Family Participation in Therapeutic Foster Care:
Multiple Perspectives

A Final Report on a Study of Families and Therapeutic Foster Parents as Partners

Pauline Jivanjee, Ph.D.
Dana Sieverin-Held, M.S.W.
Julie Siepmann, M.S.W.
Research and Training Center on
Family Support and Children's Mental Health

January 1999



The recommended citation for this publication is:

Jivanjee, P., Sieverin-Held, D. & Siepmann, J. (Eds.) (1999). Family Participation in
Therapeutic Foster Care: Multiple Perspectives. A Final Report on a Study of Families and
Therapeutic Foster Parents as Partners. Portland, OR: Research and Training Center on Family
Support and Children's Mental Health, Portland State University.

This publication was developed with funding from the National Institute on Disability and
Rehabilitation Research, United States Department of Education, and the Center for Mental
Health Services, Substance Abuse and Mental Health Services Administration (NIDRR grant
number H133B40021-98B). The content of this publication does not necessarily reflect the
views or policies of the funding agencies.



Table of Contents

PAGE
EXECULIVE SUMMIAIY .....iiiiiiiieiiieie ettt sttt st e et et e st e e beeneesree b 1
LITEIATUIE TEVIBW ....cvviveeee ittt bbbttt bbbt 5
IMBENOD ...ttt bbb re b b 9
RESUITS ...ttt bbbt e b bbb 13
ParICIPANTS ....veeeee et e e e et e st e e e et e te e e e e ae s 13
Characteristics of the fourteen children placed in
therapeutic foster care (TFC) ..o 15
Brief Case SUMMAIIES. .......coiiiiiiiiecee e e 15
Perceptions of diagnostic information about the children in TFC ................. 17
Strengths of children in TFC and challenges in caring for them ................... 19
Use of services by children and their families ...........cccoocvvivevieiieiievi e 21
Parents’ perceptions Of SEMVICES.........cciveiiiie i 23
Parents' assessments of their children's responses to TFC ..........ccccovveviennnene 25
Family participation in therapeutic fOSter Care..........ccocevvvieiieeriecie s 27
Professionals' and TFC providers' values related to family
PAMTICIPALION ...ttt be e 28
Cultural and sOCIal ClaSS ISSUES .........evuvierrieieiieiienie e eee e ee e 30
Professionals’ and TFC providers' attitudes toward families ............c..c......... 32
Parents' perspectives on their participation in TFC............cccooveviiiiiicieenean, 34
Supports for family partiCipation ...........ccccceerieiiiie e 38
Barriers to family partiCipation ............ccoceoeierininisineee e 43
Strategies to promote family participation ............cccccevvevieeiieie s 47
Discussion and Implications fOr PractiCe...........ccocvviiiiniiienieicsee e 49
RETEIEINCES . ...ttt bbbttt bbb 53
Appendix: INtErVIEW ProtOCOIS ........coiiiiiiie e 61
Tables:
Table 1: Characteristics of TFC parents and families...........ccoccoovviiinininnnn. 14
Table 2: Mental health diagnoses for children placed in TFC ...........ccccccveviennee. 18

Table 3: Use of services by children before and during TFC placement............. 22






Executive Summary

Therapeutic foster care (TFC) offers a community-based treatment alternative for children with
serious emotional disorders in the child welfare system, in which trained caregivers provide care
in family settings. In the shift away from residential treatment for children with serious
emotional disorders and toward family-centered, community-based treatment, TFC has emerged
as a key component of the systems of care (Meadowcroft, Thomlison & Chamberlain, 1994;
Stroul & Friedman, 1986; Stroul, 1989). The development of TFC homes may also be related to
child welfare and mental health professionals’ increasing awareness of the mental health needs of
children in regular foster care (Blumberg, Landsverk, Ellis-McLeod, Ganger & Culver, 1996;
Goerge, Wulczyn & Fanshel, 1994; Landsverk, Davis, Ganger, Newton & Johnson, 1996; Simms
& Halfon, 1994).

Associated with the implementation of the Child and Adolescent Service System Program
(CASSP) principles (Stroul & Friedman, 1986; 1988) and the development of the family
advocacy movement (Bryant-Comstock, Huff & VanDenBerg, 1996) in the last fifteen years,
there has been increasing emphasis on the participation of parents and other family members in
the treatment of children with serious emotional disorders. In some children's mental health
literature, family participation and family involvement are used almost interchangeably. In this
monograph, the word "participation” will be used to indicate that families have a "level of
influence beyond token involvement™ (Simpson, Koroloff, Friesen & Gac, 1999, p.15) and that
their participation connotes "an important role in decision making" (Simpson et al., 1999, p.15).
This definition distinguishes family participation from family involvement as it has been used in
the family therapy literature to indicate limited family roles in relation to the service system
(Simpson et al., 1999).

To date, there has been only limited attention to family participation where children are in out-
of-home placements, even though there is research evidence that parent-child contact is
associated with more rapid family reunification. Family support and the promotion of family
participation in children's treatment and care are believed to contribute to successful family
reunification when children are placed in TFC. But TFC programs vary in the extent to which
they involve parents. Some TFC programs report that working with families is one of the most
difficult aspects of their work (Stroul, 1989).

This monograph presents the findings of a qualitative study of family participation in TFC.
Thirty five semi-structured qualitative interviews of one and a half to two hours were conducted
with three groups of respondents: parents of children placed in TFC; TFC providers; and child
welfare/mental health professionals. The study examined family participation in TFC from the
perspectives of ten parents who between them had fourteen children placed in TFC, twelve TFC
providers who were caring for their children, and twelve child welfare (and in some cases mental
health) professionals who were working with each child.



The interviews focused on the characteristics of children placed in TFC, challenges of caring for
these children, and their responses to TFC. Aspects of family participation in TFC which were
examined in the study included: parent-child contact; parent-professional communication and
information sharing; parent participation in decision making; and relationships between parents,
professionals, and TFC providers. Professionals' and TFC providers' values and attitudes toward
family participation, barriers to participation, and strategies to enhance family participation were
identified. Cultural and class issues in placement planning and ongoing care were examined, as
well as patterns in services use before and during placement, and plans for follow-up care.

In the report that follows, a review of relevant literature on family participation in children's
mental health, foster care, and therapeutic foster care is presented. The methodology of the
study is described, findings are presented, and there is a discussion of the findings and their
implications for further research. The fourteen children who were the focus of the interviews in
this study were troubled children and each had multiple mental health diagnoses. There was
considerable divergence of the understanding of parents, TFC providers, and professionals of the
children's mental health conditions and appropriate treatment strategies. The children's
behavioral difficulties presented many challenges to caregivers, but all except one child were
responsive to the treatment they received in TFC and related services. At the time of the study,
three children were in the process of transitioning home and there were plans for another three
children to be reunified with parents. Adoption was planned for four children from two families
and long-term foster care for three other children. The child who was unresponsive to TFC was
in the process of transfer to a group home at the time of the study.

All the children who were the focus of the study, except two, had been placed in care because of
allegations of abuse and/or neglect. The parents who were interviewed faced a number of
challenges in their own lives, such as poverty, mental illness, substance abuse, or the effects of
domestic violence. Findings indicate that this group of families received few services to help
with their own difficulties or the challenges of raising a child with a serious emotional disorder
prior to their children being placed in out-of-home care. After placement in TFC, a range of
services were offered to the children and their families, which with a few exceptions were
perceived as helpful. Parents whose children were in the process of reunification were anxious
for supportive services to continue.

Parents interviewed in this study wanted to have contact with their children in TFC and to
participate in planning and decision making related to treatment and care for their children.
Generally, child welfare and mental health professionals stated in interviews that they believed
in the value of family participation, but their actual practice varied. Some families were satisfied
with their participation in TFC, for example they participated in decision making meetings and
felt that they were treated with respect. Parents appreciated professionals who shared
information with them, provided support, and facilitated contact with their children. Parents
were appreciative of TFC providers who reached out to them to share information about their
children and offer opportunities for contact.



Some parents were angry about having limits placed on their contact with their children and
being excluded from decision making. In some cases, parents were critical of the professionals
and TFC providers. Professionals identified organizational barriers to family participation, such
as large caseloads which constrained child welfare workers' time to devote to families. Another
challenge to family participation related to TFC providers' lack of training to work with parents.
TFC providers offered a range of perspectives on their willingness to have contact with families
and to support children in the retention of parent-child bonds.

This qualitative study is a case study in a local context, and therefore the exercise of caution is
urged in generalizing from the findings. In the local context, there are implications for recruiting
and training TFC providers to work with families and for organizational supports, such as small
caseloads, to allow child welfare staff to have the time to work closely with families. Other
purposes of the study were two-fold: to give voice to parents of children in TFC and front-line
professionals and providers about their working relationships; and to contribute to the
development of a research agenda to more fully understand the phenomenon of family
involvement with children placed in out-of-home care and its long-term effects on child and
family well-being.

Since this study is only the second research project that gives voice to the parents of children
placed in TFC, a group considered disadvantaged by many standards (see also Barno, 1994), the
perspectives of parents have been given expanded attention in this publication, compared to
those of professionals and TFC providers. For clarity, the biological parents of children placed
in TFC are referred to as parents and therapeutic foster care providers as TFC providers; where
alternative terminology has been used in direct quotations, it is retained. Professionally qualified
staff, whether child welfare caseworkers or mental health therapists, are referred to as
professionals, caseworkers, or workers and their professional affiliation is noted where
appropriate. Substantial portions of the findings related to the perspectives of the three groups of
respondents (parents, child welfare/mental health professionals, and TFC providers) on family
involvement in TFC are adapted from two articles (Jivanjee, in press a: b).






Literature Review

The Emergence of Family Participation in Children's Mental Health

Since the mid-1980s, the field of children's mental health has been revolutionized by the shift
toward family-centered, community-based services for children with serious emotional disorders
and their families (DeChillo, Koren & Schultze, 1994; Friesen & Huff, 1996; Koroloff, Friesen,
Reilly & Rinkin, 1996). New approaches to professional practice emphasize family strengths
(Saleebey, 1997) and the empowerment of families (Koren, DeChillo & Friesen, 1992; Lee,
1994). Increasingly, families are being welcomed as full partners in the planning and delivery of
services (Friesen & Huff, 1996; Koroloff, Friesen, Reilly & Rinkin, 1996). New models of
family-professional collaboration are characterized by professionals offering support and
understanding to families, practical assistance, sharing information, and being open to modifying
services in response to feedback from parents (DeChillo, Koren & Schultze, 1994).

Family Participation in Foster Care

Attention to family strengths has emerged in some new models of child welfare practice
(Bricker-Jenkins, 1997) and there is growing attention to family involvement in decision making
through mechanisms such as the family group decision meeting (Keys, 1996; Merkel-Holguin,
1996). But traditional beliefs about protecting children from abusive and/or neglectful parents
may limit the extent of parental involvement in foster care. In the 1970s, interest in parental
participation in foster care emerged from research which examined "foster care drift,” the
phenomenon of children remaining in foster care for extended periods of time without plans for
their long-term care (Lahti, Green, Emlen, Zendry, Clarkson, Kuehnel & Casciato, 1978).

Evidence of the importance of the attachment relationship between caregiver and child (Bowlby,
1969) drew attention to the potentially traumatic effects of parent-child separation when children
are placed in foster care. Research findings that family reunification is associated with parental
visiting (Fanshel, 1975; Maluccio & Sinanoglu, 1981; Sinanoglu & Maluccio, 1981) led to a new
focus on parent involvement in "permanency planning™ for children which was formalized by
P.L. 96-272, the 1980 Adoption Assistance and Child Welfare Act (Fein, 1991).

In the 1980s and 1990s, several research studies confirmed the association between parent-child
contact and family reunification (Benedict & White, 1991; Davis, Landsverk, Newton & Ganger,
1996; Tam & Ho, 1996). Whether the goal of foster care is family reunification, adoption, or
other long-term out-of-home care, parent involvement helps to ensure family continuity and
stability (Thomlison, 1991). Family ties are more likely to be preserved when parent-child
relationships are nurtured (Colapinto, 1998), and successful family visiting occurs (Hess, 1987;
1988; Hess & Proch, 1988; Howard & Proch, 1986; Lee & Nisivoccia, 1989; Loar, 1998). By
working closely with families, professionals can help to prepare them for the challenges of
caring for children with serious emotional disorders after they leave foster care (Landsverk,
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Davis, Ganger, Newton & Johnson, 1996). The sense of isolation and stigmatization that parents
of children in foster care experience may be reduced by their participation in parent groups
(Schneiderman, Connors, Fribourg, Gries & Gonzales, 1998).

In addition to parent-child contact, parent involvement (participation) in foster care is maintained
in "activities, tasks, services, and decision making throughout the time the family is involved
with the foster care process” (Blumenthal, 1984, p.2). This author proposes a "presumption of
total parental involvement"” unless continued parental involvement is judged to be detrimental to
the child and parental rights are terminated (Blumenthal, 1984, pp.11-12). According to this
author and her colleagues, parent involvement in foster care helps to achieve the following:
maintain the parent-child relationship; enhance parents' self-esteem; give parents information
about their child; allow foster parents to model appropriate behaviors; ease reunion; facilitate
parents' use of resources; and aid parents in understanding children's needs and having
appropriate expectations and management of the child (Blumenthal & Weinberg, 1984).

High levels of family participation are associated with enhanced roles for foster parents with
families, including role model, mentor, confidante, parent aide, partner, and assistant in making
changes required for children's return home (Hess, 1993). Child welfare experts recommend
recruitment, training, and support designed to prepare foster parents to perform these roles with
parents (Burton & Showell, 1997; Erera, 1997; Hess, 1993). Practical guides to planning,
supporting and training child welfare staff and foster parents to promote and maintain parent
participation have been developed (Family Rights Group, 1986; Hess & Proch, 1988; Lee &
Nisivoccia, 1989; Pine, Warsh & Maluccio, 1993; Schatz & Bane, 1991; Warsh, Maluccio &
Pine, 1994). Since activities to promote parent-child contact are time consuming and complex,
experts recommend administrative arrangements to support child welfare staff in this work
(Hess, 1988; Hubbell, 1981; Proch & Howard, 1986).

Despite awareness of the benefits of family involvement, there is evidence that families are often
left out, or not made aware of the importance of maintaining regular contact with their children,
and then blamed for their lack of participation (Family Rights Group, 1986). There are
continuing calls for child welfare professionals and foster parents to involve families with their
children in foster care (Braziel, 1996; Davis et al., 1996; Farmer, 1996; Palmer, 1992; Tiddy,
1986).

Families and Therapeutic Foster Care
TFC models vary, but they share certain general characteristics:
e children are placed with families selected and trained to work with children with special

needs who would otherwise be admitted to an institutional setting;
e typically, only one or two children are placed at one time;



e child welfare staff in TFC programs have small caseloads, so that they may work more
effectively with each child and family;

e TFC providers are treated as members of the treatment team; and

e TFC providers receive a higher stipend than that paid to traditional foster parents
(Bryant, 1981; Galaway, Nutter & Hudson, 1995; Hawkins, 1989; Hudson, Nutter &
Galaway, 1994a; 1994b; Rivera & Kutash, 1994; Stroul, 1989).

As a result of TFC program variability, it is difficult to reach conclusions about its effectiveness
(Rivera & Kutash, 1994), but several studies have demonstrated promising treatment outcomes,
with children returning to less restrictive environments, often the parental home (Chamberlain &
Reid, 1991; Hawkins, Meadowcroft, Trout & Luster, 1985; Horner, Smith, & Ray, 1990;
Galaway, Nutter, & Hudson, 1992; Hudson, Nutter & Galaway, 1994b; Moore & Chamberlain,
1994).

Since a goal of many TFC placements is family reunification, Maluccio and Whittaker (1989)
recommend that preserving family ties be a focus of intervention. As in regular foster care,
where the permanency plan is for adoption or other long-term out-of-home care for children,
continuing family contact is likely to assist in preserving children's attachment (Bowlby, 1969;
Grigsby, 1994). Parent participation in TFC is considered to include several elements: regular,
planned parent-child visits; participation with the treatment team in developing treatment and
care plans and monitoring progress; support and assistance to resolve personal or family
problems; and preparation for the child's return home (Bryant, 1981; Stroul, 1989, pp.25-26).
Parents of children in TFC were found to want support and they identified the following key
ingredients of support: validation of their parenting experiences; assistance with transportation;
inclusion in their child's experiences; and supportive communication, characterized by
accessibility, exchange of information, and opportunities for parental input (Barno, 1994).

In spite of growing awareness of the likely benefits of family participation in TFC, there is only
limited attention to this aspect of practice in descriptions of TFC programs (Grealish, Hawkins,
Meadowcroft, & Lynch, 1989; Hawkins & Breiling, 1989; Hudson, Nutter, & Galaway, 1994a;
Snodgrass & Bryant, 1989). Some TFC models have evolved their treatment focus to
incorporate family participation (Bryant & Snodgrass, 1992). But while there may be policies in
place to encourage parent participation, in many agencies there are discrepancies between policy
and actual practice (Hudson, Nutter, & Galaway, 1994a).






Method

Purposes of the Study

The purpose of this qualitative study was to examine family participation in therapeutic foster
care from the perspectives of parents, child welfare and mental health professionals, and TFC
providers. The following aspects of family participation were addressed in the study:

e parent-child contact;

e parents' access to information about their children's well-being and progress;

e parents' involvement in decision making about their children's daily care and long-term

care planning; and
¢ the qualities of relationships between parents, professionals, and TFC providers.

Factors that enhanced and impeded family participation were examined, including values related
to family participation and attitudes toward specific families. Cultural and social class issues in
placement planning and ongoing care, barriers to family participation, and strategies to enhance
family participation were identified. Parents' perspectives and professionals'/providers'
perspectives on family participation are reported elsewhere (Jivanjee, 1998a; 1998b). The
characteristics of children placed in TFC, the challenges of caring for them, their responses to
TFC, patterns in services use before and during placement, and plans for continuing services
were examined.

Study Context

The study was carried out in the local context of four counties within a single state where TFC
programs were developed and funded collaboratively by the state child welfare and mental
health agencies. Each county in the study had 4-8 TFC slots for children with serious emotional
disorders who required out-of-home placement. Program development in each county was
guided by state administrative rules (OAR 412-24-400 to 412-24-480) which provided standards
for recruitment, training, and support for TFC providers and the development of treatment teams
composed of child welfare and mental health staff, TFC providers, and parents. In the program
design, each county incorporated requirements for reduced caseloads for child welfare
caseworkers, access to appropriate mental health services for children in TFC, and regular
respite care for TFC providers.

According to program rules, families were to be consulted as to their preference for their child's
placement with a specific TFC family (OAR 412-24-450). Professionals were required to
facilitate regular parent-child contact and parental participation in treatment team meetings,
plans, and decisions (OAR 412-24-430). Further, TFC providers were expected to assist each
child to have contact with her/his family and to support and enhance parent-child relationships,
unless contraindicated in the treatment plan (OAR 412-24-440). However, an earlier study



found

that training for TFC providers was mainly focused on increasing their knowledge of emotional
and behavioral disorders and cognitive and behavioral approaches to treatment and there was
little or no training in working with families (Jivanjee, 1994).

Families of children placed in TFC had a range of opportunities for potential participation in
their children's care: visits with their children at their home, at the TFC home, or at a neutral site;
other contacts with their children such as telephone calls and letters; contacts with child welfare
staff and TFC providers; information about their children's activities and progress; and
participation in decision making at child welfare/mental health treatment teams and citizens'
review boards (CRBs). CRBs are bi-annual formal meetings with the goal of assuring the
welfare of children in care. They are attended by citizen representatives, as well as treatment
team members, attorneys, and court-appointed special advocates (CASAs). There are legal
requirements that parents and older children be invited to attend and participate in CRB
meetings.

Procedures

The research team developed three parallel versions of a long semi-structured interview protocol
for use with parents of children in TFC, child welfare/mental health professionals, and TFC
providers. The interview protocols were pilot-tested and revised with feedback from members of
a parent advocacy organization and the staff, foster parents, and parents of children in foster care
at a private non-profit foster care agency.

Letters, telephone calls, and meetings with TFC teams were used to provide information about
the study and to gather contextual information about the implementation of TFC programs.
Child welfare staff in TFC programs agreed to distribute letters to parents of children in TFC
who had involvement with their children. The letters described the purposes and expectations of
the study and asked parents to initiate their participation in the research either by returning a
signed reply note or making a telephone call to the researcher. Out of approximately 30 possible
parent participants, ten parents and one grandmother replied to the letters and participated in
interviews. With the agreement of each parent, the TFC provider and primary professional(s)
working with the child and family were interviewed and their perspectives were compared.

Each respondent participated in one semi-structured in-depth interview lasting one and a half to
two hours. Parents and TFC providers were paid $25 for their time. Professionals were not paid,
but saw their participation in the research as an opportunity to contribute to knowledge building.
Interviews were conducted by two second-year social work graduate students who had received
training in child welfare and mental health issues, and skill training in qualitative interviewing.
Questions for all three groups of respondents focused on aspects of family participation with the
specific family of each child placed in TFC: the frequency and types of parent-child contact;
parent-professional communication; information sharing about children's progress; and parents'
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participation in decision making about their children's care. Information was also gained about
the following topics: characteristics of the children, including their mental health diagnoses, the
challenges of caring for them; their responses to TFC; the use of services by children and their
families before and during placement; and plans for follow-up services after TFC. There were
questions about cultural and social class issues related to placement planning and ongoing care.
Barriers to family participation and strategies to enhance participation were also addressed.

Data from the in-depth interviews were tape recorded, then transcribed and analyzed with the
assistance of The Ethnograph computer software program (Seidel, 1994). An inductive analytic
process was used with the qualitative data which was guided by grounded theory methodology
(Glaser & Strauss, 1967; Strauss & Corbin, 1994) and the naturalistic inquiry methodology of
Lincoln and Guba (1985). Transcripts were read independently and coded by at least two
members of the research team to ensure inter-rater reliability and to increase the trustworthiness
of the findings (Lincoln & Guba, 1985). Where there was disagreement between team members
about how a segment of data should be coded, a third reader reviewed the data and there were
negotiations until agreement was reached. Trustworthiness was also enhanced by the
triangulation of data sources (parent, professional(s), and TFC provider in each case), regular
intensive de-briefing by the research team after all interviews, and the development of an audit
trail (Lincoln & Guba, 1985). Major themes were identified as they emerged from the data in an
inductive analysis process.
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Results

Participants

Study participants were family members of fourteen children with serious emotional disorders
who had been placed in TFC for at least three months, TFC providers to their children, and child
welfare/mental health professionals. Ten parents participated in the study: eight mothers and
two fathers. The grandmother of one child who had been his caregiver before placement was
also interviewed. Some TFC providers and professionals had responsibility for children in TFC
from more than one family, and therefore they participated in repeat interviews focused on each
separate family. There were twelve interviews with ten TFC providers and twelve interviews
with ten professionals. Of the interviews with professionals, ten were with child welfare staff
and two with a mental health professional. With family involvement the focus of the study,
cases were selected for inclusion when there was at least some family involvement. Therefore,
the cases described here are not representative of all TFC cases.

All of the family members who participated in the study, except two, had their children removed
from their care by the state because of findings of child abuse or neglect. The exceptions were a
mother and grandmother who each requested placement because they were unable to manage
their child's difficult behaviors. One of these placements continued to be voluntary, but in the
other case, parental rights were assumed by the state because the grandmother did not want the
child to return to her home. The children who were the focus of the study ranged in age from 3
to 16 years. All of the children had mental health diagnoses such as oppositional disorder,
attention deficit-hyperactivity disorder (ADHD), post-traumatic stress disorder, and depression.
Detailed diagnostic information about the children is provided in the discussion of the
characteristics of children placed in TFC. In four families, children were placed in TFC directly
from home because of their emotional or behavioral problems; in six cases, children were
transferred to TFC from regular foster care because of their mental health needs. In some of
these cases, children had experienced multiple foster home placements because the regular foster
parents did not have the skills to manage their behaviors, and in a few cases there were
allegations of further abuse in the foster home. For half the families, the long-term plan was
family reunification, while for four families, the plan was adoption or long-term foster care
because of parents' ongoing problems such as substance abuse or mental illness; in one case, the
plan was still undecided.

All of the parents and professionals in the study except one professional were Caucasian. One
professional was African American. One child (who was in a voluntary placement) was bi-racial
and he was placed in a TFC home with a bi-racial couple. One TFC provider was Asian-
American and the others were Caucasian. The duration of TFC placements ranged from three
months (the minimum for inclusion in the study) to three years. Eight of the parents were single
parents and two were couples. All of the parents were disadvantaged by poverty, and in some
cases, inadequate housing. One mother had been homeless and was staying intermittently with
relatives. In addition to their children's serious emotional disorders, many of these parents faced
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significant challenges in their own lives such as domestic violence. Three parents had a serious
mental illness and three had a history of substance abuse. Information about the characteristics
of parents and the placement context are summarized in Table 1 below. Brief summaries of each
family situation are provided on page 11 of this report, with names changed to protect the
privacy of respondents.

Table 1
Characteristics of TFC Parents and Families (N = 10)

Gender of respondent:

1Y (011 L] 63 TR ORRTRRRRTR 8

L L[] £ 2
Children's route to TFC:

From family NOME .......cooiiee e 4

From regular fOSEEr CAre ............cccvciuiiieiiciciece et 6
Family after-care plan:

Family reunifiCation ...........ccooveiiiic i 5

o (0] o] ([0 USRS PPR T 2

LONG-TErM TOSLEN CAE ...vevevecieeieeee et 2

] a0 [<Tod T (=T [ 1
Primary factors affecting parents' capacity to care for children:

Children's mental health problems ... 10

Parents' MENTAL THINESS ....oeviiieeeiie ettt e e e s et e e s s sra e e e s seraeeesans 3

Parents' history of drug/alcohol abUSe............cccvviiiiiiiiii s 3

Professionals and TFC providers who participated in the study were those who were working
with the fourteen children placed in TFC. Child welfare caseworkers who participated in the
study were experienced master's level social workers. The mental health therapist who
participated in two interviews was a graduate-level professional with specialized training and
experience in children's mental health. Of the ten TFC providers who were interviewed, seven
were couples and there were three single parents. Most TFC providers had previous experience
as regular foster parents and they had provided TFC for 1 to 12 years. TFC providers were
required to have participated in a minimum of 20 hours of preliminary training and at least 10
hours per year of ongoing training, as well as weekly supervision/consultation with a mental
health professional and/or team (the training requirements were substantially higher in some
counties). Several TFC providers also had related job experience, such as nursing, alcohol and
drug counseling, treatment of young offenders, and care of individuals with developmental
disabilities. One TFC provider was a trained mental health therapist and a TFC couple had
raised two of their own children with serious emotional problems: one child with attention deficit
hyperactivity disorder and one child with depression.
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Characteristics of the fourteen children placed in TEC. The fourteen children in TFC who were
the focus of the study had mental health problems. Research participants were shown a list of
possible child mental health diagnoses and they indicated which ones had been given to the
children who were the focus of the interviews. This strategy allowed comparison of the
responses of the three research participants related to each child. Some of the mental health
conditions which were the focus of treatment were formally diagnosed, while others were
speculative. The three groups of respondents, parents, professionals, and TFC providers were
asked questions about their understanding of the child's mental health. Only in a few instances
did all three respondents agree on the child's diagnosis. There was a lot of divergence in their
understanding of the specific diagnoses given to each child. All children except one had at least
two diagnoses and one child had eight different diagnoses. Since members of the research team
were not in a position to verify the accuracy of diagnostic information, all diagnoses mentioned
by research participants are included in the discussion.

Brief case summaries. Sam (age 7) was removed from his mother Karen's home because of
neglect and her substance abuse. Sam has diagnoses of anxiety, oppositional-defiant disorder,
conduct disorder, attention deficit hyperactivity disorder (ADHD), and post-traumatic stress
disorder (PTSD). The TFC provider also reported that Sam demonstrated antisocial behavior
and that he may have a developmental disorder and fetal alcohol syndrome, although these
diagnoses were not confirmed. Because Karen successfully completed substance abuse
treatment and developed a close relationship with the TFC providers, she was very involved in
Sam's treatment and care. Sam recently returned home. The TFC providers continue to be
supportive to Sam and Karen and to provide respite care.

Brenda is eleven years old and has ADHD, a developmental disorder, and a learning disability.
The TFC provider also believes that she has PTSD, oppositional-defiant disorder, and an eating
disorder. Brenda was removed from the care of her mother and stepfather because of physical
abuse, the parents' substance abuse, and her mother's request to place her for adoption because
she could not manage her behavior. After three years in TFC, Brenda is transitioning home.
Throughout Brenda's treatment, her mother, Rhonda complied with treatment requirements and
has been actively involved in decision making. She is concerned about meeting her daughter's
needs for appropriate services after she returns home.

Danny aged six and Martin (9) were removed from their mother's home because of neglect and
alleged sexual abuse. The younger boy has a history of fire-setting. Both children have been
diagnosed with ADHD and PTSD. The after-care resource will be the boys' father, Ralph. Soon
after placement in TFC, one of the children was moved to another TFC home because of sibling
rivalry. While the child welfare caseworker has advocated for Ralph, the mental health therapist
and TFC providers have negative attitudes toward him. He has, therefore, had little
communication with the TFC providers and minimal involvement in treatment planning.
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Albert (13) was placed in TFC because of ADHD and attachment disorder. Diagnoses of PTSD,
oppositional-defiant disorder, and learning disability have also been given. Raised by his
grandmother from age three to eleven, Albert's behavioral difficulties led her to ask the child
welfare agency to assume responsibility for his care. Albert's social worker recently located his
mother, Debbie who had no contact with her son for over ten years. The social worker has
facilitated parent-child contact and the re-establishment of their relationship. At the time of the
interview, Albert was in the process of transitioning to a group home near his mother's home.
The treatment team has not yet decided who will provide Albert's after-care.

With her own history of mental illness, Donna was unable to cope with her children's difficult
behaviors. At age nine, Nathan and his sister Andrea (3) have been in TFC for one year. Nathan
has obsessive-compulsive disorder and the TFC provider thinks that he has oppositional-defiant
disorder. Andrea is believed to have been sexually abused and the TFC provider has noticed
signs of PTSD. There has been conflict between Donna and child welfare staff, but she has felt
supported by the TFC providers. Currently, parental rights are being terminated and Nathan and
his sister will be placed for adoption.

Five children were removed from their mother Tonya's care because of her substance abuse. The
two eldest sons, Melvin (14) and Robert (12) were placed in TFC because of diagnoses of
oppositional-defiant disorder and depression. Robert also has conduct disorder and ADHD.
Melvin has demonstrated signs of PTSD and a learning disability. The care plan for the two
boys is long-term foster care. Tonya has limited involvement in decision making because of her
many relapses in substance abuse treatment. The caseworker has been supportive to this mother
and she understands the constraints on her involvement.

A single father, Frank, is working to rebuild his relationship with his daughter, Laura (16), who
was removed from her mother's home five years ago and placed in TFC because of depression.
The TFC provider reports that Laura also exhibits oppositional-defiant disorder. Laura will
remain in foster care until she is emancipated at 18. Frank is very involved in the decision
making process, but he feels that his ideas are not taken seriously and that he is perceived as an
obstacle in Laura's treatment.

Annette, a single mother, turned to the child welfare agency for help with her son Jamie (aged 8)
who has ADHD, oppositional-defiant disorder, PTSD, and a learning disability. Jamie was
exhibiting out-of-control behaviors and Annette felt unable to manage him. This bi-racial child
was placed with a bi-racial TFC couple and after 18 months of treatment returned to live with his
mother. Annette established a close working relationship with the TFC providers and still calls
upon them occasionally for support. She was pleased with the treatment Jamie received and
feels ready to parent him again.

When Frances' mental health deteriorated, she was unable to care for her four children. The two
younger children, Susie (8) and Caroline (4) were placed in TFC because of their diagnoses of
reactive attachment disorder, PTSD, and oppositional disorder. The TFC provider facilitated
parent-child contact and has been supportive to Frances. Frances has relinquished custody to the
state and the long-term plan is for an open adoption placement.
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Stephen (8) was placed in TFC following a failed placement in regular foster care because the
foster parents were unable to manage his behavior. Stephen has ADHD, attachment disorder,
and a learning disability. His mother, Wanda was raised in foster care and has a long history of
mental illness. She is divorced from Stephen's father, Stan, who lives in another county. Both
parents have occasional contact with Stephen and participate in decision making meetings.
Stephen responded well to TFC and recently moved to a regular foster home. The after-care plan
is to reunify him with his father.

Perceptions of diagnostic information about the children in TEC. Diagnostic information about
the children placed in TFC is summarized in Table 2 below:
Table 2
Mental Health Diagnoses For Children Placed in TFC

Mental health diagnosis Number of children with diagnosis
Anxiety disorder 1
Attachment disorder 4
Oppositional-defiant disorder 10
Conduct disorder 2
Attention deficit hyperactivity disorder 8
Developmental disorder 2
Eating disorder 1
Learning disability 5
Childhood depression 4
Post-traumatic stress disorder 10
Antisocial personality 1
Fetal alcohol syndrome 1?
Arsonist 1
Obsessive-compulsive disorder 1
Suspected sexual abuse 1?
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All fourteen of the children were under psychiatric supervision and eight were taking medication
for their mental health condition at the time of the study. However, the lack of agreement about
the specific mental health problems is a cause for concern in light of the need for the significant
adults in a child's life to treat her/him consistently. In particular, parents were unclear about
their child's mental health problems and the kinds of daily management likely to be most helpful.
From the parents' descriptions, it appeared that the professionals had not clearly explained the
children's conditions to parents or they had failed to use language that parents could understand.
For example, a parent said,

He's had several diagnoses, but I'm not sure where it stands. I've talked with his

therapist and he gave a diagnosis like ADHD and a few other ones | can't remember.

In response to a question about what diagnoses on a list had been discussed with a parent, she
said, "Most of them." In some cases, parents had not received a clear explanation of their child's
condition, or disagreed with the diagnosis and therefore were unable to treat the child
consistently in line with the work of the mental health team. For example, Ralph disagreed with
diagnosis of attention-deficit hyperactivity disorder that had been given to his two sons:

| don't really think they're that hyper. They're no more energetic than any other kids
that | know.

Another parent who disagreed with a child's diagnosis said,

There's some listed here that the state says she has, but its not correct... She was put
on some medication, but I told her she didn't need it.

Even TFC providers who participated as members of the mental health team were unsure of the
child's diagnosis in some instances. A TFC provider described a conversation about a child's
diagnosis:

There was one listed at the meeting. It was dissociation and | don't know if he's been
tested for that or not, but they sounded pretty sure that he had it. And attention-deficit
disorder. That one has come up too. And post-traumatic stress disorder has come up.
But these are just in conversation, so | don't know if they diagnosed him with them.

These findings illustrate that this group of parents and TFC providers did not have adequate
information to understand how to deal with the children consistently, and might have benefitted
from clearer and fuller diagnostic information.

Strengths of children in TEC and challenges in caring for them. While the children in TFC had
difficult emotional and behavioral problems to deal with, they also had many strengths that were
recognized and appreciated by their parents and caregivers. A mother described her children as
"loving and compassionate to other people.” A TFC provider described a child as "friendly,
outgoing, and social." Other words used to describe children in TFC were sharp, curious,
independent, intelligent, funny, pretty, patient, and eager to learn.
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The difficult behaviors associated with their multiple diagnoses and histories of abuse and
neglect resulted in many challenges to caregivers of these children. Three children's difficult
behaviors had led family members to seek their placement in out-of-home care in the first place.
In other cases, challenging behaviors had led regular foster parents to request that the children
be transferred because they could not manage the behaviors. Rhonda described her daughter,
Brenda's behaviors:

She has a hard time dealing with emotions. She has a tendency to lash out and get
angry, instead of dealing with what's really there, like fear or sadness... She can't sit
still long enough to learn anything. Brenda is a very difficult, very maneuvering, very
deceitful, and when she wants to be, very trying child.

The TFC provider described her perception of Brenda,

Brenda is a person you can never give enough attention to. When she goes off on a
tangent, yes, she makes my life a living hell...

Karen described her son's tendency to be oppositional and to regress:

... a lot of things are power plays with him. Like bedtime's a power play... getting him

to mind, you know, or getting him to bed on time. Getting him not to whine because,

like I said, he goes back to being a four or five year old.
Typical behaviors described by TFC providers included aggressive outbursts, tantrums, lying,
and withdrawn behaviors. Children were described as difficult, frustrating, time-consuming,
demanding, deceitful, and trying. A TFC provider described the behaviors of two children in her
care:

Nightmares, feces smearing, encopresis, aggressiveness... biting. The main reason they

were put with me is that they weren't doing well in (regular) foster care because of

those behaviors. They also did food hoarding, night wandering, and food smearing.
Referring to another child's behaviors, a TFC provider said:

Once he decides that he's not going to do something, if you try to force him, he'll kick
walls and show a basic lack of control. Its challenging for me.

Another TFC provider referred to the unpredictability of a child in her care:
Some days are so good with (the child) and he can just be so much fun and other days
are really very difficult and you just think the day is never going to end. He gets into

that negative mode and no matter what you do, nothing seems to work.

A mental health therapist described the demands of caring for Albert:
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He is a very demanding child attention-wise. You need to give him one-on-one
attention almost constantly. The other thing is that developmentally he is so delayed
that his thinking is so egocentric. It's very difficult at times to get him to redirect
himself and control himself.

Use of Services by Children and their Families

To address the severity of the children's emotional and behavioral problems, the TFC providers
had access to a range of mental health and supportive services. Interview participants were
shown a list of possible services that the child and family might receive and they indicated which
services were received before and during placement in TFC. Parents and professionals indicated
that before their child was placed in care, families had received few or no services to help them
deal with their own difficulties, family stress, and the strains associated with caring for a child
with a serious emotional disorder. Two families had received no services at all before their child
was placed in care. Three families had received a combination of services including substance
abuse treatment and supportive services such as family counseling, individual therapy, and
material assistance. The other families had received one service, such as family therapy, short-
term intensive family support from a Family Builders or HomeBuilders program, or parenting
classes. Whatever their goal, these services had been insufficient to prevent placement of the
children.

During placement in TFC, the children had access to a range of mental health and related
services, including individual, group and family therapy, after-school and recreational programs,
and special education. All TFC providers had access to regular respite care, and took advantage
of this service on a regular basis. All families were invited to participate in individual, family,
and/or group therapy, but not all did so. Some parents participated in drug and alcohol treatment
and parent education, and a few families received intensive support and practical assistance.

One family participated in a family unity meeting, an approach to decision making in child
welfare that involves extended family members and formal and informal community support
providers (Burford, Pennel, MacLeod & Campbell, 1996). Data about children's and families'
use of services before and during placement are summarized below in Table 3:
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Table 3
Use of Services by Children and their Families Before and During TFC Placement

Before placement | During placement

Family counseling 2 1
Case management 1
Support group

Respite care
Emergency/crisis services
Mental health consultation
Medication

Substance abuse services
Ongoing individual therapy
Family therapy (with bio family) 2
Family therapy (with TFC provider)
Group counseling/therapy 1
Recreational therapy
Special education

After school program
Parenting classes
Intensive Family Services
Transportation
Housekeeping assistance
Family Unity Meeting
Payment for respite
Family Builders
Assistance with bills
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Total no. of types of services provided 80

The table indicates that in purely numerical terms, many more services were offered to the
children and their families after they were placed in out-of-home care than before they were
placed. Because of the time-limited nature of the study, it is impossible to say whether
placement might have been avoided or delayed if more intensive services had been available to
the families before placement. It is known that some parents had tried to get help in dealing with
their child and/or their own problems before the child was placed. One parent described several
attempts to get help from the child welfare agency before the crisis that precipitated her
children's placement:

... they were usually too short of funds, the problems weren't detrimental enough to my
son's ability to function in society... | hadn't hurt him. He hadn't hurt anyone else. It
wasn't a high enough risk factor.

This parent was frustrated that she had not been able to get help and angry at the agency.
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Parents' perceptions of services. Parents expressed a range of views of the helpfulness of the
services that were offered to them. In some instances, parents failed to see the point of
counseling or therapy because the goals had not been explained to them and they did not see how
it helped them or their children. For example, a parent commented on family therapy sessions:

... we don't talk about nothing that's got to do with the boys and with all their
problems... We go in there and he asks me about how my visits were, what did we do,
that's about it, and then the boys just sit and play the rest of the hour.

Another parent had tried to get an explanation of his child's treatment from the mental health
professional, but still did not understand:

I talked with her several times and she tried to explain it to me and I'd go, "Huh? It
ain't doing any good, so why are you doing it? You're going at it wrong."

More frequently, parents reported that the services were helpful. After she had described
assistance from a Family Builders program, a parent was asked in what ways the program had
been helpful. She said,

Because they teach you how to budget. They give you suggestions on how to cut costs.
Being consistent with a chart for chores and appointments and stuff. That way the kids
can see them as well... They were helpful. | wish they could step into my life today.

A parent commented that the provision of transportation to visit her children and to attend
mental health and counseling appointments helped her to have regular contact and be actively
involved in her child's treatment.

The service that was most appreciated by parents who received it was parent education. Three of
the parents who took part in the study participated in parent education and they described this
service as extremely valuable. Some parents also said that informal teaching by TFC providers
helped them to learn how to understand their children's development and to manage their
children's behaviors.

A parent described how she learned a lot about child development at parenting classes:

At first it was really hard for me to deal with and | thought because | was off the drugs
that she should come to me instantly. The parenting classes helped me realize that |
have to gain that trust. It's not something that comes automatically just because I'm a
mom. It's something that | have to earn. I'm starting to earn that.

Initially, Karen was unaware of what she would need to do to be reunified with her son. With

support and teaching from the TFC providers, she learned how to provide consistent care and
structure for her son:
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| figured as long as he got to counseling and things like that, that | was doing okay.
But, it wasn't being a parent to him at all. By finding out things that he needed, as far
as getting up at a certain time, going to bed at a certain time, eating at a certain time,
it's hard to explain, you just sort of do it and you can tell a difference.

Tonya began to understand the reasons her children were removed from her care and appreciated
that they were helped by being in care:

At first | blamed (the agency). | thought they're the worst people in the world. They
took my kids and they didn't have any reason to take my kids. Now that I'm in recovery
again, | can see why and I'm glad they took the kids.

Some parents learned more effective parenting skills from observing the TFC providers
interacting with their children and from their instruction. For example a mother said, "They
really encouraged me to play with my kids." Where there was a high level of interaction with
TFC providers, parents gained parenting skills from their teaching. For example, Karen
described how she learned from the TFC providers:

I learned it from... the treatment foster parents. They told me what works best with him
and what they see as working well with him and I try to follow up with the same
limitations that they have with him.

A few parents did not perceive the services that were offered to them and their children as
helpful. But most parents believed that the services were helpful to them and their children.
Parents who were in the reunification process were anxious to ensure that they continued to have
access to support and services and that TFC providers would continue to provide respite care for
their child. Commenting on her son's involvement in therapeutic recreational activities, a parent
said, "l think it was good for him. I've noticed a big difference.” Rhonda was fearful that when
her child returned home, she would lose access to the services that had been helpful:

I hope they continue to be as supportive as they are right now. My concern is... that
they are going to return her to me and say, "Here you go™ and we're going to be left
with no help... and we're going to be stranded, again, with a child that we don't know
anything to do with.

The overall experience of having her children placed in TFC, developing a relationship with the
child welfare worker, and getting help for herself was an enlightening experience for one parent,
who said:

I'm glad (the agency) took my kids, because I wouldn't have got the help I needed if they
hadn't... | think that's how I realized that | had a problem because my kids are the ones |
hurt most... The child welfare worker's the one that got me to wake up and realize | wanted
recovery.

Parents' assessments of their children's responses to TFC. Despite the difficult challenges the
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children posed to caregivers, all of the children included in the study were described as having
made major progress in TFC, with one exception. Children's behaviors were described as
improved and their emotional difficulties were alleviated by treatment. Parents, professionals,
and TFC providers said that children benefitted from observing and participating in healthy, non-
abusive relationships in TFC homes, from the love, structure, and consistency demonstrated by
TFC providers, and from the time, attention, and teaching that they received. Only one parent
was dissatisfied with the treatment and his children's responses to TFC.

All except one of the parents who were interviewed recognized the ways that TFC was
benefitting their children and appreciated the qualities of the TFC providers. A TFC provider
said that the placement was working well for one child because he received love, care, support,
and normalcy to be a "regular” kid. Initially he had been very angry and aggressive, but now she
described him as joyful, expressive, and honest. Donna, who had experienced several abusive
relationships with men appreciated the loving relationships in the TFC home:

He's seeing a man and a woman in a relationship that are not abusing each other. It's
not verbally abusive, it's not physically abusive, there's no mental or psychological
battering.

Another mother whose children had been abused by her ex-husband and relatives in her family
observed great changes in her children:

There's such a significant difference in my kids. They're more trusting. They're more
loving. They realize that people can care about you and discipline you without beating
you to death.

Parents also appreciated the affection, consistency, structure, and discipline provided by the TFC
providers. When asked about her daughter's response to the TFC placement, Rhonda described
the effects of the structured environment on her:

She's got somebody she can rely on, even if she doesn't like what she hears. She knows
that these people are going to take care of her. There's no abuse... they think the world
of her. They always tell her that they love her. They tell her how beautiful she is.

She was pleased with the TFC provider's work with Brenda:

She's constantly on her and getting the help that she needs both emotionally and
physically... She's constantly trying to find a way to help (the child) deal with the
ADHD and her own personality. You know she's very patient and very stern. | think
she's the best thing for Brenda right now. She seems to have everything that Brenda
needs at this point.

In some cases, the high level of family participation was believed to contribute to consistent
treatment, and in turn lead to successful child outcomes. For example, a child welfare
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professional described the effects on a child of the parent and TFC provider working closely
together, "... she's able to see consistency from all the players that are involved in her life."
Another mother recognized that the TFC placement offered her son an opportunity to deal with
his problems that she was unable to provide:

... they provided more for him than | was able to at the time. Plus it gave him a safe
place to process whatever his emotions were and to have a sense of security. More
security than | could offer at that time.

Donna, who had agreed to relinquish her parental rights, recognized the skills that the TFC
providers were teaching her children :

She's giving my children tools that will help them throughout their lives... Reasoning
tools, problem solving tools, coping skills that I don't think I could have done as
effectively or as efficiently.

Other parents noted improvements in their children's behavior as a result of their TFC placement.
A mother commented that the TFC providers had helped her son deal with his anger and express
his emotions. Another parent saw that her daughter was no longer having tantrums and her
younger child whose speech was delayed started to talk. A mother saw her son change and she
learned from the TFC providers how to maintain the progress he had made:

It helped him in understanding that there's guidelines in life. He learned to trust, to
listen, basically. And it was good because when | started meeting with them, they kind
of passed it on to me, so it helped me work with him the way they were working with
him.

In one instance, a father, Ralph was unhappy about the way his children were being treated and
said that the TFC provider had "weird ideas" about raising children, even though the TFC
providers and professionals saw improvements in their behavior. He disagreed with the TFC
provider's strategy to teach his sons less violent behaviors:

I'd buy them a toy or something, like a little die-cast airplane or something and she'd
take them away from them because they were too violent. And giving (a child) a bottle
to go to bed with.

He also believed that placing his two sons in separate TFC homes had a negative effect on them,
"... it seems like they're just going back downhill now that they're apart.” The professionals in
this case did not clearly communicate to the father how they believed the treatment plan would
help the children.

One child, Albert, appeared not to respond well to TFC and there were plans to move him to a
group home at the time of the study. The child welfare worker described his deteriorating
behaviors:
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He began doing some serious regressing. He began assaulting the foster mom a couple
of times... He was minimizing. He was avoiding issues... out of retribution for her
grounding him, he snuck out of his bedroom one night while they were sleeping and
keyed their car. He caused a lot of damage... The child was kind of withdrawing.

Because of these changes in the child, the treatment team decided that family care was not
appropriate because "the emotional quality of a family was too close for him to handle at that
point™ and he was to be placed in a group home with special education closer to his mother's
home where they could have more contact.

Family Participation in Therapeutic Foster Care

The major focus of the study was on family participation in TFC and the three groups of
respondents shared their perspectives on this topic. Separate reports of the findings on parents'
perspectives and the perspectives of professionals and TFC providers are reported in detail
elsewhere (Jivanjee, in press a; b) and much of the material in the following sections is drawn
from these articles.

All parents expressed their wish for regular and frequent contact with their children, but many
were constrained by requirements related to their own behaviors which were placed on them by
child welfare professionals. There were also limitations placed by some TFC providers who did
not want parents to know their telephone number or where they lived. Some family participation
was constrained due to parents' lack of time and or access to transportation. Parents also wanted
to have information about their children and to have a say in planning and making decisions
about their care and treatment. Child welfare practice related to family participation in decision
making varied greatly.

Professionals and TFC providers described their values and beliefs about working with families
generally and their attitudes toward specific parents. Concrete examples of activities and
behaviors that supported and impeded family participation were reported by parents, TFC
providers, and professionals. In the analysis process, it appeared that relationships and practices
with parents were shaped by professionals' values regarding family participation and their
attitudes toward specific parents, and by TFC providers' willingness to communicate with
parents and facilitate parent-child contact. Challenges to family participation identified by
professionals related to system level barriers and TFC providers' lack of training and/or
hesitation to work with parents. Parents also identified barriers to their participation, such as
professionals' and TFC providers' negative attitudes toward them, professionals' lack of follow-
through, and TFC providers' reluctance to have contact with them.

In the discussion that follows, findings related to family participation and the specific factors that
enhance and constrain family participation in TFC are reported. Descriptions of professionals’
and TFC providers' values related to family participation and cultural issues, attitudes toward
parents, and practices and relationships that promoted or impeded family participation are
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followed by discussions of organizational barriers to family participation. Strategies to enhance
family participation are also reviewed.

Professionals' and TFC providers' values related to family participation. All of the parents
interviewed in the study wanted to have a lot of parent-child contact and a high level of
participation in planning and decision making in relation to their child's care. All professionals
and some TFC providers expressed positive values toward family participation in TFC and one
professional noted the original philosophy of the program:

The criteria for the program (were) originally to have family involvement, with the goal
being to return the child to his family. That's not always been able to be the case.
That's our ideal.

The predominant positive themes in favor of family participation were related to the practical
goals of viewing parent-child contact and family participation in planning as ways to maintain
parent-child bonds and achieve positive outcomes. Child welfare workers were supportive of
keeping families together wherever possible and they expressed beliefs that family participation
contributed to successful outcomes for children. For example, a child welfare professional said,

... the family needs to be part of the case plan. None of us likes to be told that we're
failures or that someone else is going to tell us what to do and how to do it better. And
it doesn't work if we do that, so its got to be a partnership where they buy into what's
going on and understand their participation in it and recognize and take responsibility
when they fail to do what they've recognized they should do.

Another child welfare worker commented:

| realize that any effective work we've done with Laura has been through gaining the
support and connection with her parents.

Several child welfare caseworkers worked with parents to help them understand the goals and
planning in the case, and to assure their commitment to the goals. Tonya's case worker
explained his approach to developing partnerships with parents and gaining their cooperation:

We want to be part of your team. We want to work with you... You may see us as an
adversary, but we want you to understand that we are not your adversary, we have saved
your child from what we thought was a serious problem. We want to work with you so you
can correct what was happening that placed that child in the situation.

Even where it was unlikely that the children would return home, there was a preference for

maintaining attachment. With reference to Donna, a mother with mental iliness who had agreed
to relinquish her parental rights, the child welfare worker noted:
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Andrea needs to know who her mom is, good, bad, or indifferent... In time, everyone
will understand each other. Not living with your mom isn't the worst thing in the
world, but never seeing your mom could be.

Information sharing was emphasized as an aspect of family participation by some workers and
TFC providers. For example, a child welfare professional described his work to reestablish a
relationship between Albert and his mother:

I try to call her now and include her in what's going on in (his) life... | think that's been
good for her. 1 think she's felt more involved that way.

Another child welfare worker saw her work with parents as a valuable instrument for teaching
and supporting parents with the goal of family reunification:

... We are trying to bring the family back together and I think the treatment has to be
focused on that and facilitate that. So the more the families can be involved in the
treatment process, | think the more successful the family will be when they leave
treatment. It's like doing push-ups. We get strong and get in condition when we
practice. We practice being good parents, good families, good children and then after
we practice it enough and it looks like it's working, then we say, "OK, go play the
game.” | think that's why involvement is important. We have to give them the tools to
do that.

Having described values in support of family participation, some child welfare staff mentioned
constraints that they would impose if parents did not comply with the treatment plan. Referring
to the relationship between a boy in TFC and his mother, a child welfare worker said,

I think it's important for him to have involvement with his mother. He really needs that.
However, if she regresses back to drug use or selling drugs, then he shouldn't have any
involvement with her.

Relationships were strained in situations where TFC providers did not value the families of
children in their care. A few TFC providers did not think that it was their job to have contact
with parents and they did not think parent-child contact was helpful to the children. One TFC
provider said that she thought it would be a conflict of interest for her to work with parents. She
did not want parents to have her address or telephone number and preferred the child welfare
worker to pass on all communications. Another TFC provider said she did not interact with
parents because,

I think it is more important that the therapist does that kind of work with them.
Sometimes it is real easy if you get involved with the parents to get caught in the middle
and I just don't want to do that.

Only one child welfare professional described a general preference to limit parental participation
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in TFC. She favored family participation only in the later stages of care, believing that children
need time to make progress in treatment before contact with parents is re-established.

Cultural and social class issues. The philosophy of the TFC program was described by one TFC
provider as being to honor the values and beliefs of the children and their families. Taking
culture, social class, values and beliefs into account in placement planning and respecting family
values during placement were seen as important in the general sense, although this did not
always happen in practice. In response to a question about the importance of considering culture
and values in TFC placements, a child welfare professional said,

I think that it's very important. If a child comes into a home that is totally foreign to
them... the child is likely to be freaked out about being in a totally different
environment. They need something that's familiar.

Unfortunately, in planning placements, it was not usually possible to match children with TFC
providers because of the limited availability of placements. In situations of limited TFC
resources, variables such as child safety, keeping siblings together, having a two-parent foster
family, or foster parent experience in dealing with specific kinds of behavioral difficulties were
dominant. Therefore, there was little or no matching based on cultural issues or family beliefs.
One child welfare professional stated her belief that matching culture and life style were ideal,
but that providing safety and structure and meeting the child's emotional needs were more
important. In response to a question about taking family culture and values into account in
placement planning, a caseworker responded:

If it was a perfect world, we'd consider those, but it isn't. It's far from it, and it's hard
enough to find a good provider like (the TFC provider), let alone all the other things
that may be helpful.

Another child welfare worker affirmed the influence of practical considerations related to
meeting the child's specific emotional and behavioral needs:

I don't know if her beliefs were even considered. | think it's the expediency of looking

for the best resource for the child taken into account. We did try to look for the best
interest of the child, one that worked for the child. A combination of the behavioral
problems and the personality of the foster home. The reality is that sometimes it is driven
by the availability of resources.
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Generally, there seemed to be a preference among caseworkers for attention to basic "good"
values, for example,

| think the safest situation is that the children should be in a home where there are
good values. Where there is love and where there is recognition, validation,
appreciation.

Parents varied in their responses to questions about the extent to which they believed that their
beliefs and values had been taken into account in the placement process and how important this
was to them. One parent was focused on the best care for her child, "I really don't care what
their beliefs are as long as they take care of my daughter.” Annette appreciated that her request
for her bi-racial son to be placed in a bi-racial home was fulfilled, "I thought he'd be more
comfortable in a home like that." In response to a question about the extent to which her beliefs
and values were addressed in the placement decision, a mother said that she was not asked about
values and beliefs but that she felt sure that they had been taken into account because of the
qualities of the families that children were placed with. Another mother noted that she had been
asked for "a little bit about my background, if I had a religious background or anything like
that." Other parents said that there had been no attention to their values in placement planning.

For children in placement, most TFC providers said that they tried to honor the family's beliefs
and values. But in several cases they actively worked to change children's behaviors that had
been acceptable in their family home, but that the TFC providers did not value. For example,
TFC providers taught children table manners and predictable daily routines and they limited
children's access to television programs. One TFC provider commented, "I think that we accept
their values except for the discipline part. They just have to go by our rules and the program's.”
In most cases, parents were satisfied because they received explanations and observed
improvements in their children's behaviors. For example, a mother said, "That's their ethics and
that's the way they run things and that's OK with me because (the child)'s calmed down so much
and he's not so rowdy." Another mother commented, "It's the kind of home I wish I'd had when |
was growing up."

In some cases, differences between parents and TFC providers in their beliefs about appropriate
child-rearing practices contributed to conflict. For example, a TFC provider restricted a child's
access to toys that his father had given him, because she believed that they contribute to his
violent behaviors. Unfortunately, the treatment team did not include the father in treatment
planning, even though the long-term plan was to return the child to the father's care. As a result
he was angry and resentful. The child welfare caseworker in this case believed that the father
needed support and education to understand his sons' mental health needs and to provide
appropriate care. But there was conflict between child welfare and the mental health treatment
team which she related to value differences:

The dad's family is very conservative, redneck, anti-authority, down-to-earth, tell the

truth, anti-establishment, anti-government. They're just hard working people who
drink periodically and who live hard.
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The relationship difficulties between the professionals and this parent were exacerbated by the
treatment team's efforts to change the values of the boys by criticizing the father. The child
welfare worker was concerned that negative views of the father were being presented to the
children. She feared that by not honoring the values of the family or supporting the family as a
unit, more harm would be done in the long-term:

I think they need to be teaching the boys to think and feel with the values of the family...
But not try to change the boys' values. They will go back to their family and we've got
history cases that you can go back on how many kids we've kept in foster care for years
because their family has not been good enough, or safe enough to raise them and as
soon as the kids are eighteen, they move back home and join their parents.

Unfortunately, the mental health therapist was unwilling to be interviewed for this study, so the
researchers are unable to give a fuller explanation for the treatment rationale in this case.

Social class difference was a consideration in the TFC providers' treatment of children and
responses to parents. Some child welfare professionals were concerned about the effects of
economic difference on children who would return home from an affluent TFC home. One child
welfare worker thought that placement in an economically advantaged home was disrespectful to
parents who did not have access to adequate resources. Another child welfare worker stated her
preference for placing children in the same or a similar neighborhood to provide continuity, but
given the treatment needs of these children, local placement was not feasible. One worker was
particularly concerned about the attitudes of TFC providers toward the parents of children in
their care:

Typically, they are maybe in a different class, but if it is a lot different, then I think it
makes treatment harder. | think if you get people who can't relate to the parents, who
look down on the parents, then you're doomed.

Professionals' and TFC providers' attitudes toward families. Professionals’ and TFC providers'
positive attitudes toward families contributed to the development of effective working
relationships. Predominant positive attitudes were: empathy with parents' struggles; appreciation
of their courage and strengths; and respect earned by parents who complied with treatment
requirements.

Relationships with parents appeared to be stronger when professionals and TFC providers had
respect for them and empathy with their struggles. A TFC provider had empathy with parents of
children in TFC who had to comply with requirements:

I wouldn't like to go through what any one of these moms has to go through because | like
being in control of my life. | wouldn't want anybody saying | had to go to the parenting
class, this drug and alcohol class, this group session. | mean those are a lot of hoops to
jump through.
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A mental health therapist had an empathic attitude toward a mother:

I have this compassion, this empathy for her because | see the work she has done to
turn her life around.

A child welfare worker described her feelings about Karen, a mother who had faced many
challenges, but had met all the requirements of the agency:

Boy, | have a lot of respect for her. She went through a lot and did everything that was
asked of her. | feel sorry for her because she had a horrible upbringing and she knows
it. And I can understand how she feels angry about it.

Another caseworker described her respect for Annette, who had advocated for appropriate
services for her son and demonstrated resourcefulness in gaining what she needed to help her to
care for him:

Of all the parents | have ever worked with, one of Annette's greatest assets is that she
uses community resources better than anyone | have ever known... It's not just playing
the system. She really knows how to use those resources for what they are meant to be.

Some parents earned professionals' respect by complying with the treatment plan. For example,
a child welfare worker, admitted that she had overcome her initial reservations about a mother
and came to respect her:

When | first read the case, before meeting (the mother), my immediate response was,
"Oh, this is horrible, How could this person have ever done this? And we need to find
this child an adoptive placement.” And then | met her and I began to see the
remarkable changes she'd made in her life and ... how she was now back in her life and
accepting full responsibility.

She added that she believed that this parent could be supportive to other parents in similar
situations:

She's very well respected because of the major turnaround that she's made and her
insight and ability to take responsibility and comply with services. She's just done a
marvelous job. | would say she's an excellent example for another parent following in
her footsteps. In fact, that's been brought up, that she would be a good resource for
other parents to talk with.

Practice with parents was also shaped by negative attitudes on the part of some professionals and
TFC providers. The most frequently encountered negative attitudes incorporated skepticism
about parents' capacity to keep their word, dislike, and fear. A TFC provider reflected on how
her experiences had made her cynical about a parent's capacity to comply with requirements:
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... you have to understand that people, after you have worked with them for a while, get
a reputation for a certain type of behavior and you get to the point where you expect
certain things from certain people. Where we would listen, a lot of it you just kind of
take with a grain of salt.

In one case, the mental health treatment team had a negative attitude toward a father whom they
excluded from planning his children's care. Even though the children had been removed from
his ex-wife's home and a judge had determined that he would be their after-care resource, the
child welfare worker said that he was shut out of planning because the team disliked him.

They don't like this parent and so they intentionally do not give him the services he
needs in the way he needs to get the information.

A TFC provider feared parental contact and avoided having parents visit at her home or taking
children to their family home. Instead, she arranged to meet parents at an agreed place when a
home visit was planned for the child in her care:

Usually we try to stay out of going to their home... | feel more protected. Sometimes
the parents feel bad about not having their kid and sometimes we become the target of
the parent's feeling. So we try to shield that by maintaining somewhat of a distance.

Parents' perspectives on their participation in TFC. Practices which facilitated or constrained
family participation contributed to families' satisfaction with their children’s treatment. Aspects
of practice described by parents were: communication with parents; facilitation of parent-child
contact and parent involvement in decision-making; and interventions to enhance parenting
skills.

Parent-professional communication and information-sharing emerged as important themes in
family participation in TFC. Some parents were regularly informed about their child's progress.
For example, Tonya said, "They always make sure | know what's going on and why." In
response to a question about her involvement in decision making, Rhonda said that she felt
respected by the team:

All the suggestions that I've had a chance to make have been accepted. If it's
something that they think is appropriate then we find a compromise... They don't make
me feel like I'm two inches tall or that I'm stupid, you know, or that I'm just looking out
for myself. They realize that this is all really hard for me and I'm trying to do what's
best for everybody and so they help a lot.

Frances appreciated the TFC provider's willingness to give her information about her children:

She'll call and tell me that they have a doctor's appointment and what for. She'll call
and tell me what's going on. She's really good.
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In addition, this mother was pleased that the provider took time to learn about the family so that
she could keep the children connected with relatives that they had not seen:

She's asked me a lot about my family because they've asked a lot of questions. So she
can tell them about their aunts and uncles. | was surprised, she called up and asked all
their names and memorized them so she could talk about them. She says its important
that they don't forget, so she talks to them, like two times a week, about my family
besides me.

Some parents appreciated child welfare workers' and TFC providers' efforts to facilitate their
contact with their children. A mother described the increasing frequency of her contact with her
son as she prepared to bring him home:

He was able to call me every day. | was able to call him every day, if | needed to.
There, for a while, I was going out there about once every other week during the week
to see him for a couple of hours... Then weekends.

Another parent commented on the TFC provider's support of her contact with her children:

She (the TFC provider) seems to be the only one that wants me to be involved... She
thinks it's important because my kids ask about me a lot.

There were quarterly treatment team reviews of the cases of all children in TFC. Bi-annually,
the progress of each child and family was examined by a citizens' review board (CRB), an
oversight committee of local citizen representatives, professionals, legal representatives, and
parents. At these meetings, decisions about children’s future treatment and care were made. A
mother offered her perspective on CRB meetings she had participated in:

It's run in a formal way... they go over the service agreement for each of the children,
how the foster parents see them coming along, how my interaction with the kids is
going, how the counselors see the kids changing, and what problems they are still
having. Then, of course, how (the agency) sees me and my interaction with the kids.

In response to a question about the extent of their influence in decision-making, some parents,
including those whose children were in the custody of the state, said that they had a lot of
influence. In response to a question about her influence in decision-making, a mother said:

Right now it's a group effort... As far as rules about how (the child) is being treated
and what her treatment is going to be, | would say that the foster mother and the
caseworker have more control over exactly what will happen, but we're given a say in
it. If we say, "We don't feel this is right,” then they'll say, "What do you think is?" and
we'll give them our suggestions and we have a tendency to compromise.

This parent described her initial nervousness about participating in a CRB meeting, and her relief
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when she was not made to feel uncomfortable. When asked about her experience, she said,

Actually is was pretty easy. They were all really nice. | expected a bunch of ogres in
suits that didn't care about how I felt, you know. It was quite the opposite. They were
very nice people, they were parents and grandparents and they were willing to listen to
what I had to say. They were very fair. It wasn't nearly as bad as | thought.

Debbie reported that she participated in decision making when plans were made to move her son
from TFC to a group home. The child welfare worker explained the reasons for the move and it
was agreed that Albert would benefit from being closer to her, so that they could have frequent
parent-child contact. Tonya discovered that she had a right to participate in decision making
when she learned at a CRB meeting that her son had been prescribed medication:

I found out that (my son) was on Ritalin and they asked me if | had any questions and |
said, "Yes. | would like to know why I don't have a right to know when my son is put on
medication.” The lady that was running it looked at my worker and said, "Why hasn't
she been informed?" Her supervisor, too, looked at her and said, "I'd like to know that
too."

This discovery led to the mother overcoming her apprehension and becoming comfortable asking
questions at meetings:

With all these professionals in there, I got really nervous, but that helped me know that
I can say stuff... Now I know that I can ask questions and | can also demand to know
what's going on with my kids. | found out that's mandatory that they're supposed to let
me know that stuff.

The event was a turning point in the management of this case. Tonya commented,

That helped make me feel more comfortable because I realized that my opinion did
matter and that | was supposed to be informed. Since then, they've informed me when
any of them was put on medication and what the medication is for.

In contrast to these examples of efforts to involve parents in their children's care, there were
situations where parents were allowed only limited contact with their children, received little
information, and were left out of discussions. While the TFC standards require family
participation in TFC placement decisions, only two parents reported that they were involved in
any way in planning their child's placement. Annette requested a voluntary placement in a
treatment home for her son because she was finding it impossible to manage his behaviors and
Wanda asked specifically that her son be placed in a home with other children. Other parents
complained that they were not allowed to have direct contact with their children. For example, a
mother said,

Right now I'm not allowed to know where they live. I'm not allowed to have their
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address. | know what town they are in, but that's it... | would like to be able to call
them once in a while.

Another parent complained about not being allowed to have telephone contact with his children:

I don't have their phone numbers... they're supposed to let them use the phone
whenever they want... and (the child), he used to call me all the time and he doesn't call
nobody now. | know they aren't letting them use the phone.

A TFC provider described her own efforts to involve a mother in her children's lives, but said
that the child welfare worker was reluctant to invite the mother to meetings:

Social services is more not liking to involve everybody. It wouldn't have been the
caseworker's choice to have her there... The caseworker didn't include her in the first
(meetings).

Some parents who felt left out of planning and decision making were extremely angry about
being ignored. For example, a father was angry that he was not given information and that his
questions were not taken seriously:

They will not tell you everything. They make you feel like they are God. They don't
listen to people. Every time you say something, they turn it around or they just block it
out completely... I've been treated rotten. Like the bad guy.

He attended review meetings, but did not feel that the team were open to hearing from him:

I basically just sit there and listen... Because it doesn't matter what my opinion is.
They're the treatment team. It's what they think is what they are going to do.

The child welfare worker in this case was sympathetic to the father's feelings and felt that his
anger was justified. In response to a question about how his comments were received by the
treatment team at meetings, she replied, "As if he weren't there and as if he were a small child
that they were giving direction to." Another parent was angry and resentful because he felt that
he had little involvement in decision-making about his daughter's care and treatment. After
several visits had been canceled, he described his plan to visit the agency's central office to
demand more frequent visitations with his daughter.

36



Supports for family participation. It appeared that collaboration between parents and
professionals was enhanced when professionals demonstrated honesty and appreciation of
parents' strengths and their efforts to comply with requirements and fostered trust with parents.
Parents appreciated child welfare workers who told the truth, shared information with them,
involved them in decision making, and provided support and advocacy. Relationships between
TFC providers and parents were more likely to develop when they demonstrated positive
attitudes toward parents, shared information, and facilitated contact with children.

Positive relationships of parents with child welfare workers and TFC providers were
characterized by a high level of trust. A child welfare worker described her approach to
developing relationships with parents through honesty, support, and information sharing:

(I say) "From today forward, I'm going to be honest with you. | expect you to be honest
with me." And I give them all the power and control... | let everybody know what |
know and everything | know as soon as | know it. And how to beat the system. And |
give them the tools to do it.

Rhonda was appreciative of the professionals' support of her child and honesty in their
conversations:

The caseworker is very supportive of Brenda, but yet she tells us the truth. She tells us
what's going on. She doesn't play games. The mental health worker is very
straightforward.

Tonya described the child welfare worker's attention to sharing information with her and offering
support:

He's always explained everything to me in great detail... He's tried his best to be
understanding of my situation. He always asks and makes sure I understand and that
my voice is heard. If | have any questions, | can call him anytime | want. He's always
there for me. If he's not in the office or able to take my call, he always gets back to me
as soon as he can. He's always been real supportive and encouraging.

This caseworker saw the importance of supporting Tonya to fulfill her parenting role to the
fullest extent possible, even though her children were to remain in long-term foster care:

I think its very important for a client to feel that their caseworker is an advocate and
really trying to work for them... My job is to strengthen her and lift her up and help her
to be a good mother.

Tonya recognized and appreciated this effort:
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I have someone that's not only... on my side, but that can understand my side and will voice
an opinion when I want to be heard. And when | say, "Hey, | don't understand this,™ will
say, "OK, let me explain it this way."

In a small number of cases, the child welfare and mental health professionals, TFC providers,
and parents worked together in a collaborative way, exemplified by one situation described by
the child welfare worker:

Karen is involved in the decision making, involved in setting the structure and the
boundaries and limitations for Sam, so that everybody is in sync. And what (the TFC
provider) is doing in her home is the same as what Karen does when Sam visits and it's
worked out really well.

TFC providers were the major decision makers in relation to the amount of contact with parents.
Their preferences for or against contact with parents appeared to be a result of their life
experiences and preferences, rather than training. For example, a child welfare professional
commented on one TFC couple’s capacity to work with parents:

I think that they have a lot of natural ability to accept parents for who they are and not
accept them for who they think they should be. And I don't know how you can train
somebody to have those kinds of values.

Further, she believed that their experiences raising their own children had been influential:

All of their children are grown and raised and they've been through this before and |
think that has definitely had an impact on them and their ability to continue to provide
care to these kids.

The TFC provider explained that he was raised in foster care because of alcoholism and abuse in
his family. His wife said that their ages (65 and 53) and experience raising their own child with
attention deficit disorder prepared them to work effectively with children and parents.

One TFC couple were in recovery from alcohol abuse and they discussed the effects of their
involvement in Alcoholics Anonymous in their work with a child and his family:

We're recovering people. There's not a child we've worked with that doesn't have that in
their backgrounds, so we use that as a treatment tool... We were able to talk to him about
alcohol and drug addiction and how it affects his family in a realistic way.

Other TFC providers mentioned their parenting experiences and work experiences in health,
education, mental health, and developmental disabilities which prepared them for TFC.

Positive relationships between parents and TFC providers were related to providers' willingness
to get to know parents, to discuss their goals and strategies for treatment, and to negotiate with
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parents. One TFC couple talked about their work to build trust with the family of a child in their
care:

We have to earn trust with the family... The beginning starts with me making contact
with them... | try to keep them apprised of what I have seen in (the child). And that just
began to grow. Once | trusted that this was a safe family, then we began where they
could call here, have the phone number, they could call (the child) when they chose to.
Then they could come and pick him up or take him on visits.

These TFC providers monitored the child's visits and saw their role as educating the parents
about what would be helpful to the child:

... we found out that all his siblings were there, which was not part of the treatment
program. We wanted Jamie to feel special. We don't want the interference of the other
kids... So we had to educate the parents along those lines.

Parents gained positive perceptions when they observed the love and care given to their children.
For example, a mother described the qualities she saw in the TFC providers and their behaviors
that were helpful to her child:

When | met them, I could see that they were real gentle people. They took the time too,
even if they were busy, they took the time, and that's what he needed.

Another parent observed the caring, structure, and consistency that her child gained from the
TFC providers:

There's so much love and nurturing there, that they know that if they disobey the rules

that they're going to get disciplined. But its going to be in a positive way and yet they

also know that if they do what they're told, they're going to get love and praise for it...

They play with them and they love them and they let them know that they are loved and
yet they set boundaries for them.

A mother described the ways that the TFC provider had been able to bring about positive
changes with her child:

She's constantly trying to find a way to help (the child) deal with the ADHD and her

own personality. You know, she's very patient and very stern. 1 think she's the best
thing for (the child) right now.

When asked how the TFC provider responded when she expressed concerns, a mother explained,
"We'd sit down and I'd voice my opinion to them and they would listen and we'd talk about
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things and kind of figure out a compromise.” The child welfare worker attributed the positive
relationship between this parent and TFC provider to their personal qualities:

The foster mother is very laid back and very willing to listen. She's not one to pass
judgment. She can set limits and she can hold her own. But she's just a good listener
and does not come across as condescending or authoritarian... Rhonda has just really
clicked with her and because Rhonda is in such a different position than she was in two
years ago, she's also working very well with the foster parents.

One couple provided TFC for children from three families who were included in the study. Two
of the families worked toward reunification, while the children of the third parent were to be
placed for adoption because of the mother's serious mental illness. The two child welfare
workers who worked with this couple commented on their openness to communicate with
parents, support parents, and facilitate parent-child contact, as well as provide a healthy
therapeutic environment for the children. For example, the caseworker described the TFC
provider's relationship with the mother who had agreed to relinquish custody of her children to
the state:

(The TFC provider) has a kind of open communication with Donna. So Donna is able
to call her at least once a week and just kind of vent about what's going on and what
she's frustrated about... Its just a really good situation because it allows Donna to talk
to the kids. She can assure herself that they are safe. She can feel that she's a part of
what's going on in their lives. She feels like she has some kind of connection to them
through their foster mom... It's made a big impact on how Donna feels about the fact
that her kids are in foster care.

These TFC providers took on additional roles to prepare parents to care for their children. The
TFC provider described her work with a mother and her daughter:

... just starting slowly, letting her get the feel of being a mom, without saying, "Here's
your kid." So now we're to where | take her one week and Rhonda takes her one week.
And now when Rhonda is too tired and too stressed, then I'll just keep her home. |
want this to work.

Rhonda was fearful about her daughter returning home because she was unsure of how to

manage her serious emotional and behavioral problems. But she was relieved that the TFC
providers were committed to following through to ensure that the reunification was successful:
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Knowing that I have support... They've already told me that if there's any time | need a
break, that they'd take her for a night or a weekend. So knowing that | have someone in
my corner, they're not just going to turn her back over to me and say, "Here's your
kid." There's no way | could handle that. So I'm needing all the help I'm getting right
now.

The TFC providers gave support and education to another parent who had not previously had
opportunities to learn how to be a parent because of neglect in her own childhood. As well as
providing a consistent, structured environment for the child, the TFC providers welcomed her
into their home, and taught her how to provide structure and consistency for him. The
caseworker commented:

(The TFC provider) would prompt Karen on how to correct his behavior and so, you
know, she did a lot of modeling and re-parenting of Karen, so that she could parent her
son and it worked really well... I could see it as she got to know Karen and as that sort
of fear and fantasy about what the birth mom is like went away and as she got a grasp
on what she was really like.

During visits, Karen appreciated their teaching and willingness to share parenting with her:

As soon as | got there, Mom was the boss, instead of the foster parents being the boss.
Which I didn't know anything about, being a parent. Nothing. So I'd ask them a lot of
questions, "what time is his bedtime?" A lot of things I didn't know... So it was like
learning to be a parent and trying to ask them what I should do.

The TFC provider believed that her work with this mother contributed to the rapid and
successful family reunification.

Where family participation was not valued by professionals or TFC providers and where there
were negative attitudes toward parents, relationships were strained. In two cases, the TFC
providers did not like the parents and did not want to have contact with them. By coincidence, in
these two situations, fathers were the primary parents involved with their children. These fathers
were distrustful of the professionals and the child welfare/mental health systems generally. A
father no longer believed what the professionals told him: "They speak with forked tongue.”
Another father was excluded from treatment planning because of the mental health team's and
TFC providers' negative attitudes toward him, even though the judge had determined that he
would provide after-care for his children. He commented:

They don't hear what | say. They only hear what they want and they can write down
what they want and they can read anything the way they want to. And if they put that
word, "treatment” in front of anything, bam, its necessary.

He complained that he had been ignored when he expressed his opposition to the plan to separate
his two sons and place them in different TFC homes:

41



I told them how I felt about them splitting them up and stuff. | don't think its right for
them to put them back together and then jerk them apart just because they fight with
each other. They ain't never going to work on it if they aren't living together. It don't
make any sense to me. But they did it anyway.

The TFC provider restricted his son's access to some toys to teach him less violent behaviors, but
the treatment team did not explain their rationale to this father. As a result he was angry and
resentful:

She's way too strict. They can't play with nothing. Everything is "too violent." They
can't watch nothing on TV. They can't watch, you know, Teenage Mutant Ninja Turtles.
They can't play with nothing, not even a little metal airplane.

The father was aware of the negative attitudes toward him and was angry about the way he was
treated:

As far as | was concerned, they weren't going to let me have the kids at all. From day
one, | was out of the picture just because of some charges that were filed against me a
couple of years ago that were false.

In response to a question about his relationships with the professionals and TFC providers, he
said:

We don't have a relationship, just "Hi!" and "Bye!" They don't like me... It doesn't
matter what my opinion is. They're the treatment team. It's what they think is what
they are going to do.

The child welfare worker advocated for this father, but was unable to persuade the mental health
team to teach him how to manage his children’s behavioral difficulties. She complained that the
mental health team were not doing what they had agreed to do:

They have absolutely refused to provide him with any education or training having to
do with the fire setting. They refuse to do it. They don't think it is their job to provide
this parent any information about how to deal with a child who is a fire setter... They've
refused. (The mental health therapist) stood up in court last week and told the judge,
"We will not do that. It's not our job."

A TFC provider was fearful of contact with parents of children placed with her. She described
an early contact with the father of a child in her care:
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He was quite angry at the beginning and he used the meeting setting as a platform to
complain about not being able to see his kid, all the things he feels (the agency) is
doing to him and all that... After that he was more calm. But at the beginning | was
concerned. | was scared of being around him.

Barriers to family participation. Parents, professionals, and TFC providers identified different
kinds of barriers to family participation and parent-child contact. Parents noted that the major
barriers included their lack of access to transportation, inconvenient scheduling and location of
meetings, and the limitations placed by professionals, while professionals focused on systemic
barriers in the organization and parental behaviors. Wanda was unable to see her son as often as
she would have liked:

I have trouble getting transportation over to their offices... It's a little hard to get back
and forth. It gets impossible to make all these meetings... There are times when I'm
looking for work and I'm trying to do all this stuff.

In response to a question about what would make it easier to have contact with her children, a
mother said, "Phone numbers. Right now, I'm not allowed to know where they live... 1 would
like to call them once in a while." Another parent thought that professionals were not in touch
with what was going on in his life:

Be more helpful. Just see the real world and come out of their bubble... Seems like
they haven't been out of their office in a long time.

A mother complained that the child welfare worker was unreliable and did not always keep her
word:

She'll set up meetings and not show up and not even call. And she'll say she's going to
do something and she won't do it.

She was thankful that the TFC provider placed a high priority on parent-child contact and was
willing to advocate on her behalf:

(The TFC provider) thinks that the kids should see me for more than an hour a week
and she has to get that approved. And it took her forever to get that phone call
approved. It took her three months to get that phone call approved. | think she should
know what would be in my kids' best interest. And I think she should be able to make
those kinds of decisions.

Professionals identified a number of organizational barriers to family participation, which were
related to bureaucratic constraints and lack of time, the program philosophy about working with
parents and the intrusive nature of child protection work, negative attitudes toward parents,
parents' discouragement, and lack of TFC provider training. In response to a question about
barriers to working with parents, a child welfare professional said,
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Definitely large case loads. ...it seems that more and more paperwork is taking a
precedence over family contact.

One of the counties required staff to delegate work with the families of children in out-of-home
care:

We're not allowed much time or expected to work much with families ourselves. We're
supposed to delegate that to the people at the group home, the therapist, or someone. Well,
its a problem right now because there isn't anybody connected to this family.

A mental health therapist described the cumbersome bureaucratic requirements for Albert and
his mother, Debbie to renew their relationship:

The fact that there is red tape. . . You have to do a home study, you have to go in, you
have to meet both parents, you have to make some kind of service agreement which
says what needs to happen. They need to do everything that someone who would be
having this kid in their home would have to do. Pass criminal checks, be cleared for
alcohol and drug issues, because they've had severe issues in the past, whatever their
own treatment concerns would be. And they have to have that down on paper and
signed.

A child welfare worker noted that the child welfare agency should have tried sooner and more
diligently to locate this mother:

In retrospect, it was the agency's fault, quite frankly, for not trying to find out more
about mom. Because we had an address for the lady. It wasn't like she lived in
Timbuktu on a schooner or something. She lived in (city), for heaven's sake!

One child welfare professional saw the involuntary nature of child welfare as a barrier to
building relationships with families. In response to a question about the barriers to family
participation, she expressed concern about the effects of child welfare professionals’ interference
in the lives of families:

... the fact that you are pulling them out of the home. And how it feels to them if there is
progress and what that means to them and what it means to have people looking at
your family system and tinkering with it and maybe the impression that people are
pointing their fingers at you. Those are probably the main barriers.

Professionals’' and TFC providers' lack of commitment to families was also mentioned as a

barrier to family participation. For example, a child welfare worker said that the mental health
team deliberately prevented a father from having much contact with his children:
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The treatment team. They're the barrier. | would have him have as much contact as
possible and every weekend have visits. | want that to happen, but that's not going to
happen partly because the foster parents have their own life and their own schedule
and things. That's not what the treatment team wants and they can throw up a lot of
road blocks.

In that county, the child welfare professional said that the mental health agency was neglecting
family participation in TFC, even though it was a primary focus in the program design:

They don't, and to my knowledge, have not ever worked with families... My supervisor
was one of the people who helped write the program and knew that it was part of the
contract and was surprised to hear that there has not been any family work done for a
couple of years.

A child welfare worker pointed to parents' behaviors as a factor that constrained their
participation, specifically their lack of cooperativeness and unwillingness to be truthful or to
adhere to service agreements. In contrast, a mental health professional was empathic with
parents' lack of energy which may act a barrier to family participation:

It's no wonder that these parents are where they're at. They've given up, the majority of
them, by the time we get these kids. They've really given up. And so, somehow, you
have to get them back involved.

Some child welfare workers lamented the lack of support services to help parents gain the skills
and motivation to become involved with the care of their child.

In two counties, TFC providers' lack of training in working with parents emerged as a barrier to
family participation. TFC providers in these counties could not recall receiving any initial
training on working with parents. For example, a TFC provider said,

... our main goal has always been the kids and you need to be able to get along with the
parents, but if they're a stumbling block with you being able to work with the child,
you're going to have to find a way around it because the child is always your first
concern. | can't right off the top of my head think of a training where it was presented
specifically, "this is what you do."

Another TFC provider commented on the confusing guidance about dealing with parents that she
received in her training:

... there were two lines of behavior. One was encourage the birth parents, get them
involved. The other was, don't have anything to do with them. It just came from
different people telling their perspective. Because we had different people come in and
give us lectures.
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This lack of training to prepare TFC providers to work with parents was highlighted by a child
welfare worker:

We've recognized that as a real need. It's an area that repeatedly seems to be a problem for
parents... we're seeing this across the board that the relationships to the biological parent
and how that works can manifest itself differently in different homes and some homes do a
marvelous job with it and other homes seem to struggle. So I think (we need) a good
training on it.

Strategies to promote family participation in TEC. When parents were asked how family
participation in TFC could be improved, their responses generally focused on ways that
professionals could have been more helpful with their personal and family problems. Several
parents wished that the agency could offer them individual counseling or a support group to help
them deal with the loss of their children and the many other problems in their lives. Tonya, who
had a history of drug abuse, wished that she had been offered support at a critical time:

When they first took the kids, if they could have maybe suggested some counseling so |
could deal with the loss, because it was right after that my parents died and it was just
everything at once. It was real easy for me to turn back to drugs because I had so many
things going on.

A mother wanted the child welfare and mental health professionals to show more interest in her
and to offer supportive services:

At least ask me how I'm doing and how I'm coping instead of stacking more and more
without even asking how I'm taking it so far and waiting until I crack and go "What
happened?"

One mother felt that the treatment team had not taken time to listen to her and to get to know her:

If these people are going to sit there and make determinations about me, who | am,
what I am, why | am, then they need to sit down and spend some time with me and get
to know me as an individual.

TFC providers' and professionals’ responses to a question about how family participation in TFC
could be improved mainly focused on ways that the agency could be more helpful. Reduced
workloads were seen as offering enhanced opportunities to work closely with families.
Supportive services were recommended for families, including transportation. Some TFC
providers called for more resources for respite.

A caseworker noted that family participation may be neglected because child welfare staff are
overworked and their primary responsibility is the children:

I get the feeling, and this happens a lot, that (the agency) workers get really busy and
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they have to prioritize and maybe that's not necessarily on their priority list.

In cases where parental rights were being terminated, professionals regretted that the agency did
not have the resources to pay for services to help parents with their own difficulties. There was
concern about finding ways to help a mother to care for her daughter after she returned home
because the agency would no longer be able to pay for services, and the child continued to
exhibit serious emotional and behavioral problems. A child welfare professional emphasized the
need for the mental health team to appreciate the strengths as well as the needs of a parent and
his family:

Recognizing the strengths of the family. Recognizing the needs of the family and
providing for those needs and working with the boys to build a safety structure around
themselves but to fit back in their family and within the family dynamics.

Further, she pointed to the need to ensure that TFC team members follow through on their
responsibilities:

I hope that whatever comes out of this is a way to hold programs that contract to do
services accountable for providing those services.

Another child welfare worker described the challenge of mandated services and his recognition
that parents who choose to make changes in their lives often find those changes to be more
meaningful: "We have to mandate them or they won't do them but when we mandate them and
they do them, it may not mean anything."
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Discussion and Implications for Practice

This study offers a unique opportunity to understand family participation in TFC from the
perspectives of one group of parents of children placed in TFC, their child welfare and mental
health professionals, and the TFC providers for their children. The research strategy of
interviewing the parent, professional, and TFC provider focused on each child provided an
opportunity to gain understanding of each respondent's perception of the story of family
involvement as it played out in TFC. The researchers were able to compare the constructions
and perspectives of each of the players, giving voice to all respondents. There was an effort to
give additional weight to the voices of parents of children in TFC as they are considered a group
whose perspectives have been neglected by researchers. It was possible to compare the
perspectives of the respondents, gaining a richer understanding of situations seen from three
points of view, and ideas from each respondent about "best practices™ related to family
involvement in TFC and strategies for improving practice.

All of the parents who were interviewed wanted regular contact with their children, information
about their progress, and involvement in planning and decision making related to their care.
While all of the families faced serious challenges related to poverty, family stress, and in some
cases mental illness or substance abuse, the findings illustrate a number of examples of
successful family participation. All of the children except two had been placed in out-of-home
care following reports to child protective services of child abuse or neglect. Even with these
troubled families, and regardless of whether the goal was family reunification, adoption, or long-
term foster care for the children, the study provided evidence that child welfare professionals can
facilitate family participation in TFC. When parents were helped to understand the best interests
of their children, they participated in decision making toward their best interests, regardless of
who the long-term caregiver would be. In cases where parents were excluded from decision
making, they expressed resentment.

The children who were the focus of the interviews were troubled by serious emotional and
behavioral disorders which manifested in the form of behaviors that were extremely challenging
for caregivers to manage. The findings indicate there was a wide divergence of knowledge and
understanding of the mental health conditions that affected the children. Multiple diagnoses
were given for each child and there was a lack of correspondence among parents, professionals,
and TFC providers about the exact diagnoses applied to the children. Parents particularly lacked
accurate information about their children's mental health and were therefore less able to
participate in consistent behavior management with their children. This finding points to the
importance of mental health professionals making accurate diagnoses and communicating
diagnostic information and strategies for treatment and behavior management clearly to all
caregivers, with particular attention to using understandable language with parents and TFC
providers who may not have sophisticated knowledge of mental illness.
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The families who participated in the study received few services before their children were
placed in out-of-home care, but they and their children had access to a range of mental health
and supportive services after placement. It is notable that no children were reported as taking
prescribed medications for their mental health condition before placement in TFC, but eight
children were taking prescribed medication at the time of the study. These findings raise a
question about whether the parents might have been better able to manage their children if they
had been receiving medication while they were living at home. Data about the children's access
to a complete mental health evaluation at an early stage were not collected in this study. A focus
for further research might be whether the provision of more intensive services, particularly
respite care which was available regularly for all TFC providers, might have helped to avert or
delay the need for placement. Only one family had received respite care before the children
were placed in care, but all of the TFC providers had access to regular respite care. In the cases
of family reunification, a vital resource for the parents was the TFC providers' willingness to
continue to provide informal respite care as needed. This issue needs to be further examined and
taken into account in recruitment and training of TFC providers. Another cause for concern for
parents who were being reunified with their children was their need for ongoing support and
services after their children returned home. All of the families continued to face the challenges
of poverty and lack of access to resources, such as affordable housing, health care, and reliable
transportation.

While the TFC program rules required family participation in placement decisions, this rarely
happened with this group of families. There was little attention to cultural and social class
difference in placement decisions. While some TFC providers were respectful of parents with
different beliefs and values than their own, in other cases social class and cultural differences
contributed to TFC providers' efforts to change children's behaviors and unwillingness to have
contact with parents.

The findings illustrate some of the ways that the participation of these families was shaped by
professionals' and TFC providers' values related to families in general and their attitudes toward
specific families. Child welfare and mental health professionals had varied perceptions of the
extent to which they were required to support parent-child relationships and promote family
participation with children in out-of-home care. There were many positive examples of family
participation, even with families who faced serious challenges in their own lives. Some parents
were actively involved in decision making meetings. These parents were comfortable expressing
their views, felt that they were treated with respect, and said that their ideas were taken into
consideration in decision making.

Parents appreciated professionals who communicated understanding of their difficulties,
demonstrated respect, told the truth, and provided support. They were grateful when child
welfare professionals advocated for them and their children. Parents approved of professionals
who took time to explain complicated issues to them, facilitated contact with their children, and
supported their effective participation in decision making meetings, a new and challenging
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experience for most parents. Parents also expressed appreciation when TFC providers took the
initiative in sharing information about their children, providing support, and offering
opportunities for parent-child contact.

Not all parents had positive experiences with the child welfare and mental health systems and
some parents were angry and resentful at professionals who excluded them from planning and
decision making and limited their contact with children. Some parents were critical of
professionals whom they perceived as deceptive, judgmental, and out of touch with reality.
Professionals identified barriers to family participation, such as their lack of time due to large
caseloads and organizational constraints, such as one county's requirement that work with
families be delegated to another team. In another county, there was conflict between the child
welfare and mental health agency in relation to the participation of a specific family.

In two counties, TFC providers had not received training to work with families and some child
welfare staff noted that TFC providers did not have the willingness or skills to work with
families. The lack of a family focus in the recruitment and training of TFC providers appeared
to contribute to serious constraints on parent-child contact and parents' lack of information about
their children's progress. The fact that the TFC programs examined in the study embraced
principles of family involvement, but that some TFC providers were not trained to work with
families is troubling. There is a need for research to examine the effects of recruitment and
training strategies for TFC providers and foster parents which are specifically directed toward
intensive support of families. There are some promising initiatives focused on shared parenting
and partnership parenting (Barth, 1994; Burton & Showell, 1997; Lewis & Callaghan, 1993)
which may provide some lessons for training TFC providers.

The researchers were unable to determine whether family participation was associated with more
positive outcomes for children. This should be a focus of further study. However, there was
evidence that higher levels of family participation were associated with more frequent parent-
child contact and more harmonious relationships between parents, professionals, and TFC
providers. This in turn appeared to be related to more rapid family reunification in some cases.
But there is a need for further research to increase understanding of the effects of family
involvement on children's well-being.

Since this qualitative study was small-scale and bound by the local context, the research team are
unable to determine how pervasive the practices described here are. The research is grounded in
the local context and findings are not generalizable to all settings. Yet, the findings offer an in-
depth exploration of the perspectives of family members, professionals, and TFC providers on
the dimensions of family involvement in TFC. The relevance of findings to other contexts
should be determined by the reader based on the "thick description™” (Lincoln & Guba, 1985, p.
214) provided in the detailed descriptions of cases and in-depth analysis of respondents'
perspectives.
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The selection of families to participate in the study resulted in a particular sample which is not
representative of all parents of children in TFC. Child welfare staff were instrumental in
contacting parents to elicit their participation in the study. This approach was selected as an
ethical way to gain parents' active consent. However, the child welfare staff may have selected
their most successful cases. Cases where there was no contact with parents were excluded from
the study because the goal was to increase understanding of family participation. This may have
resulted in a sample of situations where relationships between parents, professionals, and TFC
providers were more positive than in other cases. The number of parents available for interview
may have been limited by caseworkers' lack of time, and by their desire to protect parents from
intrusive questioning.

Working with families of children in TFC is time-consuming and may be challenging. But there
is growing awareness of the need to maintain children's attachments to their biological families.
There is also increasing understanding of the benefits of family participation in decision making.
This study has provided a case study of barriers to family participation and activities that
contribute to participation, but further research is needed to more fully understand how parents,
professionals, and TFC providers can work more collaboratively together in the interests of
children's well-being. The study raises many questions for further research. We need
longitudinal studies with larger samples to study the effects of family involvement on children's
mental health, family relationships, and child and family outcomes in TFC.

Systems-level research is also needed to identify the administrative arrangements and
organizational contexts that support family involvement. With the recent passing of P.L. 105-89,
the Adoption and Safe Families Act of 1997, child welfare staff are required to pursue early
termination of parental rights for children in foster care. New approaches to permanency
planning incorporate concurrent planning (Katz & Robinson, 1991) and parents need to be aware
of their rights and responsibilities in this process. Further research is needed to document the
facilitation of family involvement to ensure appropriate and timely planning for children in out-
of-home care and their families.

TFC is growing in importance as a key resource in community-based systems of care for the
treatment of children with serious emotional disorders in the child welfare system. This
exploratory study has provided a beginning understanding of family involvement from the
perspectives of parents, professionals, and TFC providers. It has also raised many questions to
guide further research. Greater understanding of the barriers to family participation in TFC and
strategies to address them are needed. A specific focus of research should be the effects of
recruitment and training of TFC providers to work closely with families. Finally, longitudinal
research is needed to discover the effects of family participation on child and family well-being.
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