008).

In this way, it is the particular set of strengths and needs of the target popula-
tion that will dictate the types of programs and strategies that will be needed in the
SOC (Pires 2008). For example, if the target population is young children of
mothers with mental health needs, then organizations and services in the system
of care may include Head Start, child care, and/or early intervention services, as
well as community-based mental health services and parenting programs.
Alternatively, if the target population is adolescents aging out of foster care, then
organizations and services in the system of care may include the education sys-
tem, job training programs, the mental health system, the criminal justice system,
and the health system.

There is no definitive list of programs and services that can be involved in a SOC.
The mental health, addictions, and juvenile and criminal justice systems are perhaps
most frequently involved in systems of care, because they commonly overlap with
child welfare in terms of the populations they serve. However, there are several
other systems that are frequently overlooked but that should be part of a successful
SOC if the target population warrants it. These include domestic violence services,
the education system (including early childhood education programs such as Head
Start, as well as special education and/or vocational/technical programs), early
intervention programs, and the health system.

Case Example: Cuyahoga Tapestry System of Care

One example of a successful systems of care approach is the Cuyahoga Tapestry
System of Care in Cuyahoga County, Ohio. Originating through a grant received
from the United States Substance Abuse and Mental Health Services Administration
(SAMHSA) in 2003 to develop a system of care, Tapestry now serves more than 600
families each year (Cuyahoga Tapestry System of Care 2009). Tapestry was set up
as a partnership between county child-serving systems of care and collaboratives of
neighborhood provider agencies. The collaboratives utilize wraparound strategies to
work with families, advocates, and professionals to improve access to mental health
services and nontraditional supports for children and families (Munson et al. 2009).
Tapestry has been successful in reducing recidivism in both the juvenile justice and
child welfare systems, as well as in improving child and family functioning
(Cuyahoga Tapestry System of Care 2009).
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Conclusion

Using a systems of care framework in the child welfare system allows workers to
best meet the needs of families with multiple issues. The families entering the child
welfare system are frequently dealing with poverty, substance abuse issues, mental
health issues, and health problems. Children in the child welfare system sometimes
have educational needs and interaction with the juvenile justice system. Providing a
coordinated system of services for all family members can best ensure we meet the
goals of safety, permanency, and well-being.

Fortunately, the Garza family lives in an area that utilizes a systems of care approach to serv-
ing children and families. Over the next year, the Garzas were able to access and utilize
multiple community-based services that have helped to address many of the challenges they
were facing. The Garzas participated in Multisystemic Therapy, which helped Sofia strengthen
her parenting skills and helped Ricky develop coping skills that decreased his externalizing
behaviors. Additionally, Sofia enrolled Ricky in Big Brothers Big Sisters, so that he could
build a positive relationship with a male role model. Ricky is also receiving therapy from a
community-based mental health clinic; the work he is doing there is helping him work
through some of the depression and anger he has related to his father’s incarceration.

The family’s case manager assisted Sofia in enrolling Michael in early intervention
services. With the help of a Therapeutic Staff Support (TSS) worker, Michael now partici-
pates in a full day Head Start program. The TSS worker has also been able to occasionally
offer support to Sofia at home. Sofia is coming to terms with Michael’s autism diagnosis and
is learning more about the disorder and how she can better meet Michael’s needs.

Sofia’s parent advocate also helped connect Sofia to a diabetes management support
group and to some GED classes; Sofia’s friends and grandmother agreed on a schedule to
help care for the children so that Sofia can participate in these activities. Although Sofia’s
Jjob situation is still precarious, she is working with a job placement agency to try to find
one full-time position that will allow her to financially support her family. She also feels
optimistic about other potential job opportunities once she completes her GED.

Questions for Discussion

1. Describe how the three main tenets of a SOC framework (family-focused,
community-based, and culturally and linguistically appropriate) are crucial to
successful outcomes for children and families. How might the Garzas have fared
if their services weren’t congruent with this model?

2. Think about a specific target population (e.g., LGBT youth in out-of-home care
or young children with special health care needs). What systems would need to
be involved in a SOC approach to that target population? Why?

3. The final vignette discusses multiple services that the Garzas were able to access
and utilize through a systems of care approach. What different and/or additional
services might have been helpful for this family? What other systems would
need to engage in the process? How are each of your suggested systems family-
focused, community-based, and culturally and linguistically appropriate?

4. Even if your agency and/or county doesn’t participate in a SOC approach to
serving children and families, how can you incorporate a SOC philosophy into
your work with children and families?
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Chapter 2

“They Brought Me in Like I Was Their Own
Kid”: Youth and Caregiver Perceptions

of Out-of-Home Care

Rachel A. Fusco and Mary Elizabeth Rauktis

Abstract The child welfare system usually becomes involved with families when
there are child safety concerns as a result of child abuse or neglect, serious parent—
child conflict, physical or behavioral health conditions, or family violence. As part
of their practice, child welfare workers must make every reasonable effort to safely
maintain children within their families, including providing supports and services.
However, for some families these preservation services are insufficient and when
this is the case, children are placed in out-of-home care.

Removing children from their homes is difficult for everyone involved. Even when
there is serious maltreatment of children, and removal is necessary for safety, lives are
still disrupted. Children are moved into a new home or shelter, may not know the peo-
ple who will be caring for them, and may have to go to a different school. Siblings may
be separated, family connections and friendships are disrupted, and everything that is
familiar to the child or older youth is taken away. In addition, the separation from par-
ents, siblings, and grandparents may generate feelings of helplessness, anger, and fear.

It is never easy when children are placed into an out-of-home setting. Children,
youth, and parents face challenges that include living in someone else’s home, los-
ing contact with family, or trying but not succeeding in keeping the family together.
When placement is unavoidable, social workers and other helping professionals
must keep in mind that home and family are critical to identity and ensure that both
children and adults are being nurtured, supported, and connected to their families.
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Dante, a young Hispanic man, entered the child welfare system at age 15 when his parents
told a child welfare worker that they could no longer “handle him.” It wasn’t immediately
clear what was fueling Dante’s angry outbursts at his stepfather, but later he revealed that
both parents were abusing alcohol and his father was physically abusive to his mother and
sister. Dante also began carrying a gun and hanging out with a gang that had been known
to engage in illegal activities. During his time in out-of-home care, Dante received several
diagnoses such as conduct disorder and oppositional defiant disorder. During his first 3
years in the system, he moved from a residential treatment center to a group home, a wilder-
ness camp, and, lastly, an independent living facility until he aged out at 18.

Dante’s mother, Louisa, had some level of understanding that child welfare involvement
might result in Dante leaving home, but she certainly didn’t think he would be leaving for
good. Louisa believed that her own life was out of control. She was not very happy in her
marriage, but she told herself that Dante’s stepfather was a good man with a bad temper.
She knew that his treatment of Dante was wrong—Dante had hit his stepfather, but only as
a way of defending Louisa against her husband’s beatings. But she was afraid that if she
spoke up for Dante, the tension in the home would only get worse. She wanted to stop drink-
ing but tried unsuccessfully, and the more she drank, the worse she felt about herself and
her life; this resulted in her feeling hopeless about her situation. Even worse was the real-
ization that she was repeating her own family history: Louisa’s mother had problems with
alcohol abuse and was frequently assaulted by her husband, and Louisa and her siblings
ended up in foster care. She comforted herself with the thought that Dante’s leaving was
only temporary, until “things got better at home—he’ll be fine.”

In a second case, 13-year-old Leah and her 5-year-old sister Cecelia, both African-
American females, were known to child welfare because their mother, Paula, had a long
history of serious mental illness that necessitated child welfare’s intermittent involvement.
Paula was diagnosed with recurrent major depression with psychotic features, and when she
took her medicine, she was a loving parent. Unfortunately, she occasionally stopped taking
her medication, and the resultant reoccurrence of symptoms leads to disastrous outcomes:
in the past the family had become homeless, and now Leah was reported as truant since she
stayed home from school to take care of her sister and mother. The caseworker who had
been assigned to this family was unsuccessful in finding family members who were willing
to foster Leah and Cecelia, since Paula had “burned her bridges” with her family as her
mental illness had progressed. Lacking the supports to keep them safe with their mother, the
worker placed Leah into a group home for girls and Cecelia into nonrelative foster care.

Paula knew that she needed to take medication, but she got tired of the side effects.
It made her feel tired and unable to concentrate. She just wanted to “have a normal life, like
everyone else.” Why did it have to be different for her? When she stopped taking her medi-
cine, Paula believed there were ghosts in the walls of the apartment, and she was afraid to
sleep there or to let the children out of her sight. When the caseworker got involved after
Leah was cited for truancy, Paula was shocked and upset—she felt she had been doing
everything she could to keep her children safe.

Cecelia’s foster parent knew that she would need to work with Paula and keep the sisters
in touch with each other. But it was difficult. When the foster mother called to arrange visits,
Paula hung up on her, and they had to communicate through the caseworker. Furthermore,
every time Cecelia saw her mother for a visit, she would have tantrums upon returning to
the foster home. Paula called frequently to argue with the foster parent about how she was
dressing and caring for Cecelia. The foster mother began to wonder if it was worth the
effort to keep the family connected.

As these brief vignettes illustrate, the child welfare system usually becomes
involved with families when there are child safety concerns as a result of child abuse
or neglect, serious parent—child conflict, physical or behavioral health conditions, or
family violence. As part of their practice, child welfare workers must make every
reasonable effort to safely maintain children within their families, including
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providing supports and services. However, for some families these preservation
services are insufficient, and when this is the case, children are placed in out-of-
home care.

Removing children from their homes is difficult for everyone involved. Even
when there is serious maltreatment of children, and removal is necessary for their
safety, the children’s lives are still being disrupted. They are being moved into a new
home or shelter, and they may not know the people who will be caring for them.
Siblings may be separated while in out-of-home care if it is not possible to find a
placement that will accommodate them together. Older children may end up in
group homes where they share space with other older youth and may have to go to
a different school. Family connections and friendships are disrupted, and everything
that is familiar to the child or older youth is taken away. In addition to the trauma
that children may have experienced while in the care of their parents, the separation
from parents, siblings, and grandparents may generate feelings of helplessness,
anger, and fear (Grigsby 1993).

The Needs of Parents

Many parents have co-occurring disorders or behaviors and experience conditions
that contribute to the neglect or abuse of their children. Many mothers involved
in child welfare are themselves more likely to have substance abuse issues and co-
occurring mental health and substance abuse disorders and to have experienced
domestic violence (Marcenko et al. 2011). Substance abuse, as well as serious and
persistent mental illness, can be chronic and have a high probability of relapse
(Kroll 2004), requiring ongoing monitoring and frequent intervention. A multisite
national study of women engaged in treatment for co-occurring disorders with a
history of interpersonal violence found that almost 70 % of them had been separated
from their children and 26 % had had their rights to one or more children terminated
(Becker et al. 2005). As Marcenko et al. (2011) write in their study of the context
for these families, “analyses revealed a picture of mostly impoverished mothers,
struggling to meet their families’ most basic needs and coping with early trauma,
mental health problems, substance abuse and domestic violence” (p. 436).

It is not surprising that engaging these parents after their children have been
removed from their care can be challenging (Kemp et al. 2009). Even when faced
with termination of rights to care for their children, parents may fail to complete
mandated services for substance abuse, mental health, or parenting (Atkinson and
Butler 1996; Butler et al. 1994) and miss regular visits with their children (Perkins
and Ansay 1998). This may initially be puzzling, but research suggests that many
factors can contribute to what seems like “noncompliance with services.” For example,
parents of color generally are offered and receive fewer services through the child
welfare system than do their white counterparts (Courtney et al. 1996; Hill 2006;
Libby et al. 2006). When parents are not offered services to address the problems
that led to child welfare system involvement, they are less likely to make progress
towards reunification. The ways in which they are engaged may be stigmatizing
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(Hunter-Romanelli et al. 2009), and the services they are offered may not be
addressing their needs or culture (Richardson 2008). Given the extent of poverty
experienced by these families, the cost of transportation to visit their children when
the children are in out-of-home care or of transportation to the parents’ own services
may be a deterrent (Hunter-Romanelli et al. 2009). Parents may also feel that they
have no recourse once their children are removed from their care. In a study of case-
workers in Pennsylvania, Rauktis and McCrae (2010) report that caseworkers felt
that parents did not know their rights and responsibilities and, even when initially
notified, needed to have this understanding reassessed periodically.

The Needs of Children

When children are placed in out-of-home care, the goal is to keep them safe in the
least restrictive setting for their individual needs and at the same time provide care
and nurturance while keeping them connected to siblings and extended family.
Some children may require a higher level of care for social or emotional problems
in addition to their dependency needs. The federal government defines foster care
broadly to include “24-h substitute care for children outside their own homes”
(Code of Federal Regulations, Title 45 §57, 2009). However, 24-h substitute care
can occur within a family home setting (kin, non-kin, and treatment foster care) or
within a more institutional setting (residential or group homes). There is no com-
monly accepted definition of “residential” group treatment in the research literature
(Leichtman 2006). However, residential treatment programs typically provide men-
tal health services such as therapy and medication. They usually are dormitory-type
settings that have on-campus schools, and the size can vary from only a few youth
to hundreds (Curtis et al. 2001). Residential treatment is considered to be in the
range of most restrictive settings (Rauktis et al. 2009), although wide individual
program variations exist. Also included under the “residential” heading is group
home care. Group homes are typically smaller facilities which house unrelated
youth and which rely on community resources, such as schools and outpatient medi-
cal and psychiatric services, for the youth in their care. Although staff members
supervise the residents of the homes 24 h a day, they do not live in the home, and the
youth may have more freedom to engage in community activities (i.e., going to the
local school, working part-time). The degree of restrictiveness between residential
and group homes has been found to be similar, although variation exists between
programs (Rauktis et al. 2009), with some group homes similar to residential treat-
ment programs in restrictiveness and others similar to foster care.

Treatment foster care (TFC) is another option that is increasingly being used as
an out-of-home alternative to residential programs for children and adolescents with
significant behavioral, emotional, medical, and/or mental health problems
(Chamberlain 1999; Curtis et al. 2001). Children and youth in TFC typically live
with nonrelatives in private homes that are licensed and supervised by child
welfare agencies. TFC combines a structured therapeutic approach with a family
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milieu using trained foster parents (Breeland-Noble et al. 2005). Hawkins (1990)
identified common model characteristics of TFC: (1) foster parents are considered
to be professionals; (2) only one or two children are in the foster home; (3) case-
workers have smaller caseloads and provide more supervision to foster parents; (4)
foster parents receive skills training in managing behavior and implement the child’s
treatment plan; and (5) foster parents are provided with support that is available
24 h a day.

Kin can also provide foster care. Historically, families have used kin to infor-
mally foster children when parents died or needed support during periods of illness
or incapacity (Downs et al. 2009). However, kinship foster care is a form of out-
of-home care that involves the legal placement of children who are in the custody
of the child protection system with kin. Foster care payments are provided, and the
kin foster parents are subject to the same requirements and monitoring as non-kin
foster parents. The primary difference between non-kin foster care and kinship
foster care is that established relationships already exist among the child/children,
parents of the child, and the kinship foster parents (Child Welfare League of America
1994). However, another option is informal foster care that takes place outside the
child welfare system, such as when an aunt may care for her niece and nephew
while their mother is in treatment. Restrictiveness levels for both kin and non-kin
foster care were found to be similar in terms of how restricted youth were in refer-
ence to what they could do, where they could go, socialization, and access to family
(Rauktis et al. 2009). Likewise, TFC was similar to small group homes in terms of
restrictiveness.

Children in Care

The most recent data on children in out-of-home care comes from the 2012 Adoption
and Foster Care Analysis and Reporting System (AFCARS) report. As of September
30, 2012 there were 399,546 children in care. The mean age of these children was
9.1 years, and there were slightly more boys (52 %) than girls. These children were
in care for an average of 22.7 months, with 18 % of them remaining in care for
3 years or longer (US Department of Health and Human Services 2013).

The majority of children were in non-kin foster homes (47 %), with kinship
homes being the next largest category (28 %). Smaller percentages were in group
homes (6 %) or institutional settings (9 %). Over half of all children in care had
reunification with parents as their case goal. Only 4 % resided in homes that are
seen as a prelude to adoption, even though 24 % of children had adoption as their
case goal.

A study on racial disparity in foster care admissions (Wulczyn and Lery 2007)
examined the percentages of children in foster care relative to their representation in
the population. Disproportionate numbers were observed for African-American
children, who are 19 % of the population but 47 % of the first-time admissions to
foster care, and White children were underrepresented in foster care (38 %) relative
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to their proportion in the population (61 %). Wulczyn and Lery report that both
placement and disparity rates are consistently higher for infants, and this is particu-
larly true for African-American infants. Disparity was also observed to increase for
teens over time (Wulczyn and Lery 2007). In fact, the two largest groups in care are
infants and very young children and adolescents. Older youth in foster care face
some of the same challenges as younger children, but often these challenges are
intensified. For example, older children may have experienced more frequent and
difficult disruptions in living situations and schools. Achieving the goal of perma-
nency is often more difficult for older children, and only 10 % of all adoptable
children who actually get adopted are age 13 or older (the mean age of children
finalized for adoption was 6.3 years old in 2012). Older children face different
concerns as they get closer to aging out of foster care, which frequently include
establishing a viable relationship with their family of origin. Many older children
need special services to deal with these challenges while in care, as well as transi-
tional services as they emancipate from foster care without a permanent home.
Of the children leaving foster care in 2012, 20 % were age 16 and older (US
Department of Health and Human Services 2013).

The stories of Dante, Leah, and their siblings and parents in the beginning of this
chapter illustrate that out-of-home placement experiences can vary between sib-
lings, and that there is a great deal of movement between foster care and residential
forms of out-of-home care. They also illustrate the roles that parents can play when
youth and children are in out-of-home care. However, little research on out-of-home
care includes the youth perspective (Barth 2002; Fox and Berrick 2007; Hyde and
Kammerer 2009; Kools 1997; Samuels and Pryce 2008; Spencer 2007) or the fam-
ily perspective of out-of-home care. Qualitative research is a way of gaining a
greater understanding of the youth experience (Geenen and Powers 2007; McCoy
et al. 2008; McMillen et al. 1997). In the remainder of this chapter, we describe the
experiences of youth who have been in out-of-home care using their words and then
discuss how caseworkers can effectively support youth’s safety and well-being and
support healthy development while youth are in out-of-home care. To do so, we use
the results of a qualitative study conducted in Pennsylvania, where a recent report
revealed that almost half of the youth in out-of-home care (47.3 %) were age 13 and
older (Pennsylvania Partnerships for Children 2010). We also provide the perspec-
tive of parents who were participating in a support group following the termination
of their parental rights. Again, we discuss how workers can help parents to safely
play a role in their child’s life while the child is in out-of-home care.

Youth Experiences

Youth from different regions were invited to participate in one of six focus groups
about out-of-home care held throughout the state, and a total of 40 young adults
participated. They were primarily female (64 %) and African American (62 %), and
five participants self-identified as being of Hispanic ethnicity. They ranged from 14
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to 20 years of age. Almost half (47 %) were living in a foster care home at the time
of the interview, 22 % were living in their own home or apartment, 13 % were in a
supervised independent living setting, 13 % were living with family (former foster
family or birth family), and one person described herself as homeless. More than a
third had come into care as young adolescents (39 %), whereas another group
(42 %) had been in care for most of their lives. The youth interviewed had spent an
average of 5 years cumulatively in out-of-home care. Focus group interviews were
recorded, transcribed, and after repeated readings the content specific to out-of-
home care was coded. These sections were reviewed and further discussed by the
authors in order to determine consistency and agreement of coding as well as reac-
tions and interpretations.

In the groups, the youth discussed what it was like to live in out-of-home care.
Not surprisingly, a common theme was their struggles with the instability in their
lives. Some didn’t mind being in foster care or other forms of out-of-home care as
much as they just wanted some form of stability:

“...One thing I wanted as a child, I really wanted to be with my mom or I really wanted to
be with my foster parents, the only thing I wanted was consistency and stability and staying
with my mom for the whole time or staying with my foster family the whole time. I know
it’s an issue now, for so many people, like, why kids sign themselves out at 18, because they
want to make their own rules and they want to do what they want to do, but it’s also because
they want to build their stability their own selves.” (Jason, 15 years old, 5 years in care)

“We was raised by somebody that we didn’t even know and you know, literally, now it
only takes me now 45 min to pack all my stuff because I'm used to moving. I got a lot of
clothes, a lot of stuff and I’'m in an apartment but if you tell me to pack up and move tomor-
row, I can do it in less than 45 min. Because I've moved around so much I just used to doing
everything, just throwing everything in a bag, come on hurry....” (Ana, 19 years old, 4 years
in care)

Another experience was the lack of privacy and the degree of intrusiveness that
was typical in all forms of out-of-home care. For example, youth talked about the
difficulties of sharing living space with peers they did not know and would not have
chosen as roommates:

“I was living at [facility] cause I had the luxury of closing the door on the counselor’s face
if I wanted to cause it was my own, well, it wasn’t my own apartment, it was just me and
another roommate—um, she had a baby. But now I’m in a home with two other girls, and
it’s definitely, that’s my downfall, because I’'m very neat and I’'m very clean. The day that I
went there was a Friday. I left it alone. Saturday I was up at seven in the morning cleaning.
I mean I cleaned the entire house.” (Lola, 17 years old, 6 years in care)

Other youth discussed the intrusiveness of accounting for their money with staff
members. The youth often understood why some rules were necessary, but felt like
overseeing finances was more about control than about supporting the youth toward
the goal of saving money:

*“...The fact that you have to save up money, I can understand that so you’re able to move
on your own. Things like that. But I don’t feel the need is to explain what I do with my
money. If the money is being taken out and is being put back in there, there shouldn’t be no
explanation of what I do with my money—it’s going back in. Now, unless you want to share
information, I mean, we can do that; you tell me what you do with your money, I’ll tell you
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what I do with mine. You know, you show me your receipts, I’ll show you mine.” (Ricky,
18 years old, 10 years in care)

Others talked even more specifically about the intrusiveness of sharing personal
information with workers who were not much older than the youth themselves:

“...Sometimes I feel like they’re just too much in your business just to be in your business
because they don’t have anything else to do. I understand some of the protocols and some
of the things that have to be done, but it just comes to a point where you have to like set ...
put yourself back in the kid’s shoes and honestly feel ... how would you feel ... for instance,
your bank information, how would you feel, you know, giving your bank information to a
young adult and showing your bank statements to them every month?” (Cole, 17 years old,
3 years in care)

A consequence of this lack of privacy and intrusiveness was that youth often felt
depersonalized and felt that they had no control over their lives, as illustrated by this
statement:

“... Like do this, do that, do this, like they control you, you feel no privacy, you feel no ease
at all. No one gets that. I mean we are people...Go to sleep have a flash light in your face
making sure you were in bed. Get up. Can I step out? Yes, go to the bathroom. Can I step
in? Go to the bathroom can I step out, can I step back in my room? Yes. There is always
constant questioning. You feel like you have nothing. You’re just nobody.” (Krystal, 15
years old, 1 year in care)

Out-of-home care was also viewed as stigmatizing. Many youth described feel-
ing embarrassed and ashamed and said they hid their life in care from friends,
coworkers, and school personnel:

“Everybody labels foster care as bad. I learned a lot. I did. I said earlier I kept myself in a
bad situation because I didn’t want to go into foster care... At that point of time in my life,
I didn’t want to go into foster care. It’s a bad label.” (Aurora, 16 years old, 4 years in care)

The youth were concerned that people would automatically make assumptions
that living in out-of-home care was due to something they did wrong. In fact, some
felt that the label would follow them even after they aged out of care, as illustrated
in this comment by a young woman who hesitated to disclose her time in foster care:

“And it’s like, when you get into foster care or group home you get that stereotype that
you’re a bad kid. I was in foster care because of my parents, not because I did anything
wrong. I’ve never done drugs. I don’t drink. I’ve never been suspended, had detention. But
because I was in foster care, I’'m a bad kid... like something gets stolen, I did it. I never stole
a thing in my life! But it’s hard—and even when you grow out of the system, that’s still—
‘Oh you were in foster care?’ Like when I got hired at the job I'm in, I hesitated telling them
that I was in foster care because I have not got hired in certain places because of that fact.”
(Shanese, 17 years old, 3 years in care)

A related theme was that out-of-home care was not only stigmatizing, it also was
“not normal” because adolescents were not able to engage in typical experiences.
Some of the youth surveyed said the fact that they were not able to date, sleep over
with friends, or go to dances made them different from their peers, which also added
to their sense of isolation:

“Yeah, I want to spend the night but I need your parent’s social security, eye color, weight.
I need to know their job, how much they are making, everything about them. It makes you



2 “They Brought Me in Like I Was Their Own Kid”... 25

not want to go anymore, and your friends look at you and say you need all this why?”
(Daisy, 15 years old, 2 years in care)

They perceived these precautions to be due to agency bureaucracy rather than a
real concern about their well-being:

“...Everybody has a right to go to their high school prom. As I found out, some foster youth
are not allowed to go to the prom because of liability. You can’t go to the prom; you can’t
leave the house unless it’s a very good reason to leave their house. I'm saying to myself,
prom of all things, you can’t go to prom. It is a rite of passage.” (Rochelle, 19 years old, 6
years in care)

While foster care may be a preferred setting because it is in a family home rather
than a facility or institution, youth pointed out that the setting does not ensure that
they experience normal family life or that they will feel a sense of emotional safety.
For example, youth talked about how difficult it was to live in a homelike setting
where they felt there were rules that kept them from having normal experiences
such as snacking or using the bathroom:

“It makes a place more like a home. Like when you’re in foster care, there are some foster
parents that make you ask before you can get in the refrigerator. Before you can get into the
cupboard. Before you can go to the bathroom. You know what I mean? You have to ask
before you go outside. I'm 16 years old and I have to ask you, ‘Can I go outside and sit on
the porch?’ Like, when it’s at home you feel like that’s your house, you don’t always have
to ask for stuff.” (LaToya, 16 years old, 7 years in care)

“That’s one thing I don’t understand either. Why do you have to ask to do anything like—
when you’re at home, you’re not going to have to do that. Like you’re not asking anyone to
g0 to your own bathroom, to go eat out of your own refrigerator or something. To go to your
own room. Why do you have to ask to do stuff like that in placements?” (Rochelle)

In this example, a youth talked about feeling unwanted and “invisible” in her
foster home:

“And a lot of foster homes—they don’t even talk to you. It’s like you’re invisible. You’re not
even there. I was in one foster home where I felt like they wanted me to be there. And I was
in like 12, 13 foster homes.” (Mara, 19 years old, 12 years in care)

Others talked about being treated like a burden, often in sharp contrast to the
caregivers’ own biological children:

“That’s how my foster mom was. Like her kids would come over and me and my little sister,
we’d be sittin’ over here and they all over there having fun. First of all we don’t go sit there,
why you all always upstairs? Because when your kids come over here, you talk to them we
be over here and you act like the audience when they get here. But when they not here and
you all lonely, you want to be talking to us. So we upstairs in our room when they’re not
there, and when they are there. Why you always sitting upstairs? Because we don’t want to
be here no more because you treat us like we’re not here like and when they not there, you
want to talk to us.” (Dwight, 18 years old, 4 years in care)

Sometimes youth reported receiving conflicting messages. In this example a
young woman talked about her foster family, who said that she was “family” but did
not act as though she was:

*“...~like you come in and you bring a child into your home and you tell people that theyre part
of your family but say you have like a family cookout. You send that kid away to respite care.
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And then how does that make that kid feel? Like you’re telling me you love me but I can’t come
to the cookout with you as family ‘cause you’re embarrassed that I'm there”? (Abby, 16 years
old, 2 years in care)

Youth and children who are in out-of-home care struggle with their grief about
being removed from their families, particularly their siblings. For some, their lost
relationships with siblings were particularly painful:

*“...He [my brother] think he was grown. Then he got locked up, then got out, then probably
got locked up again. I mean, I see him—I just saw him today and he just does his own thing.
I don’t even talk to him on a regular basis. I have my life and he has his. I love him to death,
but he gotta get his butt together first. I mean, I’'m not gonna put myself out there and get
my own place, tell him he can come move in, and then have him get me in trouble and I'll
lose everything. I'm at the age where it’s like, I'm not going to sit there and hold his hand
anymore. He’s about to turn 20 next week.” (Avril, 18 years old, 4 years in care)

Some youth were determined to maintain contact with their family, even when it
was not part of their case plan:

“I wasn’t supposed to see mine [biological family], I just did. At that time I just felt like if
my mom is going to be, you know, down the street, why wouldn’t you see your family? It
made sense; she’s the only family I had in the state. My foster parent, she would get mad at
me or yell at me for going ... Well, are you going to stop me from going? That’s what I told
her, I was like, look, my mom lives right down the street ... that’s my mom. Nobody’s
gonna ... God’s the only person who’s going to stop me from going to see her.” (Tyrone, 17
years old, 5 years in care)

This young man continued to eloquently describe his feelings of grief that his
mother was not able to care for him, and he persisted in hoping that she would be
there for support, despite repeated disappointments:

“I definitely wanted to be back with my mom and my brother. Growing up, my mom was
known as the neighborhood mom. Like, my mom would take a bunch of kids from my
neighborhood to the park, to the movies, to a pool, and she would just do that and everybody
called her mom and it was one of those things where like, that feeling, felt so strong, when
I was younger, that I wanted it back so bad, but I never could get it back. I mean, I still see
some of my friends that, you know, would call her mom and everything and they still do
when they see them, but, it’s like, I thought that once I hit high school, I thought she was
gonna be there, you know, all four years, and see me go to college and everything like that
... I mean, she sees me go to college, but it’s not the same. I mean, she came to my gradu-
ation, you know, she saw me graduate, great, she missed my senior night, that was alright,
but I mean, it’s just little things like that, ... comin’ out of middle school you picture your-
self ... I’'m gonna be this big star athlete or whatever ... but then, like, when it actually
happens, and like, your real family is not really there for you, it hurts. But you just continue
to dream, like, she’s gonna be there anyway, or, we’re gonna get back together, but that was
mine. I wanted definitely to be back with my family.” (Tyrone)

Finally, youth wanted adults to not give up on them. Yes, they said, they would
make mistakes, but this was to be expected, and workers and parents needed to per-
sist to find out why they were having problems and explore possible solutions rather
than simply remove them from a placement:

“I used to run away a lot. Being a foster parent you’ve got to understand you’re getting a
child that have all this stuff going on with him or her and it’s not going to be easy to raise
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them. I had an anger problem. I was mad at the world, I was mad at DHS... today if you say
you work for DHS it already means I don’t like you.” (David, 15 years old, 2 years in care)

“They don’t tell you the rules. You go in and they don’t tell you what you’re not and what
you are allowed to do. And then when you mess up they just kick you out. And you didn’t
even know like you weren’t supposed to do that.” (Lexie, 17 years old, 1 year in care)

One of the foster care alumni who co-facilitated the focus groups referred to the
dreaded acronym “FTA—Failure to Adjust” that workers would use prior to a
removal. As he wryly noted, “when you heard FTA, you knew it was time to pack
your bags” (C. Nobles, personal communication, March 4, 2011).

It would be incorrect to assume that all out-of-home care experiences were nega-
tive ones. Although the youth discussed the challenges of out-of-home placement,
many of them talked about the positive aspects of care. The youth spoke strongly
about the ways their caregivers made them feel cared for, and several felt that they
had positive and loving support from workers and caregivers. Positive and loving
support was demonstrated by behavior of equity, fairness, and “claiming” the youth
as their own, as illustrated in these passages:

“What tells me when a foster parent loves you is when you do something and they repri-
mand you and their actual kid does it and they reprimand their kid too. They don’t just get
on you. You get the same consequences as they do their own kid. They raise you like their
own child.” (Jared, 19 years old, 3 years in care)

“My foster mom didn’t buy her own kids stuff. She bought me stuft. They would honestly
put me before they put their own kids. That I can honestly say. My foster parents do more
for me then they do for their own kids. They don’t throw it up in your face. I did this, this
and this...” (Fatima, 17 years old, 4 years in care)

Public claiming of the youth, particularly by the foster parent, was viewed as a
powerful indicator of belonging:

“You know that you belong when they call you son in public, not foster child...” (Marc, 16,
1 year in care)

“Yep, my foster parents do that. They will say about me, ‘That’s my daughter,” and they
are White! [Youth is African-American]. My dad went back and forth with a customer. He
said that’s my daughter!” (Fatima)

Many of the youth in the focus group acknowledged that they were in care for
their own benefit, to maintain their safety and well-being. A few even discussed dif-
ficult times they had within their family of origin and said they might have been
better off if they had been removed into out-of-home care:

“I was in placement when I was really, really little, I think at 4 or 5 years old... My
grandma always abused me physically and mentally, so if anybody says because your fam-
ily raised you, it’s not always good. My grandma would take her anger out on me because
my mom left me there with her. Every time my mom would come to get me she would go
to programs and leave me at the program or come get me and leave me at a crack house or
something so I was always with my family but it was always abusive. I never had the
chance to actually be in a foster home. I wished I was in foster care or a group home
because then I wouldn’t have to be around my grandma and mom.” (Janice, 16 years old,
5 years in care)
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One participant, who experienced periods of homelessness, talked about the
benefits of care as an alternative to being on the streets:

“You’re sitting here complaining ‘cause you got to go to group at 8 o’clock. I bet there’s one
kid in this placement that is grateful as hell to have a room right now. I can guarantee you
there’s one kid that was sleeping outside at one point that don’t mind these damn rules at
all. Or there’s one kid that didn’t even have a parent to give them a [expletive] roof. You
know what I mean? And... they probably taking these rules and loving them. So while you
complaining about the restrictions you need to find something else to complain about.”
(Avril)

Another important issue for older youth is thinking about their emerging adult-
hood and their imminent independence from the child welfare system. Although the
youth were eager to live independently, they discussed concerns about their level of
preparedness and talked about the ways that their out-of-home caregivers provided
them with moral guidance:

“My first foster mom, she taught me the values I have ... She basically laid the foundation.
Since she passed away, it was for other people to build on. So my second foster family
taught me how to become more of a man I guess you could say, and helped me to realize
that life isn’t just a game. It’s serious also. So they helped me to see things from a man’s
perspective, and stop being such a kid. My third foster parent let me see what freedom is,
not to abuse it and how it basically is to be on my own. So now I think I'm ready to be on
my own.” (Jared)

They also described the importance of caregivers coaching and teaching real-life
skills, as somewhat humorously described by one young woman:

“She [foster parent] taught me how to learn a snaky landlord when you see one. She taught
me how to read in between the lines. You know the landlord’s like... when I was supposed
to get my apartment and the landlord said to me, ‘It’s only a little bit of water damage in the
basement. So uh I could just knock off a couple dollars for her.” She was like, ‘Oh hold up!”
She was like, ‘That means when it rains it’s gonna flood.” That’s how she taught me to read
people’s facial expressions. She taught me uh, how to present myself. Like they teach you
how to present yourself in a job interview... She taught me, yeah, she taught me the little
things that people really catch on to. ... She’s teaching me everything. She taught me how
to iron. And she told me don’t ever touch starch again cause when I was done ironing my
pants could stand by themself. [Laughter] But she taught me stuff that... she didn’t just give
me everything I wanted. I mean they had a lot. She didn’t do it like that. She didn’t do her
own kids like that either.” (Tiara, 18 years old, 4 years in care)

The subtle skills that this young woman describes—presenting oneself, reading
cues, and intuiting a dishonest person—are things that parents either consciously or
unconsciously teach their children. Because these skills are critical for a transition
to successful independence, they are even more vital for youth in out-of-home care
who have limited social support.

In addition to talking about their experiences in out-of-home care, the youth
discussed the relationships they had with the child welfare system and its workers.
They talked about the behaviors and qualities that they felt were important in a
caseworker. A few mentioned the importance of their workers being honest with
them, even if the youth was going to be unhappy with the truth:
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“I hesitate in, like, saying that I would do this, because everything that your case worker
tells you is basically—they lie to you to make you happy. They say whatever they think you
need to say so that you don’t complain.” (Mara)

The youth also talked about how important it was to feel like their worker lis-
tened to them. Several discussed how they felt that their worker ignored or mini-
mized problems or sided with the family or residential staff. This left the youth
feeling unsupported and alone:

“This room was like a nice-size room for like one person. And she had, um, two beds in it,
so ... me and another girl. ...she ended up putting this room that was a nice size for one
person, ok for two people, put two bunk beds in it, so we ended up having three girls, and
with three girls in, like, one room, all of our stuff, like, it was just ridiculous and stuff like
that... I ended up getting moved because, like, I just started, like, acting out. I'm like,
you’re not going to listen to me, I'm doing what I’'m supposed to be doing, but I'm wrong
on either end. I’'m wrong when I’m in the house with her. I’'m wrong when I try to tell you
what’s happening and stuff like that. So, that’s when I got moved to the group home,
because, you know, it wasn’t working out there. But I found out six months, I think it was
6 or 7 months later, they terminated her as like, a foster parent, because of like, drinking and
all this other stuff, which I told them that before and nobody, like, listened to me, because
when they come, you sit down and you tell them everything’s fine, everything’s OK.”
(Daisy)

Some of the older youth are moving towards independence, and they highlighted
the absolute importance of learning life skills while in the child welfare system.
Many of the youth spoke favorably about their independent living program and
praised their workers’ efforts:

“They signed me up with like they help me sign up for college. They didn’t just do it for me.
They took me there to do it. Um... my first—when I got—when I needed money to get my
apartment they didn’t just give me it. You know they could have. They didn’t just give me
it. They helped me find a job to get it... You know what I mean? So it...it helped me out.”
(Roy, 19 years old, 4 years in care)

Finally, many of the youth did report having positive relationships with their
caseworkers and described the negative effect that workers leaving had on them.
Several talked about how difficult it was to form a relationship when they didn’t
know how long the worker would be around:

“Yeah, cause sometimes, they just be there for like, 3 months and they just happen to get
you, and then pass you on to somebody else, or they’ll be pregnant and they have to leave,
which you can’t really get mad at, it’s life, but ... I had a thing, for 3 or 4 months I had three
different caseworkers and they all said like the same thing. They all said they just wanted to
meet me and like, I was at practice and I had to leave practice early to come meet her and
she didn’t even stay, she stayed for like 10 min, and then like, I was mad about it ... I don’t
even have like one caseworker who was there for a while ...... but she’s probably the only
person that I could have a relationship with ... she was pregnant and then she came back,
she told me ... she said ‘don’t worry, I’ll be back, but you’ll have a couple replacements...””
(Brittney, 18 years old, 4 years in care)

“I had the same thing, so many caseworkers and stuff like that, and like, women, not all of
them, but like when they were there they were like “I’m here to help you,” and they showed
that they did care, but they didn’t stay long enough. My ... most of them I got were goin’
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back to school and they were leavin’ to go back to school.... But yeah, like, um, she, oh my
gosh, she was great. She was probably like the longest person besides the foster parents
that, um, helped me out, cause the caseworkers and the other therapists like you can’t, you
just can’t count on them, they’re here ... some of them are going to be here 100 % when
they are here, but they’re not gonna be here long enough...” (Tyrone)

Parent Experiences

Like the youth who are placed in out-of-home care, parents also experience a range
of feelings in the process of having their children removed from their care. Interviews
with parents receiving counseling services after having their parental rights termi-
nated revealed the parents’ expressions of sadness, anger, and frustration:

“When I was using [drugs] Evie was only two years old. I was having a hard time, trying to
keep us off the streets and trying to get money for meth. My boyfriend was abusive but I
thought he was good for Evie; he was always nice to her and brought her gifts, and her own
dad was long gone. When CPS got involved I was upset but I thought maybe it could help
us. They put her in foster care and I was a little glad at first ‘cause I thought I would just
have a break to get myself right. I missed her, though, and I tried to make all the visits but
it was tough because of transportation and my boyfriend and trying to get clean. I kept mak-
ing mistakes and using again but I wanted her back. I never really thought I could lose her,
you know. I mean, I am her mother, I gave birth to her, I love her even if I wasn’t giving her
the best life then. And then the state took her away for good and now what do I say if people
ask do I got any kids? ‘Cause I’'m not allowed to care for her no more and it eats my heart
out. I have to live with knowing that someone else is being her mother.” (Lorie, 28 years old)

Initially this young mother believed that she could use the time while her child
was in out-of-home care to get clean and to find healthy relationships. However,
similar to what Marcenko et al. (2011) have reported in their research, she lacked
the individual and social capital to get to her visits, and frequent relapses contrib-
uted to her loss of rights. She also poignantly described a form of unresolved grief
that isn’t easily addressed when a parent’s rights are terminated.

Parents with children in out-of-home care are often very angry about the removal
and feel hopeless about the resolution:

“It ain’t right the state can take your kids away. I have made mistakes but I know I am a
good mother. They didn’t give me any chance. As soon as they got involved I felt like they
were gonna take them from me all along, and what could I do about it? I had to take classes,
and make my house nice, and it was a lot to do. I ain’t ever going to be able to live in no
fancy mansion but I did my best. And I love my kids, you know? They tell me I cannot get
them back but I will get them back somehow.” (Ella, 32 years old)

“My kids shouldn’t have been taken in the first place. I never hit them or beat them or any-
thing. But DHS came and they ended up in foster care. I was so angry I didn’t want to do
what the worker told me. Why should I trust her after she takes my kids from me? So I
refused to go to their parenting classes and meetings because I did not want to deal with
those people. And they said I did not comply with their plan and it ended up a big mess. I
lost custody of my two youngest for all time. Those babies are out there thinking I didn’t
care enough about them to keep them, and that isn’t true. I was angry and felt like no one
listened to me, and then it only got worse. I don’t know if I am more mad at [the county
child welfare agency] or at myself.” (Queen, 36 years old)
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These two women did not feel that either the home conditions or their behaviors
created an unsafe environment for the children. In both cases the parents felt that
they didn’t have much of a chance with the child welfare system, and in the second
case, this lack of trust contributed to not doing the work needed to in order to regain
custody. The mother had a belated realization of how unwise this approach was in
the end. Engaging parents who are angry can be challenging, but the parents need
caseworkers to be kind but direct and encourage them to not give up, because their
children are depending upon them (Downs et al. 2009). Clark (2007) states that in
order to be effective when working with parents, workers must create the conditions
of desire, ability, reason, and need. Workers cannot take parental anger personally,
but should instead listen respectfully and try to channel the energy into a sense of
shared goals for bringing the children/youths home. Caseworkers should also try to
come to an agreement with parents on the tasks that must be accomplished in order
for this to occur. Workers also need to acknowledge the age, gender, and race barri-
ers that may be interfering with creating shared goals and a sense of motivation. An
accomplished caseworker illustrates this approach in the following excerpt from an
interview:

“The other one was an African-American male that, I guess he had been treated poorly
throughout his involvement with the agency and then it ends up on my desk and I'm like,
sir, my goal is to get your son home with you. He asked me a bunch of questions about who
I was and what my ethnicity was and I was open with him because you can’t really hide that,
and I said, it has nothing to do with, as far as I’'m concerned, with what my race is and what
your race is, my goal here is to get your son home. And this is how I want to do it, and this
is how I want to help you. And he had prostate cancer and I know more about prostate
cancer than I ever wanted to know in my entire life because he felt the need to share all of
this with me after we worked through our racial differences and the barrier that was there...
I understand that you love your son very much; I understand that you’ve had some poor
experiences with some previous caseworkers and I want you to understand that my goal is
to get your son home with you. And this is how I want to do it. And I said, are you agree-
able? And he said, yeah absolutely, I want my son to come home. And I said, well it sounds
like we’re talking about the same thing. And you know, the next court hearing is here, and
that’s when he started talking about his medical things and why he’s missed some court
hearings in the past was because he had to go to his doctors’ appointments and he had this
procedure done. So then I got the whole education about prostate cancer and prostate treat-
ment and [ ultimately got the kid home and put in a great in-home provider who was a male,
even though we didn’t have an African American male available at the time, it was a
Caucasian male, and he made a great relationship with dad and the son. And it’s actually
funny because I’ll see dad, he’s getting more elderly now, and he’ll be walking around the
[street] and he’ll come up to my car with his cane and wave and I'll be like, what’s up! And
he’ll ask, having a good day? And I'll say, yeah.” (Sharon, 43 years old, child welfare case-
worker for 16 years)

Caseworkers can also promote more productive interaction with parents by
encouraging parent—child visitation. Visitation not only helps to maintain the par-
ent—child relationship, but also gives parents the motivation to work on their goals.
In a seminal study, Fanshel and Shinn (1978) concluded that parental visitation,
particularly frequency of visits, was associated with discharge from out-of-home
care regardless of parental ethnic and religious status. Later research by White et al.
(1996) supported this early finding that increased social worker contact with parents
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of children in care was associated with more frequent parental visitation and
ultimately with a shorter length of stay. Research also supports the value of involv-
ing parents in the services that their children receive while in out-of-home care.
When children return home to live with their parents, behavior may escalate
(Bellamy 2008; Lau et al. 2003; Taussig et al. 2001). Therefore, having parents
involved in mental health and other services while their children are in out-of-home
care may provide some benefits for the children, such as a parent’s greater under-
standing of developmental needs and how this is impacted by trauma (Runyon et al.
2004). Parents, to the degree that is safe and possible, should also be encouraged to
participate in typical parenting tasks such as attending medical appointments,
school conferences, sporting events, and other events that are important to the child
or youth. This reinforces the parents’ continuing roles and parenting tasks, and it
helps the child to feel “normal,” the importance of which was a consistent theme in
the interviews with youth. Finally, the youth interviewed talked about the problems
and emotional distress associated with losing touch with their extended family
while in care. Often, it is the parent who maintains information about where
extended family is located. Building a relationship with the parents may be the best
way to keep children and youth connected to their extended families.

Summary

The youth who participated in the research were eloquent about the difficulties as
well as the positive aspects of living in out-of-home care. They were also quite
articulate about the behaviors and the qualities that are needed in child welfare case-
workers, youth care workers, and foster parents. These findings are consistent with
other youth alliance research (Manso and Rauktis 2011). Youth have identified that
workers, parents, or caseworkers who listen, are fair, are transparent, stay engaged,
and don’t give up are the people that they want to have a relationship with (Manso
and Rauktis 2011). Some of the youth observations about privacy and autonomy are
consistent with those of “typical” youth (Rauktis et al. 2011); however, other com-
plaints about the lack of relationships, being treated differently, stigma, and emo-
tional neglect are not normative experiences. Foster parents and youth care workers
have the potential to make an enormous difference in the lives of children and youth,
and child welfare caseworkers are the critical players in ensuring a safe and perma-
nent home as well as normal development. Some of the important roles that case-
workers play for youth in out-of-home care are:

o Establishing multiple relationships with the child/youth, birth parents, foster
parents (who may be kin), and staff and managing these relationships without
being triangulated or torn between different sides

* Family finding and trying to keep children in touch with family

* Engaging with “burned out” or disconnected family members

» Supporting, coaching, and supervising foster care parents in their work with the
child/youth and parents
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* Ongoing monitoring of the safety of the placement

* Ensuring youth well-being (physical, emotional, and social)

* Assessing youth for signs of trauma, depression, and other potential conse-
quences of maltreatment

* Supporting healthy development into young adulthood

*  Working towards permanency

Caseworkers also play a critical role in working with parents whose children are
in out-of-home care. While most of the same roles as in working with children and
youth apply, some additional roles for the caseworker when children are in out-of-
home care are:

* Building a positive relationship with the parents based on shared goals and
honesty

e Providing a bridge between foster parents and parents

* Accurately assessing and providing assistance with finding and accessing ser-
vices and supports for parents

* Encouraging, motivating, and supporting visitation while children are in out-of-
home care

* Ensuring that the parents’ perspective is known to others working with the fam-
ily, including the perspective of birth parents who may have lost their parental
rights

» Finding services that are consistent with parents’ cultural beliefs and practices

» Providing parents referrals to substance abuse and mental health treatment, ther-
apy, and income supports

*  When possible and safe, encouraging and assisting parents to be involved in the
services being provided to their children

Conclusion

This chapter started with two case studies of children placed in out-of-home care—
Dante, and the sisters Leah and Cecelia. Both were in out-of-home care due to
problems within their families. Dante was witnessing interpersonal violence and
drug and alcohol use by his parents and was at risk for being hurt or hurting some-
one in the home. Leah and Cecelia were removed from their mother’s care due to
her untreated mental illness, which was negatively impacting their safety and well-
being. In both cases, being removed from the family home was in their best inter-
ests, but as you now know, out-of-home care may not always be developmentally
sound, stable, or humane. So what can a social worker do to make sure that while in
out-of-home care, children and youth remain connected to their families, and that
their healthy developmental needs are addressed and their strengths supported?
Let’s go back to Dante and Leah and Cecelia to see what happened after they were
removed from their homes.
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Dante’s caseworker, Iris, persevered in building a relationship with him, even when he told
her that he “hated her guts” after she made the recommendation that he goes to a thera-
peutic wilderness camp. Iris’s supervisor told her that a child could still be connected to her
even when he/she was acting in ways that suggested otherwise. The supervisor helped Iris
see that Dante’s comments weren’t personal, but were instead a symptom of Dante’s anger,
experienced trauma, and anxiety about the placement—though the supervisor also said that
Iris should not tolerate disrespect. So Iris continued to visit Dante in his placements, driv-
ing 2 hto see him at the wilderness camp and often making more than the mandated monthly
visit. She followed through on her promise to help him remain in contact with his older
sister through his multiple moves. While Dante missed his mother, he reiterated his wish not
to be in contact with his parents, and Iris respected this decision. She visited him at all of
his placements and tried to respond to and advocate for his requests, such as when he
wanted to see his sister and the wilderness camp wouldn’t allow the visit. Iris suspected that
Dante was experiencing trauma symptoms from witnessing family violence, but Dante did
not want counseling, so she made herself available to listen when he brought up things from
his past. They laughed over his unfounded fear of bears out in the woods and celebrated
when he mastered algebra and log splitting at the camp. When she had to take a 12-week
medical leave, she let him know that she would be back and that another worker would be
covering for her. She contacted him when she returned. Little by little, they built a trusting
relationship. When it became clear that Dante’s permanency goal was going to be long-
term out-of-home care until age 18, Iris advocated for Dante to attend skills-based indepen-
dent living groups and to go into independent supervised living so that he would have some
preparation for life on his own. When he moved into his apartment, she, along with his
independent living worker, helped Dante find a microwave and some furniture. Iris hoped
that when he was ready, Dante would reconnect with his mother, and she also hoped that
when he came to this decision, he would ask her, his caseworker, for guidance.

Christine, the caseworker assigned to Paula and her daughters, already knew Leah and
Cecelia, since they had been active in her agency in the past. When she had to place the
girls in separate homes, she recognized that a big part of her job would be to keep them in
touch with each other, as well as their mother, and to support the girls’ normal develop-
ment. She also knew that as a caseworker, she needed to manage the relationships between
Paula and the girls’ foster parent, between the girls and their mother, and also to work with
the group home staff. Christine didn’t allow herself to get triangulated when Paula was
upset about how Cecelia’s hair was braided and demanded that Cecelia be immediately
removed from the foster home. She didn’t give in when the foster parent asked that Cecelia
not visit her mother anymore because she was “wild” when she returned home. She knew
that these were expressions of guilt (Paula), loss and grief (Cecelia), and frustration (foster
parent) and instead tried to get each of them to talk about their feelings. Christine arranged
for supportive therapy for Cecelia and 24/7 in-home crisis coverage for the foster parents.
They created “transition space” so that when Cecelia came back to the foster home after
visiting her mother, she could have a quiet but happy activity to ease her transition back
into her foster home. Christine monitored the relationship between Cecelia and the foster
parents, who became very fond of the little girl. She spoke with both Cecelia and Leah
about their options for permanency in order to ensure that their voices were heard in what
looked to be a protracted process; she decided that a referral to a guardian ad litem (GAL)
was needed. Christine visited Leah in the group home after school, so that she could ensure
that Leah was getting adequate care there and also making the adjustment from a fairly
independent lifestyle in which she had assumed parenting roles to a structured situation.
She also advocated for Leah to continue to play varsity high school volleyball, even though
the group home normally wanted all youth home immediately after school. An assessment
inventory of life skills and an interview with Leah’s counselor revealed that Leah aspired to
go to college. Christine referred Leah to an Independent Living skills coordinator so that
she could begin preparation. When Leah refused a referral for counseling, Christine made
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herself available to listen and gently encouraged her to journal her thoughts and emotions
and talk to one of the group home staff that she felt a connection with. Finally, she worked
with Paula. This wasn’t easy, since Paula was angry and grief-stricken about losing her
daughters, but Christine knew that she had to build a relationship because Leah and
Cecelia were bonded to their mother, as was she to them.

In fact, the primary motivation for Paula to improve her own mental health was the
welfare of her daughters. Knowing this, Christine referred Paula to an Assertive Case
Management Team (ACT) and communicated frequently with the ACT case manager so that
they were working together, rather than at cross purposes. The ACT manager worked tire-
lessly to create an alliance with Paula, and while she wasn’t able to convince her to take her
medication regularly, she was able to help her with obtaining services and financial sup-
port, thereby creating a more stable living situation. Paula also began attending some of the
behavioral health sessions that Cecelia was attending with her foster mother, and attended
school events. Christine sometimes felt discouraged, particularly at the 12-month hearing
when it was recommended that the permanency goals remain the same, but she continued
to work on the goals of maintaining family connections, supporting development, support-
ing the foster parent, and preparing Leah for young adulthood. Finally, with the help of the
GAL and the ACT worker, she was able to identify and engage some extended family mem-
bers who, while wary, were willing to be part of the girls’ network of support. A Family
Group Decision Making meeting was held to provide support for the family. With everyone
communicating and working together—professionals, extended family members, foster par-
ents, and birth parent—both girls were able to be safe and also maintain family connec-
tions. Equally important, Leah and Cecelia were both able, with some restrictions, to have
as normal a “home” experience as was possible, given their circumstances.

It is never easy when children are removed from the care of their parents and
placed into an out-of-home setting such as a foster care or group home. The parents
and the children who were interviewed in this study describe what it is like to live
in someone else’s home, lose contact with your family, or try but not succeed in
keeping your family together. Their voices are powerful, and they remind social
workers and other helping professionals that home and family are critical to our
identity. When being placed out of the home is unavoidable, social workers and
other helping professionals must ensure that the youth in their care are being

nurtured, supported, and connected to their families.

Questions for Discussion

are they different? Why do you think the differences exist?

policies that put youth suggestions from this chapter into action.

Imagine you are the social worker assigned to one of the two cases described. Do

arole play in which you are in charge of visitation for one of the children.

Draft a plan for one of the youth from the case studies that focuses on the goal of
keeping him or her connected to his or her family. Present the plan to another

student.

35

. In what ways are the restrictions that the youth in this chapter describe similar to
“typical” youth complaints about restrictions imposed by parents? In what ways

. Imagine you are the administrator of a group home for older youth. Draft three
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Chapter 3
Family Engagement Strategies in Child
Welfare Practice

Helen Cahalane and Carol M. Anderson

Abstract Engagement with families involved in the child welfare system is chal-
lenging for even the most seasoned professionals. Effective engagement can become
compromised by the complexity of legal mandates, the crisis nature of the work, the
economic and social challenges faced by children and families, an often critical
public, and less than optimal agency staffing patterns. Opportunities to impact the
lives of children and families in crisis, to improve a family’s capacity to care for
their children, and to enhance a young person’s options for permanency rest upon
the ability to engage clients in a meaningful partnership. Workers who operate from
a strengths-based, solution-focused perspective are able to see opportunities for
change in even the most complicated family situations and understand that estab-
lishing a meaningful connection is the first step in addressing difficult life issues.
To effectively engage families as partners, child welfare workers must be pre-
pared to share power, ask for and use feedback, and see themselves as coaches or
mentors who stand beside families and not in front of them. The skills that are
required include the ability to suspend quick judgments, recognize one’s own frame
of reference, respect differences, and anticipate challenges. Family engagement
practices such as Family Group Decision Making and Family Finding can help to
transform the child welfare system of care from one of legal authority over families
to one of partnership with families. As these practices mature and become more
widely disseminated, one measure of success will be the adoption of the core prin-
ciples into a community philosophy. Integration of family engagement practices

H. Cahalane (<)

Child Welfare Education and Research Programs, School of Social Work,
University of Pittsburgh, Pittsburgh, PA, USA

e-mail: hcupgh@pitt.edu

C.M. Anderson
Western Psychiatric Institute and Clinic, School of Medicine, University of Pittsburgh
Medical Center, Pittsburgh, PA, USA

H. Cahalane (ed.), Contemporary Issues in Child Welfare Practice, 39
Contemporary Social Work Practice, DOI 10.1007/978-1-4614-8627-5_3,
© Springer Science+Business Media New York 2013



40 H. Cahalane and C.M. Anderson

into traditional child welfare services can provide families with opportunities to
assume control of their lives, as well as more options for child welfare professionals
to engage in supportive interventions that are likely to increase job satisfaction.

Keywords Family engagement ¢ Strengths-based ¢ Solution-focused ¢ Family
Group Decision Making ¢ Family Finding

Introduction

The child welfare field has become increasingly focused on the importance of strengths-
based, family-centered practices that engage families as partners in determining what
is best for themselves, their children, and their communities (Altman 2005; Antle
et al. 2012; Berg and Kelly 2000; Dawson and Berry 2002; Yatchmenoff 2005). After
decades of operating from the patriarchal, deficit-based perspective that once perme-
ated human service systems, child welfare practice has become more inclusive of
models grounded in ecological systems theory, family support and empowerment
principles, respect for cultural differences, and solution-oriented approaches to care.
While practice based upon collaboration, mutual decision making, and social justice
is in keeping with core social work values, operationalizing these principles has not
always been an easy task within the child protection system. Effective engagement
with families can become compromised by the complexity of legal mandates, the
crisis nature of the work, the economic and social challenges faced by children and
families, an often critical public, and less than optimal agency staffing patterns.
Child welfare professionals must keep in mind that families typically enter into
the child welfare system with a sense of apprehension, inequality, and mistrust.
Findings from studies exploring engagement with child protective services high-
light an intimidating, difficult, and stressful experience for both youth and families
based upon personal as well as systemic factors (Altman 2005, 2008; Dale 2004;
Diorio 1992; Dumbrill 2006; Haight et al. 2002; Spratt and Callan 2004). Despite
shifts in philosophy and operational procedures, perceptions and attitudes related to
involvement with the child welfare system are difficult to change. Influenced in part
by past experiences, stereotypes rooted in negative portrayals of child protection in
the media, stigma, or perceptions of social control, families are often less than posi-
tive about their interactions with child welfare organizations. Additionally, families
and child welfare professionals often have different views of their work together.
In a study of service users’ views of child protective services, Buckley et al.
(2011) found that youth and families experienced child welfare involvement as
coercive, despite management reforms and efforts to assure family and youth
participation in meetings and service planning. Previous studies examining the con-
gruence between professional and client perceptions of therapeutic interventions
have found that professionals believed there was a greater therapeutic alliance
than did the client and that the professionals did not question their assumptions
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(Bickman et al. 2004). Differences in perception between professionals and family
members have also been noted in studies examining specific family engagement
practices in child welfare (Rauktis et al. 2011), suggesting that practitioners may
need to check in periodically rather than assuming that families feel empowered and
that their needs are being met.

Mallon (2011) observes that meaningful family engagement in child welfare
services is “...still relatively new compared to other well-established modes of
practice” (p. 5). While involvement with the child welfare system occurs as a result
of many factors related to child safety, child and family well-being, and perma-
nency, there exists a unique opportunity for engaging with families in a partnership
focused on solutions and change. The following section describes the basic ele-
ments of family engagement and reviews some of the challenges specific to engage-
ment within child welfare services. Practical advice is provided to frontline child
welfare professionals who must balance the mission of child protection with a com-
mitment to promote family empowerment and self-reliance. A description of two
family engagement practices follows, concluding with recommendations for shift-
ing service delivery within the child welfare system in order to better support fami-
lies in making decisions about their lives and those of their children.

Engaging Families in the Context of Involuntary
Child Welfare Services

Engaging families in any type of service is challenging, since each individual mem-
ber has a unique perspective about the family’s problems and what should be done
about them. Engagement in child welfare services is particularly difficult because
most families have not asked for help and the process is frequently involuntary and
adversarial. In most cases contact between child welfare and families begins during
a crisis that involves judgment of the parents’ behaviors and potential changes in
child custody. Parents may feel that their own struggles with poverty, trauma, sub-
stance abuse, and mental health disorders are unappreciated as the child welfare
system works to rescue their children from their inadequate or even destructive care.
Yet many of these parents have their own history of serious trauma and loss, in addi-
tion to a history of negative encounters with social service systems that have left
them feeling defensive, intimidated, and disrespected (Buckley et al. 2011). When
they are approached by someone who has a mandate to evaluate their competence
and focus primarily on their child’s needs, it isn’t surprising that their response is
often one of anger and fear. It also isn’t surprising that they become defensive and
noncompliant, reactions that further contribute to the risk of their child being
removed and their parental rights terminated (Dawson and Berry 2002).

It is in this threatening context that child welfare workers are faced with the
complex task of forming a therapeutic relationship that will help families make dif-
ficult changes. Not only must workers confront the universal tendencies of all
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families to resist change and resist being influenced (Anderson and Stewart 1982),
but they must do so while they are representing a powerful system that has a man-
date to evaluate family behaviors and impose changes on the way family members
live their lives. It is difficult to even imagine how threatening early encounters with
child welfare must be to parents who fear they could lose their children. Any defen-
sive or resistant response they have should be seen as completely reasonable.
Effectively engaging them requires time and sensitivity, not an easy task for workers
with little time and a conflicting investigative mandate.

To begin the process of engaging a family, it is important to understand all of the
likely emotional reactions that will make engagement difficult. Attributing the prob-
lems of engaging family members in services solely to their fears, anger, or lack of
motivation is an oversimplification of the problem. The procedures of child welfare
programs, as well as the characteristics, biases, and assumptions of workers, will
also make it more difficult to develop a helping relationship between a worker and
a family. In addition to understanding the families’ reactions and defensiveness, to
effectively engage families, workers should learn to appreciate the barriers gener-
ated by the child welfare system and their own personal biases. This broader sys-
tems perspective will help to reduce the adversarial nature of the process and
decrease tendencies to simply blame families (Dawson and Berry 2002). It will also
help workers prove that they are not the enemy. The following section will review
the barriers to engagement produced by the characteristics of each of these three
system components and suggest strategies for minimizing their impact.

The Characteristics of Families

Most of the families seen by child welfare professionals will be a challenge to
engage. They are likely to have had past negative experiences with social service
agencies that will make it difficult for them to accept help from the average worker
whose values, belief systems, experiences, and own family history will most likely
differ from their own. They will see workers as representatives of society’s power
structure, there to judge them and hold them responsible for the problems of their
children. In short, they will be resistant because they have a lot to lose. As child
welfare workers become involved in their lives, they will be resentful because their
parenting has been questioned and almost certainly will deny that a child welfare
investigation is necessary. To be prepared to intervene effectively, it is important not
to dwell on the fact that families resist investigation, but to think about how and why
they are resisting.

Families often already have a history of having been disenfranchised by poverty,
immigration, race, culture, or other factors. The stress of poverty itself accounts for
many of the problems in parental functioning and poor child outcomes (Berger
2007; Crosier et al. 2007; Edin and Kissane 2010; Zahn and Pandy 2004). Families
who enter the child welfare system usually live in troubled communities, are
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disproportionally exposed to stressful life events, and possess fewer resources to
manage these life events. A high percentage will be single parents trying to manage
children alone, and many of these parents come with their own history of trauma,
neglect, and loss that makes parenting difficult (Haight et al. 2005). Many house-
holds will be unstructured, unpredictable, and even chaotic, factors that appear to
contribute to engagement difficulties (Perrino et al. 2001).

A disproportionally high number of families will be racial and ethnic minorities
and, given that there are fewer minority child welfare workers, more workers will
need to find ways to engage across the cultural divide that breeds distrust and mis-
understanding. In addition, many parents of all races and cultures will have a history
of negative interactions with public agencies. They will have had experiences of
being disrespected by schools, landlords, and a range of other external authorities.
Some will be “known to child welfare” with generations of involvement with child
welfare systems and intergenerational patterns of abuse/neglect/poverty. These
interactions will have left them acutely sensitive to threats to their autonomy and
signals of disrespect. For many parents, their ability to provide good child care
under these strains will be further compromised by depression (DeGarmo and
Forgatch 2005; Feder et al. 2009), a condition for which they are reluctant to seek
help for fear that receiving mental health services will be seen as evidence of their
inadequacy. They believe the system will not appreciate their ability to survive
while managing the daily hassles of poverty and the stresses of living in dangerous
neighborhoods (Ceballo and McLoyd 2002).

Characteristics of the Child Welfare System

Child welfare systems have a legal mandate to protect children by investigating
reports of potential abuse and neglect, making decisions about custody, and devel-
oping a safety plan within a specified time frame. This mandate indirectly places the
needs and concerns of parents in second place, making it difficult for workers to
simultaneously engage parents, allow them to be part of the decision-making pro-
cess, and demonstrate that there is something about the process that will also help
them (Olson 2009). Child welfare workers often start with the disadvantage of hav-
ing the reputation of being “baby snatchers,” making their attempts to engage fami-
lies in services a difficult task. The engagement difficulties exacerbated by the
system’s reputation and mandate are further compounded by agency rules and pro-
cedures that drive the system, making it less responsive to the cultural and commu-
nity perspectives of families in crisis.

Low salaries and high caseloads often leave child welfare professionals discour-
aged, overwhelmed, and having to react to crises rather than thoughtfully respond-
ing to client needs. The Child Welfare League of America (CWLA) places the
national caseload standard at 15 cases, but staff shortages and turnover often leave
workers with at least twice as many cases, allowing them to accomplish little more
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than superficial work. Their enthusiasm for engaging difficult clients can diminish
when they feel they are providing minimal services, yet are required to document
these attempts to help with endless paperwork (Magennis and Smith 2005; Smith
2009). Some workers describe themselves as having to place band-aids on prob-
lems rather than being able to provide serious help. The supervisors assigned to
support workers in managing their multiproblem caseloads can often do so only
after they have ensured the completion of legal forms and administrative paper-
work. Following all the rules leaves even the most dedicated workers with little
time to individualize care and create unique and relevant intervention plans for the
families they see. All of this means that despite theoretical support for child welfare
agencies to maintain a strengths-based and systemically focused approach, it is a
challenge for workers to hold on to these concepts when the system itself is part of
the problem.

Characteristics of Caseworkers

Most workers begin their careers in child welfare with good intentions, earnestly
wanting to be helpful to the children and families they see. However, many also
enter the field with no training in social services or related fields. This means they
may begin with little preparation for understanding the impact that different cultures
and communities can have on their clients and the difficult lives of the impoverished
families they will see. Those without a social work degree are unlikely to have much
training in the professional value of confidentiality nor in the nuanced skills of
“starting where the client is” (Perlman 1957) and engaging the client. Even workers
with a background in the social sciences often come with a full range of biases and
assumptions developed in their particular culture and family of origin, which can
get in the way of engaging families in services. How much workers understand the
impact of their own family of origin in terms of what they are likely to perceive as
“normal,” and what they are likely to miss, will determine in part how helpful they
can be. Biases are inevitable; the only questions are whether workers are conscious
of them and how much those biases are imposed on clients.

In child welfare, workers often find themselves primarily exposed to the values,
traditions, and experiences of clients from races, cultures, and classes that differ
from their own. Their personal characteristics will, in part, determine how their
clients perceive them, with such things as age, gender, and race influencing how
acceptable they will be to any given family. For instance, when workers are young
clients may not see them as having sufficient life experience to appreciate their
problems. Workers who are male may have the challenge of being seen as unlikely
to understand the problems of a single mother raising children on her own. Workers
of another race, class, or culture may be seen by clients as not able to understand
their differing social and cultural experiences and worldviews. Whatever the specif-
ics, workers often struggle with maintaining and communicating a respect for
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differences and appreciating their impact. Without the skill to bridge differences,
they will always be seen as outsiders representing a system that does not understand
the complicated lives of the clients they serve.

Many of the mistakes beginning and even experienced workers make with clients
fall into the category of “microaggressions,” largely unconscious insults or demean-
ing messages sent by well-intentioned workers who do not even notice their impact
(Sue 2010). While the term originally referred to the negative, demeaning behaviors
and messages of whites addressing minorities, such messages can be sent by child
welfare workers of any race to any of their disenfranchised clients. Even well-
meaning attempts to be empathic can be perceived by clients as evidence of insin-
cerity, criticism, and condescension. Personal views of desirable or normal behaviors
imposed on disadvantaged clients unwittingly demonstrate a lack of respect for the
clients’ approach to their problems. What makes these small negative communica-
tions so powerful and damaging, particularly to the process of engaging, is that they
are rarely discussed or acknowledged. Workers may continue to believe they are
doing everything they can to engage families, yet continue to behave in ways that
clients find disrespectful and that signal to clients that their differences are evidence
of class, cultural, or racial inferiority.

There are a range of other attitudes and behaviors that act as barriers to engage-
ment. Underlying negative beliefs regarding single parenthood, public assistance, or
working mothers can influence a worker’s perception of disadvantaged parents try-
ing to manage on their own. Those who assume a child rescue approach that empha-
sizes family deficits are more likely to alienate parents who may have themselves
been raised in neglectful and abusive homes and who have a full range of other
presenting problems (e.g., substance abuse, parental mental health issues, poverty,
single parenthood). And while removing a child from his or her family home may
sometimes be necessary, workers who assume this as their primary role have diffi-
culty establishing the kind of relationship that makes parents receptive to working
to improve their lives and their parenting. Views like these are not helpful in engag-
ing parents and helping them more effectively manage their children.

Barriers to engagement are also generated when workers approach parents with
conceptual frameworks that emphasize “pathology.” These views limit the workers’
ability to be empathic and cloud workers’ appreciation of the difficulties parents
face. Labeling parents “dysfunctional,” “manipulative,” “resistant,” or “noncompli-
ant” leaves workers less likely to appreciate concurrent parental strengths. Even if
parents have serious limitations, they rarely want to be bad parents. Rather, they are
overwhelmed or simply lack the necessary skills for good parenting. Emphasizing
pathology decreases the chance of engaging them and impairs their motivation to
work on necessary changes.

Finally, all of these barriers are likely to be exacerbated over time when child
welfare professionals have developed fatigue or burnout. If they are exhausted by
the difficulty of the cases they see, if they have lost the necessary enthusiasm to
engage clients, and if they are frustrated with the administrative tasks of the job,
workers end up jaded and “running on empty.” They can become more critical, less
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aware of how they are imposing their biases, and more hopeless about their own
abilities. Their lack of the energy and compassion for clients makes it difficult for
these workers to reach out to families and provide the help they need.

Strategies for Engaging Families

Gallagher et al. (2011) describe features of family engagement in child welfare
services, such as initiating dialogue with family members about how they view their
problems and what they see as solutions, supporting family members to participate
in meetings, giving due regard to the views of both parents and children, and taking
different communication styles into account. All of the specific strategies of
engaging families that follow are based on these principles and the fundamental
goal of creating a respectful climate. Despite the adversarial nature of the child
welfare worker’s role, this basic respect will allow families to begin to feel that the
worker has some understanding of them and their issues, cares about their needs,
and can be trusted.

1. Weave attempts to engage into initial investigations. As noted earlier, families
are inevitably anxious and defensive in their first contacts with the child welfare
system. Whether or not you are the person who must do the initial investigation,
in your first contacts it is important to adopt the classic social work principle of
starting where the client is (Hepworth et al. 2010). This means your first goal is
to decrease their anxiety, even while you work to gain the needed information
about the child who is the subject of the referral. If you begin with a bit of neutral
conversation, you may decrease the formality of the encounter, making the fam-
ily feel just a little less upset.

Next, turn to efforts to build trust. It is important to acknowledge what all
parents know: that the worker’s first imperative is assessing for child safety.
Moving on to find ways to express concern about the needs and problems of the
parents helps to build a level of trust. Honesty builds trust, even when it involves
things parents don’t want to hear. Relationship building also involves expressing
empathy about how difficult it must be for parents to be involved in the child
welfare process. None of these efforts will automatically eliminate a family’s
distrust, but gradually you can work to balance the necessary tasks of child pro-
tection with care and concern (Buckley et al. 2011; Jack et al. 2005).

If by the end of the first meeting you are able to communicate at least some
understanding of what has contributed to the family’s contact with child welfare,
what caused someone to refer them to services, and how they feel about this, you
will have the beginnings of a connection. Your humanity will have begun to
soften what would otherwise be a thoroughly coercive and hierarchical process.

2. Orient families to the process and the power differential. Providing information
increases predictability and decreases anxiety, so it is important to tell a family
about the child protection process and to put in context exactly what is going to
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happen, even when parts of the process may be threatening (Altman 2008). No
matter how well-meaning you are, no matter how much you want to help, you are
also an agent of social control with the power to remove children from their par-
ents’ care. Families have a right to be suspicious of you and of the process. To
establish trust, it helps to be honest about this fact and be prepared to address it
openly. It is the elephant in the room. An honest relationship is complicated, but
it will be the most important factor in engaging child welfare clients.

Provide information about the processes of child protective services and why
they exist, the interventions you must make, and the reports that must be filed.
This is also a good time to empathize about the family’s feelings of being judged
and coerced. You can say such things as, “They can tell you we have to work
together, but they can’t tell you everything you have to work on. How can we
best use the time we have to help your family?” This gives you the chance to let
clients know that there is something in it for them. If they or their friends have
had experiences with the child welfare system in the past, asking about those
experiences will provide you with opportunities to clarify how you hope this
experience will be different or at least to commiserate with them for having to go
through it another time.

Without giving up your authority, you can begin to share some power with the
family. Begin to collaborate by offering parents the chance to ask questions and
ensure that those questions are answered respectfully. The more you can share
power, the less the family will resist and fear your influence; emphasize the fact
that they still have some control and autonomy. While you must acknowledge the
involuntary aspects of the relationship, you can work to collaboratively establish
an explicit agreement to work together on specific, realistic, and mutual goals.
For instance, as you discuss the possible goals of working together, make it clear
to families that you are interested in making sure there is something in it for them
(Altman 2008; Rooney 2009). As you help families choose their goals, it is
important to remember that your mandate to help does not include the right to
critique everything about how they live their lives. Not everything can and should
be fixed, so keep your goals realistic.

3. Expect challenges to your ability to help without taking them personally. In addi-
tion to decreasing a family’s defensiveness, it is important to decrease our own
tendencies to be defensive. It’s easier to tolerate challenges to your competence
if you see them as normal and inevitable. Clients beginning to engage in any sort
of services tend to question the personal and professional credentials of those
offering them, and encountering suspicions about the potential helpfulness of
child welfare services is almost a given. Involuntary clients feel intimidated and
stressed and need reassurance. They will have concerns about you whether or not
they express them overtly. Expecting skepticism from your clients will help you
to respond to ambivalent or angry clients without becoming defensive. Instead,
you can focus your efforts on listening to their concerns and demonstrating your
understanding.
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Most parents will be less concerned about your degrees and training and more
concerned about your life experience and ability to empathize with their situa-
tion. So, in advance, think about which of your characteristics might provoke
questions. For instance, young workers are likely to be faced with personal ques-
tions about their age and whether they are parents. Older workers may be more
likely to be asked about whether they have encountered similar kinds of
challenges and perhaps what keeps them doing child welfare work. In either
case, what parents really want to know from any worker is whether he/she under-
stands how hard it is to raise children and has enough empathy for the parent’s
situation to help. Refusing to become reactive or put off by client challenges will
allow you to establish a beginning relationship that can be a helpful foundation
for working with parents over time. The point is that if you decrease your own
anxiety, you will have greater freedom to focus on client needs.

4. Adopt a strengths-based, collaborative family perspective. Engaging families in

child welfare services involves coping with and minimizing the tremendous
pressure to focus on family deficits, making it particularly important to add a
focus on strengths as soon as possible (Child Welfare Information Gateway
2010; Ferguson 2001). Strengths exist even in the most troubled families, and
including a focus on them will help to avoid exacerbating family resistance and
defensiveness. It will also promote hope in parents that they have the power to be
better parents to their children. A focus on strengths begins by accepting that
there are many ways to live and raise children successfully and many varied fam-
ily structures that manage to do so. Whether a family structure involves a young
single mother, gay parents, or a grandparent raising a child, that family can pro-
vide the love, limits, and values a child needs. A focus on family strengths will
allow you to mitigate the impact of system challenges (i.e., bureaucracy, legal
mandates) by using the relationship as a bridge between the child protection
system and the needs of the family.

. Work to be culturally proficient. We all like to think we are good human beings

devoid of racism, sexism, and judgmental attitudes, but the truth is that we all
have a tendency to distrust people who are different from us in any way. We
could all spend the rest of our lives increasing our ability to be culturally profi-
cient and there would still be work to do. The families that workers encounter in
child welfare are particularly sensitive to signals of what you don’t know and
understand and what you don’t respect. They will have been through it all before.
The key first step in learning to understand and accept family structures, ethnici-
ties, and racial groups that are not your own is to consistently work at noticing
the differences between you and your clients. You can’t learn to accept differ-
ences if you pretend they don’t exist. You also can’t learn everything about every
specific way families differ, but you can learn that there are worldviews and
lifestyles that are not like yours that you should respect. There are many realities
and, as Watzlawick (1993) noted, believing there is one reality is the most dan-
gerous of all delusions.
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The second step in increasing cultural sensitivity is to learn to avoid assuming
that you understand what differences mean to your clients, including their views
of their problems, their children, and what they see as appropriate solutions. The
third step is to set up a routine of asking questions that will allow your clients
to teach you what you need to know. This means carefully listening to how
clients respond to your questions, but also listening to what their responses tell
you about their concerns, priorities, values, and life views (Altman 2008). As
you practice these approaches, you will engage families in more culturally sen-
sitive ways.

6. Ask for and accept feedback about the agency and you. You should ask clients
about their experiences with the child welfare process and with you personally,
consistently soliciting feedback that will correct inevitable misunderstandings
and assumptions. Regular requests for honest feedback require listening to nega-
tive perceptions rather than implicitly sending the message that they need to
reassure you how caring you are. If you ask for feedback and listen to what your
clients have to say, they will educate you. Listening to their feedback will allow
you to demonstrate receptivity and respect for their views and let them know
what collaborating in the process could do for them. You should work to be hon-
est and straightforward, but never make promises that you can’t keep.

7. Strive for a broader view of family systems. Adopt and maintain a perspective
that looks at the behaviors of families in the larger context of their extended
network. Widening the lens will allow you to see both sources of stress and
hidden resources that can be recruited to help families cope more effectively.
Even if you are available to provide immediate help, there is a limit to how
much you can do if you see only the problems of a distressed nuclear family or
the limited resources of a single parent and child. A broader perspective of the
family’s network will help you discover others who may be important resources
and those who may be currently missing but who are possibly available to be
helpful.

You can’t mobilize a network you don’t know is there, so it is important to
ask families who they rely on, who they turn to for support, and who is missing
or has become disconnected. You can nurture a parent’s long-term support
system in ways that will help them to keep their children and raise them effec-
tively. Extended family, particularly grandparents and other kin, can provide
webs of supportive connections that will allow respites from stress and improve
parenting. Particular attention should be given to finding ways to include
uninvolved fathers in the family when at all possible. Many fathers, including
those who are incarcerated, desire involvement with their children but simply
don’t know what to do (Dyer 2005). Helping mothers to explore the possibility
of reinforcing the father—child bond offers hope for better relationships
(Johnson 2001).

8. Maintain your morale. Despite the nationwide movement to empower child pro-
tective service workers and families (Hewitt et al. 2010; Mosley and Smith 2004),
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over time it is easy to become jaded and drained by the difficulty of the job. In
some cases your own emotional reactions to clients can cause fatigue. Workers
who want to help may tend to fear or react negatively to families with multiple
problems and needs, because they feel incompetent or unable to do all that is
necessary to help them. It is also exhausting to keep reaching out to clients in
trouble if you believe the trouble they have is their own doing. Morale is also at
risk for relatively inexperienced child welfare workers when supervision is
administrative or task focused and doesn’t address the complicated clinical
issues they face in the field (See Chap. 10).

It is crucial to find ways to nurture your own well-being and to manage the
secondary traumatic stress that often occurs with child protection work (See
Chap. 9). Secondary traumatic stress refers to symptoms of increased arousal
and/or avoidance following exposure to traumatic material (Figley 1995). Child
welfare work, in particular, has been found to be a strong predictor of secondary
trauma as a result of the frequent, ongoing contact with the consequences of
multiple forms of violence against children (Sprang et al. 2011). It helps to learn
the skills that will provide increased confidence in your ability to do your job, to
learn to set boundaries with clients, and to find ways to get social support from
colleagues and supervisors. It is also important to spend time with your own
network and family to maintain a balance that will help to combat burnout (Smith
et al. 2007).

Summary

Working in child welfare is challenging, involving large caseloads with daily
exposure to families in upsetting situations and overwhelming crises. Not surpris-
ingly, many workers experience trauma secondary to these experiences.
Furthermore, most families engaged in the child welfare system distrust and
resent the system and may project similar emotions toward their worker. However,
despite the barriers introduced by the involuntary nature of the system, the biases
of workers, and the characteristics of the families needing services, it is possible
to successfully engage families in a helping relationship. By focusing on family
strengths, seeing resistances as normal, developing open channels of feedback
and communication, and working to develop an overall respect of differences of
all kinds, child welfare practitioners can engage families in a collaborative
process.

Avoiding coercive and adversarial encounters will make it possible to create
relationships that are acceptable to even very resistant families who come into
contact with child welfare services. Forming a working relationship with parents
under stress requires an awareness of the potential barriers that are likely to arise
from all parts of the system, including behaviors and attitudes of workers and the
policies and procedures of the child welfare organization. It is absolutely crucial to
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account for and address these barriers that contribute to family reactivity.
Recognizing that you and the system in which you work will also provoke resis-
tance or barriers to engagement will allow you to be more sensitive to the impact
of your biases and the obstacles to trust often produced within bureaucratic
organizations.

Promising Family Engagement Practices in Child Welfare

This section describes Family Group Decision Making and Family Finding, two
models of child welfare intervention that contribute to effectively engaging child
welfare populations while facilitating connections between children and their fam-
ily network. Both models have common goals: supporting families to meet their
needs, helping families to maintain a connection among themselves and their com-
munities, and empowering families to provide the best possible care for their chil-
dren. The origin, theoretical base, key elements, method of delivery, and evidence
base for each practice are discussed, along with the essential elements of change. It
is important to keep in mind that these practices involve specific processes as well
as an overarching orientation to working with families in the child welfare system.
The following core characteristics are common to both practices:

e Systemic focus

o Strengths-based, solution-oriented perspective
¢ Empowerment

* Collaboration and partnership

* Sharing of power by families and professionals
e Cultural relevance and respect for differences

* Emphasis upon the perspectives of youth and family members
» Skill development and enhancement

e Strengthening of social networks
 Interagency cooperation

* Concrete, written plans of action

Family Group Decision Making

Family Group Decision Making (FGDM) is a process by which families, mem-
bers of the family’s informal network, relevant community members, and repre-
sentatives of the child welfare agency join in collaborative planning for children
and youth who require protection or care. FGDM can be initiated at any point in
the service pathway and at any time when critical decisions about a child’s
safety, permanency, or well-being are needed. While FGDM is targeted toward
children and adolescents ages 0—17, local policies and practices vary regarding
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the inclusion of children younger than age 12 in FGDM meetings. The child’s
developmental stage, level of maturity, and wish for inclusion, as well as paren-
tal concerns, all contribute to decisions about the extent of the child’s inclusion
(California Evidence-Based Clearing House for Child Welfare 2012b; Merkel-
Holguin 2003; Pennell 2005a, b). Although the focus here is on the use of
FGDM in child welfare, FGDM is utilized in other child-serving systems as
well. Juvenile justice, schools, programs focusing on self-sufficiency, and the
mental retardation and mental health systems also implement the practice.
FGDM has also begun to be used to address concerns in the aging and adult
probation systems.

Origin and Theoretical Base

Family Group Conferencing (later known as Family Group Decision Making)
was first legislated in New Zealand after protests of the indigenous Maori tribe
against the European-based child welfare system (Hudson et al. 1996). The
Children, Young Persons and Their Families Act of 1989, a progressive child
welfare and juvenile justice policy, created the “family group conference” as a
formalized mechanism for bringing family members and government officials
together to work toward common goals of child protection and community cohe-
siveness. The intent of the legislation was “to promote family group responsibil-
ity, child safety, cultural respect, and community—government partnerships in
place of expert-driven intervention” (Hassall 1996 as cited in Pennell 2005a, b,
p. 3). Central to this social and political movement was the recognition that insti-
tutionalized racism and paternalism affected the child welfare system in ways
that were destructive to the children and families it was designed to serve
(American Humane Association 2008). Since this time, FGDM has spread to
other parts of the world and is now practiced in Europe, Canada, Australia, and
the United States.

Family Group Decision Making began in the United States in the mid-1990s.
Although some local practices vary from the New Zealand model, derivatives of
family group conferencing all have central core elements of bringing family
members and their supports together with child welfare professionals to plan for
children. Unlike in New Zealand, FGDM in the United States is not mandated
by law. However, statutory and policy support for FGDM and other family
engagement approaches has been identified in at least 15 states and the District
of Columbia (American Humane Association 2009), and recent federal child
welfare legislation has bolstered support for the practice. The passage of the
Fostering Connections to Success and Increasing Adoptions Act (H.R. 6893/P.L.
110-351) in 2008 increased resources for FGDM through the provision of spe-
cial grant funding for services that promote family connection, community
involvement, and family decision making in children’s lives. Family Group
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Decision Making and Family Finding (discussed later in this section) are two
key child welfare practices supported in the Fostering Connections legislation.

Empowerment theory (Maluccio and Daly 2000; Pennell 2005a, b; Rapport
1987) provides a theoretical framework for FGDM. Empowerment is both a value
orientation and a process. The essential elements include exerting influence and
control over decisions that impact three areas: one’s life, the functioning of organi-
zations, and the quality of life within a community (Zimmerman 2000). Also cen-
tral to FGDM are the strengths-based (Saleebey 1997) and person-in-environment
perspectives (e.g., Appleby et al. 2007; Hartman 1988) that guide social work prac-
tice. The construct of empowerment and the strengths-based perspective share the
basic assumption that all individuals have inherent strengths, competencies, and
capabilities. Burford (2000) and Pennell (2005a, b) expand the theoretical frame-
work for FGDM to include restorative justice, cultural inclusiveness, and participa-
tory democracy. Restorative justice approaches assume a democratic process of
non-domination, democratic deliberation, mutual caring and respect, and fairness in
conflict resolution (Burford 2000, p. 16). Cultural inclusiveness involves the aware-
ness of one’s own preconceptions and the openness to learning from those who are
culturally different. Participatory democracy denotes the process by which family
participants build a consensus through collaborative planning (Pennell 2005a, p. 7).
All of these elements contribute to the process that occurs in the family group
conference.

Key Elements

Family Group Decision Making is a collaborative process between family mem-
bers and child welfare professionals for addressing concerns for child safety,
identifying what may be contributing to the presenting issues, and developing a
plan of action. It can also be used to address well-being and permanency issues
and is used frequently for the purpose of transition planning. This deceptively
simple process is not only a practice of bringing professionals together with
important individuals in a child’s life in order to develop plans; it also represents
a philosophical shift in how to work collaboratively with youth and families in the
child protection system. The practice of FGDM requires the relinquishment of
control by professionals who have typically assumed a directive stance in working
with clients receiving child welfare services and the sharing of power (Rauktis
etal. 2011).

Family Group Decision Making is based upon five central values: safeguarding,
family voice, worker accountability, community involvement, and consensus
building (Pennell 2005a, b). A guiding metaphor of FGDM is “widening the cir-
cle” (Pennell and Anderson 2005), which refers to developing family leadership,
cultural safety, and community partnerships in order to provide safety and protec-
tion to children, youth, and families. Widening the circle frames FGDM as a
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Table 3.1 Key principles and practices of family group conferencing

1. Build broad-based support and cultural competence
(a) Wide range of community and public organizations
(b) Partners retain roles and responsibilities
2. Enable coordinators to work with families to organize their conferences
(a) Coordinators respect families and communities
(b) Primary role of the coordinator is conference organizing
(c) Culture and practice considerations
(d) More family members than professionals
3. Have the conference belong to the family group
(a) Hold conferences in a place that fits the family’s culture
(b) Give clear reasons for holding the conference that professionals and families understand
4. Foster understanding of the family and creativity in planning
(a) Invite different sides of the family
(b) Broadly define who is “family”
5. Help participants take part safely and effectively
(a) Prepare family group and service providers
(b) Build in supports and protections
(c) Arrange transportation and childcare as needed
(d) Ask providers to share concerns, knowledge, and resources, but not dictate solutions
6. Tap into family strengths in making a plan
(a) Ensure that the family group has private time to develop a plan
7. Promote carrying out the plan and fulfilling the mission
(a) Approve plans regarding safety and resourcing in a timely manner
(b) Integrate supports and resources of the family group organizations and public agencies
8. Fulfill the purpose of the plan
(a) Support efforts of the family group and service providers
9. Change policies, procedures, and resources to sustain partnerships among family groups,
community organizations, and public agencies
(a) Use program evaluation as a means of change
(b) Develop and use integrative and culturally competent approaches
Adapted from Pennell (1999). Used with permission

practice and as a “way of doing business” that levels the playing field between
families and professionals by creating partnership, mutual respect, shared respon-
sibility, and collective accountability. Key principles and practices of FGDM are
described in Table 3.1.

Method of Delivery

FGDM consists of a five-phase process with the specific end task of developing a
plan to assure the care and protection of children. Figure 3.1 illustrates the sequen-
tial stages of family engagement, exploration, decision making, and follow-up that
represent an approach to practice as well as a series of concrete actions.



3 Family Engagement Strategies in Child Welfare Practice 55

Fig. 3.1 FGDM process.

Adapted from Pennell &
Anderson, 2005. Used with FGDM REFERRAL
permission Discussion with

co-workers/supervisor, family, coordinator

FGDM PREPARATION
with
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community groups

CONFERENCE PHASES
Opening
Giving Information
Ensuring Private Time
Finalizing Plan
Closing

FOLLOW-THROUGH ON PLAN
Implementing
Monitoring

Evaluating
Reconvening
Revising

FGDM conferences are arranged and guided by an independent coordinator who
typically works in a public or private child welfare agency. It is preferable for the
FGDM coordinator not to carry the family on his or her caseload so that the coordi-
nator is truly independent and able to facilitate an unbiased discussion and planning
process. Whenever possible, the family group is asked whether they would prefer a
coordinator from their cultural group and/or one who speaks their language.
Arrangements can also be made for an interpreter to be present to support
communication in instances in which a coordinator cannot be found to match the
family’s language or culture (American Humane Association 2010). Co-coordinators
can be used when there is a high level of conflict or antagonism within the family
group or if the meeting is expected to have a large number of participants.

The FGDM coordinator’s role involves preconference preparation during which
the purpose of the group meeting is clearly defined; the participants are identified
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and prepared; and the meeting place, time, and structure are determined (Pennell
and Anderson 2005). Efforts are made to ensure a safe environment where all par-
ticipants feel comfortable and understand what to expect. FGDM participants may
include maternal and paternal relatives, friends, neighbors, community members,
religious leaders, step or half siblings, mentors, and others who have a significant
relationship with the child or family members. The coordinator also negotiates with
the family to broaden participation as much as possible by asking about other family
members, especially fathers and paternal relatives who are frequently left out or
overlooked in child welfare case planning and services (Bellamy 2009; O’Donnell
et al. 2005). The FGDM process requires skillful work on the part of the coordina-
tor, who must respect the worldview and preferences of family members, while also
challenging the exclusion of particular relationships or connections important to the
child. Planning for the FGDM conference also involves arranging for concrete
resources such as transportation, child care, travel funds, and/or arrangements with
family members’ employers.

Best practice guidelines for FGDM (American Humane Association 2010) spec-
ify that the coordinator should also fulfill the function of facilitating the FGDM
conference. This provides greater consistency for family members, increases the
level of comfort in the process, and limits the number of professionals involved with
the family. While the primary role of the child welfare worker in the family group
conference remains that of child protection, the group context provides an opportu-
nity for the worker to join in problem solving with the family. The information
sharing that occurs at the beginning of the FGDM conference includes a focus on
the strengths and capabilities of the family; these strengths are used to address the
concerns that are present for the child and the potential solutions that exist within
the family. As a participant in the FGDM conference, the child welfare worker is
able to assist the family in solution building and identifying steps toward change
that are practical and meaningful.

A central element of the FGDM conference is private family time. This phase of
the conference provides an opportunity for the family to meet alone, without nonfa-
mily members and statutory authorities present, to process information, discuss
options, and formulate a culturally consistent plan (American Humane Association
2008). The plan must be sound, reasonable, and clear and must specify what is to be
done, by whom, and in what time frame (Merkel-Holguin 2003). Plans include con-
crete action steps and reasonable and attainable goals and must be accepted by the
family and the child welfare agency. Family ownership of the plan is central to its
success and is consistent with FGDM’s focus on family empowerment and partici-
patory decision making.

Following the FGDM conference, the family group and the child welfare agency
representatives are responsible for implementing, monitoring, and evaluating the
plan. Agency backing and the provision of services ordered by the court help to
assure that plans are followed and that the family is supported in the timeliest man-
ner possible. Plans are reviewed and revised as needed, sometimes through the
reconvening of subsequent FGDM conferences.
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Evidence Base

There is a growing evidence base for FGDM, most of which focuses on the process
and strategies of the practice. Studies consistently find that youth and families are
satisfied with FGDM meetings and the opportunity to participate in planning (Bell
and Wilson 2006; Crampton and Jackson 2007; Crea and Berzin 2009; Darlington
et al. 2012; Rauktis 2008; Sheets et al. 2009). Evidence has also been found for the
effectiveness of FGDM as an early intervention strategy (Brady 2006), in reducing
child protective services events (Crampton and Jackson 2007; Pennell and Burford
2000), and in facilitating kinship care (Edwards et al. 2007; Pennell et al. 2010;
Wang et al. 2012; Weisz et al. 2006).

Crampton (2007) notes that some significant challenges for FGDM outcome
studies are finding appropriate comparison groups and the lack of randomized trials.
While there are few FGDM outcome studies, there is evidence suggesting that use
of the practice increases rates of reunification and has a demonstrable impact on
family-focused permanency goals (Edwards et al. 2007; Pennell et al. 2010; Shore
et al. 2002). Outcome findings have also provided evidence for FGDM’s impact on
expedited exits from care and increased rates of reunification for Hispanic and
African American children (Sheets et al. 2009). These findings are echoed in the
work of Barn et al. (2009), who note the benefit of embedding family group confer-
encing in community-based organizations serving minority families.

Other studies have found no difference between outcomes of maltreatment,
placement stability, and permanence among children who received FGDM and
those who received traditional child welfare services (Berzin 2006; Center for
Social Services Research 2004; Weigensburg et al. 2009). These mixed results sug-
gest that further research is needed to evaluate the short- and long-term outcomes of
FGDM. FGDM is a developing child welfare practice with a growing body of
knowledge. An ongoing, international review of family engagement research and
evaluation studies in child welfare by Burford et al. (2010) is the first collection of
its kind to provide an annotated bibliography of the wide range of studies devoted
to family decision making.

As with any innovation, adoption of a new practice is often complicated by both
personal and institutional barriers. Challenges with implementing FGDM have been
identified in a number of studies (e.g., Brodie 2008; Connolly 2006; Crampton et al.
2008; McBeath et al. 2009; Rauktis et al. 2010) and point to issues such as lack of
resources, shifts in the power balance between professionals and families, lack of
support from leadership, and the risk-adverse environment of child welfare agen-
cies. Model fidelity is also a challenge for FGDM, as it is typically a grassroots
effort driven by champions who believe in its principles and their practices, but who
may have different methods for delivering it. FGDM is not a manualized interven-
tion in which specific procedures are used to measure whether it is delivered as
intended (adherence) and how well it is delivered (competence) (Ollendick and
King 2012). Rather, the benefit of the model lies in its adaptability and flexibility to
local contexts and cultures, and this variability makes FGDM outcomes difficult to
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study. Pennell (2005a, b) notes that weak outcome findings may be the result of
failure to carry out the model consistently.

FGDM: A Case Example Justin, a 16-year-old Caucasian male, entered foster care at the
age of 14 due to truancy, running away from his parents’ home, and experimenting with
drugs and alcohol. Both of his parents worked long h to make ends meet and Justin was
often left unsupervised late into the evening. When Justin entered care, his parents refused
to consider placement with any relatives or friends and feared that Justin was involved in
criminal activity.

Justin’s worker, Cindy, met with Justin and his parents weekly. Cindy was trained in
youth and family engagement practices and used her skills to engage the family in the
assessment, planning, and decision-making process. With the family’s permission and
Justin’s agreement, Cindy made a referral to the FGDM agency responsible for coordinat-
ing and facilitating the family conference. Chris, the FGDM coordinator, located Justin’s
maternal grandparents, two maternal uncles, a 21-year-old sister, two paternal aunts, and
numerous younger cousins. Chris also identified a football coach from Justin’s elementary
school. Chris met with each person during the preparation phase of the FGDM process and
everyone agreed to attend a family meeting. Chris worked with the family to identify a time,
location, and purpose for their conference.

Chris had everyone introduce themselves and their relationship to Justin during the
introductory phase of the conference. He also reintroduced the purpose of the conference
and facilitated a group discussion of strengths and concerns so that the family could use all
of the information to plan solutions to help Justin get back on the right track. The family
met alone for 2 h in private family time, while Cindy and Chris waited in an adjoining room.
Cindy and Chris rejoined the family as they discussed their plan for Justin to live with his
uncle Mike for at least 6 months. Mike was single, employed as a teacher, and lived in the
same school district as Justin’s parents. Justin and his parents set up visits every Sunday
with the hopes of longer visits and eventual reunification. At the suggestion of the football
coach, everyone agreed that getting Justin re-involved with football would assist with
school attendance, grades, friends, structured free time, and physical activity. The diagnos-
tic assessments revealed that Justin did not have a drug or alcohol abuse issue or the pro-
pensity for criminal activity.

The family agreed to have Cindy present their plan to the court. They also agreed to
have Cindy stay involved to assist them and to reconvene a follow-up conference in 3
months to share their progress. The conference ended with the signing of the plan by all
attendees and the scheduling of the follow-up conference.

Family Finding

Like Family Group Decision Making, Family Finding is a practice that recognizes
family involvement as a key component of establishing a successful service plan for
a child. Family Finding is a philosophical orientation and set of discrete practices
designed to locate, engage, and connect children in the child welfare system with
lost biological relatives and kin. Through careful exploration, outreach, and engage-
ment, family members who have lost contact with young persons in foster care can
be identified and potentially involved in a carefully designed process of reconnec-
tion. Internet-based search technologies can be used as a tool for identifying rela-
tives and kin after other engagement strategies have been employed. Pioneered by
Catholic Community Services of Western Washington, Family Finding was first
implemented in 2000. The strategy began attracting national attention in 2003 and
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was quickly embraced as a promising practice for promoting permanency by the
Children’s Bureau of the US Administration for Children and Families (Children’s
Defense Fund 2010; Malm and Allen 2011).

The Family Finding model was designed for children and youth ages 0-25 who
have been exposed to chronic trauma and who are disconnected or at risk of discon-
nection from their families through placement outside of their home and community
(California Evidence-Based Clearing House for Child Welfare 2012a). The majority
of Family Finding programs target older youth who have been in care for a number
of years and have experienced multiple placements. However, the practice is also
used with youth who are new to out-of-home care, as well as with youth who are liv-
ing at home. Family Finding can result in permanent connections for youth who have
experienced a series of placements and those who have lost contact with extended
family members over the years. Among children who are new to care, Family Finding
practices are used to strengthen family supports and promote reunification.

Origin and Theoretical Base

Family Finding is modeled after the diligent search strategies developed by the
International Committee of the Red Cross, the United Nations, and the reintegration
of children in post-conflict Rwanda (Bissell and Miller n.d.; International Rescue
Committee 2003). The roots of Family Finding can be found in Article 32 of the
Geneva Convention of 1949, which codified a family’s “right to know” what has
happened to their relatives as the result of war, political upheaval, or natural disas-
ters (International Committee of the Red Cross 2009). A child’s right to know his or
her identity and family is also underscored in the provisions of the United Nations
Convention on the Rights of the Child (UN General Assembly 1989). These efforts
directed toward family reunification for those separated by international conflicts
and natural catastrophes have a direct application to children in the foster care sys-
tem who have lost contact with parents, extended family, and kin as a result of
abuse, neglect, and various forms of abandonment.

A basis for Family Finding is found in attachment theory (Ainsworth and
Bowlby 1991). Bowlby (1977) described the origin of many forms of emotional
distress, such as anxiety, anger, depression, and emotional detachment, as resulting
from unwilling separation and loss. Ainsworth (1973) added the concept of the
attachment figure as a “secure base” and described varied patterns of attachment
(secure, avoidant, anxious, and disorganized) based upon naturalistic observations
of mothers and children. Insecure, anxious attachment is typically associated with
child maltreatment by the parent or primary caregiver. The parallels between
Bowlby’s work, the family-tracing strategies embraced by international organiza-
tions, and efforts to assure permanent connections for children and families in the
foster care system are striking. In 2012, for example, 399,546 children were living
in foster care in the United States. The average length of stay in foster care was 22.7
months, and reunification with parent(s), principal caretaker(s), or other relative(s)
was the case goal for over half (53 %) of these children (U.S. Department of Health
and Human Services 2013). Evidence suggests that the more time children spend in
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Table 3.2 Guiding principles for Family Finding

* Finding a family is a youth-driven process

* Every youth deserves, and can have, a permanent family

e Youth have the right to know about their family members; family members have a right to
know about their youth

* Youth should have connections with the biological family, regardless of whether they will live
with them, unless there is a compelling reason not to

*  With support, most youth can live in a home rather than in foster care or institutions

* Family and fictive kin (individuals unrelated by either birth or marriage who have an
emotionally significant relationship with another individual) help develop, plan, and bring
about the youth’s permanence

* The goal of Family Finding is permanency through reunification, guardianship, adoption, or
another form of permanent commitment—Ilong-term placement in foster care is not a
permanent plan

Adapted from the National Resource Center for Family Centered Practice and Permanency
Planning and the California Permanency for Youth Project n.d. Used with permission

foster care, the greater the chance they will change placements, change schools,
and lose contact with friends and family (Casey Family Programs 2011).

Studies of former foster youth indicate that many youth end up living with mem-
bers of their family of origin when they leave out-of-home care, while others grap-
ple with a lack of connection and the absence of potential sources of support as they
enter adulthood (Courtney et al. 2004). Empirical evidence (e.g., Rutter et al. 2001)
suggests that even later opportunities for attachment can be a positive mediating
factor against earlier adversity. Family Finding methodology offers a viable tool for
reuniting children with lost and unknown relatives, engaging families in decision
making and case planning, and building a sense of belonging among children and
families who have been displaced through out-of-home care.

Key Elements

Family Finding is built upon the foundation of achieving permanency and perma-
nent lifelong connections for youth in care. Permanency is both a process and an
outcome that includes involvement of the youth as a participant or leader in finding
a permanent connection with at least one committed adult who can provide safety,
stability, and a secure parenting relationship. The commitment may be in the con-
text of reunification, legal adoption, or guardianship in which the youth has the
opportunity to maintain contact with extended family, siblings, and other important
persons (California Permanency for Youth Project 2007). Lifelong connections can
be established with biological relatives as well as individuals unrelated by birth or
marriage who have emotional or personal ties to the youth. The key elements are
that the adult enters into an unconditional and enduring parental relationship with
the youth and the youth agrees that the adult will assume this role in his or her life.

Guiding principles for Family Finding are shown in Table 3.2 above. It should be
noted that Family Finding is an engagement practice and a philosophy of care, not
simply a process of locating or identifying family members. The actual finding of
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Table 3.3 Goals of Family Finding

e Creation of more options for support and planning

* Engagement of those who know the child best and have a historic and/or inherent connection
in helping the child by sharing information and adding support for the child

» Participation of parents, family members, and others important to the child in planning for the
successful future of the child or young person

e Enactment of timely decisions to provide the young person with appropriate levels of
affection and belonging that are expected to be enduring

* Development of an inclusive, individualized, unconditional, and timely plan to achieve legal
and emotional permanency

* Provision of support to the child or young person and their family in planning for and
accessing formal and informal support

Adapted from Campbell (2005a). Used with permission

family members is an essential but insufficient component of a broader practice
strategy of family connection and support that requires highly developed skills and
supervision. Implicit to the model is the team approach, involvement of the youth,
and active communication with the child welfare worker. The youth’s guardian ad
litem or CASA volunteer is often involved as well.

On the surface, the goals of Family Finding appear simple and straightforward.
Yet they are complex and difficult to accomplish without aggressive efforts to iden-
tify and engage both maternal and paternal relatives, as well as kin. This has particu-
lar implication for fathers, who have typically been overlooked in child welfare
services and tend to be absent from both investigations and interventions (Coohey
and Zang 2006; Risley-Curtiss and Heffernan 2003; Strega et al. 2008). The over-
arching goals of Family Finding are identified in Table 3.3. Further discussion of the
activities leading to each goal is provided in the following section.

Method of Delivery

The descriptions of the Family Finding model that follow are drawn from the emerging
base of literature devoted to family finding programs (Allen et al. 2011; Campbell
2005a, b, 2010, 2011; Catholic Community Services of Western Washington and EMQ
Children and Family Services 2008; Malm and Allen 2011; National Resource Center
for Family Centered Practice and Permanency Planning and the California Permanency
for Youth Project n.d.; Williams et al. 2011). Family Finding involves a six-step process
that is preceded by a planning phase known as “Setting the Stage.” After an extensive
case review, a team is formed that consists of professionals and others who know and
care about the youth. Team members can include current and former resource parents,
teachers, probation officers, behavioral health therapists, tribal contacts, CASA volun-
teers, guardians ad litem, Independent Living specialists, and youth peers. The youth is
a central member of the team, but also has the option of not participating in meetings.
An important component of planning is establishing the parameters for commu-
nication and collaboration. Permissions and protocols for contacting family members
are discussed, and approval (caregiver consent or judicial order) must be given to the
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child welfare agency for contacting family members. Safety considerations are para-
mount, and premature release of the child’s whereabouts is avoided. Youth are pre-
pared for the family search and engagement process through developmentally
appropriate discussions that include establishing realistic expectations. Unresolved
loss and grief issues are often activated as youth begin to work toward permanency,
and attention must be paid to the clinical issues that arise related to self-identity,
trauma, trust, and security. Henry (2005) has developed a practice model known as
“3-5-7” that provides a useful framework for assisting young persons in this process.
Using a structured intervention, children are helped to reconcile unresolved losses as
they move toward permanency in a family. This involves helping a child to under-
stand life events and to explore the answers to critical questions regarding loss,
identity formation, attachment, relationships, and safety (pp. 201, 210).

In summary, the primary goals of the planning phase are to gather as much infor-
mation about as many family members as possible, orient the team to the process,
and assure safety, support, and a voice for the child. This introductory component to
the Family Finding model provides a necessary foundation for preparing a child for
permanency. The subsequent steps in the Family Finding process are briefly
described below. While states and jurisdictions may operationalize the model differ-
ently, the descriptions that follow illustrate the key components of Family Finding
and the essential elements of the practice.

Step One: Discovery

The intent of discovery is to identify as many family members and significant adults
as possible. These individuals can include parents, fictive kin, siblings, step and
adoptive siblings, and foster family members. The child is often a source of infor-
mation and sometimes has information unknown to professionals. Campbell (per-
sonal communication 2012) maintains that a minimum of 62 family members
should be identified through record reviews, conversations, and the use of free and
fee-based websites. Non-Internet sources can also be used to gather information,
including birth registries, child support records, coroner records, and records from
the Department of Motor Vehicles. A comprehensive list of Family Finding search
tools is available on the Seneca Center website (http://www.senecacenter.org).

Parameters for involvement, legalities (including background checks), safety, the
youth’s specific needs, privacy issues, and logistics are considered as the list of con-
nections to the child is compiled. Agreement is reached regarding next steps in locat-
ing and engaging new family members, and decisions are made regarding what
information is shared prior to any contacts. Preparation for the first calls or visits with
new connections is critical to the success of the engagement efforts.

Step Two: Engagement

At this stage of Family Finding, the support of as many family members and others
important to the child as possible is enlisted. The goal at this point is finding
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information and connections for a youth, not a placement. In-person interviews,
phone conversations, and e-mails are used in identifying the child’s extended family
network. Family members are provided with general information about the youth,
and various levels of involvement are explored, such as letters, e-mails, telephone
calls, or visits. The adult team members must understand the importance of follow-
ing through with promises and agreements made to the youth. Campbell (personal
communication 2012) recommends that 12 or more family or kin who are willing to
take part in a “Blended Perspective Meeting”!' should be identified at this point.

A strengths-based, solution-focused perspective is helpful both in focusing on
the importance of connection and support for the youth and in enlisting the family
member as part of the team. Essential engagement skills of empathy, warmth, open-
ness, curiosity, and the ability to communicate respectfully are needed to move the
process forward. In practice, the steps of discovery and engagement are not truly
independent of one another; they occur simultaneously and represent an overall
effort to identify and connect as many family members and kin as possible who may
serve as sources of information, support, and lifelong connection for the youth.

Step Three: Planning

At this point, the team moves toward bringing newly identified family members and
the youth together. During Blended Perspectives Meetings, individuals join together
to form the youth’s “Network for Life,” a group of individuals constituting the
young person’s lifelong planning and support team. The youth is prepared for inter-
action with family members by sharing information, exploring how contact might
occur (e.g., phone calls, e-mails, letters, pictures, internet, or in-person visits), and
discussing the youth’s expectations and concerns. Psychoeducation is provided to
family members to enhance an understanding of the social and emotional needs of
youth in foster care and how to interpret behavioral expressions of grief, loss,
trauma, and disrupted attachment they may see in the youth.

The contact ends with a plan for a follow-up visit or next steps. A contingency
arrangement is made in the event that a family member doesn’t attend, and debrief-
ing following the visit is arranged. This is the beginning of the process to develop a
permanent plan for the youth.

Step Four: Decision Making

The team now enters a process of making timely decisions and developing a plan to
provide the youth with lifelong connections and belonging. Often considered the

'Blended Perspectives Meetings are used to allow family/kin to see how isolated the child/youth/
caregiver is, to identify strengths and needs of the child/youth/caregiver, to identify the overarch-
ing need in a young person’s or family’s life, and to identify the individuals who will be active
members of the child’s lifelong support network. They are not forums for decision making.
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most difficult part of the Family Finding process, decision making occurs as the
relationship between the youth and the family is developing. The role of professionals
on the team is to coach and support the emerging relationship, while also pursuing
a larger network of connections for the youth. Concurrent planning is an important
aspect of the work as the youth and/or family may have second thoughts, unantici-
pated life events may occur, and other family connections for the youth may emerge
through the ongoing search process.

Plans involving reunification, adoption, guardianship, kinship care, and other
formal commitments must all be developed in collaboration with the courts and the
child welfare system. The team identifies timelines, resources, needs, and backup
plans in order to evaluate permanent possibilities for the youth. Placements without
legal permanency are not considered a successful decision. A support plan is put in
place to assist in the transition and manage relationships with biological parents,
siblings, and others who may interact with the youth. Backup plans involving family
members and other adults are created so that at least three additional options are
available if the primary plan is unsuccessful. A commitment is made to reconvene
the team in the event that challenges arise.

Step Five: Evaluation

The individualized plan is reviewed by the team and evaluated for its ability to
achieve legal and emotional permanency. The support and backup plans put in place
during the Decision Making stage are monitored, and the team’s commitment to
reconvene in the event of challenges is assessed. Success for this stage of Family
Finding is defined as how well formal supports can decrease their presence in the
family’s life. Through assuring that proper natural and community supports are in
place, the professional staff become less central and provide less assistance as the
family moves forward.

Step Six: Follow-Up on Supports

As this point, the youth is either living with family, on the verge of living with
family, in another permanent situation, or has established new family or long-term
connections. Efforts are directed toward preparing the new family team to be self-
sustaining by equipping them with plans for resolving legal, financial, safety, and
future challenges. Sustaining access to services, supports, and key relationships is
needed to ensure stability.

Success in this stage is measured by the family’s ability to take the primary role
in sustaining a permanent relationship with the youth. Measures of achievement are
different for every child. For some youth, the introduction to previously unknown
family members and/or reconnection with lost relatives can help to establish a real-
istic picture of the family. For others, increasing the number of months the youth
can live successfully with family is a positive result. A return to foster care is not
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considered an optimal outcome. Youth are supported in developing an understand-
ing of the capabilities, and the limitations, of family members.

Evidence Base

Family Finding is a promising child welfare practice that is supported by studies of
placement stability, which demonstrate that care in relative placement is almost
twice as stable as care with nonrelatives (see Chamberlain et al. 2006; Farmer 2009;
James et al. 2004; National Resource Center for Family Centered Practice and
Permanency Planning and the California Permanency for Youth Project n.d.; Proctor
et al. 2011; Rubin et al. 2008). Preliminary results from an experimental study by
Landsman and Boel-Studt (2011) indicate that youth receiving Family Finding had
greater involvement of family, kin, and informal supports in their lives and a higher
likelihood of reunification or relative placement compared with those receiving
standard child welfare services. These findings are echoed in the evaluation results
of a 3-year, federally funded Family Connection Demonstration Project conducted
in the state of Washington (Applied Research Center for Strong Communities and
Schools 2012; TriWest Group 2012). Intensive Family Finding services were found
to be effective in establishing familial connections for over three-quarters of youth
and helped to improve permanency and stability for these young persons.

Efforts to build the evidence base for Family Finding are underway. Because it is
arelatively new practice, few effectiveness studies have been completed, although a
significant amount of practice evidence shows that Family Finding has a positive
impact on securing connections for youth and decreasing the number of children in
foster care. Several states have incorporated Family Finding into best practice mod-
els for judges and child welfare professionals as a result of an increased focus on
permanency and safe reduction of placements in the courts (e.g., Pennsylvania’s
Permanency Practice Initiative: http://www.ocfcpacourts.us).

Qualitative findings from a multisite study of focus groups held with youth, par-
ents, and relatives participating in Family Finding indicate that participants perceive
benefits as well as challenges with the intervention. Positive outcomes noted by both
youth and adults include the discovery of new family members, the expansion of a
support network, and a decrease in feelings of isolation and abandonment. Concerns
include anxiety, trusting unknown family members, the pace and timing of the
engagement efforts, and sustaining connections over time (Bringewatt et al. 2013).

A controlled process and outcome study involving random assignment to Family
Finding or services as usual is currently in progress in five states. Qualitative evalu-
ation findings from two of these sites indicate that Family Finding interventions
may be best initiated early in the investigation process and that the strengthening of
family bonds may be a better measure of successful outcome than legal permanence
(Malm and Allen 2011). Recent discretionary grants requiring an effectiveness
study of the practice will add to the evidence base (see http://www.childtrends.org).
Campbell (2011) has released a Family Finding Quality and Fidelity Index to mea-
sure adherence to the model.
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Family Finding: The Case of Carla Carla is an 18-year-old African American female
about to graduate from high school and soon to enter a world of unknowns. Now a senior in
high school, Carla lives in a group home and is contemplating her options: enroll in college
while continuing to live in the group home, move out of the group home, and/or leave the
child welfare system. No option seems easy and Carla doesn’t feel prepared for any of them.

Carla was just 2 years old when she entered the child welfare system. She was placed
with Mavis, a resource parent, with whom she stayed for the next 4 years. Carla’s younger
sister and brother also came to live with Mavis. At the age of six, Carla was adopted and
left Mavis’ care. She has vague memories of leaving Mavis and her siblings. Carla’s adop-
tive family changed her name and moved her across the state. Mavis tried to stay in touch
with Carla, but their contact discontinued over time. There were difficulties within Carla’s
adoptive family and Carla left home at age 15. After moving in with a friend, Carla experi-
enced problems that led to several brief hospitalizations and an admission to a youth cor-
rectional center. Placement in the group home followed.

Several months ago, Carla’s child welfare worker, JoAnne, initiated a Family Finding
process with Carla to identify relatives or other close adults who might be sources of sup-
port and connection for her. They began by doing a “mobility mapping” exercise that
involved sketching a tree on poster board and writing down on the tree’s branches the
names of kin within three degrees of consanguinity, friends, resource parents, and adults
who had significance to Carla. Mavis was one of the people who Carla identified. Over the
next several months, Carla reached out to family and friends with JoAnne’s assistance.

Now, JoAnne plans and prepares for Carla to meet with Mavis at her home. When Carla
arrives back at her first foster home, she finds handprints in the sidewalk that she had made
in wet cement as a child. Next to those handprints is Carla’s previous name. Mavis shares
pictures of Carla as a baby and tells her stories of her childhood. Mavis also reveals that
Carla’s birth mother recently had another child and that Mavis’ adult daughter, Barbara,
has adopted the baby.

Carla and Mavis reconnect after almost a dozen years of separation, reestablishing a
relationship that had weakened due to complicated circumstances. Carla reconnects with her
former foster sister and discovers a new sibling. She also tracks down her mother and finds her
to be in the same unstable condition as she had been almost 16 years earlier when Carla went
into care. However, Carla has the skill to manage this aspect of her family life. She is able to
view her mother’s difficulties more realistically and with a sense of compassion. She is able to
acknowledge what her mother couldn’t provide. Most importantly, Carla validates her early
history and rekindles a relationship with Mavis that will serve as a permanent connection.”

Conclusions

Engagement with families involved in the child welfare system is challenging for
even the most seasoned professionals. Opportunities to impact the lives of children
and families in crisis, to improve a family’s capacity to care for their children, and
to enhance a young person’s options for permanency rest upon the ability to engage
clients in a meaningful partnership. Workers who operate from a strengths-based,
solution-focused perspective are able to see opportunities for change in even the
most complicated family situations and understand that establishing a meaningful
connection is the first step in addressing difficult life issues. The ability to suspend

2 Adapted from (Gibson 2011).
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quick judgments, recognize one’s own frame of reference, respect differences, and
anticipate challenges are key engagement skills when using any model of interven-
tion. To effectively engage families as partners, child welfare workers must be pre-
pared to share power, ask for and use feedback, and see themselves as coaches or
mentors who stand beside families and not in front of them. “Engagement” in the
manner described here reflects a guiding principle of practice and a philosophy of
service, rather than a discrete set of tools or a specific process.

Family engagement practices such as Family Group Decision Making and
Family Finding can help to transform the child welfare system of care from one of
legal authority over families to one of partnership with families. As these practices
mature and become more widely disseminated, one measure of success will be the
adoption of the individual practice principles into a community philosophy.
Integration of the practices into traditional child welfare services will provide fami-
lies with opportunities to assume control of their lives, as well as more options for
child welfare professionals to engage in supportive interventions that are likely to
increase job satisfaction.

Questions for Discussion

1. What are some small but meaningful steps that workers can take to help children
and families view the child welfare system as having something positive to offer
them?

2. Think carefully about your own family history. What kind of family structure did
you grow up in? Who raised you and who played an important role in your life?
Who was missing? What kind of exposure did you have to issues such as poverty,
substance abuse, mental illness, interpersonal or community violence, and trau-
matic loss? Did you grow up in a diverse social context or one that was largely
comprised of individuals from your own racial, ethnic, and/or religious back-
ground? Consider how these issues in your own life may impact your work with
clients receiving child welfare services.

3. How might the cases of Justin and Carla have turned out differently if Family
Group Decision Making and Family Finding had not been used as interventions?

4. How might the widespread implementation of family engagement principles and
practices within child welfare impact the job satisfaction of workers? How would
the child welfare agency environment be impacted if the principles of family
engagement were integrated into the everyday life of the organization?
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Chapter 4
Permanency

Caroline Donohue, Cynthia Bradley-King, and Helen Cahalane

Abstract Permanency for children and youth in the child welfare system can take
many forms, involving biological family members, relatives, fictive kin, adoptive
families, or long-term foster families. When the decision is made to remove a child
from parents who are unable to provide essentials of life or safety, it is important to
keep in mind what many parents offer to their children. The strong affection that
many parents feel for their children is a positive emotion that can form the basis for
parental behavior changes necessary in order to maintain or create a safe environ-
ment for the child. These changes may sustain family preservation or enable family
reunification.

Reunification, legal guardianship (with and without subsidy), and adoption all
provide permanency options for young people that can promote a long-term sense
of connectedness. Post-placement services and aftercare can provide concrete
support and assurance to youth and families by increasing opportunities for stabil-
ity. Community-wide interventions can address the larger systemic support neces-
sary for all families and children to grow and thrive. However, it is clear that none
of these placements, services, or efforts at larger scale community building can
flourish in the absence of a committed federal effort to reorganize child welfare
financing. Only with adequate federal funding can child welfare agencies direct
resources toward early intervention, offer services to maintain the bonds of connec-
tion between children and families when possible, and provide both concrete and
instrumental resources that ensure the well-being of youth and their caregivers.
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Introduction

According to the Child Welfare Information Gateway:

The concept of permanency is based on certain values, including the primacy of
family, significance of biological families, and the importance of parent—child
attachment. Research has shown us that children grow up best in nurturing, stable
families. These families:

e Offer commitment and continuity—they survive life’s challenges intact.

* Have legal status—parents have the legal right and responsibility to protect their
children’s interests and welfare.

¢ Have members who share a common future—their fates are intertwined (n.d.).

Without question, establishing permanency in living situations for children is a
guiding ideal for child welfare practice (Mather et al. 2007). Establishing a perma-
nent home for a child in foster care who lacks one is central to the child’s life and
must be treated with the same urgency as providing food, clothing, education, and
health care. We understand that permanence in a child’s living situation and the
opportunity for the child to form and maintain deep attachment to caretaker(s) must
be present to ensure the child’s optimal physical and emotional growth and health
(Szalavitz and Perry 2010). The absence of a permanent home and the lack of a
consistent caretaker appear to result in deficits in development which may not be
fully recoverable (Szalavitz and Perry 2010).

Attachment and Relationships

Animal research showing the damage to infants deprived of a familiar, comforting
caregiver was popularized by Harry Harlow in the late 1950s and early 1960s, and
similar effects on human infants have been hypothesized. The most extreme examples
of lack of care in Harlow’s experiments were baby rhesus monkeys who received no
physical contact and were fed via bottles attached to monkey-shaped wire frames.
These infants were photographed huddled helpless and alone in their cages and
were deeply damaged in almost all aspects of life, especially in their fear of any
unfamiliar stimulus and their lack of ability to interact socially (Harlow and Mears
1979). Other rhesus infants were given terrycloth-covered effigies in addition to the
milk-giving “wire mothers.” These babies clung persistently to their “terrycloth
mothers,” although these surrogates provided no food. The babies only briefly visited
the wire effigies in order to feed. Harlow’s experiments have had a lasting impact on
the field of developmental psychology at least in part because we cannot help but
compare the plight of these baby primates to that of neglected human babies.

The clear preference of the baby monkeys for the cloth-covered but milkless
figure over the wire milk-giving figure reveals what Harlow called the need for
contact comfort, an important aspect of nurture for the monkey infants (Harlow and
Mears 1979). The idea that these babies clung devotedly to the motionless, changeless
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cloth figure, leaving for only very brief periods to nurse, might imply that a constant
parent who offers familiar contact comfort but little else is as important to a baby’s
survival as food is. Harlow remarks, “We were not surprised to discover that contact
comfort was an important basic affectional ... variable, but we did not expect it to
overshadow so completely the variable of nursing...” (Harlow 1958, p. 680)

Children in Care

When the decision is made to remove a child from parents who are unable to pro-
vide essentials of life or safety, it is important to keep in mind what many parents
(no matter their challenges) do offer to their children. The strong affection that
many parents feel for their children is a positive emotion that can form the basis for
parental behavior changes necessary in order to maintain or create a safe environ-
ment for the child. These changes may sustain family preservation or enable family
reunification. Placement of a child away from a loving parent, no matter how neces-
sary or well-planned and regardless of the excellence of the substitute caretakers,
always represents for the child the loss of the familiar caretaker (Berrick et al. 1998).

Where affectionate attachment between parent and child does not exist or is
weak, the prospect of modifying serious parental behavior problems in order to cre-
ate a safe, nurturing environment is more challenging. A brief consideration of
some of the difficult, tiring, and repetitive aspects of child care begins to make clear
why, without the rewarding pleasure for the caretaking adult of loving interaction
with a responsive child, a parent may find much-needed care so onerous that he or
she simply omits that care or leaves it to others. This often results in neglect which,
if severe or continued, may be sufficient reason to remove a child from parental care
(Bundy-Fazioli et al. 2009).

Once removal from the home has occurred, stability for children in protective
care may become difficult to achieve. A grieving child may not be able to form a
strong attachment to a foster parent (and vice versa), leading the foster parent to
request that the child be removed from his/her care, thus again reducing stability. In
many child welfare agencies, services may be offered to help preserve a foster home
placement, and with some additional time, there is the hope that the child and care-
taker will begin to relate in a more positive, satisfying manner. However, the value
of these services is open to question. For example, in a study of children who had
multiple moves in care, children who received services from the Children and Youth
Investment Team aimed at preserving their current placement did not move less than
children who did not receive the service. Interestingly, in this study services for the
foster parent were rarely recommended (Rolock et al. 2009).

If a fostering relationship does not improve, frustrated foster parents may press
for the child’s removal, sometimes expressing the hope that someone else might be
better able to “help” the child. If the child welfare agency is unable to intervene in
a way that creates a caring, pleasurable relationship between the child and caretaker,
the agency must reluctantly carry out the foster parent’s request and move the child
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to another placement. Foster children are almost always upset and frightened by
these moves in foster care, just as they were when they were removed from their
biological parents. Behavioral manifestations of these feelings may differ depending
on the child’s age and developmental level, but are nearly always present. Most
people, especially agency staff and foster parents, will recognize behavior that
reflects feelings of loss, sadness, and anger early in a new placement. Within a few
days or weeks, however, adults may expect the child’s behavior to become more
“normal” and for expressions of loss or unhappiness to diminish or disappear.
When, in a relatively brief period, the child seems unresponsive to a foster parent’s
efforts to soothe, comfort, or distract, another request for removal can occur. The
same study mentioned above (Rolock et al. 2009) also found that 49% of foster
children who moved frequently in care were moved at a foster parent’s request.
With each move, children of any age are confused and frightened by the loss of
familiar people and surroundings, respond with upset and upsetting behavior, and
so arrive at a new placement with less ability to begin the long process of mutual
attachment with a new caretaker and adjustment to a new foster home environ-
ment. In general, the foster child who has a history of many placement changes
usually has had foster parents and even sometimes residential treatment providers
request removal.

Agencies must do a thorough job in preparing and supporting foster parents, in
order to hopefully extend the time period during which foster parents expect a child
to “settle in” and “warm up.” However, agency staff are faced with the reality that
foster parents are, for the most part, unpaid volunteer caretakers (payment to foster
parents is usually considered only reimbursement for a foster child’s expenses) who
expect some emotional satisfaction from caring for the children they foster. Without
that expected gratification, some foster parents may find the caretaking tasks too
difficult and unrewarding and ask that the child be moved. Despite the challenges,
many children in foster care find placement with loving foster parents and establish
a reciprocal exchange of affection. Casework staff are usually attentive to the rela-
tionships between foster children and foster parents, and caseworkers’ statements
about a child doing well in placement are often a shorthand description of a begin-
ning, growing, or secure mutual attachment between foster parent and child.

The dimensions of the problem of permanency for children in care are large by
any standards, with 254,162 children entering care in FY 2012 (U.S. Department of
Health and Human Services 2013). Of this number, 60,223 were under age 2. This
is how lack of permanency begins, and while fully 47 % of all children entering care
exit care in less than a year, another 15 % are still in foster care 3—5 (or more) years
later. While these are staggeringly high numbers to those in the child welfare field,
the children are not so numerous as to catch and hold the attention of policymakers
and funders, especially in a negative economic climate. Scarce state and federal
funds often mean service and program cuts at the child welfare agency level for
everything other than the most basic services (services which by mandate address
abuse investigation and child safety issues). Such program cuts make improving
foster care and its outcomes far more challenging.
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Financing Foster Care

The provision that links receipt of current federal Title IV-E funding by
agencies for providing foster care to children eligible for the now defunct Aid
to Families with Dependent Children (AFDC) is usually referred to as “look
back.” The question is whether the child would have been eligible, based on the
family’s current economic need, for AFDC on July 16, 1996, just as AFDC
was being replaced by Temporary Aid to Needy Families (TANF). As a result
of the “look back” provision, only 44 % of children who now enter care are
eligible. Nevertheless, the fiscal incentive of IV-E reimbursement and the
attendant regulations remain a powerful driver of much casework and court
activity for children in foster care (The Children’s Monitor, July 15 2011).

What Is Permanency?

The definition offered by Barth and Chintapalli (2009, p. 88) is useful as a starting
point as we seek to define permanency: “Permanency is a state of security and
attachment involving a parenting relationship that is mutually understood to be a
lasting relationship.” Legally assured ties, like those in adoption or legal guardianship,
are important in permanency planning, as is the ability of the agency to close out its
protective and foster care services to the child, but these considerations often mean
more to agency staff than to the child or young person and the adult caregiver
involved in creating permanency. Positive outcomes for foster children and youth
involve an exit from foster care into a lasting relationship with a caring adult that is
intended to be permanent. The positive foster care outcomes usually identified as
those intended to be permanent are return to birth parent(s), adoption, and legal
guardianship. The latter may involve the creation of a subsidized legal guardianship
arising from a kinship foster care placement.

While it is sometimes possible for a child to find a permanent home within the
foster care system or with a kin caregiver without guardianship, our look at perma-
nence will focus on the three most often recognized permanent placement options
for children in care, all of which involve leaving the foster care system.

Why do we emphasize permanency for children? Courtney et al. (2001) found
the attainment of permanency for youth exiting foster care to be correlated with
positive findings in their development, education, health, and mental health. Despite
such positive results for those attaining permanency, a member of the public might
wonder what all this emphasis on leaving foster care is about. Isn’t the idea to get
kids away from seriously harmful home situations that involve physical abuse or
neglect, or even sexual or psychological abuse? Don’t kids just need to be safe from
these horrors, live in a clean house, and have decent clothes to wear, good food,
schooling, other kids to play with, and watchful adult supervision? Does it really
matter so much who meets these basic needs, or even how often kids have to move
from house to house, family to family, as long as they are safe? Of course, it does
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matter, and a brief way to express what else children need beyond the food, clothing,
and shelter basics is that they need permanency or stability and security in a mutu-
ally attached ongoing relationship with an adult caregiver.

Attaching to a responsive caretaking adult is an early and critical survival task for
young mammals, including humans. Infants do not thrive when early attachments
do not form or are flawed or interrupted. Babies, with their long period of depen-
dence on others to meet their needs, suffer when those needs are not met in familiar
patterns by familiar caretakers who are attuned to the baby’s unique individual cues
and responses. Even the most willing and attentive caretaker must spend time learning
about a new baby. The learning process is not always smooth and may not proceed
well if the caregiver is unable to learn about the baby.

For example, Sapolsky (2005) describes the horrific death rates in early twentieth-
century America for infants placed in orphanages or other institutions. The negative
responses noted in infants in orphanages were also seen among babies hospitalized
for longer than a week or two. The children became listless, lost weight despite
adequate food intake, and had an extremely high rate of infections. In 1942, Harry
Bakwin discovered that this failure to thrive was caused by “emotional deprivation”
(Sapolsky 2005, p. 153). The babies suffered from attachment disruption because
they were separated from their familiar caretakers as parental visits in the hospitals
were extremely limited, and indeed all human contact was limited because of the
belief that such sterile measures would reduce infection.

Some of the most compelling accounts of disrupted attachment come from
Szalavitz and Perry. The case histories they describe provide a memorable human
dimension to the question of permanence, and the clear message is that if babies do
not receive individualized loving attention and care, important neural structures and
functions may not develop properly (Szalavitz and Perry 2010). It appears that what
is missing or damaged in the baby who lacks such care is the critical ability to self-
regulate stress. When the infant does not learn that basic needs will be met in a pre-
dictable way by a familiar caretaker, the perceived threat that survival needs will not
be met hinders the developing ability to internally regulate stress. Under better con-
ditions, proper maturation of this same stress-regulation system enables the infant to
develop awareness of and responsiveness to the emotional states of others—in other
words, empathy. Thus, appropriate internal stress regulation promotes health and
well-being and forms the foundation of vital social behavior. The particular neuro-
chemical involved in this type of development is oxytocin. According to Szalavitz
and Perry, “Oxytocin is the substance that connects stress relief, relaxation and calm
with a baby’s specific caregivers” (2010, p. 66). Only with repeated, satisfying con-
tacts with the same people over time will the optimal oxytocin connection be made.

Fortunately, the importance of attachment to development and functioning is
now widely recognized. It underlies policies which promote permanence and must
become even more central to practice for child welfare agency staff and other
professionals who deal with children who are at risk of separation from their families
or who are already in foster care. When children must leave their homes or move
from one caretaker to another, the losses include the familiar people, places, and things
that create their daily environment. Even in a home where care is disorganized,
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neglectful, or abusive, all conditions of care are usually not negative. There may be
some comfort and nurture provided. Fragmented parental attention and affection
still have meaning and value to most children.

In addition, the home may hold other possible sources of care, including siblings
or other relatives. Neighbors, friends, or even family pets may be important sources
of affection. As children mature, resources in the larger environment beyond the
family home increase in importance, and when a child must move, these losses
assume increasing importance. Even loss of familiar objects, like a favorite toy or
game or a valued item of clothing, can be another source of pain and bewilderment
to a child who is moved. For preschoolers, a familiar day care program or caretaker
may be lost, while for older children, critically important ties to peers and school are
usually severed by a move (Stone 2007).

Evidence of educational delay associated with school changes is compelling, and
the levels of stress, anxiety, and personal hardship encountered by youth who must
deal with school changes are likely to be a significant contributing factor in lowered
school performance. Indeed, in writing about chronic stress in children, Thorson
and Eagleston (1983) group changing schools with other destructive events like
parents’ divorce or the death of a family member. In the minds of many school-age
children who must move, the biggest educational issues have to do with loss of
existing peer connections and attempts to establish relations with new peers at
school: Who will they sit with on the school bus? Who will they eat lunch with?
Will they be picked for a team in gym class? Additionally, it appears that at least
three different systems of hierarchies must be negotiated by any school newcomer.
West et al. (2010, p. 1,246) describe ‘“scholastic, peer, and sports hierarchies.”

Outside school, a major source of anxiety for the child who moves is the need to
establish a place in a neighborhood peer hierarchy. Strong peer alliances can buffer
the impact of other losses and stresses and may offer protection against depression
and bullying (Goldbaum et al. 2003, p. 142). Loss of these potential protections is a
serious matter for the child who changes placements, neighborhoods, and schools.
Here, again, evidence from experiments in primate psychology can be instructive.
The uncertainty involved in negotiating (or failing to negotiate) necessary peer alli-
ances was a major source of stress to the baboons studied for more than 30 years in
Kenya by Robert Sapolsky (2001). It is likely that children asked to navigate a
changing array of peers (as well as other unfamiliar environmental demands) may
suffer the same internal state of prolonged and intense anxiety as the young baboons.

Consider for a moment that among the very young baboons Sapolsky studied,
baboons who lacked any social connections at all were even more stressed than low-
ranking individuals trying for a better spot in the social hierarchy. Isolation appears
to be a much more potent predictor of stress-related disease than even low social
rank. Low-ranking baboons are more likely to be ill than high-ranking ones, but
isolated baboons are far more likely to suffer illnesses connected with stress than
even their low-ranking groupmates. The parallels between Sapolsky’s young low-
ranking or isolated baboons and young humans faced with establishing and reestab-
lishing themselves within a new environment and with a new peer group are
painfully clear (Swartz 2007). Moving to a new neighborhood or entering a new
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school may be a challenging but manageable situation for a well-supported child but
can become a source of “toxic stress” (Middlebrooks and Audage 2008, p. 4) if the
child lacks warm, caring adult support.

Challenges to Permanence

While a child welfare worker’s first priority is to help a child in his or her care
achieve permanence, for all of the reasons discussed above, it is important to
acknowledge the larger circumstances that contribute to abuse and neglect in some
families. It is generally acknowledged that families known to public child welfare
agencies due to allegations of abuse or neglect are often poor. While most poor
families do not abuse or neglect their children, there are many ways in which
poverty may hamper the formation of caretaker/child attachment. The formulation
provided by Bolton (1983) called “Family Resource Theory” is both concise and
compelling. When incomplete or failed attachment coincides with scarce environ-
mental resources, a baby or child can be viewed by a parent (or other caretaker) as
a competitor for those scarce resources. The demands of the infant or child for care
and attention create negative emotional responses in the adult, and neglect or abuse
may result. This summary of a damaging parent—child dynamic provides a clear
illustration of a case in which the child’s removal may be necessary. Unless the
poverty and scarcity of resources in the family environment can be remedied and the
parent’s view of the child as competitor is changed quickly, it is difficult to establish
the child’s ongoing safety from abuse or neglect in the home (Bolton 1983). And
once a child is removed from a family situation in which inadequate resources and
flawed attachment have caused a parent to view the child as a competitor with
resulting neglect and abuse, the stage is set for potential ongoing problems in estab-
lishing stability and permanence.

To address these critical issues, major social reforms to reduce poverty must be
a high priority for advocacy. At the same time, intense research efforts must be
undertaken to improve our knowledge of how to construct or repair fragmentary
parent—child bonds. This population of children and parents needs specific,
evidence-based treatment protocols immediately. As Berrick puts it, “We know very
little about how to help troubled parents love and protect their children or, in short,
how to help maltreating parents make their children a priority” (2009, p. 8). This
describes the barriers to family preservation that also become the barriers to family
reunification. While there are a few programs that seek to repair disordered attach-
ments, these programs often presume the willingness and ability of the adult to
attach and nurture and frequently do not account for severe environmental stressors
(e.g., poverty) in the home. As a result, such programs may be more relevant to
helping an adoptive parent bond with a newly placed child than to repairing families
torn by abuse or neglect. See, for example, the Attachment and Biobehavioral
Catch-Up Program (Dozier et al. 2002) which is aimed at foster parents trying to
meet the needs of young children who have experienced seriously disrupted attach-
ments. The program teaches foster parents to provide nurturing responses to



4 Permanency 83

children whose behavior does not invite or elicit nurture. The goal is to help young
children learn to self-regulate in response to predictable, warm adult caregiving.

A related concern when considering prospects for permanence, or even stability
in out-of-home care, is that possible placement providers may also be resource poor.
This situation is more frequently seen in kinship care placements. Not only does the
kinship caregiver often share the general financial status of the child’s often poor
parent, but kin caregivers are frequently older, less often married, and have less
income, less education, and a lower rate of homeownership than nonrelative
caretakers (Scannapieco 1999).

The early stages of a child’s placement, even with a known relative, may be
characterized by the absence of a strong mutual attachment between child and care-
giver. If that early lack of attachment is coupled with scarce resources, the child may
again be perceived as a competitor for, or a drain upon, those resources. Instances
of abuse or neglect in foster homes, while fortunately rare, are not unknown
(DePanfilis and Girvin 2005). More frequently, a stressed, resource-poor foster par-
ent requests removal of the child. The child is then faced with an increasingly
difficult struggle to again adjust to new surroundings, attach to new caregivers, and
perhaps find a place in school and peer groups.

A child’s typical response to such continual moving and the accumulated losses
it precipitates is distress. Usually there are no explicitly targeted service responses
for re-placed children, and indeed these services are usually prompted only when a
child’s unhappiness results in extreme and negative behavior. In such cases, the
treatment provided may itself require another move, for example, to a hospital or a
residential treatment setting (James 2004). What has, in fact, occurred when most
youngsters are placed in restrictive levels of care is that the agency does not have a
foster home or kinship caretaker who will agree to accept the child. Thus, the move
is made to a residential facility where staff working in shifts may have a somewhat
higher tolerance for a child’s upset behavior than do kin or foster parents. However,
for most youth, these placements offer little opportunity to form the strong personal
attachment between child and caring adult that might prove therapeutic.

To summarize, placement instability and exit from care are closely related, as
frequent moves in placement increase the risk that there will be no permanent exit
from care to a family (Barth and Chintapalli 2009). As we consider risks posed by
lack of a stable home and familiar, nurturing caregiver, it is important to note that
attachment seems to be a basic physiological requirement for healthy growth and
development. The absence of such stability increases risks for a variety of patho-
logical conditions. It is possible that some of the effects of lack of permanent attach-
ment are not reversible even with later care and nurture (Szalavitz and Perry 2010).

Disrupted Attachment Case Example: Corey

Corey, an African-American child, first entered care at 6 months of age. After three
failed foster home placements, he was returned to the home of his mother, Lisa, at
age 4. Three years later, he returned to agency care, after being found home alone
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late at night. For both Corey’s entries into care, his mother’s long-standing
drug addiction appears to have contributed to her serious neglect and abandonment
of Corey.

Corey’s biological father, James, left Corey and Lisa when the child was only a
few months old. He was not involved with Corey after that point and was serving a
long prison sentence in another state for the past 3 years. Efforts made by the
child welfare agency to engage him in at least corresponding with Corey were
unproductive.

Reentering care at age 7, Corey was highly active, usually appeared distressed,
and had outbursts of aggression directed at caregivers and at other children. Upon
his reentry into foster care, he was evaluated and began taking medication for his
activity level and was placed in a special classroom for part of the school day.
Despite some ongoing problems with self-control, difficulty in forming relation-
ships with adults, and occasional aggression toward classmates, his behavior became
much more manageable. He began living with his maternal grandmother, a widow,
who asked that he be placed with her following his second removal from his mother.
On a day-to-day basis, Corey and his grandmother, Ida Knox, seemed to get along
well. She managed his rather complicated medication and therapy schedules and
was in close touch with Corey’s school and his caseworker. In fact, her contact with
the caseworker was quite frequent and often consisted of a litany of fairly minor
complaints about Corey’s behavior. When discussion of permanency planning for
Corey began, Mrs. Knox quickly ruled out the option that she adopt Corey herself.
She told the caseworker she was worn out by Corey’s behavior, wasn’t well herself,
and saw ongoing efforts to explore these factors with her as pressuring her to adopt.
Four months later, Mrs. Knox told the caseworker to place Corey somewhere else if
he “needed to be adopted.”

Corey continues to live in his grandmother’s home, though she has expressed her
desire that he stay for only a few more months. Concurrent planning for Corey now
includes visits with both his mother, Lisa, and a paternal aunt, Rose. Family Finding
efforts located Rose, who lives about 200 miles away. Rose didn’t know Corey well
before visits began, but has recently agreed to become his foster parent and consider
adoption at a later point, if, in fact, Corey is not returned to his mother’s care. Corey
has also had a few overnight stays with his mother, and a weekend-long visit has
been planned. Corey’s grandmother is concerned that the two set of visits (from
Rose and from Lisa) are an added burden for her, but has agreed that Corey can stay
with her for a few months more. She agrees that this time is necessary for Corey’s
caseworker to determine the extent of Lisa’s progress in her present drug treatment
program and to see how she copes with Corey during weekend visits.

The options being considered for Corey are reunification with his mother, adop-
tion, or legal guardianship. If his mother appears to continue to do well in her recov-
ery and treatment and is able to deal with Corey’s behavior with patience, it is likely
he will be returned to her care. If Lisa begins to miss visits, leaves Corey alone at
any point, or does not adhere to the requirements of her drug treatment program, it
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is likely that the agency and the court will opt to move to establish an adoptive home
for Corey. So far, placement with his Aunt Rose appears to be the best prospect for
adoption for him. Visits with Aunt Rose, although not frequent, have gone well, and
Corey likes the special things they do when his aunt visits. Because she does not live
locally, Rose usually plans visits with Corey around a trip to the zoo or an amuse-
ment park. Although it is a bit difficult to separate how Corey feels about his aunt
from his enthusiasm for the special places she takes him, she and Corey seem to like
one another and look forward to the time they spend together. Potential challenges
involved in a placement for Corey with his aunt include the fact that it would (at
least initially) be another foster care placement for him and would take Corey away
from close contact with many family members he knows.

Another possible permanency option for Corey has been discussed very recently
by the child welfare agency staff. Corey and his grandmother have been part of these
preliminary discussions, and the caseworker has noticed that the relationship
between Corey and his grandmother has been less strained in the past several
months. He has been more responsive to her, less resistant to her supervision, and
has had fewer aggressive outbursts. The improvement may be due, at least in part,
to Corey’s positive response to medication, which his grandmother monitors closely;
she also appears to be more accepting and affectionate with him than she was before.
It is possible that Mrs. Knox could be a permanent placement resource for Corey
after all, if neither a return to his mother nor an adoption by his aunt materializes.
Mrs. Knox, despite her concerns about Corey’s visiting schedule, appears to thrive
on the additional support from agency staff that she and Corey have received as part
of the concurrent planning process. Mrs. Knox is always glad to have one of the
caseworkers or case aides talk with her and acknowledge the care she provides to
Corey, as well as the sacrifices she has made in her own life in order to provide for
her grandson.

With a plan for ongoing support and encouragement, could Mrs. Knox become a
permanent legal guardian for Corey? The placement could be subsidized, so that the
financial support she now receives as an agency foster parent would continue. Mrs.
Knox clearly enjoys the recognition and respect she hears voiced by her family, the
child welfare agency, and others in Corey’s life for the excellent job she has done in
managing his special needs. Often times, however, sources of support are minimal
after subsidized legal guardianship is finalized. Quarterly Family Group Decision
Making meetings and ongoing weekly casework visits could be of significant help
to Corey and Mrs. Knox, but limited agency resources do not allow for this level of
support post-permanency. Difficult choices face Mrs. Knox, the agency staff, and
the court, with outcomes both serious and unknown. Permanence for Corey is the
desired goal, but the pathway to that goal is unclear. Which of the adults in Corey’s
life is best able to provide him with a safe and nurturing relationship that is
lifelong?

Let us look more closely at each of the three permanency options being considered
for Corey.
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Reunification

In a large (N=3,351) cohort of children studied for type of exit from foster care,
2,522 (75.3 %) did exit, and of those who exited, 51 % were reunified (Akin 2011).
This is a typical finding and is confirmed by the AFCARS Report FY 2012 esti-
mates, which note that of the children who exited foster care, 51 % of children
(122,401) were reunified with parent(s) and another 8 % were placed with relative
caregivers (U.S. Department of Health and Human Services 2013).

Whether Corey’s care exit will be to his mother depends in large part upon his
needs and characteristics and the likelihood that Lisa can meet those needs. For
example, can his mother monitor and facilitate the ongoing behavioral treatment
and psychotropic medication which appear to have provided Corey with some relief
from symptoms of restlessness and aggression? No doubt his needs and any care-
taker’s projected ability to meet them in an ongoing way will be central to a place-
ment decision. This concern for Corey’s needs leads directly to a close examination
of his mother’s strengths and challenges as a caretaker. Without question, Lisa’s
history of drug abuse is a primary consideration. Corey has entered foster care twice
in his life due to his mother’s addiction. She will have to demonstrate by maintain-
ing sobriety and continuing her treatment program that she can prioritize Corey’s
needs and address her substance dependence.

While few would disagree that parents who struggle with substance abuse should
be treated for their addictions as a prerequisite to the return of a child from foster
care, there is less uniformity on what defines a successful treatment outcome. The
general understanding of addiction is that it is a lifelong illness, with relapses, an
expected part of both treatment and recovery (Marsh et al. 2011). It is difficult for the
staff involved with Corey’s case to specify with precision what phase of her treat-
ment or recovery Lisa must complete before Corey can be returned to her, but they
are clear that ongoing noncompliance with her treatment will cause them to move
toward the other permanency alternatives for Corey rather than continue to work
toward reunification. Indeed, scrutiny of Lisa’s treatment is more intense because
both Corey’s current and previous episodes in foster care resulted from her drug
abuse and because Lisa has withdrawn from several previous treatment programs.

Lisa’s history of addiction is not the only factor caseworkers must weigh as they
consider returning Corey to his mother. The fragmented attachment between Corey
and Lisa also looms large. The strong ties and warm memories that provide pleasure
and comfort in many families are not part of Corey and Lisa’s past life. Corey’s sad-
ness, anger, and fear occasionally surface as he thinks of or interacts with his mother,
sending clear signals of concern to those who know Corey and see the two together.
Corey’s feelings are not often expressed verbally but reveal themselves in sullen stub-
bornness as he fails to respond to Lisa’s attempts to engage him during visits. She, in
turn, feels hurt when her overtures are rebuffed and tends to withdraw from him
while she focuses on all the work she’s doing to move toward reunification. Corey’s
upset feelings about his mother tend to spill over into his other relationships with
adults, and when he returns from his mother’s home, he is also sometimes detached
or angry with his grandmother who is, by far, his most stable adult caregiver.
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Again, even if therapeutic intervention continues to modify or control some of
Corey’s most troublesome behavior, his mother still could face strong challenges in
caring for him. Beyond treatment for her addiction, there are psychological and
environmental problems that cause Lisa to struggle to function as an adult even
when she abstains from substances. Even abstinent, she may struggle to be a reliable
parent and caretaker. It is possible that Lisa’s drug use serves to mask the pain of her
own rootless childhood. She manifested clear symptoms of depression following
her father’s death when she was eight. Her mother remarried within a year, and Lisa
never had an easy relationship with her stepfather. Longer and longer periods of
time away from home marked her late latency and adolescence. She moved around
among maternal relatives in three states, sometimes returning home only to quarrel
bitterly with her stepfather and leave again. The impact of these years remains, and
if Lisa is drug free, she will have to find other ways to manage her ambivalence
toward her mother, whom she believes always took the stepfather’s side against
Lisa, and who now has custody of Corey.

Another source of concern is Lisa’s tendency to view the world primarily in
terms of satisfaction of her own needs. If her substance abuse could be managed and
if she were able to find and use help for her recurrent depression, Lisa would still
have to learn to become less self-centered. In the past, she has repeatedly lacked the
desire or ability to act responsibly in caring for her child’s needs. While Lisa did not
abuse Corey, she repeatedly neglected his care while she sought and used drugs.
Limited financial resources were frequently diverted from items needed for his
health and well-being to the satisfaction of Lisa’s addiction. Lisa believes that her
attitudes and behavior around Corey’s care have changed as a result of her drug
treatment. Agency staff hope to find signs that this is the case. They have noticed a
somewhat sibling-like quality to Lisa’s behavior toward Corey and a permissiveness
regarding his behavior during their visits. Might this be a consequence of their
separation? An indication of weak mutual attachment? Lisa’s lack of practice in
assuming some of the more difficult but routine aspects of parenting? Most likely, it
is a combination of all these factors.

A recent study by Akin (2011) points to other risks that seem to reduce the like-
lihood of reunification. For example, children with serious mental health problems,
children who entered care due to neglect, and children who have a history of prior
removals all seem to have a lower likelihood of successful reunification. At least
two of these three factors apply in Corey’s case. The reasons for the lower likeli-
hood of reunification for children with some or all of these issues resonate as we
think about Corey’s needs, his mother’s needs, and the questions that must be
resolved by agency staff if he is to be returned to his mother’s care.

Considering the number and nature of the problems Corey and his mother have
had in their history together, some might wonder why efforts toward reunification
are being made. The answer is threefold. First, federal regulations for children in
care require that the child welfare agency make reasonable efforts to prevent place-
ment and facilitate a child’s return to his or her parent. Second, Lisa has indicated
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her desire to resume care of Corey and has made steps toward her recovery. Third,
Corey and Lisa’s caseworker has a strengths-based orientation to her work and
believes that Lisa should have a final opportunity to improve her life and regain
custody of Corey before he is permanently placed elsewhere. In addition, the case-
worker knows that the court would be unlikely to grant a termination of Lisa’s
parental rights as a necessary step toward adoption or grant a contested petition for
legal guardianship of Corey if all appropriate opportunities for Lisa to regain cus-
tody were not first provided.

Some of the strengths noted by the caseworker in her work with Corey’s mother
include Lisa’s close compliance with her current treatment program and her almost
perfect adherence to her visiting plan with Corey. Lisa has also made gains in her
ability to moderate her angry responses to her mother. Despite the often volatile
history of this relationship, Lisa has been able and willing to cooperate with Mrs.
Knox around some aspects of Corey’s care. Lisa sometimes takes Corey to his after-
school therapy appointments when Mrs. Knox has scheduling conflicts. Lisa rel-
ishes the somewhat cautious praise she gets from her mother at such times, and Mrs.
Knox recognizes the efforts her daughter is making toward being a more consistent
parent to Corey. Other signs of Lisa’s increasing maturity are more subtle, but per-
haps more significant. Lisa acknowledges the harm she has done to Corey in the
past and seems to be beginning to understand his occasional lack of response to her
during visits. She knows he does not trust her and tries to think of ways she can
make their interaction more positive. She is able to discuss these issues with the
caseworker and has shown both some insight and a determination to improve.

Finally, as another strength that Lisa brings to the decision-making process, the
caseworker believes there is one other family issue that deserves consideration. If
Corey is placed with his mother, his grandmother, Mrs. Knox, will continue to be a
big part of his life and will no doubt be a strong support to Corey throughout his
childhood. The willingness of Lisa and her mother to build a new connection with
each other and join together in parenting Corey is an asset to build upon and a strong
factor to consider when making a final recommendation for Corey’s placement.

Adoption

The security and permanence of adoption make it the best outcome for children who
must be placed away from their birth parents. Since a hierarchy of foster care out-
comes was enunciated in the Adoption Assistance and Child Welfare Act of 1980
(ACCWA, or P.L. 96-272), federal policy has supported adoption above other
options. ACCWA authorized federal funds to be used for adoption subsidies and to
reimburse families for “costs incident to adoption” (nonrecurring costs such as
filing fees or attorney fees). The Family and Medical Leave Act (FMLA) provides
for “12 work weeks of unpaid leave during any 12 month period for...place-
ment of a son or daughter with the employee for adoption...” Adoption income tax
credits cover qualifying expenses for adoptive parents (U.S. Office of Personnel
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Management, n. d.). Explicit permission for concurrent planning as part of the
Adoption and Safe Families Act (ASFA) is another policy assist for adoption of
children in foster care (Child Welfare Information Gateway 2005). Adoption is
clearly favored by federal policy over other forms of non-reunification permanency.
The legal creation of a new family unit not only promises permanence to a foster
child but also provides the agency a way to maximize service time and resources.

Ensuring safe, permanent homes for foster children and reducing the size of the
foster care caseload are both highly desirable outcomes for agencies involved with
child placement. This has been the case at least since the passage of ACCWA, which
prioritized adoption as the second most desirable placement exit or outcome (after
return home), provided for federal subsidy for those who adopted special needs
children, and spelled out a detailed sequence of tasks (required case plans, court
reviews, notice to parents) to be accomplished regularly and repeatedly as long as a
child remained in foster care. The federal financial incentive, Title IV-E foster home
care reimbursement, was an infusion of funds that few jurisdictions could afford to
forego, so serious efforts at compliance were virtually assured. This continues to be
the case for most agencies today, despite the decline in the number of children in
care who qualify for these federal funds.

In local practice, adoption-friendly policies in agencies may include a specific
provision that adoption is to be considered first when reunification is not possible,
and that adoption must be explicitly “ruled out” before another permanency plan is
finalized. Thus, in many jurisdictions, it is not possible to decide against return to a
parent and then move directly to permanence via subsidized legal guardianship, for
example. Adoption must be considered and ruled out as a prior step. Indeed, at least
one state has a policy which precludes guardianship as a care exit for a child younger
than 14 years old (Akin 2011). At this age, a child’s refusal of adoption will be a
serious, if not insurmountable, barrier to permanency. The implication is that
younger children would not or could not reject adoption as the preferred perma-
nency plan, while for older children, the less preferred plan of permanent legal
guardianship is acceptable.

Adoptions of children active with public child welfare agencies are currently the
second most common type of adoption (Evan and Donaldson Adoption Institute
2010), while the most common is adoption by a stepparent. In FY 2009, for example,
57,466 children from the child welfare system found permanence through adoption.
They represented 68 % of non-stepparent adoptions in that year. Thirty-two percent
of these adoptions were by relatives, while 54 % were by unrelated foster parents.
This is a dramatic increase in child welfare exits to permanence via adoption com-
pared to only about 15,000 such adoptions in 1988 (Akin 2011, pp. 8-9). The policy
preference and related adoption incentives appear to be working, and these are
impressive permanency outcomes, especially when considering the potential array
of risks present in the histories of these children as they enter placement. Most of
these risks are present in Corey’s history, including “malnutrition before and after
birth, inadequate nurture, exposure to drugs or alcohol... and multiple placements
as well as potential genetic vulnerability” (Akin 2011, p. 9). To our knowledge,
Corey was not physically or sexually abused, but the array of other adverse life
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experiences has made a deep impact on him, and in this he is not alone. In FY 2012,
for example, fully 92 % of children adopted while in child welfare agency care were
designated as “special needs” and thus qualified their adoptive parents to receive an
Adoption Assistance Subsidy (U.S. Department of Health and Human Services
2013), another adoption incentive policy.

When we think of adoption for Corey or any child for whom return to a parent is
not possible, we think of a viable, favored, legally assured path to permanence. This
is why, in Corey’s case, visits with his paternal aunt were begun and continue while
Corey continues to visit his mother. Placement with Aunt Rose is the concurrent
contingency plan for a permanent placement for Corey if he does not return to his
mother. While it is true that the agency would like his aunt’s interest in adoption to
be a bit stronger, she is more comfortable at this stage with just getting to know
Corey better and planning that if he came to live with her, it would initially be as a
foster child. Since most public child welfare adoptions begin as foster care place-
ments, this would not be at all an unusual plan, nor would it be unlikely to lead to
adoption. According to the FY 2012 AFCARS, 56 % of children adopted from
foster care were adopted by their foster parents (U.S. Department of Health and
Human Services 2013). However, the central thrust of permanency planning for
Corey is that his next move, if he must make one, should be his last. It may be that
his aunt would like to determine whether she and Corey are able to make a deep and
lasting attachment to one another before she commits to adopting him. This may
require a period of time for the two to live together as parent and child. But this pre-
adoption “test period” could be extremely disruptive to Corey if it did not result in
adoption and turned into just more foster care. Additionally, because of Corey’s
history of neglect and impermanence, he may not be able to form the deep attach-
ment his aunt (and many other adoptive parents) may hope for.

Any outcome beyond a lasting adoption for Corey could not justify the risks
posed by a move, and so the agency staff planning for Corey must appraise the
chances both for adoption and for adoption disruption. They might consider, for
example, to what extent Corey would be able to develop and display attachment to
an adoptive parent. Dance and Rushton (2005) found that adopted children who,
after a year of placement, failed to display attachment to the adoptive mother faced
a greater risk of disruption. Specifically, they determined there was “...an eight-fold
increase [in disruption] where the adoptive mother perceives a lack of attachment by
the child” (Dance and Rushton 2005, p. 276). Unless Corey’s aunt soon begins to
view the reality of adoption as a clear, close, and desirable plan for her and Corey,
his current placement with his grandmother might be the one most likely to result in
permanence for Corey.

Subsidized Guardianship

A growing number of children in foster care are living with relatives or adults with
whom they have a kinship bond. The number of children in care placed with rela-
tives, for example, has increased to 28 % of all children in care (U. S. Department
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of Health and Human Services 2013). The Child Welfare League of America defines
kinship care as “... the full time care, nurturing and protection of children by rela-
tives, members of their tribes or clans, godparents, stepparents, or any adult who has
a kinship bond with a child” (Child Welfare League of American, n.d.). Presently,
38 states and the District of Columbia have instituted some form of legal guardian-
ship with subsidy (American Bar Association Center on Children and the Law 2011,
p- 7). In legal guardianship, legal responsibility for a child is transferred by the court
from the court or agency to an individual who becomes the guardian. In the United
States, the adult involved is often related to the child and has been acting as the
child’s foster parent prior to the establishment of guardianship. Subsidized guard-
ianship provides financial support to both relative and nonrelative caregivers who
assume legal responsibility of a child in out-of-home care (Child Welfare Information
Gateway, n.d.).

Running directly counter to the desire of agencies to ensure permanency for
children in foster care via adoptions, and to close cases and thus maximize staff time
for other critical services, is the desire of many kinship foster caretakers to avoid the
family disruption that would arise from the necessary prelude to adoption, termina-
tion of parental rights (Rockhill et al. 2009, p. 9). Relative foster parents are too
numerous and far too important a placement resource to have their concerns about
adoption ignored, and since many legal actions to terminate parental rights are
“involuntary” (i.e., undertaken without the parent’s consent and requiring a finding
of abandonment or lack of fitness by the parent), these actions clearly have a poten-
tially disruptive impact.

In involuntary termination, not only is the parent—child bond legally severed, but
the parent may see the relative who is the child’s caretaker (often the child’s grand-
mother) as complicit in the painful legal process. Other family members may
become allied with either the parent or the kin caretaker, and major family discord
and estrangement are possible. Relatives who resist agency efforts to persuade them
to adopt their related foster child often fear this exact outcome. In addition, relative
caretakers often believe that they, rather than agency staff, know what is in the best
interest of the child placed in their home. As a result, discussion by caseworkers of
adoption as a means to promote permanency and the security of the child is often
perceived by kin caretakers to be a lack of belief in their ability to care for the child
to adulthood without adoption. Repeated urging to consider adoption by citing
practice wisdom or research data may, indeed, have a negative impact, and the
caretaker’s relationship with the caseworker and the agency may become strained.
Children’s own feelings of loyalty and affection for an absent parent may be over-
looked as the adults involved struggle to agree on a permanency plan. While age-
appropriate discussion with children is needed, care must be taken to avoid
compounding any existing fear or guilt for the child.

Finally, agencies that are determined to bring about permanency through adop-
tion may decide to attempt to remove the child from kinship care and place the child
elsewhere for adoption. Whether the kin caretaker relents and decides to adopt or
the child is moved to be adopted by another person, lasting bitterness about what the
agency sees as good permanency planning and the kin caretaker sees as additional
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Table 4.1 Determination of Subsidized Legal Guardianship

Identification of cases eligible for subsidized guardianship in the Oregon Title IV-E Waiver II
Evaluation proceeded with caseworkers responding positively to [child] criteria which
included the following:

12 months or longer in custody

6 months or more with current caregiver

Placement with an approved certified foster parent

IV-E eligibility

Reunification with birth parent(s) has been ruled out

Adoption has been ruled out

Youth has a strong and stable relationship with caregiver

Continued placement with this caregiver would be in the best interests of the youth
Child and caretaker can function effectively without casework support/supervision

WRNAN R WD =

In the Oregon study, an additional criterion was applicable to non-Native American youth only, but
probably echoes similar points in other jurisdictions
10. Placement with a relative or guardian over the age of 12

(Rockhill et al. 2009, p. 14)

harm to the birth family may result. To resolve both concerns—that of the agency
for a legally sanctioned permanency outcome for the foster child and that of the kin
caregiver for the child and extended family to remain undisturbed by legal action for
termination—Subsidized Legal Guardianship was developed as a permanency
option that seems to be a compromise acceptable to most stakeholders.

Subsidized Legal Guardianship is currently considered a viable permanency
option, thanks at least in part to several Title IV-E Waiver Demonstration Projects
(Freundlich 2009). The children and youth studied were usually those who had both
reunification and adoption ruled out as permanency options. Interest was strong in
comparing guardianship to other outcomes, as well as in understanding and describ-
ing those cases in which guardianship became the preferred option (Rockhill et al.
2009). As an example, in the Oregon study (Rockhill et al. 2009, p. 34), 64 % of the
18,876 children and youth exiting care between February 2002 and December 2008
were reunified. Of the 6,714 children not reunified, 10 % achieved guardianship
(70 % with a relative), while 55 % were adopted.

The criteria for the Oregon study are shown in Table 4.1.

Another question about permanency outcomes investigated by the Oregon study
is the question of whether they are in fact permanent, at least during the child’s
minority. A partial answer emerges from the Oregon data, which compares guard-
ianship and reunification 24 months post-permanency. Removals within 24 months
post-permanency were significantly lower among youth in subsidized legal
guardianship compared to youth who had been reunified (4.3 % and 14.7 %, respec-
tively). Differential outcomes were also observed between the groups in regard to
founded abuse, with 2.1 % of founded cases occurring among those youth in subsi-
dized legal guardianship compared to 16.3 % among youth who had been reunified
(Rockhill et al. 2009, p. 13).

Nationally, the FY 2012 AFCARS Report shows that only 4 % (14,829) of the
399,546 children in foster care have a case plan goal of guardianship (U. S.
Department of Health and Human Services 2013, p. 1). However, it may be that
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these goal numbers do not reflect the actual interest in exploring guardianship as a
route to permanency, because concurrent planning goals of reunification or adoption
may not be changed to guardianship until these other options have been ruled out
and guardianship is close to being accomplished.

Subsidized guardianship can offer substantial benefits, not the least of which is
usually the chance for the caretaker to continue to receive some level of financial
support for the placement without involuntary agency processes and services such
as caseworker visits, court hearings, or case planning meetings, which may be seen
as intrusive (Rockhill et al. 2009, p. 23). Because legal guardians are able to provide
consent, ordinary aspects of living for youth, like attending a school trip or partici-
pating in a team sport, are normalized and freed from the delay arising from the
agency’s need for parental or judicial permission. Even in unusual circumstances,
for example, when legal permission is required for surgery or for joining the
military, most parties acknowledge the legal integrity of the family unit created by
the court’s decree of guardianship. While parents do not lose the right to visit the
child, guardians are vested with the important rights they need to provide day-to-
day care without having to appeal to the child’s parent(s), the court, or the agency.
When agency staff or court personnel think about legal permanency, they may not
consider that normalizing a child’s daily life may be both the most compelling sign
of permanency and its greatest benefit to that youngster. Legal guardianship provides
a mechanism for this normalization just as adoption or reunification would.

In the case discussed above, permanent legal guardianship may be the best route to
permanency for Corey. Corey would prefer to remain permanently in his grandmoth-
er’s home and under her care. Unlike many children in foster care who yearn to return
to a parent’s care despite previous abuse or neglect (Block et al. 2010, p. 665), Corey
prefers to remain with his grandmother. When he discusses this at all, which is rarely,
he says he likes visiting with his mother but likes their visits best when they both eat
dinner with his grandmother and watch TV at his grandmother’s house. He rarely
expresses his feelings for his grandmother verbally, but after visits with either his aunt
or mother, he relaxes visibly in his grandmother’s presence and in her home.

To maintain Corey’s placement with Mrs. Knox, permanent placement with his
mother would have to be ruled out, and Mrs. Knox herself would need to be open to
becoming Corey’s legal guardian. If she decides to take that legal step, it is less
likely that the caseworker would recommend moving Corey to his aunt’s home for
another foster care placement, even if adoption could result at some point in the
future. Plans to support Mrs. Knox in caring for Corey would have to be in place
prior to agency case closure, for several reasons. Corey’s mental health needs will
continue to require professional intervention, and Mrs. Knox herself needs encour-
agement, recognition, and validation as she works hard to care for Corey.
Membership in a voluntary support group in the community for seniors caring for
grandchildren could help to sustain Mrs. Knox, as will access to concrete resources
such as health care, adequate housing, and an appropriate educational placement for
Corey. She and Corey will also need support from the agency staff who know the
two well. The ability to receive services from the agency on a voluntary, as-needed
basis may be a critical key to making subsidized legal guardianship a true
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permanency plan for Corey. Family Team Conferencing and Family Group Decision
Making meetings can help in accomplishing these goals.

One needed source of ongoing post-permanency support for Corey and Mrs.
Knox (if she becomes his guardian) is collaboration and joint case management
within the county human services system, as they are using several of these
services. For example, Corey and Mrs. Knox are active with child protective ser-
vices; Corey’s mental health care is managed by the local branch of the behavioral
health system; and because Mrs. Knox is a senior citizen with a limited income and
is caring for her grandson, she is eligible for a range of services provided by the
county’s agency on aging.

Service providers in Mrs. Knox’s county have formed a children’s coalition
around the needs of vulnerable children and families who are joint consumers of
services. All three county agencies, as well as Corey’s school and the hospital clinic
where he gets medical care, are members of the coalition and attend the monthly
meetings regularly. While the coalition is only in its third year, some very positive
results have been possible via the collaborative efforts of the agencies and individuals
involved. Corey’s caseworker operates from a systems of care framework (see
Chap. 1) and attends interagency coalition meetings on a regular basis to coordinate
services for the children and families on her caseload. At the monthly coalition
meeting, any of the attending agencies may present a case situation calling for col-
laborative work toward a goal or goals for a child and family. Input from the other
agencies is then offered and recorded by the presenting agency. The meeting notes
are prepared and distributed to the member agencies. After a short period of time for
additions or amendments, the notes become a plan for joint services to the child and
family. The presenting agency serves as the monitor to ensure service use/delivery
across the multiple systems (Technical Assistance Partnership, n.d.). Using this
structure, Corey’s caseworker hopes to offer Mrs. Knox ongoing support if she
becomes Corey’s guardian and the child welfare case is closed. The same structure
could also provide ongoing mental health services to Corey and monitor his moth-
er’s recovery if he is returned to her.

The other two permanency options for Corey would also require post-placement
agency services. Obviously, if Corey is returned to his mother or if he is placed with
his Aunt Rose, the early months of his placement in either home would require
agency services and supervision. However, if he is permanently placed with his
mother, it could become difficult to provide ongoing services after a final court
hearing and closure of Corey’s foster care case. Limited resources and budgets often
force the child welfare agency to use its limited staff to handle incoming crises and
abuse cases rather than providing the preventive long-term services that would be
needed to monitor and manage Lisa’s drug treatment and Corey’s mental health care.

If Corey is placed with his Aunt Rose, it could be months before she decides if
she wants to proceed to adopt him and, at least while he remains in foster care,
agency services must continue. An area of concern here for Corey’s caseworker is
that Aunt Rose lives in another service jurisdiction, so that child welfare services
from that area must be involved both in Corey’s placement and in the follow-up
services needed pre- and post-permanency. Again, prioritization of such long-term
post-permanency services is sometimes not a feasible option for many child
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welfare agencies. Although prompt permanency planning and placement for young-
sters is required, funding for comprehensive post-permanency support services
does not follow. Such services will be essential to support true permanency for
Corey and thousands of children like him beyond their exit from foster care to a
permanent home.

Community-Wide Interventions for Children in Foster Care

Beyond the present and future efforts to find safe and secure relationships and
homes for foster children who exit the child welfare system, additional supports and
services are badly needed for children who remain in agency care without a real
home and family. Solutions for children who wait too long to find permanent homes
or never find them must improve, or the annual cohort of youth aging out of foster
care will continue to be often homeless, unemployed, and undereducated (Courtney
2009). Fully 30 % of the 1.66 million youth exiting foster care nationally between
federal fiscal years 2002 and 2005 had no permanence as they left care. Twenty-five
percent aged out or were emancipated, and 5 % simply ran away (Maza 2009,
p. 33). Few resources are dedicated to this population as they exit care, and the need
for housing and medical care is especially acute (Courtney 2009, p. 55). For a group
caught between urgent needs and scant resources, choices are limited. National
attention is urgently required to prevent additional risk to these youth, to meet their
real needs and support their future aspirations.

Finally, while we must ponder the best individual plans for children like Corey,
perhaps we usually think too narrowly about what it takes to strengthen families,
reduce foster care entry, create stable foster home care when it is needed, and estab-
lish lasting permanency for children exiting foster care. Most prevention efforts and
therapeutic interventions target individuals or families, when it may be that
neighborhood-wide interventions represent the most effective method of helping
families facing a variety of problems. There is room for confusion here, so it is well
to clarify that the brief discussion that follows will focus not on the more common
community-based interventions but on two model community-wide interventions.

Hope Meadows

Recognizing the power of neighborhoods to assist struggling families, the Casey
Foundation in 1999 recommended that New York City’s public child welfare ser-
vices should be decentralized and that “the neighborhood strategy will prevent far
more children from entering the system, reunite far more families, recruit a large,
additional number of quality foster and adoptive parents...” (Epstein 2003, p. 686).
The scathing critique leveled by Epstein (2003) against the Casey recommendations
notes that these “(n)eighborhood-based services presume socialized, nurturing,
amiable communities of people with shared interests, histories, and goals.” Epstein
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contends such neighborhoods are not to be found in New York City or elsewhere in
our country and our time and asserts that the politically appealing, modestly priced
agency reorganization will fail, as have similar previous attempts. Epstein’s argu-
ments are persuasive, but what if “socialized, nurturing, amiable communities”
could be created? Would these be able to support and maintain children and fami-
lies? We are fortunate to be able to view at least a partial answer to the question.

In 1993, Hope Meadows, a community in Illinois, was created as a “geographi-
cally contained, intergenerational, planned community where foster and adoptive
families, children, and senior citizens live together and care for one another” (Eheart
et al. 2003, p. 19). While biological parents are not part of the community at Hope
Meadows, the difficult work of sustaining troubled children and the foster families
who adopt them appears to have moved away from a model of an agency treating
the child and family to one in which the agency becomes only a part of the array of
human resources available for problem solving in the community. “Many children
with troubled pasts who would ordinarily be raised in group homes and orphanages
can be sustained in adoptive families, if these families are enveloped within an
appropriately designed intergenerational community with the capacity to buffer the
inherent difficulties” (Eheart et al. 2003, p. 24). Central to the support of children
and foster parents are the seniors (age 55 and up) in the community who befriend
the children and spend time with them, acting as surrogate grandparents. Poverty is
not a concern since the foster parents receive salaries and free housing and the
seniors receive housing at much-reduced cost. The idea of planned supportive com-
munities is being expanded by the Generations of Hope Development Corporation,
formed in 2006, with populations served to include:

e “...youth exiting foster care or juvenile justice systems
» Parents reentering society from drug treatment or prison.”

(Generations of Hope, n.d.)

Harlem Children’s Zone

Another approach is to alter existing neighborhoods so that families and their chil-
dren are supported. Parents are helped to do well in caretaking, and children get
support within the neighborhood and at school to perform well academically. All of
this is already taking place in New York City, in Harlem. Beginning in 2000,
Geoffrey Canada created the Harlem Children’s Zone, a 97-block area of Harlem,
with a child population estimated to be between 8,000 and 10,000 (Tough 2008).
This large, urban, antipoverty program aims to educate children in the neighbor-
hood so they can escape poverty. Because Canada recognized that schools alone
cannot accomplish this goal, he decided to focus on building supportive structures
that create a network of family and neighborhood enrichment agencies, classes, and
programs. The concepts behind this program are being replicated in urban areas
throughout the United States (Otterman 2010), using combinations of federal, state,
and philanthropic funding. While it may be decades before there is any conclusive
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proof as to whether large-scale projects like the Harlem Children’s Zone can halt or
even reduce the ravages of poverty on the lives of families, the possibility that large-
scale neighborhood-level support can alter for the better the lives of resident chil-
dren and families offers a compelling vision of future possibilities.

Conclusion

Permanency for children and youth in the child welfare system can take many forms,
involving biological family members, relatives, fictive kin, adoptive families, or
long-term foster families. Reunification, legal guardianship (with and without sub-
sidy), and adoption all provide permanency options for young people that can pro-
mote a long-term sense of connectedness. Post-placement services and aftercare can
provide concrete support and assurance to youth and families by increasing opportu-
nities for stability. Community-wide interventions can address the larger systemic
support necessary for all families and children to grow and thrive. However, it is
clear that none of these placements, services, or efforts at larger scale community
building can flourish in the absence of a committed federal effort to reorganize child
welfare financing. Only with adequate federal funding can child welfare agencies
direct resources toward early intervention, offer services to maintain the bonds of
connection between children and families when possible, and provide both concrete
and instrumental resources that assure the well-being of youth and their caregivers.

Questions for Discussion

1. What issues of loyalty might be present for Corey as he negotiates his relation-
ship with his mother, his grandmother, and his aunt?

2. How might you use family engagement and teaming practices (Family Group
Decision Making, Family Team Conferencing) to plan with Corey and his
family?

3. What perspective might Corey’s grandmother, Mrs. Knox, have on what is best
for her grandson, her daughter, and herself?

4. How can Corey’s treatment and educational needs be best managed and
coordinated?
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Chapter 5

Transitioning into Adulthood: Promoting
Youth Engagement, Empowerment,

and Interdependence Through Teaming
Practices

Mary Elizabeth Rauktis, Ben Kerman, and Chereese M. Phillips

Abstract The conventional models used for preparing youth for emancipation
from child welfare emphasize independent living services in which youths learn
how to find an apartment, apply for jobs or college, and manage money and budget
for household expenses. Yet the focus on “independence” for youth leaving the
child welfare system does not fit with the developmental tasks of adolescence.
A more fitting goal for youth would be “interdependence,” as most young people do
not achieve instant independence, but gradually take on the roles of an adult as they
navigate through their twenties. During this period they require considerable emo-
tional and practical support from families. Youth become independent and exercise
autonomy within these supportive and empowering relationships.

Youth who come into care when they are older may return home, whereas those
who enter at younger ages and experience multiple placements may lose contact
with extended family and not form a consistent relationship with helping caregiver(s).
Youth who are supported into young adulthood by birth or adoptive families or an
extended period of assistance from foster parents fare better than youth who do not
have these supports. Interventions that engage youth in progressively deepening
responsibility for their own destiny, while simultaneously strengthening the support
network so critical to successful interdependence beyond foster care, recognize that
these youth are not all the same and that “one size does not fit all.” Teaming prac-
tices that respect youth voices, promote emerging autonomy, and engage a broad
support system represent a needed step beyond life skills curricula that focus on the
youth in isolation. They offer a variety of options to agencies working with complex
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families by building secure interdependence for the youth in their care and can be
used as a time-limited decision-making intervention as well as a more comprehen-
sive framework for providing ongoing services.

Keywords Transition * Teaming and Conferencing ¢ Interdependence ¢ Youth
Engagement and Empowerment

Introduction: Jasmine’s Story

Eighteen-year-old Jasmine arrives for an intake interview at the homeless shelter where
you are employed as a social worker. You observe that she is an attractive, mixed-race
young woman who is carefully dressed and well groomed. She tells you that her mother,
Sharon, abruptly moved out of their modest apartment and that her own part-time job did
not cover the full rent. She wrote on her application for assistance that she is without a
home and that “sometimes your family can be there for you and sometimes they can’t.”

In the course of your interview, it becomes apparent that Jasmine’s needs have over-
whelmed her closest friends from high school, two particularly supportive and encouraging
teachers who saw in her a world of potential and encouraged her to prepare for college,
and a former group home counselor who was always there for her crisis calls. Each of these
caring individuals tried to follow her through placement moves, mood swings, emotional
exhaustion and uncertainty, and finally Jasmine’s apparent rejection. Having run out of
friends open to indefinite couch surfing, Jasmine wants to work something else out, and that
is why she is sitting across from you.

How did Jasmine get here? Jasmine was “lucky,” enjoying a string of stable foster fami-
lies since her placement at age eight. Jasmine enjoyed a good relationship with her most
recent foster family and her last three caseworkers. She was “lucky”: As an older teen in
foster care in her state, she was entitled to ongoing support through age 21 as long as she
remained in school and fulfilled her service plan. In school, Jasmine was a well-rounded,
hard-working, insightful, and hopeful student, having overcome early learning challenges
and occasional problems with anxiety, depression, and disruptive behavior. Jasmine was
“lucky,” even though placement moves, caseworker turnover, terminations of parental
rights, restricted internet and phone access, and inconvenient supervised visits contributed
to her losing touch with her brothers, father, and her extended family. In addition to her
continuing foster placement, her plan included a weekly life skills development group, job
readiness and search assistance, and aid with transition to an apartment. She also received
counseling with a clinical social worker, medication support, and monthly visits from her
individual caseworker.

As a result, Jasmine’s caseworker and foster family were surprised when, shortly after
turning 18, she rejected her education and life skills plan and suddenly exited her foster
home to go to live with her mother. Jasmine decided that she wanted to try to put aside her
disappointment and anger with her birth family for having failed to care for her (impaired
by drug addiction, Jasmine’s mother, Sharon, had abandoned her and her twin brothers and
moved to another state; Jasmine knew little about her father). Jasmine avoided her case-
worker and negotiated her own reunification with her mother. Jasmine’s relationship with
her mother had been inconsistent and conflictual even before the state discontinued reuni-
fication efforts. Since 12-year-old Jasmine insisted that she would not allow an adoption,
none of her workers revisited the permanency plan of long-term foster care, as the place-
ments were stable and everyone was satisfied. In fact, there had been little outreach to
Jasmine’s family, since it was determined at that time that there were no kin placement
options. Her caseworker may not have even known that Sharon was living in the same
county as Jasmine, having returned to the state several years before.
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Jasmine found her mother through her brother, who contacted her through a friend on
Facebook. Jasmine was overjoyed to finally reconnect with her mother, as well as her two
brothers, who had been adopted. Jasmine started to put words to a simmering longing to be
part of a family, and this seemed to be the happy ending of which she had dreamed. When
she signed herself out of care, she felt her real life as an adult and her relationship with her
family was about to begin.

While Jasmine’s friends and mentors usually supported her choices and efforts to be inde-
pendent, few celebrated when Jasmine decided to leave care. Jasmine said she had “had
enough of people telling me what to do, jerking me around and being in my business”—
she wanted out. Her caseworker warned her that if she left, she couldn’t return. Jasmine thought
that was pretty funny—why would she ever want to return to the child welfare system?

Jasmine’s new life started off well—she was happy to be with her mother, and Sharon
truly wanted to make up for her earlier failings. However, a lot had changed. As a young
adult, Jasmine was trying to figure out who she was and what she wanted to become. She
wasn’t always reliable or responsible or even pleasant. Despite a conscious effort to forgive,
Jasmine felt resentful because her mother had “disappeared.” She also felt alone and con-
fused as she tried to reconcile contradictions in the history she remembered with the expla-
nations Sharon provided. She got angry when Sharon tried to parent her or give advice.

Her mother was trying, but it was hard. Jasmine was no longer the sweet eight-year-old
she remembered. In fact, Sharon reflected that she really didn’t know her daughter and was
troubled by feelings of guilt when she admitted that she did not even like Jasmine much of
the time. Sharon felt that Jasmine was judging her for her past, and she resented it. The two
lacked a supply of good memories to sustain them when things got tense, and it didn’t take
long to awaken both women’s feelings of being attacked, deprived, and abandoned.
Finances also became a source of contention. Jasmine had a part-time job with inconsistent
hours and Sharon’s salary wasn’t sufficient for two adults to live on. She didn’t feel that
Jasmine was trying hard enough to find a better-paying job. They argued over who was the
“boss,” curfews, money, and space in the small apartment. Sharon began to feel there was
room for only “one woman in this house.”

Complicating matters was the fact that Jasmine didn’t like Sharon’s boyfriend and
didn’t hide this fact. Sharon even worried that her sobriety was at risk because she was
feeling stressed. Consequently, when Sharon’s boyfriend asked her to join him in moving to
New Orleans, she couldn’t come up with a good reason to say no and bringing Jasmine
along wasn’t part of the deal.

So now Jasmine finds herself in a difficult situation. Sharon’s relocation was not part of
Jasmine’s plan, and she has no backup plan. In addition to most of the household’s monthly
income, Sharon took with her information concerning the whereabouts of Jasmine’s father
and links to extended family members. Among these was Aunt Gwen, who Jasmine fondly
remembered visiting as a young child. Sharon also took with her Jasmine’s hope that “all
they needed was some time together and they could make it all work out.”

Now that Sharon is gone, Jasmine doesn’t know where to turn. She doesn’t want to ask
her younger brothers for help, since they are still living with their adoptive parents and she
feels that she wouldn’t be welcome in their home. She believes she has exhausted the good-
will of her friends, and she remembers her caseworker’s warning that she could not reenter
care. When she arrives for her intake appointment with you, Jasmine brings all of her pos-
sessions: $100 in cash, a social security card, a suitcase with some clothes, and a cell phone.

Jasmine’s story is not unusual. Of the 254,162 children who entered foster care
in 2012, 32 % (83,495) were between 11 and 18 years of age (U.S. DHHS 2013).
Achieving permanency for youth in the foster care system is difficult. Challenges
abound, particularly for adolescents, reflected by the 30 % (30,709) of youth await-
ing adoption compared to the 17 % (8,634) actually adopted (U.S. DHHS 2013).
Reunifications with family, many unplanned and without the full guidance and sup-
port of the system, represent a common exit path for older youth (Maza 2009;
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McMillen and Tucker 1999; McCoy et al. 2008; Wulczyn 2009; U.S. DHHS 2007).
Aging out, perhaps with self-reunifications like Jasmine’s, and without formal
reunification, adoption, or guardianship, was the path for 23,439 young adults who
exited care in 2012 (U.S. DHHS 2013).

Jasmine’s story illustrates what can happen when youth leave care without hav-
ing established family relationships and other sources of support and concrete
resources (Casey Family Programs 2010). Although the typical transition to adult-
hood is characterized by periods of moving back home with parents and continued
reliance on parental financial support (Arnett 2000), these young adults are expected
to be immediately independent at a young age. Youth describe feeling unprepared,
insecure, and unsure of how to make the abrupt transition to being self-sufficient
(Garcia et al. 2003; McCoy et al. 2008; McMillen et al. 1997). Moreover, the focus
on “independent living” for youth negates their need for connections, fosters
isolation, and creates unrealistic expectations. In fact, developmental scholars are
suggesting that a more appropriate concept is “interdependent living” rather than
“independent living,” since most young adults do not achieve total independence
from their families until later in adulthood (Arnett 2000). Interdependence is a
concept which promotes connectedness and collaboration (Collins 2001; Propp
et al. 2003), two factors that are particularly important for young adults who have
been in the child welfare system and lack familial supports.

Although all youth who leave care for “independent” rather than “interdepen-
dent” living are a serious concern, individuals with impairments, long histories of
adversarial relationships, chronic stress, and multiple placement moves pose signifi-
cant challenges to successful family engagement. Only recently has the field begun
to overcome the dearth of research-supported guidance on how to engage and
involve families and extended kinship and friend networks so that they can be a
source of support for youth transitioning into adulthood.

New approaches to family engagement recognize that youth who came into care
as adolescents may have longer-standing relationships with friends and extended
kin despite more ambivalent relationships with their immediate family (Wulczyn
2004). They may also have close relationships with adults such as former foster
parents and group home or residential staff. Young adults like Jasmine, who entered
care at a young age, often lose connections with family though placement changes
and caseworker turnover. However, as they grow older, they may use the internet
and social networking to find or be found by family members who then enter their
lives again. They are likely to have also formed relationships with foster families or
other adults who may not have been recognized by the service providers, yet who
nonetheless provide important relationships and sources of emotional and practical
support.

Three practice approaches that help youth in care to successfully transition to
interdependent adulthood provide a focus for this chapter: Family Group Decision
Making (FGDM), Team Decision Making (TDM), and Lifelong Family Connections
(LFC). These three approaches differ in purpose and format, but each (1) actively
engages and empowers youth to make decisions, (2) identifies and facilitates con-
nections with systems and individuals who can support the youth, and (3) uses a
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team approach to make decisions and identify additional resources. Each approach
recognizes that young people in the child welfare system have little input into deci-
sions that impact their lives, as well as a lack of consistent adult relationships that
can inform them, guide them, and help them cope with the often imperfect decisions
they make along the path to greater autonomy and interdependence (Hyde and
Kammerer 2009; McMillen et al. 1997; Samuels and Pryce 2008). Creating a team
of individuals focused on the youth who are invested and willing to work together
to provide different types of support helps to give youth the necessary “emotional
investments to take into their adulthoods” (Samuels and Pryce 2008, p.1208). By
providing long-term mentorship and guidance, team members recognize emerging
autonomy, empower the youth, encourage growth, and support efforts to make
sound life decisions. Finally, utilizing a team approach may create a lasting support
network which the youth can draw on in future times of need (Courtney 2009).

In this chapter we first provide information about the developmental phases of
adolescence and young adulthood, placing the idea of interdependence into a devel-
opmental context. We then summarize the principles of each model and the evaluation
research to date. Lastly, each approach is applied to Jasmine’s transition experience.

Adolescence, Youth Development, and Foster Care

Adolescence is a period of great physical, cognitive, and social-emotional growth.
There is great activity in regions of the brain responsible for regulating behavior,
emotion, and perception of risk. However, many of these changes precede the full
development of self-regulation, so that emotions and motivation may not be in sync
with reason. Consequently, adolescents may engage in behaviors such as drinking
or using drugs, or unsafe sexual activity or driving, putting themselves at risk
(Steinberg 2005a). However, establishing autonomy, self-governance, and self-
regulation amidst increasingly complex and stressful environments are critical
developmental tasks of adolescence (Steinberg 2005b). During adolescence, youth
develop the cognitive capacities to monitor, reflect, and see the perspective of oth-
ers, all of which are essential to becoming an autonomous individual. These biologi-
cal, cognitive, and developmental changes typically occur within the context of
family and community. The degree to which youth are positively connected to oth-
ers while being exposed to regulating forces and are encouraged in developing psy-
chological autonomy will impact their healthy development as adults (Barber 1997).

The conventional models used for preparing youth for emancipation from child
welfare emphasize independent living services in which youths learn how to find an
apartment, apply for jobs or college, and manage money and budget for household
expenses. Yet the focus on “independence” for youth leaving the child welfare
system does not fit with the developmental tasks of adolescence. Given that inde-
pendence may in fact be unattainable and developmentally inappropriate (Avery
2010; Collins 2004; Propp et al. 2003; Shin 2009), a more fitting goal for youth
would be interdependence. Support from family is an important predictor of a
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successful transition to adulthood (Mortimer and Larson 2002). Studies of young
adult development suggest that a period of “emerging adulthood” exists for
18-25-year-olds and is characterized by residential and occupational mobility and
an extended period of family support (Arnett 2000). This is a period of exploration
in tandem with exploring romantic relationships, work, and education. Moving back
home, changes in jobs and a need for financial support are typical during this period,
until young people make lasting choices about work and relationships, often in their
late twenties. Interestingly, Arnett (2000) also identifies this as a time in which
young adults are more likely to engage in risky behavior as they explore a wide
range of experiences before assuming the roles and responsibilities of an adult. In
studies of family relationships, autonomy and relatedness with family were found to
be complementary in that the young adults may have a great deal of family support
and live within the parental household yet simultaneously have a great deal of
autonomy (O’Connor et al. 1996). During this period of emerging adulthood, youths
explore, experiment, and take risks, knowing there is a supportive family to assist
them if they should fail. The current models of independent living for youth in care
presume that young adults rapidly assume the roles and tasks of young adulthood
without having a safety net of family and friends to turn to if they are in need of
help. In reality, transitioning into adulthood and the development of independent
living skills (ILS) is a lifelong process that requires the assistance of caring indi-
viduals (Arnett 2000; Shin 2009).

Independent living services (ILS) have also been criticized for being atheoreti-
cal, (Collins 2001; GAO 1999; Mares 2010). Propp et al. (2003), Montgomery et al.
(2006), Pecora et al. (2008), Courtney (2009), and Avery (2010) all suggest that ILS
needs to be more rigorously evaluated, given the limited evidence to support the
effectiveness of services preparing youth to live independently. One example of a
program that engages youth in their own planning is the Transition to Independence
Process (TIP). Evaluation suggests that participation in TIP improves educational
attainment, wages, and financial self-reliance while demonstrating substantial
savings in costs (Clark and Crosland 2009).

The struggles many youth encounter after leaving foster care point to an urgent
need for improvement. The outcomes of former foster youth transitioning into
adulthood have been well documented, particularly in the Midwest Evaluation of
the Adult Functioning of Former Foster Youth (Courtney et al. 2007) and the
Northwest Alumni Study (Pecora et al. 2005). Both longitudinal studies found
foster care alumni do not fare as well as their peers in the general population.
The alumni functioned less successfully than their peers in most aspects necessary
for successful adulthood, such as securing employment or going on to secondary
education and establishing stable housing. They also had higher rates of teen preg-
nancy, mental illness, and criminal justice involvement.

Using data from the Midwest Study, Courtney et al. (2007) describe distinct
subgroups of youth with differing profiles which help to explain the range of out-
comes that are observed after youth leave care (Courtney et al. 2007). The largest
subgroup, the ‘“accelerated adults,” successfully transitioned into adulthood.
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However, they experienced brief periods of homelessness and unemployment as
they managed this process. The second subgroup, the “struggling parents,” had the
lowest rate of finishing high school and were the least likely to be employed. As a
group, their experiences were greatly shaped by being parents at a young age, and
they had the least amount of social capital to support them in this role. A small sub-
group was classified as “emerging adults,” and this group most closely resembles
the profile of emerging adults as described by Arnett (2000). The final subgroup was
the smallest and characterized as the “troubled and troubling” subgroup. These
youth were the least likely to be employed and more likely to be incarcerated or
homeless, and needed considerable assistance to become independent. Understanding
that youth are not all the same and that “one size does not fit all” provides an oppor-
tunity to create interventions that meet the needs and build on the strengths of these
differing subgroups of youth.

When evaluating how well youth make the transition to adulthood, it is also
important to consider how foster youth exit care. Youth can leave care in a variety
of ways. Some achieve permanence through reunification, adoption, or through a
permanent guardianship arrangement. Others do not achieve permanence, but age
out of care or run away. Using national data, Maza (2009) found most youth who
exit foster care achieve permanence through reunification with parents. Her findings
suggest that when youth entered care at an older age and had fewer placements, they
were able to maintain ties to family. Youth who entered care at a young age were at
the highest risk for not achieving permanence and exiting by aging out of care
(Maza 2009).

Once youth transition from care, one of the defining factors in their success or
failure in building independent lives for themselves is their level of empowerment.
For youth this would mean they would gain personal power, identify their own
strengths, and build upon those strengths to achieve their goals. Both empowerment
and engagement theories are intertwined and are a part of the interdependence
process.

Kerman et al. (2002) looked specifically at the outcomes for self-sufficiency,
well-being, and adult functioning among youth in long-term foster care who did not
reunify and were assessed to be poor candidates for any other permanency path. The
outcomes of youth who were adopted and those who remained in foster care until
young adulthood were better than those of the youth who left the agency at age 18
or younger. In addition, those who remained for extended support in foster care
were doing as well as those youth who were adopted (Kerman et al. 2002). Having
additional support, provided through a foster family, adoptive family, or through a
carefully considered supportive program, may provide youth with the emotional
and practical support needed to navigate into adulthood. Yet many youth choose to
leave care prematurely, even when they have the option of remaining longer. Those
who emancipate early do so because they are frustrated with their inability to make
choices (McMillen et al. 1997) and have a desire for autonomy, independence, and
control over their lives (Goodkind et al. 2011). Youth in out-of-home care have
limited opportunities to practice making choices (Rauktis et al. 2011). It is not the
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norm for older youth in out-of-home care to feel empowered; quite the opposite is
true. Youth describe feeling powerless and controlled by the adults who are making
decisions for them about important factors in their life (Rauktis et al. 2011).

This review highlights several important points. First, most young people do not
achieve “instant independence,” but gradually take on adult roles as they navigate
through their twenties. Secondly, during this period they require considerable emo-
tional and practical support from families. Thirdly, youth become independent and
exercise autonomy, an important developmental task, within these supportive and
empowering relationships. Those who come into care as older youth may return
home, whereas those who enter at younger ages and experience multiple place-
ments may lose contact with extended family and not form a consistent relationship
with helping caregivers. Finally, youth who are supported into young adulthood by
birth or adoptive families or an extended period of assistance from foster parents
fare better than youth who do not have these supports. The following brief review
points towards practices that engage youth in progressively deepening responsibil-
ity for their own destiny while simultaneously strengthening the support network so
critical to successful interdependence beyond foster care.

Engagement, Empowerment, and Interdependence
Through Family and Youth Teaming Practices

Increasingly, family and youth teaming practices are being used as communities and
systems look for ways of keeping children safe while preserving family and com-
munity relationships. Family and youth teaming practices broadly refer to a collec-
tion of group processes in which service providers and public agencies come
together with family, friends, community members, and other persons important to
the youth for the purpose of solidifying relationships, building supports, and creat-
ing plans for youths and young adults. These practices recognize the important lead-
ership role of the youth and the essential need for a supporting cast, the family.
Youth teaming practices are built on the premise that achieving a sense of autonomy
within the context of family and social connections is a critical developmental task
for adolescence and an antecedent to successful adulthood. While the teaming prac-
tices described in this section are focused largely on planning and implementation
tasks, each also affords opportunities to realize therapeutic benefits within the team-
ing interaction (Crampton and Natarajan 2005). Although detailed, rigorous, model-
specific studies are limited, the accumulating evidence suggests that family and
youth teaming practices help keep youth connected to their families without
endangering their safety, and that they can enhance permanence by increasing kin
caregiving, stabilizing placements, and cementing family connections (Pennell and
Crampton 2009).

Table 5.1 outlines the characteristics of the three family and youth teaming prac-
tices that are the focus of this chapter. Each has demonstrated the potential for
engaging youth and tapping network strengths for youth involved in foster care.
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While there are other worthy varieties, these three practice models were selected
because they represent a continuum. They range from a family-driven, typically
single-event model in which the professional plays a secondary role (i.e., Family
Group Decision Making), to a systems-based outreach to engage family members at
critical decision points during their involvement in the life of a family (i.e., Team
Decision Making), to a reorientation of all foster care services to optimize opportu-
nities to strengthen permanent family connections, increase interdependence, and
reduce nonnormative intrusion (i.e., Lifelong Family Connections).

A 2002 survey from the Center for the Study of Social Policy described some of
the commonalities across family team applications. This survey emphasized several
common values and practices embraced within the models examined that character-
ize family engagement practice:

e Mutual respect among families, community partners, and providers

* Power shift from system authorities to shared decision making and control of
resources

e Inclusive definition of family and team composition

e Welcoming and safe meeting place

e Commitment to balance individual participant and family needs while focusing
on safety, permanency, and well-being

Family Group Decision Making

Chapter 3 includes a full description of Family Group Decision Making (FGDM).
In the current chapter, a brief overview of the term as it is used to cover a variety of
team practices that shift decision making from a professionally-driven to a family-
driven approach is given. FGDM, sometimes known as family group conferencing,
was first legislated in New Zealand after protests by indigenous people against the
European-based child welfare system (Hudson et al. 1996). FGDM has spread to
other parts of the world, and child welfare systems in Europe and the USA are
increasingly integrating FGDM into their child protection practices. The model is
based on the beliefs that (a) children do better when they are connected to their
families, including extended kin; and (b) child welfare interventions that assume
primary responsibility for the care of children can be disempowering to a family,
depriving them of support from extended family and partners in the community
(Merkel-Holguin 2001). For transitioning youth, FGDM is intended to engage them
in a group process that rebuilds their family and social networks and serves as a
platform to elevate youth and family voices in decision making (Merkel-Holguin
et al. 2007).

The research on the effectiveness of FGDM with older youth has yielded mixed
results. A study of placement and relationship outcomes for youth ages 11-18 after
using FGDM found that 34 % of the youth returned home or were placed with kin,
and most moved to less restrictive settings (Gunderson 2005). Another study which
used FGDM to help with the permanency of older youth who were in care for a
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prolonged period of time found that plans were created for all of the children and
that a small percent of these unlikely candidates for permanency still achieved per-
manent family relationships (Velen and Devine 2005). A rigorous random assign-
ment control trial of FGDM in California showed no benefits related to substantiated
maltreatment placement stability or case closure (Berzin et al. 2008). These authors
noted that the benefits of FGDM may lie more in family engagement and improved
relationships, even if they are not detected as impacts on safety, permanency, and
well-being outcomes. Similarly, Weigenberg et al. (2009) used propensity score
analysis to create a comparison group and found that families with FGDM were
better connected to counseling and parenting services, even though there were no
significant differences at a 36-month follow-up. Although evidence of the effective-
ness of FGDM with older youth is limited, the positive findings on engagement and
outcomes with no deterioration of safety reflect considerable promise.

Jasmine’s Family Group Decision Making Conference
Referral and Preparation

Approximately 6 months prior to Jasmine being eligible to decline services and leave care,
Cynthia, her social worker, talks to her about having a family group conference. She antici-
pates that Jasmine may be planning to leave care and wants her to have a supportive and
committed group of family, friends, and professionals to turn to for help after she leaves.
Jasmine cautiously agrees; she is concerned that the adults will gang up on her. Cynthia
contacts the independent living (IL) coordinator, who sends a referral to the private non-
profit agency that will coordinate and facilitate the FGDM. The conference will be coordi-
nated and facilitated by Mike, an experienced FGDM professional. Mike first meets with
Jasmine to talk about the purpose of FGDM and to engage her in the process. They talk
about her goals for permanency and how a FGDM conference could be helpful to her in
achieving her goals. They also discuss her concerns about the conference and how these
will be addressed. Jasmine agrees to FGDM and they begin to make a list of persons to
invite to the meeting. Jasmine wants her mother and brothers to be there but would prefer if
Sharon’s boyfriend didn’t attend. She wants to invite her current and former foster parents
and several friends. After some probing, she identifies her teachers, the IL worker, a nurse,
a former group home counselor, her former therapist, and Cynthia as these friends.

Mike also meets with Sharon to explain the purpose of the meeting and to enlist her help
in finding other family members. He stresses that the meeting is focused on and directed by
Jasmine, but he knows that in order to be part of the process, Sharon needs support as well.
Sharon identifies her NA sponsor and a neighbor as supportive persons, and Jasmine
agrees to invite them to the meeting. Mike facilitates a discussion with Sharon and Jasmine
about ways that Sharon’s boyfriend can attend but says that Jasmine has the final word on
whether he is invited to the meeting. Sharon, Mike, and Jasmine use the internet and phone
book to search for paternal relatives and Sharon’s relatives in Kentucky. Jasmine'’s father is
in jail, but her paternal grandmother and paternal Aunt Gwen both live in the area and
agree to attend. Sharon also reconnects with her older sister, who is invited. Jasmine invites
her brothers and their family to the conference. Over 20 people have been invited, and
Sharon and Jasmine agree to hold the conference on a Sunday afternoon at a church where
Sharon’s NA group meets. Jasmine decides on the food for the meeting.
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FGDM Meeting

Welcome/Introduction: Mike gives a short welcome and Aunt Gwen offers a prayer. Mike
asks each person to say who they are and their relationship to Jasmine. Mike reiterates that
the purpose of the family group meeting is to help Jasmine identify where she is going to live
and how she will function independently. He also reminds everyone of the process steps,
mandated reporting policies/procedures, and the roles of the attendees.

Information Sharing: Cynthia and the independent living coordinator share Jasmine’s
current situation and her goal of leaving care and talk about what that means in terms of
housing, insurance, employment, and school. Jasmine’s teacher and nurse practitioner
provide an update on her grades, health, and graduation status and whether she is eli-
gible to receive financial aid for college. The IL coordinator describes potential housing
options and services, such as supported independent living and aftercare. All of this is
shared so that the family and Jasmine know what resources are available in developing
a plan.

As they share information, the group participants highlight the strengths that
Jasmine has—how far she has come and the good choices she has made. The caseworker
emphasizes that the plan created by the family needs to address the following: providing
a safe and stable place for Jasmine to live and ensuring that she attends school or has
full-time employment. Jasmine says that her goals are to have a safe place to live and
an income and to attend college and have relationships with her family. For Jasmine,
one of the most positive aspects of information sharing is hearing her strengths talked
about by everyone in the meeting. She recognizes that she has a lot of positives on which
to build.

Private Family Time: Mike introduces private family time, during which the family
meets alone to share a meal and decide how to help Jasmine. All of the professionals
remain in a separate room so they can be part of the process when the family returns with
a plan.

Plan Finalization: After 2 h the professionals rejoin the meeting and the family presents
their plan. Jasmine is going to live with her mother for the first 6 months, and during this
time, she will find a part-time job and save her money. Her IL worker will help her to iden-
tify part-time jobs close to her mother’s apartment. With Cynthia’s help, Jasmine is going
to prepare to take the SAT and apply to a state college in the town where her Aunt Gwen
lives. She will live at school and then stay with her Aunt during the summer and semester
breaks.

Resources included in the plan are assistance with financial aid forms, college
applications, and health insurance. Jasmine’s grandmother, her brother’s family, and
her former foster parents invite her to come to their homes for Sunday and holiday din-
ners. However, the IL worker and caseworker express their concerns that the housing
could collapse. Jasmine and her mother have not lived together in 10 years and there is
already some evidence of conflict. If the housing becomes insecure, the rest of the plan
would be in jeopardy. They request that the family comes up with a contingency plan as
a way to prevent future housing disruption. The family reconvenes and 30 min later
returns with additions to the plan. Sharon’s NA sponsor will meet with her three times
a week for coffee and support, and Sharon’s neighbor offers her apartment as “cool
off” space for Jasmine. These are included in the plan. Jasmine and her mother do not
want to attend family therapy, but they agree to contact the caseworker if they change
their mind.

Close the Meeting: To close the meeting, everyone signs the plan and, after a discussion,
they all agree to meet in 3 months in order to evaluate how the plan is working. Jasmine
offers to post status updates on her Facebook page as a way of keeping in touch until the
next meeting. The meeting adjourns.
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Follow-Up

The caseworker follows up on the meeting by ensuring that written copies of the plan are
distributed and that the plan is adequately resourced and implemented. She stays in touch
with Jasmine, monitoring the implementation of the plan. A month after the meeting,
Jasmine contacts her to be referred to family therapy. The caseworker assists Jasmine and
Sharon in making the connection to a therapist.

Team Decision Making

For youth who are transitioning, the primary goal of Team Decision Making (TDM)
is to engage them and their communities in decision-making processes regarding
permanence. Achieving permanence involves creating a network of resources and
supports to assist youth in transitioning out of foster care into adulthood and beyond.
TDM meetings capitalize on the critical opportunities present at decision-making
points, such as when a child is at risk of removal, when a placement change is being
contemplated, and during decisions about moving to permanency. Team Decision
Making utilizes a family- and community-centered process to create a collaborative
decision-making team. Meetings occur with consistency and regularity, and a hall-
mark of these meetings is an emphasis on engagement through good communica-
tion. This involves inclusivity, feedback loops, and reaching consensus. The TDM
process may be repeated at subsequent choice points when a placement change is
being considered. In a permanency TDM meeting, the intention is to facilitate the
development of long-term, community-based safety nets for families at risk by link-
ing families with natural supports within their neighborhoods (Annie E. Casey
Foundation 2002). With older youth, a TDM meeting may be convened to consider
upcoming decisions about independent living or emancipation (Crampton and
Pennell 2009) or as the first step towards a permanent living arrangement with a
family for youth living in long-term care.

The eight essential elements intrinsic to the TDM process include teamwork
(mutual knowledge sharing), consensus, active family involvement, skillful facilita-
tion, safety planning, strength-based assessment, needs-driven services, and, per-
haps most importantly for youth in transition, formation of long-term support
networks that include community members (Annie E. Casey Foundation 2002).

TDM meetings are facilitated by a trained senior child welfare staff person who
has considerable clinical knowledge and a thorough understanding of how complex
systems function. As with FGDM, a referral is made and the facilitator meets with
the youth to describe the purpose of a TDM meeting and to identify individuals who
should be invited to the meeting.

The flow of a TDM meeting is as follows: First, the facilitator introduces him or
herself and asks the participants to introduce themselves and explain their relation-
ship to the youth/family. The facilitator also explains the purpose of the TDM meet-
ing and goes over the ground rules for the meeting, which are that everyone involved
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must be honest and respectful during discussions as they seek to reach their shared
objective of developing the best plan for the youth. The caseworker explains why
he/she called the meeting, reconfirms its purpose, and presents any relevant history
including strengths, resources, current needs, and risk and safety concerns. The par-
ticipants are encouraged to give their perspectives, and then the caseworker recom-
mends a plan of action based on the discussion up to that point. The next stage of
the meeting occurs when the facilitator leads the group in a brainstorming session
in which the recommendation is discussed and alternate plans are considered. When
all of the possible solutions have been identified and discussed, the facilitator
assesses the group’s movement towards a consensus decision and states the deci-
sion. Action steps for implementing the decision are then outlined, and, once again,
the facilitator moves the group to consensus about the action steps. If consensus
cannot be reached by the group on either the decisions or the actions, then the case-
worker will make a decision on behalf of the agency. At the conclusion of the meet-
ing, the facilitator verbally summarizes the team’s decision, what contingency plans
have been made, what the resources are, and who will be providing those resources.
All of the members receive a copy of the written summary of the meeting.

Team Decision Making, like FGDM, has been shown to promote high satisfac-
tion among family participants and workers (Crea and Berzin 2009). It has been
shown to be particularly effective in cases involving older youth (Annie E. Casey
Foundation 2002). However, research also suggests that TDM is most successful
when the essential elements mentioned above are included in the practice. For
instance, recommendations for preserving the family were made in 70 % of the
decisions when 7-8 of the essential elements were present, but only 22 % when only
one element was present (Wildfire et al. 2009). Other studies conducted by Crea
et al. (2008) examined how TDM translates across different communities and set-
tings. Because complying with the essential elements is an important component of
the TDM approach, variation in implementation was found to lead to differences in
outcomes (Crea et al. 2008).

Jasmine’s Team Decision Making Meeting
Referral and Preparation

Jasmine’s caseworker, Cynthia, makes the referral to TDM as Jasmine approaches the age
of emancipation. Since Jasmine is intent on leaving the child welfare system but has not
made any preparations, Cynthia wants her to make the best possible choice for indepen-
dence by helping to find supportive adults and family members before leaving care.
Cynthia meets with Jasmine to explain the purpose of a TDM meeting and to ask if Jasmine
agrees to participate. She also helps Jasmine identify people to invite to be on her team.
After some initial reluctance, Jasmine agrees and wants her mother, brothers, and friends
from school to be at the meeting. Cynthia also suggests that Jasmine considers some other
supportive adults who have been involved in her life now and in the past, and Jasmine
identifies her teachers, nurse, current and former foster parents, and some of the group
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home staff from an earlier placement. These individuals are informed about the purpose of
Jasmine’s TDM meeting and invited to participate. In the process of talking with her
mother, Jasmine reconnects with her Aunt Gwen and paternal grandmother, and they are
invited as well. The caseworker arranges for Jasmine’s meeting to be led by Mike, an
experienced facilitator of TDM.

Team Decision Making Meeting

Introductions and Opening: Mike introduces himself and asks the participants to introduce
themselves and share their relationship to Jasmine. He explains the purpose of the meeting
and the basic ground rules, clarifying that the agency maintains responsibility for the plan
if consensus cannot be reached in the group. He reminds everyone that information is pri-
vate, but it may be used for case planning or in court if necessary. He encourages everyone
to be open and honest and to work towards developing the best plan for Jasmine’s transi-
tion. Cynthia explains why she called the meeting and reiterates that the purpose of the
group is to come to a decision about where Jasmine should live after she leaves care and to
help her to create a network of supportive individuals who will be there for her.

Cynthia describes the situation at hand: Jasmine wishes to leave care and live with her
mother, but this placement may be problematic given that Jasmine and her mother have just
recently reconnected. Without additional resources, Jasmine could end up homeless or liv-
ing in a shelter if the current plan does not work out. Cynthia also outlines concerns about
Jasmine being able to receive ongoing medical care and continue her education. Cynthia
concludes by talking about Jasmine’s strengths, such as her resourcefulness, the good
choices she has made about school and relationships, and how she has connected with sup-
portive adults. Mike asks the other participants to give their perspectives on the current
situation. At the end of the discussion, the caseworker recommends that Jasmine emanci-
pate and live with her mother.

Brainstorming: Mike now leads the group in a brainstorming session, inviting the group
to help determine whether this is the best plan through discussing additional ideas and
solutions. Should Jasmine live with her mother? Could Jasmine live alone or move into an
independent living program? What about living with her Aunt Gwen or her grandmother?
What other solutions do the participants have that the agency has not considered? As ideas
are put forth, Mike leads the group in logically working through each option, asking about
the potential problems as well as the benefits of each possibility and how each idea could
meet the objectives of providing a safe place for Jasmine to live and a circle of supportive
friends and family.

Since Mike is experienced at TDM facilitation, he is able to perceive fairly early in the
discussion that people are avoiding talking about Sharon’s history of relapse and their
concerns about her remaining drug-free while coping with the stress of living with another
person. He asks the group to talk honestly but respectfully about their concerns, and this
also gives Sharon permission to express her own fears and worries. Jasmine admits that she
doesn’t like Sharon’s boyfriend and says she feels her mother would side with him rather
than her when they inevitably have disagreements.

Although she is disappointed, Jasmine concedes that living with her mother probably
isn’t a good idea, and the group quickly comes to consensus that this isn’t the best place-
ment decision. They are then able to consider each of the other options identified in the
brainstorming part of the meeting. In the course of this discussion, it becomes clear that
consensus is being reached on a decision for Jasmine to live with her Aunt Gwen after
Jasmine graduates from high school and to remain with her foster parents until that time.
Mike states this and the group agrees that this is the decision.
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Implementation: Mike leads the group into the final phase of the meeting, which is to
identify the action steps for implementing this placement decision. Arranging for profes-
sional, community, and familial supports will be critical to ensuring that this placement
decision is successful. While she is eager to live with her Aunt, Jasmine wants to live on
campus when she attends college and stay with her Aunt during the semester breaks and
summer. Mike leads the group in identifying who will provide assistance to Jasmine and
Gwen in helping Jasmine to successfully apply for admission and financial aid. Offers of
assistance in areas of need are made, and Mike documents this. At the conclusion of the
meeting, he verbally summarizes the team’s decision, what contingency plans have been
made, what the resources are, and who will be providing those resources. All of the partici-
pants receive a copy of Mike’s written summary of the meeting.

Lifelong Family Connections

In contrast to the FGDM focus on maximizing family empowerment in a discrete
event or TDM’s use of critical decision-making points to engage additional perspec-
tives and resources, the third model examined in this chapter, Lifelong Family
Connections (LFC), represents an ambitious attempt to apply teaming principles
across an array of ongoing service activities (Casey Family Services 2005). The
hallmarks of LFC include consistent elevation of the youth’s developmental needs;
a balanced, persistent focus on permanency and family strengthening through ongo-
ing team meetings; and assembly of team members in various configurations over
time (i.e., both the full group as well as subsets of team members contribute to the
team effort). Underlying values of LFC include the importance of family connec-
tions, facilitating the youth’s exit from the child welfare system to a permanent legal
parent, the unique advantages of collaboration, and attention to the ever-present
backdrop of trauma.

Building on existing models such as FGDM, the LFC model emphasizes shared
planning and decision making to guide timely permanency planning while strength-
ening relationships for children in out-of-home care (Greenblatt et al. 2010).
Proponents of LFC believe that better plans and resources lead to better outcomes
and that the best plans are informed by sound decisions based on accurate informa-
tion and made with the youth’s best interests at the forefront. However, good infor-
mation can only be obtained by building collaborations, creating shared ownership,
and engaging fully with youth. Core practices (Table 5.1) include fully involving
youth in the team process; preparing for permanence using a variety of practice
tools, with the child welfare agency, birth and foster parents, siblings, and extended
family members being involved in the process; diligently searching to find and
involve family members in the LFC process; and using four different types of meet-
ings to ensure that permanency is achieved. Since the youth-voiced need for perma-
nent connections is foremost, this requires looking anew at present and past
connections, as well as anticipating what will be needed to help the youth transition
into young adulthood. Similarly, youth who have previously declined a permanence
path are respectfully encouraged to reassess. This also necessitates promoting
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understanding of the past, how it has shaped the present situation, and how it can
provide keys to solving current challenges.

Though the process begins much like conventional services provision (e.g., the
professional caseworker is responsible for case management), the course of work is
marked by transferring parental responsibilities from worker to team to permanent
lifelong parent and family. The permanency social worker facilitates the team
process for each youth using a series of individual, joint, and large team meetings.
The meetings have different purposes. For example, a safety parameters meeting
must be held when the youth is first referred, when there is a social worker or super-
visor change, or if there are changes in case circumstances that have safety implica-
tions. Extensive preparatory meetings occur before the first meeting of the whole
team in order to explain the process and expectations for each individual, to identify
areas that pose likely points of conflict, and to help each participant be ready to
assume a well-informed and constructive role in the process. Youth engage in a
number of permanency preparation practices. For example, one practice is intended
to help them identify who should be on the team and another is intended to assist
them in mastering the skills that can support family life and avoiding the pitfalls that
can undermine it. When the full-team meetings begin, information and resources
are pooled to increase the number and quality of supports and options, while the
team is ever mindful to tap individual and family strengths without ignoring the
impact that trauma plays in youth development. Joint meetings are held to build
relationships, resolve conflicts, and prepare for large meetings. Large team meet-
ings are held once essential members are on board and adequately prepared through
individual and joint meetings, and may begin with a small core team, with addi-
tional members added as they are identified and prepared.

These meetings are continually scheduled for every 4—-6 weeks until legal perma-
nency is achieved and the youth exits the system to family care. Additional meetings
are added as necessary. By meeting regularly but not focusing on particular deci-
sions, this team model is designed to foster ongoing relationship building between
and among members and with the youth. The team facilitator helps team members
keep the youth’s needs central and share information and concerns while suspend-
ing their individual agendas in order to meet the best interests of the youth. Individual
team members are helped to tolerate feelings of frustration and uncertainty, should
they arise. As a group, the team also works to anticipate obstacles to success and to
create response plans and a concurrent plan should the primary plan for a permanent
parent and lifelong family connections become unattainable.

Research is limited, but early findings from pilot evaluations are promising. In an
early application of the approach to groups of older youth with permanency chal-
lenges (e.g., older youth with terminated parental rights residing in residential treat-
ment centers), Greenblatt et al. (2010) found that 46 % of the youth served achieved
adoption, guardianship, or a lifelong connection. Results from a 5-year implementa-
tion and outcome evaluation indicate that the practice model can be implemented
effectively and established as standard practice within 18-24 months, in part facili-
tated by the use of case assessment and planning practice tools (Frey et al. 2008).
Perhaps more importantly, permanency and timeliness have been improved without
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sacrificing safety. For instance, early results from an FLC implementation study
involving public child welfare agencies in New England show that the percentage of
entry cohorts achieving exit with legal permanence within 18 months has increased
over 200 % since using the LFC program (Greenblatt et al. 2010). With more rigorous
evaluation underway, this practice-based model continues to be honed for
manualization and integrated alongside several promising child welfare practices
(e.g., Family Finding, Permanency Preparation using Henry’s 3-5-7 model (2005),
and evidence-based interventions [e.g., Trauma-Focused Cognitive Behavioral
Treatments] to help ready youth for successful living with family members).

Jasmine and Her Family Participate in Lifelong
Family Connections

Referral, Team Building, and Planning: Whether Jasmine is in her first or 51st placement,
the goal of LFC is to create a team committed to ensuring that her needs for safety, perma-
nency, and well-being are met while also making her current foster placement her last one.
Her primary worker, Cynthia, uses individual preparatory meetings to orient Jasmine, her
current caregivers, easily identified and available parents or family members, and any
other professionals or providers to the model. Each of them is helped to understand that the
ultimate goal of the teaming process is for Jasmine to exit the system to a primary legal
parent willing and able to provide for her safety and well-being permanently, and that
teaming is intended to build a wider circle of supportive family and adult relationships that
will be there for her into the future. They are asked about their hopes and dreams for
Jasmine and their willingness to play a role in helping her plan for her future. Parents, fam-
ily members, and other supportive adults are encouraged to also see themselves as essential
role models and links to the community as Jasmine expands her access to resources and
strengthens or builds skills associated with successful adult living.

After the orientation of key team members and some initial discussion of her own goals,
Jasmine is encouraged to identify and invite other potential team members. To help identify
potential supports and permanent family connections, Cynthia asks questions such as the
following: “Who do you care about?” “Who cares about you?” “Who would you turn to if
you wanted to share good news?” “What if you had just received bad news?” “Who would
take a collect call from you no matter what?” “Who wants you to succeed?” “Who knows
you best?” “Who thinks you’re a special kid?” “Who gives you good advice about life?”

“Who is the kind of adult or parent you would like to become?” “If you could pick your
parent, who would it be?” and “Who could help you achieve your goals for the future?”

Jasmine includes her mother, her brothers, her father, and some extended family mem-
bers she only vaguely remembers in her list. Jasmine’s list of team members also includes
her closest friends and teachers, her former counselor, her current foster parents as well as
some former foster parents, and her Aunt Gwen, plus her current treatment providers.
Cynthia helps Jasmine research the whereabouts of family, friends, and community mem-
bers with whom Jasmine has lost contact, and Cynthia and Jasmine make an initial
approach to these people. Even if Jasmine does not identify some of these as potential sup-
ports, Cynthia will likely approach them after a careful record review. She also helps
Jasmine consider people she may not readily identify on her own or who Jasmine may feel
would not want to join in her LFC group. For example, Cynthia encourages Jasmine to
contact her former foster parents, even though Jasmine believes that some of them are mad
at her or “done with” her because of how the placements ended. Cynthia also suggests that
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they contact Jasmine’s imprisoned father to see if he is willing to participate in the fullest
way possible—via telephone or even written correspondence. Although he is not able to
participate in large team meetings, he does decide to join key joint meetings with Jasmine
and Cynthia by phone and provides meaningful family history and information. He also
gives a stamp of approval on Jasmine’s future plans and permission for her to fully embrace
another parent figure into her life if that is what she wants.

As Cynthia orients new members to the process, she invites them to consider what they
would wish for Jasmine and how they can help. When Cynthia reviews the expectations for
each member, she particularly emphasizes that the members should concentrate on
Jasmine’s best interests and stay focused on a plan for her permanency, safety, and well-
being. Preparatory meetings also include joint work to identify team member relationships
that present risky combinations and potentially unproductive or toxic areas that Cynthia
should consider when she facilitates the full group. Because first challenges often revolve
around group composition and direction, such as whether and how to include both Sharon
and Jasmine’s father as well as Sharon’s boyfriend, each challenge provides opportunities
for Cynthia to help the team keep a realistic but balanced view of reasonable concerns, the
urgency of permanency, and the importance of respecting Jasmine’s voice.

Cynthia and Jasmine work together to set an agenda for the early meetings that addresses
Jasmine’s permanency as well as her safety and well-being needs. Jasmine expresses an
interest in working on her relationship with her mother and perhaps going to live with her.
Sharon also shares her hopes as well as her misgivings about this. Other team members,
perhaps concerned that this placement would be unlikely to succeed, use the meetings to
express their concerns. Without invalidating Jasmine, Sharon, or other members’ concerns,
Cynthia acknowledges the concerns and turns to the group membership for the recommen-
dations, supportive activities, and backup plan suggestions needed to make Jasmine’s place-
ment with Sharon successful. At the same time, Cynthia works with the group to develop
consensus on a concurrent plan, one that identifies where Jasmine would live and who
would become the primary parent figure(s) in her life should her placement with Sharon fail.

Implementation and Monitoring: Cynthia encourages several permanency preparation
activities to pave the way for Jasmine and Sharon’s reunification. For example, she helps
Jasmine construct a timeline of her life, including past moves, placements, events, and end-
ings and beginnings of important relationships. This exercise is designed both to help
Jasmine feel rooted in the past and to make her feel grounded in the present as she plans for
the future. Cynthia involves Sharon, Jasmine’s father, Jasmine’s Aunt Gwen, and previous
foster parents in this project to assist Jasmine in building a sense of continuity in her life.
In the process the group can also correct misinformation about past life events and
incorporate positive family identifications, which are often limited for youth with child wel-
fare system involvement. Cynthia also keeps an eye on relationships that require healing or
need further strengthening through joint meetings, so that these relationships will not short-
circuit the teaming process or, more importantly, put Jasmine’s future or healthy family
connections at risk.

Cynthia, Sharon, Jasmine, and the other team members continue to convene individual,
Jjoint, and full-team meetings in order to monitor plan implementation, progress on goals,
problem solve and manage crises, and continue shifting the responsibility for leadership
and direction to Sharon and Jasmine. When Jasmine and Sharon’s relationship starts to
derail, Cynthia draws on their permanency preparation work together to rebuild a sense of
connection. Team members also offer material or emotional support and backup arrange-
ments during this time. If the team is unable to prevent stressors or life circumstances from
derailing the primary plan for Jasmine to be parented and have a safe and stable living
arrangement, then Cynthia will help the team implement the concurrent plan. (Early in the
planning, Cynthia will have prompted the team to identify a “Plan B” if “Plan A” does not
work out in Jasmine’s best interests.) For example, if living with Sharon is “Plan A” for
Jasmine, then options such as having Jasmine live with her Aunt Gwen, her most recent foster
parents, or one of her former foster parents would be explored for potential as “Plan B.”
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Then Cynthia would prioritize joint meetings between Sharon and the other parent figure(s)
identified as “Plan B,” so these adults could see themselves in a role of shared parenting,
rather than seeing themselves as competitors for Jasmine’s love and loyalty. Understanding
full well that the plan will only be as successful as the strength of the relationships it repre-
sents, Cynthia does her best to help the important parent figures and significant adults in
Jasmine’s life set aside any tendencies towards competition or exclusion and recognize the
unique and essential roles they each play in Jasmine’s family tapestry.

Conclusion

Teaming practices that respect youth voices, promote emerging autonomy, and
engage a broad support system represent a needed step beyond life skills curricula
that focus on the youth in isolation. Though still far short of conclusive, preliminary
research, intuitive appeal, and emphasis on both youth empowerment and family
engagement identify these as promising practices. These teaming practices offer a
variety of options to agencies working with complex families building secure inter-
dependence for the youth in their care, even as they utilize many overlapping fea-
tures. The vignettes about Jasmine in this chapter illustrate the choice points through
which these principles can be integrated into different phases of work, whether a
time-limited decision-making intervention or a more comprehensive framework for
providing ongoing services is required.

Questions for Discussion

1. Apply each of the three approaches of FGDM, TDM, and LFC to Jasmine when
she was eight and her mother abandoned the family. Follow the structure out-
lined in the case presentation for each model. Hypothesize which approach may
have led to a more permanent place for Jasmine and her brothers. Would these
approaches have better engaged Jasmine’s mother and extended family?

2. Think of three questions that you would ask of the team in order to assure that
the teaming process is being followed (as outlined in the table).

3. What do you think are the most important behaviors and personality characteris-
tics for a facilitator of FGDM, TDM, and LFC, and why?

4. As the caseworker, what steps would you take to assure that you are promoting
Jasmine’s interdependence while also helping her to manage the frustrations and
disappointments that are likely to occur within the context of her family
relationships?
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Chapter 6
Lesbian, Gay, Bisexual, Transgendered,

Questioning, and Queer Youth:
The Challenge for Child Welfare

Elizabeth A. Winter

Abstract Lesbian, gay, bisexual, transgendered, questioning, and queer youth
(LGBTQ or sexual minority youth) experience elevated risks to their safety, well-
being, and permanency compared to heterosexual youth. Current evidence paints a
picture of sexual minority youth as being disproportionately overrepresented in the
child welfare system and as frequently receiving disparate, inappropriate, and
unsafe treatment. In order to adequately provide services to LGBTQ youth in the
child welfare system, policy makers, administrators, supervisors, and workers need
to understand not only the higher risks experienced by these youth but also their
particular developmental needs and how to deliver and access culturally competent
services and supports for them.

LGBTQ youth require competent child welfare professionals who understand
their particular concerns and can address their needs without either deliberately or
inadvertently being discriminatory. Caseworkers need to be able to make sure that
the needs of LGBTQ youth are competently assessed and then find appropriate ser-
vices and community supports. While child welfare services have not yet achieved
cultural competence, model policies and training curricula are readily available to
guide the provision of competent services for LGBTQ youth. A sustained commit-
ment by state and local agency leaders is required to make the cultural and practice
changes that are needed. The adaptation of existing promising child welfare prac-
tices, such as family finding and family group conferencing models, is one way to
leverage existing resources to meet the permanency and stability needs of sexual
minority youth.

The most urgent need is for child welfare agencies to be equipped to recognize
and address issues of physical and emotional safety among LGBTQ youth. The next
priority is the competent management of issues related to sexual orientation and
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gender identity in the area of placement and placement stability. The third imperative
is to support and facilitate the well-being of these highly vulnerable and often invisible
children and youth. Although cultural change is challenging, the combination of
growing interest and support for LGBTQ youth and the availability of the tools to
help them can lead to improvements in service for sexual minority children and
youth coming into contact with the child welfare system.

Keywords Lesbian ¢ Gay ¢ Bisexual » Transgender * Queer ¢ Questioning ¢ Child
welfare « LGBT ¢ LGBTQ ¢ Children and youth * Homophobia * Transphobia
Heterosexism ¢ Sexual minority * Gender-nonconforming

Carlie is a 7-year-old white transgendered child born with a biologically male body
(her legal name is Charles). Carlie identified herself as female as a preschooler, despite
her male body. When she went to kindergarten, she lined up with the girls to go to the
bathroom and didn’t understand why she had to go with the boys. Carlie has experienced
prejudice and victimization both at school and at home; she has become quiet and with-
drawn and hangs back from other children. The school called child protective services
after finding the marks of what looked like a severe beating with a belt. Carlie’s father
admits having beaten her with a belt twice for not behaving as a boy should; having “a boy
who wants to be a girl” is inconceivable and shameful to him. Carlie’s mother wants to be
supportive but is confused and does not know whether to “encourage” Carlie to express
herself as female, or to force her to “be Charles.” Both parents feel humiliated and wonder
what they have done wrong.

Carlie’s primary safety needs include physical and emotional safety at home and at
school. Her well-being needs include access to medical and behavioral healthcare provid-
ers who are competent in the assessment and treatment of transgendered children and
youth. She needs support at school from staff, preferably including access to a unisex bath-
room. As Carlie grows up, assuming that she is indeed a transgendered child, she will need
access to hormonal treatment to suppress the effects of male hormones that would deepen
her voice and lead to the development of other male secondary sexual characteristics. She
and her family will need social and other supports (such as psychoeducation and connec-
tions to other families with transgendered children) to help them in managing the transi-
tions and risks that Carlie faces as an individual and that they face as a family. Carlie’s
permanency needs include a supportive, permanent living situation, preferably with her
family of origin. Her developmental needs include access to supportive adults (including, if
possible, maintaining/developing a positive relationship with her parents) and appropriate
and safe social interactions with other children and youth, including age-appropriate
access to dating and sexual education particular to her needs.

Jamaica is a 16-year-old African-American female youth who is living with her parents;
she is the youngest of three girls, who all live at home. Her older sister, brother-in-law, and
their young children also live in the home. Jamaica is experiencing conflict with her family
about her sexual orientation, risky sexual behavior, and marijuana use. Jamaica is forbid-
den to be in the same room with her nieces, whom she adores, because her family thinks she
will “turn them.” She is no longer welcome at her church—a traditional, predominantly
African-American, Southern Baptist church—unless she is willing to renounce her homo-
sexuality and name it a sin. Since much of the family’s social life is connected to family and
church, Jamaica is now socially isolated from her primary community. Jamaica’s parents
feel ashamed and believe that they have failed in some ways in raising her. Jamaica reveals
that she is only attracted emotionally, romantically, and sexually to other girls, which
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suggests that she is a lesbian. However, she has been sexually active with multiple male
partners and her family has just found out that she is about 3 months pregnant; she has not
yet had any prenatal care. Due to the level of conflict at home, Jamaica wants to leave and
her parents have told her to “get over this gay thing” or move out. She has come to the
attention of child welfare because she has been repeatedly truant from school. Her perma-
nency is threatened since she is at risk of either leaving or being put out of her home. Her
well-being needs are high. Jamaica needs access to prenatal medical care and education;
she and her family need access to social and other supports in relation to her sexual orien-
tation, her drug use, and the conflict in the family. As part of her healthy relationship
development, Jamaica needs to meet other youth like her and to date girls in an age-appro-
priate manner.

Eduardo is a Latino, homosexual male youth, aged 15. Eduardo is currently in a juve-
nile justice placement following adjudication as delinquent for aggravated assault. Since
he is also adjudicated dependent, his child protective services caseworker is looking for a
suitable placement for him when he returns to the community.

Eduardo lived with his biological parents until the age of 13, when he was ejected from
the home because they found out that he was sexually involved with another male youth. His
parents are Catholic and viewed Eduardo’s homosexual orientation as unacceptable
according to their religious beliefs. They believe Eduardo’s homosexuality is a choice he
has made and can change, if he wishes, rather than an identity, which is not voluntary.
When Eduardo was thrown out of their home, he stayed with the family of the boy he had
been sexually involved with for a few weeks but was then told to leave. A neighbor called
child protective services and Eduardo was placed in a foster home, where he remained for
2 months. At that point the foster parents requested that Eduardo be removed because of his
sexual orientation, which the foster parents had not known about when Eduardo was ini-
tially placed with them. He was then placed in a group home, from which he ran away after
several weeks.

Eduardo was homeless for about 6 months, during which time he started drinking and
using drugs daily. He engaged in survival sex (prostitution) until he was picked up by the
police and placed in a residential rehabilitation program. Eduardo says that people “
treat you like an animal once they know you’re gay and on the street”; he was sexually
assaulted more than once during his period of homelessness. Eduardo was arrested for
aggravated assault when he wounded a youth at school with a knife; Eduardo says that
prior to the attack, the other youth had bullied him relentlessly.

Eduardo says that even being homeless is safer than being at home or “in the system”;
he describes being raped and otherwise sexually victimized in his previous placement,
where he says staff refused to help him. He reports one staff member saying, “You're a fag-
got, you must want it.” Eduardo has difficulty getting to sleep and often has violent night-
mares; he also has dissociative symptoms, saying he can “go away when things get really
bad.” Eduardo has been diagnosed with posttraumatic stress disorder and polysubstance
dependence. He frequently reports suicidal ideation and has attempted suicide (using mod-
erately lethal means) on two occasions. His well-being needs include mental health treat-
ment. His developmental needs include validation and acceptance, as well as the opportunity
for social support and interaction with other gay youth. His permanency needs include a
safe, gay-supportive placement; he is too young for an independent living program. His
child welfare caseworker has not been successful in finding a kinship placement for him for
when he is discharged. A coworker has told her about a local contracted provider agency
which has been recruiting and training gay-friendly resource families. The caseworker is
hopeful that she will be able to find an appropriate placement for Eduardo, although his
mental health needs are challenging.

Jackson is a 13-year-old white male youth who has been in foster care for several years
and has had six placements in the last 2 years. He has been in a pre-adoptive placement for
several months, which has been going well. While Jackson has been interested in and
attracted to girls for some time, he has recently become aware of being attracted to boys,
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although he has not yet been sexually active with another male youth. However, he did
confide his sexual and romantic attraction to a boy in school. This boy rejected him and has
told everyone in school about Jackson’s interest in him. As a result, Jackson has been bul-
lied and is now reluctant to go to school. He has started being truant from school and his
grades are suffering badly. He has been feeling confused, but when he talked to his prospec-
tive adoptive parents, they were shocked. They did not talk with him about his confusion and
told him they were not sure they wanted to proceed with the adoption. Jackson has been
receiving counseling for oppositional defiant disorder and attention deficit disorder (hyper-
active type). He spoke with his counselor about his recent attraction to the boy at school;
she told him that it was probably just “a phase” that he will and should grow out of and that
people are often confused about their sexual orientation at his age. The counselor also told
him that she would be willing to continue working with him “even if you do turn out to be
gay or bi.”

Introduction and Background

Lesbian, gay, bisexual, transgendered, questioning, and queer youth (LGBTQ or
sexual minority youth) experience elevated risks to their safety, well-being, and
permanency compared to heterosexual youth. Current evidence paints a picture of
sexual minority youth as being disproportionately overrepresented in the child wel-
fare system and as frequently receiving disparate, inappropriate, and unsafe treat-
ment. How can this be, despite calls from all leading professional associations in
social work, psychology, counseling, medicine, and law for the validation and equal
and appropriate treatment of LGBTQ youth? Child welfare scholars such as Mallon
(1998) have called for recognition of the problems faced by sexual minority youth
in child welfare and for the development of solutions. Several national organizations
have responded with the development of guidelines and resources for addressing the
needs of this population, and child welfare systems in some locations have begun to
address the problem. In order to adequately provide services to LGBTQ youth in the
child welfare system, policy makers, administrators, supervisors, and workers need
to understand not only the higher risks experienced by LGBTQ youth but also the
particular developmental needs of these youth and how to deliver and access cultur-
ally competent services and supports for them.

In this chapter we will start by giving some definitions, followed by an overview
of relevant literature that highlights the particular challenges experienced by
LGBTQ youth both generally and in the child welfare system. The second part of
the chapter will focus on initiatives designed to provide sufficient and appropriate
services to LGBTQ youth, including national guidelines for working with LGBTQ
youth in the child welfare system and the need for system requirements (such as
policies and procedures). The next section of the chapter will focus on practice
skills necessary for competent work with LGBTQ youth, including how to assess
the need for and then access appropriate supports and referrals for LGBTQ youth,
as well as the need to work from a whole family perspective. Resource lists for
practitioners and youth and families will be provided.
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Table 6.1 Sexual orientations and gender identities

What does “LGBTQ” mean?

In recent years it has become common to use the string of letters “LGBTQ” to be inclusive of all
individuals and communities who identify as lesbian, gay, bisexual, or transgender or who are
questioning their sexual orientation and/or gender identity. There is no right or wrong way to
order the letters (e.g., GLBTQ), and some people add additional letters, including “I” for
intersex (or what used to be called hermaphrodism), “Q” for queer, and “A” for non-LGBTQ
allies (e.g., LGBTQQIA)

Lesbian: A woman who is emotionally, romantically, and sexually attracted to other women

Gay: A man or woman who is emotionally, romantically, and sexually attracted to the same
gender. Some use the term only to identify gay men. The word gay is preferred over the word
homosexual, which has clinical overtones that some people find offensive

Bisexual: A man or woman who is emotionally, romantically, and sexually attracted to both
genders. Sometimes the attraction to each gender is equal, while for others there may be a
preference for one gender over the other

Transgender: An umbrella term used to describe a person whose gender identity—their inner
sense of being male or female—differs from the sex assigned to them at birth. The term is
also used to describe a gender-nonconforming person—one whose behaviors, mannerisms, or
clothing differs from expectations associated with the sex assigned to them at birth.
Transgender people may identify as heterosexual, lesbian, gay, bisexual, or questioning

Questioning: A person, often an adolescent, who has questions about his or her sexual orientation
or gender identity. Some questioning people eventually come out as lesbian, gay, bisexual, or
transgender; some do not

Reproduced from Fostering Transitions, Getting down to basics: Tools to support LGBTQ youth
in care (CWLA and Lambda Legal 2012)

Other important terms

Heterosexual: A man or woman who is emotionally, romantically, and sexually attracted to
people of a different sex. Sometimes known “straight”

Gender identity: A person’s internal, deeply felt sense of being male or female, or something
other or in between. Everyone has a gender identity. The expectation that a person’s gender
identity perfectly matches their biological sex is so culturally normalized that there is no
specific term for it. It is only when the two do not match that the term transgender is used

Reproduced from “National Recommended Best Practices for Serving LGBT Homeless Youth”
(Lambda Legal, National Alliance to End Homelessness, National Network for Youth, and
National Center for Lesbian Rights 2009, p. 15)

Definitions

The starting point for building cultural competence with LGBTQ youth is to under-
stand what these terms mean. Table 6.1 reproduces definitions given in the Getting
Down to Basics Toolkit, developed by the Child Welfare League of America
(CWLA) and Lambda Legal Defense Fund (CWLA and Lambda Legal 2012) and
in the National Recommended Best Practices for Serving LGBT Homeless Youth
(Lambda Legal, National Alliance to End Homelessness, National Network for
Youth, and National Center for Lesbian Rights 2009).

These groups are also referred to collectively as “sexual minority” children and
youth. From the definitions and individual stories above, it can be seen that
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Table 6.2 Definitions

Heteronormativity: A belief system that assumes heterosexuality is normal and that all people are
heterosexual

Heterosexism: A belief system that assumes that heterosexuality is inherently preferable and
superior to other forms of sexual orientation

Homophobia: Fear, hatred of, aversion to, or discrimination against: homosexuality, LGBT
people, individuals perceived as LGBT, and people associated with LGBT people

Transphobia: Fear, hatred of, aversion to, or discrimination against transgender people or people
who are gender-nonconforming

Reproduced from “National Recommended Best Practices for Serving LGBT Homeless Youth”
(Lambda Legal, National Alliance to End Homelessness, National Network for Youth, and
National Center for Lesbian Rights 2009, pp. 15-16)

members of each of the LGBTQ groups (lesbians, gay males, bisexual males and
females, transgendered males and females, and youth who are questioning their
sexual orientation or gender identity) have distinct characteristics, distinct devel-
opmental needs, and distinct service needs. The experiences and needs of Carlie
as a transgendered female child (who is biologically male) cannot be compared to
the experiences of a lesbian youth like Jamaica. Both youths may have experi-
enced discrimination, bullying, and physical abuse, and, if they are fortunate,
acceptance in their families of origin. However, their service needs are very
different.

Need for Cultural Competence with LGBTQ Youth

All the children and youth described above are fictional, but the problems described
are all actual examples. All of these youths require competent professionals who
understand their particular concerns and can address their needs using appropriate
language, without either deliberately or inadvertently being discriminatory. Their
caseworkers need to be able to make sure that their needs are competently assessed
and then find appropriate services and community supports, which may not be read-
ily available in many areas. In many cases, the primary need is for emotional and
physical safety. Discriminatory behavior and attitudes in relation to LGBTQ youth
may be based in heteronormativity, heterosexism, homophobia, or transphobia.
These terms are defined above in Table 6.2.

For example, Carlie needs accepting professionals and others who have expertise
in assessment, treatment, and support of transgender children. A culturally compe-
tent caseworker will know that making Carlie “act male” is based in transphobic
attitudes and is not in accordance with the current standard of care. The caseworker
will be able to find supports and information for the family through the Internet if
such supports are not readily available locally.

Jamaica certainly needs prenatal care for her and her unborn child. She also
needs professionals and others who understand that her sexual behavior does not
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determine her sexual orientation. In other words, based on what she has said, a
knowledgeable caseworker will recognize that Jamaica’s sexual orientation is prob-
ably lesbian and not bisexual. This is because the determining factor in sexual
orientation is how she feels about herself and her partners and not simply her behav-
ior in having had sex with both males and females. A well-informed counselor will
also explore the reasons for Jamaica’s sexual activity with males and will address
the cultural issues related to her family’s struggles concerning Jamaica’s likely sex-
ual orientation. As will be further described below, there are a number of possible
reasons for lesbian youth to be sexually active with male youth.

Eduardo needs professionals and others who understand that what has happened
to him is due to the reactions of others to his sexual orientation, and not because
there is something wrong with being gay. Eduardo needs a supportive counselor
who can help him to manage emotionally and physically healthy same-sex sexual
relationships and develop appropriate personal boundaries, which may be very dif-
ficult for him given his history of survival sex and victimization. He also needs a
lawyer who understands and performs his or her role in advocating for Eduardo’s
current safety and for an appropriate future placement.

Jackson needs a culturally competent counselor who can help him explore his
feelings without trying to label them for him and who will be supportive to him as
a person. His current counselor may feel she is being supportive of him by saying
she will continue to work with him despite his sexual orientation. She may not
even hear the homophobia and heterosexism embedded in her use of the phrase
“even if” he is gay or bisexual, which clearly implies that being gay or bisexual is
undesirable or “less than” in her view. Jackson’s prospective adoptive family also
needs skillful and sensitive support to help them understand Jackson’s struggles
with his sexual orientation, and part of this support must be an attempt to make
them realize that he is still the same young man they initially welcomed into their
home. The support program for Jackson and his potential adoptive parents would
address their hopes and fears in addition to Jackson’s and, in the best possible
outcome, would help them to reach a point where they could be supportive of him.
This would save Jackson from yet another disrupted placement and allow him to
finally have a family again.

All sexual minority youth face higher risks for experiencing certain problems
than do heterosexual youth. The next section will first address the major areas in
which risk is elevated for all LGBTQ youth and will then look at the risks that affect
LGBTQ youth who have entered the public child welfare system. It is important to
note that at this time, there is much less evidence available concerning transgender
youth than evidence relating to LGB youth and that the needs of transgender youth
are even less frequently met than those of LGB youth. Recent data from the first
large survey of over 6,000 transgender and gender-nonconforming people will be
included in this review to illustrate some of the risks faced by this population in the
United States (Grant et al. 2011). Although all respondents were adults, 19 % of the
sample were young adults aged 18—24 years old.
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Risks for Lesbian, Gay, Bisexual, Transgender,
and Questioning or Queer Youth

Risks Faced by LGBTQ Youth Generally

One of the primary problems faced by LGBTQ youth is discrimination (Woronoff
et al. 2006). Research has demonstrated that these youth experience increased risks
for suicidality, substance abuse, sexual risk behaviors, and homelessness compared
to their non-LGBTQ counterparts (Lock and Steiner 1999).

Suicide and Suicidality

Suicide is the third leading cause of death for all youth aged 15-24 in the USA, and
these numbers are significantly higher for LGBTQ youth (Garofalo et al. 1999).
A population-based study by Remafedi et al. (1998) found that 28.1 % of gay or
bisexual males in grades 7 through 12 had attempted suicide at least once during
their lives, while only 4.2 % of heterosexual males in those grades had attempted
suicide. The corresponding percentages for females were 20.5 % for lesbian or
bisexual females and 14.5 % for heterosexual females. A recent meta-analysis by
Marshal et al. (2011) reported significantly higher rates of suicidality and depres-
sion symptoms for sexual minority youth compared to heterosexual youth. Ryan
et al. (2009) examined the impact of family rejection on health problems in white
and Latino young adults. Lesbian, gay, and bisexual young adults who had experi-
enced higher rates of family rejection were 8.4 times more likely to have attempted
suicide and almost six times more likely to report high levels of depression than
lesbian, gay, and bisexual young adults who had experienced little or no family
rejection.

Eduardo’s story above provides an example of gay youth suicidality and family
rejection. Grant et al. (2011) reported higher lifetime rates of suicidality among
transgender and gender-nonconforming respondents, with 41 % reporting attempts
overall, rising to 51 % of those who also reported experiencing significant family
rejection.

Some researchers have compared the seriousness of suicide attempts by lesbian,
gay, and bisexual youth with that of attempts by heterosexual youth by asking peo-
ple about their intent to end their lives. Safren and Heimberg (1999) found that
58 % of LGB youth who had attempted suicide reported that they really hoped to
die. In contrast, only 33 % of heterosexuals attempting suicide reported that they
really hoped to die. Another measure of seriousness is the lethality of the means
used to attempt suicide. For example, people who use firearms in a suicide attempt
have a higher rate of suicide deaths than people who use other means, simply
because firecarms are more lethal (Shenassa et al. 2003). Remafedi et al. (1991)
found in interviews with gay and bisexual males, aged 14 through 21 years, that 54 %
of suicide attempts in this group could be classified as moderately to highly lethal.
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The study also reported that one-fifth of lesbian, gay, and bisexual youth who
attempted suicide needed hospitalization, and the majority of these youth were
rated as being at the highest risk for completing suicide.

Substance Abuse

Research indicates that sexual minority youth have significantly higher rates of drug
and alcohol abuse than their non-LGBTQ peers. In one study, lesbian, gay, and
bisexual youth were five times more likely to use cocaine, ten times more likely to
use crack, and ten times more likely to use injection drugs (Garofalo et al. 1998).
A rigorous meta-analysis of 18 published studies on sexual orientation and substance
abuse was conducted by Marshal et al. (2008). The reviewed studies concluded that
lesbian, gay, and bisexual youth were almost 200 % more likely to abuse drugs and
alcohol, and those percentages increased to as much as 400 % for some subpopula-
tions, such as females. Among all youth, substance abuse is associated with other
high-risk behavior, such as more lethal suicide attempts and inconsistent condom use
(Garofalo and Katz 2001). Grant et al. (2011), in their study of the experiences of
transgender and gender-nonconforming adults, reported that 32 % of those who had
been rejected by their families because of their gender identity and expression status
had used alcohol and other drugs to cope with mistreatment. Once again, Eduardo’s
story demonstrates the elevated risk for substance abuse for LGBTQ youth.

Health, Sexual Health, and Sexual Risk Behaviors

LGBTQ youth are at risk for poorer health outcomes when compared to their non-
LGBTQ peers, due to several contributing factors. LGBTQ youth often feel less
comfortable with medical professionals, especially regarding sexual health issues
(Saewyc et al. 1999). They are less likely to disclose their sexual orientation, and
providers may not ask about it. Fully half of the transgender and gender-
nonconforming respondents in the Grant et al. (2011) study reported that they had
to educate their medical providers about transgender care. Almost one-fifth of
respondents (19 %) reported being refused healthcare by a provider altogether. The
numbers were even higher for people of color; 32 % of Latino and Latina respon-
dents were refused treatment by a physician or hospital.

LGBTQ youth are at high risk of sexually transmitted infections (STIs) such as
hepatitis B, chlamydia, gonorrhea, and HIV (Garofalo and Katz 2001).
Approximately 80,000 new HIV infections occur in the USA every year, and one-
half of these newly infected people are youth under the age of 25. Although gay
men are known to be at high risk, there is evidence that lesbian youth who experi-
ment with opposite-sex partners are also at high risk for HIV infection (Perrin
1996). Although STIs and HIV infections occur due to health behaviors, not sexual
orientation, LGBTQ youth are at higher risk because they often receive healthcare
information with an exclusively heterosexual orientation (Saewyc et al. 2006).
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Kann et al. (2011), reporting results from the Youth Risk Behavior Surveillance
System, which monitors priority health risk behaviors, found that between 2001 and
2009 the prevalence of all the risk behaviors measured was higher for gay and les-
bian students than for heterosexual students. The prevalence of all health risk
behaviors was also higher for bisexual students than for heterosexual students.

Lesbian and bisexual girls are also at elevated risk of teen pregnancy compared
to their heterosexual peers. A series of population-based research studies found that
bisexual or lesbian girls were more likely to have multiple partners, more frequent
sexual intercourse, and to use no or ineffective birth control (Forrest and Saewyc
2004; Saewyc et al. 1999, 2006). Pregnancies among these youth were attributed to
several factors. First, many young women may have heterosexual behavior before
identifying themselves as bisexual or lesbian and may even try to deny their emerg-
ing sexual orientation by engaging in heterosexual sex (Rotheram-Borus and
Fernandez 1995). Due to the stigma LGBTQ adolescents face, a girl may know
clearly that she is lesbian or bisexual but may intentionally become pregnant as a
way to stop people from asking questions about her sexual orientation. Second,
lesbian and bisexual girls are at higher risk of forced sexual contact than their het-
erosexual counterparts (Saewyc et al. 1999). One or more of these factors is likely
to apply to Jamaica in the case study above.

Homelessness

Sexual minority youth appear to be disproportionally at risk for becoming home-
less. Of the estimated 1.6 million homeless American youth, up to 42 % identify as
lesbian or gay, grossly out of proportion to their representation in the general popu-
lation (Ray 2006). LGBTQ youth often leave home due to physical, sexual, and/or
emotional abuse (Mallon 1998; Woronoff et al. 2006). One study found that 26 % of
gay teens who came out to their parents or guardians were told to leave home
(Mallon et al. 2002).

Also, many lesbian and bisexual girls become homeless at some point and may
be forced to turn to prostitution for survival (Saewyc et al. 1999). A recent study of
over 6,000 high school students in Massachusetts (Corliss et al. 2011) indicated that
sexual minority youth were up to 13 times more likely to be homeless than hetero-
sexual youth. While 3 % of exclusively heterosexual youth were homeless, 25 % of
lesbian or gay students and 15 % of bisexual students were homeless. In the stories
above, Eduardo has been homeless and Jamaica is at risk for homelessness.
Additionally, Jackson may lose the opportunity for an adoption, as adoptions occur
more rarely for youth in the child welfare system as they get older (Children’s
Bureau 2011a).

Adult transgender and gender-nonconforming respondents reported severe prob-
lems with homelessness also (Grant et al. 2011). One-fifth reported homelessness as
a result of their gender status, while 29 % were refused access to homeless shelters
and more than half (55 %) of those who were successful in accessing a shelter
reported harassment by staff or residents.
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Risks Faced by LGBTQ Youth in the Child Welfare System

One of the primary problems for LGBTQ youth in child welfare is discrimination,
closely followed by lack of knowledge, lack of appropriate services, and victimiza-
tion while in care (Woronoff et al. 2006). Sadly, these factors make the goals of the
child welfare system—namely safety, permanency, and well-being—much harder
to reach for LGBTQ youth.

Based on estimates of the proportion of LGBTQ people in the USA overall, at
least 10 % of youth in the child welfare system are believed to be LGBTQ (Sullivan
et al. 2001). In actuality, the number of LGBTQ youth in foster care is likely to be
much higher, following higher rates of abuse and neglect in their families of origin
because of their sexual minority status (Courtney et al. 2009; Friedman et al. 2011;
Mallon 1998).

Out-of-Home Placement: Physical and Emotional Safety

Far from being safer in the foster care system, LGBTQ youth often continue to be
victimized as a result of their sexual orientation or gender identity while in out-of-
home placements (Woronoff et al. 2006). One gay youth placed in a community-
based group home reported, “I had at least two fights a day. The boys used to do
stupid things like throw rocks at me or put bleach in my food because I was gay.
Once I was thrown down stairs and I've had my nose broken twice. They even
ripped up the only picture of my mother that I had” (Desetta 2003, p. 46—47).

Many LGBTQ youth placed in foster care run away due to victimization. A study
in New York City found that 78 % of LGBTQ youth were removed from or ran
away from foster care placement as a result of hostility and violence due to their
sexual orientation or gender identity (Feinstein et al. 2001). Every youth inter-
viewed (100 %) in New York City group homes reported verbal harassment and
70 % reported physical violence due to their sexual orientation or gender identity.
Like Eduardo, more than half of the youth said they spent time living on the streets
because it seemed “safer” than living in their group or foster homes, where they
were harassed and sometimes brutalized by peers and caregivers.

One focus group study with foster care families in Pennsylvania demonstrated
negative attitudes toward and misconceptions about lesbian, gay, and bisexual foster
youth (though not specifically transgender or questioning youth) (Clements and
Rosenwald 2007). When these families were asked how they felt about sexual
minority children placed in their homes, several themes emerged. This group of
foster parents was dismayed that lesbian, gay, and bisexual children existed in the
foster care system, as they believed that these children should have received help to
“counsel them out” of their sexual orientation. Parents’ greatest concerns were
focused on gay boys, who they feared would molest the foster parents’ own children.
They also expected that gay boys would cross-dress. These parents believed that
lesbians were passive and therefore less of a threat to others and that bisexual youth
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were primarily confused due to histories of sexual abuse. Finally, many participants
described religious beliefs that being LGB was morally wrong. These parents
tended to have two attitudes toward lesbian, gay, and bisexual youth in foster care:
one group felt it would be wrong for them to help sexual minority youth, and the
other group felt that it would be their responsibility to pray with these youth to “help
them find the right path” (p. 64). While these foster parents may not be representative
of foster parents in general, there is little existing research in this area, so it is not
known how widespread these views may be.

In the “Out of the Margins” focus group study with LGBTQ youth (Woronoff
et al. 2006), respondents described being emotionally, sexually, and physically
abused in group care, sometimes with staff knowledge and inaction. Others reported
being taunted by staff or foster parents. One spoke of being put in a room alone
because of being gay and not being allowed to be with other youth. Another youth
reported that when he complained to the group home director about being assaulted,
the director responded, “Well, if you weren’t a faggot, they wouldn’t beat you up.”
Youth rarely reported being treated well.

Since youth in the child welfare system may also have juvenile justice involve-
ment, some of the major findings of a study of professionals and sexual minority
youth in the juvenile justice system are mentioned here (Majd et al. 2009). The
major themes in the report “Hidden Injustice” were that the few jurisdictions and
professionals working to improve their work with LGBT youth were the exceptions.
More frequently found were denials of due process, unduly punitive and harmful
responses, and unsafe conditions of confinement. This report also listed a number of
myths about sexual minority youth which affect their treatment in the juvenile jus-
tice system; these misconceptions apply equally to sexual minority youth involved
in child welfare.

Service Disparities

There appears to be some disparity in how LGBTQ youth receive services once they
have entered the child welfare system. While there are few studies on the outcomes
of LGBTQ youth in the foster care system, alarmingly, lesbian and gay youth in
out-of-home care receive fewer mental health, substance abuse, and health services
than nongay youth, despite evidence that their needs are much greater (Mallon
1998). The child welfare system has been described as slow to address the particular
needs of LGBTQ youth (Freundlich and Avery 2004).

Lambda Legal and CWLA conducted a comprehensive assessment of the cur-
rent policies and practices for LGBTQ youth in the foster care system in 14 US
states that were selected to represent the geographic and ethnic diversity of the
country (Sullivan et al. 2001). State child welfare agencies were asked to respond
to detailed questionnaires about policies and practices concerning nondiscrimina-
tion provisions, training of foster care staff and parents on sexual orientation issues,
and programs and services for LGBTQ youth. Results showed that LGBTQ youth
are not being adequately served within these systems and are frequently invisible.
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One state child welfare official reported that there were no sexual minority youth in
that state’s child welfare system, so their state needed neither policies nor services
for them. However, some states and municipalities have taken important first steps to
address the issues LGBTQ adolescents face in the child welfare system. For exam-
ple, Connecticut offers optional training for supervisors, caseworkers, and direct
care workers. The New York City Administration for Children’s Services also pro-
vides training to its child welfare workforce on sexual diversity and requires the
same of all its contracted providers.

Lesbian, gay, and bisexual youth also face the risk of being sent for therapy to try
to change their sexual orientation. These therapies may be termed “reparative ther-
apy” or “conversion therapy” and are regarded as unethical by all well-established
national professional organizations, including CWLA, the National Association of
Social Workers, the American Psychological Association, the American Psychiatric
Association, and the American Academy of Pediatrics. These organizations have all
unequivocally supported the view that gay, lesbian, bisexual, or heterosexual orien-
tations are all healthy sexual orientations (Woronoff et al. 2006).

Developmental Needs of LGBTQ Youth

LGBTQ youth have the same developmental needs shared by all youth (Ragg et al.
2006). However, LGBTQ youth face additional challenges in getting these needs
met, since they also face discrimination and lack of knowledge and skills among
parents and service providers (Woronoff et al. 2006).

Identity formation and integration are part of the developmental pathway for all
adolescents. For sexual minority youth, healthy identity formation includes recogni-
tion and coming to terms with a sexual or gender identity that is highly stigmatized,
in settings where they are likely to experience victimization (Sullivan 1994). The
Best Practice Guidelines for serving sexual minority youth in out-of-home care
describe appropriate services for sexual minority youth (as for all youth) as includ-
ing opportunities to safely disclose and discuss feelings of attraction and sexual and
gender orientation (CWLA, American Bar Association Center on Children and the
Law, Elze, Family Acceptance Project, Lambda Legal Defense, Legal Defense
Services for Children et al. 2012; Wilber et al. 2006). Services should provide for
connection to safe and healthy socialization opportunities for sexual minority youth
as for other youth, such as age-appropriate dating opportunities.

Since all sexual orientations are healthy orientations, all youth should be able to
choose clothing, hairstyles, and jewelry expressing their sexual orientation, what-
ever it may be. This presents a challenge to caseworkers who need to advocate on
behalf of the youth, while at the same time working to address issues of safety and
culture. Perhaps most fundamentally, a caseworker needs to seek a safe placement
where a youth does not have to pretend either to be heterosexual or to have a stereo-
typical gender presentation. By definition, a placement in which it is not safe to be
openly gay or transgendered is not a safe placement. For example, it may not be
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safe for a female transgender youth (born biologically male) to be placed in a male
congregate care setting. Or a caseworker may negotiate with foster parents to permit
hairstyles and makeup for a female transgender youth that they would permit for a
youth born biologically female. Alternatively, a caseworker may advocate with a
foster care agency to recruit resource families who are comfortable with freedom of
personal dress and grooming (within developmentally appropriate limits) for sexual
minority youth, such as a gay male youth wearing makeup on a date. This is com-
parable to supporting an African-American youth in skin care or hair care and styling.
At the same time, it is important to work with the youth themselves to address
cultural norms of all kinds (including religious, ethnic, and racial norms) and to
help youth negotiate the threats, challenges, and barriers they are likely to face.
For example, a gay Latino youth from a strict Catholic family is likely to face signifi-
cant conflict with his or her family and to face exclusion from his or her church.
These issues are examined further in the sections that follow.

Developing LGBTQ Cultural Competence

Achieving cultural competence in any area of social work practice is an ambitious
goal. It requires extensive commitment from child-serving systems and individual
organizations to make available the necessary resources to develop policies and
programs, train and supervise staff, obtain technical assistance, and monitor pro-
cesses and outcomes. One starting point in thinking about cultural competence for
sexual minority children and youth in child welfare is to look at some of the myths
and misconceptions about these youth that still persist and to examine what the pos-
sible consequences are for a child or youth. Some of the more prevalent myths and
misconceptions and the distressing and often unjust service problems they can lead
to for an individual are shown in Table 6.3.

Additionally, payment for child welfare services does not include money for
developing culturally competent services, although grant funding for developing
culturally competent programs may be available from time to time. For example, in
2003, the US Children’s Bureau funded demonstration grants to develop and test the
efficacy of a systems of care approach to child welfare in order to foster collabora-
tion across child-serving systems (National Technical Assistance and Evaluation
Center for Systems of Care 2009). This initiative involved six guiding principles, of
which cultural and linguistic competence was one. (For further details of the
Systems of Care approach, see Chap. 1.) In addition to resources, the development
of cultural competence in service provision for a particular population also takes
time and a commitment to that population. CWLA (2002) uses the following defini-
tion of cultural competence:

The ability of individuals and systems to respond respectfully and effectively to people of
all cultures, races, ethnic backgrounds, sexual orientations, and faiths or religions, in a man-
ner that recognizes, affirms, and values the worth of the individuals, families, tribes, and
communities and protects the dignity of each (p. viii).
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Table 6.3 Facts, misconceptions, and possible consequences for LGBTQ youth

Misperception

Fact

Possible consequences

There are no LGBTQ
youth in juvenile
justice/child welfare

LGBTQ youth are too
young to know their
sexual orientation or
gender identity

Minority sexual orienta-
tions and gender
identities are choices
(“sexual preferences”)

LGBTQ orientation/
identity is a form of
mental illness or
sexual deviance

LGBTQ youth are sexual
predators

Gender nonconformity
(through hairstyle,
clothing, name, or
mannerisms) is an
expression of rebellion

LGBTQ youth are either
overlooked or hiding in an
attempt to maximize their
safety

Youth often know their sexual
orientation and gender
identity in elementary
school, although they lack
the vocabulary to express it

Sexual orientation and gender
identity are typically
experienced as core aspects
of personal identity

All sexual orientations and
gender identities are healthy
expressions of core aspects
of personal identity

LGBTQ people are no more
or less likely to be sexual
predators than are others

Gender nonconformity is a
reflection of core identity
and important to the youth’s
well-being

Since they are invisible, competent
and appropriate services for
these youth are not developed

LGBTQ youth safety is not
addressed

LGBTQ youth are more likely to
be charged with disorderly
conduct/assault when defending
themselves against bullying

Competent and appropriate
services for these youth are not
developed

LGBTQ youth safety is not
addressed

Competent and appropriate
services for these youth are not
developed because expression
of identity is mistakenly seen
as chosen “behavior”

Unethical “conversion” therapies
ordered in an attempt to change
sexual orientation, gender
identity, or expression

Unethical “conversion” therapies
ordered

Unnecessarily restrictive place-
ments occur

Inappropriate sexual offender
evaluations/treatment ordered

Youth contact with girlfriends/
boyfriends prohibited

Unnecessarily restrictive place-
ments occur

Inappropriate sexual offender
evaluations/treatment ordered

Separation from young family
members occurs

Punitive attempts are made to
impose gender-stereotypical
behavior and appearance based
on the youth’s physical sex

While this definition is broad and explicitly includes sexual orientations, it does
not include gender or gender expression. Immediately, this raises a difficulty typical
of work with gender-nonconforming populations. When policies and definitions do
not explicitly include a group of people, then policy makers and administrators are
less likely to address the needs of a population which, in addition to being highly
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stigmatized, is not mentioned. This omission compounds the problems of populations
that are not only marginalized but also frequently unrecognized (Sullivan et al. 2001).
Added to this is the issue of isolation for most LGBTQ youth. Unlike minority
racial or ethnic groups, sexual minority children are frequently raised by parents
whose sexual orientation and gender identity is different from theirs. Therefore,
sexual minority children are relatively unlikely to see people like themselves in their
families of origin and can feel very alone.

The provision of culturally competent services in child-serving settings has been
conceptualized along a continuum. This continuum has six stages, namely, (a) cul-
tural destructiveness, (b) cultural incapacity, (c) cultural blindness, (d) cultural pre-
competence, (e) basic cultural competence, and (f) advanced cultural competence
(Cross et al. 1989).

Cultural destructiveness is characterized by policies, attitudes, and practices that
are intentionally destructive to cultures and the individuals within them. Examples
of cultural destructiveness for sexual minority youth are sadly not hard to find.
Youth in foster care report having sexual and physical assaults ignored (Woronoff
et al. 2006). Youth in juvenile justice settings report being unsafe, being denied due
process, or having dangerous or developmentally inappropriate judicial orders
imposed by the court (Majd et al. 2009). In one case, the attorney for a transgender
female youth who was being sexually and physically abused in a boys’ facility
argued that she should remain in the facility because of her nonconforming gender
identity, instead of seeking safety on her behalf. In Eduardo’s story above, his attor-
ney failed to advocate for his safety. Majd et al. (2009) also reported the case of a
gay male youth who was ordered to receive a sexual offender assessment solely
because he was gay, which is an example of homophobic bias whereby a homo-
sexual orientation is confused with sexual offending.

Cultural incapacity is characterized not by deliberate discrimination or destruc-
tiveness, but by not having the capacity to serve the minority client group in ques-
tion (Cross et al. 1989). The organization or system is still biased and may reflect
the view that members of the dominant group are superior. An example of this
would be an assumption that being gay is a phase that a youth will “grow out of.”
Hiring practices are likely to be discriminatory, and other indications that members
of the minority group are not valued are also likely. An example of this would be an
agency in which anti-gay slurs are tolerated, and sexual minority staff are likely to
remain deeply closeted. An agency in this stage might put sexual minority youth in
solitary confinement to “ensure their safety,” rather than develop appropriate ser-
vices to ensure minority youths’ safety. It should be noted that the court in the case
of R.G. v. Kollar (2006) held that the use of isolation to “protect” sexual minority
youth was unconstitutional. Cross and colleagues (1989) also note that an organiza-
tion in this stage may have an unreasonable fear of the minority group. This could
manifest as a fear that a minority sexual orientation is “catching” and that a youth
or an employee could therefore make others gay or lesbian. Jackson’s story provides
an example of cultural incapacity in the statement by Jackson’s therapist that she
will work with him “even if”” he is gay or bisexual. This is a clear indication that, in
her mind, being gay or bisexual is undesirable.
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The next step on this continuum is cultural blindness (Cross et al. 1989). In this
case the organization’s goal is to be unbiased, often by treating everyone the same,
in the belief that approaches used by the dominant culture are applicable to every-
one. The organization is unaware of specialized knowledge or competence related
to a particular group. The assertion by staff members or an agency that “everyone is
treated the same, so we don’t discriminate” is also an example of cultural blindness.
An example of this would be leaving a transgender female youth in a boys’ congre-
gate care facility because her biological sex is male, without consideration of the
particular safety threats this youth is likely to face. Another example would be fail-
ing to take into account a child or youth’s sexual minority status in the course of
permanency planning.

An agency in the cultural pre-competence stage indicates that the organization
is committed to civil rights, has realized that it needs to improve its services to the
minority group, and is attempting to make improvements (Cross et al. 1989). This
may include initiatives to hire sexual minority staff and train staff on sexual
minority issues. The agency has started to move toward cultural competence, but
while emerging competence may be found among particular staff, it is not yet
institutionalized.

An agency with basic cultural competence shows acceptance of and respect for
differences and is committed to learning and to improving services (Cross et al.
1989). This organization pays attention to power differentials and makes changes to
its services to better serve minority populations. An agency with basic cultural com-
petence takes pains to hire unbiased employees and seeks advice and consultation
from minority communities.

Advanced cultural competence is characterized by a commitment to develop pro-
gramming, add to the knowledge base concerning culturally competent practice,
and disseminate results of demonstration projects. Advanced cultural competence is
seen as a goal toward which agencies can strive.

It can be seen that organizational commitment is key to developing cultural com-
petence at the institutional level. Where this commitment is lacking, LGBTQ youth
may be fortunate to find a competent and unbiased caseworker, but this will be by
happenstance, and if this person leaves the agency, their cultural competence leaves
with them. Creating an LGBTQ-inclusive organizational culture is an intentional
process requiring organizational introspection (CWLA 2002).

Best Practice Guidelines and Promising Initiatives
in Child Welfare

Over the last decade, several national initiatives have emerged to support LGBTQ
youth in both child welfare and juvenile justice and to develop the tools to facilitate
the development of culturally competent services. A training curriculum called
“Moving the Margins” was developed by Elze and McHaelen (2009) specifically
for child welfare workers. The Model Standards Project (Wilber et al. 2006) and
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Table 6.4 Major resources for practitioners

E.A. Winter

Source

Resource type

National Resource Center for Youth in Care
(http://www.nrcyd.ou.edu/Igbtg-youth)

CWLA (http://www.cwla.org)

Lambda Legal (http://www.lambdalegal.org)

CWLA (http://www.cwla.org)

NCLR (http://www.nclrights.org)

CWLA (http://www.cwla.org)
Lambda Legal (http://www.lambdalegal.org)

American Bar Association (http://www.americanbar.org/

groups/child_law/what_we_do/projects/openingdoors.

html)

Equity Project for LGBT Youth in the Juvenile Justice
System (http://www.equityproject.org)

National Association of Social Workers (http://www.
socialworkers.org)

Lambda Legal (http://www.lambdalegal.org)

National Alliance to End Homelessness (http:/www.
endhomelessness.org/content/article/detail/2239)

Gay and Lesbian Medical Association
(http://www.glma.org)

LGBTQ Youth in Care:
Information and Resources

Reports: Youth in the Margins

Out of the Margins

Recommended Practices to
Promote the Safety and
Well-being of LGBTQ Youth
and Youth at Risk of or
Living with HIV in Child
Welfare Settings

Getting Down to Basics Toolkit:
Tools to Support LGBTQ
Youth in Care

Opening Doors for LGBTQ
Youth in Foster Care

Representing Transgender Youth

Reports: Hidden Injustice

Moving the Margins: Training
curriculum for child welfare
services with lesbian, gay,
bisexual, transgender, and
questioning youth

National Recommended Best
Practices for Serving
Homeless Youth

Resources for Patients:

Provider Directory

Fostering Transitions (Woronoff and Estrada 2006) are aimed at improving child
welfare services themselves. From the legal perspective, the Opening Doors initia-
tive (Laver and Khoury 2008) is aimed at improving legal services for LGBTQ
youth in child welfare, while the Equity Project addresses LBGTQ youth in the
juvenile justice system (Marksamer 2008). Since youth may be dually adjudicated
and LGBTQ youth are at increased risk for juvenile justice involvement, a working
knowledge of all these resources is important for all child welfare workers, as well
as for attorneys working with these populations. Table 6.4 shows resources which
will be primarily relevant for practitioners. Many of the resources shown in Table 6.4
include materials to be shared with children, youth, and their families. Some of these
resources will be discussed in greater detail in the next section of this chapter.

As an indication of federal-level recognition of the need for culturally competent
services, the Administration for Children and Families recently issued an
Information Memorandum (IM) calling attention to the overrepresentation and dis-
parate treatment of LGBTQ children in the child welfare system and encouraging
child welfare agencies and all those who work with young people in foster care to
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ensure that all children are protected and supported (Children’s Bureau 2011b).
The memorandum calls for workforce development to address bias and to ensure
that caseworkers have the skills and knowledge they need to serve these youth
effectively. The memorandum also highlights the need to recruit and train foster and
adoptive parents to provide safe homes for LGBTQ youth, and closes by providing
links to resources.

Best Practice Guidelines

In 2002, several organizations collaborated to start the Model Standards Project to
produce best practice guidelines, training materials, resource toolkits, and informa-
tion to share with LGBTQ youth and their caregivers (Wilber et al. 2006). The pri-
mary resource to emerge from the Model Standards Project is the “CWLA Best
Practice Guidelines: Serving LGBT Youth in Out-of-Home Care” (Best Practice
Guidelines), which provides step-by-step directions for helping assure the safety, per-
manency, and well-being of LGBTQ youth (Wilber et al. 2006). An updated edition
of the Best Practice Guidelines is now available (CWLA, ABA Center on Children
and the Law, Elze, Family Acceptance Project, Lambda Legal Defense, Legal
Defense Services for Children, et al. 2012). The Best Practice Guidelines note that
where services have been available to LGBTQ youth, there has historically been a
tendency to serve these youth as individuals and not from a family-centered approach.
Information is provided on how to increase family communication and understanding
while working toward preserving family connections whenever possible.

Fostering Transitions

CWLA and Lambda Legal partnered with the goal of improving how LGBTQ youth
are treated throughout the United States child welfare system (Woronoff and Estrada
2006). Named “Fostering Transitions: CWLA/Lambda Legal Joint Initiative to
Support LGBTQ Youth and Adults Involved with the Child Welfare System”
(“Fostering Transitions™), this initiative has produced “Getting Down to Basics:
Tools for Working with LGBTQ Youth in Care” (CWLA and Lambda Legal 2012).
Getting Down to Basics is an online tool kit, downloadable at no cost, including
information sheets in a number of different areas, such as basic facts about being
LGBTQ, information for families and foster parents with LGBTQ children and
youth, and information about legal rights for LGBTQ youth (and those who may be
targeted because someone thinks they are LGBTQ). The toolkit also provides infor-
mation for child welfare agencies, such as basic policies for working with LGBTQ
youth and recommendations for training. The following are examples of content
from two of the items in the toolkit; one is addressed to foster parents, the other is
addressed directly to LGBTQ youth.
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Excerpt from “Foster Parents Caring for LGBTQ Youth™:

Apply the same standards to LGBTQ youth that you apply to others for age-appropriate
adolescent romantic behavior. It’s important for LGBTQ youth to be able to engage in
developmentally-appropriate romantic behavior and to feel as validated and respected in
this area as other young people.

Excerpt from “Information for LGBTQ Youth in Care’:

Report mistreatment to your attorney or guardian ad litem. Your attorney may be able to
take legal action on your behalf to protect you from discrimination and mistreatment. Your
conversations with your attorney are confidential, and you do not need to come out to
receive protection and legal advocacy.

The Opening Doors Project

This project was developed, starting in 2005, through the American Bar Association’s
Center on Children and the Law, with the goal of improving the legal system’s
approach to LGBTQ youth in foster care (Laver and Khoury 2008). The Opening
Doors Project provides tools to enable attorneys to advocate more effectively on
behalf of LBGTQ youth in the child welfare system. Materials for attorneys include
a manual for lawyers and judges (Laver and Khoury 2008) and information for
effective advocacy for transgender children (Bevel 2011). The Opening Doors
Project has published “It’s Your Life,” a legal guide for LGBTQ foster care youth,
which explains LGBTQ youths’ legal rights, what to expect from the child welfare
system, and who to turn to if their rights are violated (Desai 2010).

National Resource Center for Youth Development

The National Resource Center for Youth Development (NRCYD) lies within the
Children’s Bureau of the Administration for Children and Families, a component of the
Department of Health and Human Services. The NRCYD’s website, titled “LGBTQ
Youth in Care: Information and Resources,” provides links to publications and other
resources of help to professionals working with LGBTQ youth in child welfare.

The Equity Project

The goal of the Equity Project is to ensure that sexual minority youth are treated
with dignity, respect, and fairness in the juvenile justice system (Marksamer 2008).
The project partners are Legal Services for Children (located in San Francisco), the
National Center for Lesbian Rights, and the National Juvenile Defender Center. The
Equity Project provides information and resources on legal issues and has produced
a report on the experiences of juvenile-justice-involved youth, “Hidden Injustice”
(Majd et al. 2009).
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The Family Acceptance Project ™

The Family Acceptance Project™, although not a national program, is included as a
community research, intervention, education, and policy initiative that studies the
impact of family acceptance and rejection on the health, mental health, and well-being
of LGBTQ youth (Ryan et al. 2010). The Family Acceptance Project™ is the first
family-centered approach to working with LGBTQ youth and their families to improve
outcomes for youth and prevent family dissolution. The goal of the project is to
develop and disseminate an evidence-based intervention model that strengthens fami-
lies and promotes healthy development and positive outcomes. The project has adopted
a culturally grounded approach working with ethnically, socially, and religiously
diverse families to decrease rejection and increase support for LGBTQ children.

Further Resources

Table 6.5 shows resources with which practitioners should be familiar and which
are particularly important to share with sexual minority children and youth and their
families. Some of these resources are described in more detail below.

The Trevor Project

The Trevor Project was founded in 1998 with goal of ending suicide among LGBTQ
youth. The Trevor Project originally provided a nationwide crisis hotline and has
since developed a digital community along with advocacy and educational pro-
grams and resources.

Table 6.5 Major resources for youth and families

Source

Resource type

The Trevor Project (thetrevorproject.org)
TREVOR Lifeline: 866-488-7386

It Gets Better Project™

(itgetsbetter.org)

Parents & Friends of Lesbians & Gays (pflag.org)

American Bar Association

(americanbar.org/groups/child_law/what_we_do/
projects/itsyourlife.html)

Gay, Lesbian, and Straight Education Network
(glsen.org)

Family Acceptance Project™
(familyproject.sfsu.edu)

Crisis intervention and suicide prevention;
24/7 national crisis hotline

Online media to prevent suicide and
support youth being bullied

Support, information, and meetings.

More than 250 local chapters in 50 states

Guide to legal rights for LGBTQ youth in
child welfare: It’s Your Life

Materials related to safety in schools

Information for families:
Supportive Families, Healthy Children
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The It Gets Better Project ™

The It Gets Better Project™ was started in 2010 by nationally syndicated sexuality
columnist Dan Savage on YouTube, with the goal of reducing the number of LGBTQ
youth suicides occurring due to bullying and victimization (Savage and Miller 2011).
Videos of adults with the message that life will improve after high school are intended
to provide hope and inspiration to LGBTQ youth. The project grew rapidly and is now
housed on its own website, where thousands of videos are available, including one
from President Obama.

Gay, Lesbian, and Straight Education Network

GLSEN, the Gay, Lesbian, and Straight Education Network, is the leading national
education organization focused on ensuring safe schools for all students. This web-
site includes tools and tips for educators, students, and supporters to create safe
educational environments for all young people.

Practice SKkills

We know that LGBTQ youth are diverse in many ways. They differ by age, gender
identity, gender expression, sexual orientation, level and type of sexual activity, likes
and dislikes, families of origin, and other personal characteristics. The ability to find
accurate and detailed information about these youth is critical for child welfare
workers. Since these youth are so heterogeneous, determining their service needs is
also critical and, having done so, the ability to advocate effectively and to find appro-
priate and safe referrals for them is essential. This requires specialized knowledge
and skills, particularly when needed resources are scarce or not available locally.
The following scenarios show the diversity of competencies (both knowledge
and skills) needed to provide effective services and to give a taste of practice situa-
tions. Please reread the story of each child or youth at the beginning of the chapter
and see the section on “Further Resources” at the end of the chapter for links to
some of the more frequently needed resources in each case. Note that the following
approaches are not exhaustive; more or different resources may be appropriate or
available, and caseworkers should always be sensitive to cultural, spiritual, and
local traditions and mores in addressing the needs of a particular youth and family.

Carlie

Assessment: A complete physical child abuse investigation needs to be conducted,
and in addition Carlie’s family needs to be linked to resources which would include
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a medical evaluation (e.g.,, to check whether Carlie is biologically male or intersex
and whether she has any immediate medical needs), an evaluation to explore Carlie’s
gender identity, and family support services to help her family understand and hope-
fully come to terms with her gender-nonconforming behavior.

Information Needed: In order to understand the family’s current level of knowl-

edge and access to services, the following questions can be posed:

Can you tell me what you have been able to find out about children like Carlie
who don’t act the way you would expect for their sex?

Has Carlie seen anyone, maybe a pediatrician or a therapist, who is trained in
care for transgendered children?

Have you been able to talk with other parents who have children like Carlie?

Identifying Referrals and Resources: If the family has not received any services

and is isolated, then several referrals should be considered:

A physician with appropriate training. If there is no local LGBTQ organization
which maintains listings of professionals, search the Gay and Lesbian Medical
Association’s Provider Directory by zip code or state. If there is no one locally,
calling a listed provider for a local referral may be successful.

A social worker or other human services professional with appropriate training.
If there is no local LGBTQ organization that maintains listings of professionals,
a search of the websites of the National Association of Social Workers or other
national organizations, such as the American Psychological Association, will
give provider listings in the area by specialty.

Family Supports

The nearest chapter of Parents and Friends of Lesbians and Gays (PFLAG)
should be located, using the PFLAG website (http://www.pflag.org). PFLAG has
a section (TNET) devoted to the needs of the parents of transgendered children,
and local chapters are widely distributed. PFLAG provides parents with the
opportunity to find support from parents who have had similar experiences and
who have found ways to support their children and themselves, and the organiza-
tion can pass on details of resources that may be helpful.

Exploring Spiritual Supports May Be Helpful

A web search using “gay-affirming churches” or similar search terms and the
location (or nearest large town or city) of the family in question is likely to pro-
duce resources that can be discussed with the family.


http://www.pflag.org/
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Jamaica

Assessment: Jamaica is pregnant and needs access to prenatal care. It is known that
she has had multiple male sexual partners, but little is known about her relationship
status and dating behavior. In order to support her development as a teenager, she
needs to be able to have socialization opportunities comparable to those of hetero-
sexual youth, including dating. The family is not connected to any supports that will
help them in supporting a sexual minority youth, and their church is not LGBTQ
affirming or welcoming.

Information Needed: Whether Jamaica is currently romantically connected to a
male or female youth, or neither, in order to help her family address her situation.
(Note the use of open-ended questions.)

 Is there someone special to you or that you feel particularly close to?
*  Would you tell me something about your feelings for them?

Additional Information Needed: Whether the family has social support and
access to information.

» Have you been able to talk with other parents who have children like Jamaica?

Identifying Referrals and Resources: Jamaica tells her caseworker that she is
romantically connected to another female teen, so she and her family will need sup-
port in finding a way to come to terms with her sexual orientation and appropriate
dating. Her family says that they do not want to discuss this with their friends and
extended family and have no one to turn to. Since the family does not have an
LBGTQ-supportive network and does not wish to “out” themselves to friends and
family, the caseworker will look for community-based supports.

Family Supports

e The nearest chapter of PFLAG can be located to provide support for Jamaica’s
parents, her siblings, and their families, as well as Jamaica herself. PFLAG wel-
comes LGBTQ individuals as well as their families and friends.

e Family Acceptance Project™ materials can be provided to the family, such as
Supportive Families, Healthy Children: Helping Families with Gay, Lesbian,
Bisexual, and Transgender Children (Ryan 20009).

* An exploration of spiritual supports is needed. Since Jamaica’s family attends a
predominantly Black, Southern Baptist church, finding an affirming Baptist con-
gregation locally may be of interest to Jamaica’s family. The Southern Baptist
church has taken the view that homosexuality is a sin to be struggled against, but
other Baptist churches have a more welcoming attitude (“Homosexuality,” n.d.).
The caseworker can also present the information that there is a group supportive
of LGBTQ individuals, namely the Association of Welcoming and Affirming
Baptists, which provides a listing of member congregations (Welcoming and
Affirming Churches n.d.).
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Socialization Opportunities

* Find out if there is a local resource which provides adult-organized socialization
opportunities for LGBTQ youth, which might be acceptable to Jamaica’s parents.
A web search using the search terms “lesbian, gay,” and the family’s location
should help in locating local resources.

Eduardo

Assessment: Eduardo needs a safe and supportive resource family, which can sup-
port him culturally in terms of his Latino ethnicity and his sexual orientation.
Eduardo particularly needs support related to his suicidality and other mental
health concerns, through access to LGBTQ-informed and supportive behavioral
health services.

Identifying Referrals, Resources, and Advocacy

e Eduardo’s caseworker should follow up on the referral for an appropriate resource
family at the local agency, which has been recruiting LGBTQ-friendly resource
families. The caseworker can advocate for Eduardo (and other LGBTQ youth
who are involved with the child welfare agency) by asking for LGBTQ-supportive
families to be recruited and for training to be offered to all resource families.

* The caseworker may use the Getting Down to Basics Toolkit both with Eduardo,
so that he is aware of his rights and knows how to obtain help, and with prospec-
tive foster parents, to help them understand Eduardo’s developmental needs.

e Additionally, for the resource family, materials from the Family Acceptance
Project™ are available in English, Spanish, and Chinese versions and address
cultural issues relevant to the youth and the resource family. The publication
“Supportive Families, Healthy Children: Helping Families with Gay, Lesbian,
Bisexual, and Transgender Children” is recognized as a best practice resource
for suicide prevention for sexual minority youth and young adults by the Best
Practices Registry for Suicide Prevention (Ryan 2009). This is particularly
important for Eduardo, since these materials will address his suicidality and
his culture.

* A social worker or other behavioral healthcare provider with appropriate train-
ing will be another essential resource for Eduardo. If there is no local LGBTQ
organization which maintains listings of professionals, searching the websites of
the National Association of Social Workers or other national organizations, such
as the American Psychological Association, may yield provider listings in
Eduardo’s area.
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Jackson

Assessment: Jackson’s counselor has made it clear to him that she regards a
heterosexual orientation as preferable to a gay or bisexual orientation. Jackson is
entitled to receive the same care and affirmation of his sexual orientation as any
other youth. Jackson’s pre-adoptive family is very uncomfortable with the possibil-
ity that he is not heterosexual and needs support and information.

Identifying Referrals, Resources, and Advocacy

* To ensure supportive and appropriate counseling, Jackson’s caseworker could
contact the counselor to see if she realizes the impact of what she said and is able
to offer fully supportive services in the future. The caseworker can offer a copy
of the Best Practice Guidelines to the counselor and go over the need for equal
treatment both from the developmental perspective and as a legal right. If the
counselor is not able to offer fully supportive services, then locating another
counselor or therapist is appropriate.

It is appropriate to use the Getting Down to Basics Toolkit both with Jackson, so
that he is aware of his rights and knows how to obtain help, and with Jackson’s
prospective adoptive parents.

Family Supports

The nearest chapter of PFLAG can be located to provide support for Jackson’s
prospective adoptive parents, as well as for Jackson.

* Family Acceptance Project™ materials can also be provided to the family, such
as Supportive Families, Healthy Children: Helping Families with Gay, Lesbian,
Bisexual, and Transgender Children (Ryan 20009).

The Importance of Identifying Referrals

Since studies on the outcomes of LGBTQ youth in the foster care system indicate
that lesbian and gay youth in out-of-home care receive fewer mental health, sub-
stance abuse, and health services than nongay youth (Mallon 1998), it is impor-
tant to be able to refer sexual minority youth to these services. However, it is
equally important to find service providers who are knowledgeable about and
friendly to LGBTQ youth. This may be very difficult in some areas; services are
more likely to be available in large urban areas than in smaller towns and rural areas.
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In many cases, a caseworker will have to be a detective to find LGBTQ-friendly and
LGBTQ-knowledgeable services. There may well be services available, but they are
more likely to be provided by a particular person at an agency than to be available
generally at that agency. However, when that person leaves the agency, the competent
service does also. Fortunately, collaborations are emerging between long-established
LGBTQ-specialized agencies and child- and family-serving agencies. One example
of this is in Pittsburgh, Pennsylvania, where Persad Center, a specialized LGBTQ
agency with 30 years of experience, has partnered with Every Child, an agency
providing foster care, adoption, and family-centered mental health services for chil-
dren at risk for out-of-home placement. Their 2-year partnership has successfully
targeted agency culture change and the development of LGBTQ-competent services
using a combination of training, technical assistance, case consultation, and a train-
the-trainer element (B. Hill, personal communication, February 20, 2012). Initiatives
of this kind show that developing LGBTQ-competent services can be achieved in
existing agencies, when the necessary commitment of expertise and resources is
made by agencies and funders.

Conclusion

While child welfare services have not yet achieved cultural competence, Woronoff
et al. (20006), in concluding their report “Out of the Margins,” note that “No public
or private child welfare agency should feel a need to ‘reinvent the wheel’ with
regard to the development of policies, training initiatives, and the provision of com-
petent services for LGBTQ youth” (p. 142). They go on to say that model policies
and training curricula are readily available, as noted earlier in this chapter.

This availability of resources is necessary but not, by itself, sufficient to ensure
the safety, permanency, and well-being of sexual minority youth. The next step
required is sustained commitment by state and local agency leaders to make the
cultural and practice changes needed. Commitment of resources, such as fees for
trainers and consultants, training time for caseworkers and supervisors, and the time
needed to ensure that a true transfer of learning into the day-to-day practice environ-
ment occurs, is also required.

One way to leverage existing resources is to adapt existing promising child
welfare practices, particularly those that have been developed to meet the needs of
racial and ethnic minority youth. For example, family finding practices, for either
youth new to care or those who have lingered in foster care (Malm and Allen
2011), and family group conferencing models (American Humane Association
2008) are ripe for adaptation to meet the permanency and stability needs of sexual
minority youth. These models are described fully in Chap. 3 of this book. In the
course of family finding, explicitly seeking family members who are themselves
members of a sexual minority or who are LGBTQ affirming and willing to provide
support for the child or youth in relation to their sexual orientation or gender iden-
tity or expression may reveal a family resource that would otherwise be overlooked.
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Similarly, including a parent from the local PFLAG chapter in family group
conferences is a simple way to engage the expertise and support of a parent who
has learned from their own child’s experiences. In addition, the support and experi-
ence of a minister, rabbi, or other cleric from an LGBTQ-welcoming and LGBTQ-
affirming congregation can also be brought to bear.

As noted above, the most urgent need is for child welfare agencies to be equipped
to recognize and address issues of physical and emotional safety. Beyond safety, the
next goal is the competent management of issues related to sexual orientation and
gender identity in the area of placement and placement stability. The third goal is to
support and facilitate the well-being of these highly vulnerable and often invisible
children and youth. Emerging interest from some states and localities is promising.
Although cultural change is challenging, the combination of growing interest and
support for LGBTQ youth and the availability of the tools to help them will hope-
fully lead to improvements in service for sexual minority children and youth com-
ing into contact with the child welfare system.

Questions for Discussion

1. From your own cultural perspective, what challenges, if any, would you experi-
ence in advocating for LGBTQ children and youth? How do you think your
beliefs impact your views of LGBTQ children and their families?

2. In your local area, how many LGBTQ-specific community supports can you
name and describe?

3. What steps will you take to improve your skills in providing services to achieve
safety, permanency, and well-being for LGBTQ children and youth?

4. What is the difference between sexual orientation and gender identity?
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Chapter 7

Race, Racial Disparity, and Culture
in Child Welfare

Cynthia Bradley-King, Marlo A. Perry, and Caroline Donohue

Abstract Throughout American history, race, minority issues, and inequity of
treatment have affected every area of human life. Child welfare systems and the
demographic makeup of the systems’ participants are influenced by these issues and
much of our current literature focuses on African-American/Black communities
and their disproportionate representation in human services and criminal justice
systems. Other minority groups have also experienced both disproportionate
representation and disparate treatment in child welfare systems, including Native
Americans, Latinos/Hispanics, and Asian Americans/Pacific Islanders (AAPI).
The scope of child welfare concerns makes a clear case for cooperative efforts
between child welfare providers and researchers to provide additional studies of the
dynamics that contribute to disproportionality and unequal policy implementation,
as well as practices in child welfare service delivery for minority children as a whole
and African Americans in particular.

It is incumbent upon child welfare workers to have an understanding of the
historical context and the ramifications of racial disproportionality and disparity in
child welfare in order to move toward equal treatment and policy implementation.
In order to work effectively with families, child welfare workers must thoughtfully
consider how race and culture intersect with social and economic risk factors that
contribute to poor service outcomes. Combined with a balance of cultural aware-
ness and humility, this knowledge will enable practitioners to successfully engage
with the families with whom they work. It is critical for caseworkers to learn from
families about their values and traditions, especially when these cultural norms are
different from what the caseworker thinks s/he knows. Learning the nuances of the
myriad cultures, races, and ethnicities on the American landscape is a lifelong
process, and each family will express their own culture in their own way.
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Collaborative, trusting relationships can only be built when families are treated with
dignity and respect, regardless of the caseworker’s cultural lens or any cultural
differences between the caseworker and family members.

Keywords Racial disparity ¢ Disproportionality ¢ Cultural competence * Cultural
humility

Introduction

Throughout American history, race, minority issues, and inequity of treatment have
affected every area of human life. Child welfare systems and the demographic makeup
of the systems’ participants are influenced by these issues, and much of our current
literature focuses on African-American/Black communities and their disproportion-
ate representation in human services and criminal justice systems. Other minority
groups have also experienced both disproportionate representation and disparate
treatment in child welfare systems, including Native Americans, Latinos/Hispanics,
and Asian-Americans/Pacific Islanders (AAPIs). These groups have experienced
what observers describe as similarly disparate treatment once identified by child wel-
fare systems, and they continue to be disproportionately represented in many states
and counties (Hill 2004, 2011). The scope of child welfare concerns makes a clear
case for cooperative efforts between child welfare providers and researchers to pro-
vide additional studies of the dynamics that contribute to disproportionality and
unequal policy implementation, as well as practices in child welfare service delivery
for minority children as a whole and African Americans in particular.

In this chapter we will discuss the issue of disproportionality in child welfare.
We start by reviewing definitions of relevant terms and providing an overview of
racial demographics in the USA and in the child welfare system. We will then pro-
vide a historical context and review the different positions in a debate about dispro-
portionality. Finally, we will discuss cultural competence and cultural humility and
their role in working with diverse groups of children and families, followed by a case
study intended to improve casework services to minority families and children.

Minority Groups, Disproportionality, and Disparity

How do we describe minority groups, and what role does culture play in their
inclusion in formal systems of authority, specifically child welfare systems? When
describing a minority group, one must remember that minorities are not defined as
such because they are outnumbered in the broader society (e.g., women hold
majority status in numbers). Rather, a minority group is defined as such due to the
presence of the following five characteristics: unequal treatment, distinguishing
physical or cultural traits, involuntary membership, an awareness of subordination,
and high in-group marriage (Schaefer 2011). Minority or subordinate groups can
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also be defined as such due to a range of opportunities that is disproportionately
low when compared with their numbers in society at large (Schaefer 2011). Types
or categories of minority groups include, but are not limited to, race/ethnicity,
gender, religion, sexual orientation or identity, and socioeconomic status. For the
purposes of this chapter, and because the largest disproportionality issues in child
welfare involve race, we will highlight the experiences of African Americans/
Blacks and Native Americans within the public child welfare system in the USA.
Additionally, we will discuss Hispanic/Latino and Asian-American/Pacific
Islander (AAPI) children involved in the child welfare system, as some research
has shown disparities for these minority groups (and, for Hispanic/Latino children,
some disproportionality at the state level).

The terms used to describe differences in participation and in service provision
among children and families of different races, minority groups, and ethnicities in
child welfare are disproportionality and disparity. Disproportionality refers to the
percentage of children of a particular race, ethnicity, or other minority group in
the child welfare system compared to the percentage of those same children in the
American population (Wells 2011). The term “overrepresentation” is often used
interchangeably with disproportionality; however, this not entirely accurate, as
underrepresentation is also a form of disproportionality (Chapin Hall Center for
Children 2008). Disparity, on the other hand, refers to the unequal treatment or
outcomes of various racial/ethnic minority groups compared to those of nonminor-
ity groups in the child welfare system (Hill 2006; Wulczyn and Lery 2007).

Historical Considerations

Evidence of disparate treatment for minorities is not a new concept. Carp (2002)
maintains that child welfare history is scattered with attempts by self-described
“child savers” to “liberate” poor, minority, and immigrant children from the assumed
dangers related to their familial interactions. Early in the nineteenth century, early
child advocates were influenced by their own class and race as they sought to remove
children from unfortunate circumstances. Charles Loring Brace, a Protestant minis-
ter and early child welfare pioneer, became the most renowned representative of the
child rescue movement. He founded the New York Children’s Aid Society in 1853
and authored The Best Method of Disposing of Our Pauper and Vagrant Children in
1859. Brace and many of his child-rescuing peers considered the poor to be unwor-
thy, degenerate parents, and Brace’s religious beliefs strongly influenced his desire
to remove the children of poor families from crowded cities and place them in rural
Protestant communities with families who espoused his religious beliefs and ideals.
From 1854 to 1930, nearly 250,000 impoverished immigrant children were sent by
train to midwestern and western states (O’Connor 2001).

The outcomes of these placements, in which a child could be sent to live with
almost anyone, were mostly unknown. The letters sent by the agencies to request
information about the children after placement were generally unanswered. Many
of the children so placed were not orphans, but rather came from families suffering
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from extreme poverty, inadequate housing, illness, and alcohol abuse. Largely
dependent on private, sectarian philanthropy, this social program changed thou-
sands of lives, and until complaints arose about the placement of children of mostly
Catholic immigrants with Protestant families (Gordon 1999) it was widely imitated,
despite being largely unexamined and unregulated by government.

Brace believed that removing children from “immoral” parents early on would
help these children avoid the inferior culture inherent in their biological families
and give them an opportunity to live “normal,” productive lives. It is not surprising
that this ideology, which seemed benevolent and humanitarian to Protestants, earned
Brace a reputation as a child stealer rather than a child saver in many Catholic com-
munities. Consequently, many secular groups developed their own social services
and child-caring institutions. The orphanage movement gained considerable
momentum, and in the late nineteenth century, the Catholic church built numerous
institutions designed to provide care for the growing numbers of children aban-
doned or neglected in the abject poverty of the cities. The Ursuline Convent, founded
in 1727, was the first US orphanage; by 1910, there were 110,000 children living in
1,151 orphanages (Crossen-Tower 2010).

While these preparations for the nations’ White destitute children were being
made, African-American children generally did not receive similar child welfare
services until after the civil rights movement expanded equal rights for African
Americans as a whole (Galante 1999). Indeed, African-American children, as well
as potential African-American parents, were virtually locked out of the public child
welfare system for decades (Carp 2002). Furthermore, despite the higher illegiti-
macy rates among African Americans, the existing facilities that cared for unmar-
ried mothers or their children were almost exclusively for White unmarried mothers
(Hill 2004). When early attempts to provide institutions for African-American chil-
dren did arise, they were initiated by African-American women’s organizations,
Black churches, and individual Black community organizers. Examples include the
Big Sister Home for Girls, the Meigs Reformatory, and the Carrie Steele Orphan
Home (Perry and Davis-Maye 2007).

Until the early 1960s, the few African-American children in placement remained
in foster care, without much effort to reunify families or to place them in adoptive
homes (Edwards 1999). Notwithstanding the high numbers of available Black chil-
dren, potential Black adoptive parents had great difficulty adopting compared to
White potential parents (Roberts 2002). Not until the cost of foster care began to
skyrocket did the situation become a public policy issue. At that point the govern-
ment began to contract with agencies to look for adoptive homes for Black children
who were wards of the public court system (Edwards 1999).

In 1973, a class action suit in New York City, the Wilder case, was launched in
order to gain equity for African-American children in the city’s foster care system
(Bernstein 2001). Until that point private sectarian charities, which controlled the
area’s foster care beds, were legally able to discriminate and to use government
funds to facilitate placement of children of their own group’s ethnic or religious
background while African-American children in care waited for placement.
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Over more than 2 decades, with countless delays, the suit succeeded in bringing
about a change in the law, but for the years prior to the change and during the prog-
ress of the suit through the courts, the right of private agencies to use public funds
to treat children unequally was defended by many in New York City’s child welfare
system.

While federal government intervention was scarce in the lives of most children
and families until the early twentieth century, for one group, it was overwhelmingly
intrusive. Native Americans had been systematically exterminated, driven from
their lands, defeated in war, and finally confined to desolate areas with little possi-
bility of earning a living (Halverson et al. 2002). The result was staggering poverty
in Native-American communities. Specific government policy efforts to assimilate
the remains of the Native-American population took the form of enforced atten-
dance at distant boarding schools for tribal children (Graham 2008). Hundreds of
children were separated from their families for years at a time, forbidden to speak
their own languages or practice their tribal beliefs. This separation from parents,
siblings, and tribal members was considered critical in making these children
“blend” into the dominant White culture (Graham 2008).

In more recent times, the Child Welfare League of America and social workers
in many states cooperated with the Federal Bureau of Indian Affairs in placing
hundreds of Native-American children for adoption with White families, in what
is now recognized as part of a continuing effort to blot out tribal cultures by
assimilation of the young (Deserly and Gardner 2011). Then, in 1978, passage of
the federal Indian Child Welfare Act (ICWA) established tribal authority in deter-
mining child custody. It required states to determine tribal affiliation for children
and to give notice to family and tribe members before any legal proceedings
could begin. ICWA also made clear the preference that American Indian children
be placed with extended kin or in tribally approved placements (Jones et al. 2000;
Libby et al. 2007; Matheson 1996). However, thus far, ICWA has not proved suc-
cessful in stemming the tide of native children placed for care outside their tribes
(Fletcher 2009).

Immigration to the USA in recent years has also impacted the child welfare sys-
tem. Influxes of immigrants from Latin American (the majority of whom are from
Mexico), Asia (predominantly from the Philippines, China, India, Vietnam, and
Korea), and the Caribbean (primarily from Jamaica, Haiti, and Trinidad and Tobago)
have contributed to the growing child population in this country (Landale et al.
2011). More than one in five children in the USA have at least one foreign-born
parent; in fact, children of immigrants have accounted for more than 75 % of the
growth of the US child population since 1990 (Landale et al. 2011). While immi-
grant status alone certainly does not warrant involvement with the child welfare
system, immigration does bring a unique set of stressors to families, including pov-
erty, isolation, and language barriers, which may contribute to child welfare involve-
ment (Stalker et al. 2009). Further, different cultural norms around family roles,
parenting, and discipline may be challenging for immigrant families, as well as
child welfare professionals, to navigate (Stalker et al. 2009).
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The Child Welfare System and the Overrepresentation Debate

The racial/ethnic makeup of the USA has changed dramatically during the last
decade, more dramatically than at any time during the twentieth century. The US
population is far more diverse than at any time in recent history, with the Black/
African-American population increasing by 12.3 %, Native/Alaskan Americans by
18.4 %, Asian-Americans by 43.3 %, and Native Hawaiian and other Pacific
Islanders by 35.4 % from 2000 to 2010 (US Census 2010). Hispanics/Latinos
increased their percentage in the population to 16.3 % (an increase of 43 %; US
Census 2010); Hispanics will make up 29 % of the US population in 2050.
Additionally, nearly 20 % of Americans will be immigrants by 2050. The non-
Hispanic White population will increase more slowly than other racial and ethnic
groups and Whites will become a minority (47 %) by 2050 (US Census 2010).

Percentages of children in the general population and percentages of foster children by race

Children in (US) population by race and ethnicity Children Foster children
Black 14 % 29 %
Hispanic/Latino 24 % 21 %

White 53 % 41 %
American Indian/Native-American 1% 2 %

AAPI 4 % 1%

Other? 4 % 7 %

2Comprises persons with more than one race or ethnicity or unknown
Source: Kids Count Data Center 2012

Given the history of bias and discrimination in our nation, many who are con-
cerned about families and children involved with child welfare services have criti-
cally examined the ethnic/racial makeup of children in agency care. The National
Incidence Study (NIS) is a federally mandated, periodic endeavor charged with
compiling national data regarding the incidence of child abuse and neglect in the
USA (Sedlak et al. 2010a, b). NIS-1 was conducted in 1979-1980. The second and
third waves (NIS-2 in 1986-1987 and NIS-3 in 1993-1995) showed no race differ-
ences in maltreatment incidence, suggesting that the issue was related more to dis-
parity than to disproportionality. Many consumers of that data concluded that the
high rates of contact between child welfare and Black children and families were a
result of bias in the child welfare system (Bartholet et al. 2011; Chibnall et al. 2010).
Dorothy Roberts, whose popular book Shattered Bonds (2002) has been widely
quoted, placed responsibility for the overrepresentation of African-American chil-
dren squarely upon child welfare agencies; she blamed lack of training, ambiguous
definitions, and caseworker subjectivity (Roberts 2002). Researchers and policy
makers called for investigations of agency characteristics (e.g., worker attitudes,
worker bias, agency culture) and public policies that may have unintentionally sup-
ported disparate responses to Black children and families (Hill 2011).

Findings from NIS-4 (conducted in 2004-2009), however, did show race dif-
ferences in maltreatment rates. In fact, it showed that maltreatment rates are
73 % higher for Black children than for White children (Bartholet et al. 2011).
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These findings have been in part attributed to a larger, more rigorous, and more
precise study than in previous waves (Bartholet et al. 2011). However, Drake and
Jonson-Reid (2011) contend that findings across NIS waves may not actually be
radically different. They point out that NIS-2 and NIS-3 did show racial differences
in maltreatment rates similar in magnitude and valence to NIS-4; however, large
confidence intervals kept those differences from achieving statistical significance
(Drake and Jonson-Reid 2011).

Another national effort to track incidences of child abuse across large popula-
tions has been the National Child Abuse and Neglect Data System (NCANDS),
which provides yearly counts of child abuse and neglect, rates of victimization, and
child welfare services provided (DHHS 2008; Drake and Jonson-Reid 2011).
Victimization rates have consistently been higher for Black children than White
children. Discrepancies between earlier waves of NIS and NCANDS supported the
theory that any disproportionality was due to bias in the child welfare system.
However, the more recent NIS-4 is consistent with NCANDS findings, indicating
that maltreatment rates are indeed higher for Black children than for White and sug-
gesting that these differences are not necessarily due to bias, but to other underlying
issues (DHHS 2008; Drake and Jonson-Reid 2011). We will discuss these potential
contributing factors to disproportionality in the next section of this chapter.

Issues of disparity are also evident. According to the Child Welfare Outcomes
2006-2009: Report to Congress, there were many states where the percentage of
minority children entering foster care was at least one and a half times greater than
the percentage of these children in the states’ populations; this was true for Black
children in 32 states, Native-American children in 13 states, and Hispanic children
in 6 states (US Department of Health and Human Services 2010). Not only do chil-
dren of color enter the foster care system at higher rates than White children, they
experience longer lengths of stay in placement, experience more frequent placement
changes, and wait greater periods of time to achieve permanency through adoption
and legal guardianship (Huebner 2007; Zinn et al. 2006). Black children are less
likely to be reunified with their birth families than other children and are also less
likely to be adopted than other children (Shaw et al. 2008). Research has also shown
that African-American foster parents have less contact with child welfare workers
than do White foster parents (Casey Family Programs 2006).

While American Indian/Alaskan-Native children account for only 1 % of the
census, they represent approximately 2 % of children in out-of-home care
(AFCARS 2012). Rates of disproportionality for this group are even greater in
certain states (e.g., Alaska and Minnesota; Carter 2010). Using the National Child
Abuse and Neglect Data System (NCANDS) and the Adoption and Foster Care
Analysis and Reporting System (AFCARS), Hill (2007) found that compared to all
other racial/ethnic groups, American Indian/Alaskan-Native children were the
most likely to be in placement. Other research has also found that being of American
Indian/Alaskan-Native heritage was predictive of out-of-home placement (Carter
2010; Donald et al. 2003; Fox 2004). American Indian/Alaskan-Native families
that come into contact with the child welfare system also receive significantly
lower levels of mental health services than do families of other racial/ethnic back-
grounds (Libby et al. 2007).
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Although studies have not shown child welfare disproportionality for Latino
children at the national level, there are some important trends to note for this minor-
ity group. The number of Latino children in foster care has more than doubled
between 1990 and 2010, growing from 8 to 21 % of the foster care population
(Garcia et al. 2012; US Department of Health and Human Services 2010). There is
also evidence of disproportionality in 19 states (Dettlaff 2011; Garcia et al. 2012).
Research has also shown that Latino children have higher referral rates than White
children, are more likely to have an accepted referral, are more likely to be placed
in out-of-home care, and stay in care for longer periods of time (Church 2006;
Dettlaff and Cardoso 2010; Garcia et al. 2012; Texas Health and Human Services
Commission, Texas Department of Family and Protective Services 2006; Washington
State Racial Disproportionality Advisory Committee 2010). Further, recent research
has highlighted differences between children of immigrant parents and nonimmi-
grant parents in terms of experiences with the child welfare system. One study
showed that more than a third of Latino children who come into contact with the
child welfare system have at least one immigrant parent (Dettlaff et al. 2009).

Asian-Americans/Pacific Islanders are disproportionately underrepresented in
the child welfare system. While AAPIs represent 4 % of the child population, they
represent only 1 % of the children in foster care (Casey Family Programs 2006).
Even among immigrant families, AAPI children are underrepresented in terms of
their involvement with the child welfare system (18 % in the general population of
children of immigrants vs. 7.5 % of children of immigrants in the child welfare
system) (Dettlaff and Earner 2010). However, there is a small body of research that
highlights the variability among AAPI ethnic groups in terms of involvement with
child welfare; this variability is a result of both structural factors (e.g., poverty, lan-
guage barriers, isolation, discrimination) and cultural factors (e.g., parenting styles,
beliefs about physical discipline) (Pelczarski and Kemp 2006). For example, a
California study showed that Samoan and Southeast Asian families (i.e., Cambodian,
Thai, Vietnamese, and Laotian) were overrepresented in referrals to child welfare,
while Japanese, Chinese, and Filipino families were underrepresented relative to
their representation in the general population (Pelczarski and Kemp 2006). Another
study found that AAPI children in out-of-home care were less likely than Whites to
be reunified with their parents, indicating some additional disparity for this group
(Hines et al. 2007). The involvement of AAPIs with the child welfare system has not
been studied extensively; it is possible that low report rates actually reflect an under-
lying cultural value of family privacy and/or a lack of familiarity with US child
welfare laws (Larsen et al. 2008).

Moving Beyond a Disproportionality Focus

In all areas of life, race and culture play an inescapable role in the way people regard
and react to each other. Child welfare systems are no exception, and thus the ability
to disregard bias, past experiences, and learned behaviors toward certain racial
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groups is difficult for many. At every decision point, from reporting suspected abuse
and neglect to termination of parental rights and adoption, the race, minority status,
and ethnicity of the family as well as the race, status, and ethnicity of the formal
authority (e.g., caseworker, judge, mandated reporter, police officer) may be a factor
in the outcome of the case, including its duration and disposition.

Contemporary researchers encourage viewing the subject of race and child wel-
fare in context. The connection between race and child welfare outcomes is con-
founded by the relationship between race and other contributors to poor child
welfare outcomes, including poverty, parental substance abuse, mental health and
physical health issues, incarceration, and domestic violence (Barth et al. 2001;
Chaffin et al. 1996; Courtney, et al 1996; Dworsky et al. 2010). It is imperative that
child welfare practitioners, administrators, and researchers understand that these
factors pose increased risks for children when present in their family situations.
Further, segregated impoverished communities often have higher incidences of
child welfare involvement, and both African-Americans and Native Americans are
disproportionally living under these conditions (Bartholet et al. 2011). While it is
beyond the scope of this chapter to describe each of these comorbid risks in detail,
we will highlight a few below, with an emphasis on their relationship with racial
disproportionality in child welfare.

Poverty

There is vast evidence that although poverty alone certainly does not cause child
maltreatment, maltreatment does occur disproportionately among poor families
(Dettlaff et al. 2011; Drake et al. 2009; Drake and Pandey 1996; Freisthler et al.
2007). In fact, the NIS-4 shows that children living in poverty are victims of at least
one form of maltreatment more than five times as often as nonpoor children (Sedlak
et al. 2010a, b). Among children reported for maltreatment, poor children have
worse outcomes than nonpoor children in terms of child welfare and non-child wel-
fare outcomes (Jonson-Reid et al. 2009).

Understanding poverty plays a critical role in comprehending racial dispropor-
tionality and disparity in child welfare, as African-American families are more than
twice as likely as White families to live in poverty (Moore et al. 2009). Further,
African-Americans are in poverty for longer periods of time than Whites and have
lower exit rates from poverty than all other racial groups (Corcoran 2001; Dettlaff
et al. 2011). According to the National Center for Children in Poverty, in 2010,
64 % of Black children, 63 % of American Indian children, and 63 % of Hispanic
children were living in poverty, as opposed to 31 % of White children and 31% of
AAPI children (Addy and Wight 2012). Given the disparities seen in the child
welfare system for each of these minority groups, it is critical to understand the
relationship of poverty to child welfare outcomes.

Immigration status is also an important factor in whether or not a family lives in
poverty. Sixty-one percent of children of immigrant parents live in poverty, whereas
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41 % of children of native-born parents live in poverty (Addy and Wight 2012).
Further, poverty is higher for groups that have a higher proportion of recent
immigrants (Takei and Sakamoto 2011). Limited fluency in English and/or ille-
gal immigrant status can contribute to lack of employment (or underemploy-
ment), lower income levels, poor health, and poverty (Capps et al. 2003; Stalker
et al. 2009).

Substance Abuse

Children whose caregivers abuse substances are almost three times as likely to be
abused and four times as likely to be neglected as children whose caregivers do not
abuse substances (Wallace et al. 2004). Estimates for prevalence of parental sub-
stance abuse for families involved in child welfare range from 60 to 75 %; in most
cases, a caregiver’s struggle with substance abuse lasts at least 5 years (Brook and
McDonald 2009; Wallace et al. 2004). The further into the child welfare system the
family is, the more likely it is that substance abuse is involved. For example, at the
point of an unsubstantiated report, approximately 40 % of cases involve parental
substance abuse, whereas 75 % of cases at the point of out-of-home placement
involve parental substance abuse (Brook and McDonald 2009; Young et al. 1998).
Children whose families don’t receive appropriate treatment for substance abuse are
more likely to end up in foster care, remain in foster care longer, and reenter foster
care once they return home than children whose families do receive treatment
(Brook and McDonald 2009; Wallace et al. 2004).

Poverty plays a significant role in this issue. Black and Hispanic adults are no
more likely to use or abuse substances than are White adults. However, substance
use is higher among the poor than the rest of the population (across racial/ethnic
groups) (Wallace et al. 2004).

Further, although rates of substance abuse are similar across racial/ethnic groups,
the consequences are far more negative for minority groups (Burlew et al. 2009;
Iguchi et al. 2002). More African-Americans are incarcerated for drug-related
offenses than are White offenders (see section on Incarceration below), and more
African-American children are removed because of parental substance abuse
(Children’s Defense Fund 2007; McRoy 2011).

There is evidence that participation in treatment results in positive outcomes,
both in terms of sobriety and reunification. Gregoire and Schultz (2001) found a
positive relationship between treatment completion and sobriety and treatment
completion and child custody. Grella et al. (2009) found that mothers who com-
pleted at least 90 days of treatment were almost twice as likely to be reunified with
their children than those who did not spend 90 days in treatment. Green et al. (2007)
also investigated the role of treatment and found that mothers who entered treatment
faster, stayed in treatment longer, and who completed at least one treatment were
more likely to be reunified with their children instead of having their children freed
for adoption (Choi et al. 2012).
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Despite these promising findings, research suggests that minorities are less likely
to participate in substance abuse treatment (Substance Abuse and Mental Health
Services Administration 2002) and are less likely to describe treatment as helpful
(Burlew et al. 2009; Heron et al. 1997; Longshore et al. 1999). Further, other
research demonstrates that participation in treatment can actually be a red flag for
child welfare-involved families and result in more visibility within the system. One
study showed that families participating in a comprehensive substance abuse pro-
gram actually moved more slowly toward reunification than those not participating
and that children from these families were more likely to reenter out-of-home care
after reunification was achieved. The authors hypothesized that this was in part due
to the difficulty inherent in maintaining sobriety, as well as the heightened scrutiny
these families might be under compared to families not dealing with substance
abuse (Brook and McDonald 2007). Another study demonstrated that the re-report-
ing of substance abusing caregivers within 2 months of the initial report was most
likely to happen if the report was directly related to substance abuse, if the caregiver
was at high risk for criminal behavior, if law enforcement was not already involved
with the family, and if the head of household was a single African-American woman
(Brook and McDonald 2009; Fuller 2005). Other research showed that re-report
was most likely to occur if the caregiver affected by substance abuse received sub-
stance abuse treatment during the service period (Barth et al. 2007; Brook and
McDonald 2009). Finally, even with treatment, reunification rates for children in
care and their substance-abusing parents are quite low. For example, Ryan et al.
(2006) found that intensive substance abuse treatment supports increased the likeli-
hood of reunification when compared to treatment as usual. However, even these
increased reunification rates were still relatively low: 12 % for those participating in
intensive supportive services versus 7 % for those participating in treatment as
usual.

The Adoption and Safe Families Act (ASFA) of 1997 requires increased over-
sight of child welfare cases by caseworkers and the court. Previous policy mandates
(The Adoption Assistance and Child Welfare Act of 1980) focused on family reuni-
fication and adoption subsidies which often allowed for a protracted length of stay
in care and extensive family disruption. However, ASFA implements different time-
lines, which were designed to decrease foster care drift and prioritize children’s
safety. These new timelines often conflict with the natural substance abuse recovery
process, which can often involve relapse. The quantity and quality of numerous
innovative practices are improving client outcomes; however, few have been adopted
as standard practice. The child welfare system’s answer to substance abuse cannot
continue to depend on new programs to which few families have access.
Comprehensive improvements are essential if families are to be provided a legiti-
mate opportunity for recovery within ASFA timeframes (National Conference of
State Legislatures 2000). Such improvements may include increased residential
substance abuse treatment facilities for single mothers, where they are permitted to
bring their children. One of the most common reasons for relapse, beyond physical
access to a risky lifestyle, is anxiety over the termination of parental rights for
dependent children (Rockhill et al. 2007).
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Health and Mental Health Limitations of Parent and/or Child

The physical and mental health of both caregivers and children can play a role in
child maltreatment. Children with physical disabilities or health concerns are at
increased risk for maltreatment (Turner et al. 2011). The NIS-4 found that children
who had restricted capacities exhibited significantly lower rates of physical abuse
but substantially higher rates of psychological neglect and more serious injuries
from maltreatment (Sedlak et al. 2010a, b). Other research shows that children with
disabilities are more likely to be placed in out-of-home care than children without
disabilities and that more than a quarter of children with physical health problems
reentered care within three years of initial reunification (Lightfoot et al. 2011;
Courtney 1995). Children with behavioral and mental health conditions are also at
increased risk for maltreatment (Jaudes and Mackey-Bilaver 2008; Turner, et al.
2011). In fact, one study found that if a child had a history of abuse before age three
and was also diagnosed with a behavioral health condition, the child was ten times
more likely to be maltreated again (Jaudes and Mackey-Bilaver 2008). This
increased risk among children with physical and/or developmental delays has been
attributed to higher levels of stress (either psychological or economical) for parents
(Jaudes and Mackey-Bilaver 2008; Turner et al. 2011). The vulnerable status of
children with disabilities mandates more scrutiny by child welfare systems when
these children come into care.

Caregivers’ mental health has also been shown to be associated with child mal-
treatment. Some research has found relationships between poverty and poor mental
health status in African-American women (Chadiha and Brown 2002). Many of
these women face multiple issues; they are poor, are frequently single parents, and
may experience discrimination and other stressors (Bobo 2001; McRoy 2011). These
combinations of challenges may contribute to higher levels of depression, anxiety,
and/or stress, which may result in poorer parenting practices, particularly if the men-
tal health issues are not recognized and addressed. Libby et al. (2007) investigated
mental health and substance abuse services to parents of children involved with child
welfare, with a focus on American Indian parents. They found that American Indian
parents were less frequently formally assessed for mental health issues than parents
of other racial/ethnic groups. Further, although almost all American Indian parents
in the sample were dealing with serious mental or emotional difficulties; less than
20 % of them were referred for mental health services paid for by child welfare and
even fewer actually received services as a result of the referral. Conversely, although
there were lower than average substance abuse problems for American Indian par-
ents (compared to other racial/ethnic groups), parents were referred to substance
abuse treatment far more often than mental health services.

Minority families don’t necessarily experience more mental and/or physical
health risks; however, they are less likely to have access to appropriate prevention
and intervention services, particularly if they are poor (Dettlaff and Cardoso 2010;
Wang et al. 2005). Distrust and expectations of mistreatment may discourage access
to services. Additional barriers may include cultural values regarding doctors and
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help-seeking behaviors, cultural differences in understanding children’s development
and behaviors, and lack of culturally appropriate services (Dettlaff and Cardoso
2010; Wang et al. 2005). Research has shown that AAPIs, in particular, are less likely
to seek help for mental health problems than are members of other racial and ethnic
groups, instead preferring informal solutions (Chu and Sue 2011). Practitioners
would do well to explore some of these potential barriers with families and to work
with families to connect them with culturally appropriate services.

Domestic Violence

It is difficult to determine the prevalence of domestic violence; estimates range from
12 to 30 % of the American population, with domestic violence affecting women of
all ages, racial and ethnic groups, and socioeconomic strata (Tjaden and Thoennes
2000). However, some research has shown that some minority groups have higher
levels of domestic violence. Tjaden and Thoennes (2000) found that American
Indian/Alaskan-Native women experienced the highest levels of lifetime victimiza-
tion, followed by women of mixed race. White and African-American women had
similar rates, with rates of African-American women being slightly higher. They
found no differences between Hispanic and non-Hispanic women (Tjaden and
Thoennes 2000). Rennison and Welchans (2000) also found similar rates for
Hispanic and non-Hispanic women. However, they found that African-American
women experience intimate partner violence at a rate 35 % higher than White
women and approximately 2.5 times the rate of women of other races. They also
found that American Indian women were victimized at rates higher than all other
groups (Rennison and Welchans 2000). Studies on domestic violence frequently do
not include AAPI women, so prevalence data on this minority group is even scarcer.
However, a few community samples suggest that prevalence rates could range from
24 to 60 % among AAPI immigrant women (Lee and Hadeed 2009). Additionally,
AAPI immigrant women are regularly overrepresented in domestic violence homi-
cides (Asian and Pacific Islander Institute on Domestic Violence 2005; Lee and
Hadeed 2009). Racial differences often disappear when social class is accounted
for; however, some studies continue to show higher rates for African-American
women, even after taking into account social class (and it should be noted that very
few studies include American Indian women in their samples). There are also racial
and cultural differences in what behaviors are and are not seen as abusive, and cul-
tural values play an important role in whether or not abused women seek assistance
(Grossman and Lundy 2007). For example, AAPI immigrant groups may place
value on a wife’s subservience to her husband and may see domestic violence as
normative behavior; further, cultural values prohibiting the disclosure of family
problems to outsiders may discourage AAPI women from seeking help (Lee and
Hadeed 2009).

Prevalence estimates for domestic violence among families involved with the child
welfare system are much higher, ranging from 30 to 70 % (Appel and Holden 1998;
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Kelleher et al. 2008). One study suggests that national estimates of families in the
child welfare system have a lifetime prevalence of domestic violence of approxi-
mately 44 %, with 28 % experiencing at least one episode of violence within the
preceding year (Hazen et al. 2004). While in some cases it may be the perpetrator
of domestic violence who maltreats children in the family, in other cases, it may be
the victim of the violence who maltreats (Casanueva et al. 2009). For example,
using a national child welfare sample, Kelleher et al. (2008) found that female vic-
tims of domestic violence reported using higher rates of aggressive and neglectful
disciplinary behaviors with their children than non-victims. Using the same dataset
(National Survey of Child and Adolescent Well-being), Casanueva et al. (2009)
found that children of mothers victimized by an intimate partner during the previ-
ous year were twice as likely to be re-reported to child protective services as were
children of mothers who had not been victims of intimate partner violence.
Additionally, re-reports happened almost twice as quickly for children of intimate
partner violence victims compared to children of mothers who were not victims of
intimate partner violence. Research has also shown that rates of reunification are
lower for families experiencing domestic violence than those not living with
domestic violence (Hess et al. 1992).

Incarceration

There is significant overlap between risk factors for child maltreatment and for
parental arrest and/or incarceration; these include, but are not limited to, poverty,
substance abuse, mental illness, and family violence (Phillips and Dettlaff 2009;
Phillips et al. 2010). Households where a caregiver has been arrested have higher
rates of poverty, substance abuse, and domestic violence than households where
caregivers have never been arrested (Phillips and Dettlaff 2009). Research shows
that approximately one out of every eight children who are subjects of maltreatment
allegations has a primary caregiver (usually a mother) who was recently arrested
(Phillips et al. 2004). While incarcerated mothers are proportionately more likely to
have children in foster care than incarcerated fathers, there are almost ten times
more incarcerated fathers than mothers on any given day (Phillips et al. 2010).
There is also some overlap between mothers and fathers in that almost two-thirds of
children whose mothers have been arrested also have fathers who have been arrested
(Farrington et al. 2001; Phillips and Dettlaff 2009). Additionally, children whose
parents have had involvement with the criminal justice system are more likely than
other children to spend time in out-of-home care (Phillips et al. 2004, 2007, 2010).

There is vast disparity in arrest and incarceration rates across racial groups, with
African-Americans faring the worst. African-American men are incarcerated at a
rate more than six times that of White men, and African-American women are
incarcerated at a rate more than three times that of White women (Sabol et al.
2007). African-Americans comprise only 12 % of the population and only 13 % of
drug users; however, they make up more than a third of individuals arrested for



7 Race, Racial Disparity, and Culture in Child Welfare 173

drug offenses and over half of individuals convicted for drug offenses (Wallace
et al. 2004).

Using data from the National Survey of Child and Adolescent Well-Being
(NSCAW), Phillips et al. (2004) found that almost 13 % of children assessed for
maltreatment had parents who had recently been arrested. However, African-
American children were overrepresented in this sample: only 28 % of African-
American children were subjects of maltreatment reports, yet they constituted 43 %
of the children with arrested parents. Almost one-fifth of African-American chil-
dren in the sample had a parent who had recently been arrested, which was twice the
rate for White children and four times the rate for Hispanic children.

Understanding Culture

There must be urgency among child welfare trainers, administrators, and casework-
ers to understand how race and ethnicity intersect with poverty and other risk factors
in families involved in the child welfare system. It is equally critical that they under-
stand the protective role that culture can have within the families with whom they
work. Both types of knowledge will help to inform the culturally proficient engage-
ment skills necessary to work successfully with families and prevent disparities.
Practitioners with these skills should, at a minimum, be able to engage in support-
ive, inclusive dialogue with families in the child welfare system and address
families’ concerns with respect for their culture, traditions, language, identity, and
ethnicity.!

When caseworkers are trying to assist families who are part of an unfamiliar
minority group or a group different from their own, it is advised that they seek infor-
mation about the group prior to meeting with the family. Parenting techniques and
practices of some minority groups may differ from those of the dominant American
culture, or they may appear to be qualitatively opposed to traditional American prac-
tices; however, workers have a responsibility to be open to unfamiliar cultures in
order to deliver fair and unbiased services to their clients. It is very important to
remember that different cultural practices should not be feared or interpreted as nega-
tive practices. Caseworkers should hold paramount the safety of children and evalu-
ate family behaviors within the context of culture (Fraser 1997). Caseworkers must
consider how individual manifestations of bigotry, prejudice, and stereotypes affect
judgment and behaviors toward minorities. They must be cognizant of the role sys-
tems and institutions have had in furthering discrimination, particularly for minori-
ties. Finally, caseworkers must have an understanding of the historical context of race
in the USA and how it manifests currently. Slavery, immigration, and tribal issues are
all important considerations when thinking about race and culture in this country.

'"While we acknowledge that culture encompasses a wide array of beliefs, traditions, behaviors,
and identities, for the purposes of this chapter, we will discuss culture only as it pertains to race.
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The field of social work has typically taken a cultural competence stance
toward working with racial and ethnic minority groups. As defined by the
National Association of Social Workers (NASW 2001), cultural competence is
“the integration and transformation of knowledge about individuals and groups
of people into specific standards, policies, practices, and attitudes used in appro-
priate cultural settings to increase the quality of services, thereby producing
better outcomes....Competence in cross-cultural functioning means learning
new patterns of behavior and effectively applying them in appropriate settings”
(pp. 11-12). Stated differently, cultural competence “denotes the ability to
transform knowledge and cultural awareness into...interventions that support
and sustain healthy client-system functioning within the appropriate cultural
context” (McPhatter 1997, p. 27). Thus, cultural competence involves aware-
ness, knowledge, and skills. In a cultural competence framework, it is the
responsibility of the social worker to learn about different cultural groups and
be able to apply what she/he has learned when working with individuals from
those cultural groups.

As such, researchers and policy makers are advocating for a cultural humility
approach to working with individuals or families from other cultural groups. Key
components of this approach include training workers to be self-aware, particularly
about their own cultural lens and the degree to which their culture shapes their
world view, complete with recognition of their biases (Ortega and Faller 2011).
Further concepts of cultural humility include openness to the experiences of others
and the ability to learn from families served. Workers employing cultural humility
do not need “to possess expert knowledge about an array of cultural differences.
This perspective has the benefit of placing the worker in a learning mode as opposed
to maintaining power, control and authority in the working relationships, especially
over cultural experiences about which the client is far more knowledgeable”
(Ortega and Faller 2011, p. 33). Cultural humility also espouses both a multicul-
tural perspective (i.e., a particular culture is not uniform) and an intersectionality
perspective (i.e., individuals simultaneously have multiple cultural identities)
(Ortega and Faller 2011).

The effectiveness of child welfare services is dependent on the skill and acumen
of the caseworkers who work with the families. Ideally, caseworkers will exhibit a
combination of cultural competence and cultural humility in their work with fami-
lies. While it can be helpful to have a sense of cultural norms for different popula-
tions, it is also critical that caseworkers are open to learning from families about
their values and traditions, even if (or especially if) they are different from what the
caseworker thinks she/he knows. Learning the nuances of the myriad cultures, races,
and ethnicities on the American landscape is a lifelong process, and each family
will express their own culture in their own way. Collaborative, trusting relationships
can only be built when families are treated with dignity and respect, regardless of
the caseworker’s cultural lens or any cultural differences between the caseworker
and family members.
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Case Study: Marisol and the Matthews Family

Marisol recently graduated from college and is a new caseworker in the intake unit of the
Department of Children, Youth, and Families. Marisol is 22 years old and of mixed Latino/
Caucasian ethnicity. She is asked to meet with the Matthews family, who live in a neighbor-
hood to which Marisol has not yet been; the neighborhood is known to be impoverished and
consists primarily of African-American families and older adults. The Matthews family is
African-American and has lived in the community for many years. An allegation of neglect
was made by the teacher of the two youngest children in the family, Baileigh and Britneigh,
both 10 years old. The teacher stated that although the girls were impeccably dressed on
the first day of school, they have since only attended school sporadically and have worn
ill-fitting clothes since then, which are increasingly inappropriate for the weather. The
teacher also noticed that the girls have been asking classmates for extra food during break-
fast and lunch.

Marisol is nervous when she arrives at the Matthews home but is determined to appear
confident and authoritative. Mrs. Matthews welcomes Marisol into the front room of her
home. Marisol observes that the room is beautifully furnished and tidy. Mrs. Matthews has
recently turned 62 and is older than Marisol expected and dressed in simple, worn clothing.
Marisol learns that Baileigh and Britneigh are Mrs. Matthews’ nieces; Mrs. Matthews’
youngest sister was killed several years earlier, and Mrs. Matthews became a kinship care-
giver for the girls. They have four older siblings, ranging in age from 14 to 17, who live out
of state with other family members. Mrs. Matthews has five grown children, lives on a fixed
income, and has health concerns that include diabetes and hypertension.

When asked about Baileigh and Britneigh’s school attendance, Mrs. Matthews speaks
proudly about how the girls looked on the first day of school. However, she is vague when
asked about subsequent school attendance and talks about how she sometimes needs the
girls’ help around the house, especially when she is not feeling well. When Marisol asks to
see the rest of the house, Mrs. Matthews seems to feel insulted and insists on Marisol stay-
ing in the front room, since that is where “guests are entertained.” Marisol is embarrassed
that she made Mrs. Matthews feel badly, and although she knows she needs to see the rest
of the house, she doesn’t know how to proceed.

In order for the visit to conclude successfully, Marisol must think about her own cultural
lens as she continues to talk to Mrs. Matthews. What cultural assumptions does Marisol
bring with her to this interaction? How might Mrs. Matthews’ assumptions differ? What
questions can Marisol ask Mrs. Matthews about her cultural beliefs, values, and traditions
to learn about these differences? Furthermore, how might Marisol’s age and nervousness
affect her mannerisms and behavior, and how might these impact her interaction with Mrs.
Matthews? By asking questions and approaching the situation from a position of cultural
humility, Marisol can learn more about Mrs. Matthews’ cultural background, the back-
ground in which Baileigh and Britneigh have been raised. If Marisol can acknowledge her
own cultural lens and the ways in which Mrs. Matthews’ cultural beliefs differ from hers,
she will be better able to help find solutions for Baileigh and Britneigh.

Conclusion

In summary, it is incumbent upon child welfare workers to have an understanding of
racial disproportionality and disparity in child welfare—their roots and their ramifi-
cations. Without understanding the historical context of racial disproportionality
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and disparity in child welfare, practitioners cannot move toward equal treatment and
policy implementation. Further, in order to work effectively with families, child
welfare workers must thoughtfully consider how race and culture intersect with
social and economic risk factors that contribute to poor child welfare outcomes.
Combined with a balance of cultural awareness and humility, this knowledge will
enable practitioners to successfully engage with the families with whom they work.

Questions for Discussion

1. What is the difference between disparity and disproportionality? How do other
factors (e.g., poverty, substance abuse) affect disparity and disproportionality?

2. What are the strengths and limitations of cultural competence versus cultural
humility?

3. What is your own cultural lens? How might that affect how you view and interact
with different families?

4. What assumptions do you have about particular racial cultural groups? What
steps will you take to combat those assumptions as you encounter families from
those cultural groups?

References

Addy, S., & Wight, V. R. (2012). Basic facts about low-income children, 2010: Children under age
18. New York: National Center for Children in Poverty.

Appel, A. E., & Holden, G. W. (1998). The co-occurrence of spouse and physical child abuse: A
review and appraisal. Journal of Family Psychology, 12, 578-599.

AFCARS. (2012). Preliminary FY 2011 estimates as of July 2012. Washington, DC: U.S.
Department of Health and Human Services, Administration for Children and Families.

Asian and Pacific Islander Institute on Domestic Violence. (2005). Domestic violence in Asian
communities: Factsheet — July 2005. San Francisco: Author.

Barth, R., Gibbons, C., & Guo, S. (2007). Substance abuse treatment and the recurrence of mal-
treatment among caregivers with children living at home: A propensity score analysis. Journal
of Substance Abuse Treatment, 30, 93—104.

Barth, R., Miller, J., Green, R., & Baumgartner, J. (2001). Toward understanding racial dispropor-
tionality in child welfare services receipt. Paper presented at The Race Matters Forum

Bartholet, E., Wulczyn, F., Barth, R. P., & Lederman, C. (2011). Race and child welfare. Chicago:
University of Chicago.

Bernstein, N. (2001). The lost children of Wilder. New York: Random House.

Bobo, L. D. (2001). Racial attitudes and relations at the close of the twentieth century. In N. J.
Smelser, W. J. Wilson, & F. Mitchell (Eds.), America becoming: Racial trends and their conse-
quences (pp. 264-301). Washington, DC: National Academy Press.

Brook, J., & McDonald, T. (2007). Evaluating the effects of comprehensive substance abuse inter-
vention on successful reunification. Research on Social Work Practice, 17, 664—673.

Brook, J., & McDonald, T. (2009). The impact of parental substance abuse on the stability of
family reunifications from foster care. Children and Youth Services Review, 31, 193-198.



7 Race, Racial Disparity, and Culture in Child Welfare 177

Burlew, A. K., Feaster, D., Brecht, M., & Hubbard, R. (2009). Measurement and data analysis in
research addressing health disparities in substance abuse. Journal of Substance Abuse
Treatment, 36, 25-43.

Capps, R., Fix, M., Passel, J. S., Ost, J., Perez-Lopez, D. (2003). Immigrant families and workers:
Facts and perspectives. Brief No. 4. Washington, DC: Urban Institute.

Carp, E. W. (2002). Adoption in America: Historical perspectives. Ann Arbor: University of
Michigan Press.

Carter, V. B. (2010). Factors predicting placement of urban American Indian/Alaskan Natives into
out-of-home care. Children and Youth Services Review, 32, 657-663.

Casanueva, C., Martin, S. L., & Runyan, D. K. (2009). Repeated reports for child maltreatment
among intimate partner violence victims: Findings from the National Survey of Child and
Adolescent Well-Being. Child Abuse and Neglect, 33, 84-93.

Casey Family Programs. (2006). Disproportionality in the child welfare system: The dispropor-
tionate representation of children of color in foster care. Seattle, WA: Author.

Chadiha, L. A., & Brown, G. G. (2002). Contributing factors to African American women caregiv-
ers’ mental well-being. African American Perspectives, 8, 72-83.

Chaffin, M., Kelleher, K., & Hollenberg, J. (1996). Onset of physical abuse and neglect: Psychiatric,
substance abuse and social risk factors from prospective community data. Child Abuse and
Neglect, 20, 191-203.

Chapin Hall Center for Children. (2008). Understanding racial and ethnic disparity in child wel-
fare and juvenile justice. Chicago: Author.

Chibnall, S., Dutch, N., Jones-Harden, B., Brown, A., & Gourdine, R. (2010). Children of color in
the child welfare system: Perspectives from the child welfare community. Washington, DC:
U.S. Department of Health and Human Services, Children’s Bureau.

Children’s Defense Fund. (2007). America’s cradle to prison pipeline. Washington, DC: Author.

Choi, S., Huang, H., & Ryan, J. P. (2012). Substance abuse treatment completion in child welfare:
Does substance abuse treatment completion matter in the decision to reunify families? Children
and Youth Services Review, 34, 1639-1645.

Chu, J. P, & Sue, S. (2011). Asian American mental health: What we know and what we don’t
know. Online Readings in Psychology in Culture, Unit 3. Retrieved from http://scholarworks.
gvsu.edu/orpe/vol3/iss1/4.

Church, W. T. (2006). From start to finish: The duration of Hispanic children in out of home place-
ments. Children and Youth Services Review, 28, 1007-1023.

Corcoran, M. (2001). Mobility, persistence, and the consequences of poverty for children: Child
and adult outcomes. In S. H. Danziger & R. H. Haveman (Eds.), Understanding poverty (pp.
127-161). New York: Russell Sage.

Courtney, M. E. (1995). Reentry to foster care of children returned to their families. Social Service
Review, 69, 226-241.

Courtney, M., Barth, R. P,, Berrick, J. D., Brooks, D., Needell, B., & Park, L. (1996). Race and
child welfare services: Past research and future directions. Child Welfare, 75, 99-137.

Crossen-Tower, C. (2010). Understanding child abuse and neglect (8th ed.). Boston, MA: Allyn &
Bacon.

Department of Health and Human Services. (2008). Child Maltreatment 2006. Washington, DC:
Author.

Deserly, K., & Gardner, J. (2011). Disproportionality of American Indian and Alaska Native chil-
dren. In D. K. Green, K. Belanger, R. G. McRoy, & L. Bullard (Eds.), Challenging racial dis-
proportionality in child welfare (pp. 341-345). Washington, DC: Child Welfare League of
America.

Dettlaff, A. J. (2011). Disproportionality, disparities, and Latino children in the U.S. child welfare
system. Paper presented at ChildLaw Center’s 13th Annual Children’s Summer Institute,
Loyola University, Chicago, IL.

Dettlaff, A. J., & Cardoso, J. B. (2010). Mental health need and service use among Latino children of
immigrants in the child welfare system. Children and Youth Services Review, 32, 1373-1379.


http://scholarworks.gvsu.edu/orpc/vol3/iss1/4
http://scholarworks.gvsu.edu/orpc/vol3/iss1/4

178 C. Bradley-King et al.

Dettlaff, A. J., & Earner, 1. (2010). Children of immigrants in the child welfare system: Findings
from the National Survey of Child and Adolescent Well-Being. Englewood, CO: American
Humane Association.

Dettlaff, A. J., Earner, 1., & Phillips, S. D. (2009). Latino children of immigrants in the child
welfare system: Prevalence, characteristics, and risk. Children and Youth Services Review, 31,
775-783.

Dettlaff, A. J., Rivaux, S. L., Baumann, D. J., Fluke, J. D., Rycraft, J. R., & James, J. (2011).
Disentangling substantiation: The influence of race, income, and risk on the substantiation
decision in child welfare. Children and Youth Services Review, 33, 1630-1637.

Donald, K. L., Bradley, L. K., Day, P, Critchley, R., & Nuccio, K. E. (2003). Comparison between
American Indian and non-Indian out-of-home placements. Families in Society, 84, 267-274.

Drake, B., & Jonson-Reid, M. (2011). NIS interpretations: Race and the National Incidence
Studies of Child Abuse and Neglect. Children and Youth Services Review, 33, 16-20.

Drake, B., Lee, S. M., & Jonson-Reid, M. (2009). Race and child maltreatment reporting: Are
Blacks overrepresented? Children and Youth Services Review, 31, 309-316.

Drake, B., & Pandey, S. (1996). Understanding the relationship between neighborhood poverty
and child maltreatment. Child Abuse and Neglect, 20, 1003-1018.

Dworsky, A., White, C., O’Brien, K., Pecora, P., Courtney, M., Kessler, R., Sampson, N., &
Hwang, 1. (2010) Racial and ethnic differences in the outcomes of former foster youth. Children
and Youth Services Review, 32, 902-912.

Edwards, J. (1999). Black cultural issues in adoption. In The Adoption Factbook IlI. Waite Park,
MN: Park Press Quality Printing.

Farrington, D. P, Jolliffe, D., Loeber, R., Stouthamer-Loeber, M., & Kalb, L. M. (2001). The con-
centration of offenders in families, and family criminality in the prediction of boys’ delin-
quency. Journal of Adolescence, 24, 579-596.

Fletcher, M. L. M. (2009). The origins of the Indian Child Welfare Act: A survey of the legislative
history. Lansing, MI: Michigan State University College of Law, Indigenous Law and Policy
Center.

Fox, K. E. (2004). Are they really neglected? A look at worker perceptions of neglect through the
eyes of a national data system. First Nations Child and Family Review: A Journal on Innovation
and Best Practices in Aboriginal Child Welfare Administration, Research, Policy and Practice,
1,73-82.

Fraser, M. W. (Ed.). (1997). Risk and resilience in childhood: an ecological perspective.
Washington, DC: NASW Press.

Freisthler, B., Bruce, E., & Needell, B. (2007). Understanding the geospatial relationship of neigh-
borhood characteristics and rates of maltreatment for Black, Hispanic, and White children.
Social Work, 52, 7-16.

Fuller, T. (2005). Child safety at reunification: A case—control study of maltreatment recurrence fol-
lowing return home from substitute care. Children and Youth Services Review, 27, 1293-1306.
Galante, L.M.C. (1999). Subtle racism in child welfare decision-making. Digital Dissertations.

(UMI No. 9958390).

Garcia, A., Aisenberg, E., & Harachi, T. (2012). Pathways to service inequalities among Latinos in
the child welfare system. Children and Youth Services Review, 34, 1060-1071.

Gordon, L. (1999). The great Arizona orphan abduction. Cambridge, MA: Harvard University
Press.

Graham, L. M. (2008). Reparations, self-determination, and the seventh generation. Harvard
Human Rights Journal, 21, 47-103.

Green, B. L., Rockhill, A., & Furrer, C. (2007). Does substance abuse treatment make a difference
for child welfare outcomes? A statewide longitudinal analysis. Children and Youth Services
Review, 29, 460-473.

Gregoire, K. A., & Schultz, D. J. (2001). Substance-abusing child welfare parents: Treatment and
child placement outcomes. Child Welfare, 80, 433-452.

Grella, C. E., Needell, B., Shi, Y., & Hser, Y. I. (2009). Do drug treatment services predict reunifi-
cation outcomes of mothers and their children in child welfare? Journal of Substance Abuse
Treatment, 36, 278-293.



7 Race, Racial Disparity, and Culture in Child Welfare 179

Grossman, S. F., & Lundy, M. (2007). Domestic violence across race and ethnicity: Implications
for social work practice and policy. Violence Against Women, 13, 1029-1052.

Halverson, K., Puig, M., & Beyers, S. (2002). Culture loss: American Indian family disruption,
urbanization and the Indian Child Welfare Act. Child Welfare, 81, 319-336.

Hazen, A. L., Connelly, C. D., Kelleher, K., Landsverk, J., & Barth, R. (2004). Intimate partner
violence among female caregivers of children reported for child maltreatment. Child Abuse and
Neglect, 28,301-319.

Heron, R., Twomey, H., Jacobs, D., & Kaslow, N. (1997). Culturally competent interventions for
abused and suicidal African American women. Psychotherapy, 34, 410-424.

Hess, P. M., Folaron, G., & Jefferson, A. B. (1992). Effectiveness of family reunification services:
An innovative evaluative model. Social Work, 31, 304-311.

Hill, R. B. (2004). Overrepresentation of children of color in foster care in 2000. Rockville, MD:
Race Matters Consortium.

Hill, R. B. (2006). Synthesis of research on disproportionality in child welfare: An update.
Washington, DC: Casey-CSSP Alliance for Racial Equality in the Child Welfare System.

Hill, R. B. (2007). An analysis of racial/ethnic disproportionality and disparity at the national,
state, and county levels. Seattle, WA: Casey-CSSP Alliance for Racial Equity in the Child
Welfare System.

Hill, R. B. (2011). Gaps in research and public policy. In D. K. Green, K. Belanger, R. G. McRoy,
& L. Bullard (Eds.), Challenging racial disproportionality in child welfare (pp. 101-108).
Washington: Child Welfare League of America.

Hines, A. M, Lee, P. A., Osterling, K. L., & Drabble, L. (2007). Factors predicting family reunifi-
cation for African American, Latino, Asian and White families in the child welfare system.
Journal of Child and Family Studies, 16, 275-289.

Huebner, R. (2007). Descriptors, predictors and outcomes of placement stability. Washington, DC:
Presentation at the Casey-CWLA Outcomes Benchmarking Roundtable, March 1, 2007.

Iguchi, M., London, J., Forge, N., Hickman, L., Fain, T., & Reihman, K. (2002). Elements of well-
being affected by criminalizing the drug user. Public Health Reports, 117, 146—150.

Jaudes, P., & Mackey-Bilaver, L. (2008). Do chronic conditions increase young children’s risk of
being maltreated? Child Abuse and Neglect, 32, 671-681.

Jones, B., Gilette, J., Painte, D., & Paulson, S. (2000). Indian child welfare act: A pilot study of
compliance in North Dakota. Seattle, WA: Casey Family Programs.

Jonson-Reid, M., Drake, B., & Kohl, P. L. (2009). Is the overrepresentation of the poor in child
welfare caseloads due to bias or need? Children and Youth Services Review, 31, 422-427.

Kelleher, K. J., Hazen, A. L., Coben, J. H., Wang, Y., McGeehan, J., Kohl, P. L., & Gardner, W. P.
(2008). Self-reported disciplinary practices among women in the child welfare system:
Association with domestic violence victimization. Child Abuse and Neglect, 32, 811-818.

Kids Count Data Center. (2012). Data across states. Retrieved from http://datacenter.kidscount.
org/data/acrossstates/Default.aspx.

Landale, N. S., Thomas, K. J. A., & Van Hook, J. (2011). The living arrangements of children of
immigrants. Future of Children, 21, 43-70.

Larsen, S., Kim-Goh, M., & Nguyen, T. D. (2008). Asian American immigrant families and child
abuse: Cultural considerations. Journal of Systemic Therapies, 27, 16-29.

Lee, Y., & Hadeed, L. (2009). Intimate partner violence among Asian immigrant communities:
Health/mental health consequences, help-seeking behaviors, and service utilization. Trauma
Violence Abuse, 10, 143—-170.

Libby, A. M., Orton, H. D., Barth, R. P., Webb, M., Burns, B. J., Wood, P. A., & Spicer, P. (2007).
Mental health and substance abuse services to parents of children involved with child welfare:
A study of racial and ethnic differences for American Indian parents. Administration and
Policy in Mental Health and Mental Health Services Research, 34, 150-159.

Lightfoot, E., Hill, K., & LaLiberte, T. (2011). Prevalence of children with disabilities in the child
welfare system and out of home placement: An examination of administrative records. Children
and Youth Services Review, 33, 2069-2075.

Longshore, D., Grills, C., & Annon, K. (1999). Effects of a culturally congruent intervention on
cognitive factors related to drug-use recovery. Substance Use and Misuse, 14, 1223-1241.


http://datacenter.kidscount.org/data/acrossstates/Default.aspx
http://datacenter.kidscount.org/data/acrossstates/Default.aspx

180 C. Bradley-King et al.

Matheson, L. (1996). The politics of the Indian child welfare act. Social Work, 41, 232-235.

McPhatter, A. R. (1997). Cultural competence in child welfare: What is it? How do we achieve it?
What happens without it? Child Welfare, 76, 255-278.

McRoy, R. (2011). Contextualizing disproportionality. In D. K. Green, K. Belanger, R. G. McRoy,
& L. Bullard (Eds.), Challenging racial disproportionality in child welfare (pp. 67-71).
Washington, DC: Child Welfare League of America.

Moore, K. A., Redd, Z., Burkhauser, M., Mbwana, K., & Collins, A. (2009). Children in poverty:
Trends, consequences, and policy options. Washington, DC: Child Trends.

National Association of Social Workers. (2001). NASW standards for cultural competence in
social work practice. Washington, DC: Author.

National Conference of State Legislatures. (2000). Linking child welfare and substance abuse
treatment: A guide for legislators. Washington, DC: Author.

O’Connor, S. (2001). Orphan trains: The story of Charles Loring Brace and the children he saved
and failed. Boston: Houghton Mifflin Company.

Ortega, R. M., & Faller, K. C. (2011). Training child welfare workers from an intersectional cul-
tural humility perspectives: A paradigm shift. Child Welfare, 90, 27-49.

Pelczarski, Y., & Kemp, S. P. (2006). Patterns of child maltreatment referrals among Asian and
Pacific Islander families. Child Welfare, 85, 6-31.

Perry, T. E., & Davis-Maye, D. (2007). Bein” womanish: Womanist efforts in child saving during
the progressive era: The founding of Mt. Meigs Reformatory. Affilia, 22, 209-219.

Phillips, S. D., Burns, B. J., Wagner, H. R., & Barth, R. P. (2004). Parental arrest and children in
child welfare services agencies. American Journal of Orthopsychiatry, 2, 174—186.

Phillips, S. D., & Dettlaff, A. J. (2009). More than parents in prison: The broader overlap between
the criminal justice and child welfare systems. Journal of Public Child Welfare, 3, 3-22.

Phillips, S. D., Dettlaff, A. J., & Baldwin, M. J. (2010). An exploratory study of the range of impli-
cations of families’ criminal justice system involvement in child welfare cases. Children and
Youth Services Review, 32, 544-550.

Phillips, S. D., Erkanli, A., Costello, E. J., & Angold, A. (2007). Differences among children
whose mothers have a history of arrest. Women & Criminal Justice, 17, 45-63.

Rennison, C. M., & Welchans, S. (2000). Intimate partner violence. Bureau of Justice Statistics
Special Report. Washington, DC: U.S. Department of Justice.

Roberts, D. (2002). Shattered bonds: The color of child welfare. New York: Basic Books.

Rockhill, A., Green, B. L., & Furrer, C. (2007). Is the Adoption and Safe Families Act influencing
child welfare outcomes for families with substance abuse issues? Child Maltreatment, 12(1),
7-19.

Ryan, J. P, Marsh, J. C., Testa, M. F., & Louderman, R. (2006). Integrating substance abuse treat-
ment and child welfare services: Findings from the Illinois alcohol and other drug abuse waiver
demonstration. Social Work Research, 30, 95-107.

Sabol, W. J., Couture, H., & Harrison, P. M. (2007). Prisoners in 2006. Bureau of Justice Statistics
Bulletin. Washington, DC: U.S. Department of Justice, Office of Justice Programs.

Schaefer, R. T. (2011). Race and ethnicity in the United States (6th ed.). Upper Saddle River, NJ:
Prentice/Hall.

Sedlak, A. J., McPherson, K., & Das, B. (2010a). Supplementary analyses of race differences in
child maltreatment rates in the NIS-4. Washington, DC: U.S. Department of Health and Human
Services.

Sedlak, A. J., Mettenburg, J., Basena, M., Petta, 1., McPherson, K., Greene, A., et al. (2010b).
Fourth national incidence study of child abuse and neglect (NIS-4): Report to congress.
Washington, DC: U. S. Department of Health and Human Services.

Shaw, T. V., Putnam-Hornstein, E., Magruder, J., & Needell, B. (2008). Measuring racial disparity
in child welfare. Child Welfare, 87, 23-36.

Stalker, C., Maiter, S., & Alaggia, R. (2009). The experiences of minority immigrant families
receiving child welfare services: Seeking to understand how to reduce risk and increase protec-



7 Race, Racial Disparity, and Culture in Child Welfare 181

tive factors. Social Work Faculty Publications. Paper 2. Retrieved from http://scholars.wlu.ca/
scwk_faculty/2.

Substance Abuse and Mental Health Services Administration. (2002). National Study on Drug Use
and Health. Washington, DC: Department of Health and Human Services, Office of Applied
Studies.

Takei, I., & Sakamoto, A. (2011). Poverty among Asian Americans in the 21st century. Sociological
Perspectives, 54, 251-276.

Texas Health and Human Services Commission, Texas Department of Family and Protective
Services. (2006). Disproportionality in child protective services: Statewide reform effort begins
with examination of the problem. Austin, TX: Author.

Tjaden, P., & Thoennes, N. (2000). Extent, nature and consequences of intimate partner violence:
Findings from the National Violence Against Women Survey. Washington, DC: U.S. Department
of Justice.

Turner, H. A., Vanderminden, J., Finkelhor, D., Hamby, S., & Shattuck, A. (2011). Disability and
victimization in a national sample of children and youth. Child Maltreatment, 16, 275-286.

U.S. Census Bureau. (2010). National population profile. Washington, DC: Author.

U.S. Department of Health and Human Services. (2010). Child welfare outcomes 2006-2009:
Report to Congress. Washington, DC: Author.

Wallace, J. M., Myers, V. L., & Osai, E. R. (2004). Faith matters: Race/ethnicity, religion, and
substance abuse. Baltimore, MD: Annie E. Casey Foundation.

Wang, P. S., Lane, M., Olfson, M., Pincus, H. A., Wells, K. B., & Kessler, R. C. (2005). Twelve-
month use of mental health services in the United States: Results from the National Comorbidity
Survey replication. Archives of General Psychiatry, 62, 629-640.

Washington State Racial Disproportionality Advisory Committee (WSRDAC). (2010). Racial
disproportionality in Washington State: Report to the legislature. Olympia, WA: Author.

Wells, S. J. (2011). Disproportionality and disparity in child welfare: An overview of definitions
and methods of measurement. In D. K. Green, K. Belanger, R. G. McRoy, & L. Bullard (Eds.),
Challenging racial disproportionality in child welfare (pp. 3—12). Washington: Child Welfare
League of America.

Waulczyn, E., & Lery, B. (2007). Racial disparity in foster care admissions. Chicago: Chapin Hall
Center for Children.

Young, N., Gardner, S., & Dennis, K. (1998). Responding to alcohol and other drug problems in
child welfare: Weaving together policy and practice. Washington, DC: CWLA Press.

Zinn, A., DeCoursey, J., Goerge, R., & Courtney, M. (2006). A study of placement stability in
Illinois. Chicago: Chapin Hall Center for Children.


http://scholars.wlu.ca/scwk_faculty/2
http://scholars.wlu.ca/scwk_faculty/2

Chapter 8
Skill-Based Training and Transfer of Learning

Anita P. Barbee and Marcia L. Martin

Abstract There have been great strides in attending to skill-based training and
transfer of learning over the past 15 years in the field of child welfare. We know that
classroom training builds a foundation that must be reinforced in the field in order
to be practiced in day-to-day work with clients. When skills are reinforced through
additional practice exercises, coaching, mentoring, and specific feedback on key
practice behaviors, both client outcomes and organizational outcomes can be
affected and improved. We know that training must go hand in hand with supervi-
sion to be effective and that these two areas of the organization must be in concert.
Further research is needed to better understand how to engage the practice sector of
child welfare agencies in embracing this important role of supervisors and senior
frontline workers. In addition, more research is needed on what aspects of class-
room training and its reinforcement lead to the changes in behavior that are neces-
sary to impact child and family outcomes. Extending this work to refine our
understanding of the transfer process will help to make certain that all families
entering the child welfare system throughout the country will find a skilled work-
force that is equipped to meet their needs and help them ensure that their children
are safe, in permanent homes, and successful in life.

In order to deliver appropriate services to clients, however, simply possessing
knowledge and skills is insufficient; a child welfare worker must also be able to
translate a sense of knowing and doing into distinct situations. It is the application
of knowledge and skills that becomes so critical. Furthermore, bringing skills from
the classroom and from training into practice does not signify that the worker’s
learning has reached a place of ultimate meaning. Instead, it represents an unending
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series of efforts to gain and regain understanding, predicated on multiple shifts in
context. Child welfare workers must actively engage as translators in a transfer of
knowledge and skills; they must critically reflect on how knowing and doing inter-
relate, while ultimately recognizing that meaning cannot be transferred whole from
one situation to another, but must be shaped by the uniqueness of context. The
translation of child welfare knowledge and skills is both responsive and generative
and involves reaffirmation and adaptation that simultaneously honors both what is
learned in a classroom setting and the ways in which that learning is applied in
practice. A transfer of learning is all about building bridges that transport us between
knowing and doing, making us translators in the most conscious and deliberate of
ways as we engage each new client and each new situation.

Keywords Transfer of learning * Skill-based training ¢ Level three evaluation

Introduction

A 2-month-old child with hydrocephalus was hospitalized because his mother did not feed
him enough and he was failing to thrive. The CPS investigative worker substantiated child
neglect and removed the child from his home. The case has had three workers across 2 years
since the child was placed in a therapeutic foster home. Two years later, a new worker
inherits the case. She finds that the child is still in the state’s custody in a foster home, but
the foster parents, to whom he is attached, do not have plans to adopt him. For him to
achieve permanency, he needs to be either returned to his mother or removed from this
foster home and moved to a home where someone will adopt him. Such a move will disrupt
his attachment to his current foster parents.

The case is made more complex by the fact that the mother was herself neglected and
sexually abused as a child. This, along with her 1Q of 65, has left her very immature, vulner-
able, and emotionally and severely cognitively impaired. Her husband, with whom she
lives, is not the father of the child and suffers from bipolar disorder. The child’s father has
been violent with the mother in the past and is unsuitable to parent the child. The mother
continues to see the child’s father, however, and does not understand that he is a danger to
both her and their son. While she is nice to her son during their weekly visits, the two of
them show no signs of attachment to each other. After she plays with her son awhile, she
then seeks the attention of the child welfare worker about her own issues.

There have been two separate interventions with family preservation work in the home
and six additional months where the new worker has unsuccessfully tried to teach the
mother parenting skills so that her child can safely return home. The caseworker has also
determined that the home itself has no room for a child and has an unsanitary backyard full
of dog feces. Furthermore, none of the adults in the home (a third adult is a veteran with
PTSD) have the capacity or desire to care for a young child. Therefore, the worker comes
to the conclusion that the mother is incapable of parenting her child safely. She first tries to
persuade the mother to do what is in the best interest of the child and give up her parental
rights so that he can be adopted. While the mother would like to do that, she fears that oth-
ers will think she is a bad mother for doing so. Thus, after consultation with her supervisor,
the worker is forced to write a petition to the court for a termination of parental rights and
movement of the child to a foster-adopt home. What she finds is a judge who is reluctant to
terminate the rights of a mentally challenged adult.

At this point, the worker must use the skills she learned in social work practice and
research classes to build a case as to the inability of the mother to learn required parenting
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skills that will allow her to safely parent a medically fragile child. She goes back to her case
visitation notes and creates a chart of all of the skills she sought to teach the mother, how
the mother did or did not follow directions each week, and the complete lack of transfer of
parenting skills from one week to the next across the 6-month period. She also describes in
detail the conditions of the home and the testimony of the two other adults living in the home
as to their unwillingness to help the mother raise the child. Because the mother has no natu-
ral social supports to help her raise a child, she has begun to visit her own abusive parents
and continues to see her abusive lover. The worker adds these new facts to the court report
arguing for termination of parental rights. The worker goes back to court and successfully
persuades the judge to terminate parental rights and move the child to a permanent home.

A frontline child welfare worker has 15 (if Child Welfare League of America

[CWLA] standards are met) to 30 (as is standard in under-resourced states and
counties across the nation) cases like this on his or her plate at any given moment.
The question this raises is: What knowledge and skills must a child welfare worker
possess to handle a complex case like this? Here are some examples we generated:

Knowledge

Child development

Attachment theory

The effects on immediate and ultimate child well-being of removing a child from
attachment figures at the age of 2

The treatment and effects of hydrocephalus

The role mental handicaps play in a person’s ability to parent

The role that a history of child neglect and sexual abuse has on adult functioning
and parenting

Domestic violence and its effects on parenting, child safety, and child
well-being

Mental illness such as bipolar disorder and its effects on parenting ability

Skills

How to utilize critical thinking and research skills

How to assess parenting ability

How to sort through many facts about a case and determine the best course of
action

How to compassionately engage parents who have maltreated their children
How to intervene with parents and provide services to parents with severe
handicaps

How to make decisions that lead to the least damage to children

How to document work in such a way as to build a persuasive argument for the
courts in a court report

How to testify in court

How to identify adoptive parents who can care for a medically fragile child
How to educate foster parents about attachment so they can play a role in transi-
tioning the child to the next set of parents in a way that preserves the attachment
to the foster parents, while still building a new attachment to the adoptive parents
in an effort to reduce further traumatization for the child

How to work with service providers, foster parents, adoptive parents, and other
types of child welfare workers (adoption workers) to move a case along
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* How to manage time effectively so that the work of this case and 15-30 others is
carried out according to policy

* How to cope with the heart-wrenching situation of having to take a child away
from a parent who, through no fault of her own, is incapable of safely parenting
her child and who is otherwise a nice human being and a victim herself

Where do child welfare workers learn these types of knowledge and skills?
Ideally, as is common in other professions, child welfare workers would have
degrees in Social Work or would have completed courses in Child Development,
Family (which routinely includes information on parenting and domestic violence),
Psychopathology, Child Welfare Policy and Practice, and Research, as well as prac-
tice classes that include engagement, assessment, case planning, case documenta-
tion, intervention, referral and case closure skills, diversity (including information
on people with various cognitive and physical handicaps as well as those from dif-
ferent races, cultures, and religions), social work and the law, and policy.
Unfortunately, most state, county, and tribal child welfare agencies do not require a
Social Work degree and often not even a related degree. And when child welfare
workers have Social Work or related degrees, there are usually pieces of information
missing (i.e., Family Studies and Psychology undergrads do not get courses in the
case management process, policy, or legal aspects of social work practice, and social
work students may not get a specific course on Families and do not always take
Psychopathology).

Thus, child welfare agencies rely on a variety of training approaches, such as pre-
service certification programs that allow social work students to also learn child
welfare policy and practice, as well as 3—16 weeks of in-service training to give col-
lege graduates with or without related degrees the knowledge and skills they need to
work in child welfare (e.g., Fox et al. 2003). While these training academies do not
last for a long time, there is research to suggest that with reinforcement of skills in
the field through exercises, coaching, and mentoring, and evaluation efforts that ver-
ify transfer of learning from the classroom to practice, training can lead to positive
outcomes for families and children (Antle et al. 2008a, b; 2010a, b; Antle et al. 2012;
Curry 2001; Curry et al. 1994, 2005; Kessler and Greene 1999; Van zyl et al. 2010).

So what is skill-based training and transfer of learning in child welfare, and how
can they be used to adequately prepare frontline workers, supervisors, and admin-
istrators in the system? Skill-based training is training delivered in the classroom
or on the web that is reinforced in the field setting. Such training not only teaches
the values and knowledge necessary to complete a set of skills but also allows time
for learners to observe skills, practice skills, and receive feedback on their skill
development and execution, until ultimately they are delivering the skills at a mini-
mally competent level. Over time it is expected that learners will improve on these
skills until they have achieved mastery. Transfer of learning is a concept used in
training evaluation (e.g., Kirkpatrick 1959, 1976, 1994, 2005). According to
Kirkpatrick and others (e.g., Parry and Berdie 1999), in training evaluation, there
are five areas that can be assessed to determine if training has had the desired
impact on learners. These include participant perceptions of the training as being
useful, increases in participant knowledge and skills from before to after training,
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transfer of training concepts and skills to the practice setting, impact of the transfer
of skills to organizational outcomes, and impact of the transfer of skills to practice
outcomes. In child welfare, transfer of learning is measured in a variety of ways,
including assessing intent to transfer and presence of transfer supports upon leav-
ing training (Curry et al. 2011), interviewing or surveying participants some months
after the end of training to determine perceived transfer of knowledge and skills to
their daily work (Curry et al. 2005), interviewing or surveying supervisors some
months after the end of training to determine their observations of skills that should
have been acquired in training (Antle et al. 2010a), having coaches or evaluators
observe training participants on the job and rate the adequacy of particular skills
(Barbee et al. 2013), or interviewing clients about the skills their workers have
demonstrated, workers about the skills their supervisors have demonstrated, or
supervisors about the skills their managers have demonstrated, depending on who
the target of training has been (Courtney 2011).

The Importance of Theoretical Underpinnings
and Integration of Knowledge and Skills

The profession of social work, like many other professions, seeks to utilize theory
supported by research to inform practice—what might be termed evidence-based
and empirically corroborated practice. This inadvertently can create a dichotomy
between the profession’s systematic body of knowledge and the application of that
knowledge through skills and techniques. In a 1989 article, Dennis Saleebey,
Emeritus Professor of Social Welfare at the University of Kansas School of Social
Welfare, criticized this estrangement of knowing and doing, noting that ultimately
it both separates the responsibility for knowing from the responsibility for doing
and risks negating other forms of knowing that emerge from intuition and implicit
understanding. While the integration of theory and practice might appear to be a
resolution, this fails to acknowledge the hierarchical relationship between theory
and applied skills/techniques that places theory in the superior position.

Argyris and Schon (1978) recognized this tension in their discussion of theories
of action. Argyris and Schon make a distinction between an individual’s espoused
theory and that individual’s theory-in-use. An espoused theory is what one says—
and most often actually believes—supports one’s actions. A theory-in-use, however,
represents what is implicit in one’s actual behaviors and actions. For example, a
Children and Youth Services (CYS) caseworker may espouse Carl Rogers’ concept
of unconditional positive regard, in which a client is respected and accepted regard-
less of any set of behaviors, actions, thoughts, or feelings; in other words, one sus-
pends judgment of a client as a step toward creating a safe environment in which a
client can discuss and explore sensitive and even controversial and taboo issues.
Yet, when this same CYS worker is videotaped during meetings with clients, she not
only fails to suspend judgment in many instances, but is often seen issuing repri-
mands designed to gain compliance. In other words, there is a significant disconnect
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between the espoused theory on which she says her behavior is based, and the
theory-in-use evident in her actions. The caseworker’s espoused theory is one of
acceptance, while her theory-in-use reflects judgment and control.

One might ask about the relevance of this discussion to knowledge- and skill-
based training and transfer of learning. The simple answer is that theory-guided
practice requires congruence between espoused theory and theory-in-use. Such an
answer, however, belies the complexity of achieving such consistency while simul-
taneously acknowledging the role of both evidence-based knowledge and intuition-
supported knowledge, and recognizing the need to view theory and skills and
techniques through a single lens.

At the beginning of this chapter, we provided a list of information and skills
needed to address the complexities presented in achieving permanency for a medi-
cally fragile child whose mother was both emotionally and cognitively impaired and
whose foster parents, to whom he was attached, were disinterested in adoption. The
list was prodigious and required that the caseworker possess not only a wide range
of clinical knowledge and skills but also an understanding of human behavior, appli-
cable policies and laws, relevant research, and the effects of trauma. The worker
would also need to be adept at maintaining appropriate documentation, testifying in
court, and serving as an advocate. Two lists were presented—one for knowledge
and one for skills. While such a division is not unusual, and actually may be helpful
in discerning the scope of what is required of a CYS caseworker, thinking in such
dualistic terms fails to directly tackle the challenges of integration. Knowledge and
skills training must forge a connection between these two skill sets in order to
ensure that what gets transferred from the training center to the workplace repre-
sents coherence between the basis for a caseworker’s action and the action itself.

For this and other reasons, there are obstacles to achieving the transfer of knowl-
edge and skills to the field. Broad and Newstrom (1992) in their book on transfer of
training, for example, observe that there exists an enormous gap between the invest-
ment made in training and the ultimate application of that training to the workplace.
In fact, they suggest that trainees recall and use just a small portion (by some esti-
mates as little as 20 %) of what was learned during training. They suggest that what
is needed is a “culture of transfer” that provides a context in which a significant
amount of the knowledge and skills accrued in the classroom find their way into
actual practice. Such a culture relies on a supportive organizational climate in which
administrators and supervisors demonstrate their commitment to transfer of knowl-
edge and skills by engaging in activities that include involving staff in determining
training needs; introducing trainees to course objectives, content, and processes
prior to the training; articulating the potential application of course knowledge and
skills to the workplace; providing sufficient time for pre-training preparation, the
workshop itself, and post-training implementation and assessment; and building
transfer of learning expectations into performance standards (e.g., Curry et al. 2005).

Holton et al. (2000), in constructing their Learning Transfer System Inventory,
utilize the term “transfer system” to define aspects of the person, training, and orga-
nization that can serve to enhance or obstruct the transfer of learning. In that sense
they build on the work of Baldwin and Ford (1988) who, in reviewing research on
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transfer of learning, noted that the role of trainee characteristics (ability, personality,
and motivation), training design (principles of learning, sequencing of programs,
and specific content), and work environment (support and opportunity for applica-
tion) all contribute significantly to the level of transfer. While these factors are in
some ways discrete, in order for the transfer of learning to be successful, all three
factors must be seen as integral and interdependent. For example, in designing a
training program for child protective service caseworkers that focuses on a strength-
based, solution-focused intervention process, one needs to determine not only the
workers’ level of preparation/experience but also the agency’s readiness to adopt,
support, and apply new strategies to the parallel processes of engagement, data
gathering, understanding, and assessment (Barbee et al. 2011). Echoing the thoughts
of Broad and Newstrom (1992), this may start with a collaborative planning process
and include supervisor preparation; appropriate time allocation; a training model
that incorporates didactic presentations, experiential exercises, and actual case
material; and the evaluation of ongoing application opportunities. This chapter will
discuss the organizational environment needed for effective skill-based training and
transfer of learning to take place, and give examples of successful skill-based train-
ing in child welfare as measured by transfer of learning.

Systemic Readiness and Organizational Commitment
Necessary to Support Skill-Based Training and Transfer
of Learning

Each year, nearly 3.3 million reports of child abuse and neglect are investigated by
child protection agencies, resulting in close to 900,000 substantiated cases of child
maltreatment (Sedlak et al. 2010). Families who come to the attention of the child
welfare system frequently face other hardships, such as poverty, incarceration,
homelessness, substance abuse, mental health problems, domestic violence, and
adolescent parenthood (NIS-4; Sedlak et al. 2010). Furthermore, many of these
families are a part of a multigenerational cycle of abuse and neglect (e.g., Pecora
et al. 2000). As a result, many victims of child maltreatment are removed from their
families. More than 400,000 children are in foster care each year. These numbers
remain high despite the change in the laws regarding abuse and neglect (CWLA
1995; GAO 1995). When these children are able to leave care, about 52 % are
reunited with their families, about 8 % live with relatives, 20 % are adopted, and
approximately 20 % age out of the system at age 18 (US Department of Health and
Human Services 2012).

While the problem of child abuse and neglect is a constant in our society, the
child welfare systems responsible for protecting and placing children are often over-
whelmed and under-resourced (Zlotnik 2003). In the past 15 years, three laws were
enacted to support program outcomes in child welfare such as child safety, perma-
nency, and well-being: the Adoption and Safe Families Act (ASFA) of 1997, the
Chafee Foster Care Independent Living Act of 1999, and the Fostering Connections
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Act of 2008. ASFA includes initiatives to quantify success in the child welfare system,
including the federal monitoring and evaluation component, Child and Family
Services Reviews (CFSRs). The purpose of CFSRs is to measure states’ perfor-
mance on statewide aggregate data relative to national standards, as well as per-
formance on qualitative criteria related to the delivery of child welfare services.
After two rounds of reviews, few agencies fulfill all requirements. However, these
reviews do not take into consideration whether or not systems have adequate fund-
ing, nor do they require states to maintain manageable caseloads for staff—both of
which undergird the ability to do high-quality work. The reviews also do not require
standards for the backgrounds of child welfare administrators, supervisors, or front-
line staff. But the reviews do take a look at the strength of agencies’ training sys-
tems, giving some credence to the importance of the workforce in delivering services
(e.g., Milner and Hornsby 2004).

Research on high-performing organizations and case studies of child welfare
agencies describe certain key factors in creating a healthy, vibrant, and effective
training system that supports evidence-based and evidence-informed practice, lead-
ing to positive outcomes for families and children (Kanak et al. 2008). Child welfare
agencies that are high functioning and that achieve positive outcomes for children
have dynamic leadership and well-educated, well-trained frontline supervisors and
staff who can make life-determining decisions about vulnerable families (Barbee
and Cunningham 2009). Successful leaders of any organization tend to be not only
talented and hardworking personally but also humble, visionary, and capable of
galvanizing people to be committed to a vision for the organization (Collins 2004).
These leaders enhance performance so that organizational goals are achieved
(Collins 2004). They seek to reduce red tape, de-emphasize the role of rules to give
employees more discretion, and create a learning culture and climate (Kelman
2005) where expertise is valued and date, evaluation, and research are used rou-
tinely to ensure continuous quality improvement (Senge 2006). To do this, they also
surround themselves with high-quality people, ensure that high-quality people are
hired throughout the organization, and ensure that these employees are in the best
positions given their talents (Collins 2004; Kotter 1996).

These systems not only hire and train personnel but keep turnover at a minimum.
While personnel selection, advancement at all levels of the organization, and low
turnover are critical to such success, so is ensuring that all personnel are well trained
for the job. When child welfare workers who are prepared for their jobs in terms of
motivation, values, knowledge, skills, and abilities are not available or not selected
as employees, a strong training system can still help to shape values, instill motiva-
tion, and hone the knowledge and skills of workforce members in their particular
roles of interacting with clients, supervising frontline staff, and managing the opera-
tions of the system (e.g., Yankeelov et al. 2009). It is often the role of the child wel-
fare training system to keep up with advances in the field and introduce leadership to
new and emerging evidence-based and evidence-informed practices, as well as to
infuse the training curriculum with such cutting-edge knowledge (Kanak et al. 2008).
It is also the role of training units to ensure that what is learned in classroom settings
is reinforced in the field and actually transferred to daily practice with families and
children, supervision of workers, and managing all operations of the system.
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Components of a Strong Training and Professional
Development System

Strong training systems have strong management/leadership, staff, and resources to
support partnerships with the larger organizational leadership team, for example,
case practice and policy managers, quality assurance managers, and universities
(see Kanak et al. 2008). A number of studies have shown the positive influence of
agency-university partnerships in producing high-quality training systems (e.g.,
Dickinson and Perry 2002). In addition, strong training systems create curricula that
are based on needs assessments of staff, evidence-based and evidence-informed
practices and knowledge, and values and skill competencies. A strong training sys-
tem can be key in:

(a) Providing training for top leadership and management in best child welfare prac-
tices, state-of-the-art management strategies, and best structures for success

(b) Providing training to frontline supervisors in how to be good administrators,
how to supervise good clinical practices, and how to choose good workers.
Strong supervisors can add better workers to the pipeline over time and retain
good workers as well

(c) Providing training to new and veteran child welfare workers in best practices
and stress management

(d) Providing linkages between managers, supervisors, and frontline staff to
enhance support for training and learning and transfer of skills to the field

(e) Providing on-the-job training exercises to reinforce classroom training in the
field

(f) Providing coaching and mentoring of new and veteran staff to reinforce training

(g) Enacting training evaluation strategies to demonstrate that training is seen as
useful to participants, knowledge and skills are gained and enhanced from
before to after training, and knowledge and skills are transferred to the field and
linked to child welfare outcomes

Examples of Strong Training Systems

Kentucky

In 1981 Kentucky Governor John Y. Brown, Jr. eliminated training in the Cabinet
for Health and Human Services as a cost-saving measure during difficult economic
times. After a slew of child deaths, in 1983, the training department was reinstated
and Kentucky’s University Training Consortium (UTC) was founded as a partner-
ship between the state universities and the Department for Social Services (now the
Department for Community Based Services, DCBS). DCBS oversees child wel-
fare, and adult protective services, family support, and child care among other social
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service agencies for the state. While Eastern Kentucky University is the leader of
the UTC, all eight public universities (Kentucky State University, Morehead State
University, Murray State University, Northern Kentucky University, University of
Kentucky, University of Louisville, and Western Kentucky University) in the state
are part of the UTC. All deliver training in their respective regions of the state and
each has a unique contribution to make to the UTC system.

By the mid-1990s the UTC was fully operational and included a system for
developing curricula based on key knowledge, skills, and abilities of the job
(DACUM), offering an array of competency-based training for new and veteran
workers and resource parents, as well as a full training evaluation program. This
program covered everything from trainee reactions to transfer of learning in the
field. In 1996 a new Cabinet for Families and Children (CFC) was formed and the
Secretary of Social Services sat on the Governor’s Cabinet. Because the governor
was in office 8 years, the CFC had continuity of leadership for that length of time.
The CFC Secretary was an educator who believed strongly in training, research, and
learning organization principles. Through a partnership between the state and the
UTC, the organizational culture and climate of the Department of Social Services
was transformed into a true learning organization through leadership training and
supervisory training. A strong economy and federal funding for training and
research from UTC’s partner universities were two additional factors that contrib-
uted to this successful change. These innovations occurred during a time when more
frontline workers were hired, pay for child welfare workers and supervisors
increased, certification from the Council on Accreditation (COA) was achieved,
caseloads were lowered to meet CWLA standards, and a solution-based casework
practice model (Christensen et al. 1999) was created. Even when the Cabinet was
remerged with health services in 2004, the training innovations stayed intact. The
system remains a strong partner with DCBS.

Kentucky learned many lessons during those rapid years of development
and beyond about what it takes to achieve successful outcomes for families and
children.

Preemployment Training

Between 1996 and 1998 a team developed the Public Child Welfare Certification
Program (PCWCP) that was a collaboration between the state agency (particularly
the training unit), the UTC, and all accredited Bachelor of Social Work (BSW) pro-
grams in the state (now 11). Through extensive evaluation research, the collaborative
found that it is important to train social work students in child welfare policy and
practice so that they are able to understand the true nature of the work and begin their
tenure in public child welfare with many of the competencies needed for the job. This
allows them to practice in ways that are more in keeping with family-centered ideals
and to remain with the agency longer. Evaluation studies found that PCWCP students
are more confident and outperform their peers in intervening more aggressively in
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cases by investigating more cases and substantiating more cases. They also provide
more services, more accurately align risk with substantiation, assign more children
to permanency goals, and change more goals to adoption after 12 months of out-of-
home care. They place more children with relatives and fewer in residential facilities,
place more children in adoptive homes and fewer in emergency shelters (i.e., move
children to less-restrictive environments), visit the children in their caseload more
regularly, and engage foster parents better so as to receive higher ratings of satisfac-
tion with those visits, as compared with their peers who do not complete a PCWCP
(Barbee et al. 2009a, b). One third of all new hires are PCWCP graduates, which may
explain why even when some gains in resources were lost in the recessions of the
2000s, the state’s outcomes on the CFSR improved tremendously from the first to
second round of reviews (Barbee and Cunningham 2009).

Reinforcement of Skills in the Classroom and Field

Classroom and web-based training is not enough to ensure skill building and trans-
fer of learning to the field; additional types of learning must be incorporated into an
effective child welfare education program. First, it is essential to include time in the
classroom for practice of critical skills. Second, it is essential to space out classroom
or web-based training with field assignments and structured observations in the field
to allow trainees to practice new skills under the watchful eye of a coach (Yankeelov
et al. 2000). Routine training in Kentucky has on-the-job training weeks in between
classroom and web-based weeks, to ensure that training concepts and skills are
reinforced and practiced and competency is achieved. At one time there was even a
field training specialist (FTS) program where:

* All new workers had on-the-job training weeks in between classroom training
weeks with a specially trained senior worker who served as a coach.

¢ In that FTS model, the new workers would have a senior worker who served as
their mentor and would work with the coach on the senior worker’s cases.

* The mentor and mentee would discuss what was learned in training the previous
week.

e Then the mentor would allow the new worker to observe an interaction with a
client in that newly learned area (such as intake, investigation, development of a
case plan, or managing a case plan) during the ongoing status of the case whether
it was an in-home or out-of-home placement.

¢ The next time, the new worker would interact with a client in that same case
process and receive both written and verbal instruction from the coach about his
or her level of competency in completing the task.

» This feedback was facilitated by a behavioral anchor rating tool that listed all of
the key behaviors in a particular area (such as intake, investigation, adoption)
with a description of novice (score of 1-2)—not yet meeting standards of policy
and practice; competency (score of 3)—meeting standards of policy and practice
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at a minimum level; or excellence (score of 4 or 5)—exceeding the standards of
policy and practice.

* The new worker scores over the course of the week and the entire training were
shared with supervisors so that not only was the training reinforced but the con-
tinuing needs of workers could be identified and addressed through additional
training or supervision (Barbee et al. 2013).

When that program became too costly in tight economic times, all supervisors
were trained in coaching and mentoring skills so that they could provide similar
oversight during training. While that method was less effective, those supervisors
that used the behavioral anchor rating tool did continue to find their workers gaining
a better grasp of skills compared to others.

Importance of Training Supervisors

Supervisors are essential to ensuring that workers transfer learning from training to
the field, and practice with fidelity to the practice model. As a part of one Children’s
Bureau grant, supervisors received training with their teams on key practice skills of
assessment, case planning, and coaching within the framework of the state’s child
welfare practice model, solution-based casework (Christensen et al. 1999).
Supervisors were both recipients of the training and active participants in helping to
guide the learning of their staff. For the evaluation, supervisors and their teams
receiving the week-long training were compared to a matched sample of supervi-
sors and teams who had not received the training intervention. Both groups were
followed for a year. In those teams where supervisors and team members were
trained (including training reinforcement sessions back in the field office), casework
practice (e.g., assessments, case plans) of staff was superior to that of the compari-
son teams, and child maltreatment recidivism was half the rate in intervention ver-
sus comparison teams. Furthermore, the number of child placements in out-of-home
care were fewer, the number of dental visits was higher, and the time between child
visits with biological parents was shorter in intervention versus comparison teams
(Antle et al. 2008a, b, Antle et al. 2010a; Van zyl et al. 2010). As a result of this
research, supervisors currently work with their teams as part of the case review/CQI
process each quarter and attend training that is consultation based to hone clinical
skills in working with their staff.

In addition to training supervisors in clinical supervision, it is also important to
train them in the administrative aspects of the job, such as hiring, creating a team,
mitigating stress and secondary traumatization for staff, managing meetings effec-
tively, managing conflict, managing difficult employees, documenting for termina-
tion of employment, and following EEOC rules. These skills help supervisors hire
and retain better workers and keep morale up when workers face high caseloads and
difficult client situations. Research in Kentucky has found that high-functioning
supervisors reduce burnout and turnover (Yankeelov et al. 2009).
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Importance of Training Leaders and Managers

Supervisors cannot do a good job supporting frontline workers without the support
of high-level administrators and managers. Just as frontline workers need supervi-
sors to support them in their work, supervisors need their managers and higher
administrators to communicate clearly why new policies or requirements are neces-
sary to achieve desired outcomes, remove barriers from their team so that their job
can be manageable, and support their professional development and advancement
needs (Antle et al. 2008a). Thus, continual training for leadership on how to main-
tain a positive organizational culture (even in tough economic times), how to use
data to problem solve rather than to oppress staff, and how to manage conflict in the
workplace is essential for the continued support of those working with clients. Early
in the 2000s Kentucky developed the Human Services Leadership Institute, aimed
first at top-level administrators in the central office and regional offices around the
state and then at those who reported directly to them (middle managers in both set-
tings). Evaluation of that training found that the more administrators and managers
transferred the skills learned in the training (as reported by their staff), the greater
staff morale was and the higher the productivity in those units (Fox et al. 2002).

Training of Resource Families

Like child welfare staff and managers, resource families need more than the basic
training to fulfill their duties and prevent placement disruptions. Through two fed-
eral grants from the Children’s Bureau, researchers in Kentucky found that resource
parents had fewer problems with children in their care when they learned about the
role of strong interpersonal relationships among adults in the family in mitigating
child maltreatment and child behavioral problems. Furthermore, when newly adop-
tive parents learned about how to form families with their newly adopted children
and how to build and maintain healthy relationships among the adults living in the
home and with natural and foster/adopted children, placement disruptions were
reduced (Sar, personal communication). A third federal grant found that engaging
resource families can be a key step in ensuring that youth aging out of the system
have the skills they need to thrive (Antle et al. 2010c).

Pennsylvania

In Pennsylvania, child welfare services are state supervised through the Department
of Public Welfare’s Office of Children, Youth, and Families, and administered on
the local level by county children and youth agencies. There are 67 different coun-
ties, and each county has its own children and youth agency which receives state
and federal funding based on the number of children served. All new public child
welfare caseworkers in Pennsylvania must complete 3 days of safety assessment
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training prior to beginning work. In addition, in order to obtain certification as a
direct service worker as defined in the Pennsylvania Protective Services Regulations,
newly employed child welfare professionals in Pennsylvania must complete
Charting the Course Toward Permanency for Children in Pennsylvania, a 120-h
competency- and skills-based training course, as well as a 6-h transfer of learning
component. Continuing child welfare professionals in Pennsylvania must accrue
20 h of related continuing education annually.

Pennsylvania’s Child Welfare Training Program (now the Pennsylvania Child
Welfare Resource Center) began in 1992 under the auspices of Shippensburg
University, through a contract with the Pennsylvania Department of Welfare (DPW)
and in partnership with the Pennsylvania Children and Youth Administrators
(PCYA). Funding was provided through Title IV-E and IV-B, and emphasis was on
training direct service workers, supervisors, administrators, and foster parents in the
provision of services to abused and neglected children and their families. Initially,
the focus was on the core competency-based training required of all child welfare
caseworkers in Pennsylvania. Transfer of learning (TOL) and organizational effec-
tiveness, while considered, were not emphasized in this early period. In 2001, lead-
ership of the Child Welfare Training Program was assumed by the University of
Pittsburgh School of Social Work. Since that time, funding has expanded to include
not only Federal Title IV-E, Title IV-B, and the Child Abuse Prevention and
Treatment Act (CAPTA) funds but also grants from the John D. and Catherine T.
MacArthur Foundation and Casey Family Programs. The program places signifi-
cant emphasis on supporting transfer of learning (TOL), ensuring organizational
effectiveness, modeling best practices, and monitoring Pennsylvania child welfare
programs in relationship to Child Family Service Review system outcomes through
a continuous quality improvement (CQI) process. In order to better reflect its array
of technical, organizational, research, and training initiatives, in 2011, the program
became known as the Pennsylvania Child Welfare Resource Center.

During fiscal year 2011-2012, the training program conducted 1,463 workshops
that included 16,927 participants. Of those workshops, 649 focused on Charting
the Course and included 5,130 h of training over a total of 855 days (PA Child
Welfare Resource Center 2012). Charting the Course serves as an example of train-
ing that emphasizes theoretical knowledge and skills along with an understanding
of policy and best practices. In other words, it provides a context within which to
integrate both knowing and doing, and includes transfer of learning activities
designed to support the application of learned theoretical knowledge and skills to
the practice arena. For example, there is a Charting the Course module that intro-
duces participants to Pennsylvania’s child welfare system and includes a consider-
ation of federal and state laws and mandates, another that focuses on skills outlined
in Lawrence Shulman’s interactional helping model, and a third that explores prin-
ciples of child development. Each module includes didactic material, exercises,
case examples, and transfer of learning activities that articulate the link between
the classroom and the field.

In order to reinforce and evaluate this link between classroom and field, the
training program has developed three transfer of learning packages that include a
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ten-step program, a standard program, and a county-specific program. The ten-step
program is the most comprehensive, and the steps are as follows:

An initial meeting between a TOL specialist and participants’ supervisors occurs
to discuss the TOL process and the role played by supervisors, identify strategies
that can be utilized by supervisors to enhance transfer of learning, and conduct
an assessment of the current level of performance of participating caseworkers
with regard to items specified in an on-the-job assessment tool (OTJA).

An initial meeting between the TOL specialist and the participating caseworkers
occurs to explain the TOL process and provide an opportunity for the casework-
ers to complete a self-assessment of their current skill level with regard to items
specified in the OTJA tool.

Prior to the training workshop, participating caseworkers engage in prework activ-
ities specifically designed to connect their current work to the upcoming work-
shop and to provide them with an opportunity to “tune in” to the curriculum.
Both caseworkers and their supervisors participate in the training. While the
actual workshop content is not distinct from that included in the same workshop
taken by caseworkers not involved in a TOL-specific process, there is special
emphasis on encouraging caseworkers to immediately begin applying the pre-
sented knowledge and skills to their job.

A TOL support session occurs 30 days following the completion of training and
is designed to address what has been called a “results dip” and accompanying
frustration that often occurs soon after a caseworker attempts to utilize new
knowledge and implement new skills. A TOL specialist will review the estab-
lished learning objectives with the participating caseworkers and supervisors and
note progress and address problems associated with the application of new
knowledge and skills. The TOL specialist will also review with supervisor
strategies they might implement in promoting the TOL process.

A second TOL support session occurs 60 days after the completion of training.
Again, the focus is on identifying the successes and barriers related to the appli-
cation of new knowledge and skills. Supervisors will be asked to complete an
assessment of the current level of performance of participating caseworkers with
regard to items specified in the OTJA tool, and caseworkers will be asked to
complete a self-assessment of their current skill level with regard to items speci-
fied in the OTJA tool.

A 3-h “booster shot” training conducted by the original trainer occurs a few
months following the initial training and provides an opportunity to review the
learning objectives of the training. Case studies and other practice exercises and
tools are used to continue to address any “results dip” and to further enhance the
caseworkers’ capacity to apply knowledge and skills to their current work.

A third TOL support session occurs 5 months following the initial training and, in
addition to discussing the knowledge and skill application process, prepares both
the participating caseworkers and the supervisors for an upcoming assessment.
A written assessment occurs 6 months following the initial training and focuses
on the learning objectives of the training. The assessment is reviewed by both the
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caseworkers and supervisors in what is designed to be a collaborative process.
This provides supervisors and caseworkers with an opportunity to not only
review caseworkers’ knowledge and skill levels but also begin developing the
next steps in a specific curricular area.

* A final TOL support session provides the TOL specialist with an opportunity to
share with caseworkers and supervisors her/his feedback on the transfer of
knowledge and skills and encourages the caseworkers and supervisors to give the
training program feedback on the TOL process as they experienced it.

This TOL process serves to identify several factors critical to the achievement
and assessment of a transfer of knowledge and skills from training center to work-
place. First, organizations must be fully supportive of staff participation in the train-
ing process, demonstrating both a commitment to providing these staff with time for
the training, follow-up meetings with TOL specialists, and ongoing assessment, and
a willingness to support the utilization of knowledge and skills in new or expanded
ways. Second, supervisors of participating caseworkers must be involved in the pro-
cess from the onset; they must acknowledge the need for their support and recognize
and accept the expectations that are essential to the training and TOL processes.
Third, the TOL process must be introduced as a collaborative process that involves
organizational administrators, supervisors, caseworkers, a TOL specialist, and a
trainer. Fourth, pre-workshop performance assessments of items specified in the
on-the-job assessment (OTJA) tool must be completed by participating caseworkers
and their supervisors in order to determine baseline performance and later to judge
the level of transfer of knowledge and skills to job performance. In this way knowl-
edge and skills prior to training, knowledge and skills accrued during training, level
of trainee self-confidence before and after training, and trainee sense of usefulness
with regard to the knowledge and skills gained during training can be measured.
Fifth, follow-up support sessions for participating caseworkers and their supervisors
should be used to reinforce learning, reintroduce strategies designed to bolster the
transfer of learning, and address barriers to the workplace application of knowledge
and skills from the workshop. Sixth, assessment tools must be readministered to
supervisors and caseworkers at the conclusion of the complete TOL training period
in order to evaluate effectiveness as judged by caseworkers’ application of knowl-
edge and skills accrued through training.

The training program is involved in an ongoing research study designed to assess
the extent of transfer of learning as evidenced in Pennsylvania child welfare ser-
vices. The study focuses on three questions:

* Do trainees apply new knowledge and skills on the job 1 year after training?

* What agency, individual, and training-related factors are related to TOL 1 year
after training?

* Does organizational support for training change in relationship to receiving a
TOL-enhanced training curriculum?

The study seeks to compare outcomes of trainees who participate in a TOL-
enhanced training workshop as described above with those of trainees who
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participate in the training workshop only. Study participants complete question-
naires at baseline and at 60 days, 6 months, and 12 months post-training.

A pilot study, undertaken in 2008, collected data from one Pennsylvania county
child and youth services agency that participated in a TOL-enhanced training work-
shop called Strength-Based, Solution-Focused Practice. Over one hundred trainees
participated in this pilot study. Participants’ knowledge and skill levels were
reported before and after the training, and participant and agency characteristics
were also identified. For this evaluative purpose, the OTJA tool referenced earlier
was utilized, along with an agency environment survey. The OTJA tool includes 38
very specific statements that focus on knowledge and skills and on the extent to
which the training affects job performance. In addition, three open-ended questions
address practices that may either encourage or hinder the use of new knowledge and
skills. Supervisors were asked to complete the tool with regard to their supervisees’
performance pre- and post-training, and supervisees were asked to use the same tool
to rate their own performance. The focus was on the Strength-Based, Solution-
Focused Practice training, and statements included “I (she/he) can identify three
reasons why it is important to identify client strengths,” “I am confident in my (her/
his) ability to apply the solution-focused intervention model,” and “Within the past
60 days, I have (she/he has) used a scaling question in my (her/his) work with a typi-
cal family or child.” The agency environment tool, completed by caseworkers par-
ticipating in the training, included 18 statements focusing on how training was
viewed at their agency. The statements included, “My colleagues appreciate me
using new skills I have learned in training,” “My supervisor meets with me to dis-
cuss ways to apply training on the job,” and “People in my group generally prefer to
use existing methods, rather than try new methods learned in training.”

In the pilot study, 92 % of participants agreed that the training was important to
them and to their abilities; 75 % agreed that they were confident that they would use
the training; 82 % agreed that they learned something that could be immediately
applied. Only 58 % of participants in this study agreed that they were informed of
training goals prior to the training, and 59 % agreed that they were informed of the
relevance of the training prior to the training. When queried about supervisor sup-
port of the use of new skills, about three quarters of the respondents indicated that
supervisors expressed interest in the knowledge and skills they accrued in the train-
ing, but only about half of the respondents reported that their supervisors actually
discussed the specific benefits and challenges of applying such skills, or encouraged
supervisees to set goals for the application of this new learning. As for peer support,
not surprisingly, participants who described their peers as “open to change” reported
greater use of new knowledge and skills over time than those who saw their peers as
“less open to change.” Unfortunately, less that 50 % of respondents described their
peers as open to change while over 60 % of respondents indicated that their peers
preferred to use existing methods (PA Child Welfare Training Program 2009).

This early study of a TOL initiative reinforces the previously cited lessons
learned. The support of administrators, supervisors, and peer colleagues is essential;
opportunities to apply knowledge and skills are critical; an organizational openness
to changing the way things are done is important; the evaluation of effectiveness of
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both the transfer of learning and the impact on practice of that transferred learning
is necessary in assessing the quality of services and in developing and refining
specific training initiatives.

Other Examples of Strong Training Systems

Kentucky and Pennsylvania are the states with which we are most familiar, but many
states have strong child welfare training units. For example, the California Social
Work Education Center (CALSWEC), part of the University of California at Berkeley
School of Social Welfare, was founded in 1990 by Harry Specht and led by Nancy
Dickinson. Dickinson went on to enhance and strengthen the systems in North
Carolina and Maryland, and is Co-PI of the Children’s Bureau National Child Welfare
Workforce Institute. At CALSWEC, all curricula for frontline workers, supervisors,
and resource families are competency based, and these materials are available on the
web for use by anyone in the nation. CALSWEC developed a Common Core
Curricula for its first Practice Improvement Plan (PIP) in 2003, and since that time
has developed transfer of learning materials for each module (Coloma 2010).

The center’s I'V-E stipend program has been in place for 20 years and has a focus
on MSW students, since California is one of the few states that primarily hires
Masters-level staff in most counties. CALSWEC, too, evaluates the work of its
graduates and is finding interesting results on skill building and practice outcomes.
The center also began hosting an annual symposium on human services training
evaluation in 1998 and includes the proceedings from those meetings on its website.
This symposium has moved the field of training evaluation forward tremendously.

Ohio’s Institute for Human Services (IHS) had an early impact on the nation with
the development of the first competencies for child welfare work. Over 25 states
adopted its curricula or its model of developing competency-based curricula. IHS
continues to work with some of those states and to do most of its work in Ohio
through five regional training academies that serve 88 counties throughout the state.
IHS recently created a stipend program with good results and is expanding its evalu-
ation to demonstrate the effectiveness of its curriculum. It was in Ohio that Dale
Curry did his seminal work on training transfer, some of which is cited above.

Conclusion

All in all there have been great strides in attending to skill-based training and trans-
fer of learning over the past 15 years in the field of child welfare. What we know is
that classroom training builds a foundation that must be reinforced in the field in
order to be practiced in day-to-day work with clients. When skills are reinforced
through additional practice exercises, coaching, mentoring, and specific feedback
on key practice behaviors, both client outcomes and organizational outcomes can be
affected and improved. In addition, we know that training must go hand in hand
with supervision to be effective; these two areas of the organization must therefore
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be in concert. Further research is needed to better understand how to engage the
practice sector of child welfare agencies in embracing this important role of super-
visors and senior frontline workers. In addition, more research is needed on what
aspects of classroom training and its reinforcement lead to the changes in behavior
that are necessary to impact child and family outcomes. Incorporating findings from
studies conducted thus far and extending this work to refine our understanding of
the transfer process will mean the world to clients like those described in the intro-
ductory story. Our hope is that all families entering the child welfare system
throughout the country will find a skilled workforce that is equipped to meet their
needs and help them ensure that their children are safe, in permanent homes, and
successful in life.

The case introduced at the beginning of this chapter told the story of a 2-year-old
child diagnosed with hydrocephalus who was removed from his home as a result of
substantiated child neglect. The case, though it presents enormous complexities, is
not itself extraordinary; indeed, it reflects many of the challenges experienced by
child welfare workers on a daily basis. What is extraordinary, however, is the breadth
of knowledge and skills required to deal with this case; the list of requisite knowl-
edge and skills presented earlier was prodigious but by no means all-inclusive. In
order to deliver appropriate services to clients, however, simply possessing knowl-
edge and skills is insufficient; a worker must also be able to translate a sense of
knowing and doing into distinct situations. It is the application of knowledge and
skills that becomes so critical.

Furthermore, even when a child welfare worker brings skills from the classroom
and from training into practice, this does not signify that the worker’s learning has
reached an end in some place of ultimate meaning. Instead, it represents an unend-
ing series of efforts to gain and regain understanding, predicated on multiple shifts
in context. The task itself seems shrouded in impossibilities. Yet when workers in
this most-challenging field of child welfare actively engage as translators in a trans-
fer of knowledge and skills, they must critically reflect on how knowing and doing
interrelate, while ultimately recognizing that meaning cannot be transferred whole
from one situation to another, but must be shaped by the uniqueness of context. The
translation of knowledge and skills, then, is both responsive and generative, and, as
such, the transfer of knowledge and skills in child welfare involves reaffirmation
and adaptation that simultaneously honor both what is learned in a classroom set-
ting and the ways in which that learning is applied within a practice environment. In
the simplest of terms, a transfer of learning is all about building bridges that trans-
port us between knowing and doing, making us translators in the most conscious
and deliberate of ways as we engage each new client and each new situation.

Questions for Discussion

1. Review the case example at the beginning of this chapter and consider the key
elements of skill-based training and transfer of learning. How might management
of this case differ between a worker who received traditional, classroom-based
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training only and one who received classroom-based training plus transfer of
learning support?

2. What are some common organizational barriers to skill-based training and transfer
of learning in an agency?

3. What are some of the unique challenges to training transfer for resource
families?

4. How might child welfare authorities better incorporate skill-based training and
transfer of learning outcomes into the federal review process?
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Chapter 9
Stress and Child Welfare Work

Elizabeth A. Winter

Abstract Child welfare workers speak of the satisfaction of knowing they have
made a critical difference in children’s lives; at the same time, there is also the dif-
ficulty of dealing with the stressful aspects of working in this field. Some level of
stress is inherent in child welfare work, and this affects both individuals and orga-
nizations. Exposure to details of the suffering of maltreated children is a job
requirement for child welfare workers as they carefully investigate maltreatment
allegations and interact with people who often do not want to see them and who
may threaten them or try to hurt them. In addition to their day-to-day responsibili-
ties, child welfare workers may also have to face the news of a child’s injury or
death that they could not prevent. The combination of all of these factors can cer-
tainly be extremely taxing, and severely stressful events can result in negative
effects on functioning in child welfare workers, such as traumatic stress, depres-
sion, and anxiety.

Child welfare organizations can suffer from traumatic stress in ways that are
analogous to the suffering of individuals. Organizations face the stress of using
increasingly scarce resources in trying to meet great need. Severe budget cuts and
the assignment of additional tasks without receiving additional funds only add to the
stress inherent in child welfare work for an already overburdened workforce. In
addition, environmental stressors are added to the mix for both individuals and
organizations, such as lack of understanding of the work of child welfare by the
general public. Child welfare workers are required to protect child and family pri-
vacy, so the many successful cases in this field rarely come to public attention in the
way that cases involving disastrous outcomes often do. Child welfare administrators
are prohibited from speaking about specific cases, such as the death of a child, and
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can only respond in very general terms. Child welfare workers thus have little voice
in addressing public perceptions and cannot explain or defend the decisions they
must make.

Workers may have pre-existing risk factors and face the likelihood of both
primary and secondary exposure to traumatic stressors in the course of their every-
day work. Any resulting traumatic stress is likely to involve significant suffering
and potentially affect work quality and staff turnover. Approaches to the problem
may occur at the client level, the worker level, and the organizational level. Since
the problem affects an entire organizational system and all its members,
organizational-level approaches, while time consuming and initially costly, may be
the most promising in providing relief from suffering, and may be more cost effec-
tive in the long run. Significant research evidence exists concerning the risks for and
potential impact of worker traumatic stress and materials providing approaches are
becoming increasingly available. Evidence of effectiveness of these approaches is
beginning to emerge and will hopefully continue to grow, showing the way forward
in dealing with one of the major concerns in the field of child welfare.

Keywords Stress ¢ Trauma ¢ Secondary traumatic stress ¢ Vicarious trauma ®
Secondary trauma * Compassion fatigue « Compassion satisfaction * Posttraumatic
growth ¢ Primary trauma ¢ Organizational culture ® Trauma-informed

Case Study

Barbara has worked in public child welfare for about 9 years. She started out with high
hopes and a desire to help abused and neglected children. She thought she could stand
anything, as long as she knew she was making a difference.

Barbara’s first job was in the Intake Department, where she would go out and investi-
gate allegations of child abuse and neglect in her county. She quickly established a reputa-
tion as a good worker and was proud of being able to establish a good relationship with
children and listen to them empathically. Barbara derived satisfaction from knowing that
she was making a difference for many of the children she came into contact with, one child
at a time, and believed that her work contributed to the greater good of society.

Still, there were some days when Barbara was horrified by what she found. It was hard
for her to believe that some children suffered so terribly at the hands of those who were
charged with their care and safety. Barbara remembers that in the early days, she would
often go home and cry about what she had seen and heard. It was particularly hard for her
when there was simply not enough evidence to justify placing a child in out-of-home care
when she truly believed that child to be unsafe. As time went by, Barbara found that some
cases seemed to haunt her; she would find herself thinking about a few particularly bad
situations over and over again. This was particularly distressing at night, when she could
not get these thoughts out of her head as she was trying to go to sleep.

Barbara found that some of her co-workers were sympathetic to her reactions, while
others told her that she would (and should) “toughen up” and not let it get to her. At the
same time, while Barbara had always tried to see the best in people, she found she was
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increasingly suspicious of others, particularly regarding children. If she heard a child cry
out, her first thought was that someone was abusing the child. She would find herself watch-
ing families she saw in public places, checking whether the children were adequately fed
and clothed or whether they appeared to be fearful.

After 4 years of doing investigations, Barbara was feeling more and more hopeless and
frustrated about her work. She was becoming more cynical and angry and found herself
telling the newer workers that they should toughen up and just “get over it” when they
expressed distress about their cases. This alternated with periods of feeling numb, distant,
and disinterested in her work. To add to her problems at work, Barbara’s relationship with
her long-time partner was suffering; he complained that she was distant with him and just
seemed like a different person. Barbara started having nightmares in which she was trying
to run away from people chasing her; she would wake up frightened and not be able to get
back to sleep.

As Barbara became more distressed, her work suffered. Her relationship with her super-
visor became progressively more adversarial, and she was written up for not getting her
paperwork completed on time. Barbara had always considered herself to be in child welfare
for the long haul, but now she began to consider leaving the field. When she was written up
again for losing her temper with her supervisor over a disagreement about a case, Barbara
received a mandatory referral to the agency’s Employee Assistance Program, which in turn
referred her for a psychological evaluation. Barbara met criteria for posttraumatic stress
disorder and started therapy with another provider when her EAP sessions were completed.
During this period, due to staffing changes, she got another supervisor, one who had been
trained in process supervision and secondary traumatic stress. Barbara felt immediate
relief with a supervisor who validated her distress and frustration about severe cases and
took the time to check in with her and see if she was OK. Her new supervisor was also able
to help Barbara refocus on situations which turned out well and to get back in touch with
her original reasons for feeling satisfaction from her work. Barbara completed her course
of therapy and returned from time to time for booster sessions when she had particularly
difficult cases.

Several co-workers started a walking group at lunch time, which Barbara joined when
she was in the office. She also made a point of spending time with her partner during which
she did not talk about her job. As a result of the shift in her work environment, specifically
the support she received from her new supervisor and from colleagues, Barbara began to
feel less anxious and better able to manage the pressures inherent in child protective ser-
vices work.

Child welfare workers speak of the satisfaction of knowing they have made a
critical difference in children’s lives; at the same time, there is also the difficulty of
dealing with the stressful aspects of working in this field (CWERP 2012; Stamm
2010). Some level of stress is inherent in child welfare work, and this affects both
individuals (Horwitz 1998, 2006; Morrison 1992) and organizations (Bloom 1997;
Catherall 1995). Exposure to details of the suffering of maltreated children is a job
requirement for child welfare workers. Caseworkers carefully investigate maltreat-
ment allegations, which exposes them to highly distressing information and to inter-
actions with people who often do not want to see them and who may threaten them
or try to hurt them (Newhill and Wexler 1997). In addition to their day-to-day work
of completing paperwork, meeting deadlines, connecting families and children to
needed resources, and preparing for and making court appearances, child welfare
workers may also have to face the news of a child’s injury or death that they could
not prevent. The combination of all of these factors can certainly be extremely
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taxing, and severely stressful events can result in negative effects on functioning in
child welfare workers, such as traumatic stress, depression, and anxiety (Bride
2007; Conrad and Kellar-Guenther 2006; Horwitz 1998, 2006; Morrison 1992).

There has also been growing support for the view that organizations can suffer
from traumatic stress in ways that are analogous to the suffering of individuals
(Bloom 1997; Herman 1992b; Hormann and Vivian 2005). Organizations face the
stress of using increasingly scarce resources in trying to meet great need. Severe
budget cuts and the assignment of additional tasks without receiving additional
funds (known as “unfunded mandates”) only add to the stress inherent in child
welfare work for an already overburdened workforce.

In addition to the stresses inherent in the work, environmental stressors are
added to the mix for both individuals and organizations, such as lack of under-
standing of the work of child welfare by the general public. Child welfare work is
viewed with ambivalence by society. On one hand, it is recognized as a necessary
safeguard for vulnerable children, while on the other hand, it frequently does not
receive sufficient funding and is viewed with suspicion and sometimes outright
disrespect (Morrison 1992). Child welfare workers are required to protect child and
family privacy, so the many successful cases in this field rarely come to public
attention in the way that cases involving disastrous outcomes often do. The death
of a child (whether or not this child is already involved in the child welfare system)
is usually widely reported with questions about the competence of child welfare
workers and administrators, to which administrators can only respond in very gen-
eral terms because they are prohibited from speaking about specific cases (Chenot
2011). Child welfare workers thus have little voice in addressing public percep-
tions and cannot explain or defend the decisions they must make. This tends to
result in a one-sided public view of child welfare work and workers (Chenot 2011;
Morrison 1992).

This chapter addresses these questions of satisfaction and stress for child welfare
workers and organizations and, in particular, the impact of traumatic experiences.
The early part of the chapter describes the concepts of compassion satisfaction and
traumatic growth (also called posttraumatic growth), followed by the concepts of
stress, burnout, and traumatic stress, both primary and secondary. Traumatic stress
will be addressed primarily in the context of Posttraumatic Stress Disorder (PTSD)
and the features associated with it at both the individual and organizational levels.

The second section of this chapter examines risk and protective factors related to
traumatic exposure and warning signs and symptoms of traumatic stress among child
welfare caseworkers, supervisors, and administrators and in child-serving organiza-
tions themselves. The third section of this chapter looks at emerging evidence and
suggested ways that organizations, administrators, supervisors, and individuals can
work toward self-care and provide an environment in which effective trauma-
informed (T-I) supervision and administrative practices can flourish. The fourth part
of this chapter describes resources and practical tools available to individuals and
agencies to maximize their own T-I self-care. Lastly, resources for further informa-
tion and study are listed at the end of the chapter.
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Satisfaction and Growth, Stress, and Burnout

Compassion Satisfaction

As we consider what qualities make child welfare workers satisfied or dissatisfied
with their work, Stamm’s (1995) formulation of compassion satisfaction is a helpful
starting point. Stamm describes the combination of compassion satisfaction and
compassion fatigue as dual forces that together form a construct she names the
Professional Quality of Life. Compassion fatigue will be discussed in more detail
below, but we have already mentioned one example of compassion satisfaction. In
the case at the beginning of this chapter, the positive feelings Barbara experienced
when she started work fall within the concept of compassion satisfaction. Barbara
had the satisfaction of knowing she was making a difference to individuals and per-
haps to society as a whole; she had the altruistic sense of being able to make things
better for another human being.

Traumatic Growth

Posttraumatic growth, a term coined by Calhoun and Tedeschi (1998), is the growth
that occurs following a struggle with a deeply distressing experience. In other
words, the same traumatic events that can precipitate posttraumatic stress can also
result in posttraumatic growth. Three general domains of perceived growth emerged
from the literature, namely, changes in self-perception (“If I can get through this,
I can get through anything”), changes in relationships with other people (“I now
value the people around me so much more”), and changes in how one views the
world, or philosophy of life (“Now I appreciate each moment I am alive”) (Calhoun
and Tedeschi 1998). As will be seen below, negative changes in these three domains
can also occur following traumatic experience, particularly in the context of post-
traumatic stress disorder. Woodward and Joseph (2003), in looking at posttraumatic
growth in adults who had experienced childhood emotional, physical, or sexual
abuse, also identified what they termed ‘“vehicles of change” for posttraumatic
growth. These vehicles of change help us to understand a little more about how such
posttraumatic growth may occur. The vehicles of change include (a) experiencing
genuine acceptance by others; (b) the awakening of responsibility, such as realizing
one has a choice about taking care of oneself; (c) experiencing love and nurturing,
both by self and by others; (d) a sense of liberation and freedom; (e) a sense of mas-
tery and control; and (f) experiencing a sense of belonging and connection.
Woodward and Joseph (2003) point out that while previous work stressed the char-
acteristics of individuals in terms of their coping skills and other attributes, their
work suggests the importance of social context, noting that it was mostly through
relationships that respondents in their study felt accepted, nurtured, and liberated.
While we do know that individual characteristics play a part in how people react to
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traumatic experience, these findings begin to suggest the kinds of social environments
that may be more conducive to posttraumatic growth.

Since posttraumatic growth and distress can coexist, the next question that arises
is whether posttraumatic growth is associated with fewer PTSD symptoms. Linley,
Joseph, and Goodfellow (2008), in their study of 40 people who had experienced
severe traumatic events, reported that perceived positive changes were associated
with lower levels of PTSD symptoms, as well as less depression and anxiety, at a
6-month follow-up.

Tedeschi and Kilmer (2005) and Joseph (2009) take the view that this growth is
not the same construct as resilience. Resilience is usually thought of as the ability to
struggle well with adversity, due to a combination of internal factors (such as tem-
perament or a sense of optimism) and external factors (such as the presence of a
significant nurturing adult during childhood) that enable the individual to survive
well despite the adversity. By contrast, posttraumatic growth, or growth following
adversity (another term for posttraumatic growth), involves more than struggling
and surviving because of a particular blend of risk or protective factors. It has been
described as the positive growth that can emerge from the struggle with the stressor
itself and the meaning the experience comes to have for the individual experiencing
it (Joseph 2009; Tedeschi and Kilmer 2005). According to this view, resilience
enables someone to cope during adverse experience, whereas posttraumatic growth
occurs after the trauma itself. An alternate view of resilience in families is given by
Walsh (2003), who describes resilience as including growth following adversity.
The most practical view may be to see posttraumatic growth as a particular example
of growth following (and in part due to) traumatic adversity.

It is important to avoid several erroneous assumptions about posttraumatic
growth. While growth is possible following traumatic experience, this does not
mean that the impact of traumatic experience can be minimized or that this type of
experience should be seen as a “good thing.” Secondly, no individual should be
blamed for failing to demonstrate this kind of growth (Joseph 2009). There is much
more work to be done in this area before it will be possible to suggest what may
reliably facilitate this kind of growth, but a focus on the potential for posttraumatic
growth as well as posttraumatic stress offers hope for those exposed to trauma rou-
tinely during the course of their work.

Stress

The function of the stress response system in humans is to protect us in situations
which are or may be dangerous. When the stress response system is activated, a host
of hormonal and neurotransmitter responses prepare the body to manage the real or
perceived threat. A faster heart rate, sweaty palms, and feeling a little shaky are
familiar signs that the stress response system has been activated. When we know
that the threat has passed or been managed successfully, the system settles back to
normal. When stress is predictable, moderate, and manageable, and followed by
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sufficient recovery time, our stress response systems become resilient over time.
However, when the stress is severe and unpredictable, it can be experienced as over-
whelming or traumatic, leading to changes in the stress response and underlying
physiology such that the baseline moves and the system no longer returns com-
pletely to rest (Perry 2010).

Burnout

In child welfare work, the concept of burnout is often discussed alongside the con-
cepts of stress and traumatic stress; indeed, stress, burnout, and traumatic stress can
coexist. Burnout is a syndrome first identified by Maslach in the early 1980s. It is
composed of emotional exhaustion, depersonalization, and a diminished sense of
personal accomplishment (Maslach 1982). Burnout is generally described as con-
sisting of physical, emotional, and mental exhaustion, brought on by chronic expo-
sure to workplace stressors which wear the person down over time. By contrast, as
discussed below, traumatic stress is precipitated by exposure to a severe event or
events, known as “traumatic” stressors. The experience of traumatic events is also
not confined to the workplace, whereas in the definition of burnout, the stressors are
work-related. These work-related stressors may include role conflict, high work-
loads, and lack of recognition for work and effort. When a caseworker is feeling
burned out, he or she may feel a lack of physical and emotional energy and may
dread going to work. Interactions with clients may be cold or emotionally detached,
and the person may also begin to feel that families and children are “objects” to be
managed rather than individuals to engage with. Burnout is frequently accompanied
by a decline in feelings of success, competence, and worth. Some of the outcomes
of burnout are dissatisfaction with and intention to quit a job and physical and psy-
chological symptoms. Koeske and Koeske (1989) tested a model of job stress with
social workers. They found that stress had a strong relationship with emotional
exhaustion, which in turn predicted intention to leave the job. However, they did
find that social workers who reported higher levels of social support tended to have
less intention to quit. These authors also looked at a particular work demand—
workload (Koeske and Koeske 1989). Once again, the buffering condition was
social support, specifically coworker support.

Traumatic Stress

Traumatic Stressors

As noted above, all stressors are not equal; some are more severe than others. For
example, getting paperwork completed on time is probably not as severe a stressor
as going to a home where you have previously been threatened, which in turn may
not be as severe as seeing a critically injured child in a hospital emergency room.
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The most severe stressors include single or multiple events that are termed
“traumatic”; in other words, the event or events may overwhelm the stress response
system and lead someone to develop a stress-related syndrome, such as Posttraumatic
Stress Disorder (APA 2013). While there is not complete agreement about what
makes a stressor traumatic, the most recent edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-5™) states that exposure to death (actual or
threatened), serious injury, or sexual violence, in one of a number of specified ways,
meets the traumatic event exposure criterion (Criterion A) for Posttraumatic Stress
Disorder (PTSD). The ways in which the event may be experienced include directly
experiencing it oneself (Criterion Al); witnessing it occurring to others (Criterion
A2); learning of it occurring to a close family member or close friend (Criterion
A3); and, lastly, exposure to aversive details, with such exposure being either
repeated or extreme (Criterion A4). Criterion A4 refers explicitly to those who
come into contact repeatedly with details of child abuse; while the DSM-5™ explic-
itly mentions police officers, by logical extension, this would include child welfare
workers (APA 2013).

The traumatic events referred to in the previous paragraph are regarded as severe
because exposure to them may result in the development of symptoms of either
PTSD or Acute Stress Disorder (APA 2013). Therefore, while seeing a critically
injured child in the emergency room may well be a traumatic stressor or event, com-
pleting paperwork is not. Going to a home where you have previously been threat-
ened (unless threatened with death), while it may be very worrying, would not, by
itself, be a traumatic event.

By analogy, events can also be viewed as traumatic to an organization if they are
seriously threatening. For example, severe budget cuts resulting in layoffs, or the
death of a child receiving agency services followed by a public outcry for “heads to
roll” and subsequent firings, threatens “serious injury” to the organization and its
integrity.

Who’s on First? Distinguishing Primary and Secondary
Traumatic Stressors

Both the DSM-IV-TR and now the DSM5™ descriptions of traumatic events appear
to include both primary and secondary traumatic exposure, although this is not
always a clear-cut distinction (APA 2000, 2013). When a worker experiences a
traumatic event, such as being attacked or threatened with severe injury, this is
primary exposure. When the worker hears or views traumatic material (say, a
description of abuse during a child interview or perhaps photographs in a medical
report), this is regarded as secondary exposure to a traumatic event (Figley 1995;
McCann and Pearlman 1990), with the exposure occurring through the empathic
bond the worker has with that child. Child welfare workers clearly face exposure to
both primary and secondary traumatic stressors (Catherall 1995; Horwitz 2006).
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Similarly, organizations can be seen to experience both primary and secondary
traumatic stressors. The example above, of severe budget cuts and subsequent layoffs,
is a primary trauma at the organizational level. A child death is an example of a sec-
ondary trauma for the agency and its staff, while at the same time it can be experi-
enced as a primary trauma by the worker who had worked directly with the family.
Catherall (1995) also states that when one person in an organization is exposed to
primary traumatic events, everyone in the agency is at risk for secondary traumatic
exposure. In any work setting where traumatic events are the day-to-day work of the
agency, such as child welfare, firefighting, emergency medicine, or police work,
repeated primary exposure for some, and secondary exposure for all, is to be expected.

Secondary Traumatic Stress, Compassion Fatigue,
and Vicarious Trauma

In the research on secondary traumatic stress, three terms have been used to describe
the exposure to and impact of secondary traumatic stressors. These terms—rvicarious
traumatization (McCann and Pearlman 1990), compassion fatigue (Figley 1995),
and secondary traumatic stress (Figley 1995; Stamm 1995)—have similar
meanings.

McCann and Pearlman (1990) coined the term “vicarious traumatization” to
describe the potential impact on therapists of their clients’ disclosure of traumatic
experiences. Saakvitne and Pearlman (1995) described vicarious traumatization as
“the transformation of the therapist’s or helper’s inner experience as a result of
empathic engagement with survivor clients and their trauma experience” (p.25).
Figley (1995) used the term “compassion fatigue” when referring to the impact of
client trauma on workers, calling it “the cost of caring.” Compassion fatigue was then
further divided into secondary traumatic stress (comparable to vicarious trauma) and
burnout. The term Secondary Traumatic Stress (STS) will be used in this chapter to
refer to the traumatic impact of secondary exposure to clients’ traumatic material.

Empathy is an essential component for good connection with clients, whether
they are children or adults. Figley (1995) noted that empathy forms the pathway by
which people who work with traumatized clients become vulnerable to compassion
fatigue. The impact of STS was described as being similar to PTSD, except that the
traumatic exposure was secondary and not primary and that resulting symptoms
might not be as severe for the worker as for the client. However, the risk posed by
multiple exposures to client traumatic material was noted as increasing the risk for
STS. In Barbara’s story above, her traumatic symptoms intensified over time as her
exposure to the trauma of others built up.

The concept of secondary traumatic stress was developed in the context of psy-
chotherapy, where almost all the traumatic exposure psychotherapists experience is
of a secondary nature. Child welfare workers are faced with primary traumatic
events in addition to hearing or reading accounts containing traumatic material from
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clients and others (secondary traumatic events), so that their overall exposure is
likely to be higher than that of psychotherapists working in an office setting.
The next section explores some of the major risk and protective factors for the
development of PTSD.

Risk Factors

Risk factors for PTSD fall into several categories. Some factors relate to the stressor,
some to the person experiencing the stressor, and some to the person’s environment.

Stressor-Related Risk Factors

There are different types of stressor-related risk factors for developing traumatic
stress. These are also referred to as peritraumatic risk factors (APA 2013). Those
discussed here include the severity and type of event and whether the stressor is of
an interpersonal nature or not. Most people who are exposed to a single traumatic
event do not develop PTSD (Kessler et al. 1995). However, not all traumatic stress-
ors have the same probability of resulting in PTSD. Some types of events, such as
those involving interpersonal violence (as in childhood sexual abuse), have a much
stronger association with PTSD. Additionally, the PTSD symptoms themselves may
be more severe for those experiencing interpersonal traumatic events than for those
experiencing non-interpersonal traumatic events, such as an automobile accident or
a natural disaster (Kilpatrick et al. 2003). Using data from the National Comorbidity
Survey, Kessler and et al. (1995) reported that the probability of developing PTSD
after a rape is much higher than after a threat with a weapon, which in turn is higher
than having witnessed a traumatic event. Deykin and Buka (1997), in a study exam-
ining risk factors for PTSD among chemically dependent adolescents, reported that
approximately three quarters of both male and female youth met criteria for PTSD
following rape.

In both the National Comorbidity Study and the Deykin and Buka (1997) study,
females were much more likely to have been raped than males. So it is important to
note that while rape may operate similarly as a risk factor for males and females,
females have a much higher risk of experiencing rape than do males. This may
explain, in part, the higher lifetime prevalence of PTSD in women. The first general
population and community studies in the 1980s reported that one fifth to one quarter
of women and approximately one sixth of men had experienced sexual abuse during
childhood (Finkelhor et al. 1990; Russell 1984). While child maltreatment appears
to be quite underreported (Theodore et al. 2005), in 2011, child protective services
in the United States reported that a little over 9 % of the approximately 677,000
substantiated reports of child maltreatment involved child sexual abuse (United
States Department of Health and Human Services 2012), indicating a substantial
number of child sexual abuse victims within public child welfare.
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Risk Factors Related to the Individual Exposed

Not everyone is impacted in exactly the same way by a particular stressor, and
individual factors account for some of the variability in the probability of developing
PTSD following traumatic exposure. Risk factors related to the person exposed
include their gender, their relationship to the perpetrator (in the case of interpersonal
trauma), the extent of their previous traumatic exposure, and their history of previ-
ous mental health problems.

Gender

Gender appears to operate as a risk factor to increase the probability of developing
PTSD following certain types of traumatic events. In the National Comorbidity
Survey (Kessler et al. 1995), women were significantly more likely to report PTSD
symptoms than men after being threatened with a weapon, physically attacked,
sexually molested, or physically abused as a child. The overall risk for women
exposed to all kinds of traumatic experience of developing PTSD was more than
twice as high for women as for men. Similarly, among youth in the Deykin and
Buka (1997) study, the overall risk for female youth of developing PTSD following
traumatic experience was 1.7 times higher than for male youth. As noted in the
previous section, in addition to being more likely than males to develop PTSD fol-
lowing certain traumatic events, women are also more likely to experience events
with a high probability of causing PTSD for anyone. In other words, women appear
both to have a higher exposure risk to events that cause PTSD and to be more vul-
nerable to developing PTSD.

The relevance of gender as a risk for the child welfare workforce is that most
child welfare workers are women (Levine 2005). Also, child welfare workers are
more likely to experience actual or attempted violence than other social services
workers (American Federation of State, County, and Municipal Employees 1998;
Newhill and Wexler 1997). Newhill and Wexler (1997) reported that children and
youth services social workers (including child welfare workers) in California and
Pennsylvania were significantly more likely to report having been threatened with
violence, or to have experienced an attempted or actual attack, than were social
workers in other areas of practice.

Multiple Exposures to Traumatic Events

It matters greatly whether the stressor is experienced once only or on multiple occa-
sions. Terr (1991) formulated the concepts of Type I and Type II childhood trauma,
based on a distinction between a single incident and prolonged or repeated childhood
suffering. Exposure to traumatic events appears to be relatively common in the
United States. In the National Comorbidity Survey (Kessler et al. 1995), 61 % of men
and 51 % of women reported having experienced at least one event, while 34 % of
men and 25 % of women reported having experienced two or more traumatic events.
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Exposure to one or more previous traumatic events increases the risk for PTSD
from later traumatic events (Breslau et al. 1999). Additionally, experiencing multi-
ple previous events increases the risk for subsequent PTSD more than a single pre-
vious event does, as demonstrated by Breslau and colleagues in a general population
study, the Detroit Area Survey of Trauma (1999). This is particularly so for those
who experienced assaultive violence in childhood (Breslau et al. 1999). Similarly,
Green et al. (2000), in looking at a large sample of female college students, reported
that previous exposure to multiple traumatic events was associated with more severe
PTSD symptoms and that those with previous exposure to multiple traumatic events
which were interpersonal in nature had even worse PTSD symptoms. Early separa-
tion from parents has also been reported as a risk factor for developing PTSD
(Breslau et al. 1991).

Pearlman and Maclan (1995) found that a personal history of exposure to trau-
matic events in therapists who worked with trauma survivors predicted more nega-
tive effects than no personal history of trauma exposure. Nelson-Gardell and Harris
(2003), in the first study of secondary trauma in child welfare workers, found, not
surprisingly, that a history of childhood maltreatment was significantly associated
with STS and that having experienced more than one type of childhood maltreatment
raised the risk for later STS even more. In this study, childhood emotional abuse and
emotional neglect emerged as the strongest childhood maltreatment risk factors.

A similar study looking specifically at child welfare workers found that workers
who had less frequent and fewer recent traumatic events reported lower levels of
distress (Regehr et al. 2004). It should be noted that recent work by Breslau et al.
(2008), reporting the results of a prospective cohort study, suggests that subsequent
exposures to traumatic events only increase the risk for PTSD if the previous event
or events also resulted in PTSD.

Existing evidence suggests that the impact of exposure to traumatic events is
cumulative. Contrary to what one might expect, people do not appear to become
desensitized or accustomed to trauma, as Barbara’s story illustrates. In looking at
the effects of traumatic exposure over the previous 3 months on child welfare case-
workers and supervisors, Horwitz (2006) found that direct events were associated
with more traumatic effects for caseworkers than for supervisors. However, second-
ary events during that time period were associated with greater traumatic stress
effects for supervisors. Since prior personal and professional trauma histories were
not taken into account, it is not possible to determine what effect these histories may
have had. Supervisors have their own direct service and personal exposure history;
the effects of this history are perhaps compounded by secondary exposure from
hearing about cases and the traumatic events impacting their supervisees. Since the
empathic bond is regarded as the pathway which makes workers vulnerable to sec-
ondary trauma, this may be the equivalent of a superhighway for supervisors. The
empathic supervisor/supervisee bond exposes supervisors not only to the events and
feelings experienced by their supervisees but also to those supervisees’ secondary
exposure to events experienced by the many children whose cases they supervise.

In turn, these findings suggest that since child welfare workers face continued
exposure to traumatic events, both primary and secondary, it is extremely important
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for workers to develop good self-care skills and for agencies to provide an environment
that mitigates the impact of these multiple exposures, together with access and
referrals to supports as needed. Horwitz (2006) calls for the recognition and valida-
tion of reactions to secondary as well as primary traumatic events, on the basis that
secondary traumatic events may be less obvious than primary traumatic events.
Supervision provides an ideal opportunity for such recognition and validation, as
well as referral to any needed additional resources, as can be seen in Barbara’s case.

Mental Health and Personality Factors

Breslau et al. (1991) reported that neuroticism, preexisting anxiety or depression,
and a family history of anxiety were associated with a higher risk of developing
PTSD following exposure. Neuroticism, in this context, is a personality trait which
involves a tendency to worry, be moody, and to have stronger emotional reactions
than a situation is thought to call for (Eysenck and Eysenck 1975). In samples of
those already suffering from PTSD, rumination and negative interpretations of
intrusive symptoms of PTSD were found to be associated with more severe out-
comes (Clohessy and Ehlers 1999; Ehlers et al. 1998). One may also speculate that
those who stay in child welfare have a tendency to be independent and self-reliant.
Child welfare workers may go alone and unarmed to homes that the police visit in
pairs and carrying firearms (CWERP 2012). This self-reliance, reinforced by the
nature of child welfare work, may in turn lead to a personal expectation of being
able to manage one’s own response to traumatic events without seeking help.

Risk Factors Related to Social Environment

In their meta-analysis, Brewin et al. (2000) reported that lack of social support was
one of the strongest predictors of PTSD severity. Ullman (2007) reported that in a
sample of adult survivors of childhood sexual abuse, the experience of negative
reactions to their disclosure in childhood predicted more severe PTSD symptoms as
adults. While not established empirically as a risk factor for child welfare workers,
Pryce, Shackleford, and Pryce (2007) describe the negative impact of “dismissal
and disbelief trauma.” These authors relate reports from workers of not being
believed by judges, police officers, and attorneys when relating details of abuse.
Child welfare workers’ experience of disbelief has been compared to that of abused
children when they are not believed (Morrison 1992).

Protective Factors

Broadly speaking, protective factors are those which reduce the probability of nega-
tive outcomes in a given situation, although there are various models of exactly how
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protective factors may achieve this and debate about precise definitions (Masten
et al. 2009). The narrowest definition of a protective factor restricts the protection to
situations involving actual adversity. For example, wearing a life jacket would be
protective only if the wearer fell into the water; it is not protective until the adverse
situation arises. Other factors which may help mitigate the effects of adversity (in
this case traumatic exposure) are known as promotive factors or assets (Masten
et al. 2009). These protective and promotive factors help individuals to be resilient,
to “struggle well” and persevere in the face of adversity (Walsh 2006). For conve-
nience, the term “protective” will be used in this chapter for both promotive and
protective factors.

Individual Protective Factors

Protective factors include having a healthy cognitive coping style. In their work
with American male and female Vietnam veterans, King et al. (1998) identified
personal “hardiness” as reducing the impact of traumatic exposure. The construct of
hardiness has three main elements, namely, a sense of control over one’s life (a high
internal locus of control), an openness to viewing change as a challenge, and the
tendency to commit to or involve oneself deeply in whatever one is doing (Kobasa
et al. 1982).

Protective Factors Related to Social Environment

Social support has been identified as a factor which ameliorates the impact of trau-
matic stress in Vietnam veterans (King et al. 1998). Catherall (1995) recommends
that organizations which work with traumatic situations prepare in advance to
address traumatic stress by planning appropriately and then educating, empowering,
and supporting staff as needed. Catherall (1995) applies to the “family” of the orga-
nization the same elements described by Figley (1989) as providing a healing envi-
ronment for family members affected by traumatic stress. These include recognition
that the stressors are real and legitimate so that the problem is acknowledged by the
agency (not blamed on the individual), clearly expressed support, a high degree of
cohesion (so the individual worker is not isolated), open and effective communica-
tion, and an approach to the problem that seeks to find solutions, not assign blame.
While there is little research evidence to directly support this approach, it is logi-
cally attractive. Indeed, this sounds very much like the strengths-based, solution-
focused approach recommended for child welfare clients, applied here, in a parallel
process, to workers’ traumatic exposure. It is worth noting that Horwitz (2006) did
not find that traumatic effects were mitigated by job support or job satisfaction.
Building on this work, further research is needed which takes into account long-
term traumatic exposure.

Glisson (2007), in describing organizational climate in child welfare agencies,
points out that the social context of an agency determines the psychological impact



9 Stress and Child Welfare Work 219

of the working environment on individual workers, as well as the services to children
and families. When workers share similar perceptions of the impact of the work
environment upon them, this is termed organizational climate. Glisson (2007)
describes child welfare agency climates as being either “stressful” or “engaged.” In
cultures characterized as engaged, workers describe higher levels of personal
accomplishment, being able to stay personally involved in their work, and being
concerned about their clients. In stressful climates, workers report higher levels of
emotional exhaustion, being overloaded with work, experiencing conflicting work
demands, and being unable to get everything done (Glisson and Green 2011).
Importantly, climate appears to affect not only the workers themselves but also the
children they serve. Children served in organizations seen as engaged have signifi-
cantly better outcomes than children served in organizations described as stressful
(Glisson and Green 2011).

Warning Signs and Symptoms

Individual Warning Signs and Symptoms

While traumatic events may have a cumulative effect that eventually leads to acute
reactions, more subtle warning signs may sometimes appear before any obvious
symptoms of PTSD are evident. Having satisfied the requirements of Criterion A
(the event or events), the symptoms of PTSD fall into four main categories, namely,
(a) intrusion symptoms, including reexperiencing or reliving of traumatic events
(Criterion B), (b) persistent avoidance of reminders of the event or events, (c) nega-
tive alterations in cognitions and mood (Criterion D), and (d) alterations in arousal
and reactivity (Criterion E) (APA 2013) (see Table 9.1 for details). For a diagnosis
of PTSD, these symptoms must persist for more than a month and cause “clinically
significant distress or impairment in social, occupational, or other important areas
of functioning” (APA 2013, p. 272). In Acute Stress Disorder, the symptoms are
similar and must last for at least 3 days, but not more than 1 month (APA 2013).

Criterion D in the DSM-5™ now includes several elements which were included
as associated descriptive features in the DSM-IV-TR (APA 2000; APA 2000, 2013).
Criterion D includes exaggerated negative beliefs (such as feeling permanently
damaged or worthless); persistent guilt, shame, fear, and the like; and persistent
distorted cognitions (such as inappropriate self-blame). The addition of Criterion D
appears to bring PTSD in the DSM-5™ somewhat closer to Complex Trauma or
Complex PTSD, as formulated by Herman (1992a), to take account of the multifac-
eted effects of prolonged and repeated interpersonal trauma.

Even if someone does not meet full diagnostic criteria for PTSD, suffering
caused by subsyndromal symptoms can still be highly distressing and has been
found in a population study to increase the risk for suicidal ideation and impair-
ment, even after controlling for major depressive disorder (Marshall et al. 2001).
There are various instruments available for assessing the presence of PTSD symptoms.
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Table 9.1 Criteria B, C, D, and E of PTSD

B. Presence of one (or more) of the following intrusion symptoms associated with the traumatic
event(s), beginning after the traumatic events occurred:

1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s)".

2. Recurrent distressing dreams in which the content and/or affect of the dream is related to
the traumatic event(s)™.

3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the
traumatic events were recurring. (Such reactions may occur on a continuum, with
the most extreme expression being a complete loss of awareness of present
surroundings)””.

4. Intense or prolonged psychological distress at exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event(s)

5. Marked physiological reactions to internal or external cues that symbolize or resemble an
aspect of the traumatic event(s)

C. Persistent avoidance of stimuli associated with the traumatic event(s), beginning after the
traumatic event(s) occurred as evidenced by one (or both) of the following:

1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about or
closely associated with the traumatic event(s)

2. Avoidance of or efforts to avoid external reminders (people, places, conversations,
activities, objects, situations) that arouse distressing memories, thoughts, or feelings
about or closely associated with the traumatic event(s)

D. Negative alterations in cognitions and mood associated with the traumatic event(s), beginning
or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the
following:

1. Inability to remember an important aspect of the traumatic event(s) (typically due to
dissociative amnesia and not to other factors such as head injury, alcohol, or drugs)

2. Persistent and exaggerated negative beliefs or expectations about oneself, others, or the
world (e.g., “I am bad,” “No one can be trusted,” “The world is completely dangerous,”
“My whole nervous system is permanently ruined”)

3. Persistent, distorted cognitions about the cause or consequences of the traumatic event(s)

that lead the individual to blame himself/herself or others

. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame)

. Markedly diminished interest or participation in significant activities

. Feelings of detachment or estrangement from others

. Persistent inability to experience positive emotions (e.g., inability to experience happiness,

satisfaction, or loving feelings)

E. Marked alterations in arousal or reactivity associated with the traumatic event(s), beginning or
worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the
following:

1. Irritable behavior and angry outbursts (with little or no provocation) typically expressed as

physical aggression toward people or objects

. Reckless or self-destructive behavior

. Hypervigilance

. Exaggerated startle response

. Problems with concentration

6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep)

APA 2013, pp. 271-272

*Note: In children older than 6 years, repetitive play may occur in which themes or aspects of the

traumatic event(s) are expressed

* Note: In children, there may be frightening dreams without recognizable content

" Note: In children, trauma-specific reenactment may occur in play
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One of the best known clinical measures is the Trauma Symptom Inventory (TSI).
The TSI is a 100-item instrument, developed for clinical use (rather than research
use) to measure traumatic symptoms related to exposure to interpersonal trauma (in
childhood or adulthood), combat-related trauma, and nonpersonal traumatic experi-
ences (such as accidents and natural disasters). It has good psychometric properties
(Briere et al. 1995) and includes some of the other features now included in Criterion
D (referred to above), such as altered beliefs.

A recommended resource for assessing compassion fatigue (or STS), compas-
sion satisfaction, and burnout is the ProQOL instrument, revised by Stamm (2010)
from the Compassion Fatigue Self-Test for Practitioners, originally developed by
Figley (Figley and Stamm 1996). ProQOL is a self-assessment tool with three sub-
scales, namely, compassion fatigue, compassion satisfaction, and burnout.

Organizational Warning Signs and Symptoms

There has been growing support for the view that organizations and whole societies
(as well as individuals) can suffer from traumatic stress in ways that are analogous
to individuals (Bloom 1997; Herman 1992b; Hormann and Vivian 2005). These
traumatized systems lead to challenging and unsupportive work environments,
which can then compound the effects of the work itself. See Table 9.2 below for
examples of what signs and symptoms could be present for an individual and what
those signs and symptoms might look like for an organization.

One nonproprietary resource for organizational self-evaluation related to trauma-
informed (T-I) care is that developed by the National Center on Family Homelessness
(NCFH), originally for use in residential settings serving homeless women and chil-
dren. The Trauma-Informed Organizational Self-Assessment should be completed
by every staff member and by consumers in an organization to give information
about how the organization operates from all perspectives. The self-assessment is
part of an overall organization toolkit intended for use in applying the principles of
T-I care for consumers (Guarino et al. 2009). The NCFH has also developed a com-
panion volume addressing whether an organization is trauma-informed and support-
ive from the workers’ perspective (Volk et al. 2008). There are several self-assessment
tools that could be used to reflect the perspective of child welfare workers in relation
to their own experiences of whether the organization responds to them in a way that
is trauma-informed.

Individual Self-Care

In what is often regarded as the classic work on self-care for STS, Saakvitne and
Pearlman (1995) asked the question “What transforms vicarious traumatization?”
These authors suggest that there are two fundamental modes of addressing STS.
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Table 9.2 Examples of warning signs for individuals and organizations affected by traumatic
events

Posttraumatic Stress

Disorder symptoms, Examples of warning signs for Examples of warning signs for traumatized

associated features

traumatized individuals

organizations

Criterion A:
Traumatic
event(s)

Criterion B:
Intrusions

Criterion C:
Avoidance

Criterion D:
Alterations in
cognitions and
mood

Criterion E:
Alterations in
arousal and
reactivity

Example: maltreatment death of child served by agency, followed by
critical press coverage and community calls for worker and

management terminations
Worker has frequent
distressing images of dead
child and feels like he/she
is reliving the event;
nightmares of the event
Worker avoids talking about
event and avoids driving
near house where the death
happened
Worker feels detached and
disconnected from others;
persistent feelings of guilt (“I
should have been able to
do something”); worker
feels that everyone is
dangerous
Worker has outbursts of anger;
exaggerated startle response
overreacts to small things;
difficulty concentrating

The death overshadows everything in the
agency; feels like working in a “war
zone”

No discussion of feelings or reactions
(which may be seen as a “luxury”);
no reflective supervision; a “task”
focus on work

Exaggerated negative beliefs about
parents (“Most people don’t deserve
children”); work environment feels
unsafe; persistent atmosphere of fear
and anger in the agency; workforce
feels shame, despair, or hopelessness;

loss of trust in colleagues, management

Outbursts of anger by workers/
management; firings of those
handling the case and their direct
superiors; hypervigilance for

problems; overreaction to minor
errors (adoption of “zero tolerance”
policies)

These modes are (a) improving and maintaining self-care and (b) finding ways to
transform the negative beliefs, loss of hope, or loss of meaning that can result from
the work.

Self-care involves taking care of basic needs such as proper nutrition, exercise,
and sleep. Also included here are setting healthy limits (such as being able to say
“no” sometimes to requests for help); nurturing oneself; finding time for play, relax-
ation, and activities that allow one to forget about work; and maintaining positive
connections with others. Under the heading of transformation are four types of
activity: (a) creating meaning, (b) infusing a current activity with meaning, (c) chal-
lenging negative beliefs, and (d) participating in community-building activities.
Pearlman and Saakvitne (1995) recommended regular, confidential, professional,
and frequent T-I consultation for therapists exposed to client trauma in the course of
their work. The child welfare equivalent is T-I-reflective supervision. In a similar
vein, Pearlman and Caringi (2009) have also stressed the importance of personal
responsibility for self-care and working reflectively.
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One introductory resource for self-care is “The Cost of Caring” (Perry 2003), a
web-based self-paced learning course giving an introduction to what STS is, includ-
ing case examples, and how it occurs. Information is included on good supervisory
practices and how people who work with traumatized children can take care of
themselves, following the principles and recommendations originally laid out by
Pearlman and Saakvitne (1995). In “What About You? A Workbook for Those Who
Work with Others” (Volk et al. 2008), some of the fundamental recommendations
for self-care include proper nutrition, adequate physical exercise and sleep, and
relaxation exercises. While this may sound simplistic, it is important to prioritize
and schedule self-care. There is always more work, so if self-care is at the bottom
of the list, then there is unlikely to be time remaining for it. When self-care is a
priority, workers are more likely to have the energy and emotional stamina to man-
age their stress more effectively.

The Role of Supervisors

Supervisors are in a position to provide work-based social support by acknowledg-
ing the difficulty of particular events or situations, showing concern for the worker’s
distress, and making referrals for more assistance when the need exceeds the role of
the supervisor. This presupposes a willingness and ability to provide support, which
may be compromised by the supervisor’s own traumatic experience, together with
the need to comply with the formal requirements of meeting strict timelines, com-
pleting paperwork, and preparing for court. In focus groups held with child welfare
workers receiving graduate social work education, themes emerged of both the trau-
matic nature of the work and the lack of recognition and support by supervisors, in
part due to a focus on task completion (CWERP 2011). Those students who felt
unsupported were also aware of the irony of being asked to provide a strengths-
based, solution-focused approach for clients while feeling as though they were
denied the same thing as workers.

However, it is important to remember that while supervisors should provide sup-
port, they may need to receive support as well. Although supervisors are no longer
going out on all the calls that frontline workers are, they are exposed to all the trau-
matic material brought back by these workers. One implication of this (in addition
to the frequent problem of high caseloads) is that supervisors also need a support
system in place.

The finding that negative interpretations of intrusive symptoms of PTSD are
associated with more severe outcomes (Clohessy and Ehlers 1999; Ehlers et al.
1998) suggests a need for assistance in normalizing and reinterpreting intrusive
symptoms. While this can certainly be addressed in the realm of individual therapy,
supervisors can also play a role in child welfare by normalizing workers’ reactions
to traumatic exposure on the job. Supervisors are ideally placed to check in with
workers to address issues of traumatic exposure and stress in the course of regular
supervision. Symptoms of traumatic stress are not always obvious to others, so it is
important to have this become standard procedure. Supervisors can validate workers’
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responses, support them in appropriate self-care strategies, and also act as gatekeepers
in suggesting referrals to clinical care when STS threatens to overwhelm the worker’s
ability to function in the workplace. In the Horwitz (2006) study, experienced work-
ers reported that they received less support from inside their agency than inexperi-
enced workers did. Given the cumulative nature of traumatic exposure, supervisors
would be well advised to provide continued support to their more experienced
workers, who may not show obvious signs of distress.

One of the risks for child welfare workers experiencing STS is that their judg-
ment may be clouded because of previous experience and altered belief systems. In
these instances, where the supervisor is aware of a worker’s rush to judgment based
on faulty assumptions (perhaps because of reminders of previous severe cases), the
supervisor may use reflective supervision techniques to help the worker become
aware of his or her own thinking errors or biases. One recent study (Regehr et al.
2010) reported that child welfare caseworkers with greater exposure to traumatic
events tended to assess child abuse risk as lower than workers with less traumatic
exposure. Workers with more traumatic symptoms assessed risk as lower on one,
but not all, of three standardized measures of risk used in the study. This is a highly
concerning report, suggesting the possibility that children who are at risk for abuse
may not be accurately identified (by those with more traumatic exposure) or alter-
natively that children with a lower risk for abuse may be inaccurately identified as
being at higher risk than they actually are (by those with less traumatic exposure).
Again, further research is needed to investigate how assessment instruments behave
according to raters’ traumatic exposure, as well as the many other factors which are
relevant to the assessment of child risk. (Please see Chap. 10 for a fuller description
of reflective supervision.)

Organizational Approaches

Organizational approaches to trauma may be best understood as existing along con-
tinua at three levels, depending upon how the organization defines “the problem.”
The problem, namely, trauma, may be organizationally viewed as existing at one or
more of the following levels: (a) the client level, (b) the worker level, or (c) the
organizational level (see Table 9.3). When trauma-related issues are not recognized
at a particular level, then the organization may be said to be “trauma blind” at that
level. An organization may see the problem as relating just to clients or just to cli-
ents and workers. In these cases, the responsibility for providing T-I services to cli-
ents or for workers’ self-care typically resides with the worker, and a comprehensive
organizational approach is likely to be lacking. When problems arise, they are likely
to be seen as related to the individual worker’s performance; in this situation, analy-
sis of the problem as belonging to the organization collectively is less likely to
occur. When an organization sees the problem as relating to the entire organizational
culture, then both client and worker well-being are more likely to be taken into
account, and the organization is more likely to take responsibility for the organiza-
tional changes that will best support the well-being of both clients and workers.
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Table 9.3 Organizational responses to traumatic stress at three levels

Trauma Trauma Organizational Responsibility  Quality
blind aware changes level assurance
Client-level No action Planning/ Workers trained on  Caseworker, Client
problem preparing client trauma; supervisor, services
T-1 service program
development
Worker-level No action Planning/ Workers trained on  Individual None
problem preparing own trauma worker
and self-care
Organizational No action Planning/ Comprehensive Organization  Client
culture preparing trauma training services;
problem and transfer of supervi-
learning; sory
T-1 services processes
developed; T-1
supervision
and manage-
ment mecha-
nisms
developed

A Client-Level Problem

When the problem is seen only as one of client behavior, the organizational response
is likely to initially be one of trauma blindness. Client behaviors are then not seen
in the context of traumatic experience (“What happened to you?”), but rather as
intentional and conscious actions (“What is wrong with you? What are you thinking?”).
An example of this might be when a youth in residential treatment with a history of
repeated sexual assault at night becomes violent when it is time for the lights to go
out at bedtime. A trauma-blind program might interpret this as oppositional, “acting
out” behavior rather than a person being triggered by a potent reminder of a trau-
matic experience.

The first step toward more compassionate and effective care for a trauma-blind
organization is to train staff about traumatic stress as it relates to clients, in the
hope that this will translate into a T-I response to clients. This relies on individual
workers, who will vary in their ability and motivation to transfer what they
learned into their practice behaviors. (Please see Chap. 8 for more information on
how learning is transferred into practice.) The next phase for an organization
which perceives trauma as a client-level problem is to develop T-I services.
Responsibility may be viewed as existing at the program level, with frontline
workers, supervisors, and the program manager being responsible for implement-
ing T-1 services and possibly reporting trauma-related client outcomes to man-
agement and/or funders.
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A Worker-Level Problem

The implementation of T-I services for clients does not, of itself, recognize or
address the issue of STS for the organization’s workforce. If trauma is recognized
as a worker-level issue, though still not embraced as an organizational-culture-level
concern, then training may be offered to workers. Informal support networks are
likely to exist already, and more formal peer support meetings may also be arranged
when worker STS is recognized by the organization (CWERP 2011). At this level
of attention, the problem of worker STS is addressed by the organization, but still
“belongs” with individual workers and supervisors. So in Barbara’s case, the orga-
nization recognizes her traumatic exposure and may also recognize the evidence of
her STS, but still sees it only as her responsibility to get the help she needs, perhaps
by accessing an Employment Assistance Program (EAP) so that she can function
appropriately and effectively. At this level of recognition, organizational culture
changes are not considered or implemented.

An Organizational-Level Problem

Once an organization recognizes that its culture impacts not only client services but
also the well-being and effectiveness of workers, then the organization may con-
sider comprehensive organizational culture change. Such change goes beyond add-
ing a new program or sending staff to trainings; it impacts every person, every
system, and every program in the organization. It requires leadership commitment,
modeling, and allocation of sufficient resources to implement a new philosophy
about how all employees and clients come into contact with each other (Bloom
1997; Farragher 2011). The organization takes responsibility for cultural change
and workers share in responsibility for change; appropriate services are provided
and self-care is encouraged. Ideally, such cultural change includes continuous feed-
back mechanisms and quality assurance mechanisms to support safety for clients
and the workforce.

There are various resources available to support the development of T-I services;
these often include information on workers’ self-care. A recommended list is
included in Table 9.4. Another resource is the National Center for Trauma-Informed
Care (NCTIC), which is located within the Substance Abuse and Mental Health
Services Administration. The mission of the NCTIC is to provide technical assis-
tance, build awareness of T-I care, and promote implementation of T-I practices in
programs and services (NCTIC n.d.).

The National Child Traumatic Stress Network provides detailed training
resources; the Child Welfare Trauma Training Toolkit (National Child Traumatic
Stress Network 2008) is designed for use by all child welfare workers to increase
their knowledge about the impact of traumatic stress on child-welfare-involved chil-
dren. The toolkit includes case vignettes and activities and is intended for use with
administrators, clinicians, caseworkers, and other direct service staff. Module 6 of
the toolkit, Managing Personal and Professional Stress, addresses STS and covers
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Table 9.4 Recommended resources
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Name and web address

Available materials

ProQOL http://compassionfatigue.org/
pages/ProQOLManualOct05.pdf

National Child Traumatic Stress
Network (NCTSN) http://www.
netsn.org

National Center for Trauma-Informed
Care (NCTIC)

http://www.samhsa.gov/nctic

The ChildTrauma Academy

http://www.childtrauma.org

The Sanctuary Model®
http://www.sanctuaryweb.com
The National Center on Family
Homelessness
http://www.homeless.samhsa.gov

http://www.familyhomelessness.org

http://www.familyhomelessness.org/

Measure of compassion satisfaction, compassion
fatigue, and burnout (individual)

Impact of traumatic experience on children (“Child
Welfare Trauma Training Toolkit.” Click on
“Products,” then “NCTSN Products”); self-care
materials for workers (Module 6)

Information and technical assistance on trauma-
informed practices in programs and organizations

Impact of traumatic experience on children; self-care
materials for individuals; (“The Cost of Caring.”
Click on “Training,” then “CTA University”)

Materials relating to creating a trauma-informed
organizational culture

Materials for developing T-I services for clients
(Trauma-Informed Organizational Toolkit);
self-care materials for workers. (What About
You?: A Workbook for Those Who Work with
Others)

media/90.pdf
508.centerdsi.com/SelfCareforCare
Givers.pdf

the following key learning points: The child welfare profession has the potential for
STS, STS is distinct from burnout, child welfare workers may experience similar
reactions to the traumatized children with whom they work, STS can affect work-
ers’ ability to manage stress, and lastly, workers need to have their own plan for
addressing STS. The training includes self-care strategies and skills and is free of
charge when downloaded from the website.

The Trauma-Informed Organizational Toolkit (Guarino et al. 2009) provides
tools for organizational self-assessment and program adaptation. A “User’s Guide”
is included, giving more information about the provision of T-I care. Lastly, a
“How-To Manual for Creating Organizational Change” is included, giving concrete,
step-by-step instructions. Although the Trauma-Informed Organizational Toolkit
was written for organizations which provide services to homeless families, these
agencies face many of the same challenges as child welfare agencies and may share
the same clients. This resource is also available free of charge as a download.

Addressing all three levels described above is the Sanctuary Model® (Bloom
1997), which is an emerging practice model based on trauma theory. The model is
designed to help organizations build a T-I organizational culture for both clients and
staff and addresses four fundamental domains which are impacted in a traumatized
person’s or organization’s life. These domains are (a) safety, (b) emotions, (c) loss,
and (d) future, for which the acronym SELF is used. One of the assumptions of this
model is that any problem arising in a treatment setting will fit into one of these
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domains and that accurately defining the problem is one of the first steps in making
that problem manageable.

In addition to the potentially traumatic nature of day-to-day child welfare work,
individual critical incidents, such as a widely publicized child death, may impact the
agency and all its workers. Dickinson and Comstock (2009) recommend a Critical
Incident Response (CIR)-style intervention following such discrete incidents.
Attridge and Vandepol (2009), in reviewing both published studies and anecdotal
accounts of CIR, describe the potential financial benefits of using CIR responses,
including reductions in the cost of health care, disability, and workers’ compensa-
tion claims and reduced worker turnover.

One example of CIR is the SAFE-R Model, based on principles of CIR devel-
oped by Everly and Mitchell (1997) and described by Dickinson and Comstock
(2009). The goals of this intervention are stabilization and return to duty or referral
for more assistance. The steps of the model are (a) removing the worker from the
Stimulus; (b) Acknowledging the situation, in terms of both the facts and the
person’s reactions; (c) Facilitation of understanding, including normalizing the per-
son’s responses; (d) Explanation, including psychoeducation concerning stress and
stress management; and (e) Restoration of independent function or Referral for
more assistance. Use of this model would not preclude ongoing organizational or
supervisory attention to STS in the form of training and social support.

Conclusion

Traumatic stress, including STS, is an ongoing reality in child welfare work for both
clients and workers. Workers have individual risks and face the likelihood of both
primary and secondary traumatic exposure in the course of their everyday work.
STS involves significant distress and is likely to affect the quality of work, as well
as staff turnover. Approaches to the problem may occur at the client level, the
worker level, and the organizational level. Since the problem affects an entire orga-
nizational system and all its members, organizational-level approaches, while time-
consuming and initially costly, may be the most promising in providing relief from
suffering and may be more cost-effective in the long run. Ample research evidence
exists concerning the risks and impact of STS, and materials providing approaches
to STS are becoming increasingly available. Evidence of effectiveness of these
approaches is beginning to emerge and will hopefully continue to grow, showing the
way forward in dealing with one of the major concerns in the field of child
welfare.

Tips for Workers: New and Old

* Prioritize self-care. When you do, you are better prepared to meet the challenges
of your work. It is never too late to start taking care of yourself, even if you have
not always done so.

* From time to time, check on how well you are taking care of yourself. You can
use a resource such as the Self-Assessment Tool: Self-Care or the Self-Care and
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Relationships Checklist from What About You? on pages 10 and 23, respectively
(Volk et al. 2008).

* Recognize that your work is emotionally taxing and that deep feelings are appro-
priate and to be expected.

* Know that the best way to manage these intense feelings is with self-care and
appropriate support rather than by losing the empathy that makes you a good
child welfare professional.

e Be familiar with the symptoms of PTSD and Acute Stress and seek appropriate
support, including professional care, when acute stress symptoms do not resolve
within a few weeks. You can use the ProQOL instrument to find out if you are
experiencing symptoms of Acute Stress or PTSD (Stamm 2010).

* Spend time with colleagues, friends, and family who support your self-care
efforts. See the tips on page 28 of What About You? (Volk et al. 2008).

* Minimize your time with colleagues or others who are not supportive of or are
hostile to your self-care efforts.

Tips for Supervisors
All of the above, and:

* Check in with your supervisees about their well-being during supervision and
acknowledge particularly difficult situations as they occur. Remember to
include more experienced workers as well as those who don’t show any out-
ward signs of distress.

e From time to time, take a few minutes to find out how you may be perceived
by supervisees. If your organization does this with a regular assessment of
agency climate process, then this information may be available to you from
this source, if collected by unit. You can also use a self-check resource such
as the consumer version of the Organizational Assessment developed at the
National Center on Family Homelessness (Guarino et al. 2009). As a supervi-
sor, this tool enables you to assess your organization around domains such as
support for staff development, creating a safe and supportive environment,
assessing and planning services, and involving consumers.

Tips for Administrators
All of the above, and:

* At regular intervals, assess what your organization does to support self-care
and provide appropriate support to the workforce, as well as how workers feel
about the climate of the workplace. You can use a resource such as the
Organizational Self-Care Checklist from What About You? (Volk et al. 2008)
or the Children’s Services Survey (Glisson and Hemmelgarn 1998).

» Examine agency climate in relation to staff turnover and client outcomes.

* Ensure that the information from assessments is used for supervisor and man-
ager evaluations.

 Initiate or continue an agency-wide process of moving toward being a T-I
agency at all three levels.
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Questions for Discussion

1. Does Barbara shows signs of secondary traumatic stress and/or burnout?

2. How would you help Barbara become aware of her compassion satisfaction and/
or posttraumatic growth?

3. What are the barriers for organizations in implementing fully trauma-informed
cultures?

4. What steps do organizations need to take in order to maintain a trauma-informed
culture?
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Chapter 10

Reflective Practices in Supervision:
Why Thinking and Reflecting Are
as Important as Doing

Mary Elizabeth Rauktis and Tammy L. Thomas

Abstract The professionals who work in the child welfare system make critical
decisions that have long-term impacts on the lives of children and families, and
these case-level determinations must be made with careful consideration. Given
the high stakes nature of child welfare work, there is tremendous pressure to “do”
something at all times. There is a demand for child welfare workers and supervi-
sors to act but less focus on the actual thinking about cases. Case decisions must
be grounded in information secured from multiple sources of data. This task is
notably difficult, time consuming, and complex due to high levels of uncertainty.
Decisions at all critical junctures in the child welfare system are made with incom-
plete, insufficient and, at times, contradictory information. In the face of uncer-
tainty, practices that assist workers in improving their decision making are both
desirable and appreciated.

The process of reflective supervision and other reflective practices holds promise
for addressing the needs of caseworkers and promoting child- and family-centered
practice. These practices help workers manage the stressful nature of the work by
providing a space to reflect on their own thoughts and feelings. Supervision that is
less focused on compliance with discrete, concrete tasks and more on thoughtful
decision-making provides an opportunity to move child welfare work beyond the
narrow focus on investigation of abuse to a holistic assessment of child and family
needs. It also increases the potential for keeping committed, compassionate, and
well-educated workers in the field of child protection as abuse and neglect are com-
plex issues and difficult to address. Moving child welfare to a point where thinking,
problem-solving, and exploring emotions is part of standard practice has the potential
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to improve decisions that are made when working with children and families. The
evidence for reflective practice, while still emerging in social work, has shown early
positive outcomes in Early Head Start programs serving families and young chil-
dren in the community. Continued research into how to implement reflective prac-
tices and ongoing examination of the results at the child, family, and organizational
level is called for so that we can improve the lives of children, families, and the
individuals who are charged with their safety.

Keywords Social work supervision ¢ Reflective supervision ¢ Critical thinking

Introduction

Cleaver and Freeman (1995) wrote that working in child welfare requires the skills
of Machiavelli, the wisdom of Solomon, the compassion of Augustine, and the hide
of a tax inspector. A great deal has been written previously about the inherently
stressful nature of the work and the role that supervision plays in making the job
manageable for workers. Rycraft (1994), in her study of retention of public child
welfare workers, found that supervision was an important factor in creating a toler-
able environment. More recent studies have also confirmed that supervision is criti-
cal to worker satisfaction and the retention of caseworkers (APHSA 2005; Cahalane
and Sites 2008; Collins 1994; Collins-Camargo and Groeber 2003; Conway et al.
2003; Dickenson and Perry 2002; Ellett et al. 2004; McCarthy 2003; Rauktis and
Koeske 1994; Westbrook et al. 2006). In an evaluation of the Pennsylvania
Professional Title IV-E Education Program (Child Welfare Education and Research
Programs 2009), a social work graduate disclosed her anxiety and ambivalence
about remaining on the front lines as a child welfare worker:

I am very grateful to be employed and I take my responsibilities very seriously. However,
the grave seriousness of protecting children while working with families/parents/genera-
tions who have deeply ingrained problems with drugs, alcohol, mental health, overall dys-
function, neglect, etc., can be very emotionally taxing on the family of course, but also on
the child welfare worker. Sometimes, I don’t think it’s a very healthy job to work in for a
long time. What would convince me to stay? I’'m not sure what could be changed about
child welfare social work that would alleviate my anxiety about the job. Often I feel
“damned if I do, damned if I don’t” and face pressure from parents, extended family mem-
bers, drug and alcohol counselors, therapists, and school staff who all think you should be
doing different things for a family. It’s a lot of pressure and a very serious responsibility that
can in turn be emotionally taxing on the people in my own life...

This quote exemplifies the challenges that child welfare workers face. What can be
done to help child welfare workers such as this woman manage the stress of the work?
How can the child welfare system keep committed, compassionate, and well-educated
workers in the field of child protection? Can supervision move child welfare work
beyond the narrow focus on investigation of abuse to a holistic assessment of child
and family needs? In this chapter, we propose that the process of reflective supervision
and other reflective practices holds promise for addressing the needs of caseworkers
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and promoting child- and family-centered practice. We describe reflective supervision
and other reflective practices, using examples from a qualitative study of caseworker
decision making, and propose that these practices help workers manage the stressful
nature of the work by providing a space to reflect on their own thoughts and feelings.
In the last section of this chapter, we discuss the challenges and the benefits of imple-
menting these practices and the process for doing so in agencies.

Review of the Literature on Reflective Supervision Practice

Those working in public child welfare systems are under tremendous pressure to
“do” something at all times. Gillian Ruch writes that “‘concrete manifestations of the
emphasis on ‘doing’ in social work abound in the burgeoning of procedures and
audit requirements that represent an increasingly technical-rational understanding
of practice. A further, all too familiar source of pressure arises from other profes-
sionals exhorting social workers to do something” (Ruch 2007b, p. 371). There is
increased pressure for child welfare workers and supervisors to act, but less focus
on the actual thinking about cases. In the past, the most common supervision
approach was a three-part model of accountability, development, and support
(Kadushin 1992), but increasingly supervisors must focus on accountability and
performance-monitoring functions in supervision rather than on reflection (Jones
and Gallop 2003). Simultaneously, caseworkers have limited time to think about
their work. Too much to do in too little time results in less time to reflect about the
families they are working with and generate ideas about the nature of these families’
problems. This can have negative consequences for the children, youth, and families
being worked with, as well as for the workers themselves. Not only may they make
decisions that fail to take into account all the complexities of the situation, they may
also become disengaged from the children and families, viewing interventions with
them as another “checkoff” in a list of tasks.

Supervisors can encourage caseworkers to think about the families they work
with and to practice family-centered casework within the regulatory culture of child
welfare (Conway et al. 2003). For example, a caseworker might react in a certain
manner in dealing with an individual or a family without a conscious understanding
of why or what is influencing him or her or how this impacts the safety, permanency,
and well-being of the children in the family. Without a supervisory “space” (Randall
et al. 2000) or a forum in which to not only discuss reactions, thoughts, and ideas
and examine feelings but to also receive guidance and generate hypotheses (Jones
et al. 2002), workers can arrive at less-than-ideal solutions without fully under-
standing the meanings and intentions behind their actions. Research from other
fields such as medicine (Croskerry 2003), education (Ashraf and Rarieya 2008;
Weiss and Weiss 2001), and public health (Parker et al. 2009) tells us that taking the
time to “think about our thinking and our feelings” is a valuable use of time.
Reflective supervision and other reflective practices that help people to think and
reflect have the potential to help workers to manage stress and feel supported, as
well as think critically about their practice.
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What is reflective supervision? Emily Fenichel defined reflective supervision
as a relationship for learning with three essential elements: regularity, collabora-
tion, and reflection (Fenichel 1992). Regular supervision is not an “on the fly” or
“in the hallway” conversation but a routinely scheduled time on the calendar that
is protected by both the supervisor and the supervisee. It is collaborative because
the supervisor is not correcting or evaluating the supervisee in this process.
Although structurally the supervisor has the power in the relationship, in the
reflective process the supervisor deliberately takes a “one down” position, not
directing the process but sharing it with the supervisee. In other words, as
Gilkerson (2004) observes, “the best supervisory relationships become true part-
nerships” (p. 427). Lastly, reflection is asking about both the doing and the feeling
with questions such as “What did you do?” and “How do you feel about what you
did?” (Gilkerson 2004, p. 428). The intent of asking these two questions is to con-
nect feelings and emotions to action and to highlight that the inner world of the
caseworker both impacts and is impacted by the outside work world. It also has a
cognitive component in that the caseworker is reflecting on his or her own
thinking—thinking about ideas and actions and interactions with others. Similarly,
Ruch writes that the operational definition of reflective practices is “triadic—
thinking, feeling, and doing” (Ruch 2002, p. 200).

What does reflective supervision look like, and how has it been used? McAllister
and Thomas (2007) analyzed the experiences of an Early Head Start (EHS) program
in adopting and implementing an Infant Mental Health approach. They found that
reflective supervision was one of the critical elements to a successful adoption and
implementation of a family-centered approach. In the EHS program, reflective
supervision involved the supervisor helping the workers to look more holistically at
the relationships within the families they were working with, as well as encouraging
introspective self-reflection, helping the workers to understand their own feelings
and reactions. The EHS workers felt that the most valuable aspect of reflective
supervision was the opportunity it provided to think about the lives of the families
they worked with from different perspectives and thereby construct a tailored and
family-specific working plan. Similar to the EHS research, a study of Pakistani
teachers (Ashraf and Rarieya 2008) found that, while important, creating time for
reflective work was challenging. Without an established infrastructure to support
the reflective practice on a regular basis, it became an add-on that could be easily
discarded. Weiss and Weiss (2001) describe a reflective supervision model for stu-
dents who are training to be teachers. In this model, reflective supervision practices
included a large range of activities such as supervisory conferences, reflective prac-
tice exercises, on-site seminars, and collaboration and mentoring with experienced
teachers in group settings. They found that meaningful reflective supervision
required changing the top-down hierarchical structure, which usually placed student
teachers at the bottom, acting as passive recipients, and principals at the top, as
unquestioned authorities. Instead, students were required to take an active role in
their learning. Additionally, principals, teachers, and students had to come together
as collaborative learners.
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Much of what has been written about reflective supervision practices in child
welfare comes from Australia (Gibbs 2001) and the United Kingdom (Jones and
Gallop 2003; Ruch 2002, 2007a, b). In Britain, a widely publicized child death
resulted in an examination of child casework practices. A subsequent report, the
Laming Inquiry (Department of Health 2003), resulted, recommending that case-
work practices in child protection include both “doing” and “thinking” activities
(Ruch 2007a). Although opinions differed as to the best methods for increasing
reflection in caseworker practice (Jones and Gallop 2003; Ruch 2007b), a learning
culture was believed to be critical to improving outcomes for children in need and
their families (Jones and Gallop 2003, p.105). As this review of the literature shows,
reflective supervision has a great potential for supporting child welfare workers in
what is a challenging yet critical and rewarding position. This next section reviews
a recent study in which supervisors and child welfare caseworkers discussed their
own reflective and supervisory practices.

Perceptions of Reflective Practice

These findings are part of a larger mixed-methods study that aimed to determine the
extent and causes of racial disproportionality in a child welfare system in
Northwestern Pennsylvania. As such, the aim was to better understand the decision-
making processes of child welfare workers. Eleven individuals were interviewed
between January and November of 2008. The interviewees represented the broad
spectrum of those working in child welfare, including program directors; family
services supervisors; an intake supervisor; caseworkers each from foster care, inde-
pendent living, and family support services; two intake workers; and one family
advocate. The majority of the 11 participants were female and white. This was an
experienced group, having an average of 6 years experience in their current posi-
tions; two individuals had over 10 years experience in child welfare. Seven of those
interviewed had Master’s Degrees in Social Work, three had Bachelor’s or
Associate’s Degrees, and one individual held a Doctorate in Social Work.

All interviews were conducted in the offices of the interviewees and lasted
approximately 60-90 min. Following a semi-structured format of open-ended ques-
tions, the interview explored child welfare workers’ perceptions of how they obtain
information, the process of making decisions, and what role race plays in their deci-
sions. Individuals were also asked to discuss case examples where decisions were
both easy and difficult to make. Additionally, they were queried about how supervi-
sion impacted their work and decision-making processes. A consistent set of probes
was used to encourage “thinking out loud.” All interviews were recorded, tran-
scribed verbatim, and analyzed.

These findings reconfirmed that those who work in child welfare make critical
decisions that have long-term impacts on the lives of children and families and that
workers make decisions about cases with careful consideration. The participants
described the many ways they make decisions grounded in information secured
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from multiple sources of data. Decisions concerning this work are notably difficult,
time-consuming, and complex due to high levels of uncertainty. Decisions at all
critical junctures in the child welfare system are made with incomplete, insufficient,
and, at times, contradictory information. In the face of uncertainty, practices that
assist workers in improving their decision making are both desirable and appreci-
ated. Child welfare workers from all levels in the system discussed the importance
of not making decisions in isolation; rather, they preferred to seek support from
supervisors and colleagues. In some instances, caseworkers would call or meet with
their supervisor to discuss a case, seek guidance, and obtain feedback; other prac-
tices included convening a group of colleagues to discuss a case and establishing
regular meetings to solicit feedback and guidance from colleagues and supervisors.
The findings suggested that supervisors and caseworkers do engage with other
workers in some types of reflective practice.

Supervisor Perspectives

Research on decision making has found that people make various types of “thinking
shortcuts” due to cognitive biases (Arnott 2006; Croskerry 2003). Child welfare
workers’ decisions were often influenced by these “thinking shortcuts.” In particu-
lar, preliminary case information, in the form of referral information or screening
information, was very influential in how workers thought about the cases.
Supervisors noted that the caseworker often formed a picture of the family he or she
was working with even before meeting them. There was concern that these pre-
formed ideas about the case would influence what information the workers would
see and focus on in their investigation. In fact, supervisors shared examples of cases
where early information was not correct, yet caseworkers were building their think-
ing around these “facts” despite not having verified the information.

Since reflective practices were not standard agency procedures, they occurred
differently across regional offices. One director talked about how at her office the
intake workers meet as a group with the supervisor in order to set the stage for what
workers should be evaluating when they go out to meet a family referred for inves-
tigation: “whenever these [referrals] come over, we get together with the intake
worker. There’s a group of us that get together to outline what kind of things the
intake worker needs to look at and what specific things based on the complaint.”
Another director said it was important to set up ways of thinking broadly and ask
questions of her staff early on during the intake process, so she would individually
meet with her intake workers: “Don’t just rely on the other person who took the call.
Because sometimes what my staff likes to do, and we all do it, you know, we pick
up a record and we think we’re reading the Bible or the Koran or something and its
gospel.” Both directors recognized the need to reflect with the caseworkers about
the information they have and about how to investigate their cases in ways that
allow them to evaluate the merits of what they are seeing and hearing in the field and
from collateral sources.
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Reflective practices occurred both formally and informally. In formal situations,
supervisors used reflective supervision as part of their supervision with workers.
This happened individually with the supervisor and the child welfare worker meet-
ing to discuss cases. In some instances, the supervisor encouraged the worker to talk
about the thinking process and where they were going with the cases. One supervi-
sor described her process of reflective supervision:

I just ask a lot of questions and really try to get them to find out why they made that judg-
ment. They might come in and say to me, “Well I just don’t like her.” And I say, “Why?” It
might be someone having an issue with their past criminal [history] or their style of talk-
ing... you have to get to where you can communicate with them effectively. Some people
just turn off or instantly get defensive about it. I had this one lady [client] who calls me
sweet pea because it annoys me and I can’t stop being annoyed about it because she says it
really mean, like, “sweet pea” [says in a mean voice]. And I don’t know what it is that
annoys me about it, but it does and it showed on my face one time because she loves to do
it when she’s mad at me. But she ranted and you just keep being respectful. I have a few
caseworkers and we’re working on it not being personal.

She then emphasized the need to help her staff understand how they react and
respond to clients and how this shapes their decisions:

Yes. We're trying to get to the point to when they don’t feel personally attacked. Cause I'm
like, “Why are you taking this personally?” And they’re like, “But I didn’t do anything...”
So just why they react a certain way. Cause there’s some people who just, if you can get
them to stop screaming, they have a lot of good stuff to say. I said to this client, “You have
a lot of good things to say, but the way you say it, I don’t listen because you’re screaming
and bringing in all kinds of stuff that doesn’t make sense.” And I said, “Why don’t you write
this stuff down?”” And it’s just different ways of dealing with it because some caseworkers
get to the point where they’re loudly talking back. And it’s like, “You did it.” “No, I didn’t
do it, blah blah blah.” You know, you did what you did. Why are you getting into it? So we
talk about that stuff all the time. There’s a lot of stuff about personal space. Some of the
caseworkers have a hard time when parents are talking loudly at them. But I think that’s
cultural too.

Another supervisor related the type of individual discussions he has with his staff
in order to help them think about how and why they make their decisions and how
to connect their feelings about a family to the potential actions they may take.

Sometimes as a supervisor...I’ve told folks that it’s not good if you don’t like someone and
you hold it against them, and it’s just as bad is if you really like someone and you want to
give them extra. Those are both bad. They’re equally bad. Be objective. That’s my job to let
them come in here and air it out, their stuff, not just the case stuff, but their own stuff.

Supervisors discussed assisting their staff with the process of thinking through
why they are reacting to individuals in a certain way. The child welfare worker may
be unaware of how individuals cause emotional responses in them and how this in
turn impacts their thinking about the family and consequently their decisions.
Bringing these thoughts, feelings, and reactions to the surface can help the worker
respond to individuals and families in ways that may ultimately be more productive.
Supervisors, as in the cases above, can draw upon their own previous experiences in
order to model for their staff how to develop awareness of their own feelings and
thinking processes. One supervisor talked with his staff about his own “soft spot”



242 M.E. Rauktis and T.L. Thomas

for grandparent caregivers and how his feelings and beliefs could bias his decisions
in cases when caregiving grandparents are protesting the reunification of children
with birth parents. His awareness of this potential bias helps him when making deci-
sions and recommendations. Using his own experiences in supervising his staff nor-
malized this process of self-examination for biases and provided a safe environment
for his staff to examine how their own experiences could impact their decisions.

Reflective practices can also occur in a group format. A reflective group practice,
where a group of colleagues from various disciplines and ranks come together to
think through cases, was valued by supervisors as a tool to promote stronger and
more accurate decision making and recommendations, as well as minimizing per-
sonal bias:

So when we do that we work on a recommendation for the court. [This] is always an agency

recommendation, not my workers’—not mine, not anyone else’s. We sit in this room and

decide what we’re going to do. We put everybody’s mind to it and that way it does get away
from some of those personal feelings.

These group meetings help to mitigate situations where one person holds all of
the decision-making power. Child welfare workers not only are relieved from feel-
ing the sole responsibility for making critical decisions but also are able to feel they
are part of a system invested in making thoughtful decisions.

In addition to the bias-reducing benefits of group reflection, supervisors felt
reflective processes supported caseworkers in doing quality work by reducing their
feelings of grief, frustration, and isolation. Caseworkers, often young and inexperi-
enced, work in highly emotional situations and have to make decisions that hold
significant consequences; reflection can help them process and deal with those emo-
tions. One supervisor shared:

And especially with the young people, in their twenties. Three of my four people are in their
twenties, and they really want to do a good job and they really want to see people do well,
and they’re devastated too...

The high turnover rates in the child welfare field can make doing this reflective
work challenging but necessary. Having workers frequently leave and be replaced
with new staff requires time for supervisors to understand the set of assumptions and
personal experiences of each of the new caseworkers they supervise. One supervisor
spoke of the challenges of assessing caseworkers’ abilities to make decisions and
determining what factors may influence those decisions when the caseworker and
supervisor had not worked together previously: “Yes, and it’s nice I’ve had all my
caseworkers for over a year now, which is amazing. So I do know them because it’s
hard too if you don’t know people, of what they’re making judgments on.” She
shared an example of how assumptions can infuse the decision-making process. In
this instance, a worker had an underlying assumption about grandmothers being vir-
tuous and the preferred caregiver of children removed from parental care. Due to
preconceived ideas, he neglected to question a grandmother’s appropriateness as a
caregiver in a particular case. The supervisor challenged him to think outside of his
own values and comfort zones: “Just cause grandma’s there doesn’t mean it’s good. ..
Is grandma on drugs herself?”” A close working relationship and efforts to understand
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how caseworkers make decisions provide supervisors with an understanding of how
to engage with each of their staff, so those staff members can work optimally.

Permanency planning is another area where supervisors find reflective prac-
tice to be useful in decision making. These planning meetings have been described
as formal as well as informal and generally include supervisors, caseworkers,
and directors. In these meetings, long-term placement goals for children are dis-
cussed, and the reflective process allows for voicing a range of opinions valuable
to decision making. These meetings also serve to support those who need to
make critical decisions about the future of children and families by allowing for
the gathering and processing of the most relevant information about a case. One
supervisor said:

I think my staff finds them very helpful. And usually what we do is if we’re at the point of...
we’re mandated to do them if we think a child’s at risk and we need to consider removal.
Prior to actually removing, we convene staff in the office kind of on the spot. Grab... it’s
really just grabbing people and going into somebody’s office. The caseworker, supervisor;
we have caseworker I1Is here that we’ll pull in and other supervisors. We usually have about
four or five, six people. Sometimes if our attorney’s available or our resource coordinator
and we’ll just basically, you know, present the case and brainstorm and come up with rec-
ommendations. We’re mandated to do it when we’re looking at removal, but I think my staff
uses them for almost any reason. You know, if you have a complicated situation or you’re
just not sure which way to go. We do at times, but not all the time, pull in other profession-
als that will be on the phone. If we need to, we’ll invite, you know, family to them as well.
But because in any given day... well sometimes in the morning, you know, we might do
four or five of them. So they’re really pretty spontaneous.

Supervisors who valued and utilized a reflective practice continued to develop
and grow professionally in this process by staying abreast of what is happening in
the field and learning from others. The merit of learning from each other and not
“standing” on hierarchy is demonstrated in this comment from a supervisor regard-
ing learning from his supervisees:

It’s not even that I have more ideas or more resources, sometimes my other workers who
I think are very good, they’ll know how to get a bed and I'll ask them. So I learn from my
workers and interns. I think it’s a really good go-around and a teaching thing for both of
us. And it’s part of the ongoing training as far as I’'m concerned. So we talk about each of
these and sometimes it takes longer and to discuss where are we going and what do we
need to do next.

Supervisors spoke to the necessity and usefulness of utilizing reflective practices
in the child welfare arena. The next section features the perspectives of caseworkers
on this topic.

Caseworker Perspective

Caseworkers also value informally meeting with colleagues to discuss cases. As one
worker in the intake department said, it “never hurts to get a second or third set of
eyes” on a case. Caseworkers described often taking the lead to initiate small group
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meetings. One caseworker described the process and significance of gathering a
group of colleagues to discuss cases and collaborate:

We’ll go out, we’ll do assessments, and we’ll come together. You know, it might take like
one or two people on my unit and say I went out there and I got this kind of feeling, what
do you think? I mean we’ll chew stuff around together amongst co-workers to get different
angles, different points of view.

In discussing the worth of these sessions, another participant said talking with
others can help caseworkers to think about possibilities and ideas they may have
neglected to think about on their own. This is especially true during crisis situations
when time is of the essence.

Reflective practice is also utilized in formal settings, where child welfare work-
ers are regulated by policy to collaborate on cases. Preplacement meetings provide
an opportunity to use reflective group processes. In the preplacement discussion,
colleagues and supervisors assist the caseworker in thinking through the options and
consequences of placements, whether the children in question are remaining/return-
ing home or going on to some version of out-of-home placement. Many child wel-
fare workers attested to the benefits of these meetings. One shared: “And I really do
appreciate our preplacement meetings because certain values I have in picking a
foster home might not be the same that other people have, so we can work off of
each other.” The process of discussing cases and challenging assumptions (con-
scious or unconscious) helps to advance the best possible decisions for children and
families. One caseworker said:

I do appreciate it when we have more people to really discuss them out. We’ve been a pretty
stable office for a while and I know what [name of worker] is going to say, or [name of
worker] is going to say. I never know what [name of worker] is going to say, but that’s why
I like having her there. And we have such a wide range of experience and points of view.
I do think it’s nice to hash it out.

Caseworkers appreciate having support in the decisions they make and being
able to engage with other colleagues in order to promote their best work.

Facilitating Reflection in Supervision

In the previous section, we explored the perspectives of workers and supervisors as
they described their own use of reflective supervision and practice, including how
they use it and why they find it useful. In this final section, we discuss the organi-
zational and individual challenges and benefits of implementing reflective supervi-
sory practices and some techniques that are constructive in the reflective process.
These suggestions are not intended to be prescriptive; rather, they are to be used as
a starting point for developing these reflective approaches in child welfare
practice.
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Creating the Culture

First and foremost, it is imperative to have leadership commitment to the reflective
processes. This practice requires time and energy on the part of workers and super-
visors, commitment to meeting consistently, and patience, since the results may not
be immediately or readily apparent in terms of measurable outputs (e.g., forms
signed, plans completed). Therefore, agency directors and supervisors must see the
value of reflective practices, communicate this to others, and hold everyone account-
able to the practice—not just those who may be inclined to practice reflection.
In other words, there needs to be an agency culture that supports reflection as a
necessary component of child welfare work. A commitment must also be made to
creating an environment with safe space where staff can reflect and talk about ideas,
thoughts, and feelings. This type of environment values reflective practices even in
the face of other seemingly “more important” required tasks.

Organizational commitment is demonstrated by including reflective practice
expectations in supervisory and caseworker roles, incorporating it into policy and
job descriptions, and also designating these practices in the work schedule. This
affirms that these practices are not treated as a “luxury” that can be easily discarded
when schedules become hectic. Having high-level administrators model reflective
supervision with their own supervisees reinforces the importance of this practice.
A supportive, reflective culture also promotes openness and does not stand on
unquestioned authority. Instead, it encourages frontline workers to pose questions,
challenge current thinking, and offer new solutions (Ashraf and Rarieya 2008).
As illustrated in the findings, supervisors must be open to new ideas and appreciate
other perspectives as well as be able to understand how individuals express their
feelings and frustrations. They must be able to do this in a supportive, nonpunitive
way, building trust with frontline workers. Finally, they need to be willing to suspend
their positions of power and authority and work collaboratively as professionals.

Caseworkers will also need help and support to be reflective. Not all caseworkers
are trained to be aware of their thoughts and emotions or are naturally comfortable
asking for help or talking about their feelings. They may experience anxiety due to
the uncertainty and ambiguity that individual or group discussions may generate,
since such discussions may lead to more questions than solutions. McAllister and
Thomas (2007) found that some home visitors expressed confusion about the pur-
pose of reflective supervision and discomfort talking about feelings. One of the
home visitors in their study expressed not knowing if she or he was “saying things
they want to hear or if I was completely off the subject” (McAllister and Thomas
2007, p. 206). Finally, workers may need to be coached simply because they are not
used to thinking in a reflective way. Osmond (2001) found that child welfare work-
ers reported difficulty with reflective case discussions because they were not used to
thinking about their practices in this manner. They found the process to be hard.

Finally, it is important to remember that organizations, like individuals, may be
affected by traumatic events and that reflection may be a productive way to deal
with this trauma. For example, a maltreatment death of a child in agency care is a
traumatic event that will impact the entire organization. When an organization
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becomes traumatized after such an event, that trauma may overshadow everything
in the agency, and it may be unsafe for the workers to discuss their feelings or reac-
tions. The focus of future work may move to tasks rather than reflection, as workers
and managers attempt to numb and avoid feelings associated with this event. (See
Chap. 9) for more detailed information about traumatized organizations.) While it
would be difficult to initiate reflective practices in this culture, doing so would be a
therapeutic intervention for the agency. The Laming Inquiry Report following the
death of a child in care recommended that reflective practices be instituted in the
agency as a potential intervention (Ruch 2007b).

Although creating a receptive climate for reflection, whether for an entire orga-
nization or for individual caseworkers, requires time and energy and is both profes-
sionally and personally challenging, much of what was reported by the caseworkers,
supervisors, and directors in the study suggests that it is worth the effort. Given the
potential for long-lasting impacts on families, reflective practices bring a unique
opportunity to improve decision making and judgment. Not only do workers avoid
making decisions in isolation, they continually develop skills through sharing ideas
and discussing cases. Workers also feel they make more informed decisions when
they are able to, as one of our participants shared, “air their own stuff out” in indi-
vidual supervision and in groups. A sense of collegiality is built which can enhance
the overall work setting. With a more equitable power balance between caseworkers
and supervisors, working relationships can be more fruitful. The reflective process
can also bring about a more respectful working environment. Both staff and super-
visors might develop a comfort level in dealing with emotions. Additional benefits
to the work environment include an enhanced sense of curiosity and a setting in
which supervisors can be more in touch with what is happening in the field and
exercise their own skills. Given the high rates of turnover and the potential for burn-
out and secondary trauma in child welfare, reflective practices—when done well—
can provide the support and relief workers need. This is beneficial to the entire
system: agencies, supervisors, caseworkers, and children and families.

Techniques for Facilitating Reflection

The techniques discussed below offer guidance to those interested in integrating
reflective practices into a child welfare setting. These techniques result from our
research, Osmond and Darlington’s (2005) suggested techniques for facilitating
reflection, and the work of Parker and colleagues (2009). See Tables 10.1 and 10.2
for dialogue examples of reflective supervision.

Referral, Intake, and Investigation

Our research identified how reflective practices can be instrumental in countering
the problem of unquestionable acceptance of information provided prior to
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investigation of a case. This “thinking shortcut” may likely be due to a priming
effect of early information—early written or verbal information about a referral can
shape how it is perceived, what information is collected, and what decision is made.
Reflective practices used to offset this preferably would help child welfare workers
identify their preconceived ideas, encourage their sense of curiosity, and assist them
in being open to alternative information. In practice, either individually or in a
group, the supervisor would meet with the caseworker between the time of case
assignment and the caseworker going out into the field. Together or as part of a
larger group, the documented information from the referral, previous case records,
and any other collected data would be reviewed. The caseworker then would go into
the field after having a discussion based on the following questions, which are
designed to prime the caseworker with a “neutral” frame of reference:

1. What are the objectives? What do you want to accomplish?
2. What do you know now? What do you anticipate will be sources of uncertainty,
and how do you anticipate that you will get the information you need?

This approach is in contrast to what is typically discussed at this juncture, which
often consists only of reviewing the family’s history and problems.

The supervisor or the group would follow up with the worker shortly after the
investigation with another series of reflective questions adapted from Osmond and
Darlington (2005):

1. What are your thoughts now after seeing the child(ren) and family?

2. How is this different from before meeting with them, and why? How did you
come to this understanding? What was influencing your thoughts before that
may not be now?

3. Was there anything you observed or heard that brings up any reactions or feel-
ings for you?

Ultimately, the goal is for caseworkers to internalize this process and use it as
part of their own reflective self-practice in their work. Additionally, caseworkers
will become more adept at using this process in helping their colleagues.

In addition, the following set of questions and probes, valuable to group reflec-
tion during the intake and investigation phase, is based on our research findings and
the work of Osmond and Darlington (2005) and Parker et al. (2009):

1. Are the right people in this group? Should others join us?

2. What are the objectives or goals in investigating this family—what do we want

to accomplish? (Not just typically required data, such as what are the family’s

history and problems, and not just the standard answer of safety, permanence,

and well-being.) What will it look like if all goes well?

Who is involved with this case/situation? (Draw an ecomap.)

4. What do we know? What are the sources of uncertainty? What/who don’t we
know about?

5. What information do we need to get to reduce uncertainty?

6. Do we have contradictory information or information that challenges our favor-
ite positions?

[O8]
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7. What may be the cause(s) of abuse and/or neglect in this family? How do you,
as the caseworker, understand or explain the issues/situation?

8. What are the options for action? Are there policies that assign “weight” to cer-
tain pieces of information (e.g., child age) or to certain options (e.g., kinship is
preferred to non-kin)? What are the consequences to the options and what could
go wrong?

9. What would a “good decision” look like at this point in time?

10. How do you feel about the family? Did anything affect you on a personal level?

In the early stages of investigation, when overfocusing on one factor or holding
to a firmly held belief may keep the caseworker from seeing the big picture, the
process of “exploring differences and other contingencies” is useful because it helps
to identify the factors caseworkers may be primarily considering (Osmond and
Darlington 2005, p. 6). Then, by asking questions such as “what if the children were
younger?” or “what if the children were older?”, the supervisor or group can help
the caseworker identify if certain factors may be assuming dominance and if these
are impacting the decisions made by the caseworker. Thus, this process can help
caseworkers reflect on why certain factors are weighing more heavily upon their
thinking (Ruch 2007b).

Finally, the responsibilities required in the intake and investigation stages of
child welfare work can be stressful and anxiety inducing. Time frames for decisions
are short and situations are potentially dangerous. Caseworkers serve as the “front
line,” and their decisions lead to serious consequences. For example, the failure to
remove a child from an unsafe situation can result in harm or death for the child.
Additionally, circumstances necessitating investigation, such as physical and sexual
abuse and neglect, are emotionally challenging. Osmond (2001) found caseworkers
perceived having little opportunity in supervision to consider the emotional reac-
tions that emerged from undertaking such challenging work. Child welfare workers
need a space and time to reflect and share their feelings. Reflective processes serve
to validate feelings and assist workers in developing an understanding of how their
feelings link to their perceptions and actions.

Family Services/Foster Care/Independent Living

While child welfare workers charged with ongoing supervision of families in treat-
ment or children in out-of-home care do not have the same pressures as experienced
by intake and investigative workers, they have their own unique challenges. In our
study, child welfare caseworkers in family services had to determine whether place-
ment situations promoted the well-being of children or if children needed to move
to more appropriate care, if possible. Caseworkers interacted with families strug-
gling with mental health issues, addiction, and interpersonal violence, as well as
families unable to meet the goals on their family plans, sometimes resulting in the
termination of parental rights. While attempting to maintain their alliance with the
parents, caseworkers built collaborative relationships with families and then had to
remove children. The caseworkers and supervisors who were interviewed expressed
feelings of sorrow and sadness about the circumstances families face. Those who
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participated in group and individual reflective practices believed these types of
thoughtful and supportive interventions promoted their ability to identify and man-
age emotions, and that this in turn opened up thinking which made them feel more
confident about their decisions.

Additionally, caseworkers engaged in the family services area talked about a
group process in which they would bring in a variety of people and discuss what was
happening with a family, particularly when there was a decision point or a problem.
For example, a group would convene when it appeared a foster home placement was
in jeopardy or when a parent was not making progress on family plan goals. The goal
would be to engage people in a group discussion, including people who were likely
to have different opinions or perspectives (i.e., not just people who work together in
a unit). Having a diverse group of individuals participate in a discussion is valuable
because each individual looks at the situation from a different perspective.

A group discussion could be organized around reflective questions or prompts
informed by our findings, as well as those of Osmond and Darlington (2005) and
Parker et al. (2009). These reflective questions are the same as those discussed ear-
lier for referral and intake, but include reference to the care providers involved in a
case in order to evaluate the degree of systems collaboration that is (or should be)
present. These probes and questions are valuable because they help workers system-
atically reflect and then talk about their knowledge, which further assists in identifi-
cation of gaps and allows others to raise questions and contribute differing opinions
(Osmond and Darlington 2005).

In our study, caseworkers and supervisors who used group methods identified the
value of having others critically appraise their ideas, opinions, and decisions. In addi-
tion, having others involved in the discussion helped to identify when a caseworker
was using personal rather than empirical information. In this process, the role of the
group facilitator (often a supervisor) is to stimulate the reflection by posing questions
as well as monitoring the tone of the discussion, focusing on both what is said and what
is not said. It is not the role of the facilitator to make a decision, to “solve a problem,”
or to simply “sign off” on a decision. An example is presented in Table 10.2 above.

Osmond and Darlington (2005) also suggest a “case analysis” process that could
be done in either a group or an individual setting. A set of reflective questions can
promote critical thinking about a case by encouraging people involved in the case to
examine their perspectives. This could be particularly valuable in family services,
since problems in care often occur due to differences in perception about what is
happening in the family. For example, workers talked about how placement issues
often became problematic between grandparents and parents or different sets of
parents. The questions that a case analysis would use can be modified, but Osmond
and Darlington suggest the following list (Osmond and Darlington 2005, p. 5),
which would be used as part of a supervisory session or a small group discussion.
A supervisor poses these questions and facilitates the discussion. In this example,
the caseworker is asked to consider the perspective of the parent of a child, but any
individual could be substituted, e.g., foster parent or child:

1. Tell us about the case.
2. Who is involved with this family?
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3. How do you think the parent (or another individual) felt/feels about the incident/
issue/situation?

Where do you think the parent generated their ideas or explanations from?

How do you feel about the specific incident/issue/situation?

How do you understand or explain the incident/issue/situation?

Where do you think you have generated your ideas and explanations from?

Nk

Osmond and Darlington suggest that this set of probes be repeated for each of the
persons involved in the case, such as the parents, workers, and children. These
probes are about thinking and feeling aspects, and because they systematically con-
sider everyone involved, quick decisions or rushing to a solution before fully under-
standing the problem may be less likely to happen.

Another reflective practice technique that Osmond and Darlington (2005) report
as useful is “think-aloud.” A supervisor in a one-on-one session would ask a case-
worker to talk aloud while solving a problem that she or he is experiencing with a
family. This method reveals the cognitive processes and the knowledge utilized
when trying to work through a problem or situation. In our study, we used the think-
ing aloud process to try to uncover social workers’ decision making related to inves-
tigating a child maltreatment referral. The child welfare workers said that while this
process was being used as part of a research study, they could see that it would be
useful in supervision as well.

Conclusion

Abuse and neglect are complex issues and difficult to address. Moving child welfare
to a point where thinking, problem-solving, and exploring emotions are part of stan-
dard practice has the potential to improve decisions that are made when working
with children and families. The evidence for reflective practice, while still emerging
in social work (Ruch 2002, 2005, 2007a, b), has shown early positive outcomes in
Early Head Start programs serving families and young children in the community
(McAllister and Thomas 2007). Continued research into how to implement reflec-
tive practices and ongoing examination of the results at the child, family, and orga-
nizational level is called for so that we can improve the lives of children, families,
and the individuals who are charged with their safety.

Questions for Discussion

1. Think about a family that you have been working with and apply one of the
techniques for facilitating reflection. Then do this again with a coworker or a group
of coworkers. Did you come to any different decisions as a result of this process?

2. If your case decision remains the same, what factors did you consider as you
thought through the case again?
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3. What aspects of the case did you think about differently as a result of using a
reflective process?
4. How might you approach this case differently?
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Chapter 11
Organizational Effectiveness Strategies
for Child Welfare

Phil Basso, Helen Cahalane, Jon Rubin, and Kathy Jones Kelley

Abstract Child welfare agencies are dynamic, multifaceted organizational structures
that exist by statute and are driven by bureaucratic policies and procedures. These
complex, hierarchical social structures often function within a larger human ser-
vices system and are influenced by a myriad of social, political, economic, and
environmental factors. As with all social systems, child welfare agencies vary in
effectiveness. Some are highly functioning, others struggle to meet professional
standards, and many fall somewhere in between. Practice models exist for promot-
ing organizational effectiveness within child welfare agencies, and draw from
applied work in organizational development, performance management, quality
improvement, organizational learning, and leadership. One such model is DAPIM™
which is a systematic approach to organizational effectiveness that enables work
teams to drive continuous improvement using learning-by-doing methodology. The
model provides a sequential process of activities directed toward helping organiza-
tions leverage their strengths, address areas where performance does not meet
established goals, and continuously improve across all areas of work.

The “DAPIM™” model involves defining priority improvements in operational
terms; assessing specific and observable strengths and gaps and identifying root
causes and general remedies for priority gaps; planning quick wins, mid-term
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improvements, and longer term improvements; implementing action plans while
managing communication and capacity; and monitoring progress, impact, and lessons
learned for accountability and ongoing adjustments. The process is best conceptual-
ized as a continuing cycle of quality improvement, not as a series of linear stages
with a beginning and end. A compelling aspect of organizational effectiveness inter-
ventions and models such as DAPIM™ is their usefulness in addressing real world
problems for child welfare agencies in real time.

Using organizational effectiveness approaches to target organizational system
change provide distinct advantages for child welfare agencies. These include a lens
through which agency culture can be observed and shifted, a basis for improving
training and quality assurance systems design, a basis for improving staff supervi-
sion practices, and a parallel process between organizational leadership and front-
line practice. Child welfare organizations are vibrant social structures ripe with
opportunities to positively impact children, families, and the professionals who
dedicate their careers to improving the lives of young persons. Organizational effec-
tiveness and effective frontline practice reinforce and complement one another as
agencies build, test, refine, and implement their plans for continually improving
services, their capacity to deliver these services, the caliber of the staff they employ,
and the outcomes of the children, families, and communities they serve.

Keywords Organizational effectiveness ¢ Continuous quality improvement
* Performance management ¢ Organizational change * Learning by doing * DAPIM

Introduction

Child welfare agencies are dynamic, multifaceted organizational structures. They
exist by statute, are driven by bureaucratic policies and procedures, and are influ-
enced by a myriad of social, political, economic, and environmental factors. While
the outcomes of child welfare services are often defined in global terms (i.e., assur-
ing safety, permanency, and well-being) and are subject to local implementation,
there is little disagreement that providing services to vulnerable children and fami-
lies is a monumental responsibility. The qualities that are most central to highly
functioning organizations—structure, power and authority, communication
exchange, decision making, strong leadership, and a well-trained and skillful
workforce—are often the same characteristics that make change and innovation
within child welfare agencies a complicated endeavor. The child welfare organiza-
tion is a complex, hierarchical social structure often functioning within a larger
human services system. It is also a vibrant social structure ripe with opportunities to
positively impact children, families, and the professionals who dedicate their careers
to improving the lives of young persons.

As with all social systems, child welfare agencies vary in effectiveness. Some are
highly functioning, others struggle to meet professional standards, and many fall
somewhere in between. The shift across all human services toward the adoption of
evidence-informed practices and the measurement of outcomes requires child
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welfare systems to analyze their internal functioning in order to improve their abil-
ity to meet the needs of children and families in their care. This focus is supported
by evidence showing the influence of organizational characteristics on the quality
and outcomes of child welfare services (e.g., Aarons and Palinkas 2007; Glisson
and Hemmelgarn 1998; Yoo et al. 2007). The work of Glisson and others (e.g.,
Cahalane and Sites 2008; Glisson et al. 2008b; Mallak et al. 2003) has demonstrated
the profound impact of organizational culture and climate on commitment and job
satisfaction within the workforce and on the successful implementation of service
programs and practices (e.g., Hemmelgarn et al. 2006; Glisson et al. 2008a).

Successful child welfare organizations devote attention to the structural context
in which the work of the organization takes place. This requires a focus on the inter-
nal functioning of the organization, such as working climate, communication pro-
cesses, leadership and authority, problem solving, strengths, and limitations. It also
means that the organizational leadership team must make a commitment to ongoing
improvement and change. Huse (1978), Jackson (2006), Marguiles and Raia (1972),
and other scholars have described this focus on planned change as organizational
development. In applying an organizational development framework to child wel-
fare services, Curry et al. (2011) note that using behavioral science knowledge can
enhance an organization’s effectiveness and efficiency.

This chapter describes a practice model for promoting organizational effective-
ness within child welfare agencies. The approach draws from applied work in orga-
nizational development, performance management, quality improvement,
organizational learning, and leadership to delineate a set of key strategies designed
to enhance agency functioning, capacity, and ability to meet client outcomes.
Defined globally as organizational effectiveness (OE), the model provides a system-
atic approach to continuous quality improvement that emphasizes learning by doing
at the team and system level of the child welfare organization. The approach involves
a sequential process of activities directed toward helping organizations leverage
their strengths, address areas where performance does not meet established goals,
and continuously improve across all areas of work (American Public Human
Services Association 2010, 2011).

Continuous quality improvement is an organizational process, a supervisory
responsibility, and a frontline service delivery skill that must be mastered. Expertise
in engagement, assessment, collaborative planning and decision making, facilita-
tion, and evaluation is essential in both micro and macro social work practice are-
nas. The parallels between intervention with individuals, groups, families, and
communities and the process of organizational effectiveness within child welfare
agencies will be presented through case examples.

Theoretical and Conceptual Framework

Organizational effectiveness interventions emanate from numerous conceptual
frameworks and theoretical approaches. Curry et al. (2011) observe that, while the
conceptual models most prominent in strategic organizational change initiatives do
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Table 11.1 Key concepts of systems theory

Open systems The flow of energy and exchange of information between the
system and the environment
Subsystems Interrelated parts or elements of the whole
Inputs and outputs The dynamic flow of energy and communication from (input) and
to (output) the environment or other subsystems
Boundaries The division or delineation between parts of a system or between
the system and the environment
Goal seeking The values, objectives, purpose, and function of individuals,
subsystems, and the larger system
Entropy, negative entropy, The tendency of a system to move toward deterioration and the
and differentiation counteracting forces toward growth and transformation
Dynamic equilibrium, The tendency of a system to achieve a state of balance among the
homeostasis, and system components
steady state
Roles and rules The predictable patterns of functioning among parts of the system

and the mechanisms to achieve the purpose of the system
Equifinality and multifinality =~ The achievement of results through many different conditions,
activities, and methods
Adapted from Holden and Holden (2000), Kast and Rosenzweig (1972), Netting et al. (2012).
Used with permission

not represent a unified theoretical approach, these models come from the related
disciplines of organizational science, behavioral psychology, and the systems concepts
adopted by both biological and social scientists. Several of these theoretical and
conceptual frameworks are briefly described in the following section.

Systems Theory, Cybernetics, and Systems Thinking

The formative work of Ludwig von Bertalanffy (1968) introduced general systems
theory (GST) as a framework for understanding the complex interactions between
multiple components of a structure or organism that are joined together through
relationships. A biologist by training, Bertalanffy proposed a theory to explain the
intricate behaviors and characteristics of systems that bridged biological and social
science. He emphasized that to understand phenomena, one must consider the inter-
related components of the larger system rather than looking at one part in isolation.
Many key concepts of GST have been described in the literature (e.g., von
Bertalanffy 1968, 1972; Easton 1965; Parsons 1951) and have been applied to busi-
ness and management in order to understand how organizations are structured, how
they function, and how they are maintained over time (Broedling 1999; Kast and
Rosenzweig 1972; Schein 1970). Several fundamental concepts of GST are
described in Table 11.1.

Early work in the social psychology of organizations (e.g., Kast and
Rosenzweig 1970, 1972; Katz and Kahn 1978) applied general systems theory to
the empirical study of human service organizations. Questions regarding the
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ability of organizations to meet the needs of clients led these early investigators to
consider issues such as how efficiently a system functioned, how it used its resources,
and how effective it was at benefitting the larger society. Broadly defined, behaviors
required for organizational effectiveness (OE) were identified as commitment,
dependability in role performance, and participation in innovation. These elements
of OE are present in contemporary approaches to human service program account-
ability, such as performance-based contracting that ties provider payment to child
and family outcomes (Hannah et al. 2010).

In application, GST and cybernetics (the study of feedback within a system) are
conceptualized as systems theory. Applying systems theory to child welfare ser-
vices allows for a greater understanding of why organizations function as they do;
of the dynamic interplay of individual, group, and organizational factors within sys-
tems; and of the connection between organizational performance and the quality of
services provided to individuals, families, and communities. Systems theory also
forms the basis for many models of family therapy, as well as the multidimensional
approach to assessment and intervention used by social work practitioners
(Hepworth et al. 2010).

The use of systems thinking to guide problem solving within an organization is
grounded in the principles of systems theory described above. It requires a shift in
thinking from linear causality (causality based in the individual) to one that consid-
ers the interactions of subsystems (the team, unit, workgroup, or department) and
the broader organizational context (the agency, community, and the larger sociopo-
litical environment). The literature on systems thinking is vast and can be found in
the disciplines of economics, education, engineering, evaluation, and physics
(National Implementation Research Network, n.d.). Just as social workers would
not think about working with a child without considering the impact that child’s
family, friends, and community have on the child’s day-to-day functioning, organi-
zations must be considered in a similar type of context.

Continuous Quality Improvement

Mary (2005) describes the movement across human services administration and
leadership toward the adoption of new management models that focus on processes
and results for clients. Management by objectives (MBO), total quality manage-
ment (TQM), continuous quality improvement systems (CQI), and results-based
accountability frameworks all have the common goal of increasing organizational
capacity and performance (Patti 2009; Hannah et al. 2010). Many of these
approaches use sequential steps or questions to implement and manage the quality
improvement process.

Although relatively new within the array of human services, continuous quality
improvement systems in the USA have their origins in industry and date to the begin-
ning of mass production efforts during the Industrial Revolution. Early work during
the 1930s introduced the Shewhart Cycle (Deming 1982), an approach to integrating
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Table 11.2 Core principles of continuous quality improvement

e Quality is a continuous effort by all members of the organization to meet customer needs and
expectations (Laffel and Blumenthal 1989)

» Customers are purchasers or recipients of the product of the organization

» Customers include every person or group, internal or external to the organization

* Top management must endorse and commit to the continuous improvement of quality

e All individuals want to perform to the best of their ability and will do so when given
appropriate resources and support

¢ Processes, not individuals, are the unit of focus

* Every individual must be dedicated to quality and assume a sense of ownership and responsi-
bility for success

* A multidisciplinary, nonhierarchical team with knowledge and authority to implement change
must be formed

Adapted from Decker (1992). Used with permission

new standards of quality also known as the plan—-do—check—act (PDCA) cycle. The
highly successful work of Deming and Juran in introducing quality improvement
methods to Japanese industry after World War II led to a resurgence of the CQI
movement within the USA. The core principles of CQI are noted in Table 11.2.

While widely accepted in industry, CQI principles and management systems are
not uniformly incorporated in all human service organizations, including child wel-
fare (Decker 1992). Quality assurance systems in child welfare have been adapted
from models in business and finance. An initial focus on compliance with federal
and state requirements led to a history of child welfare agencies focusing on achiev-
ing minimal regulatory obligations versus best practice standards. More recent eval-
uation and monitoring efforts have progressed toward measuring the process and
quality standards known to influence a broad range of child well-being outcomes.
Organizational capacity is recognized as a critical variable in leveraging child wel-
fare agencies toward more rigorous performance improvement and monitoring
(Wulczyn et al. 2009). A recent Information Memorandum (ACYF-CB-IM-12-07)
issued by the Administration for Children and Families provides child welfare agen-
cies with guidance to establish and maintain CQI systems (U.S. Department of
Health and Human Services 2012).

Organizational Readiness for Change

Implementing meaningful and sustained change within a system requires adapta-
tion at multiple levels of the organization. The literature on organizational readi-
ness for change provides a useful perspective and grounding for understanding the
complexity of adopting new ways of conducting business within child welfare
agencies. Based on the classic field theory of Lewin (1951), change within an
agency can be understood as the interplay between driving and restraining forces.
Further empirical work by Lewin and others (Lewin 1958; Schein 1987, 1992)
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identified three stages involved in behavioral change: awareness of the need for
change, development of new behaviors, and integration of these new behaviors into
everyday practice. These stages of readiness apply to both organizations and indi-
viduals. Studies by Prochaska and colleagues (e.g., Prochaska and Norcross 2010)
have illustrated stages of change among individuals seeking treatment for a range
of behavioral health problems. At the organizational level, the stages of change
readiness can be seen as agencies determine strategic priorities and work toward
quality improvement initiatives.

Subsequent scholars (Kelman 2005; Lehman et al. 2002; Fuller et al. 2007;
Saldana et al. 2007; Weiner 2009) added to the conceptual foundation of organiza-
tional readiness for change by describing the conditions important for change (e.g.,
motivation, resources, climate, staff attributes) and the shared commitment and con-
fidence necessary to implement new knowledge, skills, and innovation within an
organization. The work of the Society for Organizational Learning (Senge 2006;
Senge et al. 2005, 2008) identified factors central to sustaining change. These
include leadership, opportunities for skill application, and an agency environment
characterized by trust, support, and mutual learning.

Organizational Learning

Learning in an organization is a dynamic process that occurs over time as experi-
ence is converted into knowledge and that knowledge influences the cognitions,
practices, or performance of the organization (Argote and Miron-Spektor 2011).
Interest in organizational learning has increased over the past decade as teams and
organizations have become more cognizant of learning as a collective process that
occurs at the individual, team, larger group, and system level (Bunderson and
Reagans 2011). Researchers have approached the study of organizational learning
by measuring cognitions (e.g., McGrath and Argote 2001), behaviors (e.g., Huber
1991), and processes (e.g., Jackson 2006). Central to any organizational change as
aresult of new knowledge and experience is the context of the learning environment
itself. Factors such as agency climate, the degree to which creativity and motivation
are supported, how knowledge is retained, and the mechanisms for transferring new
learning to practice all impact learning within an organization.

Learning Circles: Practice-Level Organizational Change

The creation of Learning Circle teams in child welfare agencies is an approach
for bringing supervisors and workers together in a participatory problem-
solving process and is one component of a larger organizational change initia-
tive. Teams build a learning culture through biweekly meetings over the
course of a year that focus on improving practice, organizational climate, and
outcomes. Learning Circles are useful in building supervisory skills and in
establishing an organizational culture of learning through experiential, applied
approaches to best practice at the team level (Brittain and Morales 2010).
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Experiential Learning

Experiential learning theory emerged from the works of Dewey, Lewin, and Piaget.
Lewin’s model of action research emphasized the importance of concrete experi-
ences and feedback processes for goal-directed learning. Dewey explicitly noted
that learning is developmental in nature and emphasized the integration of ideas,
experience, and action. Piaget’s cognitive development theory identified stages of
cognitive growth and the processes that shape adult learning. Taken together, these
theoretical foundations form a holistic model of experiential learning (Kolb 1984).

Experiential learning theory operates from the assumption that learning is a con-
tinuous process in which knowledge is created through experience (Kolb 1984).
Kolb and colleagues (Kolb et al. 2001; Mainemelis et al. 2002) posit that individuals
learn best through a cycle of experience, reflection, thought, and active experimen-
tation. Experiential learning is closely aligned to the concept of “learning by doing”
(Arrow 1962), a process first described in economic theory to explain innovation
within a workforce. Kolb’s (1984) typology of individual learning styles added to
this body of knowledge regarding the acquisition and use of new information and
technology by workers within an organization.

Empowerment

Principles of empowerment theory are found at both the individual and organiza-
tional levels. Zimmerman (1990) describes individual empowerment as including
participatory behavior, motivations to exert control, and feelings of efficacy.
Organizational empowerment is characterized by shared leadership, opportunities
to develop skills, and effective community influence. Community-level influence
encompasses the opportunity to participate in decision making and tolerance for
multiple perspectives and solutions. In social work practice, empowerment is opera-
tionalized as the ability of individuals to control their environment, connect with
resources, and negotiate problems by mobilizing strengths and addressing structural
inequalities (Gibson 1993). The underlying principles of empowerment are appli-
cable to practitioners working in child welfare agencies and their ability to impact
organizational change, supervisors working with their staff, and to clients served by
the child welfare system.

A Model for Organizational Effectiveness in Child Welfare

Child welfare agencies are organizational systems comprised of a number of
dynamic and interrelated parts. Thinking about the child welfare agency from a
systems perspective is analogous to the social-environmental view that guides social
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work practice with families. Rather than focusing on individuals in isolation, family
systems interventions emphasize the interdependency of family members and their
community context. As multidisciplinary team members and leaders in child wel-
fare agencies, social workers are positioned to apply the principles of systems think-
ing to their work environment. Organizational effectiveness strategies build on
systems theory by applying the principles of systems thinking to agency practice
improvement efforts.

Drawing from successful business strategies and systematic methodologies used
in corporations (e.g., Antony and Banuelas 2002; Collins 2001; Goleman 2000,
2004; Harry and Schroeder 2000; Kwak and Anbari 2006), the American Public
Human Services Association (APHSA) developed an organizational systems model
for facilitating a continuous quality improvement process within child welfare and
other human service organizations. The model defines the following interconnected,
moving parts of an organization:

o Strategy: the aim of the organization, shared and seen as important by staff and
stakeholders external to the organization

* [Inputs: resources put into the organization to achieve the strategy

» Performance capacity: the organization’s ability to advance toward outcomes
using available resources

e Performance actions: activities of the organization toward outcomes

e Qutputs: results of system performance

e Qutcomes: changes in lives as a result of system performance

e Feedback from the environment: feedback from clients, staff, partners, other key
stakeholders, and the community about how well the organization is achieving
its desired outputs and outcomes

Each component of the organizational system must be interconnected with oth-
ers in order to achieve desired outcomes.! A strategy defines the desired outcomes,
and the achievement of those outcomes is measured through feedback. Feedback
creates the opportunity to evaluate achievements and is used to identify areas need-
ing improvement if the outcomes are not being attained.

The diagram below illustrates the organizational systems model (Table 11.3).

Ideally, strategy drives the system (i.e., what the agency wants to achieve and the
development of resources, capacity building, and programs). In “real-life” practice,
however, many external demands impact the child welfare system and influence
changes in strategy. Policy changes involving safety assessment, for example,
necessitate a new or revised strategy and a modification in inputs, capacity, and
performance. A reduction in resources may also drive a change in strategy; for
example, there may be staffing changes as a result of hiring freezes or the elimina-
tion of positions because of budget cuts. Agency leaders must be prepared to adjust
some of the goals in their strategy based on changes in workforce capacity.

! Outputs and outcomes are distinct entities that are sometimes confused. An example of an output
in child welfare service is the number of child and family visits that a worker performs; the out-
come of those visits is whether the child is safer as a result.
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Table 11.3 Defining the organizational system

| STRATEGY

Vision, mission, values, desired goals, objectf action and
plans, major initialives
INPUTS PERFORMANCE PERFORMANCE OQUTPUTS
(Resources) CAPACITY ACTIONS
What goes info the | Capacity that the system has to Activities of the system The results of sysfem
system: advance loward outcomes using | towards oulpuls and | p -
people available resources - Whal the - What the syslem does: | What has been
materials System can do: Servicos defivery accomplished through
equipment Workforce capacity Product development | agency activities
finances Budgetfiscal capacity Internal meetings |
Trust
Values OUTCOMES
Data and analysis y
Support function capacity How lives have changed as
Service design a result of system
performance -
What is observed or
expressed by those touched
by the system

FEEDBACK FROM THE ENVIRONMENT
mawmmmmwamafmwmdmmrmmwmmm:amsmrs.pemmma
and k comes from all those louched by the system clients,

other service providers, staff, mdb@slam atl all levels.

© 2009 American Public Human Services Association. All rights reserved.

Printed with permission. © American Public Human Services Association 2010, 2011. All rights
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The seven interconnected parts of the organizational system contain within them
many discrete tasks involving individual and group areas of work. Strengths are
areas in which the agency has expertise, experience, knowledge, and skill to achieve
the strategy. These can include strong leadership, the caliber of staff, community
support, and recognized expertise in a certain service or program. Challenges are
conceptualized as “gaps” which may reflect underdeveloped skill in agency man-
agement, less than optimal communication among staff, lack of resources, an atmo-
sphere of distrust, or external relationships that have not been cultivated and that
impact the ability to achieve desired outcomes.

The goal of OE is to help an agency create alignment of inputs, capacity, and
actions with their strategy; leverage their system strengths; close their gaps; and
continuously improve across all areas of work. Alignment with agency strategy is
critical; it is not sufficient, for example, to have an abundance of resources if they
are not configured to support the agency’s core mission. A full staffing complement
cannot produce good outcomes if that staff is not prepared to perform to the strate-
gic goals of the organization, and having too few exceptionally performing staff
does not allow for larger systems impact.
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Components of an Organizational Systems Assessment

Reflective and Critical Thinking

The concept of reflective thinking was introduced by Dewey (1933) to describe
learning that arises from the active consideration of ideas, meanings, and possible
outcomes. Reflective thinking is often used synonymously with the terms “critical
thinking” and “problem solving,” although there is a distinction between these con-
cepts. Reflective thinking involves persistent questioning of assumptions, values,
and alternative explanations, while critical thinking leads to decisions and next
steps. Much as organizational leaders can benefit from reflective and critical think-
ing, this process also supports the exploration of solutions with individuals and
families in casework practice.

Organizational effectiveness interventions begin by engaging teams within an
agency in reflective thinking about the agency as an organizational system. Using a
basic set of questions to conduct a high-level assessment, teams gain a clear view of
their agency: its current state, desired state, significant strengths and gaps, and key
strategic priorities for reaching desired outcomes. Critical thinking helps an agency
move systematically toward solutions and decide where to pursue continuous
improvement. Targeted improvements can be small or large in scale. A broad-based
approach is recommended for an agency seeking to drive comprehensive system
reform that fundamentally changes the way the organization serves clients (i.e.,
services integration). A targeted approach directs continuous improvement in par-
ticular areas that have persistently needed improvement and/or have high endorse-
ment (“buy-in”) from staff and external stakeholders.

Many times change in child welfare systems is driven by crisis. Unfortunate
circumstances such as a child death, a lawsuit, or less than optimal performance in
a federal services review can precipitate a closer look at a child welfare agency’s
operation. These crises offer an opportunity to connect the benefits of OE interven-
tions to the child welfare system. The use of reflective and critical thinking allows
for a solution-focused process that is not centered on blaming individuals, finding
scapegoats, or assigning punishments. Rather, the focus is on seeking systemic root
causes for gaps and supporting improvements that limit the potential for future
occurrences of the problem. Organizational effectiveness strategies can be used to
address real-world problems for the child welfare agency in real time.

Regardless of a broad-based or targeted approach, reflective and critical thinking
engages an agency in a systemic and systematic assessment of the following areas
of work:

¢ Vision, mission, and values

* Environmental challenges and opportunities

* Client analysis and desired practice model

* Desired organization structure, culture, and leadership
e Organizational strengths, gaps, and capacity to change
e Strategic goals, objectives, and initiatives
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* Major projects or work plans and commitments
e Performance measures, timeframes, and governance

Applying Reflective and Critical Thinking: A Case Example

After assessing each of the seven components of their organizational system, a child welfare
agency came to the realization that although they were competent or above in many areas
of performance, their overall family and child outcomes were not meeting quality stan-
dards. This was because their resources (inputs), design of services (performance capac-
ity), and delivery of services (performance actions) were not connected by a well-defined,
clearly articulated strategy for staff. While the agency had what looked like a strong
training department, it was not designed to train staff to perform to the vision of leadership,
resources were not utilized in the best way to achieve that vision, and actions by staff were
not fully aligned to agency goals. This affected performance outcomes and outputs.

To correct this and to begin the process of having the whole staff think systemically, the
agency developed a child welfare practice model that described the values of the organiza-
tion and outlined the skills needed to achieve standards of practice. The agency then moved
forward with redesigning its training unit to help staff develop the skills needed to achieve
the strategy (performance capacity). Further, the agency committed resources (inputs) with
a specific goal of achieving the outcomes of the practice model, including the development
of staff with organizational effectiveness skills. Finally, the agency committed to continu-
ously improving the specific behaviors (performance actions) of staff by working with
supervisors to demonstrate the values and skills outlined in the practice model.

By engaging in systems thinking, the agency began to perform more systemically, starting
with an organizational strategy and then connecting the rest of their work to that strategy with
the goal of improving outcomes for the children, youth, families, and communities it served.

Reflective Thinking Questions

e Can you think of a time when you engaged a family in overcoming chal-
lenges by identifying strengths and supports for their family system? How
did reflecting on the entire family system—including resources, family,
friends, churches, and community groups—support the family with their
challenges? How might this “systems thinking” be applied to a child wel-
fare agency?

* In looking at the organizational systems model, how do you think child
welfare agencies might better address the challenges faced by individuals,
families, and communities?

Readiness for Change

An individual or group’s readiness for change will impact how fast they can change,
how many things they can change at once, and how much support they’ll need in
making a change. In social work practice, an assessment of readiness helps to
inform initial goal setting and case planning. This is parallel to when a caseworker
engages a family in safety planning by exploring a continuum of risk and safety
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factors to identify strengths and areas of concern for the family that will lead to a
plan for assuring child safety. Essentially, social workers are assessing the family’s
capacity to provide for the safety of their child. If that capacity is low or the child is
not safe, they must assess the family’s “readiness for change” in order to success-
fully develop and implement a plan with the family. Similarly, child welfare organi-
zations, like individuals and families, must be ready to take on the changes needed
to improve their overall effectiveness and service outcomes. In assessing readiness,
both strengths and challenges are recognized. Readiness capabilities, such as moti-
vation, cooperation, open communication, and trust, can be used to overcome barri-
ers. Because the values and practices of OE and child welfare are closely aligned,
organizational interventions and direct work with children and families can be
viewed through similar lenses. Both seek to “meet clients where they are” and start
with the principles of engagement and an assessment of readiness for change.
Clients (organizations or children/families) are helped to fully recognize and under-
stand their situation and their larger context before moving forward.

Plans are most effective when readiness is assessed prior to their development.
Readiness issues may also arise during implementation, or at the completion of a
continuous improvement project, and should be dealt with at that time. The “Readiness
Assessment Tool” (American Public Human Services Association 2011) has been
used successfully to help agency leaders and staff identify areas of strength, prioritize
areas for continuous improvement, and determine gaps in performance. The factors
of system readiness for change identified in the assessment are shown in Table 11.4.

The Readiness Assessment Tool can be particularly helpful for determining if
any foundational issues need to be addressed prior to implementation of plans. For
example, an agency initiative may be dependent upon a technical infrastructure that
is not fully developed, such as data and information technology. In order for the
larger change initiative to be successful, that infrastructure must be prioritized.
Readiness assessment is a precursor to organizational effectiveness intervention and
informs decisions regarding how fast to drive a continuous improvement project,
how much improvement work to take on at once, and how much support executive
leaders and continuous improvement teams will need.

Applying Readiness for Change: A Case Example

A midsize child welfare agency used the Readiness Assessment Tool to identify the focus and
general approach to an organization-wide, multiyear effort to improve the agency’s culture.
A team of supervisors, along with teams from five other state and local agencies, participated
in a four-session, 8-month learning-by-doing institute to apply national guidance in driving
continuous improvement. The team reflected on organizational readiness to identify areas in
which the agency was generally strong and not as strong. The gap areas the team identified
included teamwork across divisions, communication, and decision making. The team decided
to focus on improving organizational culture in order to work more effectively across depart-
ments in delivering services to clients, recognizing that if the organizational culture was not
first improved, plans for improving teamwork, communications, and decision making would
ultimately not succeed as the environment would not allow for positive change.

The team used the readiness tool to identify what it would focus on and how it would go
about its work. The team provided behavioral descriptors in recommending a focus on
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Table 11.4 Factors of system readiness for change

Organizational readiness

Performance history

Momentum for system improvement
Organizational climate

Organizational posture related to continuous improvement

Clarity of roles and responsibilities

Leadership readiness Expectations of the organization from leadership

Posture toward obstacles

Posture toward feedback

Decision making

Time for continuous improvement efforts
Leadership stability

Staff readiness Expectations of the organization from staff
Employees’ attitudes toward their work and clients
Teamwork
General capacity to improve Aim of the organization (strategy)
and innovate readiness Data/information technology

Communications/public relations

Strategic support functions (human resources, training/staff

development, policy, budget/financial management,
development/fundraising, quality assurance)

Resources Staff time

Shifting of line items in existing budget
Third-party funding

Printed with permission. © American Public Human Services Association 2011. All rights reserved

organizational culture to their executive team. Once its recommendation was accepted, the
team drew upon its readiness assessment in deciding to use staff focus groups to define what
“culture” specifically meant for them, what the desired culture would be, and what their cur-
rent strengths and gaps were in respect to that desired culture. This approach contrasts with a
“business as usual” approach which would have seen the team itself defining culture with
input from executive sponsors or for the sponsors or an outside consultant to define it for them.

Reflective thinking using the readiness model guided the team in defining areas for
continuous improvement and determining an approach to assessment that laid a foundation
for successful, sustained improvements. One year later; the agency reported increased col-
laboration between departments, greater consistency across the agency in the way work is

done, and improvements in its internal and external performance measures.

Readiness for Change: Reflective Thinking Questions

e Can you think of a time when you worked with a family that demonstrated
a low readiness to make changes to assure the well-being of their child?
What strategies did you employ to engage the family in planning for their
own needs, as well as those of their child? How might these lessons be
applied to your work in the child welfare agency?

* How can an assessment of readiness factors be used to support an agency in
making forward movement when leading continuous improvement projects?

* How can an understanding of readiness for change assist you in preparing
to supervise staff, manage a department, or lead an agency initiative?
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Participation and Structure for Change

Social workers in child welfare settings routinely engage families, as well as others
important in the family’s social network, to facilitate problem solving and planning.
Engagement and intervention approaches, such as such as Family Team Conferencing
and Family Group Decision Making (see Chaps. 3 and 5), share common elements
of participation, voice, and collective decision making. This same practice philoso-
phy also guides organizational effectiveness work by acknowledging that collective
input by those most impacted by the continuous improvement plan generally leads
to solutions that are more effective and will enjoy greater commitment and follow-
through by the participants.

Generating the expertise, buy-in, and ongoing support needed to make positive
changes within an organization requires involving people who have an in-depth
understanding of the agency and a sense of ownership for its mission and goals.
Empowerment for organizational effectiveness work occurs when the executive
leadership in an agency establishes clear boundaries, direction, and support for the
change efforts at hand. The executive team of the agency functions as the “sponsor
group” and is tasked with defining the higher-level vision, specific priorities, and
outcomes for the continuous improvement efforts.

Child welfare practice and the organizational effectiveness approach both
embrace participation and empowerment as core values. This consistency of values
differentiates the approach described here from continuous quality improvement
(CQI) initiatives that use outside observers to make recommendations based upon
their own experiences and not the experiences of the agency members and clients.
In OE, the values of participation and empowerment are reflected in three organi-
zational roles that individuals perform in teams: sponsor groups, continuous
improvement teams, and work teams. Although each of the roles is distinctive,
membership on the teams is fluid, and oftentimes individuals participate in more
than one group or team. This is particularly the case in smaller child welfare
agencies.

As the sponsor group, the executive management of the agency sets the
parameters for the quality improvement work, participates with staff in defining
goals and objectives, and establishes the ground rules for working together. The
sponsor team also gives work groups authority for problem solving and provides
the resources (time, structural support, policy, training, data, technology) needed
for the CQI project. The terms and conditions of the work are formulated into a
written document known as a project charter. The charter serves as a project
management tool and reference for approval. When the scope of work is clear,
resources are allocated, and timelines are delineated; groups can then generate
innovative solutions with the confidence that they will be supported by those in
authority.

A continuous improvement (CI) team assumes hands-on responsibility for the
improvement efforts and should include those whose expertise and buy-in are
needed for the change effort to succeed. Usually consisting of 10—15 members
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drawn from all major departments and across staff positions, the CI team has pri-
mary accountability for implementing, monitoring, and sustaining the improvement
effort. CI teams make recommendations to senior leaders, oversee work teams, and
model continuous improvement work for others in the organization. In smaller orga-
nizations, a CI team can consist of three to five members.

A work team is focused on a particular area of improvement and works within
a specified timeframe. Work teams are formed when the CI team identifies a par-
ticular area for which a new product, policy, or work process is needed. They are
typically chartered by the CI team, and members are responsible for implementa-
tion and follow-through on specific commitments. The formation of sponsor
teams, CI teams, and work teams promotes inclusion of all levels of the organiza-
tion and helps in creating system-wide support for new ways of providing
service.

Applying Participation and Structure for Change:
A Case Example

A large, urban child welfare agency developed an enhanced practice model based on
principles of teaming and family engagement. As the agency moved forward to implement
its new and improved model for practice, it soon realized that it had not established a
structure for implementation. As a result, the new model initially resulted in very slow
progress and, in some cases, was even counterproductive. Different supervisors and case-
workers were interpreting the family teaming practices in their own ways with little direc-
tion or support, and some were making no changes at all. A number of agency staff were
not even aware that a new model for practice had been created and were therefore in no
position to lend their support. Stakeholders such as community advocacy groups and the
court system were confused about the intentions of the rumored changes. Agency leader-
ship became frustrated that staff was being resistant to change and progress, while staff
became frustrated that no one seemed to take into account the time and training required
for implementation to occur.

The agency leadership realized that they needed an organizational practice model that
was parallel to the child welfare practice model they had just designed. As the sponsor
group, the executive director and agency managers set the guidelines and worked with staff
to define the goals and objectives for the project. They proceeded to form CI teams that
included representatives from administrative support, contract management, and human
resources, as well as community members, the court, and private service providers. Specific
work teams were eventually formed to develop new policies, procedures, multidisciplinary
training plans, and transfer of learning activities to support the desired practices. Over
time, the agency began to strengthen both its internal and external “family engagement”
capacity and performance. Teaming began to be implemented more consistently within the
agency, and there was a unified practice approach among the supervisors that served to
reinforce the principles of teaming and engagement for the frontline staff. Community pro-
viders were included in the development of policies and procedures that impacted their
work with the child welfare agency, and cross-training was provided to agency staff and the
community partners.
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Farticipation and Structure for Change: Reflective Thinking Questions

e Can you think of a time in your agency when a decision was made or a
problem was addressed but those most impacted by the decision were not
participants in its creation? What happened as a result? Was the decision or
solution the best one possible? Was there sufficient support for the decision
or solution for it to be effectively implemented? Did it achieve its
objectives?

e Are group decision-making approaches always needed? Are there times
when the required expertise and required buy-in for a good decision are
very limited?

o If you were part of a family that was seeking help, and you were engaged
by a social worker who involved you directly in decision making that
resulted in a plan that you felt made sense, would you be more likely to
follow through on it? What might be different if the social worker told you
what to do without your input?

Active Problem Solving/Systematic Learning by Doing

Adults learn and grow by applying well-ordered critical thinking techniques to solv-
ing their real-world problems. When they do so, they find great benefit in recognizing
both task- and relationship-oriented reasons for their problems as well as in the ways
to solve them. Research on adult learning suggests that the best way to strengthen
professional skills and performance for frontline practitioners and agency leaders is
through immediate application of new concepts and techniques to real work chal-
lenges (Antle et al. 2008; Kolb et al. 2001; Mainemelis et al. 2002). Many state child
welfare training systems include comprehensive transfer of learning support to assure
opportunities for on-site application of knowledge and skills (See Chap. 8). The use
of coaching, mentoring, and guidance to encourage and reinforce learning is sup-
ported by implementation science research showing the increased effectiveness of
training combined with transfer of learning compared to standard training alone
(Fixsen et al. 2005).

Experiential learning researchers have found that adults learn best by having con-
crete experiences and reflecting on the results (see Mainemelis et al. 2002). These
reflections allow learners to identify where they did and did not achieve desired
results and think about how to approach similar experiences more effectively in the
future. Organizational effectiveness practices apply principles of problem solving,
experiential learning, and systematic “learning by doing” (Arrow 1962) by engaging
agency work teams in a process of exploration to identify challenges they face in the
workplace, potential solutions, and the pathways to enhance service outcomes.

Informed by adult learning research, APHSA developed a systematic approach
to staff development that is based on applied learning by doing. The following
are core elements of this facilitated approach for engaging work teams in prob-
lem solving by using their individual and team knowledge and experiences.
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These elements are applicable at the organizational level, the supervisory level,
and the casework practice level:

*  Working directly with intact teams who perform together day to day

* Building safe, high-trust, team-oriented learning environments

* Encouraging teams to tackle real-life challenges through creativity and
experimentation

» Facilitating continuous improvement for aspects of performance of greatest sig-
nificance to the teams themselves

* Building the capacity of participating teams to handle new and emerging chal-
lenges as an ongoing way of doing business

» Using participants’ expertise and insight about their own challenges to determine
which interventions to introduce and when to introduce them

» Using an organizational needs assessment to determine developmental priorities
in alignment with organizational goals and objectives

e Measuring success by identifying concrete improvements to learners’ perfor-
mance on the job and to the lives of the organization’s clients

As in child welfare practice, this systematic, learning-by-doing approach is
designed to help in real situations and uses planning techniques such as benchmark-
ing and setting deadlines to support achievement. Monitoring is used to maintain
accountability and progress toward outcomes.

DAPIM ™: A Method for Promoting Organizational Learning
by Doing

We now describe the “DAPIM™” model (APHSA 2008), a systematic approach to
organizational effectiveness developed by APHSA that enables work teams to drive
continuous improvement using learning-by-doing methodology. This approach
resembles the total quality management framework successfully used in industry
(Harry and Schroeder 2000) and the classic plan-do-check-act (PDCA) cycle devel-
oped by Shewhart and Deming (Deming 1982). DAPIM™ involves defining prior-
ity improvements in operational terms; assessing specific and observable strengths
and gaps and identifying root causes and general remedies for priority gaps; plan-
ning quick wins, midterm improvements, and longer-term improvements; imple-
menting action plans while managing communication and capacity; and monitoring
progress, impact, and lessons learned for accountability and ongoing adjustments.
The process is best conceptualized as a continuing cycle of quality improvement,
not as a series of linear stages with a beginning and end.

The diagram below demonstrates how the model operates, with each step of
DAPIM™ resulting in specific and unique work products. A brief description of
each step in this ongoing process follows. We first apply the DAPIM™ model to
organizations and then apply these same concepts to direct practice, illustrating the
parallel processes that take place in organizational effectiveness and in practice with
children and families receiving child welfare services.
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DAPIM™
Work Products

Work products — baseline surveys and
measures, alignment notes, initial feelings,
ground rules, defined areas for improvement

‘Work products — monitoring Weork products — findings:
quick wins and other changes, pe'fnmame strengths and gaps, root causes

and of & CapacIty and general remedies

progress and impact

Work prod: —=team e Weork products- quick wins, mid- and leng-
action plans, charters for working term imp t plans, icati
teams, communication efforts and capacity plans
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Applying the DAPIM "™ Approach to Organizations
Define

Defining the aim for improvement is the first step. Teams first define what they are
going to focus on in observable, measurable terms, in line with the agency’s core
mission and strategic priorities. Defining a team’s aim provides a clear, defined, and
agreed-upon goal. Similar to the elements of effective service planning with chil-
dren and families, goals should be specific, concrete, and behaviorally defined. By
focusing on a common definition of the areas to target, teams can minimize any
bias or prejudgments that might otherwise serve as barriers to good solution-
focused planning.

Assess

A comprehensive appraisal of the agency’s current state in comparison to the desired
state is the next step in the process. Strengths and gaps in services, practices, and the
organization (i.e., communication, staffing, policy, resources) are identified, and
priority areas needing improvement are determined. Assessment results in specific
and observable findings about the current situation (both strengths and gaps) that the
team would like to improve. Because team membership consists of individuals from
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various levels of the organization and across departments, a holistic set of findings
is developed that does not include only one perspective. Teams analyze and monitor
their findings for improvement over time.

Building the Bridge to Planning: Root Causes and Remedies

Once teams are confident with the findings, they build a bridge from assessment to
planning. This work involves group input, brainstorming and dialogue to determine
the priority order of identified gaps and root causes of gaps, and general remedies to
address the root causes. Root causes can be identified by continually asking “and
why is that?” until actionable remedies for the problem emerge. Group input in
determining the level of importance for each identified need enables the agency to
approach the CQI efforts in a thoughtful manner and is likely to yield the best
results for sustained improvement.
General remedies typically take one of three actionable forms:

1. Recommendations: remedies not in the team’s control that must be referred to
others in the organization for consideration

2. Decisions and commitments: remedies within the team’s sphere of control that
will allow for relatively easy implementation and advancement of the work

3. Team activities: remedies that require development of new tools and/or processes
to implement and may involve chartering a work team or committee to gather
additional information or advance the work

Using these general remedies as a guide, root cause analysis that drives planning
ensures that time, energy, and other resources are targeted to address fundamental
causes for gaps, not just to respond to symptoms of bigger and more important issues.
Teams are challenged to think along two dimensions in the root cause analysis: the
task dimension (how the work of the organization gets done, policies, procedures) and
the relational dimension (group interactions, behaviors, communication, trust, power).

Plan

Planning begins after the root causes of gaps, their remedies, and prioritization for
work have been established. There are essentially three types of continuous improve-
ment planning: “quick wins,” midterm improvement plans, and long-term improve-
ment plans. Quick wins are changes that can be implemented immediately to resolve
crises or pressing issues and generate energy and capacity for longer-term efforts.
These immediate solutions are symbolically powerful and can build involvement
and trust that lays a foundation for longer-term planning.

Midterm improvement plans include areas that can be changed within the next
30-90 days, and longer-term plans target changes over longer periods of time. Mid-
and long-term improvement plans must be easily linked to the definition of the
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problem(s) to be solved and the root causes for those problems. The focus during
these phases of the CQI effort is on building sustainable change and increasing the
agency’s capacity for problem solving. These planning strategies parallel those used
in direct work with children and families. To facilitate a meaningful change process,
social workers function as coaches by helping clients set reachable goals, take small
steps, and build skills over time to meet future challenges.

Implement

After solid written plans have been developed, the implementation phase begins.
At this step, the team and broader organization take increasing ownership of
improvement efforts. Team members and others who are involved in implementa-
tion activities complete tasks specified in their plans and practice new ways of inter-
acting, providing service, and connecting with outside resources. Implementation is
usually thought of as actually doing the work of the CQI plan. It also, however,
involves identifying barriers that prevent the team from succeeding and adjusting
the improvement plan as work is completed and/or circumstances change. Changing
circumstances are identified through monitoring (described below). Implementation
and monitoring operate together as mutually reinforcing processes.

Monitor

Monitoring focuses on accountability and continuous adaptation based on what has
been learned through the CQI work. Monitoring is accomplished through both
qualitative and quantitative means and should bring focus to how the agency is
changing as it moves toward its desired future state. Team members can determine
how they are progressing and what shifts in tasks and relationships are occurring as
they begin to improve their capacity, performance, and impact on others. Through
careful review of what went well, what didn’t go well, and what should be done
differently, agencies are able to adjust their improvement plans and learn from
experience. Effective monitoring considers both plan progress and the impact of
changes compared to what was expected, ensuring that both outputs and outcomes
are considered. Quantitative data (e.g., length of time in care, exits to permanency,
reunification rates) and qualitative observations (e.g., interactions among co-work-
ers, coaching, teaming) should be collected and documented.

Monitoring also includes acknowledging the progress that is occurring. When
accomplishments are recognized and celebrated within the agency, a culture of suc-
cess and positive reinforcement is created. Ultimately, monitoring can serve as a
motivator within the agency. Systematic monitoring measures the impact of actions
from the continuous improvement plan to know what efforts have been successful,
what objectives have been achieved, and what remains to be accomplished.
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Applying the DAPIM™ Approach to Direct Practice
Define

In direct practice, the definition of problems and development of goals that are mean-
ingful to the client form the foundation for solution-focused work and a context for
change (Berg and Kelly 2000). Problems must be identified collaboratively, be
defined clearly, and have relevance to a client’s daily life. Selekman (2010) notes that
properly defining the problem at the outset is just as important as finding its solution.
Solution-based casework models (e.g., Antle et al. 2010, 2012; Barbee et al. 2011;
Christensen et al. 1999) start with a detailed definition of the problem, requiring
caseworkers to identify when the problem occurs, who is involved, who does what
and when, what occurs prior to the problem, and how problem behavior is defined.

Assess

Multiple life domains must be considered in order to accurately identify the needs
of children and families who are referred for child welfare services. First and fore-
most, the current safety and risk of future maltreatment requires rapid assessment
when children are referred for suspected abuse and neglect. A number of standard-
ized decision-making tools have been developed to determine the presence or immi-
nent likelihood of harm (e.g., Children’s Research Center 2008; Coohey et al. 2013;
Johnson 2011) and are used widely. Beyond the initial determination of child safety
and risk, caseworkers must also consider a multitude of life circumstances and sys-
temic factors that impact the child and family, such as poverty, oppression, sub-
stance abuse, mental illness, intimate partner violence, and traumatic events.

A thorough assessment of needs and capabilities requires the caseworker to con-
sider the developmental, educational, social, and cultural dimensions of the child
and family in order to develop a strategy for intervention. The assessment is also
informed by the family’s history and psychosocial context, including previous expe-
riences with child welfare services, the presence of protective capacities and
strengths, and community supports. Lietz (2009) notes that caseworkers must often
reconcile conflicting information in order to integrate a multitude of details and
develop a logical and well-informed plan of action.

Plan

The child welfare system has moved away from deficit-based practice approaches
that view families as the problem and toward strength-based approaches that view
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parents as a primary part of the solution and as experts in defining their own needs
and those of their children (Center for Human Services 2009). Family teaming mod-
els (e.g., Family Group Decision Making, Family Team Conferencing, Team
Decision Making) are one approach used by child welfare agencies to actively
engage families in case planning and decision making (see Chaps. 3 and 5). These
approaches to practice encourage families to take more active roles in the develop-
ment of their case plans and in determining the path for accomplishing their goals
(U.S. Department of Health and Human Services 2010).

Implement

Caseworkers provide support to children and families as they put behaviorally spe-
cific plans into action. Targeted areas often include improving child supervision,
assuring safety within the household, enhancing positive communication, and pro-
moting skill in managing everyday life situations. Individuals and families are
helped to meet challenges and develop new ways of problem solving, as well as
recognize skills that may have been untapped. Caseworkers assist children and fam-
ilies in recognizing obstacles and barriers to progress and developing alternative
ways to solve problems (Antle et al. 2010).

Monitor

Work with children and families requires frequent adjustments of service plans over
the course of time. New or revised goals often arise from challenges, unanticipated
events, or changing conditions. By revising plans at every contact, child welfare
workers can make interventions with children and families responsive to real-life
needs. Recognizing and celebrating success is a key element of monitoring. Child
welfare clients, as well as caseworkers, can often become discouraged by the nature
of the problems they are addressing. By paying attention to small signs of progress,
children, families, and caseworkers reinforce a focus on solutions and change.

Applying the DAPIM™ Approach: A Case Example

A county Department of Human Services (DHS) system implemented a cross-system, on-
call crisis service to meet the needs of the community outside of normal business hours. The
crisis service was designed to address an array of needs including child protection, aging,
Jjuvenile justice, behavioral health, and disability. After providing mandatory training, the
DHS director developed and implemented a system that was based on individual staff
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performing on-call duties for a week at a time. Management and frontline staff across service
lines voiced many concerns about the crisis system, and there was little consensus regard-
ing how it should operate. The director observed signs of low morale among the majority of
staff assigned to the on-call service.

The DHS director and the senior-level managers formed a sponsor group to define the
parameters for improving the crisis system. A CI team, composed of cross-system staff,
supervisors, managers, and the DHS director, was engaged in a learning-by-doing process
using the DAPIM™ approach. The team was given authority to problem-solve and define
changes for the crisis on-call system. A root cause analysis by the team identified problems
in communication, role identification, and knowledge of the various human service divi-
sions. Quick wins were implemented, such as upgrading the resource kit for crisis workers,
coordinating meetings with law enforcement, and developing protocols for each area of
service. The team developed a plan for implementing system improvements, including a
crisis on-call system manual and coaching provided by more experienced staff. Monitoring
mechanisms were put in place that included tracking not only the number of crisis calls that
were handled but also the outcome of the calls and the collaborative efforts between law
enforcement and the on-call crisis workers.

Focus groups were held with staff regarding their experience during on-call assign-
ments. These facilitated discussions focused on the workers’ comfort with procedures,
knowledge of resources for the service populations, and their experience with mentoring.
Supervisors and managers also participated in focus groups to offer their perspectives, and
a random sample of clients were asked about their experience with the crisis service.
Incremental improvements in the on-call system were highlighted publically across the
DHS organization and on the department’s website.

After implementing the revised procedures, staff reported feeling engaged in designing
and planning a system that met the needs of the community and addressed their concerns
due to the empowerment they experienced being involved in the process. The staff, manage-
ment team, and DHS director observed a higher level of support for the new system, includ-
ing improved collaboration with law enforcement. Staff and managers across the human
service organization reported being more comfortable and familiar with other departments.
Ongoing monitoring of the on-call system resulted in the systemic collection of outcome
data to measure the effectiveness of the service in providing timely and appropriate crisis
responses across the client populations. The problem-solving skills gained through the
DAPIM™ approach were applied to other improvement initiatives within the human ser-
vices organization.

Building the Evidence Base for Organizational
Effectiveness Interventions

The DAPIM™ model is designed to be flexible, and it is not yet known what effect
differences in the scope and focus of OE work might have on its effectiveness. The
identification of elements of the model that are associated with targeted organiza-
tional outcomes is a first step toward defining the processes necessary to imple-
ment the model with fidelity. Preliminary results from a national evaluation study
of the DAPIM™ model in public child welfare agencies suggest that the achieve-
ment of a range of organizational outcomes, including the attainment of short- and
mid- to long-range goals and increased functional capacity of the organization, is
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significantly correlated with several factors. These include higher ratings of initial
readiness to undertake OE work, the intensity and dosage of the OE intervention,
having monitoring procedures in place for improvement plans, high-quality facili-
tation and technical assistance, agency commitment of staff and resources, and
sustained leadership support for the OE work. Results also suggest that a support-
ive agency context is a key factor of the change process. Widespread endorsement
and participation of staff, open communication, clear roles, accountability, and a
culture that supports learning are essential elements of a supportive agency con-
text. Preliminary evidence also indicates that the higher achievement of goals
related to client outcomes is related to higher readiness to undertake OE work and
to having agency staff designated as internal OE facilitators (C.F. Parry, personal
communication, June 5, 2013).

Conclusions

Broader Implications of Organizational Effectiveness

Organizational effectiveness is a systemic and systematic approach to continuously
improving an organization’s capacity, performance, and outcomes for those it serves
(American Public Human Services Association 2008, 2011). A compelling aspect of
OE work is that it can be used to address real-world problems for child welfare agen-
cies in real time. There are several overall themes to consider when using the OE
approach to target organizational change. In conclusion, we summarize them here.

Organizational Effectiveness Is a Lens Through Which to Observe
Agency Culture

An OE approach becomes a “way of doing business” for agencies that employ it
over time. This way of doing business translates into an agency culture that can be
described as:

» Taking a systems view and thinking reflectively

* Focusing on readiness for change

* Emphasizing participation and empowerment

* Asserting clear and healthy boundaries

e Working systematically to continuously improve

* Learning by doing and solving problems proactively
* Emphasizing effective facilitation of groups

* Valuing support functions

* Balancing safety and accountability

» Evaluating for impact



282 P. Basso et al.

Organizational Effectiveness Is a Basis for Improving Training
and Quality Assurance Systems Design

While OE strategies and techniques, such as the DAPIM™ approach, serve to com-
plement traditional staff development and quality assurance approaches, they also
provide a basis for critically evaluating the strengths and gaps of those approaches.
Common improvements to these approaches that OE helps to identify include:

* Addressing all of the moving parts of the organizational system

* Clearly and operationally defining the desired future state

» Using root cause analysis to develop remedies for gaps in performance

* Gauging readiness for change when planning developmental efforts

* Engaging real-world teams versus individuals from them

*  Working through a facilitated learning-by-doing process

* Embedding reflective thinking and systematic critical thinking

e Concurrently building the capacity and performance of the training or QA
functions

* Focusing on outcomes and not outputs in program evaluation

Organizational Effectiveness Is a Basis for Improving Daily
Staff Supervision

While many of the OE strategies described above are used to implement continuous
improvement plans for the entire agency, or to improve the execution of a single
project, many of the principles can be used by supervisors as they work with their
staff each day. Examples of this include helping staff:

» Reflect on their work with a bigger picture perspective

e Connect their work to agency strategy and practice models

* Become more self-aware about their readiness for change

e Learn how to employ effective structures and processes

* Understand the broader culture within which they work

* Demonstrate a greater level of collaboration with others

e Operate with clear and healthy boundaries

* Make effective use of planning and monitoring tools

e Learn new things as needed and when they can be immediately applied

* Operate more in a learning zone versus a zone of anxiety, apathy, or comfort

e Respect the role of support functions and the help they can provide

» Focus on the impact of their efforts versus checking things off on a list

e Use mistakes or gaps in performance as a basis for systematic continuous
improvement

e Use DAPIM™ as a performance management process, allowing for a staff evalu-
ation process that focuses on improved performance without being blaming or
judgmental
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Organizational Effectiveness Is a Parallel Process with Effective
Frontline Practice

Throughout this chapter, the connection between OE interventions and the principles
of effective practice with children and families have been illustrated. Engagement,
empowerment, participatory decision making, problem solving, collaboration, and
continuous improvement are central elements of these macro and micro approaches
to best practice in child welfare. Organizational effectiveness and effective frontline
practice are not just analogous—they serve to reinforce and complement one another
as agencies build, test, refine, and implement their plans for continually improving
services, their capacity to deliver these services, the caliber of the staff they employ,
and the outcomes of the children, families, and communities they serve.

Questions for Discussion

1. Can you think of a time when you engaged a family in a learning-by-doing
approach? What strategies did you employ to engage the family in defining the
changes they would like to make and planning for their own needs? How might
these lessons be applied to your work in a child welfare agency?

2. How can the DAPIM™ approach to problem solving be used in your agency?

What challenges facing the agency can be addressed with a learning-by-doing

change strategy?

How might DAPIM™ be applied to casework supervision?

4. What are some of the ways that agency leaders can integrate organizational
effectiveness practices into the day-to-day work of child welfare staff?

(O8]
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Chapter 12
Managing for Outcomes in Child Welfare

Megan Good, Erin Dalton, and Marc Cherna

Abstract Child welfare organizations are increasingly held accountable for the
work they perform through the evaluation of performance data. Outcome measures
are designed to evaluate the result of a service or intervention, while process mea-
sures track adherence to critical procedures rather than focusing on the end result.
Without numbers, there is no objective method for knowing where to target quality
improvement efforts. It is by evaluating data that potential problems may be identi-
fied and analyzed to see whether or not there truly are problems that must be
addressed. Since numbers cannot tell the whole story, this information is supple-
mented with qualitative information such as subject matter knowledge and feed-
back, case file reviews, and interviews with clients and community stakeholders.

At the first mention of “outcomes” and “data,” some child welfare professionals
become wary. They may be uncomfortable with technology or data and fear that the
information that is collected and analyzed will not adequately represent the work
they do with children, families, and the courts. An additional concern is that the
nature of child welfare case management does not lend itself to outcome monitoring
because the situation of each child and family is unique, and child welfare staff have
no control over the issues and challenges that a family may have when they present
for service.

Child welfare services demand accountability, and in an increasingly data-driven
environment, staff of child welfare agencies are being held accountable to outcome-
based performance more than ever. Performance tools and data serve a purpose
beyond just reporting and monitoring. Data can be used to inform and improve
practice, with the ultimate result of improving outcomes for children. Agencies with
cultures that embrace continuous improvement and feedback from all levels of the
organization will be most able to utilize information to their advantage and respond
to changes in their environment.
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Introduction

Individuals and organizations are increasingly held accountable for the work they
perform through the evaluation of performance data. Measures are developed to
evaluate performance relative to both outcomes and processes. Qutcome measures
are designed to evaluate the result of a service or intervention (e.g., percentage of
youth reunified with family). Process measures are commonly lumped together
with outcome measures in everyday language, but they differ in that they track
adherence to critical procedures rather than focusing on the end result (e.g., meeting
minimum monthly visitation standards).

At the first mention of “outcomes” and “data,” some child welfare professionals
become wary. They may be uncomfortable with technology or data and fear that
the information that is collected and analyzed will not adequately represent the
work they do with children, families, and the courts. They may think that, as pieces
of information, outcomes are not that important, because they do not actually cap-
ture what is achieved in their daily work; the quality of their work “cannot be put
into numbers.” Or it may be that the data themselves appear confusing and not
easily comprehensible. An additional concern is that the nature of child welfare
case management does not lend itself to outcome monitoring because the situation
of each child and family is unique, and child welfare staff have no control over the
issues and challenges that a family may have when they present for service.

These concerns are important to consider on the path to achieving improved
outcomes, but they must not be permitted to remain barriers to the use of informa-
tion to improve services for children and families. Without numbers, there is no
objective method for knowing where to target quality improvement efforts. It is by
evaluating data that potential problems may be identified and analyzed to see
whether or not there truly are problems that must be addressed. Since numbers can-
not tell the whole story, this information is supplemented with qualitative informa-
tion such as subject matter knowledge and feedback, case file reviews, and interviews
with clients and community stakeholders.

The goals of this chapter are to provide readers with a greater understanding of
how performance is measured and monitored in child welfare, as well as to illustrate
some processes that local agencies can utilize to improve their practice. To achieve
these goals, the chapter is organized into three sections. The first section provides an
overview of federal accountability and performance measurement, and a schema for
evaluation at the local level. The second section discusses principles necessary to
implement continuous quality improvement and manage for performance within a
child welfare framework. Finally, the chapter concludes with a case study which
demonstrates how a local agency could use these principles and performance mea-
sures in concert to improve outcomes for children.
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CFSR Outcome Measures

Section I — Safety
Outcome S1: Children are, first and foremost, protected from abuse and neglect.
Outcome S2: Children are safely maintained in their homes whenever possible and appropriate.

Section II — Permanency
Outcome P1: Children have permanency and stability in their living situations.
Outcome P2: The continuity of family relationships and connections is preserved for children.

Section III — Child and Family Well-Being
Outcome WBI: Families have enhanced capacity to provide for their children's needs.
Outcome WB2: Children receive appropriate services to meet their educational needs.
Outcome WB3: Children receive adequate services to meet their physical and mental health needs.

http://www.acf.hhs.gov/programs/cb/cwmonitoring/tools_guide/sumfinding.htm

Fig. 12.1 CFSR outcome measures

Understanding Outcomes

Accountability

The children served by child welfare agencies are particularly vulnerable. For this
reason, child welfare agencies are held accountable at all community levels for out-
comes for the children and families they serve—by the federal and state govern-
ments, foundations that fund innovative efforts, and community leaders. The agency
responsible for oversight at the federal level is the Children’s Bureau within the
Administration for Children and Families (ACF), an office of the US Department of
Health and Human Services (HHS). Established in 1912, the Bureau’s formal push
for accountability really began following the 1994 Amendments to the Social
Security Act (SSA), which authorized HHS to review state programs to ensure sub-
stantial conformity with requirements in the SSA (ACF n.d.).

A new review system was established in 2000, known as the Child and Family
Services State Plan Review (CFSR). The CFSR expanded upon previous efforts by
moving beyond strictly monitoring procedural compliance through reviewing case
file documentation, to ensuring states’ conformity with federal requirements, deter-
mining how children are actually faring in the child welfare system, and assisting
states to enhance their capacity to improve outcomes (ACF n.d.).

The CFSR is a two-stage process that consists of a statewide assessment and an
onsite review. The assessment is completed through the submission of data by each
state for a number of indicators, which are then compared to the national standard
as determined by the Children’s Bureau (ACF n.d.). The three categories of out-
comes included in the CFSR reflect the three commonly accepted goals in child
welfare: safety, permanency, and well-being. The CFSR outcomes for each cate-
gory are listed in Fig. 12.1 (ACF 2007). Some of the outcomes have a number of
indicators to measure how well a locality is performing. Indicators are more
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specific instruments used to measure performance relative to an outcome. While the
outcomes themselves are widely accepted among child welfare agencies, the pre-
cise measures and methodology for calculating the indicators are widely disputed.'
The CFSR process is also subject to feedback from the states and from academics.
There have been two major changes to the CFSR measures, and at the time of this
writing, there are proposals for a new set of wide-ranging improvements to the
measures and indicators.

The onsite reviews include case record reviews, interviews with families engaged
in services, and interviews with community stakeholders. This process is facilitated
by a review team comprised of both federal and state agency staff. At the end of the
review process, states that are found not to be in substantial conformity with each
area of the assessment are required to develop and implement program improve-
ment plans (PIP). After the first review in 2004, each state and territory in the USA
was required to implement a PIP (ACF n.d.). Many state PIPs incorporate some of
the principles and methodologies presented here. Following the second wave of
reviews, each state once again used the review as the basis for ongoing program
improvement, as no states had achieved the CFSR goal of substantial conformity in
six of the seven outcome areas (ACF 2011).

In order to achieve the outcomes specified above and carry out the strategies for
improvement that are outlined in the state plans, states and localities rely on greater
amounts of information and more in-depth analyses to inform their decision making
than occur at the federal level. This shifts accountability to the local administrators
of child welfare services. The remainder of this section discusses how outcomes are
monitored at the local level.

Types of Measures

The two primary forms of performance measures are outcome and process mea-
sures. Each of those forms can be used to measure performance across a number of
different types of services. Services are grouped here into referrals and case pro-
gression, case management, family services, and placement services. This categori-
zation mirrors some families’ pathways through the child welfare system, though
not all families referred for service subsequently receive case management and
additional non-placement and placement services. Measures within each of these
categories are tied to best practices and service patterns that have been shown to
impact a child or family’s well-being. A sampling of these common measures is
provided in Table 12.1. When evaluating case practice or the effectiveness of an
intervention, youths’ outcomes are compared whenever possible to those of youth
who possess similar characteristics (e.g., age, care type, service involvement).

"For more information on this, see Administration for Children and Families (ACF) April 5, 2011
Federal Register announcement: Federal Monitoring of Child and Family Service Programs;
Request for Public Comment and Consultation Meetings.
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Table 12.1 Sampling of (a) Process measures
common performance

measures

Timeliness to investigation

Completion of monthly contacts in a timely manner

Completion of case plans and safety assessments in a
timely manner

Families actively participating in family team meetings

Concurrent planning for children in placement

Frequent visitation with birth families and siblings for
children in placement

Placement with siblings

Placement stability

Progress towards adoption for children in care for an
extended period of time

(b) Outcome measures

Families re-reported who were previously investigated

Recurrence of maltreatment

Recurrence of maltreatment in foster care

Rates of entry into out-of-home care

Rate of reentry into care

Length of time spent in out-of-home care

Children reunified with parents

Exits to permanency

Fatalities/near fatalities of children known to child
welfare agency

Referrals and Case Progression

Monitoring referrals and investigations provides a wealth of information about how
children and families are coming to the attention of child welfare agencies and how
agencies handle the initial interactions with them. Common pieces of information
(including process and outcome measures) tracked during these early stages of sys-
tem involvement include referral reasons, the number of referrals (for a child, fam-
ily, neighborhood, or the whole agency), and the timeliness to investigation. The
referral information can be used to identify areas where prevention efforts can be
more heavily focused (e.g., adequate housing, early childhood programs). Timeliness
to investigation is a closely monitored process measure because the responsiveness
of an agency after an allegation is made (measured by the time it takes for someone
to visit the child) has significant implications for how well the agency may be pro-
tecting the safety of children in their homes. Qualitative information may also sup-
plement the review of administrative data. For example, an agency may review the
quality of the safety assessments conducted during the investigation stage of a case
to ensure that the agency is doing everything it can to ensure child safety.

From the point of referral, agencies are also able to track the progress of a case,
from referral to investigation to case opening to non-placement services to out-of-
home placement. Not all cases will progress to the next level at each step, and by
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examining patterns in case progression, administrators are able to better understand
how referrals relate to caseloads and placements, as well as to identify where changes
may need to be made to improve the timeliness, type, or level of services provided.

Case Management

Once a case is accepted for service, child welfare professionals must adhere to many
standards of case practice. Perhaps the most often discussed case management
requirement is monthly caseworker visitation. This may refer to face-to-face contact
made with children by their caseworker or to family visits between children in out-
of-home placement and their parents or siblings. In accordance with the Child and
Family Services Improvement and Innovation Act [Public Law (P.L. 112-34)],% all
child welfare agencies must require regular visitation as a key component to assess-
ing and ensuring child safety and must report data from monthly caseworker visits
with children in foster care to the Children’s Bureau. P.L. 112-34 built upon evi-
dence from the first CFSR rounds showing an association between caseworker visits
and positive ratings on child and family outcomes (Administration for Children and
Families n.d.) and requires the use of consistent data reporting methodology by
states. From a qualitative perspective, it is important to track the substantiveness of
caseworker visits with children and families. The use of mixed methods (e.g., quan-
titative and qualitative) allows for an analysis of the regularity and timeliness with
which these visits occur, as well as an assessment of the performance of the child
welfare agency and the caseworker in building relationships with families focused
on both protection and support (National Conference of State Legislatures 2006).
Several other requirements that are common to all agencies, and are often moni-
tored for compliance, include timely completion of service plans, safety assess-
ments, permanency planning conferences, physical health checks, and education
status reviews. Beyond these, additional data of interest may be more idiosyncratic
to the state or agency and often include measuring how often particular interven-
tions are applied. For example, some jurisdictions require a court review every 3
months for children in out-of-home care. Where this requirement exists, agencies
should measure if the reviews are occurring as they should and, in the event they are
not, determine the cause of this shortcoming and how the cause can be addressed.
Many of these measures are focused on activities occurring at the individual case
or caseworker level. Agency-wide, caseload size is an important variable that is
frequently monitored. If caseworkers have too many children and families on their
caseload, they may be unable to meet the demands of quality case practice, includ-
ing engaging families in collaborative efforts to help them manage crisis, build upon
strengths, and better meet the needs of their children. Since there are so many
demands on caseworkers, tracking caseload size and other case management metrics
not only assists with quality improvement efforts but can also assist caseworkers in
managing their workloads effectively and making improved case decisions.

2Title TV-B of the Social Security Act as revised by the Child and Family Services Improvement
and Innovation Act [Public Law (PL. 112-34)] was signed into law by President Obama on
September 30, 2011.
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Family Services

Many families access services that are designed to provide support for families,
improve child development, and strengthen family functioning. Often these services
are paid for by the child welfare system. Such services include but are not limited to
parenting programs, counseling, home visitation, truancy prevention, and substance
abuse treatment services. From the perspective of child welfare outcome analyses,
these services have the potential to perform two different primary functions: prevent
system involvement and preserve families.

The services have the potential to be preventive if the family is not actively
served by child welfare or if their child has not been removed from the home. In this
circumstance, the services accessed may prevent the family from requiring any, or
greater, intervention by the child welfare agency. In this circumstance, the outcomes
monitored often include the prevention of referrals to child welfare, active cases
with child welfare, and out-of-home placements.

The services have the potential to preserve families if they are accessed follow-
ing intervention by a child welfare agency that results in a child being removed
from the home. In this case, the opportunity for prevention has been missed, but the
services accessed by the family may allow the child to safely return home to the
family, thereby preserving the family unit. Outcomes frequently monitored for
children falling into this category include increased rates of returning to their fami-
lies, short lengths of stay in care, placement stability, and decreased rates of reentry
into care.

For either group of families, other relevant outcomes of service provisions may
include an increase in parenting skills or confidence levels, parents developing a
better understanding of their children, improved child development, or other indi-
cators of well-being that reflect what the services are designed to achieve. Success
relative to these types of outcomes is often the most difficult to measure, and the
development of these indicators is often dismissed in favor of measuring out-
comes strictly related to out-of-home placement. However, measures that evaluate
programs’ effectiveness in delivering these services must be included. While
rhetoric may reflect that family services are a priority, in an increasingly data-
driven environment, what an organization chooses to measure implicitly places
more value on that activity (Tilbury 2007). Therefore, failing to measure an activ-
ity that truly is valued by an organization may unintentionally diminish its per-
ceived significance. For family services, this is particularly important since the
majority of children in the child welfare system are receiving family-focused ser-
vices, while only a portion of the population are represented in the evaluation of
placement outcomes.

Part of the challenge in the early stages of performance measurement is deter-
mining how to measure performance appropriately. This challenge should be recog-
nized and addressed through the continuous evaluation of measurement tools
themselves, but should not prevent efforts at evaluation, accountability, and prioriti-
zation of services (Tilbury 2007).
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Table 12.2 Placement indicators

Measure Description

Removal reason (or The reason(s) a child is removed from the home and placed in an
placement reason) out-of-home placement

Placement setting The type of environment in which a youth resides while in out-of-
(care type) home care. Placement settings include shelter care, kinship care,

foster care (or stranger care), congregate care (e.g., group homes),
and independent living
Safety in placement The absence of abuse or neglect while in out-of-home care
Placement stability The number of placement settings in which a child lives while placed
out of the home—often referred to as the number of moves or
transfers a child experiences

Length of stay The amount of time a child spends in out-of-home care. If the child
(duration) moves between placement settings, the length of stay refers to the
total time in care, not his/her time in just one of those settings
Exit destination Where a child goes when he or she leaves an out-of-home placement.

Potentials exit destinations include, but are not limited to, the birth
family, adoption, permanent legal custodianship, reaching majority
age, and running away

Reentry Entry into an out-of-home placement after an exit from a previous
placement episode

Placement Services

Children for whom the greatest number of outcomes are tracked are those who have
been removed from the home and are in an out-of-home placement. Monitoring the
experiences of these youth is critical, since it is vital to their well-being that they
remain safe and achieve permanency in a timely manner. As with any other service,
the specific measures and outcomes that are tracked will vary by locality or organi-
zation, but there are several measures related to placement that are widely accepted
and used across the USA. The measures are listed in Table 12.2, along with a brief
description of each measure.

Measuring and Understanding Performance

Developing a comprehensive understanding of an entity’s performance on a certain
indicator is a complex process. No one way of measuring or evaluating an outcome
can explain what is happening, why it is happening, and what needs to be done to
address any shortcomings. Yet, if each of these elements is not understood, an indi-
vidual or organization will not be able to effectively create change. There are four
methods a locality may use to understand these outcomes and implement efforts for
improvement:

* Analyzing trends
* Examining variations in performance across operational units
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e Performing qualitative research
 Identifying data needed for operational use

The four methods should be performed in concert, with stakeholders communi-
cating about each method, using the results of one to inform the processes of others.
Not only do these methods need to be considered together for a specific outcome,
but performance on outcomes and processes must be reviewed holistically because
goals may conflict. For example, short lengths of stay and low rates of reentry are
both positive outcomes for youth in placement. However, evidence shows that youth
with shorter lengths of stay in placement are more likely to experience a reentry into
care. Therefore, improving the organization’s performance on one outcome (by
shortening children’s length of stay) may worsen the organization’s performance on
another (by increasing the percentage of children who reenter placement). In this
situation, one would not want to focus on improving one outcome while losing sight
of the other. It is important to find balance among the many indicators of successful
outcomes and performance.

Analyzing Trends

The most common form of outcome analysis is trend analysis, which entails exam-
ining the performance of an indicator at different points in time to see how perfor-
mance has changed over time. Such analyses commonly include the examination of
trends by subsets of the population because experiences will often vary by certain
child characteristics. While these subsets are often based on demographics (such as
age and race), youth are also grouped by other characteristics, including care type
and their length of time in care.

An additional consideration when performing trend analysis is how to select the
population of children for whom outcomes are examined. For any analysis, there are
three primary ways of establishing this group of children (Center for State Foster
Care and Adoption Data 2010).

1. Point in time—Youth who are all actively participating in a service or activity at
a point in time or in a certain period of time (e.g., day, week)

2. Entry cohort—Youth who all entered a program or began to receive a service
within a certain period of time (e.g., month, year)

3. Exit cohort—Youth who exited or stopped receiving a service within a certain
period of time (e.g., month, year)

Each method has pros and cons that make it preferable for different types of
analysis, and it is important to understand these differences and carefully select the
population that will be used when measuring performance.

One example of a time of when these methods matter is when an agency wants
to better understand the age distribution of youth receiving a certain non-placement
service. Figure 12.2 shows how this distribution will change significantly depending
on how the population is defined.
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Age Distribution by Type of Population Selected
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Fig. 12.2 Age distribution by type of population selected

Examining Variations in Performance Across Operational Units

Within an agency, performance may vary by operational units. Depending on the
structure of the agency, these smaller units may include counties, regional offices, and/
or contracted provider agencies. It is important, and often useful, to break down the
high-level analysis of outcomes to these lower levels in order to determine if the over-
all outcomes are the result of agency policy, the structure of the systems of care, cul-
tures within different agencies, supervision, the communities served, or other factors.

It is important to begin this analysis by reviewing the underlying populations
served by the different units. It would not be appropriate, for example, to expect the
same results from a unit serving a population with a high concentration of poverty
and a unit serving a population with a substantially lower rate of poverty. After this
analysis is completed, if outcomes are the same across all geographies or providers,
then it is likely that the results are driven by policy, the system structure, or overall
agency culture. If results vary, then it is likely that they are influenced by the culture
or supervision style of the smaller units, different interpretations of policy, or other
characteristics of the communities served by different units.

The presence or absence of variation in outcomes across an agency’s smaller
units assists in narrowing the scope of further efforts to understand and investigate
the causes of system outcomes. This narrowing is particularly useful for informing
and guiding qualitative research.

Performing Qualitative Research

Research is qualitative if it seeks to describe human behavior or attitudes and pro-
vide explanations as to why things occur. This answering of “why’” and “how” things
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happen is what differentiates it from the other forms of analysis described above.
Qualitative research relies on communication with individuals who possess
knowledge relative to the subject, rather than analyzing statistics (referred to as
quantitative research) (Engel and Schutt 2013).

Qualitative information can be gathered in multiple ways. Some forms of qualita-
tive research include case reviews, surveying caseworkers, interviewing families,
and holding focus groups with supervisors to better understand their experiences
related to a specific aspect of service delivery. For example, if we know that youth
who are reunified with their parents after being in care for 3—6 months are very likely
to reenter placement, speaking to caseworkers or families about what is happening
during those transitions can inform how changes to policies or practice may improve
permanency for those youth. The importance of such methods is recognized not only
by local agencies, but by federal and state government agencies as well.

A common practice at the state level is to engage in Quality Service Reviews?
(QSRs). The QSR is a self-evaluation tool that promotes practice standards and
accountability by engaging all organizational levels within an agency and by tying
performance to core components of individualized and participatory practice:
engagement, assessment, planning, implementation, and results (Center for the Study
of Social Policy 2003; Morris-Compton et al. 2011). QSRs utilize trained teams of
reviewers to conduct in-depth evaluations of a sampling of cases. These evaluations
include interviews with all case participants and the examination of case records.
Following the review, the teams meet with the supervisors and caseworkers to pro-
vide feedback and suggestions for improvement. The information from all cases is
then evaluated as a whole and used to identify themes related to strengths and areas
for improvement across the system (Center for the Study of Social Policy 2003).

Identifying Data Needed for Daily Operations

The three methods discussed so far will shed light on what is occurring and why it
is happening, but operational data must be available in order to put this information
to use. Operational data will inform the day-to-day functions of caseworkers, super-
visors, and administrators. The data are available in real time, are reliable, and can
be used to monitor progress and, ultimately, implement change. For this information
exchange to occur, agencies must develop mechanisms to communicate relevant
information to the appropriate people.

For example, let us return to the previous illustration of monthly caseworker
visits. Regulatory standards specify that caseworkers must meet minimum monthly
visitation requirements for the children on their caseloads who are in federally

3Quality Service Reviews were developed, at least in part, in response to the federal CFSR qualita-
tive review process, demonstrating the power the federal government has to encourage change at
the state and local level.
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defined foster care placement (U.S. Department for Health and Human Services,
Administration for Children and Families 2012). Operational data that would
assist them in meeting these requirements include a report detailing which chil-
dren on their caseload require visits in the current month. In contrast, operational
data that would be valuable to administrators may include a dashboard that tracks
their units’ performance and activities on a number of key case functions, ranging
from timeliness of investigations to the quality of comprehensive permanency
plans for children turning 16 who may need to be connected to services for transi-
tion-age youth.

Improving Performance

Improving outcomes requires more than understanding and evaluating them.
Improving outcomes requires an organizational culture that values the use of pro-
cesses that use available information to improve practice in ways that will impact
outcomes. Such processes are most often referred to as continuous quality improve-
ment (CQI). CQI is not time limited, but is rather an ongoing process by which
organizations make decisions and evaluate their progress (see Chap. 11; Casey
Family Programs & NCWRCOI 2005; PPCWG 2011).

Continuous Quality Improvement

A basic CQI process is cyclical, and its components include defining core outcomes,
establishing a baseline, setting goals and a plan for how to achieve them, imple-
menting the plan, monitoring progress, and adjusting the strategy based on progress
and feedback throughout the process (American Public Human Services Association
2008; Barbee et al. 2011; Casey Family Programs & NCWRCOI 2005; O’Brian and
Watson 2002; PPCWG 2011; Wulczyn 2007). The entire process will be driven,
shaped, and defined by the organization’s vision, values, and workplace culture
(Casey Family Programs and NCWRCOI 2005). Chapter 11 provides a comprehen-
sive overview of DAPIM™, a CQI model for human service organizations that has
been adopted by many state child welfare systems.

Implementing and sustaining CQI processes requires dedicated staff, strong
leadership, and sustained effort over time (Casey Family Programs and NCWRCOI
2005). Such a process begins from the top level of the organization but necessitates
the development of a bottom-up approach with meaningful engagement by all levels
of staff and stakeholders (American Public Human Services Association 2008;
Casey Family Programs and NCWRCOI 2005; O’Brian and Watson 2002; PPCWG
2011). Figure 12.3 illustrates the CQI process.
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Key Principles of Performance Management

Several principles of performance management should accompany the implementa-
tion of a CQI process. Adherence to these principles will influence an organization’s
culture and work processes in ways that determine the extent to which staff at all
levels are able to embrace and make the most of a CQI process. Highlighted in
Fig. 12.4, each of the principles is explained below.

Top- and Middle-Level Managements Embrace a Culture
of Outcome-Driven Quality Improvement

Implementing an agency-wide CQI process requires significant changes to the way
work is performed and decisions are made. In order for the process to be imple-
mented, strong and sustained leadership is required at all levels of management
(American Public Human Services Association 2008, 2011; O’Brian and Watson
2002; Wells 2006; Wells and Johnson 2001). Even if frontline staff have the tools
they need to use information to evaluate practice and identify areas for improve-
ment, evidence suggests that changes do not occur without a culture change (Casey
Family Programs and NCWRCOI 2005; Collins-Camargo et al. 2011). Staff need to
know that the commitment to a new process will be sustained and that efforts to
engage will be both expected and taken seriously.
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Key Principles of Performance Management

1. Embrace and champion a culture of outcome-driven quality improvement (both
top- and middle-level managers)

Integrate CQI process into all aspects of work

Provide training for all staff on continuous quality improvement

Support participatory decision making

Select appropriate measures of performance

Use information to inform how to improve performance, not to penalize
Provide all workers access to information

Review progress regularly

Bl A O

Fig. 12.4 Key principles of performance management

Integrate CQI Process into All Aspects of Work

In time, the CQI process should become central to the operations of the agencys; it
should not be performed as a task that is separate and additional to normal work
processes (Casey Family Programs and NCWRCOI 2005). Reaching this level of
integration will require the culture shift discussed above, and it will be a signal of
an organization that truly values constant improvement and active engagement from
all levels of staff.

Provide Training for All Staff on Continuous Quality Improvement

Providing training to all levels of staff is a key component of implementing continu-
ous quality improvement and the use of information to drive decision making. Child
welfare caseworkers and supervisors may not be accustomed to the terminology,
techniques, or data used to review and evaluate progress related to outcomes. This
lack of knowledge and understanding may be a barrier that might prevent them from
being able to fully contribute. However, since their expertise is vital to the CQI
process, providing training becomes increasingly important for both understanding
of and support for the improvement efforts (Casey Family Programs and NCWRCOI
2005; Wells 2006; Wells and Johnson 2001). Providing training is also a signal of
the organization’s commitment to the process.

Support Participatory Decision Making

Any time change is introduced in an environment, the degree to which individuals
are involved in the information gathering and decision-making processes signifi-
cantly impacts their openness to the change. Developing methods to engage in,



12 Managing for Outcomes in Child Welfare 303

listen to, and learn from frontline staff and other stakeholders about their ideas
throughout the entire CQI process will increase buy-in and better inform the process
and results (American Public Human Services Association 2008, 2011; Casey
Family Programs and NCWRCOI 2005; Collins-Camargo et al. 2011; NCWROI
2007; Wells 2006; Wells and Johnson 2001). This may lead to more staff acting as
partners rather than adversaries, easing the change process (Wells 2006).

Select Appropriate Measures of Performance

A common challenge that organizations and individuals face with the creation of
performance measures is using them appropriately. We will not go into great length
here on how to develop appropriate measures, but it is a complex task. It is impor-
tant to keep the measurement of data in context and remember that data and the
measurement of outcomes are not ends in themselves (Casey Family Programs and
NCWRCOI 2005). There must be an appropriate linkage to service provision; pro-
grams or services should not be held accountable for outcomes they could never
reasonably be expected to achieve. At the same time, outcomes should not be so
narrow that they only focus on one element of a service when there are several criti-
cal components. In most cases, outcome measures should be coupled with process
measures in order to control for the unquantifiable aspects of service delivery
(Tilbury 2007; Wells 2006; Wells and Johnson 2001). If outcomes are inappropriate
to the service provided, yet agencies or individuals are held accountable for them,
there is the potential for the measures themselves to have a detrimental impact on
service provision and ultimately on child and family outcomes. This could occur if
service providers focus too heavily on performing well on measures that are not
central to their mission; through processes which are not best practices; or at the
expense of performance in other, equally important areas (Morris-Compton et al.
2011; Tilbury 2007).

Use Information to Learn How to Improve Performance, Not to Penalize

Data related to outcome and process measures can be used to monitor performance
and penalize individuals who are performing poorly. While monitoring performance
is an important task, supervisors must be conscious of the proper role and dosage of
monitoring. If information is consistently used as a means to control or reprimand
employees, they will view outcome measurement as something negative—a situa-
tion to be avoided. It is only natural for employees to resist the implementation of a
tool that they believe will be used against them. This belief may stem from previous
experiences with similar efforts at data-based decision making or from an organiza-
tional culture that does not value bottom-up feedback from frontline workers.



304 M. Good et al.

However, through appropriate framing and use, outcome and process information
can be used to help caseworkers, supervisors, and administrators alike work towards
common goals. Individuals working in the child welfare field want to perform well
and improve the experiences of those they serve. If data related to outcomes and
processes are used to help staff members improve their efficiency and the results of
their efforts, they may embrace the tools and methods more readily (Casey Family
Programs and NCWRCOI 2005). Communication patterns are very important:
caseworkers perceive supervisor support as critical to their work, and the nature of
the relationship they seek is one in which the supervisor serves in a consultative
rather than a monitoring role (Wells 2006). Data can be used as an effective tool to
facilitate such a relationship.

Provide All Workers Access to Information

As demands for accountability increase, so do the demands on agencies to have
higher quality data and greater amounts of it. Agencies consistently rely on frontline
staff to provide more information, whether on paper or in an information system.
Caseworkers often feel that they are entering this information and filling out paper-
work for no apparent reason (Wells 2000); this is caused by a lack of communica-
tion with them about who is using the information, how it is used, and why it is
important, and often results in poorer data quality. In reality, this information is
often used extensively, but by the limited number of people—usually administra-
tors—who have access to it in a useable format.

Much outcome and process information could be useful to caseworkers and
supervisors themselves. In a growing trend, states and localities are now implement-
ing information management systems that improve the access frontline workers and
managers have to this information—both by granting them greater access to the
information and by presenting it in an easy-to-use manner. Such access is critical to
data quality and staff engagement, since it allows staff to see information that is
useful to them, see what they are being held accountable for, and better understand
the link between their work, data entry, and outcome monitoring (Casey Family
Programs and NCWRCOI 2005; Center for Study of Social Policy 2003; O’Brian
and Watson 2002; NCWRCOI 2007).

Review Progress Regularly

The regular review of progress is key to both managing culture change and sustain-
ing CQI efforts until they become fully integrated into the work process (Casey
Family Programs and NCWRCOI 2005; Wells 2006). The nature of the information
being reviewed regularly will vary by job function, but it is the continuous use of
updated information that will help frontline staff and administrators use information
proactively to inform their work and quickly identify areas for improvement.
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Case Example: Timeliness to Permanency

Parsley County contains a metropolitan center with surrounding suburban communities
and is located in a state with a county-administered child welfare system. Two years ago,
Parsley County Department of Child and Family Services (DCFS) secured funding for tech-
nical assistance to develop a CQI process. An internal CQI group, consisting of staff at all
levels of the child welfare agency, was established as part of that process. Each year; the
group selects one specific practice area on which to focus its efforts. This year, members of
the group suggested concentrating on improving timeliness to permanency for youth who
have been in care for an extended period of time. This decision was informed by reviewing
the agency’s performance according to federal outcomes and discussing anecdotal knowl-
edge of their child welfare system.

One indicator on which Parsley County performed poorly was the following federal
CFSR measure:

C3.1: Of all children who were in foster care for 24 months or longer on the first day of
the target year, what percent were discharged to reunification, relative care, guardianship,
or adoption prior to their eighteenth birthday by the end of the target year?

While the county agency’s performance was similar to that of other counties and the
state through 2009, local performance declined and plateaued over the following 2 years
while it was improving among comparable populations. Figure A shows Parsley County
aggregate numbers for all similar size counties in the state and the statewide numbers for
permanent exits from care.

To begin to understand why the county’s trends were not keeping pace with other locali-
ties, analysts reviewed the data more closely. Figures B and C below provide some addi-
tional information used in taking a closer look at Parsley County’s youth in care. The data
showed that one of the potential causes for the stagnation in exits to permanency in Parsley
County was the sharp increase in youth in kinship care as a proportion of youth in care
(Fig. B). In fact, there was very little change in the percentage of youth exiting to perma-
nency over the previous few years by care type (Fig. C). Rather, the shift towards a place-
ment type where legal permanency took longer to achieve made it appear as though exits to
permanency for these youth had decreased.The shift towards kinship care was celebrated
as a positive outcome for these youth. Nevertheless, the team agreed that timely permanence

—a— Parsley County —+—Class 2 Counties —e— Statewide

45%

40% = .

35%

30%

25%

20% : . : . : : : : :
Mar-07 Sep-07 Mar-08 Sep-08 Mar-09 Sep-09 Mar-10 Sep-10 Mar-11  Sep-11

Fig. A Long stayers with permanent exit by end of target year
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Fig. C Long stayers with permanent exit by end of target year, by care type

for all youth is critical. Recognizing that making a systemic impact on permanency outcomes
for youth in care for long periods of time would require long-term commitment, a team
member recommended assembling a permanency roundtable, as other child welfare agen-
cies had recently formed. Permanency roundtables are forums for dedicated professionals
to engage in ongoing, structured case consultation designed to expedite permanency for
youth in care through creative thinking, use of best practices, and breaking down systemic
barriers (Casey Family Programs 2012; National Conference of State Legislatures 2010).

The CQI team partnered with DCFES leadership to form a roundtable that included key
stakeholders. The CQI team committed to support the department’s efforts and charged the
stakeholders to focus the first phase of their work on permanency for long stayers in kinship
care. In collaboration with roundtable members, the CQI team collected more data to
inform their efforts by investigating if there had been any units in the organization or ser-
vice providers with greater success than others. They also began to identify the particular
barriers to permanency for youth in kinship care.
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Organizational Variance

DCFS has three regional offices and holds contracts with several community providers to
provide out-of-home care for children. Analysis of patterns of exits to permanency for youth
in care for over 24 months revealed that the rates were fairly consistent across regions and
across providers; there were also no significant differences in the populations served.
Therefore, the lack of variance implies that the barriers to permanency are systemic and are
not specific to service providers.

Qualitative Analysis

Caseworkers and supervisors serving youth in kinship care for 24 months or longer com-
pleted a survey to provide specific information on the challenges to achieving permanency
in these cases. The survey results revealed that the kinship care cases are difficult to move
to permanency because reunification is not in the best interests of the child, there is hesi-
tancy to move towards adoption or legal custodianship because it could cause tension
within the family, and child welfare staff do not push these cases because the child is safe
and living with family members. These findings were not novel and reaffirmed the asser-
tions of CQI team members.

However, a significant finding did emerge from the survey: several casework staff
expressed concern that children remained system-involved significantly longer than neces-
sary and that agency policies did not provide adequate solutions for providing these youth
with the family permanency they needed by allowing for child welfare involvement to end
without formal legal permanency. The permanency roundtable immediately responded by
prioritizing case reviews for these cases.

Operational Data

Simultaneous to the case reviews, the roundtable worked to develop reports that would
assist staff members in their efforts to move children to permanency. The first report was
designed as a monthly report for supervisors, to help guide their supervision and consulta-
tion with their caseworkers. The report lists youth who are in stable placements with kin,
defined as living with the same person for 2 years or longer. The report includes other
pertinent case details, such as permanency goals and progress towards achieving them.
Additionally, a second report was developed to track key information for all youth in care
for 3 years or longer. Initially, the reports were used by supervisors to lead case reviews
with teams of caseworkers and supervisors to discuss how to move these youth to perma-
nency. Within 3 months, staff at all levels of the agency began to review the reports
regularly.

Now, after 1 year, DCFS has processes in place to assist casework staff in their planning
for permanency, continually provide recommendations for action on specific cases, and
address systemic barriers. In its early stages, the permanency roundtable has identified
areas for collaboration between child welfare leadership, policy experts, and family court
Jjudges as they work to safely remove barriers to permanency for youth. These stakeholders
will continue to meet and use the information available to them to improve outcomes for
children in their care.
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Conclusion

Child welfare services demand accountability, and in an increasingly data-driven
environment, staff of child welfare agencies are being held accountable to outcome-
based performance more than ever. Performance tools and data serve a purpose
beyond just reporting and monitoring. Data can be used to inform and improve
practice, with the ultimate result of improving outcomes for children. Agencies with
cultures that embrace continuous improvement and feedback from all levels of the
organization will be most able to utilize information to their advantage and respond
to changes in their environment.

Questions for Discussion

1. Improvement on one outcome may correspond with poorer performance on
another. Discuss two or three examples of when this might occur and what this
means for performance management.

2. Give an example of a performance measure for which a point-in-time sample
may be a more appropriate population to examine than an entry or exit cohort.

3. Imagine you are a caseworker. Discuss a concern you may have about your per-
formance being monitored. How would some of the principles of performance
management address this concern?

4. Choose an outcome and identify four data-driven methods you could use to mea-
sure, better understand, and/or improve performance on that outcome.

5. What else might Parsley County do to increase permanency outcomes of chil-
dren in care for longer than 24 months?
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Chapter 13
Conclusions and Future Directions

Helen Cahalane

Abstract Social workers who practice in child welfare must be confident, commit-
ted and courageous. They must possess a shared sense of values that emphasize
service, honesty, accountability, respect, engagement, and diversity. They must be
proficient in engaging youth and families in a helping relationship, have knowledge
of diverse client populations, and utilize evidence-informed interventions and
approaches that help to reach across cultural divides caused by differences in race,
class, culture, and sexual orientation.

Child welfare organizations have their own set of imperatives: establishing
visionary and committed leadership, supporting middle managers and supervisors,
assuring that reflective, trauma-informed supervision and oversight is provided to
caseworkers, and creating agency performance standards that are transparent, clear,
and used to drive positive system change.

Future directions for child welfare practice should include a focus on the follow-
ing key areas: integration among child-serving systems of care; establishing well-
defined practice models; developing training and transfer of learning programs that
build bridges between knowing and dong; incorporating evidence-driven interven-
tions as standard practice; promoting inclusive practices; including the voice and
perspective of youth and families in service delivery and evaluation; assuring that
middle managers are proficient in reflective, trauma-informed supervision practices;
supporting child welfare organizations in implementing continuous quality improve-
ment initiatives; using data to inform practice; and demonstrating the impact and
cost-effectiveness of interventions delivered in the community. Social workers are
in a unique position to contribute to the quality and effectiveness of the child welfare
system as caseworkers, supervisors, middle managers and agency leaders.
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The contributing authors of this volume have summarized a wide range of literature
on child welfare practice and integrated a realistic perspective of the field informed
by direct work with children, families, and organizations. While broad in scope, the
compilation of topics contained here is by no means inclusive of the entire range of
practice imperatives in child welfare. Attempting to offer concluding remarks to a
volume focused on a field as diverse as child welfare is akin to trying to summarize
the myriad roles a social worker can assume in contemporary society. Overall sum-
mary comments are complicated at best and are inadequate in capturing the work of
the many talented and dedicated professionals who contributed to this volume.

Nonetheless, there are some primary goals and values that we can identify as
being essential to child welfare work. Social workers who practice in child welfare
must be confident, committed, and courageous. They must possess a shared sense of
values, prizing service, honesty, accountability, respect, engagement, and diversity
(PA Child Welfare Resource Center 2012). Given that the child welfare system is
charged with serving society’s most vulnerable members, the need for a skilled
workforce that is equipped to meet family needs, ensure that children are safe,
establish supportive connections, promote permanency, and bolster success in life is
no small feat. Social workers in child welfare must understand and help to integrate
the array of child-serving systems, must consider both youth and caregiver percep-
tion and voice, and must be knowledgeable about the policies and practices that
promote permanent options for youth. They must be able to engage families in a
helping relationship by sharing power and avoiding coercive and adversarial
encounters. Social workers practicing in child welfare must have knowledge of
diverse client populations and of the evidence-informed interventions and
approaches that help to reach across cultural divides caused by differences in race,
class, culture, gender, and sexual orientation.

Training, transfer of learning to the field, and the effective application of knowledge
and skill within the context of distinct situations are critical in meeting the demand
for competence in child welfare practice. Social workers must address the stress and
trauma, both primary and secondary, that accompany child welfare work, by prac-
ticing self-care and contributing to an organizational culture that is trauma informed
and supportive. Supervision is a key factor in determining whether child welfare
workers balance the rewards and the challenges of their work or are discouraged
from doing so. At the agency level, effective functioning requires a commitment
across all levels of the organization to engage in continuous quality improvement
and change strategies. In an increasingly data-driven environment, child welfare
agencies must use both process and outcome evidence for decision making, as well
as for demonstrating that the services they provide to children and families make a
difference in these clients’ lives and are connected to observable life outcomes.

Child welfare organizations have their own set of imperatives: establishing
visionary and committed leadership; supporting middle managers and supervisors
who are empowered to make change and who assure that reflective, trauma-informed
supervision and oversight is provided to caseworkers on the front lines of child
welfare; and creating agency performance standards that are transparent, clear, and
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used to drive positive system change. Most importantly, child welfare finance
reform is desperately needed in order to direct resources toward early intervention,
services that maintain the bonds of connection between children and families when-
ever possible, and community solutions for assuring the safety and well-being of all
youth and their caregivers.

In summary, future directions for child welfare practice should include a focus

on the following areas:

1.

10.

Integrating child welfare among the child-serving systems of care, recognizing
that the children, youth, and families receiving child welfare services have a
high likelihood of involvement in other human service systems and that cross-
systems integration is one way to help a fragmented and troubled family begin
to find common ground

Establishing well-defined practice models that embrace core features of effec-
tive engagement, partnership, solution building, and motivation for change

. Developing training and transfer of learning programs that are about building

bridges between knowing and doing, making social workers translators as they
engage in understanding, challenging, and supporting the difficult changes
youth, families, and workers themselves must make

Incorporating evidence-informed and evidence-based interventions as standard
practice in child welfare systems, implementing them to fidelity, and adding to
the evidence base by evaluating whether these interventions are effective at the
child, family, and organizational level

Promoting practices that are inclusive of differences in race, class, culture, gen-
der, spiritual belief, and sexual orientation among clients and social workers,
and among other professionals who deliver and oversee child welfare services,
such as agencies, courts, public and private providers, advocacy organizations,
and family support programs

Including the voice and perspective of youth and families in shaping, defining,
and evaluating services that are centered on permanence for youth, support for
families and providing protection for children without sacrificing familial
connections

Assuring that middle managers and direct supervisors are proficient in reflec-
tive supervision practices that are supportive and trauma informed, and not pri-
marily focused on the completion of task assignments and compliance with
policy requirements

. Supporting child welfare organizations and agency leaders in implementing

continuous quality improvement initiatives that are inclusive of all levels of the
organization and directed toward establishing a culture of learning and change

. Using data to inform practice and challenge assumptions of what works and

what does not, for whom, when, and under what conditions

Demonstrating the impact, outcomes for children and families, and cost-
effectiveness of community-based interventions delivered by social workers in
child welfare settings



314 H. Cahalane

Practicing in child welfare is challenging, rewarding, and full of opportunities to
impact the lives of children and families. It comes with tremendous responsibility
and requires a skill set that includes critical thinking, a systemic perspective, and the
compassion and courage to help vulnerable youth and families make life-determining
decisions. Child welfare practice is not for the faint of heart, and those who dedicate
themselves to careers in this field must be prepared to deal with the stressful aspects
inherent in the work. Social workers are in a unique position to contribute to the
quality and effectiveness of the child welfare system, whether as caseworkers on the
front lines of service, as supervisors and middle managers, or as agency leaders. The
recommendations provided here only begin to touch the surface of this multifaceted
and specialized area of social work practice.
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