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Assuring the Well-Being of School-Aged Children

in Foster Care

portion of children in foster care suffers significant

emotional and behavioral disturbances'. Further, a
high percentage of maltreated children experience difficulties
associated with school-based problems?.

Q growing body of research is demonstrating that a large

Given the clear indication that school-aged children may enter
foster care with significant risks to their normative functioning
in both psycho-social and educational experiences, how com-
petently is the child welfare system responding to these risks?

There is a recurring debate as to the services that are available
for children in foster care. The review literature offers differing
accounts on whether training, respite care, mental health
services, and remedial services are equally available to kin and
non-kin foster parents, whether there is enough attention to
severely damaged children of egregious maltreatment; whether
physically handicapped children get the most help, leaving
emotionally disturbed children relying chiefly on the Ritalin/
Prozac line-up.

Our search for useful data for intervention strategies and
models of exemplary services yielded meager information.
Perhaps the field has developed excellent responses to school-
aged children in foster care, but these have not yet reached the
publication stage. We are eager to hear from the field. We offer
in this edition of Practice Notes the valuable observations which
our advisory group has provided, as well as insights from
published studies.

Dore. M. M. (1999). Emotionally disturbed children in the child welfare
system: Points of prevention intervention. Children and Youth Services
Review?21(1), 7-29.

2Egeland, B., & Abery, B. (1991). A longitudinal study of high-risk children:
Educational outcomes. International Journal of Disability, Devel opment
and Education. 38 (3), 271-287.

FacilitatingChild Adjustment

Dependingonthehomesituationthe
childisleaving, placementisoftenan
emotiondly difficulttrangition. Factors
relatedtobetter adjustmentinclude:

O Thechildhasbeenprovidedwith
informati onabout thereasonsfor
placement andthemeaning of foster
status. Childrenwhoknowtheir
biological family makeup, theirage
whenthey left home, andwheretheir
parentsare now are better ableto
adjusttoanddowell infoster care.

O Thechildhasbeengiventheoppor-
tunity tosharefeelingsof confusion
andrejectionsothat s/hecan
understandwhy removal fromthe
homeoccurredandtominimizethe
likelihood of experiencingdenid,
fantasy, andrepressionof painand
uffering.

Source: Pecora, P. J., and Maluccio, A.N. (In
press). What worksin family foster care. InM.
Kluger, G. Alexander, and P. Curtis(Eds.)
What works in child welfare. Washington,
DC: ChildWelfareL eagueof America.
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Assessing Child Well-Being

tisassumedthat engagingthechildin
assessment and caseplanningisroutine, but here
areafewreminders...

EngagingtheChild in Assessment

Former and current childreninfamily foster care
stressthe importance of incorporating children’s
perceptionsinto measuresof well-being. Therefore,
measuresof childwell-beingshouldincludethechild's
perceptionsof safety, acceptance, permanence, sta-
bility,andbelonging.

Source: Altshuler, S. J., & Gleeson, J. P.(1999). Compl eting
theevaluationtrianglefor thenext century: Measuring child
“well-being” infoster care. Child Welfare. 78 (1), 125-147.

) 4

child-centered assessment of well-being
includeson-goingconversationsthat

touchon:

» Thechild'sunder standing of placement
decisions
For example, "Doyouknow what thecourt
recommendsintermsof foster placement and
why?" Thisconversationmay needtooccur
severa timesover thecourseof thechild's
placement. I f termination of parentd rights
occurs, aconversationwiththechildshouldin
cludewhat "termination" meansandwhatis
aheadforthechild.

* Thechild'semotional support system
Thekeyistomakesurethechildisengagedwith
someonethroughout the out-of-homeplace
ment. If, for whatever reason, thefoster parentis
unabletoassumethisrole, thenbecertainthat
someoneisassignedtoassurethat thechildhas
anemotional support systeminplace.

) 4

Genograms: A Useful Strategy
Genogramsarevisua mapsthat graphically display
complex multigenerationa patternsinfamilies. They
resemblewrittenfamily treesthat show how family
membersget alongwitheachother. They reved rich
dataabout thechild’ sperceptionof family relations
includingthebiological parents, foster parents, kinship
caregivers, andextendedfamily members.

When genograms are constructed in collaboration
withachild, they can serveasan effectiverapport-
buildingtool; hel p caseworkersmakemoreaccurate
assessments of the needs of thechild, especialyin
casesof ethnic differences; and guide permanency
planning efforts. Focusingtheinterview onaconcrete
task, such asgenogram construction, canreducethe
child’ sdiscomfortandprovideachancetodiscusshis/
herfedings.

Beginning...
Guidelines for Using Genograms

1. Obtaininformedconsentfromlegal guardians.

2. Begincongructionby explaining toeachchildwhy
you are collaborating on a genogram. For ex-
ample,“I’dliketogettoknow you. Inordertodo
that, | needtogettoknow your family, sincethey
areapart of you.”

3. Explaingenogramsymbolstothechildincluding
sguares(males), circles(females), solidlines(le-
gally connected family members), dotted lines
(distant or nonlegal relationships), jagged lines
(conflictua relationships), parentd lineage, etc.

4. Recordthefamily informationonan 18" x 24"
sketch pad using col ored markers.

5. Color codewithdifferent markerstodepict vari-
ousnuclear family systems; rel ationship types, and
descriptiveinformationabout family members.

6. Thewholeprocesstypicalylasts20to30minutes.

Source; Altshuler, S. J. (1999). Constructing genogramswith
children in care: Implications for casework practice. Child

Welfare78(6), 777-790.
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A Child ServicesM odel

In September 1996, Hennepin County Childrenand
Family Serviceschangeditsapproachtoplanningand
providingservicesfor childreninout-of-homeplace-
ments.

TheFramework: Whiletraditional modelswould

havecompletefamiliesassignedtoasinglechildpro-
tectionsocia worker, thismodd assignseachchildhig/
her own Child Services social worker. The parents
continuetowork withachildprotectionsocia worker.
Thegoal istoprovidechildrenwithacons stent socia
worker withwhomthey haveasignificantrelationship
asameanstoincreasestability whileinout-of-home
careandtoaccel eratetheprocessof obtaining perma-
nency for childrenwhodonot returntotheir parents.

Themodel isbased onthepremisethat each childin
out-of-homeplacement shoul d: a) receivechild- cen-
tered servicesfocusingoneducationd, socia,, psycho-
logical, medical, cultural, and spiritual needs; b) be
caredforinthecommunity by asinglehousehold of
relativeskinasoftenasposs ble; ¢) haveonepersona
socia worker until permanency hasbeenachieved; and
d) beplacedinapermanent homewithintwoyearsof
out-of-homeplacement.

Child Servicesunitsconsist of sevento ninesocial
workers who carry caseloads of up to 25 children.
SiblinggroupsareassignedtothesameChild Services
socia workerwhenpossible.

Preliminary analysis shows that there has been in-
creased and better servicesfor childreninout of home
placement. Thechallengeinthismodel istointegrate
theperspectivesof thechild’ ssocial worker withthe
comprehensivecaseplanfor permanency.

Source: Beman, N., etal. (October 1999). Thechild services
model: AnAssessment of a Child Focused Approachto Social
Work Practice with Children in Out of Home Placement.
Program evaluation report. Minneapolis: Hennepin County
Childrenand Family Services.

Setting Standardsfor Caregivers
of Childrenin Foster Care

1. Caregiversareinitforthelonghaul.

2. Sufficient professional back-up and relief for
caregiversarebuiltintothesystemof care.

3. Caregiversarepart of anextendedfamily modd.

4. Caregivershavesufficientsatisfactionintheirown
livesthat their self-esteem does not depend on
how thechildresponds.

5. Bothcaregiversand supervisorshavecognitive
andemotional understanding of attachmentresis-
tance...they don'’ t personalizethechild’ sbehavior
andthey dorecognizethat thechild'sbehaviorisan
adaptationtothetraumaof separation.

6. Caregiversunderstandproper control of distance:
As in the image of aten-foot pole... they are
emotionally available, but notintrusive.

7. Caegiversareawareof andtakeresponsibility for
their personal responsestothechild.

8. Caregiversareopentodiscussingtheir owncon-
fusonandfrustration.

9. Caregiverspossessother personal qualitiessuch
asasenseof humor, patience, andtheabilitiesto
admit beingwrongandtotolerateuncertainty.

10. Potentid existsfor alowingplacement tobecome
permanentif thechildformsasuccessful
attachment.

Note. These standards might also apply to all thosewho are
engaged with the child who is "attachment resistant.”

Excerptedfrommaterial sprovided by Dr. Paul D. Steinhauer,
Professor Emeritusof Psychiatry and Public Health Science,
University of Toronto; Former Chair of the Institute for the

Prevention of Child Abuse, Toronto.
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| mproving the Educational Experience

TheCritical mpact of School

" School isthesinglegreatest predictor of a failed placement.”
(Observation of Dr. John Landsverck, Forum on the Mental Health Needs of
Children in Foster Care, University of Minnesota, April 1996.)

A senseof successiscrucid... Thisshouldbeestablishedintheearly grades

Childrenwith seriousproblemsarelikely toget helpwhilethereisoften
insufficient attentionfor thosechildrenstrugglingatamarginal level that
registers”under theradar.”

Changing school softenaccountsfor seriousdeteriorationof achild's
academicexperience

Socidlizationdifficultiesareoften overlooked, but childrenwill oftensay
that lunchandrecessareprofoundly isol ating experiences. A " peer
buddy" shouldbeidentifiedtohel pthechild makefriendsinanew school

Helping Foster ParentsGet Help From Schools

If aproblem occursintheschool setting, personnel shouldbe
advisedto contact thefoster parent.

Empower foster parentstoadvocatefor their foster childby
providingthemwiththenameand phonenumber of theschool
socia worker, nurse, psychol ogist, etc.

Assistthefoster parentinfindingcommunity resourcesfor after-
school programssuchas:

O Mentoring

O Specid recreationd/artsprograms

O Fundingfor fieldtrips

Improving Mental Health

Using M ental Health Consultants

in Staff Development and Support for Foster Par ents

Theltinerant M entor

Childreninfoster carearereported
tohavedifficultiesin keeping up
withhomework. Specia problems
inreading, math, and conceptual
development areoftenreportedas
well.

Onesuggestionhasbeentorecruit
collegestudentsandotherstoserve
agroupof foster homeswithschool-
aged children. The mentor/
remediation expert would rotate
among a group of foster homes,
specificallytohelpschool children
withacademicproblems.

Thismodel acknowledgesthat
foster parentsareoftenover-
burdened and overstressed with
limitedtimetofocusoneducation
problems. Thisideahasnot been
thoroughly tested, but warrantsan
experimental project.

) 4

Oneof themost effectiveand efficient waysof providing mental healthcaretochildreninfoster careistotapintothe
knowledgeof amental health professional for staff devel opment, consultation, and directiononhow torespondtoa
child'sbehaviora difficulties. Inthismodel, seasoned mental healthclinicianssharetheir expertisewiththosewhowork
withthechildinout-of-homeplacement. Theexperiencedclinicianoffersanexcellentva ueinthat hecanprovide:

O
&

5
5

Broadknowledgeandfamiliarity withthemost recent researchliterature

Knowledgefromareated, but different field(i.e., clinical psychology, specia education, sexual abuse)

that offersanew perspectiveondifficult cases
Helpinformulatingandimplementing caseplans

Consultationtotheworker andtothefoster parent for understanding thechild and his’her behaviors

Source: Steinhauer, P. D., Professor Emeritus of Psychiatry and Public Health Science, University of Toronto; Former Chair of the
Ingtitute for the Prevention of Child Abuse, Toronto.
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| mproving Physical Health

significant portion of childrenenter foster

care in a poor state of heath and with

developmental, behavioral, and emotional
disturbances.

A GAOstudy foundthat “ Asagroupthey[childrenin
foster care] are sicker than homeless children and
childrenlivinginthepoorest sectionsof theinner city.”
Chronicmedical problemseffect 30-40%of children
and youth in the child welfare system. Often these
chronic conditionshavebeen untreated or only par-
tially treated (Schor, 1988).

Source: CWLA Testimony submitted to the Senate Finance
Subcommittee on Health Care for the Hearing on the Health
CareNeedsof Children inthe Foster Care System. (October
13,1999).

) 4

Health Passports

Health caredelivery for foster children frequently
suffersfromalack of adequaterecordkeeping. The
Federal OmnibusBudget Reconciliation Act of 1989
mandatedthat afoster child’ scaseplan®shall include
thehealthand educationrecordsof theminor.” Asa
result, SanDiegoCounty, Cdiforniainitiatedits® medi-
cal passport,” acomputerized databasethat servesas
arepository of healthand educationinformation(in
summary format) for eachchildinout-of-homeplace-
ment. Theinformationcanthenbeprintedanddistrib-
utedfor professiona sonaneed-to-know basis. Many
SanDiego County workershaveembracedthehedl th
passport asan effective case-management tool that
providescons stent andtimely heal thand education
interventions.

Source: Lindsay, S., Catwalk, D., Landsverk, J. Pierce, E. (1993,
Nov-Dec.). A computerized health and education passport
for childreninout-of-homecare: The San Diegomodel. Child
WelfareLXXII (6).

I nitiativesin Other States

Rhodel dand's“Healthy Tomorrows’ programpro-
vides a visiting nurse who ensures that childrenin
placement arelinkedtoprimary careproviders, Coor-
dinationof careand medical recordsfollow thechild.

Utah devel opedthe” FosteringHealthy Children” pro-
gram, a statewide nursing case management model
usingacomputerizedtracking/casemanagement sys-
tem (includingamental healthcomponent). TheState
also developed a system to identify, monitor, and
evaluateindicatorsof quality, effectiveness, and effi-
ciency of careacrossagencies.

Alaskahasimplementedacomputerized Health Pass-
port/casemanagement programfor foster childrenin
Anchorage. A public health nurse serves as case
manager for al childrenincustody over 30days. Public
hedlthnursecasemanagers, dongwithMedicaiddigi-
bility workers, mental healthworkers, and substance
abusetreatment providers, areco-located at the Child
Wefareagency.

[linois developed the “Health Works™ programin
whichapreferred provider network of primary care
providersreimbursedfee-for-servicetocarefor chil-
drenin foster care. This program has ensured that
foster childrenrecei vescreeningandtreatment accord-
ingtoCWLA’sstandards.

M assachusettsisworkingonaplantoenroll children
infoster careintomanaged care. The Statedevel oped
anddistributed screeningandtreatment protocol shased
ontheAmerican Academy of Pediatricsstandardsto
providers, caseworkers, and foster parentsto ensure
that foster childrenaregettingthecarethey need.

Source: Rawlings-Sekunda. (1999). The state of the statein
delivering health carefor childreninfoster care: Findingsof
a state survey. National Academy for State Health Policy:
Portland, ME. September.
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Nancy Anderson, PATH; Nan Beman, Hennepin County Child Services; Dan Capouch, Hennepin County Child and Family Services;
Richard Powell, Human Services Associates; Dorothy Renstrom, Minnesota Departmen of Human Services; Joan Riebel, Family Alternatives;
and Sandy Robin, CASCW.

For Further Reading

Altshuler, S.J., & Gleeson, J. P. (1999). Completing the evaluation triangle for the next century: Measuring “child well-being” in family foster
care. Child Welfare 78(1), 125-147.

Horvath, J. (1997, March). Health care protocols and standards for treatment of children in foster care: Overview of issues. Portland ME:
National Academy for State Health Policy.

Kurtz, P.D., Gaudin, J. M., Wodarski, J. S., & Howing, P. T. (1993). Maltreatment and the school-aged child: school performance conse
quences. Child Abuse and Neglect 17, 581-89.

Lutz, L. L., & Horvath, J. (1997, October). Health care of children in foster care: Who's keeping track? Portland ME: National Academy for
State Health Policy.

Simms, M. D., Freundlich, M., Battistelli, E. S., & Kaufman, N. D. (1999). Delivering health and mental health care services to children in family
foster care after welfare and health care reform. Child Welfare 78(1), 166-183.

Comments and subscription requests may be senttothe Center for Advanced Studies in Child Welfare, School of Social Work, University of
Minnesota, 205 Peters Hall, 1404 Gortner Ave, Minneapolis, MN 55108; or via e-mail to spra0030@tc.umn.edu.

The University of Minnesota is committed to the policy that all persons shall have access toits programs, facilities, and employment without
regardtorace, color, religion, national origin, sex, age, marital status, disability, public assistance status, veteran status, or sexual orientation.
This publicationis available in alternative formats, upon request.



