Being a Foster Parent Means…

You will never be bored.
You will always be frustrated.
You will be surrounded by
challenges.
So much to do and so little time.
You will carry immense responsibility and very little
authority.
You will step into people’s lives and you will make a
difference.
Some will bless you.
Some will curse you.
You will see people at their worst…and their best.
You will never cease to be amazed at people’s capacity for
love, courage and endurance.
You will see life begin…and end.
You will experience resounding triumphs and devastating
failures.
You will cry a lot.
You will laugh a lot.
You will know what it is be human and to be humane.
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Definitions
Abuse: A legal term which refers to a child who is endangered; who exhibits evidence of any nonaccidental injury, trauma, or death which is at variance with the history of the event; or is the victim
of inappropriate sexual activity.
ADHD: Attention Deficit Hyperactivity Disorder. A condition that affects a child’s ability to
concentrate. It impacts school performance because it makes it difficult for the child to “stay on
task” and concentrate for long periods of time. This disorder is thought to be more common in boys
than girls and can sometimes be controlled with medication.
Adoption: The legal relationship of raising a child not born to you. The creation of parental rights
and responsibilities by juvenile court after the termination of parental rights and responsibilities of
the birth parents or any other person holding legal rights to the child. Children become available for
adoption in Minnesota through one of two routes: 1) parental rights are terminated by the court due
to abuse, neglect, or CHIPS adjudication without resolving the reasons for the adjudication, or 2)
parental rights are terminated by the parents’ consent. In either case, guardianship and legal custody
are given to the Minnesota Commissioner of Human Services who is then responsible to find a
permanent family for the child. (In these cases, the county social service agency is delegated the
responsibility to find an adoptive home for the child.)
Adoption Study: The process by which a family is interviewed, prepared and assessed for placement
of a child for adoption. While many individuals within the child welfare system still refer to the
process of assessing a family for the purposes of adoption or foster care a home study, the more
appropriate term is family assessment. The process generally involves several contacts between the
family and the social worker, an on-site visit to the family home, and interviews with all family
members, including the children. In addition, the state of Minnesota requires an assessment of
physical health, a criminal background check, clearance from the Minnesota Bureau of Criminal
Apprehension, and submission of fingerprints. The family assessment must be completed by a
representative of a licensed child placing agency or county social service agency. In Minnesota, the
adoption study must be completed in accordance with the Adoption Study Format (DHS 3821). The
finished product is a written document that is presented to the social service agency, the court and
other parties to approve or deny the application for adoption. The adoption study can be used to
introduce the prospective adoptive family to a child’s social worker. An approved adoption study
does not mean the prospective parents have the ability to meet the needs of a specific child.
Adjudication: Determination by the court that the child is a child in need of protection or services
(CHIPS). Usually made after admissions by the appropriate parties or a trial with sufficient proof
provided. The court can withhold adjudication for one 90-day period and dismiss without
adjudication at the end of 90 days if both parent and child have complied with the terms of the 90day continuance.
Adoptive Search: A process by which adoptees, adoptive parents, or birth parents secure
information about each other and the circumstances surrounding the adoptive process. In Minnesota,
this information must be non-identifying unless the party or parties have legally consented to the
release of private information.
Appeal: The legal process by which a party who has lost his/her case at trail level (district court)
petitions a higher court for review of the case, claiming that a lower court erred in its judgment.
Following a decision by the court to terminate parental rights, the parent has thirty (30) days to file
an appeal with the Minnesota Court of Appeals, requesting a reversal of the lower court’s decision.
Children placed with an adoptive family during the appeal process are said to be in a legal-risk. This
implies that the child could be returned to the birth family based on the court’s decision. A case
7

appealed from the trial court must be reviewed by the Minnesota Court of Appeals but the Minnesota
Supreme Court exercises discretion whether to hear a requested appeal.
Arousal-Relaxation Cycle: The process by which children learn to trust their primary caregivers
and to form attachments.
Attachment: An affectionate and trusting relationship between people that endures through time and
space and serves to join them emotionally. It is the ability of a child to form significant emotional
connections with other people. Children who have experienced abuse, neglect, prenatal exposure to
drugs and alcohol may find it difficult to trust others enough to form significant emotional ties.
Birth Parent: The biological parent of the child who is adopted by another family or living in foster
care.
Case Plan (Child’s Out-of-Home Placement Plan or Child Protective Services Plan): A written
document designed usually by social services in consultation with foster or kinship parents and, at
least, participation by and consultation with the child, the child’s parents, guardian or custodian,
guardian ad litem, and tribal representation, if the tribe has intervened. The case plan is filed with
the court which may order the plan as is or modify it. The following items must be addressed in the
plan: assessments, services, timeframes, visitation arrangements, contact with the caseworker and the
foster or kinship provider, actions to be taken by the parents, including financial support (as
applicable), child, if appropriate, and agency, and date for return home or permanency.
Child in Need of Placement or Services(CHIPS): A child-focused legal proceeding for children
who are alleged to be abused, neglected, without proper parental care, abandoned, a runaway or
truant, engaged in prostitution, delinquent or petty offender either under age 10 or mentally
incompetent, or diagnosed as failure-to-thrive. Other CHIPS provisions include behavior, condition,
or environment that is injurious or dangerous to child or others, or the parent, for good cause, desires
to be relieved of the child’s care and custody. CHIPS combines the old laws of dependency (no
fault) and neglect (fault).
Child Sexual Abuse: Sexual activity involving a victim who is a minor. The perpetrator may be an
adult or a minor. “Sexual activity” can include fondling, intercourse, oral and anal sex, child
pornography, forcing a child to watch others engage in sexual activity, watching the child masturbate
and inappropriate kissing. For purposes of this curriculum, child sexual abuse involves any
interaction, contact or non-contact, between a child and any person – child or adult – in a power
position in which the child is being used for the sexual stimulation of another person.
Child Welfare – Child Protection System: Government agencies (state or county) charged with
protecting children from harm and neglect. This system is made up of family intervention services,
protective services, foster care, group care, and adoption services. Public agencies may contract with
private nonprofit organizations to perform adoption/foster care services.
Concurrent Permanency Planning: A planning process that includes attempting to reunify children
with their parents at the same time creating an alternative permanent placement plan with the goals
of achieving early permanency for children, decreasing lengthy stays in foster care, reducing the
number of moves children experience in foster care, and developing a group of families who will
work toward reunification and also serve as a permanent family, if necessary.
Concurrent Permanency Planning Resource Family: A family who takes a child in for foster care,
works with the agency and primary family to reunite the child with his/her family, and, if this fails, is
willing to provide a permanent home for the child, preferably through adoption or transfer of
permanent and legal custody.
Court & Agency Related Terms
 CHIPS: Child in Need of Help or Protection. The court is petitioned to find a child in
need of protection or services. Minnesota Statutes, Sec. 260.015 sub. 2(a).
 Guardian Ad Litem: The guardian ad litem is a person appointed by the court to represent
the best interests of a child who is a party to or involved in judicial proceedings, including
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neglect, dependency, termination of parental rights, custody court proceedings, or in any
other proceeding where the child’s interest are at stake and not otherwise protected. The
primary functions of a guardian ad litem are:
o To advise the court throughout the court action concerning the child’s best interests.
o To advocate (not necessarily legal advocacy) for the child’s best interests on any
issues that significantly affect the child’s welfare as a result of any primary or
secondary involvement relating to the court proceedings.
 Legal Custody: Legal custody means the right to the care, custody and control of a child
who has been taken from a parent by the court in accordance with the provisions of Section
250.185, 260.191 or 260.241. The county social service agency usually has legal and
physical custody of children in foster care placement.
 Protective Supervision: The child may remain in his/her own home under legal supervision
of the local social service agency. A service plan is developed with the family to address the
targeted problem areas. All parental rights remain intact. Most always there is a CHIPS.
 Termination of Parental Rights (TPR): A separate court petition may request termination
of parental rights, in which all rights, powers, privileges, immunities, duties and obligations,
including any rights to custody, control, visitation or support existing between the child and
parent shall be severed and terminated and the parent shall have no standing to appear at any
further legal proceeding concerning the child. Minnesota Statute 260.221, subdivision 1
indicated Grounds for Termination of Parental Rights.
Disposition: The second phase of the court process, which follows the adjudication and focuses on
the issue of custody, the best interest of the child, and contents of a case plan.
Disruption: Those cases in which the adopted child is returned by the adoptive family to the
agency’s care either before finalization or when the child is living away from the family and without
continued family commitment to the adoption.
Dissolution: A legal termination of the parental rights of the adoptive parents.
Domestic Child Abuse: Any non-accidental physical injury or sexual abuse to a minor family or
household member by an adult family or household member.
Emergency Protective Care Hearing: The court hearing held within 72 hrs of an Emergency
Shelter placement. Usually the county attorney files a CHIPS petition with juvenile court asking for
emergency custody of a child who is already in custody or could be in custody. The reasons for
emergency shelter care are either the child is one whose health or welfare would otherwise be
immediately endangered or, is without proper parental care / cannot remain in the care and control of
the person to whose lawful custody the child would be released, or would endanger self or others, or
not return for a court hearing.
Emotional Disabilities: Some children, due to their past history, genetics, or both, must cope with
emotional difficulties in their daily living. Some children may require special therapeutic school
programs and special living arrangements to help them learn how to relate to others in a healthy
manner.
Ex Parte Communications: Literally means “one side only”. This term refers to discussion held
between a party (or interested individual) in a court proceeding and the judge or referee, when the
other parties are not present. Such communications are often considered unfair, and for this reason
judges and referees avoid discussing a pending case with any of the interested parties except in a
court proceeding where all interested parties are present. However, ex parte placement orders are
considered appropriate in the most extreme circumstances such as abandonment, severe medical
conditions of a parent, or other incapacitation of the parent.
Failure to Thrive Syndrome: A serious medical condition usually seen in children under one year
of age. The child’s height, weight, and motor development fall significantly short of the average
growth rates of normally developing children or even though within average have very significantly
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and quickly decreased. In the majority of cases, no medical cause can be found in children with this
syndrome. The syndrome appears to be caused by a disturbed parent/child relationship which results
in the parent being unable to meet his/her child’s emotional needs, including, most often, failure to
feed the infant.
FAS/FAE: Fetal Alcohol Syndrome and Fetal Alcohol Effect are conditions that result in children
from alcohol use by the birth mother during pregnancy. Children born with FAS or FAE can have
organic brain damage, low birth weight, birth defects, mental delays and learning impairments in
varying degrees.
Finalization/Legalization: The court hearing at which a judge terminates the agency’s custody and
awards full and legal custody, including rights and responsibilities, of the child to the adoptive
family. Under Minnesota law, finalization can take place after the child has resided with the
prospective adoptive family for three months/90 days.
Foster Care: A mechanism of the child welfare system that licenses a family to temporarily care for
a child who has been removed from home. In a foster care placement, the child welfare agency
retains legal custody of the child and provides support services for foster caregivers.
Foster Home Study: The foster home study is more accurately known as the foster home licensing
study. This study includes a background study for all household members age 13 and above, an onsite inspection of the residence, in-person interviews with all family members and other adults living
in the home, and social history information for all household members. Social history information
includes learning about the education, employment, financial condition, military service, marital
history, child development awareness, disciplinary beliefs, involuntary termination of parental rights,
strengths and weaknesses of household relationships, and any disabilities or dependencies and
related services, which may include hospitalizations.
Guardian Ad Litem (GAL): A special guardian appointed by the court to advocate the best interest
of a child who is a party to or involved in judicial proceedings, including neglect, dependency,
termination of parental rights, custody court proceedings, or in any other proceeding where the
child’s interests are at stake and not otherwise protected. The primary functions of a guardian ad
litem are:
1. To advise the court throughout the court action concerning the child’s best interests;
2. To advocate (not necessary legal advocacy) for the child’s best interests on any issues that
significantly affect the child’s welfare as a result of any primary or secondary
involvement relating to the court proceedings.
A GAL is appointed in all CHIPS cases except truancy and runaway where appointment is
discretionary. A GAL may also be appointed in other cases as deemed appropriate by the court.
Guardianship and Legal Custody: This is a legal status created by the court, granted to the
Minnesota Commissioner of Human Services, a relative, or other individual following the
termination of parental rights. This gives the commissioner, relative or other individual full
authority and responsibility to provide a permanent, safe, and nurturing family for the child.
Kinship Care: The informal, consensual system of one family taking responsibility for caring for
another family’s child. This type of care situation usually involves those related by blood, but may
include those families who are given family membership status by culture or custom. Kinship care
can be accomplished informally through the courts or through guardianship.
Learning Disabilities: Children with learning disabilities may be of average or above average
intelligence but have difficulties learning, sorting and storing information. Special education classes
may be recommended to help these children achieve their potential in school.
Legal Custody (260.15 Subdivision 8): Legal custody means the right to the care, custody and
control of a child who has been taken from a parent by the court in accordance with the provisions of
Section 250.185, 260.191 or 260.241. The county social service agency usually has legal and
physical custody of children in foster care placement.
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Legal Risk Adoption/Placement: An adoptive placement (including a foster care adoption) in
which the child is not yet legally free for adoption but is placed in the adoptive home pending
resolution of a petition to terminate parental rights or of an appeal of termination of legal rights of
the birth parent. Prospective adoptive parents have the right to be informed of this circumstance
prior to placement of the child in their home.
Lifebook: An album or equivalent document complete with photographs, letters, written memories
and other significant information about the child’s birth family and other significant people and
events in the child’s life which recreates his or her personal history. Lifebook items typically include
pictures and information on place and circumstances of birth, important people in the child’s life,
placement history, personal achievements, information about the child’s families (birth, foster,
adoptive) and information about the process of foster care and adoption.
Maltreatment: A general term that includes physical and sexual abuse, neglect, and mental injury.
Mental Injury: An injury to the child’s psychological capacity or emotional stability resulting in an
observable or substantial impairment in the child’s ability to function within a normal range of
performance and behavior with due regard for the child’s culture.
Minimum Community Standards: Community standards are developed by the legislature, the
juvenile court and the county agency with input from other community sources. These state the
minimum level of acceptable child care practices in that particular community. The standards should
take into account cultural norms and practices, as well as accurate information about child
development. The standards are used to make decisions about what constitutes sufficient risk to
warrant Child Protective Services agency involvement. Standards may also affect placement
decisions. This is not the same standard as “best interest of the child”.
Neglect: A legal term defined in the Minnesota Statutes 626.556 which refers to a child whose
parents fail to provide necessary food, clothing, shelter, nurturing, medical care, education or
supervision, or to protect him/her from dangerous conditions when reasonably able to do so;
prenatally exposing the child to a controlled substance; subjects the child to domestic violence in the
home or behavior which results in emotional harm; or engages in chronic and severe use of alcohol
or a controlled substance that affects the child’s basic needs and safety.
Open Adoption: The practice of providing information to a child’s birth parents, adoptive parents,
and/or the child as the child matures. Most adoptions in the United States have some degree of
openness, from very little written information to full disclosure and face-to-face contact before,
during and after the adoption. A communication or contact agreement between the parties is not
enforceable unless it is written into an adoption decree. Minnesota law allows adoptive parents to
enter into contact agreements with the child’s birth relative (parent, stepparent, grandparent, brother,
sister, uncle or aunt through blood, marriage or adoption) or former foster parent of the minor
adoptee.
Parental Rights & Responsibilities: Parents are the natural guardians of their minor children and
they have a right to care, custody control, and the power to make major decisions affecting their
minor child’s life such as consenting to medical care, adoption, marriage and the enlistment in the
armed services. On the other hand, parents have certain responsibilities for their child. They have
the duty to protect and support the child, provide food, shelter, clothing, medical care and education.
When a child is placed in foster care, all parental rights remain intact. In some instances, the court
is petitioned to find a child in need of protection or services (CHIPS). Minnesota Statutes, Sec.
260.015 sub. 2(a).
Participant: A participant has the right to attend hearings, to receive notice of hearings, and upon
request of the court, to be heard. Some participants can “intervene” as parties as a matter of right.
Such participants that have a right to become a party include noncustodial parents, grandparents with
whom the child has lived within the preceding two years, the child, and the child’s tribe, if the child
is an Indian child.
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Parties: A party is a person with a legal right to participate in the legal action. A party has the right
to notice of any hearing and may present evidence, cross-examine witnesses, make motions and
arguments and appeal the court’s final order. In a CHIPS case, the parties include children over 12,
legal parents or guardians, a guardian ad litem, and any other individuals who appears to the court to
be proper or necessary to the court proceedings. Social services is almost always a party because
they usually the petitioner. Indigent children and parents can have a court-appointed attorney.
Permanency Planning: A value, philosophy and approach that holds all children need stable,
permanent families for healthy growth and development.
Permanent Legal and Physical Custody: The right to determine the child’s physical residence and
includes responsibility for the protection, education, care and control of the child and decision
making on behalf of the child. Decision making includes the right to determine the child’s religious
training and medical care. It also includes financial responsibility for the care of the child. This is
one of the permanency options and is usually used with relatives.
Permanent Placement: A legal status created by the court after a permanency hearing when the
court determines that it is in the best interest of the child to be in a permanent placement.
Dispositions available to the court after a permanency hearing are 1) permanent legal and physical
custody to a relative, 2) continuation of the case for termination of parental rights and adoption, and
3) when 1 and 2 are not appropriate, long term foster care (usually just for those children 12 and
over). It gives the agency or relative full authority and responsibility to provide a permanent, safe,
and nurturing family for the child, including the right to determine the child’s physical residence and
responsibility for the protection, education, care and control of the child and decision making on
behalf of the child. Decision making includes the right to determine the child’s religious training and
medical care. It also includes financial responsibility for the care of the child.
Physical Abuse: A legal term defined in Minnesota Statutes 626.556 which refers to any nonaccidental physical or mental or threatened injury to a child.
Positive Interaction Cycle: The process by which a child and his/her caregivers build trust to form
healthy relationships that ultimately promote the emotional growth and well-being of the child.
Post Adoption Services: Services offered to an adoptive family following legalization of the
adoptive placement. Many adoptive families of children with special needs require continued
support and services from the agency. Examples of these services are information and referral,
education, group counseling, respite care, residential treatment, parental support groups, and
advocacy. In Minnesota, families and children may receive post adoption services through the
county social services agency and the Minnesota Adoption Support and Preservation Program.
Pre-Placement Visits: In either nonemergency foster care or adoption placements, a series of visits
are made by the child to the prospective home in order to prepare the child for the eventual move and
lessen the trauma to the child. In foster care, one visit, at a minimum, must occur prior to the final
move into the home. In all adoptive placements and where possible in foster care, there should be a
series of visits designed to familiarize the child with the home, family and surrounding community.
The younger the child, the more frequent the visits and the quicker the move; the older the child, the
slower and longer the pace of the visits. However, the pace and frequency vary from case to case and
must take into consideration the child’s needs and developmental level.
Pre-Trial Conference: An informal conference scheduled at the discretion of the judge at least 10
days before a trial after an initial hearing on a petition. Its purpose is to reach settlement, if possible,
or at least narrow the issues to be litigated and establish a process for determining the remaining
issues. The court will also decide whether the child will need to testify and, if so, under what
protective conditions. In some instances the case is settled at this point and court involvement may
end, or at the very least, a trial is avoided.
Primary Family/Birth Family: The persons with whom the child welfare system is working to
reunify a child. This may include birth parents, extended family members, or others with whom the
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child has strong prior attachments. The child’s family should help determine who is included in their
“family” and the child welfare system should respect this determination.
Protective Supervision: The child may remain in his/her own home under supervision of the local
social service agency. A service plan is developed with the family to address the targeted problem
areas. All parental rights remain intact.
Resource Family: A family that raises a child not born into it through a foster care, adoption or
kinship care relationship.
Service of Process: Service of process is the delivery of legal documents (usually summons, notice
or subpoena) to a person who is a party to a legal action, has a right to be heard, or is otherwise
ordered by the court to receive process. Service must furnish reasonable notice to the person of the
pending legal action so they have the opportunity to prepare for the action. Every party to a CHIPS
case must receive either a summons or notice and also a copy of the petition.
Sexual Abuse: Sexual activity where the victim is a minor. The perpetrator may be an adult or a
minor. Sexual abuse may include fondling, intercourse, oral sex, child pornography, forcing the child
to watch others engage in sexual activity, using minors in sexual performances or prostitution.
Special Needs/Hard to Place: Those children in the child welfare system who have physical,
cognitive, emotional disabilities, experience abuse, neglect, are members of sibling groups, are older
and/or maybe children of color. In Minnesota, families who adopt children with special needs are
eligible for monthly adoption assistance payments and medical assistance for their children.
Survival Behaviors: Behaviors developed by children to help them cope with the trauma of abuse,
neglect, separation, loss, and attachment interruptions. These behaviors, which served a useful
purpose in this child’s birth family, are often viewed as objectionable by caregivers and many times
serve to distance the child from emotional closeness.
Temporary Custody: A legal status created by court order in a CHIPS case, which grants the county
social service agency the right and responsibility to provide physical care and control of a child: to
determine where a child shall live; to protect, train and discipline the child; to provide food, clothing,
shelter, education and medical care. This status may be terminated any time by the court. In CHIPS
cases involving only habitual truancy or runaway, the temporary custody may be to a county
probation officer or a reputable person of good moral character which has often been interpreted to
be the county social service agency.
Termination of Parental Rights (TPR) (260.241): A legal proceeding whereby all rights, powers,
privileges, immunities, duties and obligations, including any rights to custody, control, visitation or
support are terminated between the child and parent. A separate court petition may request
termination of parental rights, in which all rights, powers, privileges, immunities, duties and
obligations, including any rights to custody, control, visitation or support existing between the child
and parent shall be severed and terminated and the parent shall have no standing to appear at any
further legal proceeding concerning the child. Minnesota Statute 260.221, subdivision 1 indicates
Grounds for Termination of Parental Rights.
Transfer of Permanent Legal and Physical Custody (TPLPC): A legal status created by court
order that grants the county social service agency the right to have physical care and control of the
child; to determine where and with whom the child will live; the right and duty to protect, train, and
discipline; and to provide food, clothing, shelter, education and medical care.
Transition: Changing from one environment to another; moving from one family to another.
Children in the child welfare system often move many times – from birth families to shelter care to
foster care and back; from foster home to foster home; and from foster home to adoptive home.
Each of these transitions is considered a move for a child.
Underlying Emotional Issues: The reasons behind a child’s survival behaviors. These issues must
be understood and addressed in order to work with the child on changing inappropriate behaviors.
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Voluntary Placement: Parents acknowledge they are unable to care for a child and request that the
child be placed in foster care. All parental rights remain intact.
Voluntary Placement Agreement (VPA): A voluntary agreement between the county child welfare
agency and the parents under which the county accepts legal responsibility for a child without court
involvement for a relatively brief and specified period of time. Parents entering into a VAP are
generally cooperative and willing to work with the agency to complete the case plan. Some families
may need to use a VPA during a period of serious illness of the only parent in the family or by a
young parent who is contemplating making an adoption plan for her child.

What Does It Stand For?
ADHD – Attention Deficit Hyperactivity Disorder

ICWA – Indian Child Welfare Act

CD – Chemically Dependent

IEP – Individual Education Plan

CHIPS – Child in Need of Help, Protection or Services

LOL – Laughing out loud

CTSS – Community Therapeutic Support Services

OCD – Obsessive Compulsive Disorder

DD – Developmentally Delayed

ODD – Oppositional Defiant Disorder

DHS – Department of Human Services

PTSD – Post Traumatic Stress Disorder

EBD – Emotional Behavioral Disorder

RAD – Reactive Attachment Disorder

FAS/FAE – Fetal Alcohol Syndrome/Fetal Alcohol Effect SED – Severely Emotionally Disturbed
FGDM – Family Group Decision Making

TPR - Termination of Parental Rights

GAL – Guardian Ad Litem

14

Chapter 1: Introduction to Foster Care
History of Foster Care
The first references to foster care date as far back as the
Biblical times where the Jews made the care of dependent
children a special duty under the law. Their practice of placing
orphaned children in selected family homes was carried over
into the early Christian church where “worthy widows” began
boarding children supported through collections taken in various congregations. In the mid-1600’s
European orphanages were developed to care for the large number of children left homeless
following wars. This system was imported into the American colonies where orphans, illegitimate
children or children of impoverished parents were indentured to exchange room and board for
physical labor and the opportunity to gain a trade skill. In the early 1800's when Almshouses were
developed, the attitude of the time was that the poor of society were unworthy or undeserving of the
material aid that many communities had begun supplying. To respond to this prevailing belief, the
most desirable and economical solution was the placement of the poor, children and adults in
Almshouses. The Almshouses were established with the goal of developing the health, morals and
education of the undeserving. Very quickly it was seen as a huge mistake due to the multitude of
problems that the institutionalization of adults and children together created. Following the
Almshouses, orphanages were established, primarily through religious groups that sought to teach
children faith by combining religious education with hard work. Soon after in the mid 1800's,
Charles Loring Brace of the Children’s Aid Society recognized the demand for labor in rural areas of
the expanding country and sent notices to rural newspapers emphasizing the need for homes and
marketing the theory of foster care as a way to save a child from the hardships of their circumstances
and allow them to pay back the host family’s kindness through farm labor. Children by the hundreds
were transported via trains into the most underdeveloped territories of western expansion at the time
including Minnesota, hence the name Orphan Trains. In those times, parents who were seen as
“unfit” were most often forced to relinquish all rights and contacts with their children when placing
them in these institutions. At first efforts were made to meet individual applications by sending just
the kind of children wanted; but this soon became impractical. The sight of little children of
misfortune always touched the hearts of a population naturally generous; however, very insufficient
investigation of the motives of the adults who took in children and the quality of care that they would
provide was done. There was little follow-up and the task of tracking and record keeping for these
children soon became too much to manage. By the end of the early twentieth century, the free foster
home movement began focusing attention on the necessity for safeguards in foster home placements
leading eventually to the standards we have today.

Why Do Children Need Foster Care?
Most children enter foster care as a result of unstable conditions in their own homes. The most
frequent of these factors are: physical or mental illness of parents, emotional problems of the
children themselves, severe neglect or abuse, abandonment, incarceration, chemical dependency,
death or other family problems with which the natural parents feel they are unable to cope.
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Who Can Be a Foster Parent?
Please refer to MN Rules Chapter 2960 - 2960.3000 to 2960.3340. Foster parent must review the
Foster Family Settings. This should have been provided to you in an initial packet of information or
is located within this manual. This rule contains all of the laws that apply to the licensing process and
practices that foster parents must follow in becoming licensed and after they are licensed. Anything
out of compliance with the foster care rule may be reason for the licensing worker to proceed with a
correction order or a negative licensing action against a foster parent. Negative licensing actions are
covered at a later point in this manual.
Foster parents must be at least 21 years of age at the time of licensure. They must be kind, mature,
and responsible people with a genuine liking for children. They must possess consistent and healthy
methods of handling the life-style unique to their own families. They must be comfortable with their
own identity to the degree that meeting their own needs does not interfere with their meeting the
needs of foster children. They must have optimism, a sense of humor, resiliency and ability to enjoy
life. They must be in touch with their own feelings, be able to express these feelings and have a
capacity to look at themselves realistically as to the kinds of children they can accept and work with.
They must have health and vigor to meet the needs of children, have meaningful extended family,
neighborhood, cultural and community ties. They must have the ability to deal with anger, sorrow,
frustration, conflict and other emotions in a manner that will build positive interpersonal relationship
rather than in a way that could be emotionally or physically destructive to other persons. They must
have the ability to give positive guidance, care and training to a child according to his stage of
growth, special abilities and limitations. They must have the ability to discipline in a constructive
rather than destructive way and the ability to understand, accept and nurture cultural, spiritual, racial
and affectionate ties of the child. They must be able to accept a child as a member of their own
family but also understand the importance and respect of the child’s own family. They must be able
to work with the agency and other community resources, be willing to involve themselves in
educational opportunities and be able to work as a team to resolve problems constructively when
they arise. They cannot have a criminal record of crimes against persons, crimes involving violence,
drugs or alcohol that are disqualifications under the licensing law.
Foster parents may work out of the home or be employed full time. They may or may not have
children of their own. They may own or rent their home as long as the home safety provisions
discussed later can be met.
You might say that the criteria sound easy and wonder why there is such a shortage of foster families.
Not everyone can be a foster parent. It takes a very special kind of person. It takes a very special
kind of family. Most often communication between the agency and the foster family is done through
one individual, most often the foster mother. However, fostering must be done with a great deal of
partnership between the male and female heads of the household as well as all other members of the
family. Often times when families first approach the agency to obtain information on fostering, there
is one person that may be more interested than the others. Although times are changing, women
still take on most of the traditional care giving responsibilities. In today’s society, so many of the
children that foster parents work with do not have fathers who take active roles in their lives. It
should be noted that Foster Fathers especially have an important role. For children who have not had
the presence of a father figure in their lives before, a strong model of appropriate adult male behavior
is very important.
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What about single parents?
Although one parent families can do very well, two parents share responsibilities and provide role
models of each sex, provide the child with an opportunity to relate to an adult of the opposite sex and
model adult cross sex relationships. Persons without a significant other in their life must have a
stronger commitment as they will be responsible for all of the care giving and need to have a strong
support system in order to prevent burnout. At times, single parent foster families are an asset,
especially to a child who may have had a traumatic experience with an adult of the missing parent’s
sex. The lack of this other parent figure may give the child an opportunity to heal. If you are
applying as a single parent, the licensor will discuss some of these challenges in your first few visits.
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 A Quiz 
The purpose of this quiz is to help you to assess how clearly your attitudes regarding child rearing, and
especially foster child rearing, coincide with ours. You do not need to tell us how you did. You should,
however, after taking the quiz and grading it yourself, decide for yourself whether our philosophy and attitudes
and expectations are agreeable to you.
Answer all the questions either “true” or “false”. There is an answer sheet following the questions with brief
explanations of our position.
1. Foster parents should keep a certain “distance” between themselves and a foster child so they won’t
feel too bad when he leaves.
2. If you are having serious problems with your foster child, you have the right to expect help soon from
the child’s worker.
3. It is the Family Service Department’s goal for every child to eventually be returned to his birth
parents.
4. The foster parent should be told noting of a child’s background or reason for placement, especially if
there has been incest or some other such unpleasant happening.
5. One of the rewards of being a foster parent is the unusual amount of gratitude shown by the foster
children.
6. It may take some time for a child to adjust to a new home.
7. A birth parent who has abused a child has no right to have visitation with the child.
8. Bedwetting is not a complex problem and can be cured with simple spanking or deprivation of
privileges.
9. If a foster child acts out by way of shoplifting or other antisocial behavior, the foster parent is justified
in demanding the child be removed the same day.
10. Once a child is placed in your home, you make all the decisions. If your worker disagrees, remind
him/her that you’re in charge now.
11. Foster parenting is not a good way of supplementing income.
12. Removal from his own home and placement in a foster home is an extremely traumatic event for a
child, in response to which the child often goes through a “grieving” process.
13. If the child’s own parents have been abusive or neglectful, those flaws should be pointed out to the
child so that the child will not turn out like his parents.
14. Masturbation is normal.
15. The foster parent should insist he loves the foster child just as much as he loves his own children.
16. Rejection of the foster parents by the child is a sure indication that the foster parents are doing
something wrong.
17. The foster parent does not have to put up with surprise visits from the birth parents.
18. What a foster child needs most is discipline and a knowledge of etiquette.
19. The foster parent should try to counsel the birth parents, especially if the social worker is not doing a
good job of it.
20. It does not make a foster child feel bad to be placed somewhere else while you and your birth children
go on vacation.
21. Children respond well to long lectures on their behavior.
22. Never contact the worker’s supervisor – it will get the worker into trouble.
23. Each foster child should have a room of his own.
24. The foster parent should avoid any discussion with the child concerning the birth parents.
25. One of the first tasks of a foster parent is to impress upon the child his obligation to love his own
parents, no matter what his experience with them has been.
26. If a child runs away from your home, it may mean he is beginning to feel close to you.
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 Answers 
1. False. It might be easier on you, but the child needs love and warmth. This is one of the hardest parts
of being a foster parent and it probably will hurt when a child leaves after you have become close to
him.
2. True. The worker expects to be called upon then there are problems.
3. False. While we usually try to keep families together or reunite them eventually, there are some who
will never be able to care for their children.
4. False. To understand the child, you need to know something of his experiences.
5. False. Many children appear ungrateful, foster children included. The child may be appreciative
when he is grown, but for now your only reward may be the satisfaction of knowing you helped.
6. True. It may be a long, slow process.
7. False. The Juvenile Court usually makes some provision for visitation.
8. False. Bedwetting may have physical or emotional causes, neither of which is helped by punishment.
Corporal punishment is prohibited.
9. False. It would be better to try to work through the problem with the child and the social worker. If it
can’t be worked out, and if you insist on removal, the removal should not be unduly abrupt, except in
a case where a child is doing something which is harmful to himself or others.
10. False. The agency, in the person of the worker, is charged by the Juvenile Court with the ultimate
responsibility for the child and must take part in major decisions. The agency is, in most cases, the
child’s legal guardian.
11. True. It is not to be confused with day care which is a business.
12. True. Separation from the parent by removal from the home of the parent may bring about a reaction
similar to the reaction of a child separated from a parent by a parent’s death.
13. False. The child will probably be very sensitive to criticism of his parent, no matter what has
happened and even if he criticizes the parent himself.
14. True. It is common in girls and nearly universal in boys. This applies to all children, not just foster
children.
15. False. It’s probably not true and wouldn’t fool the child anyway. If you treat him fairly he’ll know
you’re trying.
16. False. He may reject you because you are doing things right, and thereby making his own parents
seem inferior.
17. True. Visitation should be prearranged by the child’s worker.
18. False. What a foster child needs most is acceptance and understanding.
19. False. Unless requested to do so by the agency, the foster parents’ job is to work with the child only.
20. False. Being a “part of the family” includes vacation too.
21. False. No one responds well to long lectures on anything.
22. False. You have the right to talk with the supervisor if the worker cannot be reached or in the matter
of a grievance.
23. False. The foster child may share a room if this plan is appropriate for his needs. Generally speaking,
emotional surroundings are more important than physical surroundings.
24. False. Don’t probe, but if a child needs to talk about his family, be a good listener. Not a judge, just a
listener.
25. False. He probably does till love his own parents, but if he doesn’t or says he doesn’t, don’t push
him. No one can force anyone to love anyone.
26. True. Closeness can be frightening if in the past a child has been hurt by allowing himself to be close.
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What About the Foster Parent’s Own Children?
Children of foster parents can also be a strong influence on foster children as they can assist foster
children in establishing healthy peer relationships and provide modeling of appropriate behavior.
Once again, foster parenting is a whole family effort. That is why it is so important to include the
entire family in the licensing process.
Often times foster parents don’t realize the impact that fostering can have on their own family until a
placement is made. It will be helpful to assess each of your children’s development and personalities
to assess what struggles they may have in dealing with foster children. Ask yourself questions about
what you want your own children to gain from fostering and ask how you can meet your own child’s
needs while also meeting the needs of other children.
Your foster care licensor can refer you to resources to help your own children adjust to fostering.

Relative Foster Care Providers: What makes them Unique?
For foster children who have been placed with relatives, children may already be placed with them
before their first contact with the licensor. Relatives have to meet the same licensing standards as
non-relative homes.
Relatives may have agreed to accept the child into their home with little opportunity to prepare or
think through all the complexities of their situation. Some relatives may have some feelings of
regret, having accepted the placement out of a sense of obligation. Other relatives may be very
appreciative that they have been given consideration and their relatives are not with strangers.
Relative caregivers may experience shame and guilt. Caregivers often believe that they have failed
as parents or family members because their relatives must be brought into care.
Often relative caregivers experience feelings of anger about their situation or that of the biological
parent. Many relative caregivers are at a time in their lives when they had planned for freedom,
relaxation, travel or retirement from family cares. On one hand they feel cheated; and on the other
hand, they love the child and want nothing but the best for him/her.
Partnership with the social worker is a must. Sometimes it may feel as though the social workers are
coming into your home ordering, commanding and treating relative caregivers as if they knew little
or nothing about caring for the child. Partnership is required, as many of the relative caregivers have
known the children who are placed in their home since birth and have unique insight into the
family’s dynamics. In order to establish this partnership it is very important to fully understand the
reasons that your relative’s child is needing placement and ask questions and keep in contact with the
placement worker if problems arise.
Criticism, blame and judgment have no place in your ongoing relationship with the child’s parents as
these attitudes or actions will get in the way of successful reunification, case planning and
maintaining a positive atmosphere for the child. This applies to all foster parents as well.
Relative caretakers may feel over whelmed. The licensor too may have limited time to review this
entire manual with you. That is why it is important to maintain regular contact with your relative
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child’s social worker and review the manual carefully, selecting out the most relevant topics to your
family situation.
Relative care is limited to persons related by blood, marriage, or adoption, or those non-related
individuals who have an existing relationship with a child needing placement.

Types of Homes
Child foster homes all have their own unique qualities. Foster homes may also specialize in the type
of child that they work with and the length of time a child is anticipated to be in their home.
Respite Homes: There is no specific type of license class titled “respite”. Homes wishing only to
provide respite have to become fully licensed. Respite homes would meet the same licensing criteria
as any foster home. “Respite” means that the foster provider cares for children occasionally to give
the current caregiver (foster, adoptive or birth parent) a break from the care-giving role. As many of
the children entering the foster care system require a great deal of energy to parent, respite allows for
the caregiver to have some time to regain their energy, focus on themselves or their own family’s
needs for a short period of time, attend meetings, or workshops to help them increase their skills..
Often respite includes a pre-placement meeting or home visit. Respite placements can be for a few
hours to up to two weeks depending upon the needs of the child and the care giving family. Respite
care is viewed as a very positive form of foster care and is greatly needed. It is positive because
generally the caregiver has requested the service and can cooperatively work with the agency and
foster parent in making arrangements for the placement. It is greatly needed as foster parents need to
be able to “recharge their batteries” from time to time. Locating competent, quality respite care
providers can be a challenge as transitioning back and forth between caregivers can be difficult for
foster children. Respite providers may be needed consistently, on a routine basis for a child (i.e.
once per month, every other weekend).
Providing respite for others has advantages for newer foster homes. It allows them to gain
experience working with foster children, without the 24-7 commitment. It helps them recognize
what ages and gender work best in their home. It gives their birth children a chance to start sharing
their parents with other children.
Emergency Shelter Home: Emergency Shelter Care is limited to 72 hours (excluding weekends
and holidays) at the front end of the out of home placement of a child. All placements are made by
either court order or by law enforcement personnel. The child being placed has been identified as
being in imminent danger. This time period gives the agency time to further assess the situation
and make a recommendation to a judge. A judge must hear the case within this time period to
establish if the child must remain in foster care or be reunified with family.
Some placements only last for 3-6 days.
Once the 72-hour hearing is held and the judge determines that the children will remain in care, the
emergency shelter care status turns into foster care. All of Becker County’s licensed homes are
asked to do the front end care of emergency shelter care.
Some emergency placements are for adolescents, some occur after regular business hours and on
weekends.
Treatment Foster Home: Private agencies license these homes. They are homes that are able to
provide extraordinary care as a result of training, experience or special skills. Prior to licensure for
special services, the foster parents would have to have structured opportunities for development of
skills necessary to care for a child with a specific need or handicap. This can be achieved with years
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of experience as a foster provider in addition to extra training hours in working with special needs
children.
Networking and Foster Parent Associations
We encourage foster parents to get to know one another; you can be a great support to one another.
Some counties may have associations or group support meetings that meet regularly while others do
not. Most providers end up meeting one another informally.
Foster parents are encouraged to network with one another whenever possible. For example, while
at training opportunities and while using respite. n addition there is a Minnesota Foster Care
Association and a National Foster Parent Association. The National Foster Parent Association
describes itself as the only national organization that supports foster parents and remains a
consistently strong voice on behalf of all children. The annual memberships are tax deductible.
Members receive six bimonthly issues of their newsletter and a large number of resources are
available upon request. Foster children and birth/adoptive children of members may also be eligible
for assistance with college or vocational training expenses through Scholarship Funds. Members in
either the national or state association may also receive discounted rates on training conferences.
The resources available through the State Association are very good and we would encourage the
participation of all homes in the association.
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Chapter 2: The Licensing Process
Home Study Process
During the licensing process the licensing worker will meet with you and
your family members to conduct a series of interviews on various topics
including your values and attitudes about foster care, working with
natural parents, separation and trauma, child development and discipline.
This home study process will generally take 3-4 months. We will make a
thorough inspection of your home for safety (See section titled Home
Safety). If your home has certain characteristics, the agency may require
you to have an inspection by a State Deputy Fire Marshal (See the section
titled Fire Safety). We will send questionnaires to three families that you
select to provide a reference for you (See section titled References).
From these interviews a relationship will be established and a Home
Study document will be written by the licensing worker and shared with
you. This Home Study Document is based on the same requirements
necessary for adoption of a child. Thus, if a foster parent chooses to
adopt a child they are caring for, they do not have to begin the home study process all over again.
This home study will be updated annually.

It seems like there is a lot of time commitment involved!
Yes, there is. Children coming into care need foster parents who are committed and open to learning
how they can best meet each child’s needs and provide a safe and supportive home. Your time is
valuable. Even if you decide during the process that foster parenting is not right for you or your
family, we hope that through the exploration of the foster parenting roles and responsibilities you
gain helpful insight into working with your own family. Becoming a foster family is a huge step so it
is important for families to think about what such a step would really mean to them. Caring for a
child who wasn’t born into your family takes commitment and a major change in lifestyle.

The licensing process seems rather intrusive. Do you really have to ask such
personal questions?
The licensing process may be intimidating to some people. Through your contacts with the licensing
worker about personal topics you may feel vulnerable from time to time. It is perfectly normal to
feel this way. There are several reasons why our agency feels it is important to ask all these
questions and inspect your home. The most significant reason is that in order for us to place children
in your home, our agency needs to get to know you and your family. In order for placements to be
successful it is important for the agency and foster family to have a thorough understanding of what
each family’s strengths and needs are. If anything else, we hope that the licensing study process will
help your family assess its own strengths and needs in order to identify how it can grow and be
successful, whether or not you decide that fostering is right for you. The information you provide
will be used to identify strengths your family possesses and generate discussion about areas that will
need more focus on in subsequent licensing visits. Think about it, if someone you love ever needed
fostering, wouldn’t you want someone to know the foster parents well?
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Application and Applicant Background Study
Initially there is of course paperwork. In order to begin, we must have a completed Minnesota
Adoption and Family Child Foster Care Application.
Fingerprint based background studies are the next step. This includes a criminal, child protection
and adult protection background study of everyone 13 years of age or older that is a member of the
household or who will have a significant relationship or contact with any foster child. In the study
we will be looking for records of substantiated child abuse or neglect, crimes against persons and
other crimes. Not all crimes will be disqualifying factors. But the applicant should be prepared to
share any and all criminal history with the licensor.
Much of what you share about yourself and your family during the homestudy/licensing process is
very personal. Many people who express an interest in becoming foster parents have had significant
life experiences that have shaped them into the individuals they are today. These experiences may be
factors in why they are considering caring for foster children. If you are concerned about anything in
your history, we challenge you to internally evaluate what it is about that information which makes
you feel uncomfortable and talk to your licensor about your concerns.

Disqualification Process
If a disqualification factor exists, you will be informed in writing by the commissioner of human
services in St. Paul. If you believe you would not pose a risk or harm to a child, you will have the
right to submit a written request for reconsideration to the commissioner via the licensing worker.
The licensing worker will make a recommendation to the Department of Human Services (DHS)
whether or not to set aside or grant a variance to the disqualification, and you could proceed with the
licensing process. DHS will respond to your request for reconsideration in writing to you. If DHS
does not set aside the disqualification, or grant a variance, the licensing worker will recommend that
your application be denied. If DHS denies it, you will have the right to appeal that decision. An
administrative law judge would hear the appeal. The law judge will make a recommendation to DHS
within 30 days. DHS will consider all the information and make a final decision within 90 days.
At any time after licensure, if the licensing worker were to find that you committed an act that would
be considered a disqualification factor, your license would be in jeopardy, and the licensor would
begin the negative licensing action process. You will always be informed of this process in writing.

Verification of Physical Health Status
You will need to discuss the health status of every member of your family.

References
On the Minnesota Adoption and Family Child Foster Care Application there is space for providing
names of three persons whom we may contact for references. Typically these individuals are
emailed or mailed a questionnaire which asks about their relationship to you, their observations of
your interaction with children, their observations about your lifestyle and general ability to provide a
safe, nurturing environment for foster children. The references provided by these individuals cannot
be shared directly with you. If concerns are expressed by your references, we will incorporate further
discussion of those areas of concern into the overall licensing process. The questionnaire will also
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address their opinion on you as prospective adoptive parents in case the children in your care become
available for adoption.

Confidentiality/Data Privacy
Because you will share a great deal of information about yourself and your family with the licensor
the need to discuss confidentiality is paramount. We protect your information; you protect the
information on children and families you foster. You cannot share information about the children
in your care with anyone outside of the team of professionals working with the family. The best
thing you can do is tell people that you cannot share anything with them; and say simply - “It is not
my story to tell.”
MN Rules 9502-0345, Subpart 2, states, “The provider shall not disclose any records on
children care to any persons other than the parents of the child, the agency, the department,
the persons required by part 9502.0375, subpart 1, and medical or public safety persons if
information is necessary to protect the health and safety of the child.” DHS has advised us
that providers across the state are receiving correction orders for violating this part of the rule.
When it comes to blogging and updating your social networking sites, Do Not share any information
on the internet, not even initials, or pet names; no photo posting, no dialog about how many kids you
have in care and what you are busy with. No situations and scenarios regarding children in your
care. You’d be surprised what a small world it is.
Specific things about you as a licensed provider will become public information, such as your name,
address, phone number, and type of licensure. Additionally, information regarding the findings of
any licensing complaints or Substantiated Maltreatment Determinations involving licensed providers
is also public information.
Many foster parents are concerned about birth parents having access to their names, addresses and
phone numbers. The child’s placing worker will advise you if there are any concerns about safety
issues. You are to contact the Becker County Sheriff’s Department at 218-847-2661 if you need
assistance with a birth parent coming to your home without permission from the agency.
Unauthorized contact from a birth parent to a foster parent is discussed with the parents when their
child is removed. Although the identity of the foster parents is kept out of court records, it is
possible for parents to figure out which home their children are in.
Also you must keep adequate supervision as your first priority. Whatever you are doing throughout
the day, be it talking on the phone, internet use, cleaning up after lunch, etc., your first priority must
be appropriate supervision. Licensed providers are held to a higher standard than birth parents when
it comes to caring for children.
Agency staff are working closely with the parents to make sure they are visiting their children
regularly and making changes necessary to meet their children’s needs and reunify their family.
Foster parents today are encouraged to take an active role in the child’s life including developing a
relationship with the birth parents when safe and in the child’s best interests. Birth parents and foster
parents will likely communicate at times face-to-face and over the phone. Birth parents that have
reassurance that their child is in a safe environment are better able to focus on correcting the
problems that led to the out-of-home placement. Sometimes foster parent and parent relationships
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have continued after children have been reunified. Foster parents can be an important support and
mentor for parents.
If a foster family member discloses information that is child abuse or neglect allegations, those
allegations have to be reported by the licensor to the child protection unit. This does not happen very
often but it is important for you to be aware of how the information that is shared with the agency
may be used. In the applicant background study packet there is a Privacy Rights Form that you will
have to complete. This form also outlines your rights and whom we can share information with.
Even though a married couple may be applying for licensure together, the spouse’s information is
considered private information, and cannot be shared with the other spouse unless permission is
given to do so.

Mandated Reporting During the Licensing Process
License holders are mandated reporters regarding children in their care.
Licensors are required to report any information indicating that a child has been subjected to abuse or
neglect or that a licensing violation has occurred in a licensed home. More information on mandated
reporting is included in Chapter 8.

What do I need to do to my home in order to become licensed?
Home Safety
At your first home visit with the licensor, you will go through the Home Safety Checklist to list of
the things that you will have to do before you can become licensed.
You may need to make some home renovations in order to become licensed.
Making these improvements neither guarantees that you will be recommended for licensure nor
guarantees that you will receive foster placements. Licensing agencies do not offer financial
assistance to make these modifications. You may be surprised by the amount of support you would
receive if you asked for help with renovations from friends, family, church and organizations you
may be involved in.
Most of the required safety precautions are common sense. Children who have grown up in your
home are familiar with your household rules and you as caregivers are familiar with your own child’s
curiosity and ability to recognize and respond to dangerous situations. However, you will know little
about the child coming into care and as such there may be a need to re-evaluate your home and some
of your household rules. Some safety issues may be unique to foster children. Such items that will
be carefully examined will include alcohol, firearms, medications, and knives especially if you plan
to have adolescents in your home. This is not to scare you. It is to protect both you and the child.
Often time’s children entering in foster care have difficulty coping. Some children may be prone to
depression, or other harmful or self-injurious behaviors. Although you cannot kid-proof your home
100%, you can consider this when going through your home to assess its safety.
After this licensing visit some applicants realize that the modifications that they would need to make
to their home are costly or time consuming. Again, the requirements are for general safety. If it is
not considered safe for a foster child, is it safe for your own family?
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Water Testing
It is required that foster homes with private wells obtain a water test for Nitrates and Coliform
Bacteria on an annual basis. Nitrates in water are especially dangerous to infants and pregnant
women. It can cause what is known as “Blue Baby Syndrome”. This is a condition where the blood
is starved of oxygen thus turning extremities such as fingers, toes and lips blue in color. High levels
of Nitrates can cause brain damage in infants due to the oxygen starvation of the brain. Nitrates can
come from overuse of fertilizers, failing septic systems or feedlots that are not properly designed.
Coliform bacteria comes from human and animal waste and is an indication that surface
contamination has somehow gotten into your water system and thus disease causing bacteria such as
E-Coli, Hepatitis or other fecally transmitted bacteria could also be present. The presence of coli
form bacteria may also be a sign of a failing septic system. Costs vary between $35 and $40.
Testing must be done in a state certified laboratory such as:
RMB Environmental Laboratories, Inc.
22796 County Highway 6
Detroit Lakes MN 56501

Phone Number: 218-846-1465

Storm Drills
Foster Parents are strongly encouraged to perform a monthly fire and storm drill whenever a foster
child is in care. The fire and storm drills can be documented on the Quarterly Fire and Storm
Drill Log.
Tips for Fire and Storm Drills













Storm and fire safety is an important part of foster care safety. All children should have
basic knowledge of storm and fire safety to feel less fearful and be able to help themselves.
All drills should be taken seriously so you are able to protect the children in your care should
there be an actual storm or fire.
Conduct your fire and storm drills on separate days of the month. They are two distinct and
very different drills. We don’t want young children becoming confused on the event of a fire
and go to the basement! Things will go much smoother in the event of a real emergency with
practice.
Teach children to differentiate between the smoke detector alarm and the outside siren sound.
Make sure you actually set off the alarm during the drill. Children need to become familiar
with the sound. Yes, it’s loud, but it serves a purpose. Drills using the alarm noise help to
reduce the feeling of panic that can arise if a fire actually breaks out.
Use your battery powered radio and flashlight during storm drills. This is an opportunity to
make sure items are in working order. Discuss that the power may go out and it could be
dark in the event of a real storm. Have special books that children can look at during the
storm drill.
Keep the designated storm drill area free of clutter at all times. In the event of an actual
storm there won’t be time to clean out or rearrange the area.
Make certain that fire escape routes are free of clutter. You don’t want children to have to
maneuver around objects or move items in an attempt to escape.
During fire drills, have the children practice both walking out and crawling. Teach that both
heat and smoke rise and the safest place is close to the floor.
Practice fire drills using a variety of exits. Create a cardboard “flame” that you place in
various rooms and areas for this.
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Make sure all the children understand exactly where the meeting place outside is. Let them
also know that once they are out, they must stay out.
Teach children to stop, drop, cover and roll if their clothes catch on fire.
Take a trip to the fire station or have a firefighter visit your home. The children should be
able to see a fireman up close. Children are less afraid of things they have previously
experienced. Let them know in the event of a real fire, they should NEVER hide (unlike a
storm). Let them know that a fireman will help them IF the fireman knows where they are.
Teach them they can grab the leg of the fireman when they see one.
Read books and watch videos on fire and storm safety. There are numerous resources
available for download such as coloring books and safety kits.

Fire Safety
At the time of licensure foster parents are required to complete a fire escape floor plan. (DHS 2720
form titled The Floor and Escape Plan). This is a grid of your home with basic questions including
the noting of the fire extinguisher locations and smoke detector locations. You may want to keep a
copy to post within your home. The agency has to have this in your file.

Fire Inspections and County Policy
If your home has free standing wood burning stove or fireplace, or if it is a mobile or modular home
that was built in the 70s, or your home has a basement bedroom for a foster child, or is part of an
apartment unit or duplex, the agency will request a Fire Marshall inspection of the residence. The
cost for this inspection is $50. The Department of Public Safety is very particular that payments for
the inspections must be made with a certified check or money order. The licensor will complete a
Fire Marshal request form which you will mail out with payment after which the State Deputy Fire
Marshal from the Minnesota Department of Safety will contact you to schedule an appointment for
an inspection. The inspection should take about 30 minutes. The Fire Marshall will be looking for
fire hazards within your home.

Special Note for Applicants Who Rent
If you rent your home please contact the licensor to request the Landlord Permission Form.
If you rent your home, your landlord must sign off on a Landlord Permission Form. The State
Deputy Fire Marshal requires that you obtain written permission from the owner of the dwelling for
an inspection to be conducted. The owner of the property would have to be present at the time of the
inspection. This is necessary as the landlord is obligated to make any renovations needed whether or
not the applicant follows through with the license.
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Chapter 3: Financial Information
Monthly Basic Payment Rates
The rates for foster care are set by the state legislature, DHS,
Rule 9560.6050, Sub. Part 1 and Part 9565.0655 Sub. Part 3.
The daily foster care maintenance rates are divided into three
categories: ages 0-5 years, 6-12 years and 13 years and older.
The rate includes food at home and away from home, ongoing clothing needs, shelter, daily supervision, (Becker County currently has the ability to pay for
child care but this could change anytime), transportation, child’s allowance, and personal incidentals.
Children’s allowances should be a minimum of $1.00 per day. Allowances to foster children are
encouraged as a method of teaching responsibility and money management. The allowance is not to
be used to meet the child’s clothing needs, but to provide spending money for incidental items and
social activities according to the child’s age.

Monthly Basic Payment Rates
Per 2015 Rates Based on a MAPCY assessment by the agency
Ages 0-5 $565
Starting 7-1-17 $650

Ages 6-12 $670
Starting 7-1-17 770

Ages 13 & up $790
Starting 7-1-17 $910

At the time of placement a daily base rate is established (see chart above) based on the child’s age.
Within 4 weeks of placement, the child’s social worker will complete an assessment called the
Minnesota Assessment of Parenting for Children and Youth (the MAPCY) to determine the monthly
basic payment rate.
The agency acknowledges that children going into foster care are not problem free. The routine child
care and parenting problems are covered in the monthly rate above. However Becker County does
cover child care costs when a foster parent is employed. Becker County currently has the ability to
pay for child care but this could change anytime. It is not a guarantee for the future.

As children who are coming into foster care have experienced abuse or neglect in their short
lifetimes, such children may have mental, physical or emotional handicaps which require additional
supervision or assistance in behavior management, activities of daily living, and management of
medical problems. Each child is assessed using the MAPCY which will take into consideration
conditions requiring special care and the degree of difficulty for caring for each condition. Each
behavior condition on which this assessment is based is described and broken down into areas of
behavioral, social, activities of daily living, medical and community interaction. Your foster child’s
social worker should provide you with a copy of the MAPCY. Additionally, the MAPCY must be
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assessed at the end of twelve months in care, or at the request of the foster parent, and when a child
is placed in a different facility, or if a child’s level of need changes.

Completion of Reimbursement/Voucher Forms: Getting paid
In order to receive monthly reimbursement for the cost of monthly care for children, foster parents
must complete a reimbursement form referred to as a Voucher, on a monthly basis. Each child
has their own voucher. You will be mailed vouchers within 3 weeks (sooner when possible) of
receiving children into placement. Once you have the instructions and the vouchers to get you
through the next 6 months, try to get vouchers in as timely as possible. A calendar explaining
important dates will be included. Vouchers must be to the agency in time for the approval by the
County Board of Commissioners. For example if you have a child in placement from January 8th31th, you will submit the claim form as soon as possible after the 31st. Some months, you don’t get
paid until the last week in the month, so that could be the last week in Feb. So be prepared.
Receipts for clothing allowance reimbursement (see pg. 36 for information on clothing allowances)
should be claimed on a voucher too – attach the receipt to the clothing voucher.
You may obtain additional claim vouchers by speaking to Holly Reller, Children’s Services,
218-847-5628, extension 5405.
Note: Foster parents are reimbursed for each day a child is in their care with the exception of
this- you are not paid for the day that the child leaves your home.
The longer the time period from service dates to payment dates on the vouchers, the less accuracy
and potential for mistakes. There is some advantage for you to submit them in a timely manner as
there are several issues that can affect the payment of vouchers and Becker County cannot make an
accurate budget assessment if there are vouchers out there that haven’t been submitted.
What if the child’s needs change? We understand that as time goes on the child’s needs and
level of care may change. Often times when a child first comes into care we know very little
about that child. If you believe that the child’s needs have increased or decreased necessitating a
modification in the MAPCY, speak to the child’s caseworker. Your request will be evaluated
and staffed with a supervisor prior to modifications to a child’s monthly basic payment.

Medical Care/Medical Assistance
Foster families receive from the agency a lot of private information about the child in care and the
child’s family. Foster parents need this information if they are to work effectively with the child. As
part of the professional team working with a child, they have a right to this information.
Foster parents must act responsibly when communicating. For instance, when taking a child to a
medical doctor for his or her first check-up it is appropriate to advise the doctor all that is known
about the child’s immunizations, previous illnesses, accidents, abuse (if any), allergies, etc.,
developmental information if known, and where earlier medical records may be obtained. It is not
necessary to tell the physician about the reasons the child was placed into foster care, unless it would
affect his or her physical development or medical treatment.
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Children placed in foster care are eligible for medical assistance (MA), some children have MA plus
another plan, which we refer to in generic terms as a Prepaid Medical Assistance Plan (PMAP) plan.
It usually takes 1 month and can take 2 months before a foster parent receives the child’s MA card/
and PMAP cards. This is because the child’s parent and the foster care payments specialist must
complete a new MA application for that child. Medical services are often needed prior to the
issuance of the MA card. The child’s social worker should be able to either provide you with the
MA numbers or assist in arranging for services. A clinic or pharmacy may bill the agency directly if
the MA number isn’t available; the provider or the foster parent should notify the social worker. Do
not pay out of pocket for a child’s office visit or prescriptions. Tell providers to bill Becker County
Human Services (BCHS), attention Child Protection and the social worker. Also if you need head
lice treatment, ask for a prescription from the child’s clinic so that you do not have to pay out of
pocket for it.
Some children continue to be covered through a parent’s private insurance plan in addition to MA. If
the service provider has questions or concerns about the child’s insurance coverage, ask the service
provider to contact the child’s social worker directly. If you are having difficulty locating a dentist or
other provider who accepts medical assistance, consult with the child’s social worker.
Reimbursement- Claiming medical mileage: you will have to contact Holly Reller to get each
medical appointment preauthorized. To get preauthorization, simply leave Holly a voicemail any
time of day or night, give her all the dates you have appointments for. She will not have to call you
back to approve this. Every appointment has to be preauthorized if you want to receive medical
mileage reimbursement. Also when you are at the appointment, you need to have an appointment
card signed off on by the office staff to verify that you attended the appointment, otherwise it makes
a lot more work for Holly and delays the payment of your mileage voucher. The amount reimbursed
to foster parents for medical mileage changes, and is tied to the standard federal rate
Protocol for some medical appointments and a form for use when the closest medical provider
is outside the Detroit Lakes area. Foster Parent Mileage Reimbursement Policy 7-14-11
This is the existing policy on mileage reimbursement. Please note changes in bold. Please read
carefully.
1. Must have social worker authorization to receive mileage reimbursement. Authorized
activities eligible for reimbursement must be specified in the case plan. Some transportation
is expected as being within normal parental duties and is not reimbursable (e.g.
transportation for parent-teacher conferences, school activities, family outings, etc.) Please
note that WIC appointments are in this category and are not reimbursable.) You may not be
reimbursed for separate trips to the pharmacy to fill prescriptions unless specifically
approved by your social worker for children with exceptional medical needs.
2. Attach to the voucher the appointment cards and have the provider’s receptionist sign off on
the card to document fulfilling the appointment.
3. On the voucher, separate “loaded” miles (child in vehicle) from “unloaded” miles (child not
in vehicle). Only “loaded” miles are MA reimbursable. At this time, Becker County Human
Services will reimburse unloaded miles, but due to budget constraints may not be able to do
so in the future.
4. Changes: In order to claim MA mileage for a foster child’s medical appointments, you
must use the closest provider capable of providing the level of care needed. The Becker
County Health Care Access Plan outlines this. If a child is referred to a provider that is
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not the closest available, they will need to have the primary physician sign the form
stating the service needs to be handled elsewhere. This applies to any appointment for
a child that is medical in nature. The attached letter from a physician is to be used only
when you are using a provider other than the closest provider available. (A note regarding
dental care: We know there aren’t many close MA providers for dental work. We don’t
need the out of area form for trips to any Smile Centers or Appletree locations such as
Deerwood, Hawley and Fergus Falls.)
5. If you are obtaining medical care in the metro area, contact Holly Reller about
reimbursement for lodging and meals.
6. If you have relatives placed with you, and you are not as yet licensed, mileage reimbursement
is limited to $ .20 per mile until you are licensed.
Volunteer Drivers are not typically used by foster parents.
1. Must schedule appointments in advance and get the information to your social worker at least
two weeks prior to the appointment.
2. Must give at least 24-hour notice of appointment cancellation. Call 1-888-847-1674 or in
Detroit Lakes call 847-1674 to reschedule or cancel.
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NOTICE OF ACCESS TRANSPORTATION SERVICES TO ELIGIBLE MINNESOTA
HEALTH CARE PROGRAM RECIPIENTS (Medical Assistance Only) Effective 3-1-2011
Per DHS Bulletin #10-21-02 and Bulletin #11-21-01
BECKER COUNTY HUMAN SERVICES
712 MINNESOTA AVENUE
DETROIT LAKES, MN 56501-3035
(218)847-5628
You may be able to get reimbursed for expenses to help you get medical care or to attend an appeal
hearing. You may also receive reimbursement when you eligibility is made retroactive.
Please read this information sheet carefully.
The Becker County Health Care Access Plan will reimburse only for the most cost effective
form of transportation to get you to the closest medical provider capable of providing the level
of care needed.
If you have your own vehicle, you must use it whenever possible.











If you drive your car, or have a friend, someone in your household, a relative, your PCA,
your HHA, a Corporate foster care staff, your PCA, a county social worker or unlicensed
foster care parent transport you, reimbursement will be paid at a rate of 20 cents a mile to the
closest provider capable of providing the level of care you need.
If a volunteer driver (individual or organization), with no vested interest provides
transportation to the closest provider capable of providing the level of care needed, the
volunteer driver will be paid the current IRS rate.
Becker County Transit, bus, cab, or other commercial carrier fares will be reimbursed at the
actual rate charged when providing transportation to the closest provider capable of
providing the level of care needed. Contact your worker to make the arrangements at least 48
hours in advance.
If your doctor says that you must have medical care which you cannot get locally and
your doctor provides certification that this is the closest provider capable of providing
the level of care you need or your doctor receives authorization from the DHS
Contracted Reviewer or the Health plan and provides a statement, you may get
reimbursed for transportation/mileage, meals, lodging, and parking to help you get this
care.
Someone who must go with you to get necessary medical care (per a doctor statement or
treatment plan documentation) may also be reimbursed meals and lodging costs at the same
rate.
You may also be eligible for reimbursement of transportation and related expenses during the
months you were found to be eligible before the date you applied.
If you appeal a decision on your MA case, you may be eligible for transportation, related
expenses and, if necessary, child care costs reimbursement while you are attending the appeal
hearing.
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TO GET PAID: Contact the above number to obtain a claim form and/or prior authorization from
your worker before you go for your medical appointment. Forty-eight (48) hours advance notice is
needed. A letter from your doctor to certify that the closest provider capable of providing the
level care needed is required. Upon prior authorization by your worker, a claim form will be
issued to you for reimbursement. You must sign the claim form and attach proof of appointment
attended. The claim form will be reviewed by your worker for payment approval. The claim form
will be paid within 30 days of approval by your worker.
YOU MUST PROVIDE receipts for meals, lodging, and parking, except for parking meters, with
the signed claim form. Provide mileage and state whether your car or another person’s was used.
A. Meals are reimbursed up to the following amounts: (Bulletin 07-21-16):
Breakfast - $5.50 reimbursements may be claimed only if you are away to a medical
appointment from your home in a travel status overnight or departs from home to reach the
medical appointment before 6:00 AM.
Noon Meal - $6.50 Eligibility for noon meal reimbursement shall be based upon the
recipient being at a medical appointment, over thirty-five (35) miles from his/her home, with
the medical appointment extending over the normal meal period.
Dinner - $8.00 reimbursement may be claimed only if you are away from your home in
a travel status overnight or is required to remain in a travel status until after 7:00 PM.
B. Lodging will be limited to $50.00 per night unless prior-approved by the local agency.
C. Parking fees, bus, cab and other commercial carrier fares will be paid at actual cost.
IF YOU CHOOSE to get medical care from a provider that is not the closest provider capable of
providing the level of care you need, you may have to pay for your own costs. Out-of-state medical
service requested at our-of-state medical facilities require: 1) Authorization from Care Delivery
Management Inc. (CDMI) for recipients not enrolled in a health plan, or 2) Authorization for service
by the health plan for enrolled members, and 3) Prior approval from the local agency with a letter
from your doctor certifying the closest provider capable of providing the level of care needed. This
includes emergencies when you can get the services needed at the closest location. IF YOU HAVE
AN EMERGENCY contact your worker within five (5) working days after the emergency to make
arrangements for reimbursement of expenses.
IMPORTANT REMINDER. If you want to be reimbursed or have arrangements made, you must
contact your worker to see if you will be eligible for access transportation services. Prior
authorization is not required for emergencies, retroactive eligibility, and appeal hearings.
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Becker County Human Services
712 Minnesota Avenue
Detroit Lakes, MN 56501-3035
Fax: 218-847-6738

Family Services
218-847-5628

Administration and Child Support
218-847-5628

Financial Services
218-847-5628

Effective March 1, 2011
Purpose: As a Medical Assistance recipient, medical transportation is available through the Health
Care Access Plan only if the closest provider capable of providing the level of care is established.
To establish this requirement, the Primary Care Physician must complete and sign this form.
Patient Name: ________________________MA#:___________________DOB__________
The closest Provider capable of providing the level of care needed for the above named patient is:
Health Care Provider/Facility Name
Located at______________________________________________________________________
Street Address/City/State
Date:______________ ___________________________________________________________
Physician’s Signature
Please print: ____________________________________________________________________
Physician’s Name/Facility Name
__________________________________________________________________
Facility Address
Physician or MA recipient should mail this completed form to:
Becker County Human Services
ATTN: Holly Reller
712 Minnesota Avenue, Detroit Lakes, MN 56501
Faxed copies of this form will also be accepted at:
FAX: 218-847-6738 Attn: Holly Reller
For inquiries, phone 218-847-5628
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Initial Clothing Allowance
Often when children are placed in foster care there is little time for packing anything: medications,
toiletries or clothing. After the initial placement is made, the social worker along with the child’s
parent, can obtain additional items of clothing from the child’s residence. It is helpful if the foster
parent has access to extra clothes, sweat pants and PJ.s, for the first few nights or weekend, until
more clothes can be brought from home. If you are planning on taking in specific ages, you should
keep a few items of clothing on hand to help you get by for the first few days as the time of
placement can be a very upsetting and confusing time for a child. Children who have experienced
neglect may not have clothes that fit or are clean.
Many children coming into foster care for the first time are eligible for an initial clothing allowance.
The social worker or the placement worker work with you to assess the clothing needs of the child,
to inventory what child has and assess the child needs. The social worker determines and approves
the initial clothing allowance amounts. Initial clothing allowances are not guaranteed for every
child who comes into care. Not all children receive an initial clothing allowance, but most do.
A determination has to be made by the placing worker before you go out shopping as to whether or
not a clothing allowance is available. If a clothing allowance is authorized, diapers can be purchased
with it, but not any other non clothing items; not wipes, lotions, head bands, shampoo, school
supplies or anything else.
If you purchase clothing without having a clothing allowance authorized, those purchases may not be
reimbursed to you.
There are also timelines for spending and getting reimbursed that you will have to consider, more
about that below. Add to that how important appearances are too many children, and clothing for
school age children can be a big issue.
So, there are issues with using a clothing allowance that can making shopping challenging. These
are the clothing allowance rates effective January 1, 2017:




Ages 0-11
Ages 12-14
Ages 15-18

$565.00
$670.00
$790.00

The other constraint with the clothing allowance is -If you want to make use of the clothing
allowance, you can’t make any clothing purchases until the second calendar month:
-You have to wait to shop for clothes until the next calendar month after the initial placement date of
the child. Purchases made before the second calendar month begins may not be reimbursed.
-Also this initial clothing allowance must be spent out and reimbursed within the first sixty days of
the child’s initial placement date.
-Clothing allowances require you to first purchase items and then submit the receipts for
reimbursement. If you shop second hand, be sure to get an itemized receipt. The purchases and
receipts are to be submitted on a separate county voucher and sent to Holly Reller’s attention. If you
have concerns, please discuss this with the child’s social worker.
Foster parents are encouraged to include the child’s preference in clothing purchases when
applicable. Sufficient and adequate clothing influences how a child sees him or herself. The
child’s clothing and personal possessions may have a direct effect on his or her feelings of self-worth
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and dignity. They may represent how much he or she is valued by those responsible for his or her
care. The amount and kind of clothing and other personal items should be related to the child’s age,
individual needs, and family and community standards. The child should be able to pick out clothing
according to their age and development. Initial clothing allowances may be necessary for the child to
obtain seasonal or items such as shoes, jackets and boots. Clothing can be purchased at thrift stores,
garage sales and obtained from friends or family. Modeling sensible and cost effective purchasing
techniques is important in helping children build a skill that the child can use later in life.

Transportation/Travel
A foster child may be transported only if the child is fastened in a safety seat, seat belt, or harness
appropriate to the child’s age, weight and the restraint installed and used in accordance with the
manufacturer’s instructions. Any vehicle operated by the provider for transportation of foster
children must be licensed and the driver shall hold a current, valid driver’s license. Please do not
leave foster children unattended in a vehicle.
Foster parents must be trained in Child Passenger Restraint Safety prior to transporting children
under age 9.
If your family has plans to travel out of the state (More than just a quick day trip to Fargo, Sioux
Falls etc.) you must get permission from the child’s caseworker before doing so. They need a
minimum of two weeks’ notice to obtain authorization.

 Article: Beyond Car Seats: Help Keep Kids Safe on the Road 
From SFLearn State FarmTM Employee, December 1, 2011

When it comes to driving safely with children in the car, most parents know to use an appropriately
sized safety seat. But there’s more to car safety.
Give straps a winter adjustment. Car seat straps that fit correctly in the summer may not in winter –
and that’s not just because of a growth spurt. Heavy winter coats and bulky jackets can cause straps
to be too tight for comfort. Loosen straps a little but not too much: There shouldn’t be enough slack
that you can pinch a fold in the strap. After you adjust the straps, be sure the chest clip is still in line
with your child’s armpits. (Don’t forget to tighten them again once the weather warms up.)
Use your vehicle’s child safety locks and features. Always activate child locks to reduce chance of
your tot accidently opening doors or windows. Even with safety precautions in place, parents must
keep a watchful eye on their young passengers. An automatic reverse system (ARS), for example, is
designed to prevent a power window or door from closing if it senses an obstruction, such as a hand
or arm. But these systems often require an average of two pounds of pressure to activate, and small
children may not weigh enough.
Secure loose objects. Normally safe objects can become deadly projectiles in an accident. Rapid
deceleration can cause an object to have 20 times more force than it otherwise would. With that in
mind, opt for soft toys in the car for young children. Remind older children to securely stow their
hockey sticks, ice skates and snowboards before the car moves. If you have a vehicle with an open
trunk design, such as an SUV, install a barrier to keep objects safely in the back.
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Keep children entertained. Long car trips can make kids restless and lead them to unbuckle seat
belts, climb out of car seats and create distractions for the driver. To keep your children happy, pack
along a few new play items, snacks and music for sing-alongs. Stopping the car every two hours for
a break will help your little one burn off energy and be a more content passenger.
 End of Article 

We rely on foster parents to transport foster children to appointments. Occasionally our agency
workers and foster parents need the assistance of other persons to meet the transportation needs of
our school age and older foster children. We can utilize the services of Becker County Transit to get
foster children back and forth to visitation, counseling appointments and school. Becker County
Transit has a volunteer driver program that can be utilized.
A percentage of the reimbursement you receive is intended to help meet travel expenses. It is
calculated into the basic foster care rate. We realize that in some situations, scheduling or distance
does not make this easy. If you have a special circumstance which requires you to provide a great
deal of transportation please speak to your foster child’s social worker about additional
reimbursement.
Regarding transportation to a medical appointment, that mileage can be reimbursed to the foster
parents through the child’s Medical Assistance insurance. This must be pre-authorized by the
child’s medical assistance worker. The amount reimbursed to foster parents for medical mileage
changes, and is tied to the standard federal rate. Read more about that in the Medical Care section of
this manual.

Income Taxes
The payments you receive for foster care generally are not considered income. You will not receive
a 1099 or W2 form from the county. However, “Respite Care” paid to you by the county is taxable
income.
A foster child must live with you as a member of your household the entire year to qualify as your
dependent. For this test, a foster child is one who is in your care that you care for as your own child.
It does not matter how the child became a member of the household. You cannot claim an
exemption for a child who is not your dependent.
For more information on tax preparation, please see your tax preparer or contact the IRS at 1-800829-1040
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Paths to Permanency
Overview of legal issues and financial supports about adoption and custody
options for relatives and foster families

Northstar Care for Children
Supporting safe, permanent
families for children

39

Table of Contents
Children Need Permanent Families

41

Making Choices for the Long Run

41

Legal Options: Adoption & Transfer of Permanent Legal & Physical Custody

41

Questions for Families to Consider

43

Financial Supports through Northstar Care for Children

44

How are Northstar Adoption Assistance & Northstar Kinship Assistance Similar?

44

How are Northstar Adoption Assistance & Northstar Kinship Assistance Different?

47

This information is available in alternative formats to individuals with disabilities by calling 651-431-4671 or
by using your preferred relay service. For other information on disability rights and protections, contact the
agency’s ADA Coordinator.

40

Children Need Permanent Families
“There are no unwanted children, just unfound families.” Sevenly.org
Children do best in permanent, safe, nurturing homes, where there are lifelong relationships with
caring adults. For foster children, permanency planning begins right away. The agency tries at the
same time to reunify and create an alternative permanency plan. When foster children cannot safely
return to their parent’s care, they need a permanent family that commits to nurture and care for them.
Permanency plans need to involve the child’s family, the foster family, the child when appropriate
and others. Everyone needs current and reliable information about legal options and potential
impacts.
This document is intended to help when a foster child cannot be reunified. It covers basic legal and
financial information about the two remaining paths to permanency: adoption and transfer of
custody.

Making Choices for the Long Run
Reunification is the first choice, adoption is second, and what the courts call a Transfer of Permanent
Legal and Physical Custody is third. Adoption is preferred over a transfer of custody in state and
federal law, as it is considered a permanent, lifelong commitment.
Both adoption and transfer of custody provide:



Permanent caregivers with many of the same legal rights as birth parents, but they are not
the same.
Benefits for the child, but there are practical and financial differences.

This guide is not a financial plan or a substitute for professional legal advice. It was developed for
you to use with agency social workers to help you with this important decision.
It outlines the legal differences between adoption and Transfer of Permanent Legal and Physical
Custody. It describes the similarities and differences between Northstar Adoption Assistance and
Northstar Kinship Assistance, including how monthly payments are structured for eligible families.
As you consider the options, ask questions, and don’t stop until you feel you understand the choices
involved – a choice that’s right for the child or children who have been in foster care as well as you
and the rest of your family.
Even as you explore your options and preferences, know that the county or tribal judge for your case
has the final say about permanency plans. Judges have to decide what’s best for children in the long
run.

Legal Options: Adoption and Transfer of Custody
All children need a permanent family, but if you are providing child foster care to someone you love,
which path is best? The lifetime commitment of adoption, or the path the courts call Transfer of
Permanent Legal and Physical Custody? What’s the difference between the two?
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Legal and Tax
Differences
Legal rights and
responsibilities

Transfer of Permanent Legal
and Physical Custody (TPLPC)

Adoption
The adoptive parents are
given all the rights and
responsibilities that once
belonged to the birth parents.

Adoption is a permanent,
lifetime, legal relationship.

Birth parents’ rights are
voluntarily relinquished or
involuntarily terminated
forever.

Decision Making

Relationship with
the Birth Parents(s)
and Siblings

Birth parents are no longer
obligated to pay child
support.
When the adoptive parents
are married, both spouses
must adopt, unless the court
approves adoption by only
one spouse.
Adoptive parents have
complete rights to decisionmaking about the child.

The permanent relative custodians
have primary rights and
responsibilities for a child’s
protection, education, care,
supervision and decision-making on
behalf of the child. A child continues
to have a legal parent-child
relationship with birth parents, but the
birth parents’ rights are secondary,
subject to limits imposed by the rights
of the relative custodians.
TPLPC is a legal relationship that ends
when a child reaches age 18. The
relative custodians may not return a
child to the permanent care of the
parent without notice to the social
service agency and court approval.
Legal parents may retain important
rights: visitation, access to
information, notice of accidents or
serious illness, etc. Legal parents can
request that the TPLPC court order be
vacated and a child be returned to their
care.
Legal parents may have an ongoing
child support obligation.
When married, either one or both
spouses may be named relative
custodians.

Relative custodians have the authority
to make all decisions affecting the
child regarding school, medical
treatment and consent for most other
major life decisions.
In many cases, ongoing
In most cases, the intention is for a
connections with previous
child to continue ongoing connections
legal parents, siblings or other with previous legal parents, siblings or
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relatives will be in a child’s
best interest.
Adoptive parents have the
right to determine ongoing
contact, unless the court
specifies family contact
agreements in the final
adoption order.

Child’s Legal Name
Child’s Right to
Inheritance

Adoptive parents determine a
child’s legal name.
A child inherits from the
adoptive parents unless the
legal will provides otherwise.

Returning a Child to
the County or Tribe

As with biological children,
an adoptive child could enter
the child welfare system due
to abuse or neglect. Existing
child welfare laws would
apply and a county or tribal
agency could again assume
custody of the child.

Tax Credit

Adoptive parents may be
eligible for a federal tax credit
based on the year the
adoption finalized. For
additional information, see
the Internal Revenue Service
website at www.irs.gov or
call toll free 1-800-829-1040.

other relatives.
When in the best interest of the child,
relative custodians can facilitate sage
visitation and involvement with the
legal parents, siblings or other
relatives as long as the court has not
ruled against it. Connections to the
child’s family can be maintained in a
way that works best for the child and
the relative custodians. The court may
specify family contact agreements in
the final TPLPC court order.
A child retains their own legal name,
unless changed by court order.
Relative custodians may ask the court
to have the TPLPC court order
modified, or to be relieved of
permanent legal responsibility for a
child. Good cause for modification
must exist and the judge may modify
or not modify the order. The country
or tribal agency is a party to any
motion requesting modification of
TPLPC order.
Relative custodians may ask the court
to have the TPLPC court order
modified, or to be relieved of
permanent legal responsibility for a
child. Good cause for modification
must exist and the judge may modify
or not modify the order. The county or
tribal agency a party to any motion
requesting modification of TPLPC
order.
There is no tax credit for a TPLPC.

Questions for Families to Consider
1. If the child cannot return home to their parents, can I commit to a lifetime relationship with
him or her?
2. Am I interested in caring for the child without court oversight?
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3. Am I capable of caring for the child without county child protection services, and am I able
to access services on my own?
4. Do I have support from my family, friends, and community, needed to raise the child to
adulthood?
5. Am I willing and able to work with the school to address the child’s educational needs?
6. Am I willing and able to continue providing a safe and stable home environment for the child
until age 18?
7. Am I confident in my ability to manage family issues such as illness and child-rearing,
emotional/behavioral problems?
8. Am I in good physical and mental health, and do not have conditions that would limit my
ability to care for the child?
9. Am I willing to accept legal and financial responsibility for the child?
10. Is the child well integrated (blended) into my family and home?
11. Am I comfortable changing the legal status of our family relationships?
12. Am I willing to pursue adoption or a transfer of permanent legal and physical custody?
If your answers are all “yes,” consider adoption or a transfer of permanent legal and physical custody
of the child in your care, and discuss your decision with the agency social worker.
If several of your answers are “no,” discuss those issues with the agency social worker.

Financial Supports through Northstar Care for Children
Northstar Care for Children is a unified program that supports foster children who are becoming
permanent family members through adoption (Northstar Adoption Assistance) or transfers of custody
(Northstar Kinship Assistance).

How are Northstar Adoption Assistance and Northstar Kinship Assistance
Similar?
Financial Responsibility: Permanent caregivers (adoptive parents and relative custodians) are
financially responsible for their child, even if there are no benefits through Northstar Adoption
Assistance.
Caregivers may decline Northstar Care benefits.
Other Income: No component of Northstar Care is means tested. That means decisions about
payment rates are not based on your family’s income, and the payments do not change with family
income. However, the payment amount is offset (reduced) if one or more of these four types of
income is received on behalf of the child:





Retirement Survivor’s Disability Insurance (RSDI)
Veteran’s Benefits
Railroad Retirement Benefits
Black Lung Benefits

Eligibility: There are many eligibility requirements. Two of the key requirements that are the same
for both Adoption Assistance and Kinship Assistance are:
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Caregivers must successfully complete a background study
A child must meet citizenship or immigration requirements

Benefit Agreement: After eligibility is determined, the county or tribal social services agency
negotiate with the prospective adoptive parent or relative custodian. A benefit agreement provides
details about the child’s benefits and is signed by the agencies, prospective adoptive parent or
relative custodian and department staff prior to the court finalizing the adoption or transfer of
permanent physical and legal custody.

Amount of Payment
The monthly payment includes the monthly basic payment and possible a monthly supplemental
payment. The monthly payment follows an eligible child from foster care to permanency, but the
amount depends on the age of a child at the time of final court action on adoption or a transfer of
permanent legal and physical custody:



For eligible children who are age 6 or older at the time of application, the monthly payment
is the same as they would have had in foster care.
For eligible children who are age 5 or younger at the time of application, the monthly
payment is half what they would have had in foster care (the Pre-School Entry Alternate
Rate).

Monthly Basic Payment
Monthly Basic Payment Rates

Effective Jan. 1, 2015 – June 30, 2016

Group or Age

All Young People in Foster
Homes or Independent Living
& Those Who Enter
Permanency at Age 6 or Older

Pre-School Entry Alternate
Rate for All Young People Who
Enter Permanency at Age 5 or
Younger

Level A (At-Risk)
Basic: Ages 0-5
Basic: Ages 6-12
Basic: Ages 13 & Older

No monthly payments
$565
$670
$790

No monthly payments
$283
$335
$395

Monthly Supplemental Payment
The monthly supplemental difficulty of care payment, if any, is based on an assessment by the
agency. It considers the extra care, attention and impact on the family associated with parenting
duties provided in the home to nurture the child; preserve the child’s connections and support the
child’s functioning in the home and community. Child care needs may be included.
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Monthly Supplemental Payment Rates
Effective Jan. 1, 2015 – June 30, 2016

Level A (At-risk)
Level B (Basic only)
Level C
Level D
Level E
Level F
Level G
Level H
Level I
Level J
Level K
Level L
Level M
Level N
Level O
Level P
Level Q

All Young People in Foster
Homes or Independent Living &
Those Who Enter Permanence
at Age 6 or Older
None
None
$100
$200
$300
$400
$500
$600
$700
$800
$900
$1000
$1100
$1200
$1300
$1400
$1500

Pre-School Entry Alternate
Rate for All Young People Who
Enter Permanence Age 5 or
Younger
None
None
$50
$100
$150
$200
$250
$300
$350
$400
$450
$500
$550
$600
$650
$700
$750

Reassessment
If circumstances change, the permanent caregivers may ask the agency to do a reassessment. The
request must be in writing. The result of the reassessment may be a change in the monthly
supplemental difficulty of care payment.

Monthly Payment Adjustments
Monthly payments may be adjusted for a number of reasons. These include adjustments every July
based on the cost of raising a child, which usually means an increase. As the child ages, the monthly
basic payment increases. The amount available for child care goes down as the child gets older. If
child income offsets change, the amount may increase or decrease.

Non-recurring Expenses
Caregivers may receive a one-time reimbursement up to $2,000 per child. This is to cover costs
directly related to the adoption or transfer of permanent legal and physical custody.
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When Payments Stop
Caregivers must stay legally responsible for the support of a child and be actually providing that
support. Northstar Care benefits usually end when a child turns 18.
Caregivers may ask for an extension past age 18 up to 21. An extension may be granted if special
requirements are met. The requirements are easier to meet if a child is 16 or older at the time of final
court action on adoption or a transfer of permanent legal and physical custody.

Minnesota Family Investment Program (MFIP)
A child receiving Northstar Adoption Assistance or Kinship Assistance is not eligible for Minnesota
Family Investment Program (MFIP) or federal Temporary Assistance for Needy Families (TANF)
grants.

Death of Caregivers
If the sole caregiver or both caregivers die, Northstar Care benefits may be continued. The
agreement may move to an individual appointed by the court. However, the child is no longer Title
IV-E even if they had previously been Title IV-E eligible.

How are Northstar Adoption Assistance and Northstar Kinship Assistance
Different?
Northstar Adoption
Assistance

Purpose

Northstar Adoption Assistance
provides financial support for
eligible children who are
adopted from the foster care
system.

Eligibility

The key is for a child to be
determined to have a special
need.
There are other eligibility
requirements, but most are the
same as for Northstar Kinship
Assistance.

At Risk

One way some children
become eligible is to be “at
risk” (having potential to
develop a disability that has
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Northstar Kinship
Assistance

Northstar Kinship Assistance
provides financial support for
eligible children from the
foster care system who have a
transfer of permanent legal
and physical custody
(TPLPC) to a relative or kin.
The key is for a child to be
placed in foster care with the
prospective relative custodian
while that custodian is a
licensed child foster parent for
at least six months in a row.
There are other eligibility
requirements, but most are the
same as for Northstar Kinship
Assistance.
There is no “at-risk” status in
Northstar Kinship Assistance.

not yet manifested).

Receiving Monthly
Payments

Home & Vehicle
Modifications

If a child’s eligibility for
Northstar Adoption Assistance
is based only on this “at-risk”
status, they may receive
Medical Assistance, but are
not eligible for a monthly
payment until the potential
disability occurs during
childhood.
All children in Northstar
All children in Northstar
Adoption Assistance receive
Kinship Assistance receive
monthly payment unless
monthly payments.
designated as “at-risk”.
Because at-risk children do
not now have a disability, they
do not receive a basic monthly
payment or a supplemental
payment.
Many children are eligible for Not available with Northstar
reimbursement for reasonable Kinship Assistance
costs of home and vehicle
modifications needed to
accommodate a child’s special
needs. The special needs must
be what eligibility for
Northstar Adoption Assistance
was based on, and be included
as part of the negotiation of
the benefit agreement.
This is not available for
children designated as “atrisk”.

Medical Coverage for Title
IV-E Children

All modifications must be preapproved by the Minnesota
Department of Human
Services, which may set limits
on amounts and frequency.
All Title IV-E children are
Same as Northstar Adoption
automatically eligible for
Assistance
Medicaid (Medical Assistance
in Minnesota). This is from
their state of residence, as long
as their Northstar Care benefit
continues, including any
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Medical Coverage for
Children Who are Not Title
IV-E

extension.
Children who are not Title IVE eligible and reside in
Minnesota are eligible for
Medical Assistance
(Minnesota’s Medicaid).
Children who are not Title IVE eligible and reside outside
Minnesota always receive
medical coverage. Some
states allow eligibility for
Medicaid in that state. If not,
a child will receive Medical
Assistance (Minnesota’s
Medicaid). However, if that
happens, coverage will be
limited to providers authorized
by Minnesota Medical
Assistance.

Children who are not Title IVE eligible are not
automatically eligible for
Medicaid. However, children
may meet eligibility criteria
independently. To receive this
benefit, the relative custodians
will need to apply on behalf of
the child to their county of
residence or appropriate tribal
agency, and meet all eligibility
criteria.

Foster Children Needing Childcare: Becker County’s Policy for Covering the
Associated Childcare Fees
Starting Jan.1, 2015, for children in foster care under Northstar Care for Children, childcare expenses
will continue to be covered by Becker County Human Services and will continue to be paid directly
to the child care provider.
When foster parents are employed outside the home, and the foster children must attend childcare,
the new MAPCY assessment allows an extra monthly payment of $200 or $400 dollars to the foster
parent. This doesn’t cover the costs of full time childcare, nor is it intended to pay for the childcare
itself. For this reason our agency will continue to cover the costs of childcare by paying childcare
providers directly, just as we have been doing. Not doing so would prevent foster families who work
from being able to provide care. Most of our foster families in Becker County have both parents
working full time. Some work part time and would only need part time childcare. A few are retired
and do not use childcare.

Foster Children Needing Respite Care

Respite care costs are no longer be covered by this agency.
Foster parents and children can benefit from a respite from the day to day foster care experience.
Respite care is care that takes place outside of the child’s foster home and must take place in a
licensed foster home.
Substitute care is care that takes place in the foster home the child resides. This can be with another
family member or a non- relative who is part of your circle of support. If they provide care in the
child’s foster home for more than 72 hours, they have to have completed a fingerprint background
study first.
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Our mission is to recruit and support Foster to Adopt Families to meet the
individual needs of foster children in Becker County and to meet the specific needs
of sibling groups, teens, children with special needs and Native American children.
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Chapter 4: Mental Health Training for Foster Parents

“Childhood is brief, and is a rare opportunity to
shape a lifetime.” Amelia Frank Meyer

Training is required to obtain and maintain a child foster care license.
Required Preservice Training – Child Foster Care
As per MN Statute effective July 2005, these classes are required to be completed prior to licensing
and must be repeated every 5 years:
1) Child Passenger Restraint Safety (CARS) - 3 hours
CARS is required for foster parents of children under age 9 (Becker County Human Services
recommends this training if you care for children under age 12). Currently Becker County pays
tuition for this class for all foster care applicants. Becker County will pay trainers directly, just
tell them to bill this office (BCHS). Tuition is $25.00 and up per person. Get registered for a
class!
85% of children are riding incorrectly in vehicles. After completing CARS, participants will be
able to select appropriate restraints for children and understand the importance of using a car seat
correctly. Participants will also be given the education to correctly install a car seat. This class
meets the requirements set forth by the MN Department of Public Safety for child foster care and
family child care licensing.
2) Overview of Children’s Mental Health (2 hrs.) is required for all foster parents prior to
licensing. This class is available on DVD or via a link from your licensor. Unlike the other
classes that are good for 5 years for foster parents, Children’s Mental Health is only good for
one year and you have to obtain one additional hour per year – ongoing on this topic. Your
licensor has DVDs and a list of online resources that are approved to meet this requirement.
3) Sudden Unexpected Infant Death (SUID) and Abusive Head Trauma (AHT)
SUID and AHT are available online. You pay for them and get a certificate. BCHS
will reimburse you. Cost is $10.00 per person. These classes are good for 5 years. They
are also available periodically in the community. The Detroit Lakes Community Ed/Lincoln
Education Center currently offers this class live 3 times annually. I would encourage you to
take these classes annually if you can, and attend live classes if you are able.
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Please review the following statute annually.
2013 Minnesota Statutes
245A.1435 Reduction of Risk of Sudden Unexpected Infant Death in Licensed
Programs
a.

b.

c.

d.

When a license holder is placing an infant to sleep, the license holder must place the
infant on the infant’s back unless the license holder has documentation from the
infant’s physician directing an alternative sleeping position for the infant. The
physician directive must be on a form approved by the commissioner and must
remain on file at the licensed location. An infant who independently rolls onto its
stomach after being placed to sleep on its back may be allowed to remain sleeping on
its stomach if the infant is at least six months of age or the license holder has a signed
statement from the parent indicating that infant regularly rolls over at home.
The license holder must place the infant in a crib directly on a firm mattress with a
fitted sheet that is appropriate to the mattress size, that fits tightly on the mattress,
and overlaps the underside of the mattress so it cannot be dislodged by pulling on the
corner of the sheet with reasonable effort. The license holder must not place anything
in the crib with the infant except for the infant’s pacifier, as defined in Code of
Federal Regulations, Title 16, part 1511. The requirements of this section apply to
license holders serving infants younger than one year of age. Licensed child care
providers must meet the crib requirements under section 245A.146.
If an infant falls asleep before being placed in a crib, the license holder must move
the infant to a crib as soon as practicable, and must keep the infant within sight of the
license holder until the infant is placed in a crib. When an infant falls asleep while
being held, the license holder must consider the supervision needs of other children in
care when determining how long to hold the infant before placing the infant in a crib
to sleep. The sleeping infant must not be in a position where the airway may be
blocked or with anything covering the infant’s face.
Placing a swaddled infant down to sleep in a licensed setting is not recommended for
an infant of any age and is prohibited for any infant who has begun to roll over
independently. However, with the written consent of a parent or guardian according
to this paragraph, a license holder may place the infant who has not yet begun to toll
over on its own down to sleep in a one-piece sleeper equipped with an attached
system that fastens securely only across the upper torso, with no constriction of the
hips or legs, to create a swaddle. Prior to any use of swaddling for sleep by a
provider licensed under this chapter, the license holder must obtain informed written
consent for the use of swaddling from the parent or guardian of the infant on a form
provided by the commissioner and prepared in partnership with the Minnesota
Sudden Infant Death Center. History: 2007 c 112 s 15; 2009 c 142 art 2 s 19; 2013
c 108 art 3 s 14.

Safe sleep violations are taken seriously by the Commissioner of the Department of Human
Services. Substantiated violations could mean a revocation of your license or a $200 fine.

Every foster parent shall participate in a minimum of 12 hours of training related
to foster care annually plus 1 hour annually of Children’s Mental Health
Training.
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Foster parents are more restricted in the decisions they can make for the children in their care and
have certain responsibilities that birth parents do not.
Foster parents are viewed as a part of a professional team, planning and providing for the children in
their care. Also, foster parents work twenty-four hours a day, seven days a week and receive
minimal compensation for their services. By viewing fostering as a profession, it is easier to talk
about the duties and responsibilities foster parents have and what they can and cannot expect from
the agency they work with.
The intent of ongoing training is to build on the foster parent’s initial interest in providing services
and to maximize their ability to provide the highest quality services to children. The aim of this
training is to transfer the information about foster care to your work with foster children.
Training is available through many different resources. If you provide services to a child with
special needs such as a learning disability, ADHD or developmental delays, support opportunities
may be available through support services such as the Windmill Project. As a foster parent you may
also obtain State or National level trainings. Pre-Foster/Pre Adoptive Training is available through
the Department of Human Services as well as many private child-placing agencies. If you have the
opportunity to attend one of these trainings it is highly encouraged. As each foster parent’s needs
and placements are different, training opportunities may be somewhat limited for specific areas of
interest to providers. Therefore providers are encouraged to locate resources (books, DVDs etc.)
obtained directly from the agency or other lending libraries that are specific to the challenges that
they as a foster family are facing. On-line resources are also available. Try www.fosterparents.com.
Technical Colleges and Universities, school districts, community education and early childhood
family education programs all hold workshops that may be helpful to foster families in their work
with children. Topics may include, but are not limited to:






Child and Adolescent Development
Community Services for Children
First Aid and Safety
Methods of Discipline
Trauma of Separation







Communication Skills
Constructive Problem Solving
Human Sexuality
Roles and Relationships in Foster Care
Working with Natural Parents

Direct contact with professionals involved with your foster child such as the social worker,
children’s mental health case manager, guardian ad litem, school staff, therapists, counselors, and
attending staffing meetings all count toward training clock hours. But to use them you have to keep
track of the time spent with them, discussing the needs of the child in care.
If you have an interest in a particular topic which would improve your ability to work with a specific
child, please contact either the child’s case worker or the licensing worker and request information
on that topic.
The foster parent must keep track of his/her training. A training log form will be collected from the
foster parent by the licensor at the time that the foster care license is renewed.
If a foster parent has a question about whether a certain book, video or presentation can be credited
toward the annual training requirements, please ask the licensor.
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It is noted that when a foster care provider has not completed the required annual training at the time
of re-licensure, no further placements may made to that home until the training requirements have
been met. The licensing will be restricted to the children currently placed in that home.

Master List of Approved Courses (Draft – 8-4-11)
Trainings to Fulfill the Initial 2-Hour Requirement
1 Introduction to Children’s Mental Health video
2 Introduction to Mental Health

Dr. Sulik

3 Recognizing Children’s Mental Health Disorders: Key
Warning Signs and Next Steps for Educators

3 hours - Minnesota
Association for Children’s
Mental Health

4 On-line Educators Course in Children’s Mental Health
Disorders

2-3 hours Association for
Mental Health

5 Children’s Challenging Behaviors Workshop
6 Children’s Mental Health

6 hours - NAMI

Child Welfare Training
System, Resource Family
CSP 9221

Minnesota
Children’s

Hennepin County - Note:
Participation limited to
Hennepin County clients

7 Lessons from the Field Events

Sponsored by the Children’s
Mental Health Program at the
Children, Youth and Family
Consortium. Half-day
training for CEU credit.
Past presentations available to the public on several topics (e.g. attachment, autism, race and
culture, relational aggression). Attachment presentation may be most appropriate for the
initial 2-hour credit. It focuses on attachment theory, attachment and its relationship to other
mental health concerns, intervention and treatment, intergenerational issues, family violence
and attachment, adoption and attachment. Perhaps the last one (e.g. adoption and
attachment) presented by Dr. Miriam Steele is the most appropriate. All training materials
can be found at www.extension.umn.edu/family/cyfc/our-programs/lessons-from-the-field/.

8 STARS for Children’s Mental Health

Full day attendance at annual
children’s mental health
conference.
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Trainings to Fulfill the 1-Hour Requirement
1 Lessons from the Field Events

Sponsored by the Children’s Mental Health
Program at the Children, Youth and Family
Consortium.
 Autism: What is it? Early identification and intervention, interdisciplinary approaches,
integrative approaches.
 Race, Culture and Children’s Mental Health: Historical trauma, immigrant and refugee
families, repairing effects of trauma on early attachment. Again, perhaps the last is most
fitting.
 Relational Aggression: What is it? How does it vary across cultures and contexts?
How to prevent/intervene. All training materials can be found at:.
www.extension.umn.edu/family/cyfc/our-programs/lessons-from-the-field/.

2 Understanding
Attachment

and

Building Child Welfare Training System, Resource Family
CSP 9339 - 6 hours.

3 Children Living with Fetal Alcohol Child Welfare Training System, Resource Family
Spectrum Disorder
CSP 9339 – 3 hours.
4 Mental Health Crisis Planning
5 Keeping Families Together

NAMI
NAMI

NAMI
6 What Works? What Helps?
7 Minnesota Association for Children’s Attendance at one full day of the annual
Mental Health
conference.
8 Minnesota Council of Child Caring Attendance at one full day of the annual
Agencies
conference.
9 Pacer Center

Attendance at full day symposium on children and
young adults with mental health and learning
disabilities.

10 The Center for Advanced Studies in Several online learning modules for CEU credit.
Child Welfare (CASCW)
 Children’s exposure to domestic violence
 Attachment through music, movement and mirth
 Homeless and highly mobile students
 Confidentiality, disclosures and communication in child welfare practice
 Maternal depression
 Enhancing the strength of kinship caregivers
 Promoting placement stability in foster care
 Resilience and adult attachment in cases of child sexual abuse
 Mitigating school suspensions
All modules can be found at www.cchd.umn.edu/ssw/casew/pracresources/modulehome.asp.
11 Strategies and Insights for Reducing Minnesota Association for Children’s Mental
Emotional
Dysregulation
and Health
Behavioral Problems in Youth
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12 The Center for Early Education and Hosts many types of courses. Some are longerDevelopment (CEED)
term and for-credit-only but others are one-time
and open to the public.
 Infant and Early Childhood Mental Health Certificate (IECMH): Longer-term, graduate
credit program. Course material may be offered for CEU credit in the future. More
information at www.cehd.umn.edu/ceed/certificateprograms/leemh/programstructure.html.
Online courses
13 Early Childhood Topics
www.cchd.umn.edu/ceed/onlinecourses/default.html
14 The Harris Forum Visiting Scholars One-time trainings
Program
www.cehd.umn.edu/ceed/events/harrisforum/default.html
15 The Strong Foundations Conference
www.cchd.umn.edu.ceed.conferences/strongfoundations/default.html
16 The Minnesota Early Intervention
Summer Institute
www.cchd.umn.edu/ceed/conferences/summerinstitute/default.html
17 SchoolMentalHealth.org

Learning Center for Child and Adolescent Trauma
Speaker Series. Seven free online series of
presentations related to child and adolescent
trauma.

18 MN Adopt

Videos











Tough Questions, No Easy Answers: Tips for Raising Hurt Kids – Deena McMahon
The Mosaic: When RAD Meets FASD – Deena McMahon and Wendy Lee Raun
Ideas for Biculturalism in Transracial Families – Robert O’Connor
Avoiding Power Struggles and Healing Hearts – Paul Buckley
Helping Troubled Adopted Children with Complex Histories – Richard Delaney
Adolescence, RAD and Attachment – Krista Nelson
Sexually Abused Children in Adoption and Foster Care – Deena McMahon
Helping Adopted and Foster Youth Transition to Adult Living – Teressa Markworth
Lying, Stealing and Running Away – Deena McMahon and Paul Buckley

PBS.org
19 Documentaries on Mental Health
 Depression: Out of the Shadows. 90 minutes. 2008 WGBH Educational Foundation
and Twin Cities Public Television, Inc.
www.pbs.org/wgbh/takeonestep/depression/index.html.
 Medicated Child. 60 minutes. www.pbs.org/wgbh/pages/frontline/medicatedchild. 2008.
Frontline.
 Dying to Be Thin. 2000. NOVA. 60 minutes. www.pbs.org/wgbh/nova/body/dyingto-be-thin.html.
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Chapter 5: Other
Transportation and Travel
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Equipment
The foster parent provides items such as beds, cribs, high chairs, dressers, car seats etc. and may need to
purchase items if a child comes into their home.
Please understand that we are responsible for the safety of the children that come into care and that the
equipment must be deemed safe by the licensor in order to be used. Obtaining equipment second hand is
not allowed for cribs and car seats. Car seats expire after 6 years. When considering the purchase of a
car seat for a foster child, please be very careful. Car seats come in many styles, not all of which are
appropriate for every child.

Crib Standards and Compliance for Children Under Age 1
Since June 28, 2011, cribs have had to mee new and improved federal safety standards. Please use
only cribs that meet the new standard. You can refer to the website at www.cpsc.gov for
information/ recalls. If the crib meets this standard there should be a permanent marking that
documents the date of manufacture and the manufacturer, somewhere on the crib.
The new standards do NOT apply to mesh-sided playpens or cribs, which family child care providers are
still allowed to use as long as they meet the crib safety requirements under Minnesota Statutes, sections
245A.146 and 245A.1435.
For cribs that do not have a permanent marking, look for documentation of compliance. Documentation
of compliance must be one of the following:
A registration card showing date of manufacture after June 28, 2011, or:
 A Certificate of Compliance (COC) or a General Conformity Certificate (GCC) or a Children’s
Product Certificate (CPC) (all three are synonymous).


Fitted Crib Sheets

Effective August 1, 2009, Minnesota Statutes, section 245A.1435 Reduction of Risk of Unexpected
Sudden Infant Death Syndrome (SUIDS) in Licensed Programs required the following:
The license holder must place the infant in a crib directly on a firm mattress with a fitted crib
sheet that fits tightly on the mattress and overlaps the mattress so it cannot be dislodged by
pulling on the corner of the sheet. The license holder must not place pillows, quilts, comforters,
sheepskin, pillow-like stuffed toys, or other soft products in the crib with the infant. The
requirements of this section apply to license holders serving infants up to and including 12
months of age. Licensed child care providers must meet the crib requirements under section
245A.146.
Sheets designed for use in mesh-sided, non-full sized cribs can be a problem when placed on the
mattress. Because the mattresses for these cribs can be folded up for ease in traveling and storage, the
mattress can sometimes fold on itself, “accordion up”, or pull away from the edges of the crib when a
tightly fitted sheet is placed over the mattress. This issue is a hazard and the mattress is not considered
a firm mattress. Modifications to the crib in order to make a sheet fit are not allowed. Bottom line – if
you cannot find a tight fitting sheet for the mattress, you cannot use it.

58

Safe Infant Sleep Information: Please read thoroughly!
Because of the recent deaths in licensed day care and child foster care homes, the Minnesota Department
of Human Services is taking a very strong stand on the issue and is requesting counties to respond
stronger than they have in the past regarding safe infant sleep. We agree with the department. We take
safe infant sleep very seriously and will be responding stronger to ANY violations regarding safe infant
sleep by issuing more Correction Orders, and also recommending a negative action and a $200 fine for
each rule violation.
Safe Infant Sleep includes:
1. Placement of a sleeping infant in a crib, port-a-crib, or mesh-sided pack and play. An
infant MAY NOT sleep in the license holder’s arms, on a blanket on the floor, in a swing, in a
bouncy seat, in a car seat or any other equipment, nor on a couch, on a bed, on a chair, or any
other way except the three ways listed.
2. Place NOTHING in the crib, port-a-crib, or mesh-sided pack and play with the infant. No soft
toys, no soft bumper pad and no blanket heavier than an infant receiving blanket. Only infant
receiving blankets are allowed. In an infant receiving blanket is used, the blanket must be at the
infant’s chest, then tucked in at the sides and feet. Once the infant moves the blanket off of
him/herself, you must remove the blanket. You may use a Halo sleep sack or a blanket sleeper
instead of a blanket for a sleeping infant. You may NOT swaddle an infant. Preference: No
infant receiving blanket at all. You may see as soon as August 2013, a legislative change
that will prohibit even a receiving blanket in an infant’s crib.
3. You may use a fan in the infant’s sleeping room but don’t direct it toward the infant.
4. You may not prop the infant with a blanket, a wedge or any other item.
5. Place the infant to sleep on its back.
6. Use a tight-fitting, store-bought crib sheet in the crib, port-a-crib or mesh-sided pack and play.
The fitted sheet must fit so it cannot be dislodged by pulling on the corner of the sheet.
7. Change the crib sheet in between infants/children.
8. Discuss sleeping rules with the day care or foster care parents.
9. The ONLY permission parents may provide for you to change is sleep position. This requires
you to call your licensor to request the form that the parent must complete and submit to you, the
license holder. We do not recommend an alternative sleep position for infants; we recommend
infants are placed on his/her back to sleep.
10. If you have an infant placed with you or in respite care, you must complete SUIDS training and
Shaken Baby training once every five years AND view the Shaken Baby video yearly. This is
also required for any other person 13 years old or older who helps or substitutes for you.
The safe sleep rules apply to children ages newborn to age one (through 12 months).
Pursuant to Minnesota Statutes, section 245A.07, Subd. 3(c) (4), license holders shall pay a fine of $200
for each occurrence of a violation of law or rule governing matters of health, safety, or supervision. The
recommendation for a fine is in addition to other recommendations made by the county based on the
nature, severity, and chronicity of licensing violations, and the effect of the violations of the health,
safety, and rights of children being served.
Take time to check on the infants in your care while they are sleeping. Best practices
recommends frequently- every 15 minutes.
245A.1435 Reduction of Risk of Sudden Unexpected Infant Death Syndrome in Licensed Program.
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(a) When a license holder is placing an infant to sleep, the license holder must place the infant on the
infant’s back, unless the license holder has documentation from infant’s parent directing an
alternative sleeping position for the infant. The parent directive must be on a form approved by
the Commissioner and must include a statement that the parent or legal guardian has read the
information provided by the Minnesota Sudden Unexpected Infant Death Center, related to the
risk of SUIDS and the importance of placing an infant or child on its back to sleep to reduce the
risk of SUIDS.
(b) The license holder must place the infant in a crib directly on a firm mattress with a fitted crib
sheet that fits tightly on the mattress and overlaps the mattress so it cannot be dislodged by
pulling on the corner of the sheet. The license holder must not place pillows, quits, comforters,
sheepskin, pillow-like stuffed toys, or other soft products in the crib with the infant.
Please review the Star Tribune’s articles regarding infant death while in day care, particularly “The Day
Care Threat: Asleep at Day Care, and in Deadly Peril” - http://www.pulitzer.org/winners/7186
We want what is best for children. If you have any questions, please call your licensor!

Driving Motorized Vehicles
There was a time when sixteen and seventeen year olds with driving licenses went into foster care in
Becker County their drivers licenses had to be taken from them and mailed to the Department of
Transportation. Thankfully that is nor the case today.

SELF Program for Adolescents
The SELF Program (Support for Emancipation and Living Functionally) is funded by the Chafee Foster
Care Independence Act of 1999. Through DHS, SELF Program funds are made available to counties and
non-profit agencies to develop and conduct services designed to help youth who have been in out of
home placement prepare for the transition to independent living. SELF funds may be used to provide
services to adolescent’s ages 14-21 who are currently in substitute care or who have been in substitute
care any time after age 14 regardless of their current living situation. With budget cuts at the state level,
SELF funds have become quite limited.
Flexibility is the hallmark of the SELF Program. Creative use of funds is encouraged so that individual
needs can be met. Services must promote development of life skills and successful transition into
adulthood.
Each county receives a yearly allocation based on the number of eligible youth. Eligible youth meet with
their social worker to develop a SELF Plan. The SELF plan focuses on the development of plans
covering the areas of Employment, Transportation, Money Management, Social Skills, Housing, Health
Care, Education and Maintaining Connections with Family and Community.
Some things that SELF funding can be used for may include: Athletic fees for sports participation,
purchase of bicycles or bus passes, help for payment of driver’s education, initial car insurance or car
repairs, ACT/SAT tests, college application fees, deposits for rent (but not rent itself) and utilities,
lessons, uniforms for work, obtain furnishings for apartments, extracurricular activities, camps and much
more! As mentioned, flexibility is the best part of the program.
If you care for an eligible youth 14 and older, speak to your child’s social worker about creative ideas
you may have which would benefit your youth.
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Childcare
When foster parents are employed outside of the home, it is important to have tentative arrangements
made with a child care provider prior to any accepting placements. Children are placed in foster care
with little advance notice. Foster parents have little time to conduct a search for a Child care provider.
It is up to the foster provider to locate a provider; and as always the arrangements for supervision of
children must be approved by the child’s social worker. The caseworker or the child care licensor may
have suggestions of providers to contact.
Some children who come into foster care may have never been in a child-care
setting before, creating additional new adjustments for that child. When
selecting a provider keep in mind the fact that foster children may have more
difficulty adjusting to another new care giver and are likely to have some
challenging behaviors. It is important to choose carefully a provider who has a
lot of patience, understanding and experience, positive behavior guidance to
maximize successful childcare experience. Becker County has staff update a list
of current openings in licensed family care programs. Call 218-847-5628 ext
5204, and leave a message or e-mail daycare@co.becker.mn.us with a message. Someone will get back
to you within 72 hours.
Foster children 3-4 years of age are eligible for Head Start programs – providing there are openings.
Consult with your caseworker regarding this service for your foster child.

Respite Care
Respite Care is care for a foster child provided by an approved caregiver for the purpose of giving the
foster provider a break. Foster providers utilize respite care to attend their own family functions or
training seminars or for a break from the high demands fostering may be placing on them. Just as often,
respite is offered to families experiencing stressors whose children are not in foster care - as an effort to
keep the family together.
Some licensed foster homes are only open for providing respite care. Most foster homes are open to it to
some degree. Licensed child care providers may be an option for respite care during day hours. The best
respite arrangements also include a pre-placement visit between the respite provider and the child.
Obviously this provides an opportunity for the child to become acquainted with the family and for the
respite provider to have a better understanding of the child’s needs.
Although the MAPCY can include respite as an option, you will be paying respite providers directly.
You are responsible to provide transportation to and from respite just like you would do if you needed
help for a family member. Most often the rate of pay for respite providers is the same as the daily foster
care rate for that child, the same rate the foster parents are paid.
As you go through the licensing process, you may be asked to provide respite. In most respite situations,
arrangements are made directly between the family needing respite and the respite provider.
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The licensor or the child’s social worker can assist foster parents who need respite in finding respite.
Respite arrangements should be discussed with the child’s caseworker as soon as possible when the need
arises.

When You are a Respite Provider
When asked to provide respite, find out about the child’s likes, strengths and challenges so you can make
an informed decision. Ask about how you will be paid. You can agree to trade off respite time when
you know you need the help yourself - without payments of cash.
When a social worker asks you to do respite for children not in foster care, the county pays you directly
at a rate of $32.00 per overnight or per 24 hour period.
Please note: Payments you receive for respite care provided are considered taxable income by the
IRS. If you are hit $600.00 annually by the county, you will get a 1099 from Becker County.
Unlike respite payments, foster care payments are not considered income, therefore are not taxable and
you do not get a 1099 for them.
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 Article: Getting a Needed Break 
Adapted from an article by Christina Romo and Diane Martin-Hushman

Why Respite is Needed: Raising children can be challenging at times for all parents. Parents raising
children with special needs often encounter challenges beyond those faced by parents of other children.
Studies have shown that respite care reduces the rate of disruption, child abuse and divorce in adoptive
families.
While respite is a much-needed break for the parents, it is also an opportunity for children to spend some
time away from their stressful home environment. Children are extremely perceptive and more often
than not, can sense what their parents are feeling. According to Regina Kupecky, co-author of Adopting
the Hurt Child, “Children cannot heal with angry or frustrated parents. Children need parents to take
good care of themselves.” Parents who use respite care may be healthier parents and their children
benefit because of it.
Respite care affords parents the opportunity to take care of themselves and reenergize. Respite can be
used so parents can run errands or get a good night’s sleep. It is an opportunity for parents and other
family members to be able to step outside of their situation and put things into perspective regarding
their home life. It also provides children who have special needs with the opportunity to experience new
people and different activities.
Finding Unlicensed Respite Care: In Minnesota, respite care providers who provide less than 72
consecutive hours do not need to be licensed. Respite care can include having a provider care for the
child in the foster family’s or provider’s home.
Look to the people you already know when searching for a respite care provider. Potential respite care
providers can include but are not limited to:







Folks referred to you by your social worker (BCHS has a resource list of many families open to
doing respite who are not currently licensed as foster parents)
Relatives
Neighbors
Foster support group members
Members of your place of worship
Camp counselors

Don’t be afraid to ask questions of your respite provider. It is important that your child receive the best
care possible and for you to feel comfortable with the provider you choose. Other foster parents are
often an excellent source of respite care because they know your kids and you know their kids.
Once you have found a respite care provider, it is important for you to train the provider in caring for
your child. No one knows your child better than you do and the littlest details about you child may be
the most important for your care provider to know.
A list of camps for special needs children and teens in Minnesota is available on www.mnasap.org.
 End of Article 
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Schools
School impacts heavily on a child’s total development. It is important to maintain cooperative
relationships with the school systems and school personnel. Upon placement of a school-age child into
your home, clarify with the social worker where the child is registered. School authorities and
transportation personnel must be made aware of the change in the child’s residence. Talk with the social
worker about anything you may need to do to assist in facilitating the bus rides if that applies. You can
received mileage for school transportation when foster children attend a school district other than the one
you live in.
You will have to register your foster child for free school lunches. All foster children are eligible for
this. We have the registration form, and the placing worker will give you the form you need to take to
the school office. It is the Notice to School District of Out of Home Placement. If the social worker
doesn’t leave it with you, ask for it from the principal’s office the day you take the child to school.
Typically foster care providers meet with the child’s teacher at least twice a year for routine reports and
as often as necessary if there are problems. Foster parents should not tell a teacher anything about the
child’s background. It is appropriate for the foster parent to advise the child’s caseworker about all areas
of the child’s school progress. If you as a foster provider do not feel that the school’s plan is in the best
interest for the child or if the school needs to know more about the child’s background or family or if the
school is not providing adequate services to the child, then it is appropriate to speak to the child’s case
worker about your concerns so that they may communicate with the school through the Signed Consent
and Release for Information.
At times it may be necessary for you to be an advocate for your foster child. If you feel that the child’s
educational needs are not being met, visit with the Social Worker, as a school conference may be
appropriate. It is important to keep in contact with your child’s school system as the child success may
be influenced by the interest you show. Attendance at the high school level can be particularly important
for future roles, education and employment. Children with special learning needs require an Individual
Education Plan (IEP.). The birth parents, guardian, social worker and foster parents should all be
involved in the development of such a plan.
Please notify your child’s caseworker of any scheduled conferences so that they may encourage
maximum participation of the birth parents.
One key source of support for foster parents includes other foster families. Networking between foster
families can be a very effective in providing mutual support by the sharing of experiences, discussing
problems, suggesting and evaluating solutions and sharing the joys and benefits of fostering. However,
information that the foster parents share with other foster parents about a specifics should also be very
limited. Important: If you have questions about communication with other foster parents about a
specific child please refer your questions to your child’s caseworker.
Enrollment of a foster child in a private school would require the permission of the birth parent that
would need to be obtained through the child’s social worker. Even though payment for tuition and books
is not available through the County, some schools may waive the tuition if they are aware of the child’s
foster care status.
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How to be Safer Online and in the Real World
www.NetSmartz.org is an interactive, educational safety resource from the National Center for Missing
and Exploited Children (NCMEC) that provides age-appropriate activities to help teach children how to
be safer while on-line and in the real world. The program is designed for children ages 5 through 17,
parents and guardians, educators and law enforcement.
The goal of NetSmartz is to help children become more aware of potential on-line risks and empower
them to help prevent victimization by making safer choices on the Internet and in the real world. This is
accomplished by enhancing their ability to recognize and avoid potential dangers, and most importantly,
by promoting communication between adults and children at school and at home.
You can become a NetSmartz fan on Facebook and by subscribing to the NetSmartz YouTube channel.

Pets
Sometimes pets have difficulty adjusting to the addition of family members. Please protect not only your
pet but also children in care from being harmed. Young children or children who have come from
abusive backgrounds, have aggressive tendencies, poor impulse control and anger may both intentionally
or unintentionally harm animals. Dogs and cats must have rabies shots kept current at all times. You will
be asked to provide copies of your pet’s rabies vaccination at the time of licensure and re-licensure. If a
foster child is bitten by an animal or receive a scratch that breaks the skin, please notify the child’s
caseworker, the licensor, and Becker County Community Health at 218-847-5628.

Nutrition/Feeding/Hygiene
Children coming from abusive or neglectful homes often lack the foundations of good nutrition and hygiene. It is
important that foster children be fed nutritious meals daily in order for them to grow physically and intellectually.
Your family will be setting examples of routines, manners, and the practice of good daily hygiene. Some will
continue to use the routines they become accustomed to while in your home once they return to their own home.
Hand washing before meal preparation, after toileting and before meals is the basic foundation of hygiene. Regular
bathing, washing of hair and clothing is also necessary. Encourage children to participate in the family routines
and chores. Teaching children skills of independence such as basic meal preparation and doing laundry is very
valuable.
You may find that some children are not accustomed to eating healthy meals and snacks. Encourage them to
experiment with new foods but don’t force them to eat. Some children may not be used to eating at a table as a
family unit or with utensils. Again, we ask you to encourage the children and to experiment and make mealtime
pleasurable. For feeding practices of infants we recommend consulting a pediatrician for the most up-to-date
information as when to start solids and use of formula. Due to the significant need for infants to develop healthy
attachment, bottle propping is not allowed. Again use feeding time to hold, snuggle, develop eye contact, bond,
and talk to the infant.
Some children entering into foster care may also come from homes where the lack of hygiene has led to problems
such as head lice. As you can imagine, when head lice are brought into a foster home undetected, it can create a lot
of problems. It is a good idea to have on hand some head lice treatment products just in case. Try to be as tactful
as you can when approaching this issue as the discovery of head lice and how it is handled can cause a great deal of
shame or embarrassment for a child. Use caution but do not give the child a feeling that they or their belongings
are “at fault” or “dirty” or “not worth keeping” as these messages are very devastating to a child already in crisis. If
lice are detected, consult with a public health nurse for the correct measures to treat the child and the environment.
Treatment methods can change over time.
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You may also wish to have some extras of toothbrushes, combs and other personal hygiene products on hand for
those children that arrive at times when it is not convenient to go out shopping right away.
Some children may have hair that is unkempt or dirty or poorly managed. It often is the response of wellintentioned foster parents to “scrub the kid up a bit so he/she can feel good about him/herself” or “fit in and not
stand out”. Often the emphasis placed on “giving the child a make-over” produces just the opposite outcome. The
child may feel unaccepted and/or bad; for whom he/she is if the changes are too dramatic too soon. Haircuts often
times create feelings of hurt and anger by the parents if they are unable to take part in the planning for that event.
Do not make such efforts unless you have parental permission via the case manager.
If you have questions or concerns about a foster child’s nutrition or hygiene please contact the child’s caseworker
or the licensor. Your local Extension Office and the Community Health Services are both excellent resources
regarding nutrition and hygiene for children of all ages. Please speak to your child’s caseworker about eligibility
for the Women, Infants and Children (WIC) program.

 Sleep Strategies for Kids Ages 1 Year and Older 
www.permanente.net

1. Providing a comfortable sleep setting: It is important to create a safe, quiet sleeping setting for your
child. Wherever your child sleeps, there should be a space at night to sleep that is his/her own. This may
be part of a shared bed or the child’s own bed, but it should be the same each night.
The bedroom should be comfortable (not too how and not too cold), quiet and dark. If the room is too
dark, add a dim night light to your child’s bedroom and leave it on all night. If there is light coming into
the room from street lights or sunlight in the morning, consider adding heavier curtains to cover the
windows.
The room should be quiet at night. Some children may like a “white noise” or background low quiet
sound like a ceiling fan or air filter. It is best to avoid things like the radio, television or music when
he/she is falling asleep at night. The reason for this is when noises like these stop during the night, it may
wake up your child. Also, think about other noise in your house at night when your child is going to bed.
There should not be noise from other siblings or from television, computers, video games or music in
nearby rooms.
Children with Autism Spectrum Disorder (ASD) may be more aware of noises at night that do not bother
other children. Things such as water running or other household noises can affect sleep. Children with
ASD may have sensory problems to things like textures of bedding and pajamas. Try to find out if these
things are affecting your child – for example, does he prefer tight or loose pajamas, or light or heavy
covers?
2. Establishing regular bedtime habits: Establish bedtime habits that are short, predictable and expected.
A good routine will help teach your child how to relax and get ready for sleep. The routine should include
activities which are calming to your child. The stability of the routine will be calming to your child each
night. Stay away from things before bedtime such as exciting television programs, movies/videos,
electronic games, computers, loud music or bright lights. It is best to avoid activities like running, jumping
or rough housing.
The routine should be started 15 5o 60 minutes before the set bedtime. A younger child would have a
shorter routine (e.g. 15 minutes at one year of age) and this will increase as your child grows. However,
the routine should not be more than 60 minutes. It is important that you, your partner and other caregivers
each follow the set routine. It may be helpful to take turns. The more regular the routine from one night to
the next, the easier it will be for your child to settle at night to sleep.
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The following are some simple tips about the bedtime routine:







It should be in the child’s bedroom where it is quiet (other than bathing/teeth brushing activities).
When the routine is done in the same order each night your child will be calmed with the same routine
each night.
The routine can include taking a bath, getting into pajamas, brushing teeth, reading a book, singing a
song, listening to soft and calming music.
Young children or children with ASD may benefit from a visual schedule or “to-do list” (for example,
pictures, words or both of the routine in order) to help remind them of each step. This will help your
child see that each night his/her bedtime routine will be the same events in the same order. A visual
schedule will also assist other family members and caregivers of the order of the routine.
Determine which events are calming and which events are stimulating for your child. Those events
that are calming for your child should be part of the bedtime routine habit. Events that are stimulating
should be moved to an earlier time in the evening. For example, if your child finds bathing simulating
rather than relaxing, move this event to an earlier time in the evening.

3. Keeping a regular schedule: As much as possible (given the changes that go along with daily life), your
child should have a bedtime and wake time that is the same 7 days per week. Pick a bedtime that works
for your child’s age. The bedtime should be one that works well with your own evening schedule to help
with a constant routine each night. In many children (and adults), we tend to get a “second wind” in the
hour before bedtime and may have trouble falling asleep if we go to bed too early. If your child takes more
than an hour to fall asleep think about putting off bedtime by 30 minutes to 1 hour to try to help with sleep.
Bedtime will become later as your child grows, but it should always be set to allow enough sleep each day.
Older children will also begin to stay up later and sleep later on weekends. Try to keep their schedule no
more than one hour later for bedtime and one hour later for waking on weekends. Even if your child goes
to sleep late at times, keep the same wake time and not more than one hour later than the normal wake
time. Although it may seem better to let your child ‘sleep in’ and catch up on sleep, the more regular the
wake time, the better sleep will be. If your child is younger and has a daytime nap, keep the nap times on a
regular schedule. When possible, the nap should be in the child’s bedroom. Wake your child by 4 p.m.
from afternoon naps or it will be hard for him to fall asleep at bedtime.
Additional key points for setting a routine for your child are the time meals are served and exposure to
sunlight. Your child should eat breakfast each morning at around the same time, both on weekdays and
weekend days. At the end of the day, you should not give your child heavy meals or large snacks late at
night. However, a light snack with carbohydrates (for example, cheese and crackers or fruit) may help
your child fall asleep more easily.
Exposure to sunlight in the morning and keeping the room dark at night also helps keep a regular schedule.
When your child wakes up in the morning, open the curtains and let natural sunlight come into the home.
At night, if your child goes to sleep while it is daylight, make sure the areas for bedtime routine and
bedroom are dark.
4. Teaching your child to fall asleep alone: Your child should learn to fall asleep alone in his own bed
without you being present. This is because both children and adults naturally wake up several times each
night. Each time we wake up, we briefly check out our sleep environment and then quickly go back to
sleep. These “wakings” are so brief that we are not aware in the morning that we woke at all. However, if
your child can’t fall asleep alone, then each time he/she wakes up, it is hard to fall back asleep without
your help. If your child learns to fall asleep alone, then he/she will also be able to learn to fall back asleep
at times of natural night waking, and wake more rested in the morning.
If your child is not able to fall asleep alone, you need to slowly teach him/her to do this. You may find
techniques in parenting books about sleep. The idea of these techniques is that over time (usually 1 to 3
weeks) you give your child the message that you are still present but reducing your contact at bedtime. An
example of how you might do this is the following. If you usually lie down with your child at bedtime,
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you could change your pattern by sitting on the bed and then in a chair beside the bed. Continue sitting in
the chair but moving it farther from the bed each night until you are out of the bedroom and out of visual
contact with your child. While you are making these changes, reduce the amount of attention you pay to
your child such as talking, facial expressions or eye contact.
Once you are out of your child’s bedroom, if he/she is upset and not sleeping, you can wait a few minutes
and then go back into the room to check. When you go into the room, make it a brief visit (less than a
minutes) and only give limited physical or verbal contact (for example, a quick hug). Gently but firmly say
something like “It is time for bed. You are OK. Good night.” Then leave the room. If you need to go
back into the room, wait longer each time and make each visit with your child brief.
Once your child is able to fall asleep alone, then you can use the same techniques you used to teach
him/her to fall asleep, if he/she wakes in the night or before wake time in the morning. With older children
who wake up many times, you can use a bedtime pass. This can be a card that your child can present to
you if he/she wakes at night. It can be traded for something brief such as a quick hug or drink of water.
Your child should be taught that they may only use the pass one time during the night, and that once the
pass is used, it will be given to you. You will return the pass to the child the following night to use again
for one time during the night. Your child should also be taught that if the pass isn’t used all night, it can
be used for a morning present. You can also give the child a sticker that can be used for a present once a
certain number of stickers (e.g. five) have been earned. The presents can be dollar store items or a special
outing with you.
5. Avoiding naps: Avoid naps during day. There will be special times (for example, when your child is ill)
that he/she needs a nap. However, in general, if your child is older and has outgrown the need for a
daytime nap, sleeping during the day will make it harder to keep the bedtime sleep routine at night.
6. Encourage daytime activities that promote a better sleep/wake schedule: Remember that your child’s
sleep at night will also be affected by daytime activities and caffeinated foods and beverages.
Activities: Exercise during the day helps your child sleep better at night. Children and adults who
exercise find it easier to fall asleep at night and have deeper sleep. If your child does not get regular
exercise at school, try to schedule this at home. Make sure the time for exercise is early in the day, as
stimulating exercise close to bedtime may make it harder to fall asleep. Be sure all hard or tiring activity
ends two to three hours prior to bedtime.
Caffeinated foods and beverages: Caffeine is a simulant which can cause an ‘alerting effect’ and keep
your child awake at night. If your child has caffeinated foods or beverages (e.g. chocolate, coffee, tea, and
cola products) in the afternoon or evening, the effect of caffeine stays in the body for 3 to 5 hours and up
to 12 hours. Some children sleep best by taking these products completely out of their diet. Your child
may be able to sleep as long as he avoids caffeinated foods or beverages several hours before bedtime.
 End of Article on 

Permission slips for Children in Placement/Legal Status of Foster Parents
Generally, foster parents do not have the legal right to sign consent meant for parents. Parents have legal
custody, foster parents do not.
One of the goals of foster care is to keep the birth parents as involved in their child’s life as possible. In
most instances, attempts will be made to have biological parents sign a release allowing foster parents to
sign for school and community activities. The placing worker will give you a medical consent form that
the birth parent’s have signed.
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Foster parents walk a fine line - they are given the responsibility to “parent” the child but are not granted
authority to act in the role of the parent in all circumstances. So long as the parent’s rights have not been
terminated, the birth parent has rights to make decisions on their child’s behalf. This is especially true
when it comes to giving permission for care and treatment or other approvals and authorizations for the
child. The foster parents cannot legally sign for driver’s permits or type of a waiver of responsibility.
As a general guideline:
If/when the birth parents or the district judge has approved/permitted it, foster parents can sign
or give permission for the following:







Permission slips for field trips
Requests for free or reduced-rate lunches
Permission to the school to give prescribed medication (other than those used for mental
health treatment)
Yearly school emergency cards
School attendance/absence slips
Childcare enrollment forms

Foster parents can sign or give permission for the following after discussion with the agency:



Behavior management requests from school that relate to in-school suspension
Permission to participate in athletics or after school activities, i.e. scouts

Agency or Birth parent must sign:













Immunization forms
Behavior management requests from school that relate to out-of-school suspension.
Driver’s license
Ski and rafting trips
Other unusual situations such as request for permission to enter the military service if the
youth is in our permanent legal custody.
Permission for emergency surgery or other medical treatment requiring signatures.
Motorized vehicle/ and firearm use
Mental Health treatment and medications for mental health treatment.
Permission to take the child out of state overnight
Permission to take the child away from the foster home for a period exceeding three nights.
Releases of information.
Piercing/Tattooing

Other issues that often come up which don’t require signatures but often create strain in the foster
provider/birth parent relationship include haircuts and religious activities.

69

Within 30 days of entering foster care, a child must complete their first CHILD AND TEEN
CHECKUP. (C&TC). This is an annual requirement after that. The child and Teen Checkups are
complete well child visits for infants, children and teens through age 21. C&TC include hearing and
vision screenings.

Child & Teen Checkups
Dear Foster Care Parent,

Child and Teen Checkups include:

The child in your care may be at high risk for
health issues. Each child who is placed in
foster care needs to have a Child & Teen
Checkup within 30 days of placement, at no
cost to you.

✔
✔
✔
✔
✔

These checkups find and treat health
problems before any lasting harm is done.
The periodic checkups help children grow and
develop to their fullest potential.

✔
✔
✔
✔
✔

a physical exam
health history
physical growth & measurements
hearing and vision checks
guidance & health education for good
physical and mental health
immunization & laboratory tests when
needed
blood lead test at ages 12 & 24 months
development & behavior checks
a referral to the dentist
a referral to a specialist when needed

Foster care parents have a special opportunity to assist the children
in their care to do their best in school and in life. You can make a
difference by getting them the health care they might otherwise
miss due to their situation.
After their initial checkup, your foster child
should receive regular Child and Teen
Checkups at the following ages, or as often as
the provider suggests:
o 0-1 month
o 18 months
o 2 months
o 24 months
o 4 months
o 3 years
o 6 months
o 4 years
o 9 months
o 5 years
o 12 months
o 6 years
o 15 months
o 8 years

o
o
o
o
o
o

10 years
12 years
14 years
16 years
18 years
20 years

Set the date for your foster child’s checkup today!

If you need help finding a health care provider or have questions, call:
Becker County Community Health, Annie at 218-847-5628, Extension 5419
Please note that it is very important that when you call for a C & TC appointment to make your request
specifically and by name for a C & TC. Also, when you see the examining practitioner, make sure to
request that they record and bill the exam as a C & TC. Again, this is very important, otherwise the
county can fail the audit from MDHS- in the area of “child well-being”.
70

C&TC- Such examinations keep children healthy, will help identify and treat health problems early, will
be a place to have your health questions and concerns answered, and will give the foster child a medical
“home”. We recommend you check with the child’s social worker regarding where the children should
be seen, it is most likely that a physician who already has knowledge of that child will be see them. As
the foster parent, you may be asked a lot of questions about the child’s medical history that you may not
be able to answer. Ask the social worker for information about the child’s medical needs/history at the
time of placement OR BEFORE THEIR FIRST C&TC. Sometimes it is beneficial to have the child’s
parent participate in the C&TC for this reason. Plan to discuss with the social worker, the plan in that
regard, as every situation is different. As always we need to make the best plan for the child’s best
interest.
All foster parents are expected to call and schedule appointments, and transport and attend all medical
appointments. There are several important points to consider when obtaining routine medical care for
foster children.
Foster parents can claim medical assistance mileage reimbursement at the current IRS rate.
Relatives who are fostering but who are not fully license cannot claim the current IRS rate.
Another consideration is that in order to claim MA mileage, foster parents must use the closest provider
capable of providing the level of care needed. If a foster parent is directed to have the child seen by a
provider that is not the closest available provider, they will need to have the primary physician sign a
specific stating that the service needs to be handled elsewhere in order to get reimbursed. That form is
available from Holly Reller, foster care support specialist at Becker County Human Services. If a foster
parent obtains permission from social worker they could use a provider that isn't the closest provider
such as when a family Dr. in Fargo is preferred, - however understand that mileage reimbursement for
those appointments is not available.
And as for dental care, there aren't any nearby providers for who accept medical assistance, so going to
the Smile Center in Deerwood, or to Appletree and Hawley and Fergus Falls is expected and no form
would have to be filled out.
In cases where ongoing medical care is needed, in most cases birth parents will also be attending the
child’s appointments, as may the in- home family support worker, if one is serving the family.
Whenever a foster child requires medical or dental treatment due to an accident (whether it be in your
home or elsewhere), notify the child’s caseworker or child protection intake immediately. This allows
the worker to document the child’s injury and notify the child’s parent. In the case of emergency or
surgical care, you must contact the social worker or supervisor, as foster parents do not have the
authority to give this consent. Similarly foster parents cannot sign consent for medical care and
evaluations.
Foster parents must be responsible for administering medication to the children in care. If there is a
child on medication, especially for a mental health issue, it is recommended that foster parents chart the
administration of these medications. Medications must be given according to the manufacturer’s
instructions or prescription label. Be sure to obtain refills and schedule office visits when a prescription
is running out. It is unacceptable when children run out of their medications and have to go through
withdrawal and then deal with the side effects all over again when starting medications again.

Emergencies
Foster providers must have available first aid supplies for emergencies. It is recommended that each foster provider
have a kit that contains the following supplies:
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Bandages, Tape & Sterile Compress
Scissors
Mild Liquid Soap or Alcohol or other antibacterial cleanser for cleaning wounds, ice bag or cold pack
Thermometer
A First Aid Manual

Immunizations and Vaccinations
Children entering Foster Care may be behind on their childhood immunizations. It is important that all
children be kept up to date on their shots. Enrollment of a foster child into a school or childcare setting
may be difficult without an immunization record. Ask the child’s caseworker for a copy of the child’s
immunization record as soon as possible. If the child is behind on routine immunizations the caseworker
and parent must be consulted so a plan can be made for the child to be brought up to date. Sometimes
locating the immunization records can be frustrating and time consuming but should not be overlooked.
If there is a problem enrolling a child due to insufficient immunization information, please speak to the
child’s caseworker and he/she may be able to assist in the child’s enrollment with an agreement by our
agency to provide the facility with that information as soon as it becomes available.
Foster parents do not have the authority to give consent for administration of immunizations!
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Vaccine-Preventable Diseases and the Vaccines that Prevent Them
Disease
Chickenpox
Diphtheria

Hib

Hepatitis A

Hepatitis B
Influenza (Flu)
Measles

Mumps
Pertussis

Polio
Pneumococcal
Rotavirus
Rubella

Tetanus

Vaccine

Disease Spread By

Disease Symptoms

Varicella vaccine
protects against
chickenpox.
DTaP* vaccine
protects against
diphtheria.
Hib vaccine
protects against
Haemophilus
influenzae type b.

Air, direct contact

Rash, tiredness,
headache, fever

Air, direct contact

Sore throat, mild fever,
weakness, swollen
glands in neck
May be no
symptoms unless
bacteria enter the
blood

HepA vaccine
protects against
hepatitis A.

Direct contact,
contaminated food or
water

HepB vaccine
protects against
hepatitis B.

Contact with
blood or body
fluids

Flu vaccine
protects against
influenza.
MMR** vaccine
protects against
measles.
MMR**vaccine
protects against
mumps.

Air, direct contact

Air, direct contact

Swollen salivary glands
(under the jaw), fever,
headache, tiredness,
muscle pain

DTaP* vaccine
protects against
pertussis
(whooping cough).
IPV vaccine
protects against
polio.
PCV vaccine
protects against
pneumococcus.
RV vaccine
protects against
rotavirus.
MMR** vaccine
protects against
rubella.

Air, direct contact

Severe cough, runny
nose, apnea (a pause in
breathing in infants)

Air, direct contact,
through the mouth

May be no symptoms,
sore throat, fever,
nausea, headache
May be no symptoms,
pneumonia (infection in
the lungs)
Diarrhea, fever,
vomiting

Air, direct contact

Air, direct contact

Air, direct contact
Through the mouth

May be no symptoms,
fever, stomach pain,
loss of appetite, fatigue,
vomiting, jaundice
(yellowing of skin and
eyes), dark urine
May be no symptoms,
fever, headache,
weakness, vomiting,
jaundice (yellowing of
skin and eyes), joint
pain
Fever, muscle pain, sore
throat, cough, extreme
fatigue
Rash, fever, cough,
runny nose, pinkeye

Air, direct contact

Children infected with
rubella virus sometimes
have a rash, fever,
swollen lymph nodes
DTaP* vaccine
Exposure through
Stiffness in neck and
protects against
cuts in skin
abdominal muscles,
tetanus.
difficulty swallowing,
muscle spasms, fever
* DTaP combines protection against diphtheria, tetanus, and pertussis.
** MMR combines protection against measles, mumps, and rubella.
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Disease Complications
Infected blisters, bleeding disorders,
encephalitis (brain swelling),
pneumonia (infection in the lungs)
Swelling of the heart muscle, heart
failure, coma, paralysis, death
Meningitis (infection of the covering
around the brain and spinal cord),
intellectual disability, epiglottitis (lifethreatening infection that can block the
windpipe and lead to serious breathing
problems), pneumonia (infection in the
lungs), death
Liver failure, arthralgia (joint pain),
kidney, pancreatic, and blood disorders

Chronic liver infection, liver failure,
liver cancer

Pneumonia (infection in the lungs)
Encephalitis (brain swelling),
pneumonia (infection in the lungs),
death
Meningitis (infection of the covering
around the brain and spinal cord) ,
encephalitis (brain swelling),
inflammation of testicles or ovaries,
deafness
Pneumonia (infection in the lungs),
death
Paralysis, death
Bacteremia (blood infection), meningitis
(infection of the covering around the
brain and spinal cord), death
Severe diarrhea, dehydration
Very serious in pregnant women—can
lead to miscarriage, stillbirth, premature
delivery, birth defects
Broken bones, breathing difficulty,
death

Religious Instruction for the Foster Child
If a foster child and his birth family they religious preferences that differ greatly from the foster family’s
practices, a plan should be developed that respects both families’ preferences. In the busy lives of foster
parents, this issue is sometimes overlooked and a foster child is allowed to or is expected to participate
in religious activities with the foster family on the presumption that the birth family won’t object. Older
children especially should be allowed to make their own decisions.

Alcohol Use
As foster parents you can consume alcohol. The agency does not intend to define the foster family’s
social life. However, witnessing drinking gets difficult for some foster children who have experienced
physical or sexual abuse or neglect at the hands of an intoxicated parent. Most of the time you will know
the specifics of the foster child’s background prior to the placement. If no information has been given to
you with regard to the child’s background as it pertains to alcohol exposure, ask for it. You need this
information so you may act accordingly. If the agency views a foster parent’s drinking at home as
detrimental to the child, you, of course, should not plan to drink in front of the foster child. Again,
asking questions is the easiest way to help you plan for the child.
Consider where your family stores its alcoholic beverages and your family’s thoughts about alcohol use
and how this may affect foster children. It is recommended that regardless of the child’s age, alcohol be
stored in a secure area. If you choose not to secure the storage location, it is strongly advised that foster
parents should have an awareness of what types and what quantities of alcohol they have on hand so that
they can monitor it. It is fairly common for adolescents to sneak into the parents’ alcohol for the purpose
of experimentation but it can be quite dangerous as well. If ever you have suspicions that your foster
child has been consuming alcohol or using other chemicals, first remove the chemicals to a safe location
and contact the child’s caseworker. Children should never be allowed to consume alcohol while in foster
care.

Tobacco Use and Secondhand Smoke
Minnesota Statutes 2012, Section 260C.215, is amended
Preventing Exposure to Secondhand Smoke for Children in Foster Care
a. A child in foster care shall not be exposed to any type of secondhand smoke in the following
settings:
1. A licensed foster home or any enclosed space connected to the home, including a
garage, porch, deck or similar space; or
2. A motor vehicle while a foster child is transported.
b. Smoking in outdoor areas on the premises of the home is permitted, except when a foster
child is present and exposed to secondhand smoke.
c. The home study required in subdivision 4, clause (5), must include a plan to maintain a
smoke-free environment for foster children.
d. If a foster parent fails to provide a smoke-free environment for a foster child, the childplacing agency must ask the foster parent to comply with a plan that includes training on the
health risks of exposure to secondhand smoke. If the agency determines that the foster parent
is unable to provide a smoke-free environment and that the home environment constitutes a
health risk to a foster child, the agency must reassess whether the placement is based on the
child’s best interests consistent with section 260C.212, subdivision 2.
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e. Nothing in this subdivision shall delay the placement of a child with a relative, consistent
with section 245A.035, unless the relative is unable to provide for the immediate health
needs of the individual child.
f. If a child’s best interests would most effectively be served by placement in a home which will
not meet the requirements of paragraph (a), the failure to meet the requirements of paragraph
(a) shall not be cause to deny placement in that home.
g. Nothing in this subdivision shall be interpreted to interfere, conflict with, or be a basis for
denying placement pursuant to the provisions of the federal Indian Child Welfare Act or
Minnesota Indian Family Preservation Act.
h. Nothing in this subdivision shall be interpreted to interfere with traditional or spiritual Native
American or religious ceremonies involving the use of tobacco.
Many adolescents coming into care have used both alcohol and tobacco products. If you suspect that a
child in your care has used chemicals, including cigarettes, while in care, you need to report this to the
child’s case worker. If accepting a child into your home who has a history of chemical use or who
smokes, you should speak to the child’s social worker about the agency’s expectation for restricting use
by the child.

Privacy
Most foster homes are limited somewhat to the space that they have to accommodate foster children.
Sleeping arrangements that may seem very suitable for the foster families own children may not be
appropriate for foster children. In order to protect both the foster child and foster family, the foster child
is given his or her own bed for sleeping. This reduces the risk of sexual exploration between children.
Minimize exposure of a foster child to the following:
Sleeping in the nude – everyone should use pajamas.
Use of the bathroom – please insist on privacy, children do not need to use the bathroom with other
children or adults including bath time.
Exposing children to sexually explicit media i.e. videos and magazines is a form of sexual abuse and
pornography should not be present in the foster home. It will have a negative impact on a child.
If the child has experienced sexual abuse or other loose sexual boundaries in his/her own family, this
may create problems for the foster family. Please discuss any concerns with the child’s social worker.

Confidentiality You have a professional responsibility to protect the privacy of the child
and his family. Never share this information with others, with the exception of those who
need the information to do their jobs effectively.
It is not always easy to decide what kinds of information should be shared with whom. Most foster
families are excited when they get a phone call from the agency inquiring about a placement. Some
foster parents may feel so excited that they want to tell the whole world! In the foster parents excitement
and enthusiasm it is sometimes easy for them to forget about the rights of privacy of the child and his/her
family. You don’t want to find out the hard way that you were telling a coworker that you just took in a
child only to have the child’s uncle overhear you. In rural communities when families are experiencing
difficulties it is not uncommon for many people to be aware of it. Foster parents will come into contact
with a lot of different people--your relatives, your neighbors, your schools, your day care providers, your
church, attorneys, therapists and other foster parents. Also, the people you are close to have an interest
in your foster child and that you are providing care for the child. The child’s family background and
reason for placement need to be kept confidential. This may be difficult – but you have no right to
share anything. The child’s first name and age, which school he is attending. The rest of the child’s case
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information cannot be shared due to privacy laws. Ask the child’s case manager when specific questions
come up about the child’s personal information. It is also important for foster parents to make certain
their own children understand the importance of this. You might want to have them practice a short
answer too, such as “I can’t say” or “Ask my Mom or Dad”. Frequent reminders may be necessary if
your child is talkative.

Accepting Placements
Occasionally a foster family will receive a phone call from an agency other than the county in which you
are licensed, from another foster parent, or a parent from another county agency asking them to take in a
child. Please do not agree to placements from other agencies. Advise the caller to call your licensing
agency.
Ways of Helping the Child Enter Your Home
Consider the many aspects of your home that may seem strange or different to a child who has never
met you. Consider the everyday routines and expectations of those in your household. Examples
might include:















Which lights are left on at night?
What rules do you have about snacking between meals, about helping yourself to food,
second helpings, rules about desert, about taking things to eat from the refrigerator or pantry?
Will the child be familiar with the kinds of foods you serve?
Who uses the bathroom first in the morning?
What’s expected about mealtimes? About cleaning rooms?
When must people be home?
How is allowance handled?
Do people close their doors?
How is laundry handled?
When and how can the radio or television be used?
Are things done on schedule or when people feel like it?
Are there rules about bringing friends home?
What time is bedtime for children of different ages? Under what circumstances are you
willing to extend bedtimes?
Do you allow alcohol use in your home?

Every household has family rules and expectations that may never be expressed, yet children grow up
understanding them. By thinking about the reasons and values underlying them, you can become more
sensitive to what a new child must learn to adjust to in a new home – your home.
Consider what adjustments you are willing to make in order to soft-pedal some expectations for a new
foster child. How much and for how long can/should you bend for a new child?
Becoming a foster parent should not require completely transforming oneself but rather knowing oneself
more deeply. In this way, one can respond to a child in a given situation as appropriately as possible but
in conformity with one’s own examined values and personality.
Foster parents will not be able to help all of the children who enter their care. Some children will receive
a lot from them, but will not give back anything in return. Foster care can be discouraging at times.
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Tip Sheets
All Tip Sheets Created by: Our Own Words: Minnesota’s Adoptee Advisory Committee
Permission to duplicate and distribute granted by the Adoption Support Network. Created January 2011
Our Own Words: MN Adoptee Advisory Committee (ages 13-22) is part of the Adoption Support Network which is a
collaboration between HOPE Adoption & Family Services, Children’s Home Society & Family Services, and the North
American Council on Adoptable Children and is funded by the Minnesota Department of Human Services.
Please visit us at www.groups.fosterclub.org/ourownwords, on Facebook at Our Own Words – Adoption Network or
email a facilitator at jbenedict@chsfs.org or hbischoff@hopeadoptionservices.org.

 What Foster Parents Should Know 


Treat me like your child so I feel welcome in your home. Include me in your family’s routine
and activities.



Having contact with my birth family is important to me. Please help facilitate visits and be
supportive of this connection.



I ended up in your home through no fault of my own. Learn to understand where I’ve been
and how to best help me through this transition.



Consider the impact of sibling separation. I may not understand why this had to happen, I
may blame myself, and I probably need to feel connection to my siblings.



If you want to be a foster parent only as a way to get paid, don’t do it. I will be able to tell if
this is your reason for having me in your home.



Stand up for me when we experience racism, judgment, and misunderstanding. Help me
understand my past, what is happening to me now, and where I fit in.



I need to feel safe. I need consistency, honesty, structure, praise, and acknowledgement of a
job well done. Please know that I am a survivor. I’ve had to adjust to all kinds of rules in
other homes so it might take me awhile to adjust to yours.



The difficult behaviors you might experience with me might be an attempt to reject everyone
before they reject me so it doesn’t hurt so much. Don’t be the first one to give up.



If my life with you isn’t going to be permanent, help me do what I need to do and go where I
need to go to find permanence by being honest and supportive.

 What Attorneys and Social Workers Should Know about
Disruption 


Disruption (having to move to another foster home) affects us more than anyone else so think
about what it will do to us. Don’t let us be the last person you talk to about what’s going on,
if you talk to us at all. Ask for our side and for our input.
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I am hurting during a disruption and I may be sad and quiet and that might make it seem like
I don’t care.



I will come around when I’m ready and when I trust you. Show me you care by being there
for both the good and bad times. Not just the times when I am in crisis.



You are representing me. Be more than just physically present since this is my life.



When you see behaviors it may just mean that it is too hard for me to talk to anyone about
what I am feeling.



Show consistency; keep trying to connect with me, even if I keep throwing testing and
challenging behaviors your way. No matter what, spend time with me to show me you are
still committed to me.



At the root of a disruption is sadness, confusion, loneliness, guilt, and self-blame.



I have been taught to mistrust people. Show me that I can trust you.



The behaviors that sometimes lead to disruption might be an attempt to reject everyone
before they reject me so it doesn’t hurt so much.



Disruption is the outcome kids test to see if it will happen; by disrupting you are only proving
that our worst fears can come true.

 What Adoptive Parents Should Know 


Think about me, the child you are adopting, and how I might have trouble attaching to you.
You need to slowly build a relationship with me.



Try to understand my behaviors and why I am behaving this way; it might be for my own
personal sense of security. Learn about my background (remind me that I entered foster care
through no fault of my own) and be prepared for me to question if you really love me.



Have appropriate expectations, avoid judgments based on papers you’ve read about me, and
don’t compare me to your other children.



Consider the impact of sibling separation. I may not understand why this had to happen, I
may blame myself, and I probably need to feel connection to my birth family.



If you aren’t absolutely certain that you want to adopt a child, don’t do it.



Everything you do and say has an effect on me. I can easily assume you aren’t committed to
taking care of me based on my past experience.



Stand up for me when we experience racism, judgment, and misunderstanding. Help me
understand my past and where I fit in.
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I have been taught to mistrust people. Show me that I can trust you.



The difficult behaviors you might experience with me might be an attempt to reject everyone
before they reject me so it doesn’t hurt so much.



You are the one who is finally willing to accept me and how me you love me. Show me I am
family and keep the commitment you made.
 End of Tip Sheets 

Therapy
Often the child’s case plan includes individual or family therapy. This is recommended when the child’s
emotional development is arrested or behaviors which cannot be tolerated (even temporarily), cannot be
controlled, or when the child’s fears, anxiety or anger is interfering with other activities. Therapy may
also be used as a tool to assist the child in adjusting to separation from his or her family and
understanding the dynamics of his or her family. Foster parents can assist the child throughout the
process of therapy by talking with the therapist about the ways that they can help the child. However,
foster parents should not expect the therapist to tell them what the child has said during therapy sessions.

Gifts to Foster Children
Because foster parents are giving people, they frequently like to provide foster children with gifts such as
bicycles, dolls, sports equipment and so on. A foster parent’s generosity depends upon his or her own
means and circumstances. Foster parents are not encouraged to provide these extra gifts, but the gifts are
not discouraged either. It is important to make sure the foster children realize that the gift is their gift
and can be taken with them when they leave no matter what the circumstance is. If the gift is for all
children in the home and is to remain in the home, let the foster child know this. It is important that
foster children have some toys of their own and are not always playing with or having to share other
children’s toys. This will give the foster child a sense of belonging and develop better relationships
among all the children in the home.
Many a well-meaning foster parent has encountered a critical response from a birth parent due to the
child receiving gifts, even when the gifts are inexpensive. Many a birth parent has threatened their child
with statements such as “I’ll send you to a foster home and then you’ll begin to realize how good you
have it”. Often times the reaction from the child is the opposite and the child is very comfortable in the
foster home. This can be very threatening to the birth parents. They may have feelings of insecurity that
the foster parents, though well meaning, are out to “buy their child’s love”. Please understand that when
a birth parent loses control of their lives, they may make attempts to find control where they can. Often
times this control manifests itself in the form of criticism about the provider. The parents’ insecurity is
justified, as many birth parents are not able to provide their child with you have to offer.
Sometimes foster parents feel a great deal of compassion for the child’s situation and fall into the trap of
“buying stuff” for the child in a sense, to make up for what the child has previously gone without. A
wise foster parent soon recognizes that there is no way that “stuff” will make up for familial abuse,
neglect and separation. A wise foster provider will also recognize that for children it is not the “stuff”
which is important but rather the love, understanding and security that the providers are able to give
them.
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Remember, if parents were able to provide for the basic needs of their family, were effective
communicators and good problem solvers, we probably wouldn’t have their children in care. For more
information on this issue, refer to Chapter 8 on Working with Natural Parents.

Grievance Procedure
Foster care providers are valued participants in the team that strives to meet the needs of the child in
placement. Through the team process, the foster care provider has the opportunity to participate in the
planning and service that is provided to achieve the goals in the child’s placement plan.
As team members, foster care providers for children are invited to attend administrative reviews and they
are asked to provide information or observations regarding the needs of the children in care. Information
provided by foster care providers is included and considered in the agency decision-making process. In
many cases the foster care provider helps to improve the relationship between the child and the parent to
facilitate early reunification.
Foster care providers may disagree with decisions made by agency personnel. Foster care providers may
be unhappy with services or guidance received from an agency representative. Many concerns are
resolved informally when foster care providers discuss issues with the placing social worker and/or the
licensing social worker. The worker’s immediate supervisors are also available to discuss and resolve
concerns. This information process allows team members to discuss and resolve many disagreements.
The opportunity to resolve concerns is welcomed by the agency. When foster care provider
disagreements are not resolved by contact with the social worker or supervisor, the foster care provider
may file a written grievance.
Administrative Procedure: If a foster care provider files a written grievance requesting resolution of a
disagreement between themselves and the agency, a formal written grievance procedure has begun. This
written request must include a statement of the issues or concerns and the relief sought by the foster care
provider. The request for a grievance meeting must be sent directly to the Director of Social Services or
designee. The agency must, upon request, provide assistance to the foster care provider in filing the
grievance.
Level One Grievance
Within ten days of the receipt of the written request, the agency must convene a meeting to address the
grievance.
Persons in attendance at the meeting may include the foster care provider, the placing social worker
and/or licensing social worker, and a social work supervisor(s). Other interested persons, such as a
foster care provider support person, a service provider, or the child’s parent may attend if the agency
determines this appropriate. The presence of other interested persons must be approved by the agency.
At least one supervisor who has the authority to influence the implementation of agency policy,
procedure and practice must be present.
At the conclusion of this meeting, one of the following may occur:
1.

If the grievance is resolved to the foster care provider’s satisfaction, the resolution must be
documented and signed by the foster care provider and the agency representative. A written
decision must be finalized within twenty (20) days.
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2.

If the grievance is not resolved to the foster care provider’s satisfaction, the foster care provider
is expected to end the grievance process.

Relicensing
The relicensing of foster homes takes place following the first 12 months of licensure and every two
years thereafter. The licensing social worker makes a visit to the foster home to evaluate with the foster
parents the experiences of the past year(s). Some items that will be discussed include: The relationship
between the foster parents and the agency, adequacy of foster payments, general health of the foster
family, expression of the foster family about continuing to provide foster care, their educational
experiences as they relate to parenting skills and any other concerns. In addition, the family will also
have to complete some paperwork.
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Chapter 6: Child Abuse and Neglect
Child Abuse and Neglect in Minnesota: A Quiz
1. True or False: Only doctors are required to report child abuse according to
Minnesota state law.
2. True or False: You can only report child abuse or neglect if you witness the
maltreatment.
3. True or False: You don’t have to report anything if the child is not presently
being neglected or abused.
4. True or False: Anyone who reports child abuse or neglect to the local
welfare agency in good faith is immune from any liability for this report.
5. True or False: If you report suspected child abuse, the parents will automatically find out your name.
6. True or False: If you bring your injured child to a doctor’s office or hospital and show a sense of guilt
about the injury, the medical staff will think you abused the child.
7. True or False: As long as the parent gives some explanation for a child’s injuries, the people who discover
the injuries do not have to report their suspicions.
8. True or False: When a doctor is required to testify about a child’s injuries in a child abuse case, the usual
doctor-patient privilege cannot be asserted by the parent.
9. True or False: At no time can anyone take a child from the parent’s custody without a court order or a
peace officer’s hold.
10. True or False: If the local welfare agency takes your child away from you, there is nothing you can do
about it.
11. True or False: If the local welfare agency or law enforcement agency is investigating a report of child
abuse, they cannot interview your child without permission.
12. True or False: Legal proceedings to decide issues of alleged child abuse are always criminal actions.
13. True or False: In a dependency, neglect or child abuse trial in Juvenile Court, the child has a right to be
represented by an attorney separate from his or her parents.
14. True or False: If the Juvenile Court decides that a child has been neglected or abused, the child must then
be taken away from the parents.
15. True or False: Once a Juvenile Court grants legal custody of a child to the Department of Human Services,
the parents have no chance to get that child back.
16. True or False: A child can stay in the custody of the Department of Human Services for years under a
voluntary placement agreement.
17. True or False: Only parents can give consent to have their child undergo a psychiatric or psychological
examination.
18. True or False: Under Minnesota law, children have the right to get birth control, venereal disease
treatment, and chemical dependence treatment without the consent of their parents.

What is Child Abuse and Neglect? Who are the Abusers?
Most children living in the child welfare system have experienced abuse and neglect. Prospective foster
parents need to understand the dynamics of abusive families, and the impact of abuse and neglect on
children. When prospective foster parents have this understanding, they can begin to provide
opportunities for children to learn new, healthy patterns of family life.
The conditions leading to abuse and neglect of children by their parents or other caregivers are complex.
They include social isolation, chemical dependency, untreated mental illness, poverty, lack of access to
community resources, and multigenerational family histories of abuse.
Abuse and neglect takes a tragic toll on children. Children suffer from painful injuries and serious
medical conditions as a result of being abused and neglected. In severe cases, this violence and trauma
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can lead to permanent disability, brain damage, or even death. Children suffer emotionally as well.
Children depend on adults for security, acceptance, and guidance; when adults harm and neglect them,
the child’s world becomes uncertain and frightening. Given all this, these children still love and want
to be with their birth families.
Understanding people who abuse and neglect children is important to help children heal. There is no
“typical” child abuser--abusive people come from all economic, ethnic and social groups. Many
people who abuse and neglect children are ordinary people--like your neighbors or co-workers-who are
having serious personal problems. Most love the children they abuse and neglect.
Families come to the attention of child welfare workers because they have not cared for their children in
a way that meets the minimum community standard. Sometimes these families operate within the
context of an intergenerational family “culture” of abuse (as with many families in which incest takes
place). Many adult abusers were abused themselves as children. The person who was abused as a child
may not necessarily become an abuser, but it could happen given the right circumstances. Common
include:










Financial troubles- limited financial resources can put great pressure on a family.
Social isolation- without a supportive network of friends and relatives, the pressures of day-to
day living and sense of loneliness can build up without relief.
Marital problems- a strained marriage can erupt into child abuse.
Lack of knowledge about parenting and normal child development- parents who have little or no
knowledge of child development and have few parenting skills may expect too much from
children. When these children fail to meet unrealistic expectations and demands, parents may
become abusive.
Illness- can place financial and emotional strain on a family. Sick or disabled children can create
an added burden.
Chemical Dependency- drugs and alcohol can impair a person’s emotional health and lead to
financial and legal troubles that create yet more strain on the family.
Untreated mental illness and mental disability- can make it hard for parents to be consistently
available on a day-to-day basis.
Parents did not have their own needs met when they were young- many were not adequately
parented themselves. They had no positive role models.

Physical Abuse- any form of non-accidental injury, trauma, or death. Forms of physical abuse include:
hitting, kicking, biting, broken bones, bruising, burning, scalding, shaking, throwing or injuries caused
by harsh physical punishment.
Emotional Abuse- emotional maltreatment of a child by a parent or caregiver in which the child is
ignored, blamed, belittled, threatened, rejected, terrorized, isolated, or corrupted.
Sexual Abuse- child sexual abuse includes any interaction, contact or no contact between a child and
any person-child or adult-in a power position in which the child is being used for the sexual stimulation
of another person.
Neglect- harm done to a child’s health or welfare, by the failure to provide adequate food, clothing,
shelter, medical care, psychological nurturing, and educational needs when reasonably able to do so.
Neglect can also include placing a child at an unreasonable risk, of failing to intervene to eliminate that
risk when the adult has the ability to do so and has knowledge of that risk (including prenatal exposure to
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drugs and alcohol). It is the inability or unwillingness on the part of the responsible adult to meet a
child’s basic needs.

A Note about Emotional Abuse
Emotional abuse is perhaps the least understood form of child abuse. Emotional abuse and neglect may
appear to be more benign, but will cause serious consequences for the child if left untreated. Other
forms of abuse are more easily detected. Because of this, emotional abuse and neglect is not usually
documented and can go untreated in children, even though they may suffer the same effects as physically
and sexually abused children. In fact, any form of abuse and neglect causes emotional harm to the
victim. Emotional abuse is the repeated action on the part of parents or other primary caregivers that
belittles the child, makes the child fearful, and stops the healthy developmental and/or socio-emotional
growth of a child, and results in emotional problems for the child.
Parents or guardians who are emotionally abusing their children may:











Blame or belittle the child
Threaten the child
Withhold affection
Harshly criticize the child
Reject the child
Treat siblings unequally
Appear unconcerned about the child
Verbally assault the child and create a climate of fear
Isolate by cutting the child off from normal social experiences
Corrupt the child by teaching socially deviant patterns of behavior

This is only a partial list but it can help us understand how severely damaging this type of abuse can be
to children. Children who have been victims of emotional abuse have a high rate of running away,
suicide, chemical dependency, and eating disorders.

Signs of Emotional Abuse

















Frequent illness worsened by emotional stress
Regression of behavior
Extreme insecurity
Poor self-image
Low self-esteem
Failure to thrive
Speech disorders
Extremely passive or aggressive
Overly adaptive or compliant
Inappropriate level of maturity
Developmental lags
Sleep disorders
Disorderly conduct
Anti-social behaviors-cruelty, destructiveness, stealing, lying, vulgarity
Sucking, biting, rocking, head banging
Suicide attempts.
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It is often confusing for foster parents to understand the child’s intense love and desire to be with
someone who has physically abused them. In many instances, children long for affection from their
parents. Often times the affection is only received after an abusive incident. Some abusers become very
apologetic, provide comfort and make promises to the child either for material possessions or promises
for change. The children believe or want to believe in their parent. Some parents are truly sorry for their
lack of control but due to stress factors are unable to make necessary changes to assure the child’s safety
in the future without outside intervention. Some foster parents of abused children report that it
sometimes seems almost as though the child pushes the limits to the point as though they want to be
physically disciplined. It is important for foster parents to understand and try to identify the hidden
messages and motivations behind the child’s behavior.

Signs of Physical Abuse
















Bruises and welts-located on face, mouth, torso, buttocks-in various stages of healing-choke
or slap marks, human hand marks
Burns-scalding and cigarette burns, rope and carpet burns
Broken bones and fractures
Lacerations or abrasions
Unexplained abdominal injuries-swelling, constant vomiting
Human bite marks
Head injuries
Internal injuries
Missing hair
Any unexplained injuries, marks, or redness
Injuries at different stages of healing
Injuries or medical conditions that haven’t been properly treated
Flinching or ducking when adults make sudden movements
Fearfulness of physical closeness
Anxious and apprehensive-nightmares and flashbacks.

Signs of Neglect
















Extreme Behavior-Often children go to extreme measures to get attention or to withdraw from
attention.
Uncared-for” appearance--dirty, tattered, torn clothing
Inappropriate clothing for weather conditions or child’s age
Inadequate or no shelter
Lack cleanliness and personal hygiene habits
Chronic diaper rash
Shaved head or matted hair
No food--undernourished and tired appearance
Pale and listless
Lack of supervision
Chronic truancy or failure to enroll children in school
Untreated medical conditions or injuries
Poor dental health
Failure to thrive
Delayed growth, maturation
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Delayed speech
Begs, steals, hoards food

A Note about Sexual Abuse
It is estimated that 90% of the children over the age of two and categorized as those with special needs
have been sexually abused. This number includes both boys and girls and even very young children.
Sexual abuse violates and wounds the physical, emotional and spiritual boundaries of a child. Caring for
children and youth who have been sexually abused can be stressful and challenging. It can also be very
rewarding to help a child work to recover and move on toward healthy childhood.
Some children in the child welfare system have been identified as having experienced sexual abuse.
Many enter the system due to problems other than sexual abuse, i.e. parental abandonment, physical
abuse, substance abuse and chronic neglect. Some of these children may also have been sexually abused,
but have not been identified as sexual abuse victims and nothing is noted in their file.
In these situations, well-trained foster parents may notice signs and symptoms of sexual abuse and are
able to help identify them. Identification of sexual abuse is very important so that the child can receive
appropriate treatment and healing can occur, so talk to the child’s case manager about your concerns.
It is important to remember that no one symptom is an absolute indicator of sexual abuse or whether the
abuse is recent or in the past. The more signs or symptoms, especially those related to sexuality, the
more likely the possibility that sexual abuse has occurred. It is generally a pattern of several or multiple
signs or symptoms that indicate the possibility of sexual abuse.

Possible Signs of Sexual Abuse





















Extreme changes in behavior, such as loss of appetite, food issues (gagging/gorging), and sleep
disturbances.
Frequent urinary tract infections and/or the presence of sexually transmitted diseases.
Severe reaction or response to bathing or diapering.
Difficulty walking or sitting.
Blood or semen in vagina, rectum or clothing.
Foreign bodies in genital area or urethral openings. Example: a child inserting a crayon inside
her vagina or someone else’s.
Vaginal or rectal bleeding; painful, itchy, or swollen genitals.
Trauma to breasts, buttocks, lower abdomen, thighs.
States that she or he has been forced to have sex.
Daytime and nighttime wetting or soiling.
Frequent gagging or vomiting without organic causes.
Torn or stained underwear.
Overly compliant, helpless, and/or babyish behavior.
Detachment from body sensations or feelings.
Sexual behaviors in response to stress.
Excessive masturbation.
Physical or sexual abuse of others.
Self-destructive, accident prone, or suicidal behaviors.
Poor personal hygiene or excessive cleanliness.
Wearing many layers of clothing.
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Specific interest in or knowledge of sexual matters/behaviors, “beyond their years”.
Seductive or promiscuous behavior.
Fire setting.
Cruelty to animals.
Boundary issues.
Sexual themes and activities in play--does an unusual amount of inappropriate sex play with self,
toys or others.
Affection expressed in ways that are clearly inappropriate for age of the child.
Sex play that is inappropriate for the age of the child.
Fear or hatred of a particular person or an intense response to being taken to or left alone in a
particular place.
Withdrawal from or fear of affectionate touch.
Low self-esteem, lack of trust, and chronic failed relationships with others.

Children’s Responses to Sexual Abuse
Sexual abuse is often progressive in nature, developing over time. The adult may begin by conditioning
the child by using sexual language, move to fondling, then finally to sexually penetrating the child. This
is termed “grooming”.
Not all children despise the person who is sexually abusing them. Because of the manipulative nature of
sexual abuse, many children do not know it is wrong and may have been taught to believe that this is
how people show their love and affection for one another. Children are not always physically hurt by
sexual abuse. In some cases, children have been taught that the experience is pleasurable.
Children who have been sexually abused often do not disclose the abuse and/or recant their stories
because of threats made or fear of losing the love and affection of their family, fear that it will happen to
siblings or fear that the abuse will increase.
According to McNamara & McNamara (1990), children’s reactions to sexual abuse may vary depending
on the following factors:










The abuser is in a position of power over the child.
Whether or not the child fears for his/her life or the lives of other loved ones.
The abuse takes place frequently and over an extended period of time.
The amount of shaming that has accompanied the abuse.
The abuser uses excessive force and violence.
The abuser penetrates the child.
The abuser engages in ritualistic activity and/or Satanism.
The abuser is a trusted adult or in a close relationship with the child.
The family rejects or ridicules the child’s disclosure of the abuse.

The impact of any kind of abuse and/or neglect leaves children with emotional, behavioral, and
sometimes physical problems that must be addressed with the help of knowledgeable professionals.
There are wide variations in the kinds and degrees of severity of abuse and neglect children have
experienced. The impact of abuse is different for each child and depends greatly on his/her
temperament, disposition, and level of resiliency.
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 Handout: Strategies for Caregivers 
From Pre-Service, Institute for Human Services, 1998Session IX: Sexual Abuse, Copyright, All rights reserved

1. Caregivers must be able to discuss sex and sexual abuse with relative comfort. Children in their
care must know that they can talk about what happened to them without causing the caregiver to
become upset.
2. Caregivers must be patient as children need time to develop trust, to feel comfortable disclosing
the circumstances of prior sexual abuse and to develop alternative ways of thinking and
behaving. Caregivers must also remember that any child entering their home may have
experienced sexual abuse, but may have not yet disclosed the abuse to the agency. Caregivers
must be prepared to recognize and deal with issues related to sexual abuse when working with
any child placed in their home.
3. Caregivers must be flexible. Different children need different things from caregivers at different
stages of their recovery.
4. Caregivers must realize that bringing a child or children into their home will often change it.
Adults may need to alter their own behaviors or develop and/or change house rules to provide a
safe and comfortable environment, both for the sexually abused child and for their own family.
For instance, one young girl who had been sexually abused became very upset every time her
foster mother nursed her infant son. The child could not handle even modest attempts to nurse in
the child’s presence. The foster mother had to be willing to nurse her son in private.
5. Caregivers must be willing and able to provide high levels of supervision when necessary to
children in their care. Some children who have been sexually abused develop overly sexually
behaviors. These behaviors could involve or be directed at other children in the home, or at pets.
A small percentage of children may develop other kinds of harmful behaviors directed at
themselves or others. Caregivers will need to be able to recognize that some behavior problems
are actually symptoms of prior sexual abuse; seek help from appropriate professionals; and learn
strategies to protect the child in care and others.
6. The caregiver must be open to seeking and using help from external sources. Caregivers will
need to consult with the caseworker, therapists, and others in helping the child who has been
sexually abused.
7. In many instances the caregiver must be willing to work with the child’s family with respect and
empathy. This can be difficult; some caregivers may feel anger and resentment toward the
child’s family.
 End of Handout 

Family Structuring for Raising Children Who Have Been Abused
Prospective foster parents who are well informed and secure in their sexuality are less likely to be
shocked by or unprepared to parent children who display inappropriate sexual knowledge or behavior. A
parent’s willingness to listen to his or her children in a calm, nonjudgmental manner can be an important
first step in establishing a healthy relationship with the child and a critical beginning to the child’s
healing process. When a child senses that his/her parents are open and approachable about this most
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uncomfortable subject, the child’s ability to cope with feelings of anger, rage and powerlessness will be
increased.






Establish firm limits and structure in the household.
Parents must be secure in their family roles and relationships.
Parents must be aware of their own personal values, especially those values that have to do with
sexuality and aggressiveness.
Parents must have clear personal and interpersonal boundaries and be able to teach establishment
of these boundaries to their children.
Parents must be open and flexible enough to accept rejection, inappropriate behavior and
language, and hurt feelings without blaming the child. (McNamara & McNamara, 1990).

Basic household rules that set clear limits and boundaries on behaviors will help to reassure the child that
he/she is safe, and will help the rest of the family cope and feel more secure about living with a child
who has been abused. Spaulding for Children (1997) has identified some basic rules that help all family
members be more comfortable about living together. It is important to note that children who have been
sexually abused may experience normal family behaviors as preludes to sexual activity. Knowing the
circumstances of the child’s abuse will help parents avoid “trigger” situations.

 Handout: House Rules with Respect to Privacy 
By Wayne D. Duehn, Ph.D., Professor of Social Work, University of Texas at Arlington








Everyone has a right to privacy. Knock when a door is closed. (Locked doors can be a safety
hazard if a child needs help. If people always knock and get permission to enter, locks are not
needed.)
No one touches another person without permission. No one touches another person’s private
parts (area covered by a bathing suit) except for a medical examination or assistance in bathing
and toileting. Young children should be taught and encouraged to take responsibility for
cleaning themselves.
Being alone with one other person: Whenever possible, for the protection of all children (our
own and foster children), adults or children should not go off alone together in a twosome or stay
alone together at home. Children may overstimulate or exploit each other. An adult would be
vulnerable to abuse allegations if the child misinterpreted the parents’ actions or affection. Think
in terms of always having “a witness”. If there is a high risk child who is behaving seductively
or aggressively to an adult or other children, be especially careful.
Wresting and Tickling: These are normal childhood behaviors which can take on sexual
overtones. They are often painful, uncomfortable or humiliating for the weaker person, and
should be severely limited.
 End of Handout 

Recommendations for Family Rules



Bedrooms are private places where children should feel safe. Many children are sexually abused
in bedrooms and bathrooms.
Bathrooms are only used one person at a time.
89
















Bedrooms, bathrooms, bedtime, using the toilet, bathing, and dressing and undressing may be
interpreted as sexualized or aggressive messages for children who have been abused.
Children should not share beds and those of the opposite sex should not share bedrooms once
they are out of infancy. Children should not share beds or bedrooms with adults.
Inform other children to tell a trusted adult when another child is sexually aggressive or acting
out. Teach them what to do if this happens and how to avoid involvement.
Monitor adult and child use of language. Use correct terms for body parts and sexuality.
No one is allowed to walk around the house nude or in their underwear, pajamas should be worn
to bed.
It is best to be cautious about tickling, teasing, or wrestling with a child who has been sexually
abused. Identify other forms of contact that will not be construed as provocative.
Jokes about sex, sexual remarks, and sexual obscenities are not used.
The home is free of pornography.
Music and television are monitored carefully for sexual content and/or violence.
Sexual talk or inappropriate play between children is not allowed – normal curiosity such as
playing doctor should be supervised.
Substitute caregivers are carefully screened.
Adults always supervise children to make sure they are safe from victimization.
Teach children specific ways to reduce anxiety.
Work to help children improve skills in social interactions, problem solving, communication,
cause and effect, and goal-oriented behavior.

Child Sex Trafficking in America: A Guide for Child Welfare
From National Center for Missing and Exploited Children
Last updated: February 2015

What is Child Sex Trafficking?
Child sex trafficking is one of the most common types of commercial sexual exploitation. Child sex
trafficking is a high priority at the National Center for Missing and Exploited Children (NCMEC)
because these children are often currently missing and actively being exploited. Child sex trafficking
victims include girls, boys and Lesbian, Gay, Bisexual, and Transgender (LGBT) youth.
According to the federal Trafficking Victims Protection Act, sex trafficking is defined as “the
recruitment, harboring, transportation, provision, or obtaining of a person for the purposes of a
commercial sex act.” Children who are exploited through commercial sex are viewed as victims of
severe forms of trafficking in person, which is sex trafficking “in which a commercial sex act is
induced by force, fraud, or coercion, or in which the person induced to perform such an act has not
attained 18 years of age.” A commercial sex act is “any sex act on account of which anything of value
is given to or received by any person.” Therefore, any youth who is under 18 and exploited through
commercial sex where something of value – such as money, drugs or a place to stay – is traded for sexual
activity, is a victim of sex trafficking, even if no third part trafficker is involved.
How does a Child become a Victim?
Traffickers target vulnerable youth and lure them into sex trafficking using physical and psychological
manipulation, and sometimes they may resort to violence. Children within the care of child welfare are
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particularly vulnerable to traffickers who target and take advantage of the emotional and physical needs
of these youth. Often traffickers/pimps will create a seemingly loving or caring relationship with their
victim in order to establish trust and allegiance. This manipulative relationship ensures the youth will
remain loyal to the exploiter even in the face of severe victimization. These relationships may begin
online before progressing to a real-life encounter.
Who are the Traffickers?
Traffickers, also known as pimps, can be anyone, including
family members, foster parents, gangs, trusted adults, or
“boyfriends,” who profits from the selling of a minor to a
buyer.

Statistics


In 2014, one in every six
endangered runaways reported
to NCMEC was likely a victim
of child sex trafficking.



Of the missing children reported
to NCMEC who are also likely
child sex trafficking victims,
68% were in the care of child
welfare when they went missing.

Victims are:






Targeted – Traffickers are predators who seek out
vulnerable victims. While any youth can be
targeted by a trafficker, runaways, children in state
care or children experiencing trouble at home are
especially vulnerable. Traffickers know these
children have emotional and physical needs that are
not often being met and use this to their advantage.
They target victims at a variety of venues that
provide access to youth such as social networking
websites, shopping malls, schools and bus stations.
Tricked – Traffickers are willing to invest a great
deal of time and effort in their potential victim to
break down their natural resistance and suspicion –
buying them gifts, providing a place to stay,
promising a loving relationship – before revealing
their true intent. Frequently victims do not realize
the deceptive nature of their trafficker’s interest in
them until it is too late.
Traumatized – A pimp’s use of psychological
manipulation causes the youth to truly believe the
pimp cares for his or her well-being. Coupled with
physical control, this can make a victim feel trapped
and powerless to leave. This “trauma bond” is
difficult to break and specialized intervention and
services are often necessary.

CHILD SEX TRAFFICKING
1 in 6 runaways in 2014 were likely sex
trafficking victims

68% of these likely sex trafficking
victims were in the care of social services
or foster care when they ran.
“With the young girls, you promise
them heaven, they’ll follow you to
hell,” a pimp convicted of sex
trafficking.
Urbina. “For Runaways, Sex Buys Survival.” The New York
Times. October 26, 2009, page 3.

Is a Child on Your Caseload a Victim?
Youth being exploited frequently do not disclose their victimization. If something does not seem right,
ask questions! Establishing a non-judgmental dialogue with youth is important to building trust that can
create space for prevention and intervention. Each time a youth runs away, his or her connection to safer
individuals decreases, and many youth report trading sexual activity to meet a basic need. Often times
this is referred to as “survival sex” and if the youth is under 18 years old, it is considered child sex
trafficking. These youth are at an increased risk of being targeted by a trafficker.
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Some Signs and Vulnerabilities to Look for












History of sexual abuse.
History of running away or current status as a runaway.
Signs of current physical abuse and/or multiple sexually transmitted diseases.
Unstable home life such as a youth who is living with an unstably housed family member or
family member with a significant substance abuse issue.
Youth with involvement with the child welfare or foster care system.
Inexplicable appearance of gifts, getting hair/nails done, clothing, or electronics such as cell
phone that do not fit the youth’s situation.
Presence of or communication with an older boy or girlfriend.
Youth with significant substance abuse. Traffickers may target youth with drug addictions as
well as use drugs to lure and control their victims.
Withdrawal or lack of interest in previous activities. Due to depression or being forced to spend
time with their pimp, victims lose control of their personal lives.
Gang involvement, especially among girls.
Travel to other states or staying at hotels during a run incident.

How to Keep Children Safe
Workers within child welfare can play several very important roles in addressing child sex trafficking.




Prevention: One of the most important things you can do to protect youth is to make them
aware. Share the dangers of sex trafficking with youth and challenge myths and misconceptions
that glamorize commercial sex. Talk with youth about online safety and how traffickers/pimps
are using Internet apps and social networking sites to start a conversation, identify
needs/vulnerabilities, make false promises and begin the recruitment process. These sites are
used by traffickers to mask their appearance and true intentions during recruitment.
Intervention and Access to Services: When a youth is recovered or returns from a run incident,
it is important that the legal guardian express relief that the child has been found and concern for
the child’s well-being while they were missing. Asking non-judgmental questions about how the
child took care of themselves while they were missing, while noting red flags or changes in
behavior, can help reveal potential victimization. Recognizing that youth are rarely able to see
signs of grooming, and are even less likely to disclose victimization once it has begun, makes it
imperative that professionals open the door for these concerns and conversations. Also, once
these concerns have been recognized, engaging specialized services can assist with further
assessment and support.

When a child goes missing, the foster parents and the agency must immediately call law enforcement and
make a report. Next, call the National Center for Missing & Exploited Children at 1-800-THE-LOST (1800-843-5678). Taking the extra step to report missing children to NCMEC ensures that all available
resources are being employed to assist in the identification and recovery of that child.
 End of Article 
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 Article: Ask the Expert: Calming the Anxious Child 
By Ronnie Ginsberg, Psy.D., Child Psychologist

I have a child in my classroom who suffers from symptoms of anxiety and stress. Isn’t stress generally
an adult problem and what can I do to help? - Tricia Fielding, Sandy, UT
Anxiety is a part of life. Stress produces a great deal of anxiety, which fires up all our physiological
systems. Our heart races, our skin sweats, our stomach churns and our blood pounds. Despite our
misguided views as adults that children have very little to be nervous about, they too have multiple and
conflicting external demands on their time and internal perceptions of themselves that push them to
succeed and accomplish at all cost.
Stress is usually used to define a response to a specific circumstance. Anxiety is often used when a
situation that evokes these feelings is more vague or ongoing. Some children are more prone to anxiety
than others, often both because they react more strongly physiologically to a situation (an inborn trait)
and because they don’t yet have the coping skills other kids their age have developed to help them deescalate their feelings of anxiety. Here are some tips:













Watch your own response to stressful situations. We’re all aware of how toddlers and
preschoolers look to us to learn what their reactions should be. Older children take their cues
from us as well. Learn to calm yourself and react as placidly as possible in your day-to-day life,
and you will be quelling the anxiety in your children also.
Give choices and encourage self-control. Children who feel in charge of various areas of their
lives are less likely to feel helpless in general, and constant helplessness is a prime ingredient to a
generalized feeling of anxiety. Encouraging even small steps towards decision-making and
following through adds immeasurably toward a sense of control and comfort in the environment.
Establish predictable routines. It is reassuring for children if their lives follow some sort of
predictable schedule. That doesn’t mean being rigid no matter what, but if bedtime and bath
time and wakeup time and dinner time usually follow a certain routine, most children will find
that comforting.
Use anticipation to help quell anxiety. Let children know ahead of time when the routine will
vary. It helps to know beforehand that you’ll be making a visit to the fire station as part of a
class field trip, for example, rather than spending the entire day at school. However, don’t
inform young children too far in advance. Their elastic sense of time could lead to more anxiety
if the future circumstances being discussed are mentioned too far ahead.
Encourage competence. Feeling truly good at something helps calm the jitters when you’re
faced with something else you’re not sure you’re good at. Competence breeds confidence and
confidence helps disarm anxiety.
Teach relaxation techniques. Practice breath control, meditation and visualization techniques
with your children.
Keep expectations realistic. Make sure that what you and your children’s parents expect of
them are things they can actually achieve.
Watch out for the symptoms of stress and anxiety. Few children of any age will announce
that they’re under too much pressure. Instead, you will notice a change in appetite; depression;
sleep problems (ranging from trouble falling asleep to frequently waking up during the night);
headaches; or clinginess.
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Know when to get outside help. There are children for whom the tips above may not be
enough. These children may be under an extraordinary amount of stress from home or school
situations, or may be physiologically more vulnerable to anxiety than their peers. Counseling can
be very helpful in such situations. Through therapy children can learn to de-catastrophize their
worries, relax their bodies and calm their minds.

Summary
Children in the child welfare system have been hurt. They are confused and lonely and they are often
angry. Hurting children who behave in ways that are harmful to themselves and others need specialized,
“better than average” parenting to help them recover from the trauma they have endured. Prospective
parents must understand that childhood abuse can have a lifelong impact on their children. As parents
and caregivers of these children, they will need additional and on-going resources, support, and training
to successfully parent these children into adulthood.
 End of Article 

 Article: Feelings and Problems that May Hinder Foster Children 
By Beatrice L. Garrett, booklet on fostering, Child Welfare League of America

Child welfare’s goal is the same as society’s goal for all children: to help foster children become adults
able to contribute to society and to meet life’s situations adequately and in a personally satisfying way.
Foster children have all the blocks to the development of personal well-being that “normal children”
have, plus a variety of difficulties related to separation from their own parents and placement in foster
care. Feelings and problems that may hinder foster children are:













Acute or chronic anxiety due to threatened and then actual temporary or permanent separation
from their own parents.
Fear of the unknown – the stranger and the strange.
Fear of replacement and repetition of loss.
Conflict in loyalty to foster parents or natural parents.
Feeling of being different – shame.
Depression and loss of hope.
Mistrust of close relationships with parent-persons and other adults.
Questions of identity and genetic and social inheritance.
Lack of predictability in life – powerlessness.
Lack of a stable environment in which to test ability to learn (school) and to interact (peers,
community and family).
Fear of his own power to hurt or destroy.
A poor self-concept, with feelings of inferiority, of being discarded, unwanted, a “bad child”.

The degree to which these feelings exist is a result of many factors, including the child’s prior
experiences with his family; his age and development at the time of separation and placement; his own
makeup such as his frustration tolerance; and the quality and length of care provided throughout
preplacement, placement, continuing service, termination and aftercare.
 End of Article 
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Chapter 7: The Impact of Child Abuse & Neglect on Child Development
Children who have been abused and neglected are often
developmentally delayed or may show abnormal patterns of
growth and development. Therefore, an accurate understanding of
the process of normal human growth and development is crucial
for prospective foster parents in order to help children who have
been abused and neglected grow into healthy adulthood.

the following points:

Despite differences in human developmental theories and
childhood development in particular, there is general agreement on

1. Development takes place in four domains and is an ongoing process. Human growth and
development begins with conception and does not end until death. It takes place in four areas
known as domains and includes the areas of physical, cognitive, social and emotional
development.
2. Development is directional. Most developmental processes evolve in predictable directions.
For example, physical growth proceeds from the head down to the toes. Thus, children usually
gain control of the muscles of the head and neck before the trunk and limbs.
3. Development happens in stages and is cumulative. Growth appears in stages that occur in
predictable patterns across cultures. For example, children all around the world typically learn to
walk between nine and fifteen months of age if they are given adequate opportunities to move
about. Human development is cumulative in nature. The experiences a child has at one stage
will affect how and when they progress through the next stage. A child who fails to master early
tasks will have a more difficult time mastering tasks in later stages. The negative effects of
early developmental deficits increase as the child grows and as tasks become more complex.
The inability to recognize letters of the alphabet is not a huge cause for concern in a six
year old. An adult who does not know how to read, however, will face major difficulties
functioning successfully in our society.
4. Development is dynamic. Each day’s experiences change us into different people than we were
the day before. Some days we grow and change very little. Other days, we experience incredible
growth and change. A single experience can cause great change and growth in one day.

The Four Developmental Domains
Physical growth and development-- includes the growth of skeletal and muscular systems and
development of organs, tissues and senses. A large part of physical growth is development of the
sensory (vision, hearing, taste) and motor (standing, walking, fine and gross motor, speech, use of hands
and fingers) systems.
Cognitive growth and development-- includes thinking, reasoning, perception, memory, concept
development, problem solving, and abstract thinking abilities. Language development is one of the more
important and complex cognitive activities.
Social development and growth--includes a child’s interactions with others and within social groups.
Attachment is one of the earliest social tasks. Other social tasks include developing relationships with
peers and adults, development of social roles, acceptance of social norms and group values, and
development of a personal moral code.
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Emotional growth and development-- includes development of personal traits and characteristics,
expression of feeling and emotion, identity formation and a sense of self-esteem.
Abuse, neglect, prenatal drug and alcohol use, and frequent separations from primary caregivers are
major influences on the growth and development of children in the child welfare system. It is crucial
that prospective foster parents understand the negative effects of abuse, neglect, prenatal exposure to
drugs and alcohol, and separation and loss on child development. Foster parents should be able to
identify indicators of developmental delays or emotional disturbances in abused and neglected children.
For the average child, chronological age usually lines up with expected milestones for physical,
cognitive, social and emotional growth and development. Healthy families nurture, love, care
consistently for their children and most children grow and develop normally.
For increasing numbers of children coming into the child welfare system, this is not the case. For these
children life experiences of chaos, trauma, and loss have contributed to delays in development. The
following quote from McNamara & McNamara (1990), typifies the experiences of children who have
lived within the child welfare system.
While other children were learning to play ball with dad, a traumatized child may have been learning to
dodge blows from an alcoholic or drug addicted dad. When other children were getting hugs and praise,
a traumatized child received verbal abuse. Children from healthy families learn to trust that their parents
will keep them safe and will always be there for them; children who have been traumatized know that the
world can be a very scary and dangerous place filled with unpredictable adults. When you are
preoccupied with basic issues of safety and survival, there is little time left over for learning to trust,
belonging, becoming capable and learning to feel good about yourself.

Prospective adoptive and foster parents must be prepared to identify and deal with typical behaviors that
hurt and traumatized children may display that indicate delays in development. Frequently, these
behaviors indicate delays in several areas. Talking with social workers, therapists, and experienced
foster and adoptive parents can help prospective parents decide how to best help their children.
Physical














Low birth weight or prematurity.

Poor weight gain (failure to thrive).
Small/slight physical stature (skinny or scrawny).
Overweight or obese.
Small head size (microcephalic).
Hearing impairments.
Frequent URI/problems.
Speech impediments.
Gross and/or fine motor problems.
Organ defects.
Coordination problems.
Hyperactivity.
Other physical developmental milestones missed.

Cognitive



Caps or lags in academic skills and/or knowledge.
Difficulties with sequencing, cause and effect, and logical consequences.
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Poor short-term memory.
Difficulty understanding abstract concepts (real concrete thinkers).
Learning disabilities.
Difficulties or deficits in Language skills and vocabulary.
Inability to make predictions - put themselves in dangerous situations because they cannot
envision what will happen next.
Poor judgment skills.
Poor impulse control (they act on impulse, with little or no planning and understanding of the
possible outcomes of their actions).

Social









Little or no understanding of manners or acceptable behavior appropriate for age.
Little or no understanding of social cues.
Personal boundary issues.
Unable to delay gratification.
Limited interpersonal skills with peers and other adults.
Limited socially acceptable tools for coping and adapting.
Frequently do not accept responsibility for their behavior.
Chronic lying.

Emotional








Inability to manage own behavior.
Strong primitive defenses - sense of rage acted out aggressively or internalized.
Limited sense of trust in others, especially adults.
Guilt and shame expressed in abusive behaviors to self and others.
Anxiety and insecurity displayed in compulsive behaviors.
Unresolved separation and loss issues blocking ability to re-attach to others.
Emotionally “needy” or stuck at emotional stage in which trauma took place.

 Article: The Invisible Suitcase
Behavioral Challenges of Traumatized Children 
Used with permission: Child Welfare Trauma Training Toolkit: March 2008
The National Child Traumatic Stress Network – www.NCTSN.org
Adapted by Jennifer Wilgocki, MS, LCSW and Jim Van Den Brandt, LCSW, ACSW

Children who enter the foster care system typically arrive with at least a few personal belongings:
clothes, toys, pictures, etc. But many also arrive with another piece of baggage, one that they are not
even aware they had: an “invisible suitcase” filled with the beliefs they have about themselves, the
people who care for them and the world in general.
For children who have experienced trauma – particularly the abuse and neglect that leads to foster care –
the invisible suitcase is often filled with overwhelming negative beliefs and expectations. Beliefs
not only about themselves . . .


I am worthless.
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I am always in danger of being hurt or overwhelmed.
I am powerless.

But also about you as a caregiver . . .




You are unresponsive.
You are unreliable.
You are, or will be, threatening, dangerous, rejecting.

You didn’t create the invisible suitcase and the beliefs inside aren’t personally about you. But
understanding its contents is critical to your helping your child to overcome the effects of trauma and
establish healthy relationships.
The Invisible Suitcase and Behavior
The negative beliefs and expectations that fill the invisible suitcase permeate every aspect of a child’s
life. Children who have been through trauma take their invisible suitcases with them to school, into the
community, everywhere they go. The have learned through painful experience that it is not safe to trust
or believe in others and that it is best not to give relationships a chance.
As a result, children who have experienced trauma often exhibit extremely challenging behaviors and
reactions that can be overwhelming for resource parents. These problems may include aggression,
outbursts of anger, trouble sleeping, and difficulty concentrating. Very often, the behavior problems that
are the most difficult to handle – those that may even threaten the child’s placement in your home –
come from the invisible suitcase and its impact on relationships. One way of understanding why this
happens is the concept of reenactment.
Reenactment is the habit of recreating old relationships with new people. Reenactments are behaviors
that evoke in caregivers some of the same reactions that traumatized children experienced with other
adults and so lead to familiar – albeit negative – interactions. Just as traumatizes children’s sense of
themselves and others is often negative and hopeless, their reenactment behaviors can cause the new
adults in their lives to feel negative and hopeless about the child.
Why do Children Reenact?
Children who engage in reenactments are not consciously choosing to repeat painful or negative
relationships. The behavior patterns children exhibit during reenactments have become ingrained over
time because they:





Are familiar and helped the child survive in other relationships.
“Prove” the negative beliefs in the invisible suitcase by provoking the same reactions the child
experienced in the past. (A predictable world, even if negative, may feel safer than an
unpredictable one.)
Help the child vent frustration, anger and anxiety.
Give the child a sense of mastery over the old traumas.

Many of the behaviors that are most challenging for resource parents are strategies that in the past may
have helped the child survive in the presence of abusive or neglectful caregivers. Unfortunately, these
once-useful strategies can undermine the development of healthy relationships with new people and only
reinforce the negative messages contained in the invisible suitcase.
98

What Resource Parents Can Do
Remember the suitcase. Keep in mind that the children placed in your home are likely to re-use the
strategies they learned in situations of abuse and neglect. Because of their negative beliefs, children with
an invisible suitcase have learned to elicit adult involvement through acting out and problem behaviors.
These behaviors may evoke intense emotions in you and you may feel pushed in ways you never
expected. Some common reactions in resource
parents include:






Urges to reject the child.
Abusive impulses towards the child.
Emotional withdrawal and depression.
Feelings of incompetence/helplessness.
Feeling like a bad parent.

This can lead to a vicious cycle in which the child requires more and more of your attention and
involvement, but the relationship is increasingly strained by the frustration and anger both you and the
child now feel. If left unchecked, this cycle can lead to still more negative interactions, damaged
relationships, and confirmation of all the child’s negative beliefs about him/herself and others. In some
cases placements are ended. And the suitcase just gets heavier.
Provide Disconfirming Experiences. Preventing the vicious cycle of negative interactions requires
patience and self-awareness. Most of all, it requires a concerted effort to respond to the child in ways
that challenge the invisible suitcase and provide the child with new, positive messages. Messages that
tell the child:




You are worthwhile and wanted.
You are safe.
You care capable.

And messages that say you, as a caregiver:





Are available and won’t reject him/her.
Are responsive and won’t abuse him/her.
Will protect him/her from danger.
Will listen and understand him/her.

This does not mean giving children a free pass on their negative behaviors. As a parent, you must still
hold children accountable, give consequences, and set expectations. But with the invisible suitcase in
mind, you balance correction with praise, and deliver consequences without the negative emotions that
may be triggered by the child’s reenactments.





Praise even the simplest positive or neutral behaviors. Provide at least 6 instances of warm,
sincere praise for each instance of correction.
Stay calm and dispassionate when correcting the child. Use as few words as possible and use a
soft, matter-of-fact tone of voice.
Be aware of your own emotional response to the child’s behavior. If you cannot respond in a
calm, unemotional fashion, step away until you can.
Don’t be afraid to repeat corrections (and praise) as needed. Learning new strategies and beliefs
takes time.
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Establish a Dialogue. The strategies that maltreated children develop to get their needs met may be
brilliant and creative, but too often are personally costly. They need to learn that there is a better way.
Children need to learn that they can talk about the underlying feelings and beliefs contained in their
invisible suitcase. They need to understand that you as the caregiver can tolerate these expressions
without the common reactions they have come to expect from adults: rejection, abuse, abandonment.
Help children learn words to describe their emotions and feelings and encourage them to express those
feelings. When the contents of the invisible suitcase have been unpacked and examined, reenactments
and negative cycles are less likely to occur.
The Suitcase and You: Tips for Avoiding Compassion Fatigue
Caring for traumatized children and adolescents can take quite a toll on resource parents. Remember
that paying attention to your own feelings and needs is just as important as attending to the needs of your
child. Without proper self-care, you can become physically, mentally and emotionally worn out – as if
you are carrying the child’s traumas all on your own shoulders. Some people call this “compassion
fatigue”. When this happens, you may experience:







Increased irritability or impatience with the child.
Denial of the impact traumatic events have had on the child.
Feelings of numbness or detachment.
Intense feelings and intrusive thoughts about the child’s past traumas that don/t lessen over time.
Dreams about the child’s traumas.
The desire to get away from the child or get the child out of your home.

If you experience any of these signs for more than two to three weeks, seek counseling with a
professional who is knowledgeable about trauma. To avoid compassion fatigue, take the following
preemptive steps.






Beware of isolation. Successful resource parents know that they cannot go it alone when caring
for children for trauma. Work in a team, talk to other foster parents and therapists, and ask for
support.
Accept your reactions. All too often, resource parents judge themselves as weak or
incompetent for having strong reactions to a child’s trauma. These feelings are not a sign of
weakness or incompetence; rather, they can be the cost of caring.
Work on understanding and processing your own traumas. Adults with a history of
unresolved traumatic experiences are more at risk for compassion fatigue. Seek help to make
sure your own traumatic history and reactions to trauma reminders don’t get in the way of your
being an effective parent.
Keep your perspective. Remember, you are not just a resource parent. Make time to interact
with children and adolescents who have not been maltreated, to socialize with adult friends, and
to find joy in every day. Be sure to laugh often.
 End of Article 

The Effects of Prenatal Substance Exposure on Childhood Development
A child’s development can be seriously impacted by exposure to substances used by the pregnant
mother. Some commonly used substances include:
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Alcohol
Crack/cocaine
Inhalants - paint, glue, and gasoline
Marijuana
Stimulants/depressants
Heroin
Nicotine

There is a myth that substance abuse and its accompanying behaviors occurs more in big cities.
However, children from all over the state who are in the child welfare system are at high risk for prenatal
substance exposure. In fact, multiple substance use is common. There may not be documented
information about prenatal substance use or exposure in a child’s file, but as concerned foster parents,
you need to be good detectives and good advocates for your children.

Prenatal Crack/Cocaine Exposure
Cocaine and crack, its hard-hitting counter-part, are stimulants. When a pregnant woman uses crack or
cocaine, the baby’s developing neurological system is over-stimulated. The symptoms of prenatal
exposure to crack/cocaine can be similar to that of prenatal exposure to alcohol. Many cocaine users
also use alcohol, so it is difficult to really know what has affected the developing child in utero. The
good news is that researchers are finding that many of the effects of prenatal exposure to crack/cocaine
diminish in children by the age of ten.

Prenatal Alcohol Exposure
Many children in the system have been affected by prenatal exposure to alcohol. When a pregnant
woman drinks alcohol, the alcohol blocks or prevents oxygen from reaching the fetus. This blocking of
oxygen can cause actual organic brain damage in the child (meaning the child will not recover from this
type of brain damage). The most common diagnosis of this particular kind of prenatal brain damage is
Fetal Alcohol Effect (FAE) or Fetal Alcohol Syndrome (FAS).
Briefly, parental exposure to alcohol effects children in three ways:
1.

2.

3.

They may have difficulty translating information from one sense to another - hearing into
doing, reading into speaking, putting feelings into words. An example would be the child
who appears to understand something but actually doesn’t (problems between expressive
and receptive language).
They may have difficulty generalizing information from one situation or learning
situation to another. Leaning happens in isolated clumps and may be unconnected or
loosely connected to other thoughts, experiences, or emotions. An example would be
telling a child not to hit other -- and the child interprets or understands you to be telling
him not to hit others in the living room because that’s where you were standing when you
gave him that directive. He thinks it is okay to hit others in other rooms of the house.
They may have difficulty perceiving similarities and differences. Without the ability to
generalize and make associations, a child’s capacity to compare and contrast, see whole
patterns, make predictions and good judgments are diminished. Many children don’t
understand cause and effect and have real trouble with remembering rules and learning
from consequences.
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Although many of the symptoms are similar for prenatal exposure to alcohol, cocaine, and inhalants,
more is written about alcohol exposure. In 1989, Drs. Sokol and Clarren proposed the following criteria
for FAS, which is at the extreme end of the continuum of observable effects of prenatal exposure. They
state that a person must have at least one characteristic in each of the following three categories in order
to be diagnosed as having full FAS:
1.
2.
3.

Prenatal and/or postnatal growth retardation where weight and length are below the tenth
percentile when corrected for gestational age.
Evidence of central nervous system involvement - microcephaly (small head),
tremulousness, poor coordination, mental retardation, developmental delays, learning
disabilities, behavioral problems, impulse control, and hyperactivity.
A characteristic pattern of facial (dysmorphology) and other physical abnormalities,
including short eye openings, short upturned nose, low nasal bridge, flat philtrum, thin
upper lip, and simply formed ears.

Most children do not qualify for a full diagnosis of FAS. A child with a history of prenatal alcohol
exposure but not all the physical or behavior symptoms may instead have a diagnosis of FAE. It should
be noted, however, that FAE is not a less severe form of FAS; rather, a child with FAE does not have all
the physical abnormalities of FAS. The cognitive and behavioral characteristics of FAS and FAE are
similar. It should also be noted that any one or two of these characteristic might simply reflect genetic
background rather than FAS or FAE (Malbin, 1993).
Many children with FAS/FAE also have what is known as Sensory Integrative Dysfunction. They may
be overly sensitive to ordinary stimuli such as lights, noise, and touch. Many times these children have
strong reactions to commonplace tactile stimuli such as certain textures of food, clothing fabric, seams
on socks, and tags on shirt collars. Sleeping patterns can be easily disturbed or some children don’t have
sleep disturbances. These are characteristics that can drive parents nuts.
Anyone considering fostering or adopting a child with FAS/FAE must be fully educated as to the
realities of this disability and how to help themselves and their children cope in times of emotional
stress.

Parenting Children with FAS and FAE
Parenting children with FAS or FAE requires different parenting skills. Children with FAS/FAE
respond best to a structured, consistent environment in which they receive lots of individualized
attention. This allows the child to feel that the world is a more predictable place and life can be
manageable. Changes in routines, transitions from one activity to the next, and rapid changes can cause
these children stress.
It is important that children with FAS/FAE be diagnosed early in order to maximize the effectiveness of
treatment plans and educational methods. The National Organization of Fetal Alcohol recommends:\





Giving these children simple choices
Establishing routines to help them predict what will happen next
Breaking work down into smaller steps
Being very concrete when teaching new skills or concepts.

Disciplinary techniques that work best with children with FAS/FAE include:
 Setting limits and enforcing them consistently
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Reinforcing positive behavior
Redirecting their attention.

It is also important for parents and teachers to frequently review consequences of misbehavior as
reminders to the child.

Attachment
Attachment has been defined as “an affectionate bond between two individuals that endures through
space and time and serves to join them emotionally” (Klaus, 1976). When children have a strong
attachment to a parent or caregiver, they are able to develop both trust for others and self-reliance.
Fahlberg (1991), outlines the many positive long-range effects of a child’s strong, healthy attachments to
parents and caregivers, including:












Allowing the child to attain full intellectual potential.
Ability to sort out what and how child perceives the world.
Capacity to develop the ability to think logically
Develop strong emotions.
Development of conscience.
Trust of others.
Self-reliance.
Capacity to cope with stress, anxiety, and frustration.
Overcoming fears and worries.
Reduced feelings of jealousy.
Increased feelings of self-worth.

Children living within the child welfare system are at risk of losing some or all of the above strengths
because of their many separations, losses, broken or lack of healthy attachments, and multiple
placements. These children may have learned that it is not safe to trust adults.
A child who is well attached to one caregiver can more easily develop attachments to others. This is
significant for children living in foster care. It means that they can be helped to attach to others
(Fahlberg, 1991). For example, if a child has formed a healthy and solid attachment to his or her foster
parents, he or she can be helped by those foster parents and has the ability to learn to attach to new
adoptive parents.
The securely attached child with positive expectations of self and others is more likely to approach the
world with confidence. When faced with difficult or crisis situations, this child is likely to handle it
effectively and/or seek help and believe that he/she deserves help (Bowlby, 1973).
Conversely, poorly attached children who have not had their needs consistently met, respond to the
world by withdrawing from it or doing battle with it (Fahlberg, 1991). Children who were securely
attached as infants are more likely to be resilient, independent, compliant, empathetic, and socially
competent than others.
When a baby or young child expresses a need and that need is not met or inconsistently met, they will
find more dramatic and often times more negative ways to express their needs.
Attachment difficulty and corresponding behaviors can be categorized into three areas:
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1. Acting Out
This child does not give up his/her efforts to have his/her needs met. Their crying gets louder;
louder crying turns into a tantrum; the temper tantrum turns into destructive behavior. Many of
the “acting out” behaviors that adolescents who have been abused and neglected display are
louder expressions of needs that have never been met. These children can be oppositional and
defiant. When one looks for the need behind the behavior, these displays are typically cries for
someone to heal the hurt.
2. Depressed or Withdrawn
Withdrawn children have learned that adults are not to be trusted and that no one will meet their
needs. They have learned to stop expressing their feelings and are frequently depressed.
3. Attachment Disordered
This is a diagnosis in which a child’s normal process of attachment has been disrupted or is not
working, usually because of severe maltreatment and/or multiple rejections. These children have
learned that families are not safe. Eventually, they come to believe they must protect themselves
from adults, not to trust any adult, and not to allow themselves to become attached to any adult
because they will be hurt or rejected.
In dysfunctional or neglectful families, children learn that no one will be available to fulfill their
needs, or if some of their needs are met they are not met consistently. These children soon learn
they cannot rely on others, especially adults. Many of these children become self-reliant and
independent too early in life and they learn how to keep their defenses up to keep others from
getting too close (Thompson, 1998). This type of behavior has been termed “reactive attachment
disorder,” a disorder commonly seen in many children living in the child welfare system.
When poorly or insecurely attached children are placed in either adoptive or foster homes, they
have a hard time believing that these new adults will treat them any differently than any others
have. It takes a long time, sometimes years, for these children to learn to trust that there are
some adults who will be there for them.

How to Identify Attachment Problems in Children
Attachment difficulties are manifested in children as psychological and behavior problems, cognitive
problems, and developmental delays. Fahlberg (1991) summarizes some of the symptoms that are
frequently seen in children with attachment problems. Although the problems listed in the following
summary may come from various causes, most children with attachment problems usually have
“clusters” of problems in each area of development (Fahlberg, 1991).
Symptoms of Psychological or Behavioral Problems:
Conscience development
 May not show normal anxiety following aggressive or cruel behavior.
 May not show guilt on breaking laws or rules.
 May project blame on others.
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Impulse Control
 Exhibits poor impulse control; depends on others to provide impulse control.
 Exhibits lack of foresight.
 Has poor attention span.
Self-esteem
 Is unable to get or feel satisfaction from tasks well done.
 Sees self as undeserving.
 Sees self as incapable of change.
 Has difficulty having fun.
Interpersonal interactions
 Lacks trust in others.
 Demands affection but lacks depth in relationships. Exhibits hostile dependency.
 Needs to be in control of all situations.
 Has impaired social maturity, misses appropriate social cues.
Emotions
 Has trouble recognizing own feelings.
 Has difficulty expressing feelings appropriately; especially anger, sadness, and frustration.
 Has difficulty recognizing feelings in others.
Cognitive Problems
 Has trouble with basic cause and effect.
 Experiences problems with logical thinking.
 Appears to have confused thought processes.
 Has difficulty thinking ahead.
 May have impaired senses.
 Has difficulties with abstract thinking.
Developmental Problems






May have difficulty with auditory processing.
May have difficulty expressing self verbally.
May have gross motor delays.
May experience delays in fine motor adaptive skills.
May experience delays in personal-social development.

As children grow and develop, their social interactions with others become more complex. According to
Ainsworth (1952) and Fahlberg (1991), social interactions between parent and child that are pleasurable
to both adult and child can contribute more to the bonds between them than do the interactions that occur
around meeting the child’s physical needs. Due to the losses the child may have experienced early on, he
may have significant problems with trust and the ability to attach to adult caregivers. Parents, especially
adoptive parents, need to continue these ways of building attachment even if the child appears
unresponsive.
This is significant for children living in the child welfare system -- because a separation or several
separations from primary caregivers interrupts the cycle and threatens development and
formation of healthy attachments to others. For some children, successful attachment is not
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defined as much by the child’s bond with caregivers as it is the child’s ability to feel secure, to
grow and learn and develop life skills.

 Article: Attachment Disorder and the Adoptive Family 
By Brenda McCreight, Ph.D.

Understanding Attachment Disorder






What is attachment disorder?
What causes attachment disorder?
Characteristics of attachment disorder
Diagnosing attachment disorder
Suggested readings and web sites

What is Attachment Disorder?
Attachment disorder is a long term psychiatric condition, displayed through a number of negative
behaviors that result when an infant or young child does not have an opportunity to bond with a
significant, stable caregiver. The DMS IV (Diagnostic and Statistical Manual by the American
Psychiatric Association) cites the correct wording for the diagnosis as Reactive Attachment Disorder,
and defines several subcategories of the disorder including ambivalent, anxious, and avoidant types. In
the adoption and foster care fields, the condition is generally referred to by the term “attachment
disorder” which has become a catch phrase to cover many of the emotional and psychological problems
often presented by children adopted at an older age.
Some people consider attachment disorder to be a behavioral problem, which means that they expect the
child to be able to change her behavior by choice, or, simply by learning more acceptable ways of
behaving. Some adoptive parents believe that once their newly placed child has a stable and safe family
life, she will be able to love them and to behave for them as if she had always been a part of their family.
But that is not the case. Attachment problems are the result of inappropriate, or insufficient, brain
development, and so this is not a behavioral condition at all. It is a psychiatric disorder that can only
change as the brain changes, and that takes time, as well as an enhanced and stable family environment.
The best way to think of attachment disorder is as a brain injury that occurred in the early months or
years of life. With the right support combined with affection and nurturing, the brain can heal, or,
develop more fully, but while that process is underway, the new adoptive parents should realize that they
are raising a brain injured child and treat the problem with the same respect and patience that they would
if the child had suffered a brain injury from being hit by a car.
Lately, the media has reported stories about older adopted children who have harmed or even killed, their
adoptive parents and attachment disorder is often presented as the underlying motive for the murder.
That can be very frightening and discouraging to prospective adoptive parents who realize that most
children adopted from foster care have some degree of attachment problems. It is important to
understand that while attachment issues are part of these youths’ behavior problems, they are not the sole
cause. There may be other issues involved, such as a co-existing mental health problem like untreated
schizophrenia, or drug abuse. Attachment disorder may be a factor in the murder, but it is not the sole
cause.
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Attachment disorder can also be thought of as exiting on a spectrum. Children may have the neuro
structures in their brain to attach, but simply never had anyone to whom they could develop an
attachment based relationship. Or, they may have the ability to attach to siblings, but again, have lacked
a significant parent with whom they could extend this skill. It can be helpful to think of a newly placed
child as being in a pre-attachment stage, which will be followed by an early attachment, when the child
begins to develop some sense of stability, followed by a more fully developed attachment which includes
loyalty, emotional reciprocity, and trust. Simply changing how an adoptive parent views the challenge of
attachment can be helpful.
What Causes Attachment Disorder?
The purpose of the attachment relationship is to help the infant develop the basic skills to develop
healthy relationships throughout the rest of his life. It allows him to learn to trust others, to trust himself,
and to live a life in which he is as capable of fiving as he is of receiving. The emotional safety provided
by the attached relationship also allows the infant or child’s developing brain to focus on growing the
complicated and subtle infrastructures that lead to skills such as reasoning, mood monitoring, and
general intellectual functioning. For most infants, this begins with the relationship between the mother
and baby, grows to include the father, then the siblings, other relatives, and so on.
The attachment process is an interactive one that is established by the care and nurturing of the baby.
The baby cries, the mom responds with love and food, and the baby’s brain responds by growing and
developing skills with which to respond back to mom. Most of the simple things that adults do with
babies are in fact triggers for attachment. The cuddling, the cooing, the playing with toes, the warm
baths, the gentle feeding of healthy food, gazing into the baby’s eyes, are all attachment tools.
Children develop attachment disorder when this process is interrupted by the experience of having
multiple caregivers; or, when the process is denied to the infant because of poor quality, chronically
inconsistent, or violent parenting, then the brain becomes focused on helping the infant to develop
survival skills at the expense of relationship skills. The result is a child who only knows how to survive
by manipulation, by control, by aggression, or by withdrawal. The infant grows into childhood with a
keen sense of abandonment, but no understanding at all of how to belong to, or to trust, a parent figure.
Parents who have drug or alcohol problems, or have an untreated mental illness, or who are too young, or
who themselves have an attachment disorder, are not likely to make the needs of an infant or young child
a priority, leaving the child to suffer from neglect or abuse. Once the child protection authorities become
involved, the baby is often moved to a foster home, back to the parents for several tries at rehabilitation,
and to different foster homes in between. Bu the time the child is adopted, she may have had any
number of caregivers, and any number of negative life experiences. This is fertile ground for an
attachment challenge.
Not all children will respond to their damaging early years with the same degree of attachment challenge.
A number of factors must co-exist in order to create an attachment challenge, including the individual
differences of experience and response; inherited genetic tendencies; pre-natal exposure to drugs and
alcohol; and these will combine to create an attachment challenge that is unique to each child. No
adoptive parent can know simply from reading the child’s history how serious the attachment challenge
is, nor can they know ahead of time how easy or hard it will be to help them develop an attached
relationship with their adopted child.
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Characteristics of an Attachment Challenge
Each child is different, therefore each child will show her level of attachment, or lack or, in slightly
different ways. As well, each adoptive family is different, so the things that are a problem in one family
might not be a problem in another. For example, a couple with no other children might find it almost
intolerable if their new child withholds affection, while adoptive parents of a large family might just
shrug off the behavior since their own parenting needs are being met by their other children. Therefore,
when considering attachment characteristics, it is important to look at the overall picture.
In considering the characteristics of attachment disorder, remember that a child with attachment issues
will display most, but not all, of these behaviors most, but not all, of the time; the behaviors will have
begun before the child reached the age of five.
Destructive – The child may damage or break toys or objects that belong to the adoptive parents, or to
teachers, or to the neighbors. He may even damage items that belong to him, with no apparent sense of
loss or remorse afterward. Some children will claim the damage was an accident (but just how many
accidents can one child have in a day?), while others will be forthright and admit, without any sign of
caring, that they have purposely broken the object.
Inability to Link Cause with Effect – The child may not show any understanding of why you are mad
at him five minutes after she shredded your favorite dress, or cut her younger’s sister hair off, or let the
dog off the leash to run in the traffic. The underlying issue isn’t that they don’t understand what they
have done; it is that they don’t understand why it bothers the adoptive parent.
Inability to Participate in a Healthy Relationship – He simply does not seem to understand that hugs
are an emotional experience that is shared between two people, not something that is used for trade
purposes, i.e., I’ll hug mom now so that she will let me watch the television later. He may cruelly tease
or taunt less powerful children, hurt animals, argue incessantly, and boss others without any apparent
understand of what this feels like for the other person.
Charming – The charm is displayed at will, generally only when the child is interacting with someone
they rarely see, or will never see again. For example, they can be very charming and delightful to
strangers or therapists or store keepers, and even visiting adoptive grandparents, but rarely to the
adoptive parent.
Poor Eye Contact – They just can’t look in another person’s eyes for any length of time. The contact is
over stimulating and uncomfortable for the child. Eye contact skills are supposed to develop in early
infancy, and for most children who have attachment problems, there was no safe adult to look deeply
into their eyes in those early days.
Controlling: Sometimes by Manipulation, Sometimes by Aggression, Sometimes by Withdrawal –
They try to get what they want by forcing it one way or another because they don’t trust others to come
through, and because their brain was too busy focusing on survival to let them develop the parts that
normally deal with positive interaction.
Demanding or Clingy Behavior – The same thing as control, the child either demands your attention by
yelling or throwing objects or hitting; or she clings on like a barnacle, even trying to follow a parent into
the bathroom.
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Stealing and Lying – The child will take things that don’t interest him, as well as things he wants, and
he lies even when there is no apparent need to do so. To him, the truth is vague and unrelated to
anything that is going on in his day.
Low Impulse Control – The child’s level of spontaneity is high, almost like attention deficit disorder.
She will take or do what she wants without thinking through her actions and without any understanding
of how her action might impact others.
No Apparent Remorse or Conscience – She will do horrible things, and slightly irritating things, but
will not indicate that it has bothered her at all. The few times she will look you in the eye are generally
indications that she is lying.
Issues with Food and/or Sleep – He may under sleep or over sleep, whichever works worst for your
schedule. With food, he may steal it, hoard it, avoid it, or anything else that gives him some sense of
control over a basic issue.
Affectionate and Inappropriate with Strangers – The child will display all the loving gestures with
total strangers that she meets in the store that she will not display at home. She will hug the mailman,
abut not the adoptive mom.
Does Not Appear to Learn from Mistakes – Consequences that work with other children do not work
with a child with attachment problems. She will do the same negative, hurtful behavior over and over
again, as if the only purpose is to make the adoptive parent angry, and she does not appear to be deterred
by any form of consequence.
Can Never or Rarely be Comforted when Frightened or Hurt – The child knows how to ignore pain
and fear and knows how to take care of himself, but has no clue about how to let others take care of
himself or even understand that this is what the adoptive parent is trying to do.
These characteristics can be summed up by saying that the child does not have a developed sense of
other. That is she is not able to connect with the way she makes other people feel, nor is she able to feel
remorse or take joy for how she has made others feel.
Diagnosing Attachment Disorder
The diagnosis of attachment disorder can only be made by a competent child psychiatrist. School
counselors, therapists, teachers, even the family doctor are not qualified to determine a psychiatric
diagnosis.
The best way to find a qualified child psychiatrist is through a referral from the family doctor. Some
medical plans will not pay for, and most psychiatrists will not see, a child unless the child has been
referred by another doctor.
The adoptive parents can provide the psychiatrist with the information that is vital to making a diagnosis.
This information includes:
a) The physical and mental health history of the birth parents. This is important because it tells the
doctor if there is a genetic pre-disposition to other conditions such as schizophrenia. If the
parents had drug and alcohol problems he can better understand what the child’s pre-natal and
early infant days were like.
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b) A thorough history of the child’s life prior to the adoption placement, including pre-natal. This
information is not always known to the adoptive parents, but it is important to gather as much as
possible for the psychiatrist. Adoptive parents should not hesitate to contact the child’s social
worker and ask if there is any more information available that might help in the assessment
process. It is vital that the doctor know if the child has been sexually or physically abused, if he
witnessed adult violence, if he had multiple caregivers, if he received adequate pre and post-natal
nutrition, etc.
c) A complete understanding of the issues that are of concern to the adoptive parents since the
placement. For example, the doctor will want to know any examples that relate to the
characteristics noted above, and he will want to know how the adoptive parents have tried to
manage the behaviors.
d) The psychiatrist may undertake some standard tests of the child, such as the Child Apperception
Test or the House-Tree-Person Test, as well as an IQ test and may also include other tests that
can rule out or include other co-existing psychiatric and medical conditions, such as attention
deficit disorder, bi-polar disorder, Asperger’s Syndrome, or fetal alcohol spectrum disorder.
e) The psychiatrist will consider how long the child has had the symptoms. This will, of course,
depend on the child’s age and developmental level as well as how much is known about his
behaviors in foster care or an orphanage. Generally the behaviors will have to have been
demonstrated well before the child was five years old.
After considering all of this, the psychiatrist will then use the following guidelines:
a) The child demonstrated the symptoms before the age of five.
b) The child’s social responses are non-compliant and contradictory in all settings.
c) The child shows a lack of appropriate emotional responsiveness, either withdrawal or aggression
to his own or to others’ distress, and is fearful or hyper-vigilant.
d) There is some evidence of reciprocity and appropriate social responsiveness.
e) The child does not meet the diagnostic criteria for other conditions such as Asperger’s
Syndrome, autism, mental handicap or other developmental disorders.
There are no medications for treating attachment problems, but a correct diagnosis will direct the parents
to the right type of services. The diagnosis will not necessarily help the parents get the child more help
at school but it will help the parents and, if there is one involved, the therapist, begin using effective
techniques to help the child move from pre-attachment to early attachment and on to eventual full
attachment.
A correct diagnosis can also help to sort out which behaviors are the result of attachment issues and
which can be attributed to other factors, such as pre-natal exposure to drugs and alcohol. The parents
will then have a better understanding of what they can expect to change in the short term, what will take
longer and what may never change.
Suggested Reading



Affect Dysregulation and Disorders of the Self by Allan N. Schore. Provides detailed but easy to read
information on neuroscience and brain development.
Affect Regulation and Repair of the Self by Allan N. Schore. Schore blends his theory of regulation
with developmental psychotherapy and neurolopsychoanalysis to provide an understanding of how the
brain, the caregivers and the environment combine to heal, as well as harm, the brain development and the
infant’s long term ability to relate to others.
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The Developing Mind: How Relationships and the Brain Interact to Shape Who We Are by Daniel J.
Siegel. A comprehensive and detailed account of how cell chemistry and brain structure relate to
interpersonal relationships and the role of attachment based relationships.
The Primal Teen: What the New Discoveries About the Teenage Brain Tell Us About Our Kids by
Barbara Strauch. The author covers the new research findings on brain structure and relates it to the
behaviors presented by teens that often confound parents. While not written about children who were
deprived of an attachment relationship, it is useful to help adoptive parents further understand the biology
of the brain and how it impacts their child’s behavior.
http://www.childtrauma.org By Dr. Bruce Perry. This site provides information and lessons on how
the pre and post-natal brain of an infant is impacted by the environment provided by the adults and
caregivers.
 End of Article 

Impact of Attachment Disorder on the Child





How the child interprets his world
Why the child behaves the way he does toward the adoptive parent
Why the adoptive parents behave the way they do toward the child in the pre-attachment stage
Suggested readings

How the Child Interprets His World
Attachment disorder is considered a disorder because it is a psychiatric condition that has the potential to
negatively impact the child’s life forever. However, if you look at it from the child’s point of view,
failing to attach to a parent figure is a perfectly reasonable thing to do if there has never before been a
parent figure willing to attach to the child. This is entirely new territory for the child. He does not
understand what is expected of him and he becomes overwhelmed by the constant demands to be
difference than he is.
The parents are often going through the same kind of feelings as the child. The negative behaviors that
are part of attachment problems are very wearing for an adoptive parent. It can seem like there is never a
moment when the parent can sit back and relax. Instead, there is always another unpleasant surprise
coming at them from the child. Yet, as odd as it may seem, this is also how it is for the child. The child
may view the parent’s attempt to provide love and affection as frightening because it is so unfamiliar;
and the child may become exhausted from never having a moment to relax without the adoptive parents
coming at them with another expectation and another rule. It is a risk for a young child to let his guard
down and begin to trust when his entire life history (as short as it is) has been based on adults letting him
down or leaving him. In fact, the more the child starts to feel like trusting the parents the more
dangerous the situation becomes because this is when the child begins to consciously tread into the terror
of all the previous abandonment. For the child, it is like creeping toward the blackest abyss of all. His
basic coping mechanism, the thing that has kept him alive and sane through the darkest of experiences
and the deepest of fears, has been to keep people at a safe distance. And suddenly he’s handed over to an
adoptive parent who wants to have a level of emotional closeness that the child did not even know
existed. It is like throwing a life jacket to a fish. The fish knows he doesn’t need it, knows it doesn’t fit,
and sees no reason to anything with it. It’s just one more object in the emotional ocean that the fish has
to swim around.
The child’s experience has taught him several lessons that he believes are necessary to his survival.
These are:
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1)
2)
3)
4)
5)

Nothing lasts.
Everyone leaves.
Adults lie to children.
Adults hurt children.
He can never let down his emotional guard.

These hard learned lessons become part of his internal, unconscious rule book for survival. While other
babies were learning how to trust their parents he was learning how to withdraw emotionally from
parenting figures. While other children were learning how to behave from their parents, he was learning
how to protect himself from his parents.
Why the Child Behaves the Way He Does Toward the Adoptive Parent
There are four main reasons why a pre-attachment child behaves so negatively toward the adoptive
parents. These are:
1) His brain development is not congruent with his age.
2) He has no experience in a loving, emotionally healthy, lifelong committed relationship with
parents.
3) He has not yet learned appropriate ways to relate to parents or to anyone else.
4) He cannot trust the parents.
Let’s explore each of these more fully.
1) His brain development is not congruent with his age. In the first chapter, we discussed how
the early neglect and/or abuse created the brain injury that led to underdeveloped areas of the
brain, which in turn makes it more difficult for the child to behave as other children do.
Typically the abuse and neglect end when the child is removed from the original parents.
However, most children are put back into the same families several times while social services
tries to help the parents become free from substance abuse or violence or whatever else interfered
with their ability to properly care for their child. The child becomes accustomed to a time of
safety with the foster parents, then back to the instability with the original parents, then on to a
new set of foster parents, then back… The times the child has out of the neglecting environment
are not long enough for the brain to begin developing, and the foster parents, for all their love
and kindness, are not there for the child to bond with. They are simply there to care for the child
until her future placement is resolved. Therefore, children go into an emotional holding pattern
in which their brain is not further harmed, but neither is it healed. Once the child is finally
placed for adoption the process can begin, but since the brain has generally almost completed its
physical growth in the first years of life, the process will be slow.
2) He has no experience in a loving, emotionally healthy, lifelong committed relationship with
parents. Most birth parents, regardless of how dysfunctional they are, really love their children.
However, love is not enough. In order to thrive and reach their full potential, both emotionally
and academically, children need stability, nurturing, and a permanent commitment by parents.
The birth parents, for whatever reasons, are unable to provide anything beyond the love. The
foster parents and sometimes the orphanage staff may provide the loving and nurturing
environment but they do not provide the commitment. They are there for the short term, even if
that sometimes becomes years. They have no investment in the child’s adult life other than
wishing him the best. They have not made the final commitment to the child that the adoptive
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parents do. Therefore, by the time the child reaches the adoptive family, he may have had many
experiences of being parented, some positive, some negative, but none were provided by parents
willing to be legally and emotionally committed to him until the day they die. Therefore, when
he finally has parents willing to do this, he may find that the emotional intensity that
accompanies that kind of commitment is often frightening and overwhelming. He pulls back
emotionally or behaves in a way designed to push the parents away because he does not know
what to make of this new emotional climate. Instead of feeling loved and care about as other
children do, the child with attachment challenges finds the intensity threatening and suffocating.
In time it will feel normal, but in the early stages it simply feels like one more scary aspect of
adult/child relationships.
3) He has not yet learned the appropriate ways to relate to parents or to anyone else. The
child will have learned to survive, but while he was learning to do that he didn’t learn much of
anything else. Every aspect of his early life was about how to get through the day and the night
alive despite the terror, the loneliness, the hunger, the pain or whatever else he experienced. He
did not learn how to hug a parent just for the sake of hugging or how to let his guard down or
how to trust his parents enough to be honest. He did not learn how to fall asleep easily; he did
not learn how to be angry in the way that typical children are angry. He did not learn appropriate
limits; he did not learn that he could control himself; he did not learn to wait; he did not develop
a respect for adult authority. These serious deficits in his learning process hamper all of his
social relationships so that he becomes isolated in any context. That is, at pre-school the other
children don’t play with him. At home he is always in trouble. In the neighborhood he bullies or
cheats or lies or steals from peers so they avoid him. Therefore, he not only failed to learn how
to relate appropriately as a young infant and toddler, but his social deficits make it impossible for
him to learn from this peers and from typical social situations as he goes along in life. The
deficits pile one on top of another and he is pushed farther and farther away from informal social
learning opportunities.
4) He cannot trust the parents. The one thing he learned very early in life is that parent figures
are not to be trusted. His entire early psychological survival depended on his knowing that fact
and so, when he is adopted, that is the only truth he believes. He knows that he will be
abandoned or lied to again and the intense emotional state that the adoptive parents offer feels
threatening to him. He responds equally to their emotional intensity, but since he cannot manage
the reciprocal love, he offers rage. Generally adoptive parents tell the child they love him very
early in the placement and they will state that he will be with them forever. However, he had
genetic tendencies that told him the same thing would happen with his birth mother and that did
not turn out to be true, so he certainly can’t relax and trust now. As well, birth parents often
forget that trust is an earned trait and he needs time to see that the adoptive parents are earning
his trust. How much time he needs is different for each child.
Why the Adoptive Parents Behave the Way They Do During the Pre-attachment Stage
Just as pre-attachment children fit a general profile, so do adoptive parents who are raising a child in this
stage. The arrival of the child generally occurs after the adoptive parents have spent a great deal of time,
effort, money, training and emotional investment. The child is the answer to their dreams and their
hopes of forming a family. The parents are at a peak of excitement and anticipation. The child arrives
into the emotionally charged arena and often tries to be everything that the parents want. However, she
does this at the price not being herself and eventually this façade breaks down. The parents, at first
patient with mistakes and negative behaviors, begin to expect change in the child and so raise their
expectations. The child sees this as yet another betrayal and responds with increased lying or
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manipulation or rage. The parents then perceive this as further reason to “crack down” on the bahviors
and exert even more pressure on the child to “change”.
While this unhealthy cycle is being established some adoptive parents begin to feel betrayed by the child
or by the social workers who did not tell them how severe the child’s behaviors were. As a result, they
begin to pull back emotionally from the child. Some parents resort to making the child “earn” all of the
privileges in the family, and so the child becomes less a little human struggling to belong than she is a
trader learning to barter for a role in the family. The parents, however, are rarely aware of this dynamic
and cannot see how elusive they have become to the child and so the cycle continues.
If parents are able to find effective therapy, they will be directed toward ways to become emotionally
involved with the child in a more positive manner. This does not mean a permissive approach but rather
it will include help in learning to impose limits without making the affection conditional on the child’s
ability to meet those limits. Effective therapy will also help the parents to learn how to prioritize the
child’s behaviors so that everything is not a challenge. While this is going on parents often become
overwhelmed by how much of their own parenting style they have to change. They ca become insecure
about their own judgement and their entitlement to be parents and can even begin to doubt their ability to
raise the child. Once this happens, the child will sense their questioning and begin to pull farther away,
creating yet another unhealthy cycle of negative dynamics between the parents and the child.
A strong component of raising a child with attachment challenges is the exhaustion factor. Most parents
of newborns get a great deal of sympathy and help when a new mom complains of feeling tires all the
time. However, people often fail to realize how little sleep a new parent of a pre-attachment child gets,
and how much they need!
These children while often older and sleeping through the night, demand all of the parent’s attention
throughout the day. Even if they are at school the parent is often dealing with school teachers or
counselors or support people, and may be constantly thinking about what to do when the child comes
home. There is also a steep learning curve about the new and different ways of parenting and this creates
a mental exhaustion. As well, the parents may feel the need to put extra time into the other children in
the family so that they don’t begin to begrudge all the time the new child is taking.
The high level of exhaustion can lead to the adoptive parents making decisions, or demands of the child,
that they would not make if they could think more clearly, if they were simply able to have a few good
night’s sleep.
If you have adopted a child who is in the pre-attachment stage, consider whether you have experienced
any of the following:












Unreasonable anger at the child
Frustration at not being able to help the child change
Emotional withdrawal from the child
Continuously raising or adding behavioral expectations
Arguing with your spouse about the child
Arguing with your other children about the child
Repelled by some of your child’s behaviors
Exhausted by your child’s behaviors
Feeling deprived of your social life because of the child
Feeling that you have lost all of your free time
Frustrated at how much you have to learn in order to parent the child
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_____Yes_____No
_____Yes_____No
_____Yes_____No
_____Yes_____No
_____Yes_____No
_____Yes_____No
_____Yes_____No
_____Yes_____No
_____Yes_____No
_____Yes_____No
_____Yes_____No



Resentful at how much of your day is focused on the child

_____Yes_____No

Your answers to these questions don’t say that you are a good or a bad parent but they can help you
understand some of the things that are making you behave the way you do toward the child and where
you need more support and help.
Suggested Reading






Eden’s Secret Journal: The Story of an Older Child Adoption by Brenda McCreight. This is the story
of 13 year old Eden, adopted at the age of 10 by a single mom. Eden tells of her fears, her struggles, her
eventual successes and her hopes.
The Throw-away Kids: A True Story of Child Abuse and Neglect by Erica Taggart. An autobiography
of a child’s struggle to survive the abuse of her home and the abuse by the system designed to help her and
her siblings.
Violence Against Children edited by Penelope K. Trickett and Cynthia D. Schellenbach. This book is a
compilation of statistics, research and findings about the impact of child abuse on children and includes
some intervention approaches.
The Lost Boy: A Foster Child’s Search for the Love of a Family by Dave Pelzer. The author writes
about his life after leaving his abusive parents, how he manager through the foster care system and
adolescent crime, and finally finding some degree of security in the Air Force.
Traumatic Experience and the Brain: A Handbook to Understanding and Treating Those
Traumatized as Children by Dave Ziegler. Like the books recommended in Lesson One, this provides
information on the neural impact of neglect and abuse, but it also explains why the early experiences make
the child’s brain resistant to change and provides interventions to help the child normalize her behaviors.

Impact of Attachment Disorder on the Family
 What the Child’s Behavior does to Other Children in Your Family
 What the Child’s Behavior does to Grandparents, Cousins, Friends, Neighbors, Church
 Circling the Wagons
What the Child’s Behavior does to Other Children in Your Family
A child in the pre-attachment stage is a challenge for everyone in the family. The adoptive parents are
the primary caregivers and they take the brunt of the negative behaviors, but everyone in the child’s new
family will be impacted by the child’s moods and behaviors and by the task of building a new family
identity.
There may be other children in the home who have already gone through this stage. However, it is
unlikely they are still in it or the parents would not have the energy to adopt again! Having a sibling
behave the way they did in the past can trigger difficult feelings that the child has put behind him. It may
bring up old memories he would rather forget. He may feel angry at the new child for bringing this to
the surface again, or he may begin to replay the issues by acting out just as he did four or five years ago
when he first joined the family.
Some children may try to help the new child, believing that their own experiences in moving past the
pre-attachment stage will be useful. This should not be undervalued because it can have a positive
impact. But the helpful child should be aware that it may not be as helpful as he hoped. It may even be
resented by the new child who does not understand what is being offered by the siblings any more than
he can understand what is being offered by the parents.
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If the other children in the home were adopted at birth or born into the family they will have no
experience with the behaviors that the new sibling is bringing into the family. They may initially find the
new child embarrassing because of the way she acts at school or in the neighborhood, or they may
become angry when the new child steals from them or breaks their toys. They may also resent the
amount of time and energy the new child takes from the parents or the activities they have had to give up
while everyone adjusts.
Some children have been aghast at the new behaviors of the pre-attachment stage child, such as swearing
at the parents or running away or stealing. And, they are shocked that their parents don’t seem to know
what to do about it. Their own experience is that their parents know everything there is to know about
raising children so when the parents suddenly appear helpless in the face of unacceptable behaviors they
may begin to take advantage of that, or they may begin to doubt their parents in other ways as well.
These feelings can lead to insecurity and to the child worrying about what is going to happen to her
family.
Here is a checklist of things the parents may want to ask their children when a new child is disrupting the
family organization.
1 Do you like the new child?
2 What is the new child doing that is a problem
for you?
3 What is the new child doing that is making your
life better?
4 Are you ever embarrassed by the new child?
5 Are we giving you enough time and attention
since the new child arrived?
6 Do your friends or the other kids at school ask
you about your new sibling?
7 Do you feel you can answer other people’s
questions about the new child?
8 Do your answers to your friends respect the
privacy of our family and the new child?
9 What has changed in the family since the new
child arrived?
10 What can we do to help you cope better with the
new child?
11 What can you do to help the family adjust to the
new child?
12 What do you want the new child to do to make it
easier for the family as we adjust?
13 Do you ever wish we hadn’t adopted this child?
14 Do you think mom and dad can manage this
child?
15 Are you afraid of what will happen to our family
because of the new child?

Yes

No

Yes
Yes

No
No

Yes

No

Yes

No

Yes

No

Yes
Yes

No
No

Yes

No

These questions are designed to help the parents begin a dialogue with their children. How the children
answer is not important. What is important is that they know that the parents are hearing their concerns
and are prepared to help them deal with the family situation.
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What the Child’s Behavior does to Grandparents, Cousins, Friends, Neighbors & in Church
The decision to adopt a child with special behavioral needs is generally made by the adoptive parents.
They may have discussed it with others but they have not likely included other significant people in their
preparations. So when the new child arrives the parents expect the grandparents and the neighbors and
the church and the school and everyone to adjust. But is that fair? Can they adjust and help to support
the child and the family if they don’t have the same information as the adoptive parents? Not likely.
Grandparents may be afraid that the new child will take too much time and energy from the parents.
They may fear the child because they lack the training and experience to manage a child who tells them
to “shut up” or worse. Their only knowledge of “troubled” children may be the sensational cases they
have read about in newspapers about adopted children who killed their parents or ruined the lives of the
adoptive family.
The grandparents need as much information about how to deal with the child as the parents have and
then some help in tailoring the information to the grandparent role. After all it is not their task to
discipline the child, only to provide extra nurturing and support. The grandparents may need help
defining their boundaries. The family might need a family meeting in which the parents identify what
they want from the grandparents, and the grandparents get to say what they can give.
Sometimes there is a tendency on the part of worried grandparents to overindulge the children already in
the home to make up for what they perceive to have been taken by the new child. This can be a positive
aspect of their role as support to the family as long as the purpose and the limits are clearly defined. For
example, the grandparents may start taking the children out to a movie one night a week or to swimming
without the newly placed child so that they have some time without tantrums or embarrassing behaviors
in public. However, the grandparents should then find something to do with the new child as well so that
she can see that she is part of the extended family as much as she is part of the immediate family. She
will need time alone with the grandparents in order to establish a relationship with them.
For the sake of the family’s and the child’s privacy, the adoptive parents will not want to divulge much
of her history to others. However, situations or services where the child will be attending on a regular
basis will require extra support. If the adoptive family regularly attends church the minister and the
Sunday School teachers will need to know what, if any, extra supports the child needs. A meeting with
the teachers can help them decide if a parent should attend Sunday School with the child while she learns
to listen and relate well. Or should extra help be hired by the parents to support the child during church
services.
The neighbors might need to be alerted if the child has a tendency to run away. If they notice the child
alone outside of the yard, should they call the parents right away? If the child has a tendency to be
destructive or to harm animals, helping the people who live next door understand that the child is in a
pre-attachment stage and the dogs need to be kept in their own yard at this time might help avoid later,
serious problems.
The school that the child is going to attend will need as much information about the learning and
behavioral needs of the child that the parents can provide. However, they do not need to know the
child’s history, they only need to know the academic and social issues that relate to classroom
functioning. It can be especially helpful to give the teachers books on attachment disorder or offer to pay
for them to attend a workshop on the issue.
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Circling the Wagons
Some families find that when the child in the pre-attachment stage begins to act out they are alone in the
community and lose contact with their friends and acquaintances because they no longer have anything
in common. If the parents run into an old friend at the grocery store a casual question such as “How is
your new daughter doing?” can reduce an overwrought adoptive mom to tears. So the mom begins to
avoid everyone. The social outlets may end if the parents are unable to find a sitter who can manage the
child, so the parents no longer have a break for even a few hours a month.
The behaviors of the child require a very different way of parenting and people who have no experience
with attachment issues might view some of the approaches as harsh or uncaring. Parents who are trying
to be firm so the child can learn boundaries may find other critical, even suggesting they ease up in front
of the child.
Many adoptive parents have complained that neighbors, teachers and even therapists, treat their newly
adopted child like as if she was still alone in the world, and they try to befriend her and advocate for her
as if the adoptive parents were not doing this. They may even try to offer unsolicited advice to the
adoptive parents. However well-meaning these people are, they do a disservice to the family and the
adoptive parents may respond by tightening the boundaries of their family to the point that they are alone
and isolated.
There are some ways to prevent this from happening. First, the adoptive parents have to learn how to be
assertive with others who interfere. The parents must learn to say, “Thank you for caring but you don’t
understand the situation. Can I lend you a book on attachment disorder?” Or, they may simply want to
say, “Thank you for caring but we are managing well.”
If the school teachers are interfering with how you are parenting, then it is important to have a meeting
and explain why you are making the decisions you are making. For example, if you have decided not to
make the child do homework at this time because there are more important issues to deal with each
evening, then explain that to the teachers. However, it is crucial that you provide an explanation, not an
apology. The teachers may not agree with your decision but at least they will know why you have made
it and will realize that it is not due to negligence on your part.
As well, if others are “rescuing” the child, then the adoptive parents should explain to them that they are
actually harming the child’s ability to develop an attachment since they are becoming an obstacle
between the parents and the child. If they persist in interfering, then remove them from the child’s life
until the situation has resolved.
The parents can avoid the isolation and find appropriate support by joining a local or larger adoptive
parents’ association. Through that they will likely find mentoring parents who have been through the
same thing and come out of it successfully, and they will find a safe place to vent without getting caught
up in blaming the child. Other adoptive parents are often the single most important factor in making an
adoption successful.
Suggested Reading



The Healing Power of the Family: An Illustrated Overview of Life with the Disturbed Foster or
Adopted Child by Richard J. Delaney. The author discusses the impact of bringing a “disturbed” child
into the family and presents family based strategies to help resolve the issues.
Toddler Adoption: The Weaver’s Craft by Mary Hopkins-Best. Toddlers lack the language to tell what
is happening for them and their behaviors are easier to control than those of a ten year old who can light
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fires to say he is angry. This book focuses on the toddler stage to help parents identify the adoption
specific challenge of bringing a toddler into the family.
Creating Ceremonies: Innovative Ways to Meet Adoption Challenges by Cheryl A. Lieberman and
Rhea K. Bufferd. This book considers ways to help the family, including other children in the home, use
ceremonies and rituals as they adjust to the new child.
Promoting Successful Adoptions: Practice with Troubled Families by Susan Livingston Smith and
Jeanne A. Howard. This book focuses on adoptive families who are struggling to succeed and presents
strategies to improve adoptive family functioning with difficult children.

 Handout: How Parents can Help Children & Adolescents Recover from
Trauma-Related Experiences & Losses 
By Barb Fischer, MN ASAP Parent Liaison, Foster Adoptive Kinship Trainer & Parent of Ten Children

Be patient. Children will set the time and speed
at which they heal. We can provide opportunities
for healing but we cannot force the process on our
children.

Provide structure and routine. Children feel
safe when they know what is going to happen
next. Stick to a routine and provide advance
preparation when the routine is going to change.
Be prepared for struggles during times of
uncertainty, change or transition.
Provide opportunities for positive experiences.
Traumatized children often refuse to participate
in activities due to fear. Provide structured
activities that allow them to succeed. Keep the
activities short in duration and be aware of any
signs of over-stimulation.
Don’t undervalue their fears. They are real.
Children may overreact in ways that are way out
of proportion to the current situation. Instead of
dismissing the panic your child is exhibiting,
imagine a situation that would cause extreme fear
for you and then realize that your child is
experiencing that level of fear at that moment.
Get your child professional help. If you don’t

Use therapeutic stories to help them process
their traumatic past. While processing their
traumatic experience from a third person
perspective, children can better understand that
they were not responsible for the event. They can
start to talk about their experience of the event and
learn about the impact that it had on their
development. Through this process they can start
to change the negative impact that the event had on
their lives.
Remind children that they are safe and that the
traumatic event was a part of their past. Often
children feel as though they are still living in the
traumatic situation. Help your child talk about
how his current living situation is safe. If he does
not feel safe, find out what you can do to assist him
to feel safe and then follow through on making
those changes to his environment or routine.
Help the child gain control over compulsive
thinking related to the trauma. Give the child
positive things to think about. Let her know that
she can talk with you anytime she is feeling
overwhelmed by the past. Help her to make a plan
for the future and to focus on that plan when the
past seems to overtake her thinking.
As a parent, get help for yourself. It is a painful
thing to journey with our children through their
trauma. We will not be of any help to them if we
are overcome by their pain and dysfunction. Take
care of yourself and be sure to have an outlet for
your own grief. Get involved with a support group
and talk regularly with a therapist without your
child present.
Know that healing is possible but that scars are
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have a positive relationship with a medical
professional who is qualified to assist your child
with his trauma, then you need to find one.
Attend appointments together and benefit from
the attachment that develops as a result of
working through the healing process with your
child. Consider the use of medication to assist the
child in their healing.

lasting. Children can heal from very horrific,
traumatic experiences. Emotional scars often last a
lifetime, but those scars do not need to create
ongoing damage in their future.

 End of Handout 

 Fact Sheet: Working with an Adoption Therapist 
Adapted from the Child Welfare Information Gateway Factsheet, January 2008
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Information on this document was condensed from the Child Welfare League Gateway fact sheet, “Selecting and
Working with an Adoption Therapist” – www.childwelfare.gov.

Many different types of professionals provide mental health services. The person or team best suited to
work with a particular family will depend on the family’s specific issues, as well as the professional’s
training, credentials, and experience with adoptive families.
Pediatrician or Family Practice Physician. These medical doctors specialize in childhood or
adolescent care and typically treat routine medical conditions. They serve as primary care physicians
who refer children for additional diagnostic studies or procedures and who coordinate referrals to
specialists.
Psychiatrist. These medical doctors (with M.D. degrees) specialize in the diagnosis and treatment of
medical and emotional disorders and substance abuse. After completing medical school, psychiatrists
receive postgraduate training in psychiatric disorders, various forms of psychotherapy, and the use of
medicines and other treatments. Some psychiatrists complete further training to specialize in such areas
as child and adolescent psychiatry. Psychiatrists are able to prescribe medications.
Clinical Psychologist. A clinical psychologist has completed a doctoral degree (Ph. D. or Psy. D.) in
psychology and usually has completed advanced courses in general development, psychological testing
and evaluation, as well as psychotherapy techniques and counseling. Many clinical psychologists
develop a subspecialty in child and adolescent development, psychological testing, or family therapy.
Clinical psychologists assess and treat mental, behavioral, and emotional disorders, including both shortterm crises and longer term mental illnesses.
Clinical Neuropsychologist. A clinical neuropsychologist holds a PH.D. and has completed training in
biological and medical theories related to human behavior. Postgraduate training focuses on the
assessment and treatment of brain diseases and injuries and neurological and medical conditions,
including traumatic brain injury and learning and memory disorders. They may be able to help in
distinguishing organic (medical) problems from psychological problems.
Social Worker. A social worker has completed a bachelor’s (B.S.W.) or master’s (M.S.W.) degree in
social work. Some may refer to themselves as psychotherapists; however, they may or may not have
professional training in psychological testing. Licenses clinical social workers (LCSWs) have a graduate
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degree and have passed a clinical test to become licensed in Minnesota to offer counseling to individuals
and families.
Marriage and Family Therapist. Marriage and family therapists have graduate degrees in counseling
or psychology and may have taken a licensing exam to receive their Marriage and Family Therapy
(MFT) license. These professionals evaluate and treat mental and emotional disorders and other health
and behavioral problems, addressing a wide array of relationship issues within the context of the family
system. Family therapists focus on communication building and on family structure and boundaries
within the family.
Licensed Counselor. A licensed professional counselor has a graduate degree in a specialty such as
education, psychology, pastoral counseling, or marriage and family therapy, and is licensed in Minnesota
to practice counseling. Licensed professional counselors diagnose and provide individual or group
counseling with a variety of techniques.
Pastoral Counselor. Pastoral counselors include pastors, rabbis, ministers, priests, and others who
provide faith-based therapy and counseling. They usually have a graduate degree (many have completed
doctoral training), and many also have a special certification in pastoral counseling. They focus on
supportive interventions for individuals or families, using spirituality as an additional source of support
for those in treatment. Not all individuals who provide faith-based counseling have been formally
trained or are credentialed as pastoral counselors.
It is important for adoptive families to share openly with their mental health professional that their
family includes one or more adopted persons and to inquire about the counselor’s training and
experience related to working with adoptive families and adopted persons. A growing number of states
offer a postgraduate certificate to mental health professionals to help them to understand the dynamics of
adoption and to tailor treatment modalities to the needs of families and individuals impacted by
adoption.
Approaches to Therapy
Different mental health professionals use different types of treatment. The type of treatment or the
combination of treatments chosen may depend on the type and severity of the presenting issues, the age
and developmental level of the child, and even the experience and preferences of the professional and
family. Parents should be sure to ask prospective therapists about the different types of treatment that
they might use that may include:
Play Therapy. Therapists customarily use this form of therapy with very young children who may not
be able to express their feelings and fears verbally. The therapist will engage the child in games using
dolls and other toys, since play is a way for children to communicate. Through gentle probing, the
therapist will try to draw the child out. In this way, the child may be able to act out feelings and reveal
deep-seated emotional trauma.
Individual Psychotherapy. This therapy may take many forms. Often the therapist will work to help
the client first express problems verbally and then find ways to manage them. This type of therapy tends
to stress that people should assume responsibility for their own actions and ultimately for their emotional
well-being. The therapist will offer challenges, interpretations, support, and feedback to the client.
Group Therapy. This therapy allows a small group of clients with similar problems to discuss them
together in an organized way. Group therapy makes efficient use a skilled therapist’s time and offers the
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extra advantage of feedback from peers. Occasionally, family members may be asked to join the group.
Group therapy frequently is used with adolescents and usually is the treatment of choice for individuals
and families affected by substance abuse.
Family Therapy. Increasingly popular, family therapy is based on the premise that all psychological
problems reflect a dysfunction in the “family system”. The term “dysfunction” means that members of a
group or system are working together in a way that is harmful to some or all of its members. The
therapist requests the active participation of as many family members as possible and focuses on gaining
an understanding of the roles and relationships within the family. Family therapy seeks to achieve a
balance between the needs of the individual and those of the larger family system.
Behavior Modification. A commonly used form of therapy, behavior modification has many practical
applications. The basic approach in behavior modification is to use immediate rewards and punishments
to replace unacceptable behavior with desirable behavior. The therapist will identify specific changes
desired and will establish a system of rewards and punishments. The reasons behind the objectionable
behavior are seen as irrelevant; the focus in on change. This therapy is especially useful with children
who may not be included or able to examine and understand their inner feelings.
Cognitive Therapy. Cognitive therapy is based on the belief that the way we perceive situation
influences how we feel emotionally. It is typically time-limited, problem-solving, and focused on the
present. Much of what the patient does is solve current problems through learning specific skills,
including identifying distorted thinking, modifying beliefs, relating to others in different ways, and
changing behaviors.
A Word about Attachment. Many adopted children experience problems that may be the result of
breaks in attachment that occurred during the first 3 years of life. These problems impair, sometimes
severely, the child’s ability to trust and bond – to attach – to other human beings. Children who have
experienced maltreatment or traumatic separations may be hesitant to trust others enough to attach
quickly or easily.
Attachment can be viewed as a continuum, with healthy attachment at one end and attachment
disorder at the other. While a small percentage of children with attachment problems can be correctly
diagnosed as having Reactive Attachment Disorder (RAD), many more adopted children display signs
of some attachment difficulty, a midpoint along the continuum. Signs of attachment problems can
include lack of conscience, lack of cause-and-effect thinking, superficial charm, obvious lying,
stealing, indiscriminate affection with strangers, and cruelty to animals and people.
Attachment Therapy. Attachment therapy includes a number of different approaches to therapy with
children, but all approaches are based on common principles and theories of attachment and healthy
development. Attachment therapy (sometimes incorrectly equated with holding therapy) includes an
ever-expanding continuum of interventions based on treatment theories from an array of therapeutic
approaches, including behavioral and cognitive therapies.
The focus of any attachment therapy should be to build a secure emotional attachment between the child
and the parents. Because the primary focus is on the attachment relationship, not on the child’s
symptoms, one or both parents must be active participants in the therapy. The basis of attachment
therapy is that the development of a trusting attachment relationship will provide the security essential to
healing the psychological, emotional, and behavioral issues that may have developed as a result of earlier
disruptions and trauma. These issues may include post-traumatic stress disorder, grief and loss,
depression, and anxiety.
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Treatments such as “holding therapy,” “rebirthing therapy,” or other types of treatment that involve
restraint of the child or unwelcome or disrespectful intrusion into the child’s physical space have raised
serious concerns among parents and professionals. Some states have written statutes or policies that
restrict or prohibit the use of these therapies with children in the care or custody of the public agency or
adopted from it.
Other Therapies. There are a number of other types of therapies, as well as variations of therapies, that
may prove useful. These may include art therapy, music therapy, and couples therapy. Parents should
ask the professional to explain the treatment and goals before deciding on a particular therapy.
Treatment Settings
Therapy may take place as in-home therapy, outpatient counseling, group or residential treatment, or
inpatient hospitalization.
Most therapy sessions take place in an outpatient setting. This means that the client is seen in the
therapist’s office, typically in a 50-minute session once a week. Most emotional and psychiatric
problems do not become serious enough to require treatment beyond this level. Many adoption-sensitive
therapists believe that therapy for adoptive families benefits from a more flexible time schedule and is
best done when the entire family is included.
Sometimes a child can best be treated with the limits and structured environment that a residential
treatment center provides. Residential treatment is often the treatment of choice for children and teens
with emotional, behavioral, or substance abuse problems. Residential treatment centers, which provide
24-hour care, are generally private, nonprofit facilities set up for children with severe psychiatric or
substance abuse needs. They may be organized in individual community homes, in a campus-type
setting of cottages, or in a large institution (similar to a hospital setting).
Residential treatment programs focus on the development of positive coping skills and personal
responsibility. Behavioral therapy often is practiced in residential treatment programs; that is, the child’s
good behavior will bring about appropriate rewards and privileges. Children in residential treatment
usually have regular visits with their parents. Family connections are critical to help motivate children to
change their behavior so that they can return home.
Hospitalization in a psychiatric hospital is available for clients with serious emotional problems that
cannot be modified through outpatient therapy. It may be necessary for children who become suicidal or
dangerous to themselves or others to be hospitalized to avert a crisis. It is important that parents stay
involved; in fact, most child and adolescent units of psychiatric hospitals insist that parents participate in
family meetings or therapy. If they are not automatically included, parents should be proactive in
emphasizing the involvement of the family in their child’s treatment.
Finding the Right Therapist
Locating the right therapist requires that a parent identify some prospective therapists who have adoption
experience and then conduct preliminary interviews to find the one who seems best able to help the child
or family. (See MN ASAP Fact Sheets “Adoption-Competent Therapist Traits” and “Choosing a
Therapist”.)
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If the child is the identified client in therapy, the family’s involvement and support for the therapy is
critical to a positive outcome for the child. An adoption-competent therapist will value the participation
of adoptive parents. Traditional family therapists not familiar with adoption issues may view the child’
problems as a manifestation of overall family dysfunction. They may not take into account the child’s
earlier experiences in other care settings and may view adoptive parents more as a part of the problem
than the solution. Adoption-competent therapists know that the adoptive parents will be empowered by
including them in the therapeutic process and that no intervention should threaten the parent-child
relationship.
Parents’ commitment to the therapy may also contribute to the success of the therapeutic process. For
instance, parents are obligated to keep scheduled appointments. They should refrain from using therapy
sessions as punishment for a child’s misbehavior. Family members must communicate regularly with
the therapist and ensure that the therapist has regular feedback about conditions at home. The success of
therapy depends heavily on open and trusting communication.
Parents may want to request an evaluation meeting with the therapist 6 to 8 weeks after treatment begins
and regular updates thereafter. Evaluation meetings will help all parties evaluate the progress of
treatment and offer the opportunity to discuss the following:






Satisfaction with the working relationship between the therapist and family members.
Progress toward mutually agreed-upon goals for treatment approaches and desired outcomes.
Progress on problems that first prompted the request for treatment.
The therapist’s tentative diagnosis (usually necessary for insurance reimbursement).
The therapist’s evaluation of the chance that therapy can improve the situation that prompted
treatment.

For more information in Minnesota Therapists,
http://www.mnasap.org/resources/regionalresources.html.
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 Article: A Disorganized Toddler in Foster Care: Healing and Change from an
Attachment Theory Perspective 
By Janet Mann, The Children’s Ark and Molly D. Kretchmar, Gonzaga University

This article focuses on the remarkable story of a deeply disorganized child, Rachel, and her experience in
foster care with Janet and Paul Mann, founders of the Children’s Ark. Rachel and her mother were
referred to the Ark, an innovative intervention center for at-risk families, when Rachel was 10 months
old. After 11 months at the Ark, Rachel was placed into foster care with the Mann’s. On the basis of
Janet Mann’s professional immersion in attachment theory, object relations theory, and especially the
Circle of Security protocol (Cooper, Hoffman, Powell & Marvin, 2005), Janet extracted 6 “principles”
that guided her caregiving behavior with Rachel. These principles included: (a) Communicating the
message, “I am here and you are worth it”: (b) viewing negative behavior as needed; (c) reading cues and
reinterpreting miscues; (d) “being with,” especially during periods of intense emotion; € working
consciously toward relationship repair when disruption occurs; and (f) developing awareness of one’s
own state of mind. This article explains and illustrates these principles through Janet’s experiences with
Rachel and provides candid insight into what hurt children need for healing and positive change.
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Rachel, not yet 2 years old, stood looking at herself in the full-length mirror, a frown slowly overtaking
her face. Deep in her throat began a low, grumbling growl. As the growl grew louder, she began
hitting the side of her head and moving slowly toward the mirror, her eyes glued to her own image. The
growling became yelling, and she began slapping at herself in the mirror. I sat, stunned, unable to move
or formulate a response. Her rage was palpable and deeply disturbing. Finally, I got up from my chair
and went to her. I got down on my knees, gently held her shoulders, looked into her eyes, and said,
“Rachel, this is not your fault! You are loveable and you are loved.”
This article presents a remarkable story of a deeply traumatized child who, by great fortune, was placed
into foster care with Janet and Paul Mann, founders of the Children’s Ark, Spokane, Washington. Her
story demonstrates how a predictable environment and secure, loving care providers can foster change
even when a child is profoundly disorganized, deeply mistrusting, and full of rage toward herself and
others. Along with their commitment to her, Rachel’s care providers’ solid understanding of attachment
theory and their ability to translate theory into practice were central to the progress Rachel made. In this
article, we use Rachel’s story to illustrate principles of caregiving grounded in attachment theory that we
hope will provide insight to other care providers. This story is ultimately one of great hope, not only for
this child but for the thousands of hurt children in foster care.
Attachment Theory and Foster Care: “Attachment theory,” first developed by John Bowlby (Bowlby,
1969/1982, 1973, 1980), asserts that children have a primary and essential need to be “in relationship”
with their caregivers. To ensure our survival, our evolutionary history prepared us to seek closeness or
proximity to our caregivers, especially under conditions of threat or vulnerability (e.g., presence of a
stranger, illness). When caregivers are available and welcoming, seeking proximity is easy and
children’s feelings of safety and security are bolstered. When caregivers are unavailable (physically,
emotionally, or both), inconsistent in their responsiveness, or frightening in some way (e.g., abusive),
seeking closeness becomes more difficult and children’s feelings of security and safety are disrupted.
Bowlby (1969/1982) proposed that young children internalize “working models,” or representations
about themselves and others that are based on their early attachment experiences. These models form the
basis for children’s expectations about how others are likely to respond to them, about whether they are
worthy of care, and so forth. Children with secure attachment histories have a sense of trust toward
others and feel the self-worth reflected by the nurturing care they have received. In contrast, children
with insecure histories are likely to view others as less available and less trustworthy and to have
internalized a compromised sense of self (Weinfield, Sroufe, Egeland & Carlson, 1999). Of greatest
concern are children with disorganized attachment strategies. These children typically have caregivers
who are either frightening or frightened, placing them in an irresolvable approach-avoidance bind; “the
infant is presented with a paradox wherein the haven of safety is at once the source of the alarm” (Main
& Hesse, 1990, p. 180). Stemming from this paradox, researchers expect that these children will carry
forward highly distorted models of the self and of relationships; models characterized by deep mistrust,
fear, rage, and possibly violence. Some theorists further speculate that disorganization is a precursor to
serious psychopathologies (Crittenden, 1995; see also Lyons-Ruth & Jacobvitz, 1999).
Children in the foster care system have likely suffered multiple attachment-related traumas, not the least
of which is parenting that is traumatic and frightening. It is likely, then, that many of these children have
insecure and/or disorganized attachment relationships (Schofield & Beek, 2005). However, even when
children have insecure and/or disorganized attachment relationships with their parents, being separated
from these primary caregivers adds another layer of trauma (Charles & Matheson, 1990). For a young
child, the very nature of separation is scary; even if what they had was abusive, it was at least familiar
and perhaps even predictable. Children also have a remarkable capacity to be connected to their
caregivers, even their abusive or depressed or addicted caregivers; this attachment is primal and visceral
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– built into our species to help ensure our survival (Bowlby, 1969/1982). Removing a child, then, even
for the child’s welfare, is likely to be deeply threatening and disorganizing in and of itself. In addition,
because the present foster care system cannot ensure permanent placements for children, many children
experience multiple placements, involving multiple separation and loss experiences, which only
compound children’s deeply disturbed sense of self and other (Charles & Matheson, 1990).
The Children’s Ark: An Attachment-Oriented Solution: The Children’s Ark was founded in 1994 by
Paul and Janet Mann, who then had over 6 years of foster care experience and had provided care for over
40 children. The Children’s Ark began as a foster care residential program in which mothers who had
lost custody of their children were able to live, full time, with their children in a safe, structured,
therapeutic environment. The hope was to minimize the separation experience between the parent and
child (Kretchmar, Worsham & Swenson, 2005; Worsham & Kretchmar, 1999). Presently, the Ark
functions as an evaluation and intervention center that allows for daily and extended visitation between
children placed in foster care and their parents. At the Ark, parents join their children each week day,
retain the primary caregiving responsibilities under the Ark staff’s supervision, and are required to work
toward improving their capacities for parenting and self-sufficiency. In addition to being with their
children, parents participate in educational programs and in the Circle of Security, a group-based
intervention in which parents learn about their attachment relationships with their children and how to
enhance these relationships (Cooper et. al., 2005; Marvin, Cooper, Hoffman & Powell, 2002). Rachel
and her mother joined the Ark when Rachel was 10 months old.
Rachel: A Teacher of Powerful Lessons: Rachel was born into a chaotic family environment in which
the abuse of her older siblings by her father had already attracted the attention of child protective
services. With her father gone, Rachel remained under her mother’s care in an in-home dependency
issued by the State of Washington. When she was 10 months old, she and her mother were referred to
the Children’s Ark for services after Rachel was diagnosed with multiple delays and failure to thrive.
Rachel and her mother participated in the Ark for 11 months during which time the Ark staff became
increasingly concerned about Rachel’s safety in the home and the impact of Rachel’s home environment
on her development. Rachel’s mother agreed to voluntarily place Rachel in foster care with Janet and
Paul Mann.
Janet Mann became Rachel’s primary attachment figure. In her journey with Janet, Rachel was a
powerful teacher about what all children, but especially hurt children, need to develop to their ultimate
potential and about what even temporary care providers can do to begin to heal the pain of the child’s
past. Janet, an experience foster parent well versed in attachment theory, had the wisdom to listen to
Rachel and to see through Rachel’s complicated behavior to her vulnerability and tremendous need. It is
in Janet’s words that we tell Rachel’s story:
After watching Rachel in the mirror, I was aware of pondering somberly how wounded she was. It was
certainly clear to me that it was a dismal picture she carried in her head about how the world worked,
whether or not she was valuable, how she would be responded to, and whether she could impact her
world. Much of her rage seemed to be aimed at herself; somehow she carried the responsibility for the
misery in her life. What, as a temporary caregiver, could I possibly do to help her?
I knew Rachel’s story, and I knew her family, so it was not hard to imagine how her picture had evolved.
Rachel lived with her mother and 2 older sisters. Her father, who had sexually molested the older girls,
had been court ordered out of the house. Her mother suffered from depression and was fearful and
ineffectual with the older girls. As a result, Rachel’s needs, even her most basic needs, often went unmet
or were delegated to the sisters. Life was chaotic, inconsistent, unpredictable, often frightening, and
punctuated with violence.
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When Rachel came to me she was an aggressive, anxious and rage-filled little girl. Much of her
aggression was aimed at herself. On occasion she also demonstrated aggression toward others. She
often made aggressive sounding noises, like growling, and sometimes engaged in a nervous, haunting
laugh, especially in response to an escalation in her caregiver’s anger. Her activity level shirted easily
into the frantic/frenetic range and often was accompanied by clumsiness and defiance. She showed a
blatant disregard for her own safety; engaging with frequency in danger seeking, or at least “adultgrabbing” behavior. She manifested a general anxiety, moving sometimes unpredictably into an
exaggerated fear and startle response. She was extremely hypervigilant, as well as hypersensitive to the
mood and availability of her caregiver. She demonstrated a very low tolerance for frustration,
accompanied by no expectation that help was available. Occasionally, even a relatively minor
frustration could lead to a rage response. Her behavior was controlling in many ways, especially
around eating. She manifested a general inability to regulate her emotions. She was dismissing of her
own affect and resisted others’ attempts to comfort or soothe her. She was, in fact, resistant to
relationship or any king of intimacy at all and instead was extremely and compulsively self-reliant.
Between her history and her behavior, I could construct a pretty clear picture of what she would expect
in relationship with others, particularly with me as her new primary caregiver. She would not expect me
to meet even her most basic needs. She would expect me and her life to be unpredictable and chaotic.
She would anticipate that I would be emotionally, and often physically, unavailable to her. She would
assume that I could be either frightening or frightened; and that I would allow, and perhaps even
engage in, violence and aggression. She would not expect me to have any tolerance for affect or
intimacy; she would expect to be alone in intense emotion. She would expect me to put my own needs
above hers and to abandon her in many ways.
Conversely, I knew also how I wanted her to see me. If she was to recover and function effectively in the
world she needed to expect me to meet her needs, both physical and emotional. She needed to be able to
count on reliability of routine and relationship. She needed me to be sensitive and available, and to be
able to tolerate and validate her feelings. She needed to feel confident that I would support her
exploration and provide her with comfort and protection, and she needed to trust that repair was
possible. These were lofty goals indeed; goals that I eventually learned to approach in very specific and
conscious ways.
Rachel exhibited all of the signs of a highly disorganized child. The rage she directed at herself and
occasionally at others would, without sensitive intervention, almost certainly predict very troubling
outcomes that are all too common among children in the foster care system (Rosenfield et al., 1997).
Research and clinical accounts tell us that foster children with disturbing behavior may elicit insensitive,
punitive care; may be moved repeatedly as a result of their disruptive behavior; and are sometimes
abused, again, in foster care homes (Kenrick, 2000; Rosenfield et al., 1997). It is not hard to imagine an
otherwise well-intended caregiver shutting down or lashing out in response to Rachel’s rage, which
would only reinforce Rachel’s disturbed models of self and other.
Janet understood Rachel’s rage and other troubling behavior to indicate her profound insecurity and
intense vulnerability, and, as noted above, Janet also identified what she wanted Rachel’s experience to
become. Janet’s professional immersion in attachment theory, object relations theory, and especially the
Circle of Security protocol (Cooper et al., 2005; Marvin et al., 2002) intersected with her daily
experience with Rachel and deeply influenced her caregiving behavior. In conversation with several of
her clinical colleagues, Janet extracted six “principles” that she felt best explained her caregiving
strategies. These principles are powerful lessons about what all children, but especially hurt children,
need. In describing these principles, we use Janet’s words as she tells more of Rachel’s story.
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Principle #1: I am here. You are worth it. The first principle was to frame everything I did and
everything I said with the message: I am here. You are worth it. There are two things that secure
children know: that their caregiver is available should they need them, and that they are worth it (J.
Cassidy, personal communications, July 5, 2002). These were two of the things that Rachel did not
know. Starting with the day she stood before the mirror attacking her reflection, I tried to wrap her entire
life in the message: “You are loveable and you are loved.” First, I was religious about reliability of
routine and relationship, hoping to give her both a sense of security through structure and a sense of
belonging. Bath time, for instance, was always at the same time and done in the same way. I always
followed the same order of things. We always sang the same songs and played the same games. And,
most importantly, perhaps, we always followed the bath with the same ritual: finding my husband
wherever he was so that he and Rachel could have the conversation they had every night in exactly the
same way: “Did you take a bath?” “Bath.” “Are you all clean?” “Clean.” “Did you wash your hair?”
“Hair.” “What do you get now?” “BINKY!”
I filled Rachel’s day with as many routine and ritual experiences as possible. I identified activities that
she particularly enjoyed (e.g., singing songs), and I set aside at least one period of time a day to engage
in them, no matter how difficult the day may have been. Rachel’s life had included far too few of these
“connecting moments,” and I wanted her to experience delight as a regular part of each day.
I believe that predictability became a lifeline for Rachel. If ever I doubted the importance of it to her
emotional well-being, then she was sure to remind me. My faithful practice was to carefully explain to
Rachel everything that was going to happen, especially if it was at all out of the ordinary routine. One
week about half way through Rachel’s stay with me, I went away for a weekend. She was, of course,
distressed and disorganized by my absence, and on Monday morning she was struggling mightily to get it
back together. I took her down to the Children’s Ark with me, and as I sat down she went off to play.
Suddenly I remembered something I needed to do and so signaled a staff member to watch her and went
upstairs. Apparently in my absence she came back to where I had been sitting and noticed that I was
gone. When I returned I sat in the same chair and as she came around the corner and saw me sitting
there again, she burst into heart-wrenching sobs. I was stunned. As her experience became clear to me,
however, it made sense. I picked her up and tried to soothe her while telling her that I was sorry I had
not told her what I was going to do, that it must have scared her that I just disappeared when it was
generally my practice to tell her what was going to happen next. I told her that I understood also that it
must have been particularly frightening for her right on the heels of my weekend away and that she must
have felt abandoned again. I had come to know that Rachel really needed her reality validated; to be
seen, heard, and understood by me were the beginnings of security for her. Like all children, Rachel
needed at least one adult who “got it” about her.
Principle #2: Behavior as need. The second principle was to try always to view her “problem”
behavior as the expression of a genuine need (Cooper et al., 2005). It is so easy to feel personally defied
by the behaviors of children like Rachel; to see them as somehow inherently bad or flawed or even
malicious; or, at the very least, to see them as “acting out” to get attention. Instead, I came to see that
Rachel was simply engaged in an ongoing attempt to get her needs met. Some children, Rachel among
them, have learned that they are generally not heard and that their needs will go unmet unless they can
escalate their “adult-grabbing” behavior high enough that they cannot be ignored. Seeing her behavior as
the expression of a genuine need instead of “acting out,” allowed me as her caregiver to focus on
ferreting out and meeting the need, rather than focusing on stopping the behavior.
One afternoon I was working late at the Children’s Ark. Our clinical director, Sandra Powell, was
watching Rachel in another area of the house. She reported that Rachel was playing happily one
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moment, and the next she was racing around and around pulling magazines off tables and knocking over
lamps. Rather than responding negatively to the onset of the behavior, Sandra recognized it as the
expression of a genuine need (no matter how gracelessly expressed) and responded instead to that. She
picked Rachel up, held her in her lap, and said to her, “I bet you are missing Janet and wanting to go
home. You do not have to run around the room pulling magazines off the table and knocking over lamps
to tell us that, because I am here. You can sit in my lap instead and tell me how much you miss Janet,
and I will comfort you until she is here.” Rachel settled into Sandra, knowing in some way that even if
her particular need to have me was not going to be met at this very moment, just having someone
understand her was enough for now.
Principle 3: Cues and Miscues. As discussed in the Circle of Security protocol (Cooper et al., 2005),
not only will children like Rachel speak louder through their behavior if their bids to have their needs
met are not heard, but they will also learn to speak their caregiver’s specific, unique “language” in order
to stay in proximity with their source of survival. Children who are generally seen, heard, and
understood learn to “cue” their needs directly and anticipate that they will be met. When, as with
Rachel, there are needs that a child’s caregiver is uncomfortable meeting or fairly consistently fails to
meet, that child will adjust her behavior accordingly to stay in at least the approximation of relationship,
and may “miscue” needs. Essentially, the Rachel’s of the world learn to “pretend” like they do not need
something because they have learned that it will be difficult or impossible for the caregiver to meet that
need. My job with Rachel (and the third principle) was to be willing to override and say aloud miscues,
to convince her that I was there and would meet her needs.
Rachel’s miscuing was so firmly entrenched that it seemed like she was not even aware that she had
needs or at least any expectation that they could be met. In the beginning it felt like I was teaching her
how to feel and how to cue. For example, several times she fell down hard enough to draw blood. It
never occurred to her to cry out, look for a responsive other, or seek comfort. Under those circumstances
I would go to her and pick her up and say, “Oh boy, that really looked like it hurt. Let’s go wash it off
and find a Band-Aid. Let me hold you,” and so on.
Whenever I thought Rachel was miscuing me, I tried to figure out what she really needed, what was
really going on, and then reflect aloud what I perceived her to be feeling or needing. It was always, of
course, a guess; but I had little to lose if I was wrong, and if I was right, I had a lot to gain. When I
guessed right, I immediately had Rachel’s attention. Sometimes that was enough to calm her down and
regulate her. Other times I went on to move her to and through intense, genuine, and appropriate
emotion: an important step in healing. And the bonus always was that Rachel had one more experience
of someone “getting it” about her.
Toward the end of Rachel’s stay with me, her new (adoptive) family made several visits to my home.
During their third visit, we were all sitting in the family room talking and watching Rachel play. Her
quality of play began slowly to deteriorate until I thought she might disintegrate completely. I picked her
up and put her in my lap, facing me, and asked her what was going on. She first tried to tell me that she
was fine and then that it was about a problem with a toy; but I took a fairly safe guess and said to her, “I
don’t think that you are fine at all, or that it is about the toy. I think that it is about those people sitting
right over there, and what their being here means.” Unfortunately, Rachel already had had one failed
placement, so I was betting that a family visiting had meaning for her. She froze and looked deeply into
my eyes. Then she looked over at them and back at me and burst into tears. She then could move both
into expressing her feelings freely and talking about them, while allowing me to comfort her. I had the
opportunity to begin in earnest the conversation about her move, to share with her my feelings about
missing her, and to model for her new family how to help her grieve. All of this because of not letting a
miscue go unchallenged.
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Children like Rachel sometimes seem to regress temporarily, either in behavior or in skill level. Rather
than a regression, I see this almost as a child “taking back” miscues; a way for them to say, “I didn’t get
this need met and I want it.” Rachel taught me many things, among them was to understand regression
as a sign of an unmet need. One day I was in the playroom with Rachel, watching television. Without
initially attracting my attention, she brought a baby bottle over to where I was sitting and positioned
herself on my lap as if she were a tiny baby. Once she was fully in my lap, she looked into my eyes and
handed the bottle up to me and said, “You do it.” Somewhat puzzled as to what she was up to, I did
figure out that she wanted me to feed her the bottle…and so I did. After a moment she took the bottle
out of her mouth and said, “Blankie too.” Then I understood. I got a blanket, wrapped her up and
cuddled her, rocked her, and fed her the bottle while affirming for her, “You didn’t get enough of this
when you were a little tiny baby, did you?”
Principle 4: “Being With.” I realized quite early on that the only way to get Rachel somewhere else
emotionally was to be with her wherever she was. Not only was it important for her to know she had
feelings and to feel them, but it was also important for her to feel met or held wherever she was.
Wherever she was, I wanted her to feel validated, understood, and even joined. Because this was not the
dance she had learned as an infant and because she had learned to shut down her feelings very early on, I
found myself actually actively encouraging these walks through intense emotion. Thus, the fourth
principle became to be willing to “be with” her in intense emotion rather than trying to make it stop.
I had learned early in my relationship with Rachel that when she was struggling internally with
something that was difficult for her to manage, signals or cues became apparent if I was paying attention.
Her play became less focused and her activity level more frantic and frenetic. She became more clumsy,
almost as if losing control of her external being as her internal being struggled. Often her posture with
me became much more openly defiant. I always tried to catch these signals so that I could go about
helping her sort out what was going on. One particular evening I remember all of these signals
happening one after the other, culminating in her standing on top of the coffee table, just a few feet from
me, with her hands on her hips, looking right at me. After taking her down several times only to have
her climb right back up, I finally put her on my lap facing me, held her firmly, against some resistance,
and said to her: “I am going to help you figure out what is going on. Looks like you need some help.
Looks like you are asking for help.” Then I took my best bet as to what was going on. In this case it was
a pretty good guess that she was emotionally disorganized by a sudden and unpredictable increase in
visits with her mother. So, I went on to say to her, “You saw Mom today; you have seen Mom a lot this
week. That is confusing. You don’t know what to think. You want Mom, but she is never there for you.
It makes you sad. It makes you mad.” I let her know that it was okay to have whatever feelings she was
experiencing, that it was okay to let them out, and that I was there for her and would go with her. As my
own voice and emotion intensified, so did hers, until she finally collapse into my arms in shuddering
sobs that lasted that night for 40 minutes. It is interesting to note that after these sessions Rachel was
always a different child. Her play became much calmer and more focused. She was less clumsy. She
was not just less defiant but usually became quite affectionate. That night I got down on the floor
because I knew she often returned to me with affection. The experience had been intense enough for me
that I had tears in my eyes as I sat and watched her. She eventually came back and sat in my lap facing
me, looked up into my eyes, and slowly wiped away my tears.
Principle 5: Repair. Despite my best efforts, there were times that I failed Rachel miserably, moments
during which I disrupted our connection and challenged her trust. As a general rule I like to consider
disruptions in a relationship an opportunity to repair the building blocks to intimacy (Siegal & Hartzell,
2003; Stern, 1985). Disruptions in a relationship as fragile as ours, however, with a child for whom trust
is just emerging, can represent a major setback.
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Rachel is a small child and came to me very thin. When she was sick, she seemed to stop eating
altogether, and the pounds just fell away. So when she got pneumonia, lost her appetite, and started
losing weight that winter, I was naturally very concerned. After several days had passed during which it
seemed to me she had eaten absolutely nothing, my concern turned to worry, then panic, and eventually
to something that felt a lot like anger. After trying every trick of the trade and all of her favorite foods to
no avail, I recall making something of a conscious decision not to show her how angry I was becoming.
To manage my own emotion, however, I chose instead to shut down and I withdrew emotionally from
her. I got her down from the highchair, moved with her to the playroom, and tried to move on. It took
me a full 30 to 40 minutes, however, to regain my emotional balance. I recall not even being able to
look at her during that period of time. I eventually rallied, but my reaction had apparently been enough
for her to go to that old familiar place of “You are not there for me…I don’t need you. I know how this
works.” From that moment on it seemed that all we had gained was lost. Rachel went far, far away,
back to her old compulsively self-reliant self, and she did it in very concrete and specific ways. By this
time in our relationship when I came into the house or into the room, Rachel ran toward me with her
arms in the air shouting, “Up, up.” Following this incident, she instead started toward me, but stopped
abruptly a few feet away, turned her back to me, and walked away. She had also established a rhythm of
coming in to “touch base’ with me when we were in the same room together, then going out again. She
stopped coming in to touch me at all. She returned my favor of gaze aversion and stopped looking at me
or referencing me in any way as well. Every day felt like an eternity, and all the while I was working
particularly hard to repair with her, giving her language to let her know that I was there for her, staying
attentively focused on her hoping to catch and respond to her subtlest cue, and taking responsibility – out
loud – for the disruption in the relationship. Finally, after 3 long days, Rachel came back. And she came
back as concretely and specifically as she had gone away. She began coming all the way in and up into
my arms when I entered the house or the room after an absence. She reestablished her rhythm of coming
in and touching when we were in a room together. On one occasion in particular, she came in, turned
around, and leaned against my legs, then picked up my hands and wrapped them around her and held
them there tightly. After her bath at the end of the third day, I got her out and stood her up on a towel on
the floor as usual. I was used to having to keep at least one hand on her at all times during bath time.
Even when she was fairly settled, she was a very energetic little girl and into everything. That night I
remember being aware of how still she seemed as I stood her on the floor, and I carefully took both
hands off her and looked into her eyes. She stood motionless, returning my gaze until she fell totally into
my arms. I remember thinking that it very much felt as if she were saying to me, “I am going to trust that
this is different, that I can come back.” I identified as the fifth principle as whenever possible to manage
and/or contain my own negative emotional state; and when it was not possible, to acknowledge that to
Rachel and work with her to repair.
Principle 6: State of Mind. There is some question in my mind as to who benefited more from the 13
months we had together. My life changed in profound ways in relationship with Rachel. She opened up
my heart: both to new ways of being and to very old painful wounds. She gave me access to parts of
myself that I didn’t even know existed and shook my sense of myself to the very core. This was course
not always an easy or comfortable process. Many of her needs stirred in me intense emotion related to
my own history. As a trusted friend so wisely commented,
My hunch is that Rachel touches you in a place that is both new and very personal, that is, deeply “old.”
Someone like Rachel is universal in her realness and her sacred goodness – a realness that is rarely
responded to with the kind of sensitivity we require. I can’t imagine that you had the kind of attunement
that you deserved at this “Rachel place” and hence your availability to her brings up the grief and
emptiness of what you most needed (K. Hoffman, personal communication, October 7, 2002).
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I couldn’t help but wonder about and try to track how my own “stuff” was impacting my responses to
her. Thus, the last principle: When struggles continued, reflect on my own experience with a trusted
other, especially the impact of my state of mind was a caregiver.
Conclusion: Janet and Paul Mann and their staff at the Children’s Ark provide an example of the best of
foster care. In particular, Janet’s capacity to be a sensitive, responsive caregiver (a secure base); to be
“in relationship” with a child, even when the relationship is temporary; to understand that the “bad
behavior” of hurt children is a reflection of the child’s pain and should be responded to with compassion
rather than punishment; to be vigilant to miscues and aware of disruptions in the relationship; and to
understand and reflect on her own vulnerabilities, have made her an exceptional foster parent. She has
also acknowledged that foster parenting can be, and often is, difficult and painful and that foster parents
need more support than they typically receive.
The purpose of this article was not to be prescriptive but rather to share some insights about the process
of providing care to a deeply disorganized child, who we expect is not unlike many children in foster
care. We also hope that these ideas fuel further discussion about what can be done to improve the foster
care system and ultimately to improve the lives of the many hurt children who experience foster care.
Janet’s Epilogue: After a long and carefully planned transition, Rachel is now in her permanent home.
Her new parents have shown a stunning capacity to understand Rachel and her needs and the courage
and wisdom to help her complete her journey. Rachel is hard at work grieving all her losses and raging
at her pain. She talks at a very young age and with amazing competence and heart-wrenching clarity
about the agony of her losses and the cost of the trauma she endured. She has overcome an early
diagnosis of multiple developmental delays and is at or above age in most developmental areas. She is a
classic example of the emotional and developmental impact to children of environmental deprivation
and relational trauma. Fortunately, she is also a symbol of hope and testimony to what a strong young
human spirit and experiencing relationship in a different way can accomplish. Her struggle is far from
over, but she is a survivor.
On a recent visit to see Rachel, I was struck by how far she has come from that little girl raging at
herself in the mirror. She came immediately to me and climbed into my lap. She started with, “I miss
you, Janet.” I told her that I miss her too and that every morning I wake up and wonder what she is
doing, what she is wearing, and what she is thinking today. To each thing I mentioned, she responded,
“I like that, Janet.” Finally, she cuddled into my chest for what seemed like a very long time, then sat
up, looked clearly and steadily into my eyes, and said, “That is my smell.”
 End of Article 
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Chapter 8: Reporting Requirements for Licensure and Mandated
Reporting
As a licensed foster care provider you will be required by law
to report certain issues that affect your license or affect the lives
of children. Some of the things that you are required to report
include significant changes in your own family such as serious
illness, plans to move, the addition of family members etc. In
addition you are required to report diseases and information
regarding child abuse and neglect. These issues will be covered
in more detail in this chapter.
Communicating with your child’s caseworker is essential. It is the recommendation that if you are not
sure whether something should be discussed or reported--error on the side of safety for the child and
report it.

Public/Private Information about You as a Provider
As a licensed foster care home, much of the information contained in your file becomes public
information. This information such as your name, address and telephone number may be made available
to persons inquiring to our agency. The parents of the children who will be placed in your home also
have a right to this information. However, discretion is used regarding when this information is shared
with the parents. Imagine for a moment that your child does not return home from school. A police
officer contacts you to tell you that they have taken your children into custody and have put them in a
safe place. Most parents would be frantic and would have little trust in the law enforcement officer.
After all, what may be safe to one person may not be safe to another. Most often when children come
into care, especially on an emergency basis, your address and phone number are not given to the parents
the first night.
Foster parents need to realize that their identities can only be protected for a limited amount of time
unless it has been determined that such disclosure would pose a risk of harm to a child or foster family.
In most circumstances when the situation has deescalated and the parent and foster parent are introduced
much of the anxiety is relieved. It may help to review the chapter on working with the natural families.

Safety Planning
Your family should consider how family members and others who will be having contact with the foster
child and/or parents of the child should respond to unexpected situations. Family members, children,
relatives, babysitters and other substitute care providers should be taught telephone skills, how to access
emergency assistance if needed and how to respond to problems that may arise.
Foster providers and their family members are NEVER expected to put their own health or safety in
jeopardy to protect a child. Until a parent’s rights are terminated, parents remain that child’s legal parent
and have both responsibilities for the child’s safety and the right to make decisions for their child. If a
parent should make an unexpected contact with a foster parent and demand that the child is turned over
to them, foster parents should immediately contact authorities to resolve the situation. (Becker County
Sheriff’s Office, 218-847-2661). Again, although foster parents may have to use skills of conflict
resolution to discuss with a parent their choices and consequences of their actions, we do not expect
foster parents to place their own safety ahead of the child’s.
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Communicable Disease Reporting
If a child in your care or a member of your household is diagnosed with a serious contagious illness or
parasitic infestation, advise the child’s caseworker and the licensing worker within 24 hours. This
may prevent the spread of disease to other persons who have had contact with the infected individual or
others who have been exposed. It will also assist in the detection of the source of illness. A list of these
reportable serious communicable diseases is as follows:
Acquired Immune Deficiency Syndrome (AIDS)
Amebic Dysentery
Amebiasis
Anthrax
Babesiosis
Blastomycosis
Botulism
Brucellosis
Campylobacteriosis
Cat scratch disease
Chancroid
Chlamydia trachomatis infections (nonspecific urethritis,
cervicitis, salpingitis, pneumonia)
Cholera
Chryptosporidiosis
Dengue virus infection
Diphtheria
Diphyllobothrium latum infection
Encephalitis (all types)
Esterichia coli infection
Echinococcosis
Foodborne Illness
Giardiasis
Gonorrhea infections (including gonococcal salpingitis,
ophthalmia Neonatorum)
Haemophilus influenzas disease (only invasive disease
including epiglottitis, cellulitis, bacteremia and meningitis)
Hantavirus infection
Hemolytic uremic syndrome
Hepatitis, Viral (types A, B, and non-A. Non-B)
Herpes simplex infections (neonatal, less than 30 days of age,
disease only)
Histoplasmosis
Influenza
Influenza (unusual case incidence or laboratory confirmed
cases)
Kawasaki disease
Lead (poisoning and undue absorption)
Legionellosis
Leprosy
Leptospirosis

Listeriosis
Lyme Disease
Malaria
Measles
Meningitis (all types)
Meningococcemia
Mumps
Mycobacteriosis
Occupationally Related Diseases
Ophthalmia Neonatorum
Pertussis (whooping cough)
Plague
Poliomyelitis
Psittacosis
Q Fever
Rabies (animal and human cases and suspects)
Retrovirus infections (other than HIV)
Reye’s Syndrome
Rheumatic Fever (cases meeting the Jones Criteria only)
Rocky Mountain Spotted Fever
Rubella and Congenital Rubella Syndrome
Salmonellosis, including typhoid
Shigellosis
Smallpox
Staphylococcal disease (Staphylococcus aureus outbreaks only)
Streptococcal disease (only Streptococcus agalactieae (Group
B0 neonatal, less than 30 days of age, disease)
Syphilis
Tetanus
Toxic Shock Syndrome
Toxoplasmosis
Trichinosis
Tuberculosis
Tularemia
Typhus
Yellow Fever
Yersiniosis

When to Call the Agency for Other Things
Our agency is open Monday-Friday 8:00 a.m.-4:30 p.m. Your child’s caseworker should provide you
with their extension number. The worker’s voice mail can be accessed 24 hours/day. If you do not
know who your child’s worker is and have questions or concerns, our central phone number is218-8475628. This will connect you with the receptionist who can transfer your call to the appropriate person to
answer your question. After hours, calls involving foster children need to be referred to the Becker
County Sheriff’s Office at 218-847-2661. If the situation requires an immediate response, law
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enforcement will either handle the situation, or contact your caseworker at home for assistance. In
general, case managers can only be accessed through law enforcement.
Call the agency during working hours when:
1. Behavior changed and/or the child has difficult behavior problems that the agency may not be
aware of.
2. The child is involved with illegal activities. Please remember this includes sexual activity if the
child is under 16 years of age, chemical consumption, truancy and running away.
3. A child returns home from a visit and acts out.
4. A child makes/does suicidal/harmful statements and/or actions.
5. You suspect sexual, physical, emotional, medical, educational abuse/neglect or threatened injury.
6. Special needs of the child are not being met.
7. You are burned out, frustrated, or feel unable to manage a child’s behavior
8. You have concerns about a child’s well-being.
9. Any changes in marital, residence or employment status.
10. You plan to be out of town or out of state with the foster child.
11. You plan to use a substitute for the child. (10 day notice to agency).
12. A child has received an injury that has required medical or dental attention.
13. If there is a fire in your home.
14. If anyone in your household receives treatment or counseling for chemical dependency, alcohol,
drugs or other related issues or is convicted of a misdemeanor, gross misdemeanor or felony
offense.
15. Anyone in your home or care has been diagnosed with or exposed to a serious contagious disease
or parasitic infection.
16. You are contacted by another county or agency other than social services (i.e. probation)
requesting placement of a child into your home.
Call the Sheriff’s Office/Police Department when:
1.
2.
3.
4.
5.

A foster child dies.
A foster child is injured and hospitalized.
A foster child perpetrates on another child.
A foster child is seriously talking about suicide or imminent harm to his/her self or someone else.
You need to report an incident of abuse/neglect after our agency’s working hours.

Although caseworkers should notify the licensing unit of the addition and termination of placements in
foster homes, the licensing worker and other placement workers may not always be aware of the current
number of placements and conditions under which children have been placed. We need to be able to
screen and match children coming into the foster homes and consider whether or not that child is
appropriate for a particular home at that time. It is greatly appreciated when foster parents can keep the
licensing worker notified of the admissions and terminations of placements.
What to Do When You Can’t Reach Your Worker
Leave a thorough phone message. Include your name, telephone number, what you are calling about and
indicate the degree of importance to your message. If you have left more than one message, indicate
what number message this is. Remain professional and be assertive, not aggressive. Make sure an
emergency is a true emergency.
Give a time or times to call when it will be best for your worker to return your call.
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If you don’t have any luck reaching your worker, send a message in writing and keep a copy for yourself.
If you have access to Internet, E-mail your worker. For confidentiality reasons, do not identify the
child/family by name. A printed copy of each E-mail correspondence includes the date and time of each
letter and may help you keep accurate records of your communication.
If at all times you have been professional, honest, calm, and respectful and you have tried all of the
above and have not been successful, you can follow the chain of command and contact the worker’s
supervisor.

Community Resources

Agency
Adult Basic Education/GED

Contact Information
900 Highway 34 East
Detroit Lakes, MN 56501
Phone: 218-844-5760
www.dlcommunityed.com

Alternative Learning Center
(ALC)

900 Highway 34 E
Detroit Lakes, MN 56501
Mailing address: 702 Lake Ave.
Detroit Lakes, MN 56501

American Cancer Society

Anishinabe Legal Services

Phone: 218-844-5687
Fax: 218-844-6888
Lori Bachmann
20706 County Hwy. 32
Rochert, MN 56578
Phone: 218-847-4725
Central Office
411 First St. NW, PO Box 157
Cass Lake, MN 56633

Battered Women’s Group

Phone: 800-422-1335
or 218-335-2223
Fax: 218-335-7988
218-847-8572

Becker County Community
Health

Operated by Lakes Crisis Center
712 Minnesota Ave.
Detroit Lakes, MN 56501

Services Available
Adult Basic Education (ABE) is available
statewide at no cost to adult learners. The
ABE curriculum umbrella includes Adult
Diploma, GED, English as a Second Language
(ESL or EL), Family Literacy, Basic Skills
Enhancement, Workplace Literacy, and U.S.
Citizenship/Civics.
Intervention: Educational programs for
students who are "at-risk" of not graduating
from a traditional education program. Seat
Based Program: Provides options & support to
students to help them overcome educational
barriers. Lakes Recovery School: Provides
support to students who have successfully
completed outpatient or inpatient treatment.
Programs and services to help people with
cancer and their loved ones understand cancer,
manage their lives through treatment and
recovery, and find the emotional support they
need.
Provides free legal assistance to low-income
individuals living on or near the Leech Lake,
Red Lake, & White Earth Reservations in
Northwestern Minnesota.

Support Group for Battered Women

Phone: 218-847-5628
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Breastfeeding Support, Car Seat Education,
Child & Teen Check-ups, Emergency
Preparedness Activities, Home Visiting,
Family Planning, Health Education,

or 866-454-5628
Fax: 218-847-6738
Becker County Court
Administration

913 Lake Ave.
Detroit Lakes, MN 56501

Becker County Extension
Service

Phone: 218-846-7305
1120 8th St. SE
Detroit Lakes, MN 56501

Becker County Food Pantry

Becker County Human
Services

Immunizations, Maternal Child Health
Services, PCA Assessments, Pregnancy
Testing, Prenatal, Childbirth & Newborn
Education, Waiver Case Management, WIC
Conducts and manages the daily
administrative, technical, & support operations
of the court and the processing of cases.
Family Resiliency: Parents Forever, Partnering
for School Success, Families with Teens,
Personal Finance. Family Development Online
Courses. Health & Food. Supporting Military
Families. Supporting Farm Families.

Phone: 218-846-7328
Fax: 218-846-7270
mnext-becker@umn.edu
1308 Rossman Ave.
Detroit Lakes, MN 56501

Provides food to people in need.

Phone: 218-846-0142
712 Minnesota Ave.
Detroit Lakes, MN 56501

Adoption, Adult Mental Health Services,
Chemical Dependency Services, Child Care
Assistance, Child Protective Services, Child
Support Enforcement, Children’s Mental
Health Services, Developmentally Disabled
Services, Emergency Assistance, Financial
Assistance, Food Stamps, Foster Care, Medical
Assistance (MA), Minor Parent Case
Management.
Provides probation supervision services for
juveniles & adults. Coordinates Community
Service Work Program for juveniles & adults.
Offers a Diversion Program for first-time
juvenile offenders. Provides educational
programming for juvenile offenders, including
the Thinking for a Change Cognitive Skills
Class, the Know More Alcohol Education
Class and a Shoplifting Awareness Class.
Assists in the facilitation of the Becker County
Domestic Violence Program for adult
offenders.
Law Enforcement Services

Phone: 218-847-5628
Fax: 218-847-6738

Becker County Probation

913 Lake Ave.
Detroit Lakes, MN 56501
Phone: 218-846-7303

Becker County Sheriff

925 Lake Ave.
Detroit Lakes, MN 56501
Phone: 218-847-2661
Fax: 218-847-1604

Becker County Transit
Boys & Girls Club of
Detroit Lakes

Maximum Security Jail
218-847-2939
Minimum Security Jail
218-844-6340
Phone: 888-847-1674
or 218-847-1674
Fax: 218-847-6738
150 Richwood Road, PO Box 83
Detroit Lakes, MN 56502-0083
Phone: 218-847-5700

Cathy Hjelle Counseling &
Associates

1790 32nd Ave S Suite #3
Fargo, ND 58103-5937

Economical transportation; door-to-door for
passengers with special needs. Monday –
Friday 8a.m. to 6 p.m.
Provides structured programming for children
between 5 & 18 years of age. School year
programming is offered between September &
May. Summer programming is offered
between June & August.
Relationship counseling: family, children &
couples. Issues counseling: depression,
anxiety & stress.
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Child Care Resource &
Referral

Children’s Groups
Children’s Mental Health

Phone: 701-238-2938
Lakes & Prairie CAP
715 11th St. N, Suite 402
Moorhead, MN 56560

Child care search tool also available on
website.

Phone: 800-452-3646
or 218-299-7000
Fax: 218-299-7547
www.lakesandprairie.net
Phone: 218-847-8572
Phone: 218-850-HELP or
877-380-3621

Circle of Parents
Detroit Lakes Police Dept.

Phone: 218-847-8572
Phone: 218-847-4222
Fax: 218-846-3225

Divorce Education Classes
Down on Violence Every
Day (DOVE)

Phone: 218-847-7446
White Earth Tribal Victim Services
PO Box 70
Naytahwaush, MN 56566

Dress for Success

Crisis Line: 800-543-0629
Phone: 877-830-3683
0r 218-935-5554
421 Fifth St.
Hawley, MN 56549

Women who are seeking employment can meet
with a personal shopper who helps them find
professional clothing & accessories which
helps the woman look polished & provides
confidence necessary to make a good first
impression. When the woman successfully
obtains employment, she can return to the
boutique for a week's worth of clothing for her
new job. Women can also access Career
Centers in both Hawley and Fargo to help them
look for employment, polish their resume, or
get assistance with any stage in the job search
process.
Program for all families with children birth
to kindergarten. Helps parents provide the best
possible environment for child's learning &
growth. No income or special needs
guidelines.
Health services. Clinic attached to hospital.

Phone: 218-483-3145
Fax: 218-483-3149

Early Childhood Family
Education & School
Readiness

204 E. Willow
Detroit Lakes, MN 56501

Essentia Health Clinic

1027 Washington Ave.
Detroit Lakes, MN 56501

Essentia Health St. Mary’s

Fare for All (FFA)

Operated by Lakes Crisis Center
24-hour crisis hotline. Comprehensive crisis
response program. Assessment to determine
how stressful events or circumstances are
affecting the child. Intervention focuses on
helping the child and family cope.
Stabilization focuses on helping them remain
stable.
Operated by Lakes Crisis Center
Law Enforcement Services. Also provide a
range of services from assisting on fire &
medical emergencies to vehicle lockouts &
nightly business checks.
Operated by Lakes Crisis Center
Provides services to Native American women,
men & youth who are victims of sexual assault,
domestic violence, stalking, dating violence,
elder abuse, trafficking & general crime. Must
live on or near the White Earth Reservation.

Phone: 218-847-4418

Phone: 218-847-5611
or
800-224-5888
1027 Washington Ave.
Detroit Lakes, MN 56501

Hospital & emergency room services. Clinic
attached to hospital.

Phone: 218-847-5611
Plainview Church of Christ

Purchases fruits, vegetables and frozen meat in
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Fathers’ Resource Program

Brian Grandpre, LICSW

HeatShare (Salvation Army)

205 First Street North East
Plainview, Minnesota 55964

bulk to provide balanced, nutritious options
made available at 73 sites across the metro.

Phone: 800-582-4291
food@plainviewchurchofchrist.org

Plainview Church of Christ is a Host Site
for Fare For All foods. Order direct from FFA
by calling 1-800-582-4291 & pay with EBT,
Debit or Credit card. Specify that the order is
an "add on" to the Plainview Church of Christ
order.
Support to parents so that children will feel
secure, loved and connected to their parents.
Includes legal advocacy, parent education,
assistance to parents in completing ProSe
Motions, one-on-one support, assessment,
information & referral & help with conflict
resolution.
Mental Health Professional

Mahube-Ottwa, Fergus Falls
Lori Wheelright: 218-739-3011
lwheelright@mahube.org
or
Mahube-Ottwa, Wadena
Lynn Nesland: 218-632-3600
lnesland@mahube.org
Solutions Behavioral
Offices in Detroit Lakes, Moorhead,
Fergus Falls & Alexandria
Phone: 866-455-6417
Cell: 701-212-3684
northernwolf@cableone.net
Phone: 800-842-7279
or 218-287-2213

Hospice of the Red River
Valley

1111 Hwy. 10 E.
Detroit Lakes, MN 56501

Housing & Redevelopment
Authority (City)

Phone: 218-847-9493
Fax: 218-846-1446
1111 Washington Ave.
Detroit Lakes, MN 56501

Provides emergency utility assistance for
people with no place left to turn. Call your
utility provider for more information.

Phone: 218-847-7859
Housing & Redevelopment
Authority (County)

Kid Connection Group
Lakeland Mental Health

Midwest MN Community
Development Corp.
119 Graystone Plaza, Suite 100
Detroit Lakes, MN 56501
Phone: 218-847-5641
Fax: 218-844-6345
Phone: 218-847-8572
928 SE 8th St.
Detroit Lakes, MN 56501

Operated by Lakes Crisis Center
Provide mental health services to adults,
children & their families. Staff access medical,
social & educational services in the community
& will monitor &continue to reassess needs.

Phone: 218-847-1676
24-Hour Emergency #:
800-223-4512
Fax: 218-847-1678
Lakes Counseling Center

Provides complete care for terminal patients &
families including medical, emotional,
spiritual, practical & grief support. Grief
support services available to community at
large.
Responsible for the management & operation
of local public housing program to provide
decent & safe rental housing for eligible lowincome families, the elderly, & persons with
disabilities. Pleasant View Apartments.
County program administered by MMCDC.
Safe & affordable housing,

Emergency mental health services are available
during regular business hours in all office
locations. On evenings, weekends & holidays,
call the 24-hour emergency number.

1000 Eighth St. SE
Detroit Lakes, MN 56501

Outpatient treatment center for substance abuse
& dependency. Provide services for adults,
adolescents & their families. Also offer initial
consultations to determine if substance abuse
issues are present as well as alcohol &

Phone: 218-847-0696
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Lakes Crisis Center

Legal Services of Northwest
Minnesota

Life Choices Counseling

Lutheran Social Services

1339 Pelican Lane
Detroit Lakes, MN 56501
Office Phone: 218-847-8572
Crisis Lines: 218-847-7446
or 877-754-9683
lcrcdl@lakescrisis.com
1015 7th Ave. N., PO Box 838
Moorhead, MN 56561-0838
Phone: 218-233-8585
or 800-450-8585
Fax: 218-233-8586
legalaid@lsnmlaw.org
900 Hwy. 34 E.
Detroit Lakes, MN 56501

Provides legal representation & community
legal education to low-income & elderly
persons. Representation focuses on priority
cases, generally those most critical to life,
health, safety, shelter, & basic subsistence
income.
Counseling: Child & adolescent guidance,
marriage, family, child & individual.

Linda Pagenkopf, LICSW
Phone: 218-844-5465
Cell: 701-205-2592
Linda@LifeChoicesCounseling.com
Wells Fargo Bank Building
211 Holmes St. W., PO Box 455
Detroit Lakes, MN 56502-0455
Phone: 218-847-0629
Fax: 218-846-1285

Mahube-Ottwa

chemical dependency assessments & Rule25
assessments.
Educational seminars for DUI & minor
consuming offenses also provided.
Serve women, men, children & families who
have been affected by violence, trauma or
crime.

1125 W. River Road, PO Box 747
Detroit Lakes, MN 56502-0747

Partners in Parenting

Phone: 218-847-1385
Fax: 218-847-1388
dloffice@mahube.org
Phone: 218-847-1055

Poison Center
Power of Change
Prairie St. John’s
Psychiatric Center

Phone: 800-222-1222
Phone: 218-847-8572
510 4th St. S.
Fargo, ND 58103

REACH (Rural Enrichment
and Counseling Headquarters)

Main Phone: (701) 476-7200
or 800-242-7837
Needs Assessment: (701) 476-7216
or 877-333-9565
Fax: 701-234-8511
421 Fifth Street PO Box 237 Hawley, Minnesota 56549

Counseling: Anxiety, Attention Deficit /
Hyperactivity Disorder (ADD/ADHD), bipolar
disorder, depression, emotional regulation,
family relationships, oppositional behaviors,
parent/child relationships, personality
disorders, posttraumatic stress disorder
(PTSD), self-inflicted injury, stress
management, trauma & abuse recovery.
Child Care Resource & Referral, Energy
Assistance, Family Development, Head Start &
Early Head Start, Housing Programs, Retired
& Senior Volunteer Programs, Weatherization.
After school mentoring program for pregnant
& parenting teens. Operated by the ALC.
Free & confidential service
DUI Classes operated by Lakes Crisis Center
110-inpatient bed facility offering services for
children, adolescents and adults to address
mental health issues, chemical dependency
addiction or co-occurring disorders.

Phone: 218-483-3145
Fax: 218-483-3149
director@ruralenrichment.org

Provides support to families functioning under
conditions of stress. Staff encourage selfsufficiency & assist people with necessities
such as food, clothing, & emergency heat &
energy assistance. Individual & family
counseling available.

Store: 208 Sixth Street
Hawley, MN 56549

Operate REACH Reusables Secondhand Store
& provide vouchers to clients for basic
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Regional Treatment Center

Rural Minnesota CEP, Inc.

Sanford Behavioral Health
Clinic (formerly MeritCare)

necessities. Store also open to general public.

Phone: 218-483-4225
Human Services Dept.
1400 N. Union Ave.
Fergus Falls, MN 56537

Outpatient treatment for chemical dependency

Phone: 218-739-7200
WorkForce Center
803 Roosevelt Ave., PO Box 1108
Detroit Lakes, MN 56502-1108
Phone: 218-846-7377
1245 Washington Ave.
Detroit Lakes, MN 56501
Phone: 218-846-2000
Fax: 218-846-2242

Sanford Health Clinic
(formerly Merit Care)

1245 Washington Ave.
Detroit Lakes, MN 56501

Sexual Assault Groups
Social Security Office

Phone: 218-846-2000
Phone: 218-847-8572
1023 W. Lincoln Ave.
Fergus Falls, MN 56537
Phone: 218-739-1025
or 800-772-1213
Hours: Monday, Tuesday, Thursday
& Friday – 9 a.m. to 4 p.m.
Wednesdays – 9 a.m. to noon.

Suicide Prevention
Veterans’ Office

www.ss a.gov
Phone: Automated Assistance - 800772-1213
Can send e-mail via website
Phone: 800-273-8255
Courthouse, First Floor
915 Lake Ave
Detroit Lakes, MN 56501

Work & work preparation programs for adults,
youth & senior citizens including basic skills,
career direction, classroom training,
employment planning, job search, job training,
life skills, & work experience.
Help individuals who are struggling with
anxiety, depression, psychological & emotional
stress reactions & behavioral needs. Offer
outpatient, partial hospital & inpatient services
for adults & outpatient care for children &
adolescents.
Health services

Operated by Lakes Crisis Center
Provide information about Supplemental
Security Income (SSI) benefits for children
with disabilities or Supplemental Security
Disability Insurance (SSDI) for children whose
parent/s have disabilities.

Assists in claims processing for veterans'
benefits. Hours: Mon-Fri - 8 am - 4:30 pm

Lauri Brooke - Veterans Service
Officer

Vulnerable Adult

White Earth Housing

Phone: 218-846-7312
or 888-260-0580
Fax: 218-846-7325
Becker County Human Services
712 Minnesota Ave.
Detroit Lakes, MN 56501
Phone: 218-847-5628 Ext. 5382
After hours: 701-235-3620
Donna Fairbanks, Executive
Director
3303 US Hwy. 59
Waubun, MN 56589
Phone: 218-473-4663
or 800-726-4106
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This program provides services to vulnerable
individuals including frail, elderly & disabled
individuals.

Housing/rental assistance. Grants available to
home owners for home improvements.

White Earth Indian Child
Welfare

Fax: 218-473-2910
dfairbanks@whiteearthhousing.com
State Hwy 224
Ogema, MN 56569
Mailing Address:
PO Box 358
White Earth, MN 56591

White Earth Indian Health
Services

White Earth Employment &
Training

White Earth Tribal Mental
Health

Women’s Wellbriety for
Mothers & Children

Services: Assessment, attorney, child
protection, educational neglect program, family
preservation/child welfare, independent living
skills/SELF, intake processing, visitation.
** Child must meet the American Indian Child
Welfare Initiative guidelines **

Phone: 218-983-4647
Fax: 218-983-3712
40520 County Hwy. 34
Ogema, MN 56569

Health services

Phone: 218-983-4300
Fax: 218-983-6307
Doreen Stone, Director
2531 310th Ave., PO Box 70
Naytahwaush, MN 56566

Employment assistance

Phone: 218-935-5554 Ext. 3213
Fax: 218-935-0480
Doreen.stone@whiteearth-nsn.gov
35686 County Hwy. 21
PO Box 300
White Earth, MN 56591
Phone: 218-983-3286
or 800-950-3248
Fax: 218-983-4236
angelab@whiteearth.com
2388 State Highway 200
Mahnomen, MN, USA, 56557

Culturally appropriate mental health services
for White Earth Tribal members & their
families who reside on or near the White Earth
Reservation.

Residential short & long term substance abuse
treatment. Offer residential beds for children
of clients.

Phone: 218-936-5653
Hot Line: 866-839-5473

Mandated Reporting of Child Abuse
Children who are experiencing abuse and neglect need help from the people in their community. A safe
community where children can live and grow among caring adults does not just happen. Providing a
safe community for children takes determination, commitment on the part of everyone. Anyone may
report abuse or neglect. However, as a licensed foster care provider, you are a mandated reporter. In
other words, you have a legal obligation to make a report if you know or have reason to believe that a
child is being neglected or abused or has been neglected or abused within the past 3 years. Other
mandated reporters include: doctors, dentists, educators, day care staff, group home staff, therapists,
clergy, pharmacists, social workers, a guardian ad litem, and nurses. Anyone who reports child abuse or
neglect in good faith is immune from any civil or criminal liability. The reporter’s name is confidential,
accessible only upon consent of the reporter or by court order. Failing to report is a misdemeanor. If
you’re uncertain whether or not a situation should be reported, contact the licensing worker or a child’s
caseworker or intake worker at the social services agency.
You may make a report either to your local social services or law enforcement agency. If a child is
abandoned or in immediate danger, contact your local police or sheriff’s department. Law enforcement
officers can remove the minor from the threatening environment in order to protect the child. Provide as
much information as you are able regarding the alleged abuse and neglect. You will be asked your name,
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phone number, and what happened to the child and when, where the child is now, the names and
addresses of parents and care givers, and any first-hand knowledge you have about the child or family.
As a mandated reporter, you must file a written report within 72 hours, exclusive of weekends or
holidays of your verbal report. Both child protection and law enforcement, after receiving your report,
notify the other and work cooperatively in the assessment and the investigation of the report. Please also
refer to your booklet included in your licensing packet entitled, “Reporting Child Abuse & Neglect.”
As a foster parent you are not only required by law to make reports of abuse or neglect of children, but
you will very likely come across the opportunity to do so whenever there are children in your care. One
of the most consistently posed theories about child abuse is that it is grossly under reported. It’s
estimated that only two-thirds of all sexual abuse victims report being molested to anyone, due to
feelings of helplessness and guilt and fears of separation and retaliation. And it’s difficult to establish
how many parents, teachers, coaches, or other adults have been told of abuse or have observed likely
symptoms but have failed to report. Some say they weren’t sure enough to report; some didn’t believe
the children; others were ignorant of what to do and where to go; others empathized with the family’s
desire for privacy and control; and still others feared involvement or retaliation.
The legal concept of a mandated reporter is relatively new. There were not national or state laws
enforcing reporting of child abuse prior to 1960. National legislation was enacted in 1974 (Public Law
93-247), addressing the prevention and treatment of child abuse and neglect, including sexual abuse.
And by 1975, every state had instituted some sort of mandated reporting law. Minnesota first passed
such legislation in 1963, providing protection for children from physical abuse, which included sexual
abuse. In 1978, child neglect was added to the statute, and over the last 10 years, a number of provisions
have been added to the law, making it more specific and inclusive.

How to Make a Report
Mandated reporters who know or have reason to suspect that abuse has occurred must report the
information immediately (within 24 hours) to the local child protective services (CPS), police
department, or county sheriff’s office. The agency receiving the report-CPS or law enforcement-must
notify the other agency within 24 hours, both orally and in writing. Therefore, it is not necessary for the
reporter to report to more than one agency.
The reporter should make an oral report first, in person or by telephone. A mandated reporter must
follow up with a written report to the same agency within 72 hours (excluding weekends and holidays).
Along with the written report, the mandated reporter should submit any documentation he or she has
made of the abuse, such as notes in a log or student record. Doing so will enhance his or her credibility
and thus the likelihood that the report will be followed up.

A mandated report should include as much information about the situation as
possible.








Date of Report
Name and age of Child and Siblings if Known
Address of Child and Siblings
Names and Addresses of parent and any information about their place of employment and work
hours
Telephone Number of Parents if known
Where the child goes to school.
As many specifics about the incident as possible. Who, what, When, Where, How, Why. It is
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also helpful to include information on who else is aware of the incident.
You may also wish to include a notation of the time, date and to whom the oral report was made.

Keeping the Worker Informed
As a foster parent, you may learn information about the child and his/her family that our agency is not
aware of. Sometimes when a child comes into placement, there is a child protection investigation that is
still in process. Other times new information presents itself after a child is in placement that needs to be
investigated before a child can be safely returned home. Mandated report is applicable even when the
child is already in care.
If information is revealed about a situation that may constitute abuse/neglect of a child, please notify the
child’s case worker, social services intake worker or law enforcement officer immediately and follow up
that call with the written report. This may not mean that the information that you have provided will be
assigned for a formal assessment, however, it will provide the worker with important documentation that
may be used in future work with the family and will also help protect you as the child’s foster care
provider.

When the Child Discloses Abuse to You











When a child decides to disclose abuse, he or she often seeks out a trusted adult, such as a
teacher or group leader. Although you shouldn’t wait for this to happen - that is, you don’t need
the child to confirm your suspicions before reporting-you should be prepared for such an
encounter.
Encourage the child to continue talking by asking minimal, non-leading questions, e.g. “Then
what happened?” and making supportive statements, e.g. “It’s okay to talk about it”.
Do not probe a child for more information than they are volunteering, especially if they become
agitated or upset by questions.
Maintain self-control throughout the conversation, avoiding any reactions of disgust,
embarrassment, or anger. Also avoid a tone of voice or manner that seems to be accusing or
disbelieving. Be calm and supportive throughout.
Let the child know they did the right thing by telling and that you believe them.
If it’s an older child, tell them that you’ll be making a report on their behalf and explain what
may happen next.
If it’s a younger child, only give explanations specific to their questions.
Let the child tell the story, literally, in his or her own words.
Don’t inform the child’s caretaker that you have made a report. Doing so could put the child at
further risk and/or could seriously contaminate a successful investigation.

Again, we reiterate, don’t try to prove the allegation of abuse. Instead, your goals should be twofold:
1. To gain the trust and confidence of the child, reassuring him or her that coming forth was the
right thing to do and that you are going to help him or her through this; and
2. To make up your mind about whether you have reason to believe abuse happened.

Disclosure & Recanting
It is not uncommon for a child to recant at some point, particularly if the family and/or the offender are
placing pressure on him or her. Moreover, most children are confused or torn about telling what
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happened. Such anxiety should be expected, but it should not be construed to mean that the child is
lying.
Researchers are at odds over the effects that disclosure of sexual abuse has on the victim. Some stress
that disclosure by itself creates trauma and that, depending on the circumstances, it may be even more
traumatic than the abuse itself. Even the child who does not originally feel guilty for compliance or for
breaking up the family can be made to feel guilty by hysterical or judgmental adults. Negative reactions
by adults can bring on all kinds of emotions in children, producing both immediate and long-term
effects.
Members of the family do not usually want to admit what has happened, and everyone would like to
avoid the publicity and stigma that are sure to follow disclosure. All family members can be expected to
react to disclosure of child abuse within the framework of response to the question, “How will this affect
me?”
The perpetrator will be alarmed, in most cases, since the disclosure will be a surprise to him or her. He
or she will fear the legal and social sanctions that are to come and will be defensive and self-protective.
The offender will be hostile toward the child and anyone else-family and intervening professionals-who
is believed to be cooperating with the authorities. In cases of incest by fathers, especially, the offender
will try to assert his power and control over the child and the family, to prevent successful intervention.
The parents of a victim usually react with feelings of protection for their child. They are also likely to
feel guilty at some point, condemning themselves for not protecting their child or knowing what was
going on. This guilt may lead to denial about what happened and the role they played in it. To end the
ordeal, parents may refuse to cooperate with intervention and may even refuse to prosecute the
perpetrator. The desire to forget and be left alone may be controlling.
In cases of incest, mothers may have difficulty maintaining their concern for their child. Many of these
women are not very strong and independent to begin with, and many come from dysfunctional families
themselves. Considering the conflicting loyalties involved, it is not surprising that some mothers are
unable to protect their children from further abuse. Some may completely collapse, withdrawing their
support from the child and abandoning all responsibility. Clearly, mothers in such situations need a good
deal of support and understanding.
The reactions of siblings should not be overlooked. Like their parents, children are likely to be
concerned and protective at first but may eventually have more selfish interests. They may be angry with
their brother or sister for bringing this problem onto the family, and they will blame him or her for
whatever happens. The fear of separation and destruction of the family will be especially great. If other
siblings were also victims, they may feel guilty about not having disclosed themselves (thus preventing
further abuse of other children in the family), or they may be relieved that the abuse was finally
discovered.
Other family members and friends are likely to pressure those involved to keep the abuse a secret. Most
are afraid of the social reaction that will follow and feel the best means of handling the problem is within
the family, without outside help. Thus, family members and friends are often unwilling to cooperate in
the assessment and intervention planning.
Certainly, it takes a good deal of individual strength and security to respond to the disclosure of sexual
abuse in an unselfish, caring, supportive manner. It is difficult for most people to do so unflinchingly,
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which is understandable. Not only the victim but also the entire family needs support and
encouragement to sustain them through this ordeal.
If an investigation is conducted, keep in mind that the term unsubstantiated does not necessary mean
false. It simply means that nothing was proven. If you have questions or concerns about your foster
child’s disclosure, discuss your concerns with the case manager.

Do I need to be as concerned about the boys as I am about the girls?
Yes! Please be aware of the physical and behavioral signs of abuse in boys. One of the myths of child
abuse is that boys are merely beaten while girls are abused sexually. These concepts are only half true.
In fact, girls are often victim of severe physical abuse, and boys are sexually abused almost as frequently
as girls. Furthermore, during sexual abuse, boys are usually treated more violently than girls. There is
frequently more force used against boys and they are less likely to get treatment when the abuse has
become known.
Our society “expects” rape of women and girls; thus, treatment is readily available. Girls often are
encouraged to cry and talk about their feelings, while boys usually are not. We seem to prefer that our
boys keep quiet about their sexual abuse. They often receive the messages, “Don’t cry. Be Strong. Don’t
tell anyone or they’ll think you’re a homosexual.” The result of the experience of abuse, combined with
a lack of a caring response or treatment, can be permanently damaging to a child.
In our society, girls are generally considered more fragile and somehow more deserving of our protection
and our concern when something happens to them. Even experienced foster parents must consciously
remember to protect male children and to make sure that they receive care and treatment when they have
been victimized. Foster parents can make a big difference - they can truly change things - by insisting
that their communities do as much for young male victims as they do for females.

Licensing Rule Complaints and Investigations
As a licensed provider much of the information contained in your file becomes public information. This
Information, such as your name, address, and telephone number may be made available to persons inquiring
to our agency seeking services so that they may contact you. Other information contained within the file is
also public information. This information may be provided to callers or workers upon their request.
Listed below is information that is open to the public:

Licensed Application
 Fire Marshal Report
Foster Care Checklist
 Previous License History
Variances Granted
 Relicensing Checklist
Home Safety Checklist
 Training Information
Existence and Status of Complaints
 Corrections Orders
Type of Negative Action Taken
Record of Substantiated V.A. and Child Protection Reports (cannot give out victim’s names or
dates even if not substantiated)
 For persons subject to disqualification under Minnesota Statutes 245A.04 in connection with a
license: the nature of disqualification set aside and the reason the disqualification was set aside, and
the reasons for granting a variance.









If the agency receives information that a licensing violation may exist, it is the duty of the agency to
investigate to assure that providers are operating within the law. We must investigate the matter by making
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inspections of the home, interviewing the provider and/or making other contacts with collaterals, including
parents of children receiving care in the home. Remind yourself that this is procedural. This is what the

agency must do.

How does the agency learn about possible violations?
There are many ways that our agency becomes alerted to possible non-compliance, including, but not
limited to complaints made by parents of children or other individuals, in the community observations
during re-licensing visits and through telephone or face-to-face contacts between the licensor and the
provider, a Guardian Ad Litem, ongoing case workers, or other mandated reporters working with the
children or their families.

There are several types of action that may be taken if a provider is found to be in
violation of a licensing law.
The most common is a correction. A corrective order is similar to a “fix-it ticket” in which the provider
is notified in writing that they have been cited for a violation and have a certain number of days to
provide evidence that the violation has been corrected. A corrective order may be issued if the violation
does not eminently endanger the health, safety or rights of persons served by the program, and if the
violation is not serious or chronic and can be corrected within a reasonable amount of time.
Child protection authorities or law enforcement may, also investigate some licensing violations such
as neglect, lack of supervision or child maltreatment. Very serious violations may lead to criminal
charges.
Another system is also in place allowing the licensing agency to issue fines for violations of licensing
laws. Fines range from $100 to $1000 and are generally imposed when the issuance of correction orders
haven’t brought about the necessary changes.
Numerous corrective orders issued for recurring problems, repetitive fines, or violations that are serious,
chronic or endanger the immediate health or safety of children may lead to a negative licensing action
being taken on the provider’s license. Negative actions include suspension, revocation, denial or
making a license conditional.
With a conditional license a provider may have to obtain extra training, provide records of enrollments
or may have limits placed on their ability to operate. Under a suspension providers must discontinue
providing all care during the specified suspension period. A revocation of the license would mean that
future applications for licensure would be denied until a certain amount of time passed and there is no
longer a danger to the health or safety of children served in the home.
If a negative action is ever taken against a provider’s license and if the provider does not appeal or
request reconsideration of the action; the action is not reversed on appeal or reconsideration, or if the
license holder or household member has a disqualification that has not been set aside, the provider or
applicant will not be allowed to provide services (MN 245A.03 subd 2b (1998) and 112). Continued
operation of a home in violation of this provision is a misdemeanor pursuant to MN 245A.03, subd. 3.
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What do I need to know about my rights with regard to investigations and negative
actions?
Minnesota Statutes 245A.04, Subd. 5 gives the licensing agency authority to have access to the physical
residence and grounds where the program is provided, documents, and persons served by the program
and staff upon request during an investigation of rule violations or allegations of maltreatment. The
license holder must allow the access and allow the licensing agency to photocopy, photograph or make
audio or video recordings during the inspection. Failure of an applicant or license holder to allow the
right of access is cause for the licensing agency to recommend denial of the application or recommend
suspension or revocation of a license. Minnesota Statutes 245A.07, Subd.3 reads that the commissioner
may suspend, revoke, make conditional or deny license if the applicant or license holder knowingly
withholds relevant information from or gives false or misleading information to the commissioner in
connection with an application for a license or during an investigation. There are procedures for
contesting or requesting reconsideration of negative licensing actions and correction orders.

I have heard that foster parents are sometimes falsely accused of abuse. Is this true?
Foster care providers are occasionally accused of child abuse or negligence. It is a serious charge that
you or members of your family have abused or neglected the children in your care. If substantiated, it
can result in the revocation of your license, perhaps a lawsuit, and even criminal charges.
As a foster parent, you may be alone with the children some of the time. During the day, there may be
no other adults in your home to share the work and relieve the stresses of caring for active, sometimes
difficult foster children. Given those circumstances, you must understand that you are vulnerable to
charges of abuse, either false or true. When there are no other adults to witness what happens in your
home or to provide a safety valve for you, you may be tempted to strike a child who frustrates or angers
you.
We all have the potential for being child abusers, given certain combinations of our backgrounds and
current circumstances. There are some fairly simple ways to realize that your present circumstances and
feeling are combining in such a way that you have the potential for being abusive. Ask yourself these
questions:
1. Do you often feel that you have enough problems of you own and wonder why you have
taken on the problems of others?
2. Do you find that you are not looking directly at a particular child, that you don’t want to
touch this child in any way, or that you resent his or her presence in your home?
Combined with these:
3. Are you feeling unappreciated and overworked?
4. Do you feel that life is nothing but hard work and that you never have any fun or time for
yourself?
5. Have you become more critical of others lately and less understanding of their problems and
needs?
6. Were you abused yourself as a child?
If you answered “yes” to most of these questions, you need to spend some serious time determining how
you can get back on track, and whether you should take some time out from foster care until things have
improved in your life.
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When a report of alleged abuse or neglect indicating a foster parent as the alleged perpetrator is received,
the social services agency will assess the allegations in the report. The investigation will be handled
either by the agency’s Child Protection Assessment Social Worker, Law Enforcement or Licensing
Worker. The investigating worker will gather information from you along with interviewing the alleged
victim(s) and any other individuals needing to be interviewed. (Teacher, a birth parent, a day care
provider, etc.) The agency will inform you of the outcome of the investigation.

How can I protect myself against allegations of abuse?
There are several things you can do to protect yourself:














Do not parent foster children as you would your own children. Remember that each child you
foster is unique. Allow a child in your care to lead the relationship within appropriate limits-especially in regard to physical contact.
Communicate with your child’s caseworker on a regular basis. Advise the worker about
concerns that you have and don’t be afraid to ask questions. Be open, assertive and positive. Be
ready to share personal family life. Be clear in describing your needs and expectations. Make
opportunities for positive time together.
Get training to help you meet the needs of the children in your care.
Make careful placement decisions. Know your family’s strengths and vulnerabilities. Get
questions about a child answered to help make a good placement decision.
Know your limits. Say no. Ask for help while you still have options. Talk to other foster
parents.
Learn the licensing requirements and follow them and obtain any needed variances in advance.
Never punish or discipline a child in ways that you feel to be harsh or abusive; do not use
corporal punishment on children in your care, even if parents ask you to do so as a means of
discipline; do not withhold food or affection as a punishment.
Be careful about leaving your teenage children in charge while you are away, because they are
particularly vulnerable to charges of sexual and other abuse.
Keep an open door policy; encourage licensors and social workers to visit, even unannounced.
Secure as many witnesses as possible to the kind of foster home you operate; keep rooms open
and easy to observe; after family visits, immediately report any bruises or other injuries children
may have when returning to your home.
Keep records of any injuries children receive while in your care; discuss each injury with
licensors and/or case manager to determine if a formal written incident report needs to be
completed.
Seek help from agency staff and community professionals if you feel you need advice for
managing the combination of your personal life and foster care giving.

Many foster parents choose to keep a journal. In this journal you can make note of the behaviors of
children as they interact with you and with other members of your family. You should also note changes
in children’s behavior. It will enhance your credibility, help you remember things when you want to talk
to members of the foster care team and, if necessary in cases of false allegations of neglect or abuse, help
you recall specific dates and instances when you report. Keeping a journal helps you to report in good
conscience when you suspect abuse or neglect.
We strongly recommend, also, that you affiliate yourself with other providers, either in associations or in
less formal groups, and that you participate in as many training opportunities as possible. You should
develop policies and procedures that spell out clearly how you manage your home and establish
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relationships with parents and workers that are friendly, but business-like. In other words, do as much as
you can to demonstrate that you are a professional foster care provider.
A professional attitude about yourself which is shared by other providers and the resulting picture you
give the community will go a long way toward establishing your reputation as a competent foster care
provider who offers a safe place for children to be while their parents are working things out. In
addition, this kind of image will help to protect you against charges of child abuse, because you will
seem to be what you are - a provider who does a good job and can take care of him or herself.

What do I do if I am falsely accused?









Ask for a copy of your agency’s procedures;
Start gathering your documentation about the alleged incident immediately, including
information about any adult and child witnesses;
Keep a log or journal that documents information on the process of investigation, including
names, dates and information given; the investigation process is complicated, with many players,
and the details should not be left to memory;
Cooperate fully and factually with investigators, but do not offer additional, extraneous
information not requested;
You may wish to consult an attorney if you are to be interviewed by police or if there has been a
finding of maltreatment that could result in negative licensing action;
Keep your cool, and do not try to “educate” the investigators or vent your frustration at them;
find personal and professional resources for support;
Recognize that it is going to be a stressful time for you, your family, and the agency; take extra
steps as needed to deal with this stress;
Contact your local, state or national foster care association for their assistance and counsel.
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Chapter 9: Permanency & Relationships with the Birth Parents & the
Agency
What does it take to place a child in foster care?
Before a decision is made to obtain an out of home placement for a child, all factors in the family
situation must be carefully weighed and the pros and cons of separating the family is taken into
consideration. Separating a family sets up three related responses. First, the parents feel a sense of
failure and loss and they fear the changes that may be brought about by this
loss. Second, the children experience fear of loss of their family home and
fear of the unknown future. The child’s anxiety about being separated
from the family usually includes feelings of helplessness, rage, distrust and
worthlessness, all of which inevitably reflect on the child’s self-concept.
Also, the reaction of persons outside the family, relatives, friends,
members of the community, are often very negative.
For the parent, the fear of losing the child usually includes the fear of losing the child’s love. This fear is
not totally unrealistic since the parent has been unable to provide for the child and probably has
experienced frequent negative feelings between parent and child. Also, the parent’s wish and need to be
rid of the stress of the child’s care usually produces guilt and a feeling of failure. In addition, the parents
experience anxiety about the future of their life without the child and fear of never being able to reunite
the family. Removal of a child from the natural family is a serious matter and should always occur with
a plan in mind for both the child and the child’s family. The decision that a child can be maintained in
the child’s own home, or that placement is necessary, should be determined by the ability of the parents
to deal with their problems, and their capacity to utilize help. Often the family court is involved in
making these decisions.
Once the decision to place a child in foster care is made, it is documented with either a voluntary
placement agreement or through a court order.

What is the goal of foster care?
Foster care is never seen as a permanent solution for a child. The idea that every child is entitled to a
family where they will be cared for until adulthood with people who respect his identity, make them feel
worthwhile, and provide them with roots once they have reached adulthood is called “permanency”.
Permanency for children in foster care means finding a safe and stable home in a timely manner. By
achieving timely permanency, children experience fewer attachment-related difficulties than children
who linger foster care after separation from their parents.
In making permanent plans for a child, some outcomes are more desirable than others. Some applicants
for foster care may have very strong feelings about what they feel is the most desirable outcome for a
child. It is okay to feel this way, but these feelings will need to be explored during the licensing process
because foster parents must be willing to accept the fact that research has shown time and time again that
children benefit most from being with their own family. Intense efforts need to be made by social
service agencies and the court to locate and explore family members and/or the family’s “significant
others” who may be able to provide care for children coming into care. This is required by law. The
process of simultaneously working two placement plans for children is called Concurrent Permanency
Planning. One plan is made for safe reunification with a parent and an alternative plan for obtaining a
permanent placement away from the child’s parents with a resource family is also developed if they
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cannot safely return to their home. A Resource Family can be relatives or foster families who actively
support children and children’s parent’s efforts to reunify but who are also committed to becoming a
permanent family for the children they care for, if safe reunification is not possible.

What are the desired outcomes of foster care?
1.
2.
3.
4.
5.
6.

Return to natural parents
Return to other relatives
Adoption
Permanent foster care – one of the lease desirable outcomes
Independent living
Orphanage – least desirable

Why is return to the birth parents seen as the most desirable outcome?
1.
2.
3.
4.
5.

The family has a legal right to raise their child, if they are able to do so.
The child has strong feelings about his family.
The child identifies with his family.
The child has a right to learn about and know about himself through his family.
Most families are able to change and learn to cope if they have sufficient help.

Unless it is otherwise demonstrated in a court of law, families have the right to raise their children and
make decisions about them. Only when it can be shown the family’s neglect or abuse of the child is
extreme and unlikely to change, can the court terminate parental rights.

Why is permanent foster care one of the least desirable objectives?
The foster family’s commitment is not usually sufficient to really guarantee permanency for the child.
Often, foster care ceases at age 18, yet young adults need a home to come back to, parents to give them a
wedding, grandparents for their children etc. Parenting relationships do not end when a young adult
reaches age 18.
Even when a child is in permanent foster care, most decisions about the child are still made by the
agency or the natural parent. Examples of these decisions include: visiting out of state, overnight
camping trips, buying a car, joining the armed forces, receiving medical treatment.

Questions to ask the Social Worker upon Placement
The social worker requesting the placement is responsible to provide the foster family with sufficient
information to make the placement happen as smoothly as possible. A pre-placement visit should be
considered in most situations. In addition, ask the social worker those things that you think are
important. The following a list prepared by a foster parent.
The social workers are allowed 30 days after the placement to complete the foster parent placement plan.
Several of these items will be discussed at that time. You must decide what information is essential at
the onset of a child entering your home – ask for it!
1.
2.

Why is this child being placed?
From whose custody was the child removed?
152

3.
4.
5.
6.
7.

Parent’s residence? Whereabouts of siblings?
When will visitation be with parent? Other relatives visits?
Any medical needs of the child? Is child on MA already?
What school does child attend? Grade? Any problems academically?
Is there a clothing allowance? Will additional clothes or other items be brought in from home
for the child?
8. Any special behavior problems?
9. Does the child date?
10. Does the child smoke?
11. Religious activities of the child?

Important Court & Agency Related Terms
Guardian Ad Litem: The guardian ad litem is a person appointed by the court to represent the best
interests of a child who is a party to or involved in judicial proceedings, including neglect, dependency,
termination of parental rights, custody court proceedings, or in any other proceeding where the child’s
interests are at stake and not otherwise protected. The primary functions of a guardian ad litem are: to
advise the court throughout the court action concerning the child’s best interests; and to advocate (not
necessary legal advocacy) for the child’s best interests on any issues that significantly affect the child’s
welfare as a result of any primary or secondary involvement relating to the court proceedings.
Legal Custody (260.15 subd 8): Legal custody means the right to the care, custody and control of a
child who has been taken from a parent by the court in accordance with the provisions of Section
250.185, 260.191 or 260.241. The county social service agency usually has legal and physical custody of
children in foster care placement.
Parental Rights & Responsibilities: Parents are the natural guardians of their minor children and they
have a right to care, custody control, and the power to make major decisions affecting their minor child’s
life such as consenting to medical care, adoption, marriage and the enlistment in the armed services. On
the other hand, parents have certain responsibilities for their child. They have the duty to protect and
support the child, provide food, shelter, clothing, medical care and education. When a child is placed
in foster care, all parental rights remain intact. In some instances, the court is petitioned to find a
child in need of protection or services (CHIPS). Minnesota Statutes, Sec. 260.015 sub. 2(a).
Protective Supervision: The child may remain in his/her own home under supervision of the local
social service agency. A service plan is developed with the family to address the targeted problem areas.
All parental rights remain intact.
Termination of Parental Rights (TPR) (260.241): A separate court petition may request termination of
parental rights, in which all rights, powers, privileges, immunities, duties and obligations, including any
rights to custody, control, visitation or support existing between the child and parent shall be severed and
terminated and the parent shall have no standing to appear at any further legal proceeding concerning the
child. Minnesota Statute 260.221, subdivision 1 indicates Grounds for Termination of Parental Rights.
Voluntary Placement: Parents acknowledge they are unable to care for a child and request that the child
be placed in foster care. All parental rights remain intact.

Visitation between Child and Parent and Siblings
Visitation is absolutely necessary. Given individual case differences, circumstances will vary from
highly structured to unsupervised. The child’s placement plan will specify visitation details. All
changes must be approved by the child’s caseworker.
Sometimes visitation causes disruptions for children. There can be increased behavioral problems or
reverting to old behaviors, emotional outbursts and /or overall confusion. Let the child know you are
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open to listening-but do not force communication. Avoid judging the parent. A good statement might
be, “I know you miss your mom/dad and want to be with him/her. She/he is working on some problems
and until you can live with her/him, we’re going to take care of you and keep you safe.” Document and
inform the child’s social worker of the child’s demeanor following visits.

Birth Parents
Let us try to place ourselves in the position of the birth parent. It is very difficult for birth parents to be
objective about something as painful and personal as losing custody of their children and having them
placed in foster homes. The birth parent realizes that there are some obvious positives to foster home
placement: The children are in a safe and stable home environment and there is parental supervision.
The children are participating in activities sometimes not possible at home. There is training-good habits
are being developed and there is routine and order. Chances are good that the child’s school attendance,
study habits and school performance are also improved.
There are also problems. Some birth parents feel a debilitating sense of guilt that their child is in a foster
home. The children are now part of a different lifestyle. One mother describing the mental anguish of
visiting her child in a foster home stated, “Sometimes a failure to visit frequently is not an indication that
you don’t care, but that you care too much. As a parent, you would like to avoid the pain of the visit.”
The child might not eagerly anticipate the emotional upheaval of the visit. The routine of the foster
home is also disrupted and not all foster parents are receptive to the contact between parents and
children. It is distinctly possible that the children might reject the natural parent.
Birth parents have been known to make unrealistic promises to their children. It is pretty difficult to
deny a child hope, even if the situation seems to be bleak. In the article “The Parent in the Shadows”, one
mother said “My kids were able to extract tentative promises of when we would all be reunited because
my pride was killing me and I didn’t have the heart to say that I had no home, no money and no definite
time when I would have sufficient emotional and financial resources for getting these things”.
Often very young children begin to refer to foster parents as “Mommy” or “Daddy”, especially if the
foster family has children of their own who refer to them in that way. Hearing your child call someone
else “Mommy” or “Daddy” can be very hurtful to a parent. Sometimes they perceive that good
intentioned foster parents are trying to “win” their child’s affections and steal them from them and make
him or her their own. In these situations it is helpful to speak to the parents about how much the child
misses them, reassuring them that you too have an invested interest in their child and will be taking good
care of him or her. Some parents and foster parents can come to agreements about what “title” each of
them should use such as “Mommy Jane” or just allowing the child to refer to the foster parent on a first
name basis. It is best to follow the child’s own cues and again provide reassurance to the parent that you
could never take their place.
The most successful placements occur when the foster parents and birth parents are able to directly
communicate with one another with mutual respect and boundaries. Whenever possible, the natural
parents should be allowed to participate in the decision-making process regarding their child. This
includes seeking their input on haircuts, medical appointments, school programs and conferences. If
there are any questions about your contacts with the natural parents, you should consult the child’s
caseworker.
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Examples of Parents’ Rights and Responsibilities
Parent’s Rights








To be consulted during the pre-placement period about the choice for the specific foster care
placement, and to participate in pre-placement visits.
To participate in planning for their children, to help formulate the service plan, and to participate
in its review.
To receive services that help them overcome the conditions that led to placement.
To visit and communicate with their children in accordance with the service plan.
To have the final say in decisions concerning major medical services, education, marriage, or
enlisting in the armed services.
To meet the individuals who care for their children, including the foster family, child care
workers, or group home parents.
To receive reports on their children’s health, development, education, and progress.

Parents’ Responsibilities








To help prepare their children for the foster care placement.
To cooperate with the social worker in developing the service plan, setting goals to meet while
their children are in care, and deciding what will be best for their children’s future.
To work toward solving the problems that prevent their children from returning home.
To visit their children at a time and place agreed upon with the social worker and/or the foster
parents.
To be courteous and respectful to the birth family in front of the child.
To not talk negatively about the birth family in front of or to the child.
To ask for the birth parents’ input or assistance on a parenting issue (such as what kinds of foods
the child eats and what are the child’s favorite toys, etc.).

These examples fall into two categories – supporting family connections and promoting continuity.
When we talk about supporting family connections, we are referring to ways that we help the child to
maintain contact or continue to preserve the connections to the family, culture and community. When
we talk about family continuity, we are referring to how we help the child understand his or her history,
attachments and losses through time.

Supporting Family Connections and Family Continuity
A. The Impact of Placement on the Child’s Connections and Sense of Continuity
When we seek to build, heal or strengthen family connections we:
 Demonstrate unconditional acceptance of the child.
 Show respect for the child’s connections.
 Help the child to be more self-accepting.
When we try to break family connections we:
 Send a message that there is something bad about the child.
 Reject the child’s family or the child’s community, and in effect, reject the child.
 Demonstrate to the child that he or she cannot trust his or her new caregivers – they have
already failed to meet his or her needs for connection and belonging.
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B. Supporting and Maintaining Family Connections
The most significant way that family connections are supported is through the family visit.
Research has consistently shown that visits are the key to reunifying families. If children visit
with their parents frequently, they are more likely to return home. This is because the
relationship and bond are maintained.
Successful visits:
 Reinforce the child’s identity.
 Help the child to know his or her parents are all right.
 Demonstrate to the child that the parents care and love him or her.
 Give the child a sense of hopefulness.
 Help alleviate the child’s guilt and reinforce family strengths and competence.
The team must work together to effectively plan and prepare for visits. Planning must consider
Whether or not visits will be supervised, where visits will take place, their length and frequency.
Members of the foster care team need to know that children are going to react to the visits in a
way that reflects where they are in the grieving process. While it may be difficult to predict how
a child will respond, it is best for everyone to expect some reaction and to see this as a normal
response.
We may want to protect the child from visits, the past and his or her family. In protecting the
child, we also want to protect ourselves from having to handle the child’s behavior after visits, or
from the discomfort we feel when we know children are in emotional pain. Yet we cannot
protect a child from visits, the past or the family – these are already a part of the child.
It is our responsibility to help the child manage his or her feelings. These feelings may be
particularly intense after a family visits.
While visits are the primary means to support family connections, other steps you can take
include:
 Involve parents in planning for and implementing placement.
 Continue to recognize the parents’ role in making decisions about the child’s life
(medical, educational, social).
 Use creative ways of supporting family connections. When parents are not available
to a child (illness, death or emotionally distant) the child can be encouraged to write
letters, draw pictures, or make videos).
 Provide the child with information about his or her family.
 Provide the child with a picture.
 Simply talk to the child about his or her family.
C. Promoting Family Continuity
Children in family foster care risk losing family continuity. There are three specific
challenges:


Separation from birth family, even for a brief time, interrupts the continuity of
the relationship.
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Lack of continuity, as well as the problems and needs that led to placement,
may prevent the family from transmitting its own family history.
Placement brings about a new family (or families) and the child must integrate
and understand each new experience of family living.

Foster parents and adoptive parents, as part of a professional team, help children make peace
with their past. We call it “using the present to deal with the past to prepare for the future”.
You can think of it as “time traveling”. It’s an important role. Some of the things you can do as
a foster family or adoptive family to utilize this concept include talking with the child about past
experiences, helping the child understand transitions and changes, taking pictures and recording
the child’s life events while in your home, helping the child to obtain pictures or meaningful
souvenirs, and respecting the child’s possessions.
There is also a tool called the Lifebook that may be of assistance to you in working with
children. The Lifebook is a record of the child’s past and present.

The Importance of Lifebooks








Lifebooks are an essential tool for children who have been separated from their parents and kin.
Lifebooks are scrapbooks, albums, loose leaf binders, or portfolios that contain a record of a
child’s life before and during care.
The purpose of Lifebooks is to:
- Help children understand their life story.
- Help children transition to and from their birth family to their foster family.
- Help children transition from a foster family to another foster family, or to an adoptive
family.
- Help children prepare for the future.
Lifebooks can contain:
- The child’s family history.
- Pictures (or drawings if no pictures are available) of family and friends.
- School events (for example, report cards, picture of school play, awards).
- Pictures of pets.
- Pictures of birthdays, holidays, graduations.
- Postcards and letters.
Lifebooks can also be completed by foster families and adoptive families to share with the
children and families of the children who are coming to be part of their family.

 Article: Building and Saving Memories: Lifebooks 
Adapted from “Caring and Sharing Your Home” Newsletter
October 1992 - published by the Maine Foster Parent Association

It is important for all children to be able, as adults, to look back over their lives and remember. We all
reflect from time to time on certain memories of our growing-up years and most of us can recall who was
with us, where, and approximately when. For children whose home lives have been disrupted with
multiple moves, often with multiple families, those memories become very mixed up. It becomes very
difficult to remember with whom, what and where events took place. It is suggested that the foster
parents save “kid stuff” (art projects, photos they cherish, awards, report cards and other school papers,
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certificates of achievement, trinkets etc.) By dating and writing names on these things, they can become a
significant part of the child’s life history. We encourage foster parents to take pictures with their then
best friend, their favorite toy or pet, and of birth family visits. Lifebooks will be invaluable in filling in
gaps for kids later in life.
A Lifebook is an account of a child’s life in words, pictures, photographs and documents made by the
child with the help of trusted adults. A Lifebook helps connect children and their families to past and
present family life experiences in order to prepare them for the future. It becomes a therapeutic tool to
give children not only a record of where and from whom they come but a process to replace fantasy or
self-blaming explanations for why they are in placement with a new story based on real information and
events. A formalized Lifebook can be obtained from contacting the child’s caseworker. A Lifebook will
contain more in depth information regarding the child’s family history, family tree, and information
about the decisions about the child in the court system. Lifebooks are often used for children who appear
to be entering a phase of termination of parental rights or adoption.
As foster parents, your job is to help the foster child reunify with his birth family or move on to a
permanent family. You have the ultimate job of helping the child move into adulthood. The youngsters
who move most successfully into young adulthood are those who have the best sense of their own worth.
Memories help enhance good self-esteem and help children see where they have been. It does take time
to record and collect these items; but without the special attention and thought that would go into this,
this phase of the child’s life may go unrecorded and the information may be un-retrievable at a later date.
These records are for the benefit of the child. Some foster families have expressed some anxiety about
whether or not they would include photos in the child’s collection of the foster family. This must be an
individual choice. However, visual reminders often recall memories. You, as a foster family, must
decide what memories you would wish the foster child to take along with them of yourself, your home
and your own family. If you have questions or concerns about what type of things to save on behalf of
the foster child, you are encouraged to consult with your foster child’s caseworker.
Even if a child has only been in your care for a short while, you no doubt will impact their lives.
Unfortunately some birth parents do miss out on these important times in their child’s lives, usually not
because they want to, but most often because they simply are struggling to meet their own needs at that
time. During the time the child is in care the parents will also miss out on many important events, such
as first steps, first haircut, etc. Often foster parents become frustrated with the child’s parents when the
parent misses out on the experience of their child achieving these milestones. It is natural for foster
parents to feel angry. It is recommended that foster parents maintain a record of significant events in the
child’s life while in foster care that can be taken with the child when going on to other placements or
returning home.
There are many different “Lifebook” scrapbooks that are available for foster care but even a “life box” or
other container can be a valuable record for the child. Without the Life Book, the child may not have
any records or memories of their life with you or their life away from their parents. Once no longer in
placement, some of this information will be no longer accessible to the child.
 End of Article



Lifebooks
“Sam, this is your life. You were born on June 3, 1984. You weighed 7 pounds, 3 ounces. Your
Mom’s name was Angie. She had blond hair, blue eyes and an outgoing, friendly personality. But
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she was also an alcoholic who suffered mental problems, never knew her own father, was abused
by two husbands and several boyfriends, and used other drugs. That’s why you never got to know
her.”
So starts 13-year old Sam’s lifebook, the closest thing some kids in foster care have to Mom or Dad,
grandparents, or a family friend telling them what it was like the day they were born or about the time
they ate a bowl of cat food. Sam is in foster care in Tucson, Arizona.
Most children grow up with parents who can recall – and painstakingly record – the early milestones of
their lives, but many foster children grow up without that sort of attention. They may live with 3, 5 or 10
foster families and in a handful of shelters before they turn 18. Photographs, drawings, and report cards
are lost as they move from place to place.
When they’re 8, they can’t remember the foster mother who took them to kindergarten. By the time
they’re 13, they haven’t seen in five years the foster father who taught them to throw a baseball.
Lifebooks are an attempt to neatly chronicle the sparse mementos of children’s lives and are often the
only records of their childhoods. It gives them a sense of belonging, of importance, of value. It tells
them, “I matter”. Lifebooks provide some continuity and stability for foster children who often are
moved from place to place.
Foster parents, caseworkers and others who work with foster children have been putting together photo
albums and scrapbooks for years, hoping to document these kids’ often turbulent lives in something
other than the courts’ stark manila files.
Child advocates admit that life books do not represent sweeping changes in the nation’s foster care
system, nor can the books repair damage done to children. They are, after all, simply scrapbooks. The
Child Welfare League of America encourages life books as means of providing foster children with
concrete evidence that their lives are important enough to keep track of.
Foster children need the same things that other children need, not to look back and wonder, ‘What did I
look like at 10?’ or ‘When did I lost my first tooth?’ They need to know these things, the sort of things
the rest of us take for granted.
Every lifebook is different. Some are ornate, decked with ribbons and lace. Others are decorated with
computer-generated art and bright colors. In Sam’s book are pictures of his mother and the first house in
which he lived. There is a copy of his birth certificate, including prints of his tiny baby feet. Also
tucked inside is a dog-eared book that his mother once read to him at night.
Harley’s lifebook explains that he was born on January 20, 1990 at St. Joseph’s Hospital and Medical
Center in Phoenix, weighing 5 pounds, 14 ounces, and how his mother disappeared by the time he was
ready to go home. It tells how he lived in a shelter, then with his grandmother for a short time. He lived
in another shelter until he was 3 and his mother got out of prison. The narrative reads, “My mother
continued to have lots of problems and did not provide a nice, safe home. I spent a lot of time by myself
and sometimes I was frightened. Many times there were bad people around, people who did not care
about me.” Harley is still in the state’s care, available for adoption. In his life books are photographs of
the hospital where was born, the apartment complex where he lived with his grandmother, and a school
he attended.
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 Article: A Link to the Past 
By Myra Alperson - Myra Alperson and her daughter Saide live in New York City. Myra is the author of Dim Sum,
Bagels & Grits: A sourcebook for Multicultural Families, to be published by Farrar, Straus & Giroux in February 2001.

An adoption scrapbook lets parents and children create a sense of history and of belonging. How many
of you have finished the adoption scrapbooks you pledged to put together before you had your child?
Raise your hands. Hmmm…I see a lot of downturned looks.
If you’re like me, maybe you’ve done a couple of quick photo albums of your adoption trip and the first
year or two with your children. Thick envelopes of photos fill many boxes, and dozens of items you
collected before and during your journey toward adoption – your home study, adoption conference
programs, airplane ticket stubs, hotel menus, postcards, newspapers from the city your child is from – are
in a closet. Maybe, like mine, they’re crammed into a shopping bag you got on your trip. Someday, I
tell my daughter, Sadie, some day…
But as resources to create high-quality scrapbooks become increasingly available, a growing number of
parents are assembling memory books. For many, this is a continuous process, because these scrapbooks
represent an ongoing biography of our lives together. For our families, adoption scrapbooks create a
sense of history, a sense of belonging. They assure our children that their history and heritage are
valued, that their adoption story is worthy of chronicle and open discussion.
Getting Started
You don’t need to do anything fancy. Hallmark, for instance, markets adoption scrapbooks with labeled
pages, but these have drawbacks. For one thing, as single mom Leslie Kizner found, they are often
designed with two-parent families in mind. Fortunately, albums suitable to adoptive families are
increasingly available through adoption book shops such as AdoptShoppe.com and Tapestry Books.
(Look for Life Preserves, Adotable Adoptees, A Photo Album Story Book, and others reviewed in this
issue.)
Materials
It’s easy to become a scrapbooking addict. Once you begin, you’ll learn about fancy, chemically-treated
papers, special scissors, and accessories to build your scrapbook. If you’re budget-conscious, you can
get a how-to book (or free tips from a scrapbooking website), then shop at a discount store like Costco or
Target.
A more direct way is to go to companies such as Creative Memories, which sells “photo-safe” albums
that protect photographs from yellowing and preserve documents. Elana Hanson, a Creative Memories
consultant and mom of two daughters adopted internationally, advises parents to purchase albums with
acid-free paper and special tools, such as:




Scissors or cutting knives to crop photos
Special adhesives to place the photos in an album
Stickers, die-cuts, and colored paper, to liven the pages up

Hanson has made adoption memory books for each of her daughters, chronicling the process leading to
their adoptions, adoption trips, and milestone family experiences.
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A scrapbook can also be the repository for precious documents. Shelley Reben, whose daughter Jessica
is almost eight, inserted an invitation and photos from her baby shower, Jessica’s referral picture and
medical report, photos of the adoption trip, plane tickets, the adoption contract, Jessica’s adoption
announcement, and her Jewish conversion certificate. “The families in our travel group exchange
Christmas photos. Each year we add the latest photos, so we have annual photos starting from when the
kids were babies, and continuing to the present in our album,” says Shelley.
If you are artist and compulsively organized, like Andi Lieberman your single album will soon grow into
a collection. Prior to adopting her daughter, Arden, Lieberman assembled pages of other waiting
families, the family house and dog, and the preparation of Arden’s room. She even chronicled the
process of buying baby supplies and packing the suitcase for travel, and she added a page of their
itinerary. Then she made an album for each month of Arden’s first year home. “I take one roll of film
per week,” Andi confesses.
When Andi gave birth to her second daughter, Jona, she created an album that begins with Jona’s
delivery and then, as she had done for Arden, made one album per month for the first year. For
subsequent years, she made family memory books.
Andi advises that if you don’t start a scrapbook right away, at least label your photos – with dates, names
of places, and impressions – and put them in a box with dividers marking the month and year so you can
find them when you’re ready to start. Keep the pages simple. “The importance of the album lies in the
pictures and journaling, not all the decorative stuff!” she warns.
Multiple Roles for Adoption Scrapbooks
Lisa Wittorff, who has adopted domestically three times, has compiled “pre-adoption” books, usually
called Lifebooks, for each of her children, including descriptions of their house, neighborhood, friends,
relatives, and important people in their lives. These Lifebooks have been very versatile. The Lifebook
she made for her son Eli, now nine years old, includes photos of some of the foster families who cared
for him prior to adoption, including their names and addresses and any other information she could
obtain.
For Eli, who joined Lisa at age three, the Lifebook has been useful “to help him understand the time
before we became a family”. He also takes it to school to help tell his story when his class is covering
units on families. Eli decorated the book with pictures that he drew.
For her five-year-old daughter, Nyasha, who was 16 months old at placement, Lisa prepared a book with
laminated pages so that Nyasha could look at it without damaging it (remember your kids at that age!)
during the month-long period of pre-placement visits before Lisa was able to bring her home.
When Lisa decided to adopt for a third time, she made what she calls an “advertisement album” to help
her be matched with a baby. This scrapbook, bound and filled with family photos, was aimed at
adoption professionals who could assist in her search.
For her children, Lisa planned Lifebooks to cover their lives before their adoptions and to end when the
adoptions were finalized. Since Eli’s finalization took just seven months, she decided to take his book
through his first full year with her, and they named it Our First Year Together, A Year of Firsts.
Nyasha’s finalization took 18 months, so hers covers that period. Aria’s lifebook will cover their first
year together.
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It’s Never too Late
Although Leslie Kizner adopted her daughter Emily as an infant, she didn’t get around to starting the
formal scrapbook until Emily had turned nine. (Until then Kinzer had used the Hallmark book and a few
photo albums.)
Despite a hectic family life, Leslie makes steady progress through periodic “scrapbooking parties”
organized by members of the Long Island chapter of New York Singles Adopting Children (NYSAC).
These parties include dinner and playdates for the children. Says Leslie, “Knowing that we are going to
get together encourages me to do some work at home on my book.”
Not long ago, Leslie and Emily made scrapbook pages from materials collected during a trip to Emily’s
birthplace in San Antonio, which included a visit to the adoption agency Leslie used. Having an ongoing memory book project provides a link to the past, says Leslie. And, she adds, “My daughter enjoys
it so it’s a fun activity for us to do together, and we relive events as we do this.”
Scrapbooking can also be a terrific bonding experience. “The most unexpected thing that happened as a
result of scrapbooking has been the making of lifelong friends,” says Andi Lieberman. “The first
scrapbook class I has was with a group of adoptive families I’d met online. We didn’t really know each
other except for the fact that we wanted to learn about making an adoption scrapbook. Now we are all
close friends who shared each other’s adoption journeys. We continue to get together and of course
share our children’s lives and albums!”
 End of Article 

Resources for Scrapbooking
To learn more about scrapbooking, you don’t have to go farther than the Internet. Here are a few sites I
found and liked:






www.creative-memories.com – Learn about materials and design; locate a Creative Memories
consultant near you.
www.papershops.com – Detailed information about special materials for scrapbooks.
www.scrapbookaddict.com – If you get hooked, log on to this website. It features chat rooms, a
listserv, and a listing of events, as well as links to other sites to located resources.
www.scrapbooking.about.com/hobbies.scrapbooking - A scrapbooking “department store.” Lists
dozens of resources for materials as well as links to other websites.
www.miracleofadoption.com – This adoption website published an excellent four-part series on
adoption journals. Includes outlines and detailed instructions for both domestic and
international. Available in the site archives.

Working with the Agency
The social worker and the foster parents are both professional members of a team for a child. Their jobs
are different but each can only succeed through mutual respect and cooperation with the other. A
number of things the foster parents can do to maintain a good relationship with the child’s caseworkers,
these include things such as:
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Recognize the value of visitation.
Keeping good records; journal.
Be honest and straight forward with concerns.
Discuss positives as well as negatives.
Giving the caseworker information to assist in making good decisions for the child.
Ask questions.
Respect the caseworker’s skills and responsibilities.
Be supportive.
Make suggestions.

In work, as in life, things don’t going always go as they should. Some of the problems the foster parents
sometimes have with case workers include:










Poor communication; personality conflicts.
Disagreement on how to handle the child.
Disagreement on planning for the child.
Disagreement on the role of the natural parents.
Disagreement on the services the child needs.
Lack of medical cards or other important documents.
Disagreements on who should take the child to the doctor’s office, talk to the teachers, etc.
Disagreement on moving the child from the foster home.
Fear of the power the agency has to remove the children or revoke their foster care license.

When Meeting with the Child’s Case Worker
The foster parents should be prepared to discuss the progress of the child, good and bad things, where
there has been growth, where things have gone wrong, what exactly have been the specific goals for the
child over the last few weeks, what are their immediate goals for the next few weeks, how will they be
working with the child to accomplish these goals.
Items to mention include: self-care such as: sleeping, toileting, dressing, eating, relationships with the
foster parents, natural parents and other children, school work, medical care, fear, anger, anxiety (and the
way that these emotions are handled), chores, visits with the natural parents and the child’s reactions,
and support services the foster family needs to be able to do their job for the child. Mutually, the foster
parents should expect the worker to report or discuss with the foster parent the plans for the child,
changes in the plan, the way the plan has been implemented and any special arrangements which have
been made, court dates, other things that may result in a change for the child, information about the child
or his family which helps explain behaviors which may be of concern for the foster family. Some foster
parents have found it helpful to make a list of the things that they want to report and questions that they
have as time goes on as the case worker may not always be available to answer your immediate questions
at the time that you are thinking of them. Again, journaling is beneficial. The foster care licensing
worker can also be a resource person for the foster parents in guiding the foster family through their
experiences of foster care and providing them support and resource information to help them provide
care for the child to the best of their ability.

Foster Provider Job Description
Goals
The foster home provides a caring substitute family for youngsters to live until their own serious
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family problems are resolved. Foster families provide youngsters with guidance, discipline and
safety they would give their own children and work with foster care agencies to address the child’s
special needs until they can return to their own families, move on to permanent adoptive homes or
live independently.
Major Responsibilities of the Child
1. Provide a safe and comfortable environment for the child to live in with a separate bed and a
place for his or her belongings.
2. Provide for the child’s basic physical and emotional needs as you would your own children.
3. Provide for school attendance, monitor progress, note special needs and accomplishments.
4. Provide appropriate clothing.
5. Attend to medical and dental needs, including regular checkups as well as attending to special
needs. (Covered by Medical Assistance.)
6. To help children through the grieving or adjustment process that accompanies their move to
your own home (placement).
7. To help children maintain a realistic relationship with their family through cooperation with
visitation, active consideration to children’s feelings, to assist children in preparing to return
home or being moved to an adoptive home, to negotiate a schedule for the child’s family
visitation and do everything possible to maintain that schedule.
8. To provide recreational and enrichment activities that will promote the healthy development
of children.
9. To maintain a record for children of their time in care, developmental milestones,
photographs, report cards, etc.
10. To provide consistent and realistic discipline and guidance that is age appropriate and does
not involve corporal punishment.
11. To provide meals, laundry supervision, and basic needs for children.
12. To work with agency personnel to develop a plan for the child and to implement the plan.
13. To assist the child in learning good hygiene habits through modeling.
14. To improve the child’s self-image through use of supportive listening, encouragement of the
child to express emotions and displays of affections, both verbally and physically for the child.
Responsibilities of the Agency
1. To keep the agency informed of problems and progress of foster children including
immediate notification if they run away.
2. To keep the agency informed of changes in your home including a change of address, phone
numbers, deaths, departures of immediate family members, additions to the family,
notifications before vacations, etc.
3. To be available for meetings with the agency workers.
4. To attend foster parent training of 12 hours per year for each foster parent and caregiver.
5. Be part of a case review when asked or make a Court appearance when asked.
6. Give advance notice when requesting removal of a child.
7. Cooperate with the agency workers to implement a plan for family reunification and
permanent placement.
8. Comply with the state regulations and agency policies and procedures as outlined in the foster
parent’s manual.
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Responsibilities of the Birth Parents
1. To support visitation. If visitation is in your home, assist the parent in feeling comfortable
and allowing time with their child.
2. To help the child maintain a realistic perception and attitude toward his or her own parents.
3. When requested by the worker to model and discuss appropriate parenting behavior with the
parent.
4. To provide necessary and appropriate information about the child’s growth and development,
likes and dislikes to the parent.
5. To prepare the child to return home.
6. To treat them with dignity and respect their privacy; i.e., to keep private information about
the family confidential.
Responsibilities of the Foster Parents Own Family
1. To discuss openly with all members the decision to foster, to allow participation in decision
of the acceptance of a particular child.
2. To make every effort to maintain usual life style and relationships while providing foster
care, including private time with own family members.
3. To help all members understand the impact taking in a foster child may have on family
routine, etc.
4. To prepare all members for the arrival of foster children, including discussion of the foster
child’s special needs.
5. To prepare for and support all members as they cope with the departure of the child.
Qualifications
1. Work with children or experiences in caring for children of diverse ages is helpful, however
no prior experience is required if you are willing to attend child development, parenting
focused classes.
2. Foster parents must have the ability to provide physical and emotional care.
3. Ability to recognize and meet individual needs.
4. Ability to accept a child into your home as well as let him or her go.
5. Ability to understand and accept the child’s parents.
6. Commitment and to promote the reunification of families in permanency for children.
7. Ability to work as a team member with social workers.
8. Adequate physical and mental health free of chemical abuse problems for at least the past 2
years.
9. Have adequate income to support of own family.
Training
Every applicant for a family foster care license shall receive a minimum of six hours of orientation prior
to receiving the first child in placement with the exception of emergency relative foster care situations.
All foster parents are required to take an additional 12 hours of annual training related to foster care.
On the Job Supervision
A foster parent must work in cooperation with the child’s case worker and will receive supervision and
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support from them in relation to a specific child that the worker is responsible for. In addition, each
foster parent will have access to the licensing worker. The licensing worker will initially evaluate their
home and will be available to the foster parent to answer questions, and keep them informed of changes
that may affect them and provide general support.
Reimbursement
1. A monthly basic payment rate on the age of the foster child that reimburses foster parents for
estimated cost of care.
2. Medical and dental care for foster children is covered through medical assistance. Each child
is eligible for medical assistance when they are placed in agency custody.
3. Emergency clothing money is often available when the child is first placed if the child does
not have adequate clothing (as determined by the agency).
Rewards
Most of the rewards of foster care are not monetary but come from helping children in need, doing one’s
job well and interacting with other foster parents.

National Foster Parent Association Code of Ethics
Each foster parent has an obligation to main and improve the practice of fostering consistently, to
examine, use and increase knowledge upon which fostering is based and to perform the service of
fostering with integrity and competence.
Principles
1.
2.
3.
4.
5.

I regard as my primary obligation the welfare of the child served.
I shall work objectionably with the agency in affecting the plan for the child in my care.
I hold myself accountable for the quality and extent of the services I perform.
I shall accept the reluctance of the child to discuss his or her past.
I shall keep confidential from the community, and others, information pertaining to any child
placed in my home.
6. I will treat with respect the findings, views, and actions of fellow foster parents and use
appropriate channels such as foster parent organizations to express my opinions.
7. I shall take advantage of available opportunities for education and training designed to
upgrade my performance as a foster parent.
8. I respect the worth of all individuals regardless of race, religion, gender, sexual orientation, or
nation ancestry in my capacity as a foster parent.
9. I accept the responsibility to work toward assuring that ethical standards are adhered to by
any individual or organization providing foster care services.
10. I shall distinguish clearly in public between my statements and actions as an individual and as
a representative of a foster parent association or as a licensed foster parent.
11. I accept responsibility for working the creation and maintenance of conditions within the
field of foster care that enable foster parents to uphold the principles of this code.
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Chapter 10: Separation and Loss and the Grieving Process
The Importance of the Sibling Bond
 Article: Significance and Power of the Sibling Bond 
Adapted from Hochman, G., Feathers-Acuna, E. & Huston, A. National Adoption Center

Mental Health experts are beginning to
recognize the significance and power of
the sibling relationship:




It can be longer lasting and
more influential than any other,
including those with parents,
spouse or children.
When severed, the negative
consequences can last a
lifetime.

Separating siblings in foster care or through adoption adds to their emotional burden and trauma
because:







They have already had to cope with the separation and loss of their parents.
If they are then separated from their siblings, they must experience the grieving process all
over again.
If they were abused or neglected by their parents, they will often have stronger ties to each
other.
They may have learned very early to depend on and cooperate with each other to cope with
their problems.
Sometimes, it is only through their siblings that children have been able to gain any positive
self-esteem.
Often, they are able to reveal to each other parts of themselves that they cannot share with
anyone else.

Research on siblings who have been separated reveals that:


When children are separated because of sibling rivalry, it teaches them that the way to deal
with conflict is to walk away from it, not to work it out.
 End of Article 

Separation Experiences
Adults have had numerous separation experiences--leaving home, changing jobs, marriage, divorce,
death, and so on. When separation occurs, adults may feel sad, lonely, lost, shocked, scared, angry,
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confused or any combination thereof. To cope with these feelings adults may cry, rely on friends or
family for support, seek counseling, depend on spiritual comfort or involve themselves in activities as
distraction from the pain they feel.
Foster children come in all shapes and sizes; each has a different personality, a different background and
different concerns but each child in foster care has one thing in common they have been separated from
the people and the situation that they know best. They have losses in addition to the loss and separation
from their birth parents. Children have also experienced the loss of other significant caregivers, siblings,
extended family, friends, neighborhoods, schools, churches and pets. Children have fewer sources of
support than adults. Most importantly these children have lost their sense of identity and their belief that
the world is a safe place where adults can be trusted to care for and love children.
Life is further complicated for these children because many have never experienced healthy attachments
to adults. Others have made so many moves that they have not learned to trust or accept comfort from
and feel close to others. These losses pose serious challenges for prospective foster parents and
caregivers who attempt to form trusting, caring relationships with these children. The losses children
experience can have a negative impact for the rest of their lives unless the pain of each loss is
acknowledged and dealt with, guided by caring adults.
It takes skill, patience and understanding to help children manage their losses and to understand that their
feelings are normal. Children who are not helped to deal with these feelings appropriately may end up
disrupting their placement. Recognizing and empathetically responding to a child’s pain and loss allows
foster parents an opportunity to begin forming attachments on a very meaningful level early in the
placement. It is critical that the caregivers understand and have empathy for these children and what
they are going through.

Understanding the Stages of Grief
When a child experiences separation from caregivers with whom he/she has an attachment, the child will
begin a grieving process with fairly predictable stages. This is a time when abnormal or extreme
behavior can be seen as normal. If we don’t grieve, and we refuse to admit anything is wrong or we
make no adjustment to the loss, we usually find at a later point we are acting out. When people
experience loss or separation they usually pass through several stages. One must go through these stages
in order to recover from the loss. Others experiencing the same loss may go through these stages at
different rates. Some people may go back and forth for some time before moving onto the next stage.
These stages are:
1.
2.
3.
4.
5.

Shock/Denial
Anger/Protest
Bargaining
Despair/Depression
Acceptance/Resolution

Shock/Denial: When a person is in shock he or she usually seems numb, doesn’t seem to react much,
may not respond to what you say. They may refuse to eat and appear docile. They may be more
susceptible to illnesses. You may see the denial phase when children enter your home. They may be
compliant, obedient and eager to please. Sometimes this is called “The Honeymoon Period”.
Sometimes the foster parents have difficulty believing what the social worker has told them about the
child’s behavior, or believe they must be exceptional parents.
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When a person is in the process of denial he or she usually doesn’t believe the loss has really happened
and that the problem will go away. When a child enters is in the denial stage you may hear them say
there was a mistake. They may claim that their parent will come any time. They may watch at window.
They may continually ask when their parent is going to come or if their parent has called. They may act
almost normal and then run to see if their parent has come. They may cling to particular objects. They
may rock or use repetitive rhythm to sooth themselves.
Strategies for Caregivers of Children in Shock/Denial:










Help the child express feelings-- “It’s okay to feel sad and scared about what happened”.
Provide age-appropriate information about why they were moved, where their parents or
siblings are staying, and plans for the future (if you know them).
Provide consistency and daily routines.
Try to provide some of the familiar items that the child is used to, using the same laundry
detergent, same toothpaste, and favorite foods. Things that smell familiar can be the most
comforting.
Provide comfort food, comfortable bedding (soft flannel is nice) and allow the child to cling
to a favorite possession or toy. Nightlights help.
Provide opportunities to play rhythmically--new music, jump rope, playing catch.
Provide close supervision to prevent injuries and seek medical attention for illnesses.
Realize that you don’t have to like what happened to the child or how he/she is behaving, but
you do have to acknowledge the child’s feelings.
Work with the child on starting his/her life book or scrapbook.

Anger/Protest: When a child is in the anger stage the child has begun to allow feelings and emotions
back into consciousness. He/she usually tends to lay blame for the loss on someone, wants to fight,
scream, or holler. During the anger stage foster care providers may see the child scream, cry, fight or be
destructive to toys or property. They may flair up at the foster parents, social worker or others without
provocation. Mothers tend to get the brunt of bad behavior. The child feels anger over the lack of
control over life that causes him/her to be afraid, anxious and distrustful. The child may not understand
their feelings and may act out. This is a stage where temper tantrums are common. You may see bed
wetting or soiling, defiance or swearing. The child may be aggressive against siblings, peers or pets.
You may see lying, stealing or regression. The child may seem sexually aggressive or provocative and
regress. Foster parents must be comfortable talking with their children about their specific loss and
separation. It is very important that the child’s feelings be validated and that they be assured that the
separation is not their fault. This can be accomplished though active listening, through stories, pictures,
doll play and frequent conversations with each other.
Strategies for Caregivers to help a Child Deal with Anger







Set limits and agree on appropriate ways the child can be angry.
Don’t ask why--most children aren’t able to articulate this. They may not know why.
Help the child learn more appropriate ways to express that anger; help them to use their
words instead.
Find ways for the child to be physically active on a daily basis, and whenever they seem
irritated.
Never take the child’s negative behavior personally. It is not about you. It’s about what they
have been through.
For toileting accidents, without shame or discipline, allow the child to assist you in cleaning
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up messes.
Use your support system, and take time for yourself, too.

Bargaining: When a child is in the bargaining stage he or she may believe that if they behave well they
may be able to return home. Children often believe that they are at fault and may believe that they may
be able to go home if they behave better. They may act eager to please and make promises to improve
their behavior. They may develop ritualized behaviors like continuous hand washing or pulling at their
hair. They may want to negotiate agreements with the new caregiver.
Strategies for Caregivers




Acknowledge the child’s feeling and sense of yearning for his/her parent.
Reinforce the fact that the child is not responsible for what happened.
Don’t expect this behavioral improvement to last.

Despair/Depression: When a child is in a state of despair/depression, he realizes that he is powerless to
bring back the losses and experiences an overwhelming sense of sadness. “Broken hearted” is a good
way to explain this feeling. Because of the intensity of these feelings, many children lose interest in
everyday living. He or she becomes tearful or withdrawn, may have a lack of appetite, may find it hard
to sleep, and may cry for apparent no reason. Some children stop eating yet others might overeat, some
have nightmares or sleep for extended periods. Personal hygiene may become lacking. Children may
become accident-prone and overreact to small cuts or bruises. They may regress to thumb sucking, baby
talk or toilet accidents.
Strategies for Caregivers:





Provide emotional support and nurturing.
Provide opportunities for the child to share sad feelings with you, therapist another adult.
Watch older school-age children and teens for suicidal thinking/behaviors. Ask them about what
they think/feel.
Share personal experiences of loss with the child and emphasize with her sadness. Help them to
hope again. Seek professional help on their behalf if you fear they are considering suicide.

Acceptance/Resolution: When a child reaches a stage of acceptance/resolution he or she usually begins
to pick up the pieces. They still feel the loss but begin to also realize that life goes on anyway and they
resume normal activities. The child may begin to have hope. This does not mean that the loved one is
forgotten, but the pain of the loss is lessened. It may take a year or more to reach this stage. During the
acceptance phase children begin to behave normally and enter into activities. They begin to talk about
the parent with less emotion and begin to make some plans. They can identify better with the new family
and can express emotions better and ask for help. Their development may begin moving forward once
again.
Strategies for Caregivers



Find things the child can do successfully and support this endeavor to increase self-esteem
Continue to be open and approachable about this issue of grief/loss so that the child knows he
can communicate his/her feelings and they will be acknowledged. Children can move back and
forth, regressing to earlier stages at differing times throughout their childhood.
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Many children in the foster care system have been given the message that it is not okay to grieve past
losses. Quite a few of these children are stuck in the anger stage and need help moving forward.
Children may regress in their progress at predictable times, like the anniversary date of the loss. Other
times, some event, smell, taste or memory may trigger very intense feelings of grief and loss. Foster
parents should make themselves familiar with their child’s “triggers” so they can better help their
children process the event. Caregivers can be extremely helpful.

 Article: Separation and Loss: Stages and Needs 
Adapted from Pasztor, E.M. & Leighton, M. (1992), Homeworks #1: Helping Children & Youth Manage Separation &
Loss, Washington D.C.: CWLA, Pg. 13

The grieving process:





Is a normal part of life for most people and certainly for the children in your care;
Influences feelings which, in turn direct behavior;
Requires that foster parents, adoptive parents and social workers cooperate to help children
manage feelings and behaviors so they can make the most of their foster or adoptive experience;
Has five distinct stages which are:
o Shock, denial or protest;
o Bargaining;
o Anger (acting out);
o Depression (anger turned inward);
o Understanding and coping.

There is a pathway through the grieving process which begins with a significant loss. This loss typically
falls into one, two or three categories. The children in your care usually have experienced all three of
these losses:




Loss of health from being abused or neglected;
Loss of significant persons (parents or siblings) to whom they felt a strong attachment; and
Loss of self-esteem from feeling worthless, inadequate and unable to control the events in their
world.

As children move through this pathway, there are signs indicating which stage the child is experiencing.
Children also have specific needs which must be attended to and met at each of these stages.
Understanding and Helping Children with the Impact of Separation and Loss
Age

Developmental Task

Infant

Infants develop a sense of
security and trust from day-today experiences.
Their
primary job is to develop a
sense of trust in others.

Toddler

They separate from their

Effect of Separation and
Loss

They are aware that their
environment has changed.
They react to difference in
temperature, noise, visuals.
They may lost their sense of
being able to rely on the
environment
and
the
individuals within it. They
may become less flexible.
Damages their sense of
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What to do to Help to
Minimize Trauma

Be attentive to needs. Keep
changes in a daily routine to a
minimum.

Need

help

developing

mothers, begin to develop selfconfidence and self-esteem,
and begin to feel capable of
doing things themselves.

independence, self-confidence
and self-esteem. Toddlers may
regress to younger behaviors.

independence or a balance
between dependence and
independence. Tolerate clingy
behavior as they do not trust
adults will be there when they
need them. May behave like
they
want
to
parent
themselves.
Need
opportunities for trust and
autonomy, and opportunities to
control their environment. Be
aware
of
all
events
surrounding the separation or
loss, as similar events will
reawaken memories in the
future.
Become good at self-care at World is confusing, fear Listen for odd or peculiar
Preschooler
home, typically ask a lot of abandonment, susceptible to statements for clues suggesting
questions, become more misperceptions as to the reason a child’s misperceptions about
individual
and
more for moves, and will blame self. the reasons for placement. Be
independent.
Show
attentive
to
child’s
tremendous interest in and
development.
Language
excitement with the world.
delays are common in children
Develop language skills.
who have been abused or
Unable to understand cause
neglected. Need consistency
and effect.
and predictability to regain
sense of trust and control.
Learning
in
school,
developing
Interferes
with
ability
to
learn
Need to help reason out loss.
6 to 10 Years Old
motor skills and same-sex peer and develop friendships. Need information from their
relationships are important. Regression to earlier stages is past to help them with identity
Moral development includes common.
issues. Need help with peer
heightened sense of right and
relationships, poor school
wrong.
Become more
performance and identifying
assertive; the issue of fairness
and managing angry feelings.
is very important. Increased
Children who have been
ability to understand and
sexually abused need nurturing
conceptualize.
in nonsexual relationships.
Be honest.
10 to 12 Years Old
Need to be accepted by peer Loss is intensified due to Need to be full participants in
Adolescent
group versus need to belong in adolescent’s
emotional the helping plan. Need to feel
family.
Must cope with instability and impulsivity. their desires are considered at
abundant
sexual
and Loss complicates issues of all times.
Need help
aggressive
impulses. identity and self-esteem. acknowledging and managing
Beginning to find place in the Being separated from family at sad and angry feelings, and
world. Want independence a stage when they desire low self-esteem. Need to be
from family; control battles are independence confuses the acknowledged for responsible
common.
Developing anger.
behaviors.
Need help in
intellectual and reasoning
resolving sexual issues in
abilities. Sense of belonging
nonsexual relationships. Need
and peer relationships are very
support in peer relationships;
important.
for example, help to manage
peer pressure.
A move/loss is a time of high anxiety and discomfort for children. Expect regression in behaviors. Being aware of all
their feeling and responding in a helpful way can support the attachment process between the child and the new family.
This chart is a composite of information found in a collection of work by Vera Fahlberg called “Putting the Pieces Together”
which includes the book, Attachment and Separation. The collection, “Putting the Pieces Together” was originally published
in 1982 and republished and distributed in January 1988 by Spaulding for Children, Michigan.
 End of Article 
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 Article: A Loss Can Cause a Child to Miss Developmental Tasks 
From Adopted Child, Vol. 7 No. 5, May 1988
This summary is produced with the permission of Lois Melina, publisher of Adopted Child.

Introduction: Vera Fahlberg, M.D., medical director of a psychiatric facility for children in Colorado,
says that children who experience a serious loss risk missing important psychological development.
Children have specific psychological tasks to accomplish at different developmental stages, and may
have difficulty progressing if loss causes them to channel energy into grief, or if they lose the parent who
helps them with those tasks. Fahlberg says that the effects of parental loss on the child can be predicted,
and the child can be helped to go back and accomplish tasks missed at these times.
Psychological Tasks







Children’s psychological development progresses predictably and sequentially.
A child can only accomplish developmental tasks in the context of the parent-child relationship.
A child is likely to regress developmentally in response to a significant separation or loss.
After losing the person with whom the child is used to accomplishing developmental tasks, they
will have difficulty continuing their development until a relationship is formed or re-established.
A child adopted as a newborn begins its psychological development with its adoptive parents.
Even though grieving for birth parents will occur at a later stage, development is not interrupted
because the parent-child relationship is not disrupted.
The child who is placed in an adoptive home as an older child may be separating from a biologic
or foster parent whom they have learned to depend upon for psychological needs. This child may
have developmental tasks to catch up on as a result of previous moves.

Developmental Tasks of Infants







The first psychological task of an infant is to learn that he can depend on his parents to meet his
physical needs.
The second psychological task is the building of trust and security. This grows as a result of
having physical needs met.
The infant learns to trust internal and external perceptions, e.g., associates hunger with the arrival
of food. This distinction forms the basis for learning.
Because needs of an infant are tied closely to dependency in the first year of life, children
adopted at this age usually form new attachments quickly and blossom.
If these needs are not met, the child may not trust others or know how to learn.
Fahlberg advises that parents should minimize changes the child will experience if adopted in the
first year of life.

Developmental Tasks of Toddlers




Between the ages of 1 and 3 years, the child learns that they are a separate person from their
parents. He also learns his sex, first name and position in the family. He practices this
developing autonomy by often being stubborn and demanding.
The child continues to define internal and external perceptions, e.g., he makes progress with
toilet training. He begins to rapidly acquire language.
If development is interrupted by adoption at this stage, the child may get stuck in the independent
or dependent role. If his first name or position in the family has changed, identity confusion may
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result.
Verbal skills can regress if he loses the person who was able to “interpret” baby talk to others or
if there is a significant difference in the way words are used in the adoptive family.

Developmental Tasks of Preschoolers






Between the ages of 3 and 6, the child has two main psychological tasks – learning that she can
be both dependent and independent, and that she is a basically good person who sometimes
makes mistakes.
The child receives conflicting messages, that he is too big to do some things, and too little to do
others. This conflict is resolved through play.
The conflict between being a “good” person and a “bad” person is also resolved through play.
A child who moves into a new family at this stage may not make this progression and feel that he
is always dependent or independent, or always good or bad. It may also result in his thinking that
he must be either the victim or victimizer.
A child at this age believes she can make things happen, and so may believe that she was placed
for adoption because she was bad, or because during a period of anger she wished for a new
parent. The child’s “magical thinking” may make her believe that she can change what has
happened.

Developmental Tasks of Grade Schoolers



Tasks at this age involve peer relationships, academic learning and conscience development.
Adoption at this time can interrupt academic progress, or confuse him about values. If the
messages he receives about values in the new family are different, it may cause him to doubt his
own sense of what is right and what is wrong.

Developmental Tasks of Adolescents






The adolescent is engaged in testing physical and psychological independence as she learns to
separate from her family and establish her own identity with peers and society.
The teenager who did not successfully accomplish these tasks as a toddler has another
opportunity to do so, but this time it is much more difficult for her and her family.
A teenager is likely to argue with his parents over issues of control. There is often an
unconscious desire for the parents to take control so that they will have to take the responsibility.
He needs help to explore alternatives, make choices and take responsibility for them.
Fahlberg advises that children should be given independence in small ways, such as dress and
choice of music, so there is no necessity to take control in major ways, e.g. drugs, alcohol and
sex.
The teenager has a need to know that her family will be there when separation becomes
frightening. Becoming a member of a new family can be difficult when a teen is trying to
separate from family.

Catching up on Development




Adoptive parents who are aware of missed developmental tasks can help their child experience
that stage of development again.
Because development is dependent upon parent-child relationships, establishing those
relationships is the first step. Then the tasks that the child has missed should be identified.
To help a child move through an earlier stage again, parents must work with them as if they were
174










at that age at which the task should have been accomplished.
An overly compliant child who has not learned independence can be taught that she does have
preferences and that it is okay to state them.
An older child can also use play to work through issues missed at a younger age. Fahlberg
suggests that the child be given the opportunity to play with younger children under the guise of
being a “mother’s helper.” Puppetry and drama classes can also be helpful.
A child develops a conscience as a result of being able to trust that her parents are there when she
needs them, and also from hearing his parents approve or disapprove of his behavior. A young
child is so closely supervised that parents usually know about misbehavior. Due to “magical
thinking”, the child believes his parents know what he does because they are omnipotent. He
internalizes the feelings he gets when they disapprove of his behavior and learns to monitor his
own behavior.
The older child needs to feel secure in her relationship with her parents before conscience
development can proceed. This is related to parents doing what they say they will do. Or
explaining why they were not able to keep their word.
When trust is established, parents can facilitate conscience development by being in close
communication with the school so that they can react to what the child is doing.
Fahlberg advises that conscience development is more difficult with an adolescent because it is
difficult to know what she is doing all the time.
Parents can help the child to learn that everyone feels okay about some of their behavior and not
okay about other behavior, and that there are internal signals that can be used to know what he
feels uncomfortable doing.
 End of Article 

Age Appropriate Responses
Children do have behavioral stages where some grief reactions may be common
Age
Infants

Toddlers

Preschool

Grade School

Effect
More crying
Thumb or finger sucking

What to Do
Keep to baby’s schedule
Keep baby in her own home with few
visitors
Talk to infant as you hold them
Be honest
Answer questions
Explain what loss is
Explain some feelings they may have
Remind them they did not cause the loss
Involve them in the loss emotions
Let them know they will be taken care of

Senses anxiety, sorrow
May cling
Doesn’t want parent to leave
May sleep more
May wake frequently
May be more “hyper”
Bedwetting is common
Unable to verbalize feelings
May ask questions
Plays “death”
Reverts to baby talk
May want bottle and diapers
Plays “death” and “funeral”
Shyness may increase

Answer questions
Be honest
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Acting out may increase
Grades may suffer
School may become safe haven
Teens

Explain feelings
Talk about fears
Involve the child in the loss emotions
Provide a journal
Offer love, understanding and support
Talk openly about feelings
Encourage teen to talk to teacher or school
counselor
Encourage them to journal or draw
Create rituals of memory
Tell them what you need
Let them tell you what they need

Anger is normal
Feelings of “unfaired against”
Acting out occurs
Philosophical talk with friends
Search for spirituality
Risky behavior not uncommon

Children Grieve too, Helping Children Cope with Grief, Joy & Dr. Marvin Johnson of the Centering Corporation,
1531 North Saddle Creek Road, Omaha, NE 68104 – 402-553-1200.

 Fact Sheet: Children’s Reactions to Loss: Common Behavior Patterns of the
Grieving Process 
From MN Child Welfare Training, MN Dept. of Human Services
Reproduced with permission from Separation and Placement in Child Protective Services, Core 104, By Rycus, J.S.,
Hughes, R.C., and Ginther, N.M. (1998), Washington, D.C.: Child Welfare League of America

Shock/Denial
General Description of Stage
 The person appears compliant and disconnected from the event, as if the loss were of little
significance. The person may be stunned, robot-like, “shell-shocked.”
 The person may deny the event and/or feelings accompanying the event. There is little emotional
expression.
Behavioral Expressions in Separated Children
 The child often seems indifferent in affect in behavior.
 The child may not show an emotional reaction to the move.
 The child may appear to make a good adjustment for a period of time, often referred to as the
“honeymoon period”.
 The child may go through the motions of normal activity but shows little commitment or
conviction.
 The child may be unusually quiet, compliant, and eager to please. In retrospect, the child’s
behavior may appear passive and emotionally detached or numbed.
 The child may deny the loss, and may make statements such as, “I’m not staying here. Mommy
will get me soon”.
Diagnostic Implications
 Caseworkers, foster parents, and parents may misinterpret the child’s compliant and unemotional
behavior, believing the child “did fine…it was an easy move”. When a child is thought to have
handled a move without distress, later behavioral signs are often not recognized as separation
trauma and part of the grieving process.
 Children who have not developed strong attachments to their parents or caregivers may not
display an emotional reaction the move at all.
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The absence of an emotional response by children in placement beyond the short time period of
the “shock” phase should be of considerable concern to the caseworker and foster parent as it
may indicate underlying emotional disturbance.

Anger or Protest
General Description of Stage
 The loss can no longer be denied. The first emotional response is anger.
 Anger may be directionless or directed at a person or object thought to be responsible for the
loss.
 Guilt, blaming others, and recriminations are common.
Behavioral Expressions in Separated Children
The child may:
 Be oppositional and hyper sensitive.
 Display tantrum behaviors and emotional, angry outbursts.
 Withdraw, sulk or pout, and refuse to participate in social activities.
 Be crabby and grouchy, hard to satisfy.
 Exhibit aggressive, rough behavior with other children.
 Break toys or objects, lie, steal, and exhibit other antisocial behaviors.
 Refuse to comply with requests.
 Make comparisons between her own home and the foster home, and his/her own home is
preferred.
 Display sleeping or eating disturbances, and may not talk.
Diagnostic Implications
 The child’s oppositional behavior may be disruptive to the foster caregivers.
 Confrontations between the caregivers and the child may lead to a struggle for control.
 The child may be inappropriately diagnosed as “severely behaviorally handicapped” or
“emotionally disturbed” or may be punished for misbehavior.
 Caretakers can be more supportive and helpful in redirecting the child’s feelings if the behavior
can be properly identified as part of the grieving process.

Bargaining
General Description of Stage
 Behavior during this stage is often an attempt to regain control and to prevent the finality of the
loss.
 The person may resolve to do better from now on.
 The person may try to “bargain” with whomever is thought to have the power to change the
situation.
 The child may believe that a certain way of behaving or thinking will serve to prevent the finality
of the loss.
Behavioral Expressions in Separated Children
 The child may be eager to please and will make promises to be good.
 The child may try to undo what she feels she has done to precipitate the placement.
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The child may believe that behaving or thinking in a certain way will bring about a
reconciliation. These behaviors may become ritualized, which may be the child’s attempt to
formalize her “good behavior” and assure its consistency.
The child may try to negotiate agreements with the foster caregiver or the caseworker, and may
offer to do certain things in exchange for a promise that he will be allowed to return home.
The child may appear moralistic in his beliefs and behavior; these behaviors often are a defense
against failure in upholding his end of the “bargain”.

Diagnostic Implications
 The child’s behaviors represent a desperate attempt to control the environment and to defend
against feelings of emotional turmoil.
 In reality, there is little chance of the child’s behaviors producing the desired results or
reunification.
 The worker who understands this stage can provide needed support when the child realizes the
ineffectiveness of the bargaining strategy and begins to experience the full emotional impact of
the loss.

Depression
General Description of Stage
 This stage is characterized by expressions of despair and futility, listlessness, with or without
extraordinary episodes of fear and panic, withdrawal, and a generalized lack of interest in people,
surroundings, or activities. The individual often cannot be comforted.
Behavioral Expressions in Separated Children
 The child appears to have lost hope and is experiencing the full impact of the loss.
 Social and emotional withdrawal and failure to respond to other people are common.
 The child may be touchy, “out of sorts” and may cry with little provocation.
 The child may display signs of anxiety and be easily frightened.
 The child may be easily frustrated and overwhelmed by minor events and stresses.
 The child may be listless, without energy.
 Activities are mechanical, without direction, investment or apparent interest.
 The child may be distractible, have a short attention span and be unable to concentrate.
 Regressive behaviors are common, such as thumb sucking, toilet accidents, baby talk.
 Generalized emotional distress may be exhibited in both emotional and physical symptoms,
particularly in young children. These include whimpering, crying, rocking, head handing, refusal
to eat, excessive sleeping, digestive disorders, and susceptibility to colds, flu and other illness.
Diagnostic Implications
 This is a critical period in the child’s relationship with the parent. Once the child has completed
the grieving, it will be extremely difficult to reestablish the parent-child relationship.
 There may be a lapse of time between the separation and the onset of depression.
 Foster caregivers may feel frustrated and helpless by their inability to comfort or to help the
child.
 The worker who recognizes the child’s depression as part of the grief process will be more able
to provide support, or to increase visitation to prevent the child from emotionally detaching from
the parent.
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Resolution
General Description of the Stage
 Symptoms of depression and distress abate. The person begins to respond to people around
him/her in a more normal manner.
 The person begins to invest emotional energy in the present or in planning the future, and less in
thinking about the past.
 The final stage of grieving ends when the person returns to an active life in the present.
Behavioral Expressions in Separated Children
 The child begins to develop stronger attachments in the new home and tries to establish a place
for herself in the family structure.
 The child may begin to identify herself as part of the new family and will demonstrate stronger
emotional attachments to family members.
 The intensity of emotional distress decreases and the child can once again experience pleasure in
normal childhood play and activities.
 Goal-directed activities reoccur. The child’s play and activities become more focused and
playful. The child is better able to concentrate.
 Emotional reactions to stressful situations diminish as the child becomes more secure in the new
environment.
Domestic Implications
 Behaviors suggesting resolution are generally positive signs if the case plan includes permanent
separation of child from his family. However, it is inappropriate and harmful for the child to
resolve the loss of his family if our plan includes reunification.
 End of Fact Sheet 

 Article: Growing Up Adopted, Ages 9 – 12: Minimizing Placement Trauma 
By Jayne Schooler, co-author of Mystery History:
Helping Foster/Adopted Children Understand the Past

As a result of new legislation designed to move children from foster care into permanency more quickly,
a growing number of older children are being placed into new families. What do the parents of older
children aged 9 to 12 need to know about the needs of a child at this age? How can they make joining a
new family easier?
Pre-adolescence is a time of change. New or prospective parents need to recognize that the child joining
their family is changing cognitively, emotionally and socially. By understanding these developmental
changes and following a few practical tips, parents can minimize the stress associated with the move to a
new family and environment.
Cognitive Changes: Unlike their younger counterparts, pre-adolescents are entering a stage in
development where they are able to think and reason more abstractly. As a result, they no longer see the
world purely through their own eyes.
Some children of this age may have developed a level of insight that allows them to recognize that their
birthparents have problems – problems that they are not the cause of. They are also better able to draw
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out “what if” scenarios to seemingly logical conclusions. As a result, they may ask difficult questions
that must be answered truthfully and completely.
Emotional Changes: Pre-adolescence is a complex age for children as they begin to pull away from
their families and move toward greater independence and at the same time struggle to hang onto
childhood. Much of who they are – their identity and their self-esteem – is connected to their birth
family. If they don’t like what they see in their birth families – and therefore in themselves – the threat
to their developing self-concept can be serious. At the same time, criticism of their birth family can
create loyalty conflicts in the new home and further contribute to self-esteem issues. Moving into an
adoptive placement at this age can be particularly embarrassing for a child. The community in which the
family lives is aware that this child does not belong to the family by birth. Children this age don’t want
to be singled out as different.
Social Changes: In most cases a child moving into a new family leaves friendships behind. Because the
9 to 12 year old child’s social world has grown to include people outside the family, losing these contacts
can affect adjustment into a new home. Again, the child’s response to the status of “being adopted” can
affect his ability to form new and trusting relationships with peers.
Tips to Lessen the Trauma: Because of their excitement, adoptive parents often want the child to
move as quickly as possible into their home. They forget that the child needs time emotionally to
transition from his or her foster home to the new home.
1. Plan pre-placement visits. Children need to be introduced to their new family and home a little
at a time. Introduce the youngster to extended family members one or two at a time during preplacement visits rather than having a “welcoming party” with a roomful of strangers. Plan visits
to the new home, neighborhood and school incrementally to minimize stress for the child.
2. Move at the child’s pace. Early pre-placement visits should be held in an environment familiar
to the child: his foster home, a familiar park, etc. Gradually, parents can add elements of the new
setting as well. Limit visits to a time length the youngster can manage without exhaustion or
anxiety.
3. Prevent unnecessary losses. A child will do best making the stressful adjustment when his
history is remembered and important and significant people are still available to him or her
(foster parents, friends).
4. Understand the child’s need for cultural continuity. Ease the stress of a cross cultural move
by inquiring about the child’s previous experiences – including discipline methods of former
caregivers, hygiene practices, life style, communication practices with adults, etc. This effort
will help the child transition more easily into the home and let him know that his culture is
valued.
5. Listen to what the child is saying – verbally and nonverbally. One issue for many children
moving into adoption is that no one ever asks them how they feel about what is happening to
them. Communicating with your youngster will help her express feelings and give her some
sense of control over what is happening.
 End of Article 

 Handout: What You can do to Help a Child Cope with Separation 
Author Unknown



Address his anxiety about abandonment and fear for his safety.
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Allow and encourage the child to express his feelings.
Don’t feel slighted if children whine or cry, or don’t seem to like your home.
Think of ways to make the child feel comfortable such as giving him something warm to snuggle
with, extra blankets, let him sleep with the radio or TV turned on, etc.
Remember he is probably afraid of the dark, so give him a night light.
Provide predictable routines and structure.
Establish atmosphere of trust. Never lie to the child.
Answer his questions about why he is not with his parents.
You want to get across the following messages:
o It was not your fault.
o It was not because you were bad or unlovable.
o There is nothing you could have done, or could do now, to make it different.
If the move is a result of the child’s own behavior, such as in an unmanageable or delinquent
adolescent, make a contract spelling out the conditions for acceptable behavior.
Encourage the child to remember and talk about the person he has lost.
Answer questions about the birth parents’ visits.
Remember the success of the new placement does not depend on forgetting earlier attachments.
If future moves are likely, keep a lifebook for the child.
 End of Handout 

 Article: Preparing a Child to Leave Your Home & Preparing Yourself & Your
Family 
Author Unknown

The moment of truth has arrived. The social worker has just told
you that your foster child is going to leave. It is important to get
your feelings in order before approaching the foster child. Whether
you feel joy or grief, you need to talk to the child calmly. If you are
feeling very emotional – and many foster parents feel this way –
you need to gnash your teeth and do it in private. Separation is
difficult enough for a child without burdening him with your
emotions also.
Who tells the child he is leaving? You and the social worker need
to decide who will tell the child. In some cases the worker and
child have a close friendship which will enable the worker to do it
best. In others the foster mother or father will be the best candidate. If you are doing it, share how you
are dealing with it to the worker. He will want to be supportive and may have helpful hints to help you
help the child. Teamwork makes any job a bit easier.
But how do I tell the child? Honesty and kindness are the best rules of thumb. Every situation is
different. There is no cut and dried rule. Try a calm and simple statement such as “Today the judge
said…”, and put it in easy to understand language for the child. If it is news he has been anxious to hear,
rejoice with the child. If it is news that he will be moved on to a new foster home or adoptive family, the
child may be afraid of the unknown. He may fear returning to his natural home. Make positive
statements. Do not promise happiness forever. Realistically find positive, truthful things to say, such as
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“Your family has waited a long time for you to come back”, or “The social worker says you will like this
new home because…”
What if I don’t like the home this child is moving to? You are not going to help the child by pointing
out all the “terrible” things he’ll encounter in his move. If he tells you the things he fears about the
move, help him talk about it. Share his fears with the social worker. Don’t promise that “Dad won’t
drink anymore”, or “Your new mother will never spank”. You can’t be sure these things will never
happen. You can be positive in saying “Your father is trying very hard not to drink”, or “Your mother is
very excited about your coming to live with her” if you know this to be true. Don’t promise pie in the
sky.
Won’t the child think I don’t love him? Many foster parents have this worry, and of course you
should tell the child that you have loved him and cared for him. Admit you will miss him and how much
his being with you has meant to you and your family, but keep it calm and leave the sobbing scenes out.
How soon before he leaves should I tell the child he is going? Some moves must be made within four
hours or less if the court so decrees. Other times you have several weeks or months. Time helps you to
air fears and worries. You must determine how your child might react. Talk it over with the social
worker.
I’m worried about how the family will take the child’s move. Talk it over with you worker. He or
she may be able to share how other homes have handled the issue. Talking helps everybody concerned,
and your family has certainly been involved and concerned – after all, they lived with the foster child
too! Do you realize the other children in the family may have a grieving period which will help them
accept the fact that the foster child is leaving your home?
How do I pack for the child? Children are accumulators. Whether he’s been with you two weeks or
two years, there are items that have become “his”. To send a child off with half a paper bag of ill-fitting
clothes is stripping him of his dignity and worth. Take a tour of the house with the child. Tell him you
need his help finding what is his. When he points to the television or someone else’s toy, you can calmly
say, “No, that belongs to the family” or “That’s Sara’s, it stays here”. There should be items that have
been just his and these items should go with him. A child three and older can make this tour. It helps
make the move definite for the child and you. Do send a picture album if you have made one. If the
child’s been with you any length of time, you should have compiled snapshots and mementos. An older
child may resent being packed off with a cardboard box or paper bag. Try to get a suitcase or duffel bag
that will be his.
What about sending a baby? A very small infant has become used to the smells of your linens. Send a
blanket or two, a crib sheet and a comfortable pair of pajamas he’s used to wearing. It is important to
send the schedule of the baby and a record of any “firsts” for the receiving mother.
If you can handle all but the moment the child goes out the door. Try to send the child off with
pleasant memories. When the front door closes, feel free to cry or do a jig, whichever applies to your
feelings. Then tell yourself you did the best you knew how. You cared for the child when he needed a
parent. He has a brighter future because of you. And now that you’ve had a child leave, you are a fullfledged foster parent.
 End of Article 
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 Article: When a Child Returns Home 
Author Unknown

We have seen that it can be very difficult to prepare a child to move into an adoptive home. Most foster
parents find it much more difficult to see children move back to their own family. You have always
known this was a possibility, but that does not seem to make it any easier.
You know the child who came to you for foster care did not come from an ideal home, and you are very
concerned about his returning there. You have problems. You have come to love this child and you
have seen such change. Now you are afraid of a “slide backwards” and it feels as if all you have done is
for nothing. You find it hard to understand how the agency can consider returning the child to “that
awful place”.
You cannot see any evidence of change. But nothing stands still. There have been changes, even though
the changes may not be as great as you would like. It may help some to think about the possible changes.
Sometimes parents who have severe problems are helped to “get themselves together” when they have
had a chance to work on their problems without the constant pressure of the daily care of the child. They
may have been undergoing counseling and have learned to feel better about themselves so it will be
easier for them not to use the child as a scapegoat for their own problems. If they have been helped by
the agency, they now know this is a resource which they can use for future help.
The most important change of all is the change in the child himself. He has now had more experience
outside the home. He has known you and others like you. He now has more models to choose from as
he decides what kind of adult he wants to be. He is older and can protect himself. He also knows how to
get help if needed.
No child should be deprived of being with his family except for the gravest of reasons. By being with
his family, the child has the best chance to truly know and to understand his own place in the scheme of
things. This is very important for healthy emotional development.
The child’s return home has been considered very seriously and while often it may not seem to be ideal,
it does seem to offer him the best chance.
What you have given the child will never be lost. You have been with him, have understood and
comforted him through one of the most painful periods of his life…that time when he had to live away
from his parents.
The child will not forget you.
 End of Article 
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 Article: How to Address Grief & Loss for the Foster Family after a Foster
Child Leaves 
By Elizabeth A. Tracy, Foundation of Hope

1. Attitude is everything! After accepting a placement, the foster parents should renew their
commitment to the goal of foster care, i.e., reunification of the child with the birth family. The
parents should constantly remind themselves of two things:
a. This child is not mine.
b. This child will ultimately return home.
Keeping these two things in mind while fostering will prepare the parents for the
inevitable…the child leaving.
2. Let go and let God! We all need to identify when we have no control over situations and turn
them over to a higher power (or the Cosmo…or just let it go). Worrying and having anxiety
attacks cannot and will not change the future outcome for these children (but will produce a nice
large ulcer for the foster parent).
a. Try the “Serenity Prayer”: God grant me the serenity to accept the things I cannot change,
courage to change those things I can and the wisdom to know the difference.
b. Love them while they are with you and when they leave. Ask the guardian angels to take
watch over them. Put them in God’s hands (or Buddha”s…whoever).
3. Prepare the children. While the child is in your home teach them the necessary survival skills
they will need if they are returned home. For example:
a. Teach them to tell their teacher, social worker, counselor or a police officer. Teach them to
keep telling until an adult listens to them.
b. If they are medically needy, teach them to recognize the signs/symptoms that indicate they
need to take their medication. Teach them the times they should take their medication and
the proper (not aggressive) words to use if they need to prompt their caregivers to give it to
them.
c. Teach them the basics needed for meals (preferably non-cooking for younger children) e.g.
peanut butter and jelly sandwich, a glass of milk or a slice of cheese. For older children,
teach them to read a recipe, shop and cook the meals. Make a recipe book that they can take
home with them.
d. Show them there is a different way to live…that they have choices. Teach a work ethic (you
work, you get paid, you buy nice things). Invite them to join in your family rituals and help
them to develop new ones, e.g., the family eats supper together, attends church/synagogue
regularly, donates to the less fortunate, etc.
e. Teach them their rights – food, shelter, not to be harmed.
f. Teach them to use the telephone, including pay phones, hotels, etc. Teach 911 or “O” for
operator. Give them the number of the local help line or youth crisis line. Teach them how
to make collect calls.
4. Find a support group for foster parents to discuss anger and grief. Note to Case Workers:
Many foster parents will not attend or utilize such groups unless they feel safe that the
information will not be used against them.
5. Attend a grief or bereavement support group in your community…a loss is a loss.
6. Make your concerns or fears known! “I told the case worker everything that Johnny was
afraid of. I told her that I didn’t think this was in his best interest. She wrote down everything I
said and put it in Johnny’s file.” Unfortunately the court deals with fact only. Knowing that
something will happen to them is not a reason to keep a reunification from occurring. Only after
something happens does the court have a legal right to take action. However, you can tell social
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workers, teachers, a guardian ad litem, judges, lawyers and case workers about your fears and
concerns, insist that they put documentation in the child’s record. No one wants to have any
regrets and you may be able to sleep better at night after expressing yourself. Remember that you
are not in control of the decision making process. The final decision and responsibility for any
consequences rest with the people who are empowered to make decisions.
7. Make sure your motivation is clear. If you are really an adoptive family doing foster care,
watch out! Remember that the goal of foster care is reunification. If you know you will want to
adopt a child, only accept those that are at “legal risk” (95% certain they will be freed for
adoption), or children who are already available. A foster parent who is really an adoptive parent
has a vested interest in a failed reunification effort.
8. Acknowledge all the good you have done! You know what the child was like when they first
came to you. You were there for every success they had. Those successes have not disappeared
because the child has left. They will have those successes to draw upon in the future.
9. Allow enough time for the grieving process for biological children.
a. Talk about the reunification process from the beginning, e.g., “You will stay with us until the
judge decides that you can go home to your parents or you will go to a forever home or a
growing up home”.
b. Consider telling the family about the possibility of reunification each time a court date comes
up.
c. Push for a slow transition: day visits, weekend days, one overnight, weekend overnights, etc.
Eventually the child will “visit” you and “live” with their parents. This gives everyone a
chance to adjust.
d. Have a party! Throw a party to celebrate the foster child’s leaving. Biological children can
buy special presents for the child and have closure. Remember we are modeling for the
foster children how healthy people say good-bye and grieve.
e. Exchange pictures of all the children. Note: make sure you frame the foster child’s picture
before you send them home.
f. Do not share your fears and concerns about possible abuses that the foster children may
experience. Your children are not equipped to handle this and they are more powerless than
adults.
g. Seek professional help. Get a family therapist for your family if the transition is particularly
difficult. If any of your biological children were born after a foster child was placed with
you, remember that this loss to your own children represents the death or loss of a “real”
sibling no matter what you tell them. The center for grieving children or a pediatrician or
hospital can refer you to a support group for your own children.
h. Do not take another placement right away. Allow time to heal.
i. Assure your own children that they are yours forever.
 End of Article 

 Handout: Children’s Grief 
Adapted by Elizabeth A. Tracy, Foundation of Hope from a handout by Hospice of Kona, Inc.

1. Children need to be repeatedly reassured that their physical needs (place to eat and sleep) and
emotional needs (love) will be met.
2. Children need to be allowed to talk and cry.
3. The circumstances of the loss need to be explained.
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4. Allow the child to have pictures of the child leaving (and maybe their birth family that the child
is going to live with, the house they are living in, etc.).
5. If your child needs additional security, encourage them to use a favorite bear, blanket, doll, etc.
6. Children should be allowed to talk about the child when they are ready. Adults should discuss
fond memories of the foster child in the presence of their own children.
7. Keep your children on their regular schedule, i.e., bedtimes, snacks, meals, playtime, etc.
Children tend to feel safer when their routine is maintained as much as possible.
8. Refrain from making any unnecessary changes in the child’s life, e.g., suddenly going back to
work full-time, taking a new placement or having a new babysitter.
9. Your own children may fear they may leave too.
10. A good-bye party, dinner or luncheon is recommended to aid with closure.
11. Children may need to be repeatedly told that it is not their fault that the other child left. This may
be particularly important if your child secretly wished the foster child would leave.
12. If possible, let you children know that they can write letters or draw pictures to the child who has
returned home. Ask the birth family if they will send you a wallet of the new school photos.
 End of Handout 

 Article: The Many Faces of Grief and Loss 
Adapted from materials from the Southern Arizona Chapter of The Alzheimer’s Association, an Internet article 1998, and
a handout by the Alzheimer’s Association, South Central Wisconsin Chapter












Grief is a reaction to loss. The pain of grief is the price we pay for loving another. In a very real
way, whenever we choose to love someone we are also choosing to accept this hurt. The time
comes when we have to say goodbye and let go. That is when grief begins.
A long, drawn-out process is sometimes called anticipatory grief – a catch-22 situation where the
foster parent knows the losses will occur in the future but is powerless to change or forestall
them.1
As we move through this sea called life, we leave behind familiar waters that we’ll never sail
again: the carefree days of childhood, the feel of a favorite doll, the thrill of hitting a first home
run, the excitement of a first kiss, the sound of a first car, the pet we grew up with, the joy of
bringing children into the world, and much more. As we leave the things behind, we grieve over
their loss. It hurts to say goodbye.2
We like to think that we are really in control of our lives. Death or any other loss shatters that
illusion as violently as a bullet shatters a bottle. It forces us to face the mortality and
vulnerability that we despise.2 Loss eventually makes us better or bitter.2
We spend massive amounts of personal energy trying to avoid facing head-on the dreaded agony
of losing something or someone we deeply cherish and richly enjoy. We try to buffer ourselves
from the pain of loss in a multitude of ways, but often to no avail. The result of such
unsuccessful avoidance is often deep anger and bitterness.2
Grief is a universal, complex and painful process of dealing with and adjusting to loss. Even
animals have been known to grieve the loss of a mate or master. It is a normal and unavoidable
part of life. In God’s invitation to live and enjoy relationships with others, we are also invited to
grieve their loss.2
Grief is a process; recovery is a choice.
 End of Article 
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 Article: Thoughts on Foster Parent Grief 
By Betty Evans

Foster parents deal with loss – either loss of a child to return home, to adoption or another foster home,
or loss of their license. Grief is inevitable. It is the natural consequence of the cycle of bonding and
separation. It cannot be eliminated or even lessened. It can only be handled with empathy or with
disdain by those close by – or what is worst of all, by ignoring it.
Some of the situations I have heard about cry out for better handling. For instance: A toddler was told
by his caseworker that he’d been “terminated” and would “soon” get a new mommy and daddy. The
poor little kid was plunged into a 6-month void of belonging nowhere. He knew he was leaving but had
no new place to get acquainted with, no new people to learn to know. The foster family had to copy with
a violent acting-out child, and were furious.
No one had asked how they might have handled this. They resented their little boy being told of the
pending move before they were. In fact, they would have held out for NOT telling him until a family had
been selected. The foster family viewed the episode as a real error by the caseworker which resulted in
chaos in their family and hurt to the child. As I see it, the error was in not including the foster parents in
the plan for preparing the little boy for adoption. The family’s grief at the pending separation would
have been channeled into an acceptable form, rather than anger. Foster parents wonder why they are
trusted with the total care of the child but not trusted to have good insight and advice in the decision
making.
Another incident: A foster mother was perceived as a threat to an adoption placement and her contact
with the adopting parents was strictly limited. The “threatening behavior” was simply adamant
insistence on realistically describing the child’s degree of retardation, as the mother feared an eventual
adoption breakdown. The agency apparently feared the loss of the placement. Result: a frantic, fearful
foster mother who caused so much commotion throughout her agency, it’s a miracle any more foster
children were placed in her home. Also, a failed adoption, because the adopting family expected a child
who would respond to their affection. This, however, he could not do; he was not developmentally able
to. The solution in this case would have been to rely on the MHMRA evaluation which advised against
adoption because of the child’s incapacity for reciprocity of love, an essential emotional need for a
successful adoption.
The reality of grief and its handling are so well known that much effort goes into training to prepare
foster parents to cope with it. My perception is that my agency expects me to eliminate grief by learning
about it. I can’t. It’s there, it’s real and it’s terrible. I need help handling it. I need to know “they”
know I’m suffering and they don’t distance themselves from me when I need them most.
And…handling my grief is easier for my agency if I am totally involved in the details of a move. If I am
this undone by grief, think how much more terrifying is the grief of a child. I can better empathize with
the suffering child I love if somebody’s empathizing with my suffering. Increase my strength and I can
pass strength and I can pass strength along to my child. Increase my grief by insensitivity and I am
weakened in my help to a grieving child.
There are predictable stages of grief. In interpreting them (in terms of foster parent behavior), these
ideas may be a way of modifying undesirable results in an episode of adoption.
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Stages of Grief and Ways to Work through the Stages
Denial: Takes the form of foster parent wanting to adopt a child. Foster parent participating in parent
selection and placement procedure would assure acceptance.
Despair: Takes the form of inability to cooperate, i.e., argue about placement visiting schedule. Subcare worker alert home worker and foster parent association and “buddy” to call the foster parent to offer
loving concern.
Anger: Takes form of complaining calls to supervisor. Accept the fact of anger as a legitimate feeling,
so that in order to express anger the foster parent doesn’t have to find artificial causes for the anger. This
misplaced anger often falls on the agency and/or individual workers and causes hurt feelings and
misunderstandings.
Mourning: Can result in tears and inability to cope. Allow a time to grieve – agency sends “condolence
note” in the form of a warm “thank you” note.
Guilt: Guilt? What place does guilt have in a foster parent’s emotions? We would expect it from the
birth family who have failed their child. But why us? We have NOT failed their child. I feel guilt at
thinking mainly of myself, my loss, my loneliness. Why? When everyone else feels so great –
caseworker proud, new parents ecstatic, child hopeful – why do I feel so rotten?
I want to be as happy as all the rest but I’m not. And it’s all because I’m not fully sharing the happiness
of all the rest that I feel guilty. That guilt, unreasoning and unnatural, is out of step with everybody
else’s feelings, so each stage of my grief is overlaid with the feeling that something is wrong with me; I
shouldn’t feel like this. I shouldn’t hurt so much. But every time I do – and so should you – every time
– or you haven’t done what you’re supposed to do – to love – to lose – and if you’ve loved enough, to
grieve.
Acceptance: Takes the form of foster parent asking for another child. Allow time for healing. This
stage is eased by knowing that the adoptive parents will allow their new child her/his memories in a
Lifebook. Foster parents should never, on their own, initiate an ongoing relationship. I’ve asked myself
many times why workers seem to ignore the grief in our loss. Do they not perceive it? I hope they do,
but since we are viewed as part of the nurturing team, perhaps it is too much for them to face the fact that
we pay a heavy price for being so deeply and lovingly involved.
If you would like to communicate with Mr. Evans, he can be reached at:
Mr. Gordon Evans
226 Kilts
Houston, Texas 77024
Mr. Evans has vast experiences in foster care and foster care issues and is a wonderful resource.
 End of Article 

Foster parents need to be aware of the issues they themselves bring to fostering. Your own “unfinished
business” comes to the forefront when new losses occur for a child in care. One of the biggest issues
that prompt unresolved grief is infertility or the loss of a child. This issue needs to be examined,
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understood, and resolved by prospective foster parents. It would be very difficult for foster parents to
help a child resolve his or her loss if they are still struggling with losses of their own.

Overall Strategies
The first thing a foster parent can do is recognize and accept that these feelings are normal and allow the
child to talk and reflect about his or her feelings. Children should be given honest and complete
information about their placement and what happened to them. This information should be shared in a
way that is appropriate to their developmental stage. Foster parents should try not to force activities.
Letting the child know that he is welcome to participate, but again not forcing the issue. When a child
acts out, redirect the behavior toward a more appropriate means of expression, recognizing that the
emotion is legitimate even if the behavior is not allowed. Again at this point, it is very important to
identify and separate the child’s behavior from the child as a person as the child may already feel that he
or she is to blame. Through reassurance that the child is not at fault and offering hope, the child will feel
better later, the foster parent can help the child through this difficult time. It may be helpful to assist the
child in making plans and being specific about what will happen today and tomorrow. For instance, if a
visitation is planned let the child know when and what will happen and perhaps make a calendar to mark
off these days.
Again foster parents can assist their children in keeping in contact with their families of origin my
making phone calls, writing letters and supporting the visitation plan. It is also very helpful for children
to have pictures of his or her family displayed.

When should I be worried?
If the extreme behavior lasts for a long period time, depending upon the age, foster parent should be
concerned. A child who doesn’t appear to care much may actually also be suffering more than the child
who seems to be very concerned about his situation. If a foster child has moved several times from
home to home he or she may be triggering feelings about the old losses. His discussion about his family
may be confused as he talks about several families at once. He or she may be afraid of establishing a
new relationship with the new foster family and may attempt to provoke your rejection. Some children
experiencing separation and loss may act out in (an unrealistic) hope that if they are bad enough they will
be sent back home. Regression or extreme behavior is not necessarily an indicator of severe problems.
At times it may be difficult for foster families to identify the difference between a child who’s
undergoing a normal response to separation and loss versus a child who has severe, emotional problems
or may have learning difficulty. During transitions a foster child may have difficulty concentrating at
school thus resulting in poor school performance. This may be more their reaction to a stressful situation
then their intellectual or cognitive ability. However, we must not exclude the possibility that children
coming from environments of abuse or neglect may have learning difficulties and therefore again it is
appropriate too for the foster family to express their concerns to the child’s caseworker.
The loss of a child may be one of many losses the birth family has experienced. No matter how poor
their past behavior is, this is traumatic. They will pass through all of the grief stages. They may
experience feelings of apathy, listlessness, not caring, drunkenness or substance abuse, anger, hostility or
developing “a chip on their shoulder”. They may make promises and not carry through with them. They
may call at inappropriate times and they blame the child for the placement. They may cry or feel sorry
for themselves. They may withdraw and disappear. They may bring others with them to visitation for
support. They may try to steal the child back. They may criticize the foster family’s way of doing
things. Foster parents can be of assistance to the parents in dealing with these issues by being warm and
accepting, listening to the family’s problems, modeling maturity and encouraging them to use
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community resources and seek help. The children may experience a number of different feelings
towards their natural parents. They may express love toward them and may want to return to them but
on other occasions they may seem ambivalent. They may question if the parent loves them and blame
themselves for separation and be generally confused. A child may blame himself feeling that his
behavior was deserving of a punishment that became abusive. He may feel that if he had behaved better
he wouldn’t have been taken away. He may also be very scared of the parents. Yet children continue to
love their parents, even parents who have mistreated them, as these are the only parents that they have
known. Even if the parents have provided for his or her needs up until now, even if they have done so
poorly, they are still part of this child. Even though it may be very difficult to accept at times, the social
workers will usually continue to allow parents who have abused or neglected their child to visit their
child while in foster care. The child must be allowed to continue to build a relationship with his parents.
The parents can see what is happening to the child and how he is doing. Only in a few extreme
situations is visitation totally denied. Some people feel that it may be better to discourage talking about
the child’s natural parents and hope that they forget about the situation. However, it is well documented
that it is always better if we can express our feelings and know others will accept them and us as
individuals. Foster parents should be careful about asking questions and allowing the child to set the
pace. Sometimes using stories or pictures encourages the child to talk without being quizzed.
Foster parents will often hear a child say that he or she wants to go home with his real mother or real
parents. It is appropriate for foster parents at that time to recognize his or her feelings and reassure him
or her that it is okay to feel that way. If possible, tell him the plan in language that the child can
understand. Likewise, a child may say that he or she hates his real parents. It again is important for
foster families to recognize his or her feelings and explaining that sometimes we love and sometimes we
hate the same person. Try to avoid stating that his or her mother or father loves him. Instead, try saying,
“Sometimes when we love someone we are unable to show our love”. Again, if a child never talks about
his natural parents this should be discussed with the child’s social worker or the child’s therapist, and be
sure that you are open in accepting if the child attempts to talk with you about his her feelings. It is not
your responsibility to reveal to the child the real truth about his parents. The child will come to grips
with the truth about his parents in his own time and way. However, foster care providers can assist the
child in coping with reality by again affirming the feelings the child is going through. If a child makes
up stories about their family you can say, “You wish .......” or “It would be nice if ..........”
NEVER threaten, “I’ll send you back home” or “I’ll tell your worker”. Since a foster child’s greatest
need is to belong, he is very sensitive to any sign that another child in the family is more favored.
However, foster parents will need to be up front with the child about the need to share information with
their worker.
Suggested reading:
Claudia Jewett

There are a number of things that foster parents can do to involve the natural family in the life of their
child; these include keeping the family informed of changes and things that are happening, inviting them
to shop for the child’s clothes, inviting them to celebrate the child’s birthday, attend his events, talk to
his or her teacher, show them his or her room and his or her favorite toys.

Working with the Child
Assisting the child in adjusting to the new environment
When foster children come into placement often they are experiencing a variety of very intense
emotions. Foster parent’s job begins the minute the child walks in the door. Be aware of how the child
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must feel as the “stranger” in the house. Give her a tour of the house and make sure she has her own
space. Here are tips to help the child adjust to the very first evening.







Feed the child.
Give him time alone.
Avoid too much stimulation.
Avoid too many rules, but go over the basics.
Avoid asking lots of questions.
Let other children help.

There are a number of things that you will be expected to do when a child is placed with you.
1.
2.
3.
4.
5.
6.
7.
8.

Get needed information from the caseworker (see next paragraph).
Inventory clothing and possessions.
Enroll the child in school.
Get a medical check-up if the child hasn’t already had one.
Discuss visitation arrangements with the worker.
Assess the child’s behavior and reactions to the foster home and family.
Purchase new clothing/equipment if needed and AFTER preauthorization by the caseworker
Discuss with the child the household rules and expectations.

It will be helpful for you to have information about the foster child and the birth family order to
provide quality care.
1. Reasons for being in care and the Court status.
2. Current plan for length of stay.
3. Involvement of the natural family and visitation: who, where, how often and for how long.
4. School related information.
5. Medical history.
6. Special needs.
7. Unusual previous behavior, especially if it’s dangerous or destructive.
8. Religious preference.
9. Likes and dislikes in food and activities.
10. A schedule that the child is used to if under school age.
11. What you should tell the child about his family is the reason for his being in care.
12. Any reasons to expect that natural parent might behave oddly/unpredictably.
13. The extent at which the natural family is cooperating and planning for the child.
14. If the child has siblings, and if so, where are they?
15. Are there any other relatives involved and if they will be seeing the child.
16. What are some good things that you can tell the child about his or her family?

Visitation
Visitation should be made as easy as possible for the birth parent to visit within the limits and guidelines
set by the Court or agency. Do not feel that you must allow the birth parents unreasonable rights to visit,
for instance late at night, nor must you change your plans at the last minute to accommodate them.
However, oftentimes parents too are struggling to meet challenges with transportation, employment in
which they risk termination, or frequent absences and working with schedules of therapy or other
meetings regarding their case plan. Discuss your needs regarding the scheduling of visits with your
child’s social worker, so they will be as convenient as possible for your own family.
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Foster parents can prepare a child for a home visit by listening to his feelings before and after the visit,
giving him or her as much information as possible about what will happen, when he will go and when he
will return, assuring him or her of your interest and concerns. From time to time natural parents make,
for many different reasons, promises that they are unable to fulfill. By recognizing the foster child’s
feelings and listening to his or her disappointment and possible anger you will be able to assist the child
in working through his disappointment. It may also be helpful to point out that sometimes people say
they will do something when they really mean they would like to be able to do it.
Encourage children to wear clothes that their parents have purchased. Be sure to dress children
appropriately for the weather. It is important that children are clean and neat and to involve the child’s
birth parents in decisions regarding the child’s hair and makeup.

Monitoring Visits
In your role as a foster or concurrent planning family, you may be asked to monitor a visit between the
child placed with you and his/her birth parent. Many foster parents express feelings of anxiety and are
uncertain why visits must be monitored. There are a variety of reasons why the Juvenile Court may
order monitored visitation.
In the early phases of the Juvenile Court process, monitoring is often necessary so that birth parents and
relatives are not permitted to discuss the allegations of the case with the child while an investigation is
underway. Parents may try to verbally threaten a child to change their testimony. They might use
statements like “If you tell the social worker that your father touched you then he will go to jail. You
and your brother will never come home again. Is that what you want? You have torn our family apart.”
In less obvious situations, more subtle messages might be exchanged. The birth parent might cry and tell
the child that he/she is sorry that they are apart, promising that things will change and that the abuse will
never happen again. This may cause the child to feel bad that they told the truth. The child might
change his/her story about what happened and minimize the abuse.
Occasionally, in more extreme situations, the parent or relative may have threatened to remove their
child from protective custody. If this is the case, the social worker will have alerted you and will advise
you as to how visitation will be handled. It is best to hold these visits at the Social Service Agency and
alert law enforcement on site about these previous threats.
Even after children are declared dependents of the Juvenile Court, monitoring may continue. Each case
is individual and the reasons vary from case to case. Ideally, the parents should begin to understand that
their anger at “the system” would not help them get their children returned any sooner. Should a parent
want to vent their frustration during a visit, as a monitor you will need to redirect them. Let them know
this is their time to spend interacting with their child. They will need to talk to their social worker about
their concerns. Further, it is not appropriate to discuss the case in the presence of the child. If they
continue, the visit will be terminated. Try to redirect them into a play activity with the child,
acknowledging how much the child enjoys personal attention and playing.
If any situation occurs during your visit that you feel unqualified to handle, you can ask that the
receptionist contact your assigned social worker. If he/she is unavailable, her supervisor or the Officer of
the Day can assist.
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Preparing for Your Monitored Visit








Prepare for your visit by consulting with the assigned social worker about why the visits are
monitored. You may ask if there is something in particular that you are to be listening for and
how they want you to handle this particular topic if it comes up.
Discuss with the assigned social worker what type of documentation he/she wants you to provide
following the visit. Does h/she want a written note with your observations? If so, what should
you be looking for?
Would the worker prefer a voice mail message with the highlights of the visit? Remember that
your observations are important. The social worker may include all or portions of this
information in future reports to the Juvenile Court. It may be a good idea to keep a copy of your
notes, especially if something significant occurs during the visit.
When talking with the birth parent to prearrange time and place, you may want to encourage
them to bring an age appropriate favorite game or activity that they can do with the child.
During monitored visits you must remain present at all times unless instructed otherwise by the
assigned social worker. This applies to taking children to the rest room or returning to your car
for something you forgot. If you must leave, you need to take the child with you.
In the role of monitor you are responsible to start and end visits within the allotted time frames.
Discuss with the assigned social worker ho they want you to handle visits if the birth parent is
habitually late.

Frequency and Length of Visits
When reunification is the goal, the visiting plan must include longer and more frequent visits over time.
The first visit needs to occur as soon after placement as possible (at least within 3 days). Again, one
must consider the concept of time in a child’s eyes. Visits need to occur at least three times per week, on
an ongoing basis, and increase over time. Before a child returns home, there should be extended visits,
including overnight stays. When the case plan calls for terminating parental rights, the department still
has a continuing obligation to arrange parent-child visits. These visits would be supervised and occur
consistently, but generally would not increase over time. As termination of parental rights draws near,
visits might decrease. It is important to arrange a final visit that coincides with the termination of parent
rights (or voluntary surrender of a child).
Location of Visits
Location

Agency

Foster Home

Parents’ Home

Advantage

Easy for
worker to
observe.
Controlled
situation if
needed.

Satisfies parents’
curiosity about
how child is
living. Less
disruption in
child’s life.

Parents and child may
feel more comfortable.

Disadvantage

Can seem cold
or impersonal.
Parents and
children feel
uncomfortable.
Lacks privacy.

Parents may feel
uncomfortable
visiting their
children in
someone else’s
home.

Problems with housing
or housekeeping may
not have been resolved.
Child may not be
adequately protected or
supervised by parents.
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Relatives’
Home
Maintains
kinship ties; the
child may feel
comfortable
there.
Parents may feel
criticized by
family.
Occasionally,
extended family
is not safe for
the child.

Neutral Spot
(e.g. restaurant)
The setting may
be less
emotionally
charged than the
parents’ home or
the foster
parents’ home.
Lack of privacy.

 Handout: You Need to Know! The Importance of Maintaining Parental
Involvement 
Adapted from Blumenthal, K. & Weinberg, A. (Eds.)
Establishing parent involvement in foster care agencies, New York: Child Welfare League of America, Inc. 1984.

Parental involvement in the foster care process was not emphasized in the past. Instead, parents often:






Were completely displaced in their children’s lives.
Received almost no attention from social workers.
Were discouraged, sometime prohibited, from seeing their children.
Were given no information about their children’s foster family, and therefore had no contact with
them.
Became hostile, suspicious and apathetic.

Parent involvement is not a priority in foster care programs. It is recognized that physical separation
alone does not interrupt the powerful parent-child bond. Parents are seen as:





Playing a significant role, even when separated from their children.
Having legal rights and responsibilities.
Needing to be involved in specific activities.
Wanting to improve their behavior and take charge whenever possible.

Activities in which parents can participate include:









Making a pre-placement visit to a foster family home.
Physically caring for their children during visits.
Making a family scrapbook or tree with their children.
Accompanying their children to medical appointments.
Participating in school conferences.
Formulating, reviewing and modifying the service plan.
Participating on an agency committee composed of parents.
Attending agency functions for parents and their children.

By involving parents, agencies are able to:






Maintain and improve parent-child relationships, and promote family cohesiveness, and a sense
of identification.
Enhance parents’ overall competence by improving their skills and self-esteem.
Ensure that parents exercise their rights and responsibilities.
Facilitate family reunification, when appropriate, in a timely way.
Identify alternative permanent plans when reunification is not possible.
 End of Handout 
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How we view the Foster Child
It is important that foster parent regards each child as a child first and as a foster child second. All
children are more alike than different. The trauma that the child has faced may mean that he/she will
develop at a different pace than other children. The more foster parents are able to view the child’s
behavior as more normal than abnormal even when it is disruptive, they will be more easily able to
cope and to help the child move to more appropriate behaviors. The main job of the foster parent is
to help the child move on. It is helpful if foster parents can view the goal of their work with the child
not as “improvement” in his/her behavior but as progress and growth.
The long-range goal for any child is for him/her to develop into or come as close as possible to
behaving as a capable, self-sufficient adult who feels good about him/herself.

Preparing a Child to Leave
Now that we have discussed a child entering into foster care, let’s take some time to discuss what
happens when a child leaves foster care. The day a child is to leave foster care can be a very stressful
and emotional day as well for both the child and the foster family. Sometimes throughout your care of
the foster child it may be difficult for you to imagine your life without that foster child. And as a
protection to themselves, some foster families spend little time thinking about the impact that a foster
child’s removal from the foster home or return to their natural parents may have on themselves, the
child, and their own family. When a foster child is preparing to leave the foster home the foster parents
should give him or her details of any future plans and hopes regarding contact after child leaves,
expressing their own feelings and enjoyment of having known him or her, your hope that things will
work out, grief that you feel because he or she is leaving. The foster parent can concentrate on helping
the child know as much as possible about the future and model appropriate grieving behavior.
Recognize that the child may be glad to go home but sorry to leave you. If the child is going to an
adoptive family, you can assist that child in trying to obtain as much information about the adoptive
family as possible so that you can tell the child as much as possible about his or her future life.
Consider a scenario in which you as a foster family decide that you are unable to continue placement for
a foster child and have requested for the agency to remove him or her from your home. The grief process
in this situation is usually complicated by guilt for not being able to handle the situation and anger at the
child for making the move necessary. This is a time to think through carefully why you are requesting
the move and discuss it with the child. Although this may be painful, he will already feel he is to blame.
Discuss the concrete reasons for the move. Give the child permission to be happy about going without
seeing it is a rejection of your family. In all situations which a foster child is leaving a foster home it
could be beneficial to the child to give the child mementos, pictures for a scrapbook, or some other way
to remember the foster family by.
Giving the child permission to leave your home is very important. They may not be able to let go of the
past and grieve in a healthy way thus creating difficulties in attaching to the new family. Children
develop loyalties and need to have permission of previous families to transfer their love and loyalty to
someone else. The use of a Life Book can assist the child in maintaining a record of his placements, of
people who have been significant and something tangible that he can refer to when going through tough
times. Ideally a Life Book is begun at the start of placement. Life Books can be obtained through your
foster child’s worker. Some foster parents utilize a candle lighting ceremony.
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Chapter 11: Behavior Guidance
Being a foster parent is sometimes rewarding, difficult,
demanding and frustrating. You have a child in your home
whom you care for, worry about, discipline, and love like one of
your own; but the child is not your own. You are bringing up
someone else’s child without the assurance and comfort of
kinship and years of familiarity.
You have a child with a definite personality, habits which may
be very different from your own, and attitudes towards grownups
based on his or her past experiences. You take the foster child the way he or she already is. The child
did not get the way he or she is over night and cannot be expected to change his or her habits or take on a
new set of values suddenly. This is a slow process. You must help and be patient with the child but that
isn’t all. You constantly have to share your foster child with his or her own family who continue to have
an effect on him or her whether they visit the child or not and with an agency who’s both concerned and
legally responsible for the child. All of this is further complicated by the uncertainty of not knowing
how long the child will be with you.
Many foster parents are concerned that if they are unable to teach the children in their care to behave
properly, or stop them from behaving wrongly, they will grow up with serious problems or find
themselves in serious trouble. They do not like to admit to themselves their reactions to certain
behaviors. They find themselves angry. They are embarrassed in front of their friends and neighbors.
They are sometimes “turned off”. They are afraid they are not coping and feel things will get completely
out of control. They tend to blame themselves for the child’s behavior. They often think that if only
they were better foster parents, if they had done the job well, if they knew more about how to handle
children, then these things wouldn’t happen. Exploration of these difficulties created by the child’s
problem are real and some forms of behavior cannot be allowed to continue, but as foster parents come
to understand their own feelings, they are better able to help the child. Ask for help. Therapeutic
support for foster parents is available. In-home counseling is available for Becker County foster
parents providing they have a foster child in care.
As foster parents come to realize that anger, frustration, and embarrassment are normal and that all foster
parents, indeed all parents, have these feelings more often than they would like to admit, they can stop
blaming themselves. Foster parent will then begin to realize that they are not responsible for most of the
problems of the child and the child’s behavior does not mean that he does not like them. They are able
to look at the successes they are having, try to be satisfied that they are doing their best, and then look for
alternative ways to handle the behavior.
Foster parents often find it effective to rethink the messages they are, sometimes inadvertently, sending
children. Learning to describe behavior rather than personalizing or labeling, and including more
positives as well as negative points often helps them to be more positive about the child.

 Handout: Paying Attention to Your Child’s Good Play Behavior 
From Defiant Children, The Guilford Press

This step of the program involves learning how to pay attention to your child’s desirable behavior when
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it happens during playtime. To learn this, it is first necessary to practice the skills of what we call
“paying attention”. Later, we will show you how to use these new “attending” skills to increase your
child’s compliance with commands and requests as well as other positive behavior. Paying attention to
your child’s play behavior involves the following:
1. If your child is below 9 years of age, select a time each day that is to become your “special time”
with your child. This can be after other children are off to school in the morning if you have a
preschool child, or after school or dinner if your child is of school age. You are to set aside 20
minutes each day at this time in order to practice this special playtime with your child. If your
child is 9 years or older, you do not have to choose a standard time each day for this special time.
Instead, find a time each day as it may arise when your child seems to be enjoying a play activity
alone. Then, stop what you are doing and begin to join in the child’s play, following the
instructions below.
2. No other children are to be involved in this special playtime! If you have other children in your
family, either have your spouse look after these children while you play with the problem child or
choose a time when the other children are not likely to disturb your special time with this child.
3. If you have set up a standard special playtime each day, then when that time comes around,
simply say to your child, “It’s now our special time to play together. What would you like to
do?” The child is to choose the play activity, within reason. This should not be a time for
watching television. Any other play activity is fine. If you have not set up a standard special
playtime, then simply approach your child while he/she is playing alone and ask if you can join
in. In either case, the parent is not to take control of the play or direct it – the child is to choose
the play activity.
4. Relax! Casually watch what your child is doing for a few minutes, and then join in where it
seems appropriate. Do not try to do this special playtime when you are upset, very busy, or
planning to leave the house immediately for some errand or trip, as your mind will be
preoccupied by these matters and the quality of your attention to your child will be quite poor.
5. After watching your child’s play, begin to describe out loud what your child is doing. This is
done to show your child that you find his/her play interesting. It is done something like the way
a sportscaster might describe a baseball or football game over the radio. It should be somewhat
exciting and action oriented, not dull and in a single tone of voice. In other words, occasionally
narrate your child’s play. Young children really enjoy this. With older children, you should still
comment about their play, but less so than with a young child.
6. Ask no questions and give no commands! This is critical. You are to avoid any questioning of
the child where possible, as this is often unnecessary and certainly disruptive to your child’s play.
It is all right to ask a question to clarify how your child is playing if you are uncertain of what
he/she is doing. Otherwise, avoid any questions. Also, give no commands or directions and do
not try to teach the child anything during this play. This is your child’s special time to relax and
enjoy your company, not a time to teach or take over the child’s play.
7. Occasionally, provide your child with positive statements of praise, approval, or positive
feedback about what you like about his/her play. Be accurate and honest, not excessively
flattering. For instance, “I like it when we play quietly like this,” or “I really enjoy our special
time together,” or “Look at how nicely you have made that…” are all positive, appropriate
comments. If you need help thinking of these comments, see the last page of this handout for a
list of ways to show approval to your child.
8. If your child begins to misbehave, simply turn away and look elsewhere for a few moments. If
the misbehavior continues, then tell your child that the special playtime is over and leave the
room. Tell your child you will play with him/her later when he/she can behave nicely. If the
child becomes extremely disruptive, destructive, or abusive during play, discipline the child as
you might normally do. Your therapist will teach you effective disciplining later in this program.
197

9. Each parent is to spend 20 minutes with the child in this special playtime. During the first week,
try to do this every day or at least 5 times in a week. After the first week, try to have this special
time at least 3 to 4 times per week. You should continue this special playtime indefinitely.
This program is easy to read, it is not easy to do! Many
parents make mistakes during the first few playtimes, usually by
giving too many commands and questions or not making enough
positive comments to the child. Don’t worry about making such
mistakes. Just try harder the next time to improve your
“attending” skills toward your child. You may want to spend
this kind of special playtime with the other children in your
family once you have improved your attending skills with the
problem child.

Suggestions for Giving Positive Feedback and Approval to Your Child
Nonverbal Signs of Approval
 Hug
 Pat on the head or shoulder
 Affectionate rubbing of hair
 Placing arm around the child
 Smiling
 A light kiss
 Giving a “thumbs-up” sign
 A wink
Verbal Approval
 “I like it when you…”
 “It’s nice when you…”
 “You sure are a big boy/girl for…”
 “That was terrific the way you…”
 “Great job!”
 “Nice going!”
 “Terrific!”
 “Super!”
 “Fantastic!”
 “My, you sure act grown up when you…”
 “You know, 6 months ago you couldn’t do that as well as you can now – you’re really growing
up fast!”
 “Beautiful!”
 “Wow!”
 “Wait until I tell your mom/dad how nice you…”
 “What a nice thing to do…”
 “You did that all by yourself…, way to go.”
 “Just for behaving so well, you and I will…”
 “I am very proud of you when you…”
 “I always enjoy it when we…like this.”
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Note
1. Always be as immediate as possible with your approval. Don’ wait!
2. Always be specific about what it is that you like.
3. Never give a back-handed compliment such as, “It’s about time you cleaned your room. Why
couldn’t you do that before?”
 End of Handout 

 Handout: Paying Attention to Your Child’s Compliance 
From Defiant Children. The Guilford Press.

Although you first learned how to pay attention to your child’s play during the special playtimes, you can
now use these attending skills to provide approval to your child when he/she follows a command or
request. When you give a command, give the child immediate feedback for how well he/she is doing.
Don’t just walk away, but stay and attend and comment positively.
1. As soon as you have given a command or request and your child begins to comply, praise the
child for complying, using phrases such as the following:
 “I like it when you do as I ask.”
 “It’s nice when you do as I say.”
 “Thanks for doing what Mom/Dad asked.”
 “Look at how nicely (quickly, neatly, etc.) you are doing that…”
 “Good boy/girl for…”
Or use any other statement that specifically says you appreciate that he/she is doing what you asked.
You can also use some of the methods of approval provided in your handout for Step 2.
2. Once you have attended to your child’s compliance, if you must, you can leave for a few
moments, but be sure to return frequently to praise your child’s compliance.
3. If you should find your child has done a job or chore without being specifically told to do so, this
is the time to provide especially positive praise to your child. You may even wish to provide
your child with a small privilege for having done this, which will help your child remember and
follow household rules without always being told to do so.
4. You should begin to use positive attention to your child for virtually every command you give
him/her. In addition, this week you should choose two or three commands your child follows
only inconsistently. You should make a special effort to praise and attend to your child
whenever he/she begins to comply with these particular commands.

Setting up Compliance Training Periods
Also, it is very important during the next 1 to 2 weeks that you take a few minutes and specifically train
compliance in your child. You can do this very easily. Select a time when your child is not very busy
and ask him/her to do very brief favors for you, such as, “Hand me a Kleenex (spoon, towel, magazine,
etc.),” or “Can you reach that _______ for me?” We call that “fetch” commands, and they should
involve only a very brief and simple effort from your child. Give about 5 or 6 of these in a row during
these few minutes. As your child follows each one, be sure to provide specific praise for your child’s
compliance, such as, “I like it when you listen to me,” or “It is really nice when you do as I ask,” or
“Thanks for doing what I asked.”
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Try to have several of these compliance training periods each day. Because the requests are very simple,
most children (even behavior problem children) will do them. This provides an excellent opportunity to
catch your child “being good” and to praise his/her compliance.
 End of Handout 

 Article: Positive Parenting: Why Children Misbehave 
By Blong Xiong, Extension Educator, Minnesota Extension Service, University of Minnesota
References: Nelson, Jane. 1987. Positive Discipline. California Sunrise Press. Smith, A. Charles. 1993. Responsive
Discipline: Effective Tools for Parents. Kansas State University: Cooperative Extension Service.

It is important for parents to understand why children misbehave. Parents can respond more effectively
when they know what the problem is. Following are seven reasons children misbehave.
They are looking for attention
Children misbehave because they have mistaken ideas about their relationships with you. They may act
up to get your attention. When this happens, you can:







Ignore the misbehavior, but give the child attention during pleasant times.
Redirect the child into useful behavior. For example, Sean was always knocking other peoples’
blocks over. The parent or teacher made Sean the block patrol leader. His job was to teach other
children how to cooperate when they played with the blocks and when it was time to pick them
up.
Impose a logical consequence. For example, say: “If you don’t eat your breakfast by 9 o’clock,
you will have to wait until lunch.”
Give a choice. For example, “Would you prefer wearing your red t-shirt or your blue t-shirt?”
Set up a schedule for spending special time with the child on a regular basis.

They are imitating you
As a parent, you are always setting examples for your children to follow. If you swear, your child may
also use bad language. When this happens, you need to:



Change your behavior.
Be consistent in what you teach and what you practice. For example, Susie will be unlikely to
get the message if you tell her not to hit her brother, and then punish her for the misbehavior with
a spanking.

They are testing you
Children often want to know if you believe in what they say. Some misbehavior is simply a test of your
willpower. When children do this, you need to:



Shut your mouth and act – kindly and consistently, but firmly.
Decide what you will do, not what you will try to make the child do.
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Set up a schedule for spending special time with the child on a regular basis.

They are standing up for themselves
Some misbehavior is a sign that the child is growing up, and growing up means striving to become
independent from you. Children want to develop a sense of self identity and may go against what you
want them to do. If this happens, you can:





Remain friendly while waiting for the cooling-off period.
Give a choice.
Use encouragement.
Set up a schedule for spending special time with the child on a regular basis.

They are protecting themselves
Children may misbehave if they feel threatened or afraid. When this happens, you can:



Remain friendly while waiting for the cooling-off period.
Set up a schedule for spending special time with the child on a regular basis.

They feel bad about themselves
Children who think they are bad will act badly. Children who believe they are mean will hurt others.
You can help by first identifying the cause of the misbehavior. Then try to encourage the child and boost
his or her self-esteem. Some suggestions are:





Arrange for small successes. For example, have the child take out the garbage or clean his or her
room.
Use encouragement. For example, you can say: “I like the way you mop the floor,” or “How do
you get your room so clean?”
Spend regular, special time with the child.
Do not give up.

They are hungry, tired or sick
Misbehavior can occur when children are tired, hungry or sick. To prevent misbehavior under these
circumstances:





Schedule your errands when children are rested and fed.
Try to keep to a regular schedule so children eat meals at the same time, take naps if they need
them, and go to bed at a regular time each night.
Bring snacks and toys when you go somewhere with your child.
When a child is sick it is best to stay home so he or she can get well. Take your child’s sickeness
into account when planning activities.
 End of Article 
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 Article: Positive Parenting: What about Spanking? 
Prepared by Ronald L. Pitzer, Family Sociologist, Minnesota Extension Service
Sources: Charles A. Smith, Responsive Discipline: Effective Tools for Parents. Kansas State University Cooperative
Extension Service. 1993; Arlene Eisenberg, Heidi Murkoff, and Sandee Hathaway. What to Expect: The Toddler Years.
Workman Publishing Co. 1994; Murray A. Straus. Beating the Devil Out of Them: Corporal Punishment in American
Families, Lexington Books. 1994.

Should parent spank or not? Some parents think spanking is the right thing to do when their children
misbehave. Others believe any form of spanking is wrong and harmful. There are many teaching,
nurturing and disciplining tools available to parents that are more effective and less harmful than
spanking and other forms of physical punishment.
Why parents spank





Spanking is easy to do and requires little thought on the part of parents.
It seems to work. The child may stop misbehaving. But it is important to realize two things: 1)
Spanking does not stop misbehavior any better than do other firm tactics; 2) Children often
repeat the behavior for which they were spanked. It usually takes several repetitions of any
disciplinary technique (including spanking) before the lesson is learned and the behavior is
changed.
It sends a clear message of disapproval. Children know immediately their parents are upset with
their behavior. But an angry, concerned, or upset parental expression or tone of voice is also
obvious to a child.

What’s wrong with spanking








Spanking is humiliating and demeaning to both parent and child, often lowering self-esteem and
morale. Children with low self-esteem are more likely to repeat the misbehavior, which leads to
more spanking. Things get worse instead of better.
Spanking sets a violent example, teaching children that hitting is the way to solve problems.
Research consistently shows that children who are spanked are more likely to use physical force
against siblings and peers, and later against their own spouse and children.
Spanking can lead to battering and child abuse. It is estimated that 85 to 90 percent of child
abuse cases were attempts to discipline by the use of physical punishment that got out of control.
Spanking in the heat of anger, when a parent has more strength and less control, can lead to
serious injury. Spanking after the anger has cooled may be less likely to lead to physical damage,
but also is less effective in correcting behavior, since the punishment is so far removed from the
offense.
Children who are spanked may come to resent or fear their parents. Research studies have found
that 40 to 50 percent of people, when asked how they felt when spanked, reported they “hated the
parent”. These emotions keep them from wanting to change their behavior and from learning
how to do so. Also, each episode of physical punishment chips away at the bond of affection
between parent and child.
Children who are spanked may refrain from repeating the misbehavior, but they obey out of fear.
Instead of learning to differentiate between right and wrong, they only learn to differentiate
between what they get spanked for and don’t get spanked for. They rarely learn self-discipline.
Research has shown that children who are regularly or often spanked are less compliant with
parental wishes when out of the presence of the punisher than are children who are not spanked
(but are disciplined for their actions).
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Spanking hinders development of empathy, remorse, compassion, and conscience – because
children spanked as a disciplinary technique focus on their own pain rather than considering the
effect of their behavior on others.
Spanking, especially when frequent and/or severe, is associated with a number of psychological
and behavioral outcomes in later life – low self-esteem, anger, fear, depression, alienation,
alcoholism, emotional instability and unresponsiveness, dependence and abusiveness, among
others.

Parents can avoid spanking if they know more effective ways to discipline their children. Some parents
are so angry and frightened that they cannot think about anything and simply lash out. They need help
with their own problems so they can use better ways of raising their children. Other parents spank
because they do not know about other choices or tools for handling misbehavior and teaching their
children. Spanking may be the only tool in their “discipline tool box”.
Parents often spank children when they are tired and frustrated; when they are “at the end of their rope”.
They can’t think of anything else to do.
But there are always better choices than spanking. For what to do instead, see the videos and written
materials that constitute the remainder of the lessons in this series. Also each lesson includes a reference
list that identifies a number of other materials offering alternatives to physical punishment in the
discipline of children.
 End of Article 

 Article: Positive Parenting: Common Beliefs about Spanking 
Prepared by Joan Sprain, Extension Educator, Minnesota Extension Service
Adapted from: Shaking, Hitting, Spanking – What to do Instead. 1990
Family Development Resources, Inc. Park City, UT
References and Resources: Peace is Not a Season; Peace is a Way of Life! 1992. Amherst H. Wilder Foundation, St.
Paul, MN. Straus, Murray A. 1994. Beating the Devil Out of Them: Corporal Punishment in American Families and Its
Effect on Children. Lexington Books.

Please answer “Agree”, “Disagree” or “Not Sure” to each question.
1. Children who aren’t spanked become spoiled.

Agree

Disagree

Not Sure

Alternative Answer: Providing structure and discipline and love and nurturance in a
consistent way is the best means available to prevent children from becoming spoiled.
2. An occasional spanking is good for children.

Agree

Disagree

Not Sure

Alternative Answer: Hitting has no long-term value in teaching desirable bahaviors and
contributes to aggressive behavior.
3. Religion teaches us that spanking is okay.

Agree

Disagree

Not Sure

Alternative Answer: Contrary to popular belief, “spare the rod, spoil the child” is not a
passage from the Bible. It was written much later by English authors in the 16th century.
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Many people interpret the word rod literally to mean a stick. However, the Hebrew word for
rod means an implement used to guide sheep. It was not used to hurt the sheep.
4. Spanking is an effective form of discipline.

Agree

Disagree

Not Sure

Alternative Answer: Spanking teaches children what not to do, not what is the right thing to
do. It stops the behavior for the time, but has no long-term value. Spanking chips away at
the bond of affection between parent/caregiver and child.
5. Even though I try not to spank, it is sometimes necessary.

Agree

Disagree

Not Sure

Alternative Answer: Many parents will spank out of frustration and desperation. Because of
its widespread use and acceptance it may be an inevitable parental response, but it is not a
necessary form of discipline.
6. There’s a difference between spanking and child abuse.
It’s okay to spank as long as you are calm and hit only
once with an open hand.

Agree

Disagree

Not Sure

Alternative Answer: Although the spanking described may not fit the legal definition of child
abuse, it is an abusive act. An abusive act is the intent to control by causing pain or hurt.
7. Spanking is a form of violence.

Agree

Disagree

Not Sure

Alternative Answer: Violence is actions and words that hurt people. It is any action that is
an abuse of power and where the intent is to control by causing pain, fear or hurt. (Wilder
Foundation, 1992). Spanking is an intent to control by causing pain or hurt.
8. It is necessary to spank children to prepare them for the
“real world”.

Agree

Disagree

Not Sure

Alternative Answer: What goes on within the home teaches and prepares children to handle
the “outside world”. Violence in the home is transmitted to the neighborhood.
9. It is okay to spank because it is a part of my culture.

Agree

Disagree

Not Sure

Alternative Answer: Spanking is so widespread throughout society that hitting children is a
societal belief rather than a cultural practice.
10. I was spanked and I turned out okay.

Agree

Disagree

Not Sure

Alternative Answer: Adults who were spanked as children may experience greater depression
and alienation. They also hold less desirable jobs and have lower earnings. Spanked people
who turned out okay probably did so in spite of the spanking and not because of it.
 End of Article 
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 Article: Positive Parenting: Thirteen Tips about Discipline 
By Rose Allen, Extension Educator, Minnesota Extension Service
Source: Charles A. Smith, Ph.D. 1993. Responsive Discipline, Effective Tools for Parents. Cooperative Extention
Service, Kansas State University. Adapted by the Minnesota Extension Service, University of Minnesota.

he more discipline tools parents have, the more effective they
can be. Parents who have only a few choices on how to
discipline will be frustrated more often. Violence and abuse are
likely to increase when a parent’s choices are used up. There are
many tools you can use to keep children from misbehaving, to
give them guidance, and to deal with misbehavior.
se the right combination of tools at the right time. Every
problem may require a different discipline tool of combination of
tools. Parents have to be flexible as they decide how to
discipline their children. You may have to experiment to find
out what works with a particular child and situation. Nothing works all the time.
3. Try to keep calm. Discipline works best when parents understand their child, themselves, and
the situation. Think and then act. The key is not to react immediately when a child does
something wrong. Think about what is really happening, calm yourself, and then act.
4. Might is not right. Strength and power are associated with confidence, self-respect and love –
not brute force. There is a difference between authority figures and bullies. Punishment should
be used as little as possible and only when necessary after prevention and guidance efforts have
failed. Physical punishment is never appropriate. Self-esteem self-control, and a healthy
conscience cannot be encouraged in a child through fear and intimidation.
5. There is no one right answer. Raising a child is hard work. Parents need to combine love with
firmness, success with disappointment, and thought with action. A parent who knows and loves
a child will find the best solutions. Teachers, therapists, guidance counselors, writers and social
workers can help and encourage you. Parents have to be willing to think, struggle and love.
6. Making choices as a parent is an act of faith. Parents need to believe that their efforts will
make a difference over time. They must accept the challenges that occur at every stage of a
child’s development. The most parents can expect of themselves is to make the best choice they
can at any given time. They must have faith that their love and guidance, as imperfect as they
may be, will help nurture their children as they grow.
7. Relationships are like emotional bank accounts. Everything parents do that is positive and
uplifting is a deposit in the account. A smile, a good word, a gentle hug add to the positive side
of the ledger. Everything parents do to confront, to criticize, or to punish are withdrawals from
that account. Some negatives are bound to happen, but to avoid a bankruptcy in the relationship,
deposits must exceed withdrawals.
8. Stand for something. Parents need to know what they hope to accomplish with their children.
Avoid wasting energy over things that are not important. A parent’s behavior clearly tells the
child what values or principles guide his or her life. You must act with purpose.
9. It’s important to remain firm. Parents want their children’s love. It can be difficult to remain
firm with an important decision when a child becomes angry. But parents cannot wilt before the
heat of their children’s anger. Parents who act in good faith and in the best interests of their
children will earn the love they deserve in the end.
10. No parent is a prisoner of the past. Parents can make their own choices regardless of the
treatment they received as children. Making a break with the past in order to stop a cycle of
abuse and neglect can be very difficult. But parents with painful pasts are not doomed to repeat
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the mistakes of their parents. The key to breaking from the past is to make a deliberate choice to
treat your children differently than you were treated. There is power in having choices.
11. Look ahead to look back. Before you respond to your child’s misbehavior, try to imagine the
future. Will you regret the action you plan to take? Will you be proud of what you have done?
When your children grow up, what kind of relationship will you have with each other?
12. Every mistake is a lesson and an opportunity. Discipline mistakes tell parents what does not
work and what must be changed. Mistakes also mark a beginning point for starting over and a
chance to break with the past. Excellence does not mean being perfect.
13. Never give up. Raising a child requires immense faith and patience. Quick results are rarely
achieved. The most important goals take a long time to achieve. Setbacks and mistakes do not
mean failure – they show parents they are trying.
 End of Article 

 Article: Positive Parenting: Understanding Young Children 
By Ronald L. Pitzer, Family Sociologist, Minnesota Extension Service

This list of behavioral characteristics common to the preschool through third-grade child can help the
caring – and sometimes despairing – parent, childcare provider, teacher, or other caregiver understand
children for what they are and what they can become. This understanding is the best tool for preparing
children to live a happy and successful life.
1. The young child is very selfish. He thinks in terms of “me” and “mine” as he starts to become a
person. Only later will he think in terms of a family and understand the meaning of “love thy
neighbor”. Parents and teachers should listen carefully, praise the child when possible, and try
not to hold back his growth as an individual.
2. The young child wants to feel big, proud and important. She wants to be successful because
she fails so often. The only way she will learn is through your patience and support while she
keeps trying. Her small successes should get large rewards of love and attention. There should
be no single, correct answers for a young child. Instead she should have many choices of
activities, challenges, and tasks.
3. The young child is a beginner. He makes mistakes. He forgets instructions. He’s noisy. But
he still has plenty of time to learn. Give him enough time and room to make mistakes. He will
learn from his mistakes for years to come.
4. The young child is tender. She has few experiences and skills to call on. She’s still feeling her
way through life with an incomplete set of tools, and she depends heavily on love. Don’t be
harsh with her and don’t reject her. Schools and homes should be warm, tender, loving and
approving places.
5. The young child needs stimulation. Give him space so his natural curiosity will help him
learn. He needs to be given a variety of experiences and things to do. Give him room to wander
and fill his life with choices that let him use his five senses. Don’t let television occupy a very
large place in his life.
6. The young child is not good at sitting still. She should not be made to sit quietly for long
periods of time. Give her blocks, playhouses, climbing bars, moving toys – anything that lets her
explore and learn.
7. The young child is not good at keeping quiet. At this early age, silence is not golden.
Somewhere in the midst of his non-stop questions and noisy play, he will start to understand.
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Adults are better parents and teachers when they realize the child’s world is a very special place –
mysterious and exciting, confusing yet complete. Parents, childcare providers, teachers and other
caregivers should look at the world from time to time through a child’s eyes. It will help them
understand and have realistic goals for the child, and let both parent and child enjoy success.
 End of Article 

 Article: Positive Parenting: Dealing with Anger toward a Child 
By Rose Allen, Extension Educator, Minnesota Extension Service
References: Curran, Delores. May, 1992. “Conflict in the Family.” Family Information Services. Eastman, Meg, Ph.D.
1994. Taming the Dragon in Your Child. John Wiley and Sons, Inc. Nelson, Jane. 1987. Positive Discipline. Sunrise
Press: California. Samalin, Nancy. 1991. Love and Anger: The Parental Dilemma. Penguin Books.

It is rare to find a parenting book that talks about something every parent and caregiver feels on
occasion: anger toward a child. Does this mean that parents should never allow themselves to get angry
with a child? Not at all. In fact, anger is a natural reaction to many normal childhood behaviors. What
parents need is a better understanding of why a child is behaving in a particular way. In addition, parents
need to understand themselves and how they react to their child’s misbehavior. Through this
understanding, a parent can learn how to respond to a child in a positive and constructive way.
Anger is Normal
We all get angry. Parents and children both have a right to be angry at times. Things happen that cause
us to react emotionally, and anger is one of our emotions.
Dolores Curran says: “When I ask parents ‘Do your children have a right to be angry?’ they always
answer ‘yes.’ But when I ask them how their children are allowed to show anger, these same parents
become quiet. If there’s one area desperately calling for attention, it’s helping parents to teach children
to show anger appropriately, to deal with conflict openly, and to express negative feelings without fear of
consequences.”
“Yet, this is a topic rarely addressed in parenting education. Most of us are afraid of it because we must
first deal with parental behavior. As parents, we know that if we demand certain behaviors or our
children, we must exhibit them ourselves. And we don’t deal very well with expressing our own anger.
If we say, ‘You will be respectful, young man,’ then we must also be respectful. If we punish their
outbursts, then we cannot have outbursts. If we say, ‘You will not use those words with me,’ then we
cannot use them.”
“I have found that more parents want change than want to change. We want out children to change but
we refuse to change our behaviors that result in their negative reactions.”
What is Anger?
Anger occurs on a number of levels:




Disappointment – something that fails to meet your expectations.
Irritation – you feel annoyed, peeved or exasperated.
Frustration – you feel insecure or dissatisfied because of some unresolved problem.
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Anger – you have a strong feeling of displeasure and antagonism.
Rage – you lose control of your emotions.

Myths about Anger






If you don’t appear angry on the outside, you don’t have a problem with anger.
If you ignore your feelings of anger and hurt, they’ll go away.
It’s not nice to be angry.
Being nice (playing the martyr) all the time and not expressing anger will not damage you.
Your relationships will suffer if you express any anger or hurt.

Expressing anger in healthy ways is difficult for some people. It is influenced by our culture, family
background, and the norms of the people around us. Anger does get expressed and it can take unhealthy
forms:







Denial – ignoring what you see, fear and feel happening around you.
Peace at any price – withdrawal or giving in rather than facing conflict.
Grievance collecting – keeping track of every injustice and playing the martyr.
Passive/aggressive behavior – pouting, sarcasm, stubbornness, procrastination and lateness,
generating guilt.
Bigotry – hating another group of people.
All is well – being overly sweet and nice about what is happening.

Anger Styles
We have a choice about how we express our anger. However, we also need to recognize that each of us
has a particular style based on our family background, temperament, culture, gender, age, etc.





Passive – You don’t express your concerns directly; rather they are stuffed inside you, often
causing psychological or physical problems. Unresolved issues build up until you explode in
anger, and the person you vent your anger at probably hasn’t got a clue what they did to deserve
such a reaction. The real issues are rarely discussed.
Aggressive – Everything makes you angry. Your aggression is a way to dominate others and
acts as a barrier to building relationships.
Assertive – You express your anger in healthy ways. Your concerns are expressed in respectful
ways that focus on your feelings and build relationships. The focus is on the behavior rather than
the person. Dealing with anger assertively:
o Helps build relationships
o Gives everyone involved energy to change whatever is wrong
o Provides a way to use conflict resolution and negotiation skills

What Good is Anger?




Anger is a signal to you and those around you that something is wrong. We use anger as a
way to communicate our feelings about things we don’t like. If we never expressed anger toward
our children, they would not know what we expect, how strongly we feel, and how important our
expectations are.
Anger may be needed in a dangerous situation. Anger gives us strength to respond to
situations where we might need to do something physical or verbal beyond our normal capacity.
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It may help us speak up about something we don’t approve of or run very fast to pull our child
from danger.
Anger, when expressed in healthy ways, can help a person feel good, strong or whole. We
all need to release our frustrations and feel in control of our feelings. When we express our
anger in assertive ways, we are working to solve the problem.
Expressing anger is one way to show that you care and are involved with another person.
We tend to get angrier when someone we care about does something that disappoints us,
frustrates us or defies us. If we don’t get angry occasionally with someone who is close to us, we
may not be as involved with the relationship as we should be.
Anger is a first step toward solving problems. When we get angry, we are recognizing there is
a problem. If we use anger as a way to alert us to the fact that a problem exists, we are on our
way to solving the problem.
Getting angry is one way to get someone’s attention. Sometimes you may feel that your issues
and concerns are being ignored. When you express your anger, most likely the person will give
you his or her attention.

Anger and Children’s Behavior
Anger is often the result of our interpretation of a child’s behavior, rather than the behavior itself. When
a parent gets angry with a child, the parent and the child may have different views of the behavior.
For example, Pam is the mother of Susan, age 4. Pam just dressed Susan in her good dress in
preparation for going to visit a friend she hadn’t seen in several years. This friend is a very proper
person who always dresses immaculately and Pam wanted Susan to look her best for the visit. As Pam
was getting ready, Susan slipped out the back door and headed straight for the sandbox. It had rained
earlier in the day and the sand was still wet, making it very fun to build with. When Pam found Susan
covered with sand, she lost it. “Why are you in this sandbox!” she yelled. “Look at you! You’re a mess.
Just look at all that sand, in your shoes, all over your new white tights, and – oh, no – you have mud on
the front of your dress. You’re just trying to embarrass me in front of my friend by looking like a mess!”
Pam interpreted Susan’s behavior as deliberate defiance. She felt that Susan had gotten dirty
intentionally to embarrass her. Pam’s family had always expected the children to look clean and welldressed, and Pam expected Susan to look the same.
Susan, on the other hand, had very different reasons for getting dirty. She loved playing in the sand and
had been thinking about the sandbox all morning. Mom said it was raining and she couldn’t go out.
After Susan had been dressed, she noticed the sun was out and, forgetting about her good clothes, she
dashed out into the yard. After all, Mom was busy and she needed something to do while she waited for
Mom to take her out to lunch with her friend. The sand was perfect and Susan got very involved in
molding mountains and roads out of the wet sand. When she heard her mother’s angry voice, she was
frightened and couldn’t understand why her mother was so upset.
Parents often misinterpret a child’s reasons for misbehaving. According to Jane Nelson, children
misbehave because:





They want attention.
They want power.
They are looking for revenge.
They have given up.
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Because parents usually don’t view a child’s misbehavior from this perspective, they respond based on
the following beliefs:





If a child wants attention, the parent thinks she is just trying to be annoying.
If a child wants power, the parent feels threatened or provoked.
If a child is looking for revenge, the parent feels hurt.
If the child has given up, the parent feels unable to help and pities the child.

These misunderstandings about why a child is misbehaving often escalate into anger for both parents and
children.
What about Anger that is Out of Control?
Most parents get angry about relatively small incidents. Nancy Samalin calls this type of anger
“everyday madness.” The content of these materials focuses on this type of anger. Everyday madness
results from a buildup of incidents that eventually make parents angry. Most parents can understand the
feelings of rage that could lead to child abuse. These feelings are terrifying to parents. At the same time,
these parents love and care for their children. They have the ability to separate the behavior from the
child.
A few parents feel a deep-seated resentment and rage against their children. When this is the case,
parent education is not the solution. These parents and children need therapeutic intervention.
 End of Article 

 Article: Positive Parenting: Anger: A Guide for Parents 
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Parenting is hard work, surrounded by many myths. Some of these myths include the beliefs that you
can be a perfect parent, that parents always feel love and tenderness toward their children, that your
family gets along in harmony, that your children are very well behaved, that children always obey their
parents, that parents are in charge of the situation and in control of how they feel – and the list goes on.
Let’s talk about reality: babies do cry, you don’t get enough sleep, toddlers say “no,” kids disobey, and
brothers and sisters fight. When you add in the stresses many adults feel in their daily lives, it’s normal
for many parents to sometimes feel overwhelmed, out of control, and at times, angry.
Anger is a normal reaction. It’s also an emotion many parents don’t know how to deal with when it
comes to their children.
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What Triggers Your Anger Toward Your Child?
Certain Stages of Development can be Difficult for Parents: As children grow, there are predictable
stages of both terrific and not-so-terrific behavior. Some of these behaviors can try a parent’s patience
and make the parent feel at a loss for an answer. It’s difficult to feel calm and collected when the baby
cuts teeth and cries for hours, the 2-year-old says “no,” the 3-year-old insists on “doing it herself” when
you want her to hurry up, the 4-year-old tells you he “he hates you,” and the 5-year-old, after being asked
over and over, refuses to pick up his clothes.
The key to dealing with your anger is to understand what normal behavior is for your child’s age and
stage of development, and to learn ways to deal with misbehavior that work. When you recognize that
most kids go through predictable stages and behave in similar ways, you won’t take the behavior as
personally and you probably won’t be as angry.
It’s also important to understand that the way you as a parent see the child’s behavior may be very
different from the way your child views her activities. Ask yourself if you are expecting your child to do
something he really isn’t ready to do at his stage of development. A 2-year-old who is expected to sit
still in church probably can’t do it. He isn’t fidgeting, talking loudly during prayer, or crawling under the
pew simply to embarrass you. Instead he’s curious, needs to move his body, and wants to share his
thoughts with you, but doesn’t know how to whisper.
Power Struggles and Defiance: It’s normal for children, especially toddlers and adolescents, to test
their limits. They do this in many ways: by not listening, by ignoring you, by doing what they want even
when you told them not to, by not giving a parent credit for knowing anything, and by talking back,
being a wise guy, or using bad words. Testing limits is how children learn the rules. Parents faced with
this behavior, on the other hand, may feel helpless and pushed up against a wall.
The solution isn’t punishment. Spanking, washing mouths out with soap, and other punishments don’t
teach children what to do instead. Rather, punishment creates resentment and most likely will make the
power struggle worse.
It’s important for parents to keep their beliefs about their role as parents in perspective. Do you believe
that:






You have wisdom your child should pay attention to?
You are expected to be in control of your child?
You love your children and the rules you have established are for their own good?
Your children should be grateful for all you have done for them?
If your children don’t learn how to behave now, they will be in big trouble later?

These beliefs and others often are behind parents’ anger. Keep in mind that parents sometimes have to
emphatically say “No,” set reasonable limits, let a child know how they expect the child to behave, and
sometimes cut short a child’s fun. Don’t expect your child to be grateful. The payoff comes later,
because setting and enforcing limits helps children learn to control their own behavior.
The power struggles that often come when children test limits may make you feel angry. Remember:



You and your child may have different perspectives about the situation, based on the
assumptions listed above.
Don’t take most of what your child says or does personally.
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It’s okay to be firm and enforce limits. The key is to do so when you are calm. If you operate
out of anger, most of your efforts will be useless, because your anger will add to the intensity of
the problem.

Anger from Other Parts of Your Life: Everyone has had a “bad, bad day.” Often the frustration,
oppression and stress we feel in other parts of our lives “spill over” at home. If you find yourself yelling
at your kids because you felt belittled at work, are having difficulty with the IRS, or have a problem
getting an appointment with your caseworker, you are experiencing “spill-over anger.”
Parent need to realize how much the tensions they feel outside the parent-child relationship add to their
frustration with their children. Do you let the stresses you feel add to the building of a “pecking order”
in your family? Remember, children are usually at the bottom end. Their normal behavior, while
frustrating, has no part in the stress-related anger you may feel.
To avoid making your children the victims of your anger from other parts of your life, try to create a
break between the tensions of work, your other relationships, or dealing with “the system” and your
home life. Recognize that both you and your children experience spill-over anger and that there may be
more conflicts at certain times of day, such as when you all arrive home in the evening.
Children’s Temperaments: Every child is a unique personality. Some children have characteristics
that make them easy to live with. Other children may be more challenging for parents. They may have
characteristics – such as being more demanding, impatient, emotionally explosive, energetic, or needing
more care due to a physical or mental disability – that can bring our a parent’s anger.
Mary Sheedy Kurcinka in her book, Raising Your Spirited Child, talks about how some children are
challenges for parents and how understanding what is different and wonderful about “spirited” children
can help parents change the way they see and react to these children. She makes the point that the
irritating elements of “spirit” are in fact special characteristics that parents need to learn how to respond
to and work with. Through this understanding, a parent’s anger about a child’s behavior is diminished.
The key is to view each child’s uniqueness in a positive way through understanding and accepting who
he or she is.
Strategies to Help Parents Deal with Anger: Anger. It’s real. It’s normal. Everyone experiences it.
However, you can find ways to express your anger that don’t hurt, belittle, or insult your children. It’s
important to make anger constructive in working with your child’s behavior, not destructive by creating
in children a desire for revenge or a feeling of rage.
Anger in its destructive form can make a child’s misbehavior worse. If you control your reaction to
something your child does, the behavior will stop sooner, won’t last as long, or be as severe and both you
and your child will feel better about how you handled the situation.
This does not mean that you shouldn’t get angry when your child misbehaves. Children need to
understand that their behavior upsets you. Most importantly, they need to understand why you are upset.
For example, if your child lost a pair of scissors, you need to say, “I’m upset because I need those
scissors for my sewing project,” rather than, “You idiot! Where are those scissors!”
Because children will misbehave and anger is inevitable, here are some suggestions to help you keep
calm and plan your reaction to their behavior.
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Use the Four-Step Sequence
Pause for a moment and cool off. Don’t discipline the child while you are
angry. When something occurs that makes you really angry, step back, go into
another room, be silent, take control of your feelings. This is not the time to
discipline a child.
Look and Listen Read the situation quickly. Try to determine what is really happening. How are
you reacting to the misbehavior? What is really causing the child to misbehave?
Form a plan. Evaluate the problem, have a purpose, set goals, think of alternatives.
Think
Does a problem exist? Whose problem is it – yours, the child’s or both of yours?
Have a purpose: What do you want your child to learn from how you react? Set
goals: What do you want to get done right now? Consider alternatives: How many
different ways could you respond to this problem?
Carry out your decision.
Act
Stop!

Calm Yourself







Count to ten very slowly. Concentrate on the counting, regardless of what your child is doing.
Put your hands in your pockets. This will help you resist the urge to use them to threaten or hit
your child. Most parents spank their children when they are angry, not when they have cooled
off.
Take a deep breath and let it out slowly. Pretend you are releasing steam from your body.
Get away from the situation. Go into another room or take a walk. This gives both you and your
child some time to cool off.
Talk about the situation with your partner, a close friend or a relative. Talking it through will
help you develop creative ideas for dealing with the situation.
Take time to think about how you’re reacting to the situation. Why are you angry with your
child? Is it because you think your child is trying to make you mad by deliberately doing
something bad? Is the child misbehaving because he wants attention, is angry himself, feels
discouraged, or is looking for revenge?

Talk to Your Child about the Problem






Use “I,” not “You” statements: “I am very upset about this!” not, “You terrible child, how could
you have done this!”
Keep in the present; talk about the current issue, not past mistakes or possible future problems: “I
want your room picked up now!” not, “You slob! This room is proof that you will never amount
to anything!”
Focus on the behavior instead of what you think might be the reasons for the misbehavior: “I
want you to stop making that noise now!” not, “I know you’re just making that noise to get me
angry!”
Keep it short and to the point. There is no doubt that your child needs a reason, but don’t get
bogged down in long explanations or too much reasoning.
Be specific: “Pick up all the bath toys and put them in the container on the counter,” not, “Okay,
it’s time to clean up the tub.”

Don’t Take Everything Your Child Says Personally
Children learn the power of words at an early age. They also learn what things they can say to hit your
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“hot” buttons. Keep in mind young children have less skill than you in dealing with anger and
frustration. Your best strategy is not to react when your child calls you a name or tells you you’re a lousy
parent. Let the words and negative comments slide off. Your child may mean it in the present, but
won’t feel the same way in five minutes if you don’t react.
Remember, your words are powerful too. When a child says something hurtful, let her know how you
feel and give her another way to say it.
For example, Tory was angry that his father wouldn’t let him go out to play after supper. “You idiot!” he
said. “I hate you!” Tory’s father said, “I don’t like being called an idiot and it makes me feel bad to hear
you say you hate me. Why don’t you say ‘Dad, I don’t like your decision because I really want to go out
and play. It makes me feel like not liking you.’ Then it would be easier for us to talk.”
Figure Out What Your Rules Really Are
If you find yourself engaged in endless power struggles with your child over rules, maybe it’s time to
step back and ask yourself, “Is the problem my child, or is the problem the rule?” Every parent needs to
decide what the bottom line expectations are in the family. As you examine what your basic rules are,
ask yourself:







Does it teach my child something, such as responsibility or a skill?
Is the rule a tradition from my own childhood? Is it still important today?
If the rule is broken, will it really matter a week from now?
Is the rule non-negotiable or is it flexible? It’s okay to have both types of rules.
Is it difficult for my child to follow the rule because of his skills, level of development, etc.?
Did my child have any say in making the rule?

It’s a good idea to determine what the rules are as a family. Then everyone can agree together on what is
expected in a particular situation. Rules that make sense and that a child can abide by will be the limits
your child needs for support and will encourage good behavior. Fewer rules are better than too many
rules. This gives parents flexibility and reduces the endless power struggles between parents and
children.
Say You are Sorry
There is no doubt you will get angry. There may be times you say something you really regret having
said to your child. If your child said something similar to you, you would expect an apology. The same
expectation also applies to parents.
Many parents worry that apologizing will undermine their authority with their children. Perhaps their
parents never apologized or admitted they were wrong to them. The fact is, apologies can help build a
stronger relationship between parents and children. The ability to say you’re sorry, to forgive someone,
and to apologize is important in helping people get along better.
An apology serves several purposes. It helps restore good feelings between you and your child. It
reduces the amount of resentment a child may feel because of your outburst. An apology gives parents
and children a chance to talk about why everyone was so upset, to understand what caused the behavior,
and to discuss what is expected instead. Most importantly, it teaches children how to behave when they
make a mistake. Children learn that everyone makes mistakes and it’s best to admit it and try not to let
the same thing happen again.
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Find Something to Laugh About
Nothing is more effective in getting rid of anger than laughter. If you can find the humor in the situation,
you will often be able to quickly move from rage to giggles. Parents get furious over many situations
that are really minor. If we could see ourselves in the mirror we would know how ridiculous our
reactions are. Laughter is contagious. Children can be quickly persuaded to give up a power struggle
when the humor of the situation is brought out.
 End of Article 

 Handout: Child Management Strategies with Abused Children 
The Safe-Team Curriculum – Parent Workbook, Family Resources, Inc.

General Suggestions
1. Give clear, direct and short messages about child and adult roles in the family. Repeat and
reinforce these often. Messages might include:
 The parent is in charge in the family, not the child.
 The child is in charge of his or her own body, and is responsible for own behavior,
making positive choices, etc.
 Parents have the job of protecting children to the best of their ability. Parents have now
interest in their children’s bodies or in abusing them emotionally, physically, sexually.
 What types of logical consequences, both discipline and rewards, will be used for each
child and in which situations.
 Rules are made to teach children how to live in the world and to keep people safe and
comfortable. Rules are not designed to hassle kids and irritate parents.
2. Keep rules limited in number, short and logical. Don’t make rules that can’t be consistently
reinforced. Rules should be related to the child’s emotional age and level of responsibility, not
the chronological age. Rules should be specific, clear and firm about issues such as: dress,
privacy, touching, language, aggressive behavior, boundaries, property, bedroom, bathrooms,
secrets, supervision.
3. Be creative about using a variety of ways to communicate and reinforce rules and expectations
with children. Consequences should be logically related to the problem behavior and be applied
as soon as possible. Some handy tools to consider:
 Written list of rules and a job chart
 Daily schedules and calendar
 “I” messages from parents
 One word messages and reminders instead of long reminders
 The phrases “What’s the rule?” and “What’s your plan?”
 The phrases “Where did you make your mistake?” and “How could you do that better?”
 Short written notes to remind, praise, direct; post-it notes
 One minute scoldings
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4. Depersonalize rules and consequences for children: direct the child back to the rule instead of
letting the child have the opportunity to blame or debate with parents. Consequences come about
because of the child’s actions in relation to the rule, not because parents are mean. That makes
the child responsible for his/her own actions, not the parents. Make it clear that the child
chooses his or her own course of action, which leads logically to certain consequences.
Examples that express this idea:
 You know the rule.
 This is not on my agenda.
 You have two choices.
 In this house the rule is…; In our family we…
 What’s your plan?
 What are the consequences of that choice?
 Check the job chart.
 You made this choice. These are the consequences.
 You seem to need help. We will help you get in control.
5. Use words to label and describe the behavior, not the child. Examples:
 Appropriate/inappropriate
 Okay/not okay
 Public/private
 Caring/uncaring
 Acceptable/unacceptable
 Safe/unsafe
6. Act, don’t react. Instead of emotional confrontations, practice giving neutral, matter of fact
responses to note and act on the child’s behavior. This is difficult!
7. Try using humor instead of anger in some situations. It can defuse some conflicts, lowers stress
levels, and may give your message a better chance of being heard.
8. Avoid power and control issues where possible. Foster Cline points out that parents should
avoid “smooth muscle” issues: anything that goes in or out of the body is completely in the
child’s control.
9. Avoid physical punishment. Use logical consequences. Consequences should relate directly to
the behavior, be meaningful to the child, and be appropriate for the emotional and developmental
level of the child. Consequences are most effective when used as close in time to the behavior as
possible.
10. Prioritize: decide what has to be dealt with immediately (e.g., health, safety), what are long term
issues, and what is part of foundation building. Pick a limited number of issues to handle at one
time.
 End of Handout 
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 Article: Reducing Sibling Rivalry in Adoption 
By Heidi Wiste, Individual & Family Counseling Program at Children’s Home Society & Family Services
Heidi Wiste is an individual and family therapist with the Individual & Family Counseling Program at Children’s Home
Society & Family Services who specializes in adoption, attachment and parenting strategies. 1711 W. County Road B,
Suite 200 South, Roseville, MN 55113 – 651-635-0095.

If real like could mimic television, family issues would be resolved within 30 minutes, 60 at max.
Fortunately, real life allows us to take our time, explore resources, seek out support, try new techniques,
weigh outcomes, and have detailed, ongoing discussions about what is helpful. When adopting a child
into a family with birth or previously adopted children, there are special dynamics that exist between
family members. All family members should expect to undergo adjustments as they get to know one
another and create their new family identity.
Adjustments for Siblings: Tension and power struggles can and do exist between siblings, birth or
adopted. A child entering into an adoptive family is experiencing a new life and family, and troubling
behaviors may arise, even behaviors that were not documented or displayed before. The stress or
pressure to be in a permanent or adoptive family may result in behaviors that differ from those
demonstrated in previous moves.
For the rest of the family, change is also going to come. Well-known family routines, traditions, and
expectations may be understood and practiced by children already in the home but may be perceived as
optional or even distasteful to a child or youth who has just joined the family. Family routines and
traditions can and should change to welcome a new family member and incorporate that child’s
traditions and culture.
After an adoption, parents can find themselves in the middle when disagreements occur between the
newly adopted child and the children who have been in the home. Who is right? Why? What is
challenged? What can change? What will it be like if I agree with this child…or with that child?
Behaviors of all of the children may change as stress and conflict build within a family. Children
previously in the home may become more sensitive and protective of their parents. This can create a
barrier that limits or slows the connection and bonding between the newly adopted child and children
previously in the home.
Minimizing the Tension: As parents see these difficulties arise, they need to help ease the tensions.
First, parents should acknowledge the struggles that all children are working through as they re-establish
their role within the family. Parents can provide support by listening and normalizing the feelings and
perspectives of each and every family member. It is also important to discuss and work towards goals of
improving communication, understanding and being able to recreate how the family defines itself. In
addition to what they do at home, parents may want to find professionals who can offer additional
support in the schools or the community. Children may need a place to talk about their feelings or
wishes related to the placement. For many reasons – including not wanting to hurt someone’s feelings –
children sometimes feel more comfortable talking about their emotions and frustrations with someone
outside of their family. Adoption-competent therapists and school social workers are often a great
resource for adopted children and their siblings.
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Through in-home family therapy and other techniques, adoption-competent professionals can also
support a family as they work through communication and personality issues, and can help strengthen
relationships to ensure the adoption’s success. Allowing opportunities for family members to speak
openly and honestly may help identify areas of conflict and elicit possible resolutions. Sibling issues
may be best addressed by allowing the children to talk with their own worker or adoption professional, in
sessions where they can voice their thoughts and feelings without worrying about hurting someone else’s
feelings. Children can feel empowered in this process as they may have very different viewpoints than
their parents but may not always feel comfortable sharing them.
Adoption professionals can also offer thoughtful ways that families can collectively work through family
issues, helping family members identify for themselves strategies that have worked in the past as well as
the impact of not addressing the problems as they arise.
Professional support is also critically important if an adoption is not going well or may be at risk of
disruption. Parents may be struggling with toxic behavior that seems to bring the whole family down or
conflicts that seem intolerable. Before making any decisions, parents must be sure to involve the
professionals working with the family to assess what is happening, identify what is harmful to the newly
adopted child or others in the family, and identify possible solutions to save the placement. If a
disruption ultimately does happen, the entire family – the child who leaves, siblings who remain, and
parents – will be suffering and will need professional support.
Conclusion: The adoption experience is different for all members of a family depending on their role in
the family, their expectations, their personality and past experiences, and their ability to cope with
change and stress. Finding ways to address these issues early and often, while helping children manage
stress and solve problems that crop up are critically important. All children in the family need to know
that they are cared for and have their feelings validated, which will help them cope with emotional
frustrations and contribute to the adoption’s success.
 End of Article 

Websites: The following websites are based on a positive approach to parenting:






http://www.parentfurther.com/why (Free monthly webinars are offered)
http://kidshealth.org/parent/positive/ (Kids’ health)
http://www.cdc.gov/ncbddd/childdevelopment/positiveparenting/index.html (Center for Disease
Control and Prevention)
http:///www.npen.org/ (National Parenting Education Network)
http://www.zerotothree.org/ztt/parents.html (National Center for Infants, Toddlers and Families)

What are the Discipline Issues Related to Child Abuse?
Proper discipline should be a learning experience for a child instead of a punishment. Discipline should
be correcting and instructive, logical and reasonable, and moderate in degree. Discipline might include:
distraction to another activity, temporary removal (time out) of the child from the situation in which
behavior is a problem, gently holding until the child regains control (with guidance via child’s therapist),
natural and logical consequences or limiting of privileges. Discipline should never be administered
angrily or recklessly, nor should it be the responsibility of another child. It should never belittle or
shame a child. It should always be balanced with praise for appropriate behavior.
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Foster children, especially, need behavior guidance that is consistent and based on an understanding of
individual needs and developmental stages. Simple rules and consequences can be established so that
children learn appropriate behavior, self-control and responsibility.
A foster child should not be punished by:






Withholding of meals, mail or family visits
Unusual, cruel or severe punishment
Verbal abuse, derogatory remarks about the child or his/her family or threats to expel the
child from the foster home
Long periods of time out
Corporal punishment that includes but is not limited to hitting, slapping, spanking, pinching,
shaking, kicking or biting

In addition, a child should not be punished for lapses in toilet training, bedwetting or refusing food.
According to Minnesota rule, a foster child may be disciplined by isolation (time out) for no longer than
10 minutes for a child under the age of 6 or one hour for a child over 6, providing that isolation takes
place in a space no smaller than 50 square feet and not in a locked room.
Children who have experienced abuse need assurance from you that their bodies will be treated gently
and carefully. Discipline must always be handled in a way that does not hurt children, either physically
or emotionally.
Children who have been abused may be especially provocative in their behavior and you may think that
they really needed a spanking. In reality, they need to be reassured that they don’t deserve to be hurt and
that you will discipline them in non-hurtful, respectful ways.
Although it is not illegal for parents to use corporal punishment, as long as you are a licensed foster
parent, you cannot use corporal punishment on your own birth children.
Although corporal punishment is not included in the legal definition of physical abuse, under the
Maltreatment of Minors Act, you are expected to follow your agency’s discipline policy. You may lose
your license if you do not follow the policy.

Do We Need a Written Discipline Policy?
A written policy is an excellent way to introduce foster children, birth parents, and social workers to your
philosophy of child rearing. Clear expectations of when and how you will discipline children, and when
and how children will be touched, go a long way toward reassuring the foster care team that yours is a
responsible and caring home.
The following description is intended to provide an example of a discipline policy which is general in
nature and which might be adapted by foster parents for their particular situation.

Family Discipline Policy (Sample)
There are 4 big rules in our family:
1. Be respectful of yourself; i.e., keep yourself and your possessions clean and neat. No drugs
219

or alcohol allowed.
2. Be respectful of others; i.e., no name calling, hitting or taking things that belongs to others.
Let us know where you are at all times.
3. Be respectful or property; i.e., use things as they were intended to be used (sofas are for
sitting, not jumping). Use things carefully and return them when finished.
4. Follow bedtime, telephone and curfew rules.
When a child misbehaves, I will warn the child the first time and explain what he or she is doing wrong.
The second time, I will ask the child to tell me what he or she is doing wrong. If there is a third
occurrence, there will be a consequence. I will use natural and logical consequences whenever possible.
Time out will be on the kitchen stairs for younger children, in their rooms for older children. Children
must tell me what they are going to do next when time out has expired. Consequences may include loss
of privileges, such as going on trips, watching TV, using the phone to call friends, story time with foster
parents.
I am a physically nurturing person. It is my practice to give children lots of hugs and kisses. I will try
not to do that for children who are made uncomfortable by it, but I believe that children need physical
nurturing.
It is especially important that foster children not be subjected to harsh discipline. Children who have
been abused previously need to learn that they are safe in foster care and that not all parents hurt their
children. While spanking, by law, does not normally constitute child abuse, children who have been
abused may not be able to differentiate between abuse and spanking.
There are certain rules that literature on child behavior guidance emphasize over and over again:
1. Although the child’s behavior is disapproved, the child is worthwhile. (I don’t like dirty
hands, not I don’t like you if you are dirty).
2. Describe the behavior, not personal characteristics. (You did not make your bed, not you are
a slob).
3. Be specific. (You took a dime, not you stole).
4. Differentiate between feelings and behavior. (It is okay to be angry but you can’t hit your
brother).
5. Try to state alternatives positively. (I like clean rooms, not I don’t like dirty rooms).
6. Try to let the child know what you want as specifically as possible.
7. Remember, the example the parents set is much more important in shaping behavior than
anything the parent says. (If you don’t want a child to interrupt you, don’t interrupt him).
8. Try to reassure that child that you believe he is capable of growing, changing, and learning to
control himself.
Many people, at some time, have felt that physical punishment (hitting, spanking, slapping, biting,
pinching, shaking) has been an effective way to make a child stop a certain behavior.
Some people feel physical punishment can be effective because they were raised with physical
punishment and turned out to be healthy, happy and responsible individuals. Some people feel that it is
effective to use physical punishment with children because it usually stops the behavior immediately by
getting the child’s attention. It also makes the parents feel better because they are angry and by
expressing their anger in a physical way, they are able to get the message across to the child that they are
angry and disapprove of the behavior of the child.
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For a child who may have been abused or neglected or exposed to violence in his or her home physical
punishment can be frightening. Other children who have been abused may respond to physical
punishment by seeming numb to pain and as such it may seem like the child has to be hit or spanked
harder and harder in order to get a response from the child. Some children may also seem to derive
pleasure or relief from spankings as they may have learned throughout life that it is the only way to get
attention from their parents or care givers. Foster parents may not know that a child has been physically
or sexually abused until after the child is placed with them.
Physical punishment models aggressive behavior. It teaches children that the use of force by a larger
person or person in authority is appropriate. We do not often see an adult using physical discipline with
a child who is bigger than the adult, nor do we often see a smaller child hitting a bigger child.
There is a tired mother in the grocery store whose children are fighting. They start to hit each other. The
mother finally turns around and hits her children, telling them to stop hitting one another. The children
respond by stopping hitting one another, at least for a while. What else did the mother intend to teach
them?
There is a two-year old child who has just bitten his brother who had a toy that he wanted. The father
responds to the two year old by biting him. What did the father intend to teach the child? What did the
father teach the child?
Using alternatives to physical discipline has two very important benefits. First and foremost it
minimizes the risk of additional harm to the child. Second, it helps break the generational cycle of
physical abuse by modeling other conflict resolution strategies.

Discipline
Law prohibits corporal punishment of foster children. Use of the following types of punishment is not
allowed: any type of physical discipline such as spanking, hitting, grabbing, pinching, biting or kicking.
Any type of degrading or humiliating punishment including the punishment in the presence of others,
deprivation of meals, deprivation of monetary allowances, deprivation of visits to and/or from the
parents, deprivation of contact with the placement worker or threat of removal from the foster home.
The purpose of discipline is to teach children to get along as responsible members of a family and a
community. Discipline is an essential aspect of child rearing and should be viewed as a positive learning
experience so that children will develop acceptable patterns of behavior and rules of conduct as well as
understanding of personal responsibility. It is important for a foster parent to remember that the foster
children may come from families in which there were not consistent rules or standards of behavior.
Fairness to every child in the household, foster or non-foster, is the basic ingredient of all discipline.
Special discipline problems should be discussed with the placement worker as soon as they arrive. The
following are suggestions for determining an effective means of discipline for a foster child:

 Handout: Fourteen Ways to Help Children Manage Behaviors 
By Linda Bayless, Child Welfare Institute

1. Be a role model. One of the most effective methods for learning is imitation. Role modeling is
an effective method of teaching social behaviors. Homework: Think of things you have learned
to do by watching others in situations where you have taken ques on how to behave based on
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what others were doing.
2. Provide the child with time-in instead of time-out. Time-in is an effective behavior way to let
children know that what they are doing they cannot continue to do. Time-in can be effectively
used to stop a child’s behavior and lets the child know what is right and what not to do. It
provides the child with an opportunity to get back in control.
3. Provide positive reinforcements and privileges. One of the best ways to get a behavior to
continue is to reward it. Immediate, positive feedback usually causes the person to continue or
repeat the behavior that is being reinforced. Both the cycle of attachment and the positive
interaction cycle depend upon positive interventions and positive response, the process is simple.
Would you continue to smile and make eye contact with someone who did not smile back or
look at you? We all tend to continue the behavior when it’s reinforced.
4. Take away privileges. Children need to be able to make the connections between actions,
responsibilities and rights. Often, privileges are earned based on responsible behavior. We let
children use the telephone and expect that they will be considerate of the privilege and other’s
needs. If the rule is that the call can be no longer than 20 minutes and the child continues to
extend calls beyond that limit, taking away the privilege of using the phone for 24 hours may be
an effective way to change that behavior. Children learn the connections between behavior and
consequences when their lost privileges are tied to the behavior they need to change. When the
loss of a privilege does not relate to a behavior, the child is more likely to feel punished and
resentful.
5. Provide natural and logical consequences. Consequences that are natural ones, likely to occur if
no intervention is taken, become life’s lessons. Unfortunately, some natural consequences are
really learning by the “school of hard knocks”, such as when toys are left outside they may be
stolen. When we want to prevent life’s blows to children or need to protect their health or safety,
we often provide logical consequences rather than natural consequences. What are some natural
consequences from which you have learned?
6. Ignore the behavior. Some behaviors need attention and reinforcement to continue. Sometimes
children will act out just to get the parent’s attention. If the child is using a behavior to gain
control or attention, an effective response can be to withhold attention.
7. Ensure that restitution occurs. Sometimes the best way to learn what to do right is by practicing
the right way. If children are held accountable for their behaviors they are more likely to be
responsible.
8. Hold family meetings. Often the best way to resolve an issue to get all the parties together and
discuss what is happening and what are logical solutions. By holding family meetings parents
show their children they are an important part of the family and that their feelings count. Also,
family meetings can help children learn to talk about their concerns.
9. Develop behavioral charts. Behavior charts can help assist parents to determine when behaviors
occur and what causes them. By tracking behaviors parents can determine when to use positive
reinforcement to increase the learning and performance of the desired behavior.
10. Help the child understand feelings. Many children will not relate the way they are feeling to
what they are acting. When parents can help the child connect emotions and behaviors an
important first step towards changing behaviors has been made.
11. Replace negative time with positive time. It is very difficult to stop behaviors. Substituting
something positive and healthy for something negative and destructive is the key to being able to
change a behavior.
12. Provide alternatives for destructive, acting out behaviors. Emotion carry a great deal of energy,
children will need some place to put that energy. Foster parents can help them find positive ways
to express their feelings.
13. Make a plan for change with a child. Learning how to make a plan for change only comes with
practice. Plans usually start with a goal. If you can help the child understand the need for change
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and then develop the goal, you will be moving in the right direction. Think of a time when you
had a goal and what helped you to achieve it. Did you have small, reasonable steps? Were there
lots of options to get you to where you were going and what kind of reinforcements or rewards
did you get along the way?
14. Make a plan for change with the child and a professional. Foster parents have many resources
available to them: psychologists, counselors, and many other professionals. Be ready to reach
out for the help that you and the child need.
 End of Handout 

How Should Discipline be handled by Substitute Caregivers?
All caregivers, including substitutes, are responsible for following the same methods you use. In
addition, children should not be responsible for disciplining other children.
When using substitute caregivers who are not familiar with foster care rules, you have to let them know
what is expected. It is helpful to explain to them the ideas in this book. Let them know that many foster
children have been abused and that punishment must be handled in ways that allow the children to feel
safe and develop trust. If you use teenage sitters, be sure that they are always able to reach you or
another responsible adult, so they are not placed in a situation they are unable to handle. If using teens,
discuss this arrangement beforehand with your case manager so that you can get agency approval.

How can I Assess Family Members and Others with Regard to Potential for Child
Abuse?
Foster parents must understand that many people are becoming increasingly worried about children in
foster care, even though the vast majority of child abuse cases involve the child’s own relatives or family
friends. You are required to provide a nurturing atmosphere for the children in your care - an
atmosphere that guarantees safety from physical and sexual abuse. As a foster parent you are in a very
sensitive position. You are vulnerable to accusations by the parents of foster children. You are
vulnerable to stresses that may cause you to react in an abusive way.
Here are some “red flag” behaviors that can help you screen out potential abusers when choosing
substitute caregivers. Watch for:










Impatience with children, yelling at children
Grabbing or jerking children
Unwillingness to let children speak
Appearance of discomfort around children, standing apart from them and watching, not
interacting
Defensive posture, believing that children misbehave to “get at” adults
Suspicion or hostility to being observed while interacting with children
Shaming, ridiculing and teasing children an unkind way
Seeming to create opportunities to be alone with child(ren), with secrecy involved
Showing little or no understanding of children and having unreal expectations of children and
little understanding of healthy child behavior

These are the most easily identified behaviors of potential abusers. Others, however, such as those
attributed to pedophile, are more subtle and harder to classify. It would make life easier for us all,
223

especially the child victims, if we could see immediately that a person is abusive and so avoid him or
her. But we can’t do this, so we must be careful about all who have contact with the children in our care.
Note: Consider the high risk of abuse or allegation of abuse that comes from selecting your teenage son
(13 or older) and/or his friends as substitute providers.
Here are some resources to assist you with the technology that children are accessing:





www.CommonSenseMedia.org. To help kids be/stay safe.
www.WiredSafety.org
www.TheRedHoodProject.com Accountability online.
www.Netlingo.com

Mental Health Training for Foster Parents
The following communication has three purposes:
1. To alert children’s mental health and foster care licensing agencies (public, private and tribal) to
the establishment of an approved courses list (see attached) for foster parents needing to fulfill
the mental health training requirements defined by Minnesota Stature 245A.175.
2. To provide an opportunity for children’s mental health and foster care licensing agencies to
suggest additions to the approved courses list.
3. To inform children’s mental health and foster care licensing agencies about the processes
established by the Department of Human Services (DHS) to update the approved courses list and
verify course completion.

Finalizing the List
Please review the attached document identifying courses approved to satisfy the 2-hour initial mental
health training requirement and the 1-hour continuing education requirement for foster parents. An
opportunity to propose additional courses for approval will be allowed through August 31, 2011.
Information about courses being suggested for inclusion (e.g. course title, name and credentials of
facilitator, brief description of course, length of course, course modality - face-to-face, web-based, video
- and location where course is offered) should be sent to Martha Aby at martha.j.aby@state.mn.us. DHS
will distribute a final list of approved courses in September 2011.
At any time after the final list is produced, public or private entities can request to have new courses
added to the approved list. These requests should also be sent to Martha Aby. Requests will be
reviewed annually of a DHS committee. The list will be updated according to the committee’s decisions.
The most current list of approved trainings will be posted on the DHS website.

Master List of Approved Courses (Draft – 8-4-11)

Trainings to Fulfill the Initial 2-Hour Requirement

To make a difference in someone’s life
You don’t have to be brilliant, rich or
perfect. You just have to care.
Mandy Hale

1 Introduction to Children’s Mental Health video
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Dr. Sulik

2 Introduction to Mental Health

Child Welfare Training
System, Resource Family CSP
9221

3 Recognizing Children’s Mental Health Disorders: Key
Warning Signs and Next Steps for Educators

3 hours - Minnesota
Association for Children’s
Mental Health

4 On-line Educators Course in Children’s Mental Health
Disorders

2-3 hours Association for
Mental Health

5 Children’s Challenging Behaviors Workshop
6 Children’s Mental Health

6 hours - NAMI

Minnesota
Children’s

Hennepin County - Note:
Participation limited to
Hennepin County clients

7 Lessons from the Field Events

Sponsored by the Children’s
Mental Health Program at the
Children, Youth and Family
Consortium. Half-day training
for CEU credit.
Past presentations available to the public on several topics (e.g. attachment, autism, race and
culture, relational aggression). Attachment presentation may be most appropriate for the initial
2-hour credit. It focuses on attachment theory, attachment and its relationship to other mental
health concerns, intervention and treatment, intergenerational issues, family violence and
attachment, adoption and attachment. Perhaps the last one (e.g. adoption and attachment)
presented by Dr. Miriam Steele is the most appropriate. All training materials can be found at
www.extension.umn.edu/family/cyfc/our-programs/lessons-from-the-field/.

8 STARS for Children’s Mental Health

Full day attendance at annual
children’s mental health
conference.

Trainings to Fulfill the 1-Hour Requirement
1 Lessons from the Field Events

Sponsored by the Children’s Mental Health Program
at the Children, Youth and Family Consortium.
 Autism: What is it? Early identification and intervention, interdisciplinary approaches,
integrative approaches.
 Race, Culture and Children’s Mental Health: Historical trauma, immigrant and refugee
families, repairing effects of trauma on early attachment. Again, perhaps the last is most fitting.
 Relational Aggression: What is it? How does it vary across cultures and contexts? How
to prevent/intervene. All training materials can be found at:.
www.extension.umn.edu/family/cyfc/our-programs/lessons-from-the-field/.

2 Understanding and Building Attachment Child Welfare Training System, Resource Family
CSP 9339 - 6 hours.
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3 Children Living with Fetal Alcohol Child Welfare Training System, Resource Family
Spectrum Disorder
CSP 9339 – 3 hours.
4 Mental Health Crisis Planning

NAMI

5 Keeping Families Together
6 What Works? What Helps?

NAMI
NAMI

7 Minnesota Association for Children’s Attendance at one full day of the annual conference.
Mental Health
8 Minnesota Council of Child Caring Attendance at one full day of the annual conference.
Agencies
9 Pacer Center

Attendance at full day symposium on children and
young adults with mental health and learning
disabilities.

10 The Center for Advanced Studies in Several online learning modules for CEU credit.
Child Welfare (CASCW)
 Children’s exposure to domestic violence
 Attachment through music, movement and mirth
 Homeless and highly mobile students
 Confidentiality, disclosures and communication in child welfare practice
 Maternal depression
 Enhancing the strength of kinship caregivers
 Promoting placement stability in foster care
 Resilience and adult attachment in cases of child sexual abuse
 Mitigating school suspensions
All modules can be found at www.cchd.umn.edu/ssw/casew/pracresources/modulehome.asp.
11 Strategies and Insights for Reducing Minnesota Association for Children’s Mental Health
Emotional
Dysregulation
and
Behavioral Problems in Youth
12 The Center for Early Education and Hosts many types of courses. Some are longer-term
Development (CEED)
and for-credit-only but others are one-time and open
to the public.
 Infant and Early Childhood Mental Health Certificate (IECMH): Longer-term, graduate
credit program. Course material may be offered for CEU credit in the future. More information
at www.cchd.umn.edu/ceed/certificateprograms/leemh/programstructure.html.
Online courses
13 Early Childhood Topics
www.cchd.umn.edu/ceed/onlinecourses/default.html
14 The Harris Forum Visiting Scholars One-time trainings
Program
www.cehd.umn.edu/ceed/events/harrisforum/default.html
15 The Strong Foundations Conference
www.cchd.umn.edu.ceed.conferences/strongfoundations/default.html
16 The Minnesota Early Intervention
Summer Institute
www.cchd.umn.edu/ceed/conferences/summerinstitute/default.html
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17 SchoolMentalHealth.org

Learning Center for Child and Adolescent Trauma
Speaker Series. Seven free online series of
presentations related to child and adolescent trauma.

Videos
18 MN Adopt
 Tough Questions, No Easy Answers: Tips for Raising Hurt Kids – Deena McMahon
 The Mosaic: When RAD Meets FASD – Deena McMahon and Wendy Lee Raun
 Ideas for Biculturalism in Transracial Families – Robert O’Connor
 Avoiding Power Struggles and Healing Hearts – Paul Buckley
 Helping Troubled Adopted Children with Complex Histories – Richard Delaney
 Adolescence, RAD and Attachment – Krista Nelson
 Sexually Abused Children in Adoption and Foster Care – Deena McMahon
 Helping Adopted and Foster Youth Transition to Adult Living – Teressa Markworth
 Lying, Stealing and Running Away – Deena McMahon and Paul Buckley
PBS.org
19 Documentaries on Mental Health
 Depression: Out of the Shadows. 90 minutes. 2008 WGBH Educational Foundation and
Twin Cities Public Television, Inc. www.pbs.org/wgbh/takeonestep/depression/index.html.
 Medicated Child. 60 minutes. www.pbs.org/wgbh/pages/frontline/medicatedchild. 2008.
Frontline.
 Dying to Be Thin. 2000. NOVA. 60 minutes. www.pbs.org/wgbh/nova/body/dying-tobe-thin.html.

Verification Process
Counties, tribes and private agencies will be expected to maintain a record of approved trainings
completed by foster parents. County, tribal and private agency licensors may review and approve
requests from foster parents seeking 1-hour credit for courses not on the approved training list prior to
attendance. The following key words must be used as a guide for approving these requests:













Anxiety
Attachment
Attention Deficit Hyperactivity Disorder
Autism/Pervasive Development Disorder
Behavior Disorders
Bipolar
Depression
Development
Fetal Alcohol Spectrum Disorder
Medication (psychotropic)
Resiliency
Trauma

At this point, the 2-hour initial training requirement can only be met by completing courses included on
the approved list.
If you have any questions about courses appearing on the approved courses list or about the training
verification
process
described
above,
please
contact
Brownell
Mack
at
brownell.mack@co.hennepin.mn.us or at 651-431-2364.
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Every child by
two!
Children need vaccinations at the following ages:









Birth
2 Months
4 Months
6 Months
12 to 15 Months
4 to 6 Years
11 to 12 Years
Additionally, influenza (flu) vaccine is recommended
every year for children 6 months through 18 years
old.

Vaccines recommended by the Advisory Committee
on Immunization Practices protect children against
diphtheria, tetanus (lock jaw), polio, measles,
pertussis (whooping cough), mumps, rubella (German measles),
haemophilus influenza type B, hepatitis A & B,
varicella (chickenpox), invasive pneumococcal
disease, invasive meningococcal disease,
rotovirus and influenza (flu).
Be sure to complete any series of immunizations
once started. One or two doses of a series is not
adequate protection. Older children may need
additional vaccines or booster shots. Call your doctor or local health
clinic for more information.
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The following chart lists the names of the vaccines recommended for your
child and the diseases that they prevent.
Disease Name
Diphtheria
Hepatitis A
Hepatitis B
Hib
Influenza (Flu)
Measles
Meningococcal Disease/Meningitis
Mumps
Pertussis (Whooping Cough)
Pneumococcal Disease
Polio
Rotavirus
Rubella (German Measles)
Tetanus (Lock Jaw)
Varicella (Chickenpox)

Vaccine Name
Diphtheria Toxoid (contained in DTP,
DT, aP, DT and TD vaccines)
Hepatitis A Vaccine (also known as Hep
A vaccine)
Hepatitis B Vaccine (also known as Hep
B vaccine)
Haemophilus Influenza type b (Hib)
Vaccine
Influenza Vaccine
Measles Vaccine (contained in MMR
vaccine)
Meningococcal Conjugate Vaccine
Mumps Vaccine (contained in MMR
vaccine)
Pertussis Vaccine (contained in DTP and
DT aP vaccines)
Pneumococcal Conjugate Vaccine (also
known as the PCV vaccine)
Inactivated Polio Vaccine (also known as
IPV vaccine)
Rotavirus Vaccine (RV)
Rubella Vaccine (contained in MMR
vaccine)
Tetanus Toxoid (contained in DTP, DT
aP, DT or TD vaccines)
Varicella Vaccine
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 Article: Parenting Tips for Youth in Residential Treatment 
Permission to use this article granted by Claudia and Bart Fletcher
Claudia is currently the Chief Program Officer for Patrick Henry Family Services in Virginia and Bart is the pastor at the Mt.
Vernon United Methodist Church in Danville, Virginia. They have 12 adopted children aged 17 to 29 and 7 grandchildren.

For parents, the prospect of residential treatment for a child presents questions, increases fear, and often
requires advice. Residential care may become necessary when in-home services or foster care is not
available or the child is a danger to herself or others, will not take needed medication, or has broken the
law. Residential treatment provides children and youth with the opportunity to work on their behaviors
in a safe, therapeutic setting.
As parents of twelve children, all adopted, we have vast experience with the complexities involved with
residential settings for youth. We know from personal experience that the option is sometimes necessary
and appropriate, but that it is not a good long-term solution for the following reasons:






It is not cost efficient.
It does not prepare children to live in society.
It increases difficulty in attachment.
It makes youth comfortable with a prison environment.
It doesn’t create the relationships and skills needed to move into adulthood.

Getting Ready for the Transition
Since most children and youth do come home from treatment, parents need to think about and prepare
for the transition long before it’s time for the child to move back in with the family.
In some ways, plans for transitioning home should begin before the child even begins treatment. Parents
should think about several key questions when looking for a program: What is the goal of the facility?
What is the treatment plan? On what issues does the program focus? What kind of level system is used,
and is there a way to use a similar system at home? By being aware of these issues, parents can think
how different life will be for the child and how much they can replicate back home.
Parents should also learn what the treatment facility offers specifically related to transitioning home.
What sort of support is provided during the move back home? Are outpatient or day treatment services
available? If these services are not provided by the center, parents may need to explore other options for
this type of support, whether from a family therapist or other program in the home community.
Once there is a plan for the child to come home, parents can do a number things to ease the transition.
First, they can increase contact with the staff and the program and with the child. Parents – and other
family members – should visit as much as they are allowed to show their commitment and rebuild their
relationships.
Parents can also prepare themselves and the child for the transition to home by reading and becoming
educated about the child’s diagnoses and the treatment protocol, connecting with a strong support
system, and building relationships with key staff members at the treatment center. Talking with staff
both helps monitor the child’s current progress and also allows parents to learn how the treatment
addresses the child’s problem behaviors or special needs. Staff at the center can demonstrate parenting
techniques that work and help parents learn to make these strategies part of their own routine.
230

During this time, parents should take in stride the promises and plans they hear from the child about their
improved behavior and how everything will be different now. Many children may not be able to keep all
of their promises, and parents should check anything they doubt with staff to make sure that everyone is
on the same page.
While working with staff and the child in treatment, parents also need to prepare any other children
about the changes that are coming. Many of the siblings will have seen difficult behaviors and may fear
how the return home will go. Parents can help their other children understand the treatment plan, the
progress the child in treatment has made, and strategies that will be in place to make home life more safe
and stable.
Handling the Transition
In residential living every moment and action is scheduled and supervised, and most interactions are
documented. While this may not seem appealing to many of us, youth may like residential treatment for
just these reasons. There is no expectation for relationships with caregivers, which increases the comfort
level for youth with attachment issues. Youth get to interact with peers who can teach them “interesting
things.” With no unstructured time, youth don’t need to control themselves – others will do it for them.
For some youth who are prone to manipulating others, there are opportunities to practice exploitation in
residential treatment.
Given this amount of control exerted over the child or youth, the transition back home can be
challenging. The youth may miss his friends and the structure of the center. When the youth moves
home and the transition period begins, we suggest maintaining systems like those that were used in the
treatment program. Within the context of the family, parents can establish a super structure and limit
unstructured time. Parents may use the services of a personal care attendant or a day treatment program.
Over time, parents can gradually increase privileges as the youth is able to increase responsibility. At
the same time, parents need to be aware of the limits that the youth needs and be careful not to decrease
structure beyond what is workable or safe for each particular youth. Parents need to always remember
that this is their home and they are in charge. Parents must make the rules, know what they can and
cannot enforce, and be extremely consistent.
Parent should, of course, remain in close contact with the child’s therapist or other professionals who can
also give advice about how to handle the transition or address problems that arise. Transitioning home
from residential treatment can be difficult for the whole family, and preparing everyone will make it as
smooth as possible.

Closing Summary
Neither this manual nor the licensing worker can teach you everything that you will need to know to be a
quality foster parent. The process will be a combination of learning experiences, communication with
workers and self-initiated continuing education. We do hope that this manual has given you a basic
foundation of foster parenting in order to help you prepare for the journey, challenges and rewards that
lay ahead of you.
In order to help you continue expanding your knowledge base, the licensing agency will provide you
periodic updates of training opportunities that are available in the community. The agency also has a
number of materials that are available on topics related to child abuse, neglect, parenting and foster
parenting that are available for you to review and return. In addition, we have compiled a list of
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suggested websites, videos and reading material to help you locate information on specific topics that
you will find in the final pages of this manual.
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Websites, Videos and Suggested Reading Material

Websites














www.betterendings.org (MN Foster Care Association)
www.caseyfamilyservices.org (Annie E. Casey Foundation)
www.connectforkids.org
www.fosterclub.com
www.fosterparentnet.org
www.mkca.org (Minnesota Kinship Caregivers Association)
www.nfpainc.org (National Foster Parent Association)
www.nacac.org (North American Council of Adoptable Children)
www.mnadopt.org (Minnesota Adoption Resource Network)
www.mnasap.org (MN Adoption Support and Preservation)
www.fosterparents.com (Has on-line training available)
http://www.childwelfare.gov/pubs/f_transition.cfm (Child Welfare Information Gateway fact
sheet “Helping Your Foster Child Transition to Your Adopted Child”
http://www.childwelfare.gov/pubs/siblingissues/index.cfm (Sibling Issues in Foster Care and
Adoption.
Videos







Somebody New Lives at Our House by Lysa Johnson Storybook and Coloring Book. Able
Videos, Don Johnson, 2256 Wessman Pkwy, Cherry Valley, Il 61016
Re-Education of Foster and Adopted Children: Prospects for a Healthy Life by Dr. Vera
Fahlberg. Norwest Media, Inc. PO Box 56, Eugene, OR 97440
A Safe Environment for Foster Children by Dr. Vera Fahlberg . Norwest Media, Inc. PO
Box 56, Eugene, OR 97440
Winning at Parenting...without Beating Your Kids by Barbara Colorso. Kids Are worth
It, PO Box 621108, Littleton, CO 80162
Foster Care’s Invisible Youth by In the Life Media. Short Films related to Lesbian, Gay,
Bisexual and Transgender (LGTB) Youth. http://www.itlmedia.org/episodes/entry/fostercares-invisible-youth-full-episode-november-2012.
Suggested Reading

Abuse, Sexual Abuse & Neglect



Sexual Abuse of Children and Adolescents by Henry C. Kempe and Beth S. Kempe
Trauma and Recovery: The Aftermath of Violence from Domestic Abuse to Political
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Terror by Judith Lewis Herman, M.D.
The Lost Child: Hope for Kids Without Hope by Tom Collins & Pat Corrick Hinton
Families at Risk: A Guide to Understanding and Protecting Children, and Care
Providers Involved in Out-Of-Home or Adoptive Care by Jodee Kulp
 A Journey to Life by Judee Kulp
 Adoption and the Sexually Abused Child by Joan and
Bernard McNamara.
 By Silence Betrayed: Sexual Abuse of Children in
America by John Crewdson.
 A Child called It by David Pelzer. In this autobiographical
book, David Pelzer explains his childhood of severe abuse. This is an intense story of the
effects of one child’s extreme physical and psychological abuse inflicted by his alcoholic
mother and how it impacted his journey through the child welfare system.
The Lost Boy by David Pelzer. This book is part two of the “Child Called It” series. It
describes the challenge of growing up in the foster care system. Mr. Pelzer describes the
results of his multiple moves throughout his childhood as well as his quest to discover
answers from his past.
A Man Named Dave by David Pelzer. This is book three of the “Child Called It” series.
Mr. Pelzer discusses his adult life and his continuing struggle to deal with his past. He is
able to come to terms with what his life has been and forgive the people who have hurt him.
This is an amazing conclusion to a life of abuse.
Turning Stones: My Days and Nights with Children at Risk by Mark Parent. Mark
Parent, a New York City child protection case worker, searches the streets – and his heart –
for the answers to why children are abused, neglected, even killed. An honest, nonfiction
narrative.
Despair Turned into Rage: Understanding and Helping Abused, Neglected and
Abandoned Youth by Paul Lavin and Cynthia Park. The authors discuss anger and
antisocial behavior in youth, adolescents and teenagers, how to address it and treat it.
Sexually Reactive Children in Adoption and Foster Care edited by Joan McNamara. Parents
and professionals will find this collection of articles about how abused children who act out
sexually adjust in their adoptive families to be an invaluable resource.

Allegations of abuse in foster care: Issues for agencies and foster parents - Bibliography for
conference participants







“I have never felt so alone in my life: Abuse allegations involving foster homes.” by
Rosemarie Carbino. Paper to International Foster Care Conference, Leeds, England, July 31,
1987.
Support for foster parents accused of child abuse by Stephan Nixon, Carolyn Hicks and Sue
Ells. Foster Care, December,1986 8-10
“Mismatching of the foster parents and the sexually abused pre-school child.” By J. Chiaro,
G. Marden, L. Haase & B. Guedes. Paper presented at the 4th International Conference on Child
Abuse and Neglect, Paris, France, September, 1982.
“Foster parents’ rights to share in decision-making for the foster child.” By M. Hardin & P.
Tassara. Washington, DC: American Bar Association, 1983.
“Child perpetrators--children who molest other children: preliminary findings.” By Toni
Cavanaugh Johnson. Child Abuse and Neglect. Vol. 12, No. 2, 1988, 219-229
“The sexually abused child in specialized foster care.” By Emily J. McFadden. Unpublished
paper at First North American Conference on Treatment Foster Care, Minneapolis, MN
August, 1987.
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“Child sexual abuse in family foster care.” By E. J. McFadden & B. Stoval. Preventing
Abuse in Foster Care. Ypsilanti, MI: Eastern Michigan University, 1984.
National Foster Care Education Project. By P. Ryan & E. J. McFadden. Final Report.
Ypsilanti, MI: Eastern Michigan University, 1986.
Helping the sexually abused child. By M. Cunningham. Marin, CA: Marin County
Department of Health and Human Services, 1982.
Fostering the child who has been sexually abused. By E. J. McFadden. Ypsilanti, MI:
Eastern Michigan University, 1986.
Guiding the sexual development of your foster child. By C. Veresh. Ypsilanti, MI: Eastern
Michigan University, 1978.
Fostering the sexually abused child. By J. Wintker & R. Judy. Knoxville, TN: University of
Tennessee, 1986.
Tangled Feelings: Sexual Abuse and Adoption by Joan McNamara. This booklet explains the
emotional damage suffered by children who have been sexually abused and suggests ways that
parents can help.
Child Abuse Issues for Foster Care Providers by Mary Lou Gilstad and Becky Richardson,
1993
Understanding Psychological Abuse: A Guide for Foster Parents by Mary Lou Gilstad, 1992
When Love is Not Enough by Deb Jones, ed. by Dick Gilstad. 1993
Surviving Child Abuse (A workbook for adults who are surviving the effects of their own
abuse as children) by Sandra Heidemann, 1994

Adoption











Handbook of Adoption: Implications for Researchers, Practitioners and Families by Rafael
A. Javier, Amanda L. Baden and Others. Uses research, data and trends to explore therapeutic
competence, developmental challenges for adoptees as well as assessment and treatment issues.
Nurturing Adoptions: Creating Resilience after Neglect and Trauma by Deborah D. Gray.
Designed for professionals to work with parents of children needing healing. Noted therapist and
author of Attaching in Adoption covers newly released research on the developing brains of
children impacted by early trauma.
Post-Adoption Blues: Overcoming the Unforeseen Challenges of Adoption by Karen J. Foli
and John R. Thompson. Offers tips to surmount common obstacles families face during the time
right after an adoption occurs.
Adopting the Older Child by Claudia Jewett. The author speaks from experience about the
entire process of adopting and older child and explains what to expect along the way. She
describes the problems these children are likely to have and offers practical advice on how to
respond to them.
Parenting the Hurt Child: Helping Adoptive Families Heal and Grow by Gregory Keck and
Regina Kupecky. Explains to parents how to help the adopted child heal,
grow and develop while preserving their sanity and stability.
Adoptees on Their Way to Adulthood by The Adoption Centre. This
book is about the integration of 68 Thai adoptees into Dutch society. The
adoptive children speak for themselves about how they experienced their
adoption, their having been given up for adoption, and their relationships
with parents, peers or other people. Special attention has been paid to the
question whether these youngsters have specific puberty problems and
whether these problems manifest themselves in various social or behavioral problems.
Beating the Adoption Odds by Cynthia Martin and Dru Martin Groves. This comprehensive
guide to adoption answers common questions about adoption while explaining several aspects of
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the entire process.
The Complete Adoption Book by Laura Beauvais and Raymond Godwin. This book was
written for prospective parents as well as adoption professionals in order to make adoption more
easily understandable. It includes information on different kinds of adoptions, agencies and state
requirements and addresses several other questions prospective parents have.
The Encyclopedia of Adoption by Christine Adamec and William Pierce. This A-Z reference
addresses the social, legal, economic, psychological and political issues involved in adoptions. It
covers issues of the social welfare and foster care structure as well as recent controversial issues
such as open adoptions and gay and lesbian adoptions.
The Legal Adoption Guide. This book answers all of your legal questions about independent
adoptions. It helps you protect your new family by walking you through every aspect of an
independent adoption from locating a qualified attorney to interviewing potential birth mothers.
Secret Thoughts of an Adoptive Mother by Marlene Webber. The author invites the reader to
explore the mind of an adoptive mother. She shares insights into things like loving someone
else’s child, the home study process, openness agreements, and transracial adoptions.
Swings. A sensitive collection of encouraging, inspirational words and experiences from and for
foster and adoptive parents and those who care for them and their families.
Becoming a Father by John Hart. The author discusses the roles that men should play in their
children’s lives. From bonding and connecting to braiding hair, the author discusses the stages
of fatherhood and the forms they take.
As if Kids Mattered by Marlene Webber. The author discusses issues she encountered
throughout her own adoption journey and she also tells about issues faced by several other
adoptive families that she interviewed. Included is information about single parenting,
homosexual parenting, and transracial adoptions.
Raising Adopted Children by Lois Melina.
Telling the Truth to Your Adopted or Foster Child: Making Sense of the Past by Keefer
Betsy and Jayne Schooler. Assists adoptive and foster parents in sharing life affirming
information for children. Presents a case for telling the entire truth, regardless of details, to
facilitate healing for a hurt child.
The Face in the Mirror by Marion Cook. Based on multiple interviews, the Face in the Mirror
reveals the thoughts of adopted teens, adoptive parents and birth parents to the question of teens
wanting to know their birth history and birth family. The frank discussion helps adopted teens in
the struggle to discover their identity and a sense of belonging. For teens and older.
Who am I?...and Other Questions of Adopted Kids by Charlene C. Giannetti. Preteens and
teens give straight answers to how adoption feels at this stage of life. Reassuring and
informative for young people.
Pugnose has Two Special Families by Karis Kruzel. This book is for children in open
adoption. It is the story of a wise young mouse named Pugnose who has been adopted by the
Doodash family. Pugnose tells how he has a handsome nose like his birthfather and big ears like
his birthmother and how happy he is to be part of two special families.
To Love a Child: A Complete Guide to Adoption, Foster Parenting, and Other Ways to
Share Your Life with Children by Marianne Takas and Edward Warner. This book examines a
full range of options for those who cannot become biological parents or want to expand their
families. Here are details about applications, resources, and costs and answers to questions about
agency and international adoption, as well as choices such as foster parenting, child and family
mentoring, and special needs adoption.
A Forever Family by Roslyn Banish and Jennifer Jordan-Wong. This true story, with
captivating photographs, explains Jennifer’s life in two foster homes and her adoptive home.
Ages 5 to 8
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Attachment












The Limits of Hope by Ann Kimble Loux. Describes a family’s struggle in addressing the
attachment issues of their two adopted children. Gives insights into the realities of parenting
older adopted children.
A Child’s Journey through Placement by Vera Fahlberg. Discusses how child development is
greatly affected by issues of attachment in several areas of their lives. The book also illustrates
how to decrease the trauma of moves for children.
Becoming Attached by Robert Karen. Discusses how one’s first relationships affect our
capacity to become attached. Offers insights into fundamental issues of emotional life, and
addresses topics such as what children need, parenting styles and theories of attachment.
Building the Bonds of Attachment by Daniel A. Hughes. The author presents the development
of attachment disorder, the contributions to it, as well as the
interventions for it, both in the home and in therapeutic
settings.
ive Them Roots, then Let Them Fly by The Attachment
Center at Evergreen, Colorado. The authors explain
attachment theory and attachment therapy. This book may
be slightly difficult to read for those who do not have any
background information on attachment theory.
acilitating Developmental Attachment by Daniel Hughes.
Includes information on different types of attachment as well as several types of interventions.
Also provides principles of parenting and living with attachment issues on a day-to-day basis.
Don’t Touch My Heart: Healing the Pain of the Unattached Child by Lynda Gianforte
Mansfield. This book tells the story of a little boy who experienced abuse and neglect early in his
life. The story takes the reader through the developmental years of this child while he
experiences much pain and abandonment. The reader sees how this cycle of abandonment ends
through adoption and therapy. This is a very easy to read book that helps give the reader an
understanding of how it feels to be an older adopted child.
When Love is Not Enough: A guide to Parenting Children with RAD (Reactive Attachment
Disorder) by Nancy Thomas. This book is full of strategies and methods to help children with
RAD to learn to be respectful, responsible, and fun to be with. The tools help parents take care
of themselves, create a connection, set limits, teach these children self-control, build esteem and
avoid battles.
Coming to Grips with Attachment by Katharine Leslie, Ph.D. Explores parenting strategies
with practice exercises, how therapists can sometimes be obstacles to success and a new
behavioral model.
The Invisible Road: Parental Insight to Attachment Disorders by Janelle Peterson. An
indispensable tool in understanding and helping children who struggle with attachment disorder.

Children in School




Teaching Children to Care by Ruth Sidney Charney. This definitive work about respectful
and effective classroom management is full of specific no-nonnense strategies. It includes
thoughtful ways of setting priorities and expectations, conducting problem-solving class
meetings, avoiding power struggles, and setting goals with students and parents.
Yardsticks: Children in the Classroom Ages 4-14 by Chip Wood. An outstanding guide
for anyone working or living with children 4 to 14. This book offers clear and concise
descriptions of children’s development. Charts, curricula and reading suggestions make this
a user friendly reference.
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Different Kinds of Families







Different Mothers: Sons and Daughters of Lesbians Talk about their Lives by Louise
Rafkin. Several children of Lesbian parents discuss their experiences in their families. Each
chapter is written by a different son or daughter. The contributing writers are of various ages and
they discuss various issues that pertain to their experiences.
In Praise of Single Parents by Shoshana Alexander. The author
gives an account of her own life as a single parent. She also includes
the experiences of several other people who have become single
parents either by choice or by circumstance. The author explores
issues of finances, dating support and several other topics.
Step Families by Dr. James H. Bray and John Kelly. After conducting an extensive study on
stepfamilies, Dr. Bray explains why over half of all stepfamilies do not make it. He also reveals
the secret that helps the rest of them succeed.
Raising Our Children’s Children by Deborah Doucette-Dudman. The author speaks about her
experience parenting her daughter’s daughter. She discusses several aspects of this unique type
of adoption, such as how much the birth parent should be involved, and what happens when the
grandparents do not agree with the birth parents.

Diversity





What Color Are You? By Darwin Walton
Anti-Bias Curriculum: Tools for Empowering Young Children
by Louise Derman-Sparks
Teaching and Learning in a Diverse World: Multi-cultural
Education for Young Children by Patricia G. Ramsey
The Troubles Journey: A Portrait of 6th - 12th Grade Youth by
Peter L. Benson, M.D.

Foster Care Training












Caring for the At-Risk Infant and Toddler in a Foster Care Home by Sandra Heidemann
Working with Abused Preschool and Early Elementary Children in a Foster Care Home by
Sandra Heidemann and Beth Koskie
Suggestions for Working with Older School-Age Children in a Foster Care Home by Deb
Jones
Working With the Abused and Neglected Adolescent in a Foster Care Home by Deb Jones
A Self-Awareness Profile: to Evaluate the Risk of Child Abuse in Your Family by the
faculty of the Institute of Child Development, University of Minnesota
Techniques and Strategies: A Foster Parent’s Handbook for Helping Youth Better
Understand Their Feelings by Deb Jones
Two Places Called Home - A Workbook for Foster Children and Youth by Lane Fischer,
Ph.D., L.P. and Deb Jones
Foster Parent Supplement to the Foster Child Workbook “Two Places Called Home” by
Deb Jones
Two Places Called HOME (a coloring storybook) by Sandra Heidemann
Boundaries: Maintaining Healthy Relationships in Foster Care Homes by Wayne Caron,
Ph.D., L.M.F.T.
Preparing Foster Parents’ Own Children for the Fostering Experience by Barbara
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Jordan.
When a Stranger Calls You Mom, 2nd Edition, by Katharine Leslie, Ph.D. Shares research
about the structure and function of parent-child relationships, parenting skills with examples,
assessment and treatment, and training of mental health professionals.

Health & Wellness








The Closing of the American Mind by Allan Bloom
The Inner Child Workbook: What to do with Your Past When it Won’t Go Away by
Cathryn L. Taylor
Family Healing: Tales of Hope and Renewal from Family Therapy by Salvador Minuchin
and Michael P. Nichols
Burnout Protection: Survival Handbook. American Foster Care Resources, Inc., P.O. Box
271, King George, VA 22485
Helping Your Depressed Child by Lawrence Kerns, M.D. and Adrienne Lieberman. The
authors discuss how to recognize childhood depression and how to understand why your
child is depressed. They also explain the many ways childhood depression can be manifested
and what families can do to most effectively deal with it.
Straight Talk about Psychiatric Medications by Timothy E. Wilens, M.D. With numerous
examples, answers to frequently asked questions and helpful tables and charts, Dr. Wilens
explains which drugs may be prescribed for children and why. He examines the effects on
children’s health, emotions and school performance; separates facts from myths and helps
parents become active informed managers of their child’s care.

Learning Disabilities












Injured Mind, Shattered Dreams: Brian’s Journey from Severe Head Injury to New
Dream by Janet Miller-Rife
The Learning Disabled Child: Ways That Parents Can Help by Suzanne H. Stevens
The Gift of Dyslexia: Why Some of the Smartest People Can’t Read and How They
Learn by Ronald D. Davis
The Everything Parent’s Guide to Sensory Integration Disorder: Get the Right
Diagnosis, Understand Treatments and Advocate for Your Child by Terri Mauro &
Sharon A. Cermak. Helps parents find ways to desensitize a child to the child’s surroundings
and as parents learn to live with more understanding.
Putting on the Brakes: Young Peoples Guide to Understanding Attention Deficit
Disorder (ADHD) by Patricia O. Quinn, M.D. and Judith M. Stern, M.D.
The Hyper Active Child, Adolescent and Adults: Attention Deficit Disorder through the
Lifespan by Paul H. Wender, M.D.
Attention Deficit Disorder (ADD) by Glenn Hunsucker
The Myth of the ADD Child by Thomas Armstrong. The author challenges the diagnoses
of attention deficit disorder. He explores the symptoms of ADD and offers both explanations
and non-drug solutions.
Do We Really need Ritalin? By Josephine Wright. The author examines the problem of
attention deficit disorder, discusses the diagnosis and treatment options and what to expect
from your child. She also provides information on non-medical treatments for ADD.
It’s Nobody’s Fault by Harold Kopiewicz, M.D. Extensive information on several
childhood disorders and their possible treatments. The author has had considerable
experience in working with attention deficit, obsessive compulsive disorder, bedwetting,
pervasive developmental disorders and several others.
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When Your Child Has LD (Learning Difference): A Survival Guide for Parents by Gary
Fisher, Ph.D. and Rhoda Cummings, Ed. D. In positive matter-of-fact, easily understood
language, these authors share insights about effectively parenting children with LD. They
describe the five types of LD, discuss possible causes and early signs, offer sound advice for
coping with and advocating for your child and much more.
The Don’t-Give-Up Kid and Learning Differences by Jeanne Gehret. This sensitive,
informative test helps children who learn differently recognize Alex’s story as their own. Ages 6
and older
Eagle Eyes: A Child’s Guide to Paying Attention by Jeanne Gehret. Gehret sensitively and
empathetically tells a story about Ben, a child with Attention Deficit Disorder (ADD). This book
includes suggestions for healthful living with ADD. Ages 6 and older

Parent and Child Development















Understanding Your Child from Birth to Three: A Guide to Your Child’s Psychological
Development by Joseph Church, M.D.
Parent Effectiveness Training by Thomas Gordan
Help For Parents of Children 6 to 18 Months by Jean Illsey Clarke
Help For Parents of Infants to 6 Months by Jean Illsey Clarke
Growing Up Again: Parenting Ourselves, Parenting Our Children by Jean Illsey Clarke
I’ll Love You Forever: Accepting Your Child When Your Expectations Are Unfulfilled
by Norm and Joyce Wright
The Challenging Child: Understanding, Raising and Enjoying Five “Difficult” Types of
Children by Stanley I. Greenspan, M.D.
Active Parenting: Teaching Cooperation, Courage and Responsibility by Michael Popkin
The Everything Parent’s Guide to Raising Siblings by Dr. Linda Sonna. Hands-on guide
to help children build lifelong bonds.
Raising Your Spirited Child: A Guide for Parents whose Child is More Intense,
Sensitive, Perceptive, Persistent and Energetic by Mary Sheedy Kurcinka. How to deal
with the everyday issues of getting dressed, having meals, dealing with bedtime and other
practical things.
Rebuilding Children’s Lives. This is a blueprint for treatment foster parents which offers
and approach to foster parenting that combines compassion with practical, outcome-oriented
strategies for teaching children how to change their behaviors.
No Such Thing as a Bad Kid by Charles Applestein. The author discusses challenging
behaviors of at risk youth and how to handle them. The author provides very creative ways
to work with behaviorally challenged children at school, at home and in therapy.
Troubled Transplants: Unconventional Strategies for Helping Disturbed Foster and
Adopted Children by Rick Delaney, Ph.D. and Frank Kunstal, Ed.D. Offering a “teamwork”
model of treatment for troubled children and their families, these authors recognize foster and
adoptive parents’ importance in helping their children develop to their fullest potential. Troubled
Transplants provides practice, albeit sometimes unconventional, strategies for families and the
mental health professionals working with them.

Parenting in General


Parenting with Love and Logic: Teaching Children Responsibility by Foster Cline and Jim
Fay. The authors discuss how to teach responsibility to children. They explain how to parent
with love and logic when dealing with everyday issues such as allowances, bedtime, chores and
discipline.
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Parenting Teens with Love and Logic: Preparing Adolescents for Responsible Adulthood
by Foster Cline and Jim Fay. The authors explore issues from cars and curfews, to sex and
suicide, give advice on how to understand your teenager and the issues with which they are
faced.
Getting to Dry. How to help your child overcome bedwetting.

Self-Esteem Building












Self Esteem, A Family Affair by Jean Illsey Clark
Understanding and Enhancing Self Esteem by Carol Rogne, Ph.D.
Bringing Up Kids Without Tearing Them Down by Kevin Leman, M.D.
Liking Myself by Pat Palmer. This book deals with concepts of feelings, self-esteem, and
assertiveness. Age 5 to 9. Teacher’s Guide.
The Mouse, the Monster and Me by Pat Palmer Through this story, the author addresses
assertiveness, personal rights, and responsibilities. Ages 8 to 12. Teacher’s Guide.
The Shimmershine Queens by Camille Yarbrough. Shimmershine, the glow that comes with
self-respect, is examined in a remarkable story about self-esteem, achievement, and the ability to
create a better situation for you, especially when life seems bleakest. Age 11 to 14.
Liking Myself by Pat Palmer. This book is ideal for helping children understand the concepts of
feelings, self-esteem and assertiveness. Ages 5 to 9
Reviving Ophelia: Saving the Selves of Adolescent Girls by Mary Pipher, Ph.D. All parents
of daughters must read this long-time New York Times bestseller that offers compassion,
strength and strategies for helping our daughters develop strong and healthy self-images in spite
of the highly sexualized junk culture, which is their daily reality and a destroyer of their spirit,
creativity and self-esteem. In fact, all parents and concerned adults should read this book.
Sometimes I Feel Like a Mouse by Jeanne Modesitt. A mouse hiding shy. A lion roaring mad.
An elephant stomping. With 12 wonderfully expressive animals, this is an imaginative, yet
simple introduction to feelings for young children. Ages 1 ½ to 5.
Sunshine: More Meditations for Children by Maureen Garth. Help your children develop
their concentration while they discover a sense of peace and freedom from fear. Each
meditation helps children place their feelings and have control over their situations. Parents
whose children have difficulty going to sleep will find the book invaluable. All ages

Separation and Loss









Necessary Losses: The Loves, Illusions, Dependencies and Impossible Expectations
That All of Us Have to Give Up In Order To Grow by Judith Viorst
Helping Children Cope with Separation and Loss: Divorce, Death, Absence, Adoption,
Foster Care and Sibling Loss by Claudia Jewett-Jarnett
“I Don’t Know What To Say”: How To Help and Support Someone Who Is Dying by
Robert Buckman, M.D.
On Death and Dying by Elisabeth Kubler-Ross
Grief and Loss when a Parent Dies by William J. Worden. The author offers a description
of the mourning process in children who have experienced the loss of a parent.
Helping Children Cope with Separation and Loss by Claudia Jewett. Offering techniques for
adults to help children resolve their grief, family therapist Claudia Jewett describes the stages of
mourning and the behaviors expected from children at each stage. Grief over various life events
is examined using case histories and sample dialogues.
The Kissing Hand by Audrey Penn. Chester Raccoon feels anxious about being away from
Mother, but she reassures him when she shares a very special secret to help him always
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remember that he is loved and that wherever he goes, her love goes with him. Radiant
illustrations add to the charm of this story about dealing with change. Ages 3 to 8
Special Needs Children



















Helping Your Depressed Child: A Reassuring Guide to the Causes & Treatment of
Childhood & Adolescent Depression by Lawrence Kerns, M.D.
Special Parent, Special Child: Parents of Children with Disabilities by Tom Sullivan
The Explosive Child: A New Approach for Understanding and Parenting Easily
Frustrated, Chronically Inflexible Children by Rafael A. Javier, Amanda L. Baden and
others. Guides parents of easily frustrated, chronically inflexible children with practical
approaches.
Children with Tourettes Syndrome: A Parent’s Guide edited by Tracy Haerle
The BiPolar Child: The Definitive and Reassuring Guide to Childhood’s Most
Misunderstood Disorder by Demitri and Janice Papolos.
Helping the Child Who doesn’t Fit in by Marshall Duke, Ph.D. and Stephen Nowicki,
Ph.D. Why do some children stand too close or talk too loudly? Perhaps it’s because they
have never learned the unwritten rules of nonverbal communication. While examing the
little-known but terribly important ramifications of “dyssemia”, Duke and Nowicki offer
guidance and solutions.
The Out of Sync Child by Carol Kranowitz. Offers insights and explanations into sensory
integration dysfunction in children. Through the use the case examples, scientific knowledge
and professional insights, Kranowitz provides explanations for puzzling behaviors exhibited
by children with this disorder.
That’s My Child: Strategies for Parents of Children with Disabilities by Lizanne Capper.
The author discusses how to work effectively with health care
professionals, the school system, daycare facilities and other family
members.
Fetal Alcohol Syndrome and Fetal Alcohol Effects: Guidelines of
Care for Children with Special Health Care Needs by the Minnesota
Department of Public Health.
Troubles Transplants: Unconventional Strategies for Helping Disturbed
Foster and Adopted Children by Rick Delandy, Ph.D. and Frank Kunstal, Ed. D. Offering a
“teamwork” model of treatment for troubled children and their families, these authors recognize
foster and/or adoptive parents’ importance in helping their children develop to their fullest
potential. This text provides practical, sometimes unconventional, strategies for families and the
mental health professionals who work with them.
Someone Special, Just Like You by Tricia Brown. With this wonderful photo essay depicting
children with disabilities involved in their daily activities, accompanied with simple text, young
children will understand how every child is special and that all children, regardless of their
abilities, share many things in common. Ages 2 to 6
Kids Explore: Children With Special Needs by Westridge Young Writer’s Workshop. Ten
kids write about living with special needs that include dyslexia, attention deficit disorder, fetal
alcohol syndrome, dwarfism, and Down syndrome. What rings true in each of these stories is
how they are challenged by their special needs, but their disability does not prevent them from
“living a good life.” Ages 8 and older

Transracial Parenting


Birth Marks by Sandra Marks. This book is about the experiences of African American and
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multiracial adults who were adopted and raised by white parents.
The Color Complex by Kathy Russell, Midge Wilson and Ronald Hall. The authors discuss
the issues and politics of being African American.
Survival Kit for Multicultural Living by Ellen Summerfield. The author discusses every
aspect of multiculturalism. This includes stereotypes, racism, sexism, homophobia and
immigration.
Different and Wonderful: Raising Black Children in a Race Conscious Society by
Darlene Hopson and Derek Hopson. The authors discuss the dynamics of African American
families, including several aspects of child development and parenting in general. They also
provide insight into how these things can be different. They discuss racial identity and
images, racism and adolescents and African Americans in the juvenile justice system.
Inside Transracial Adoption by Gail Stienberg and Beth Hall. The authors provide a
creative and proactive guide for parents who are parenting transracially.
Transracial Adoption and Foster Care by Joseph Crumbley. This book is directed at
professionals working with transracial adoption and foster care. It seeks to determine how
professionals can most effectively help children and families comfortably transition into a
multiracial adoptive family.
Raising Black Children by Jim Comer and Alvin Poussaint.

Violence




A Kid’s Workbook on Family Violence by Carol White, illustrations by Caroline Price,
1987, Early Childhood Studies, University of Minnesota, 306 Wesbrook Hall, 77 Pleasant St.
SE, Minneapolis, MN 55455
Foster Parent Guide to A Kid’s Workbook on Family Violence by Mary Payne, 1991;
Early Childhood Studies, University of Minnesota, 306 Wesbrook Hall, 77 Pleasant St. SE,
Minneapolis, MN 55455
High Risk Children without a Conscience by Dr. Ken Magid and Carole A McKelvey.
(American - A Breeding Ground for Psychopath?; A Critical Time - Attachment; The
Bonding Breaks; Treatment; Preventing Children Without A Conscience) Arvin Publications,
PO Box 7454, Brookings, Oregon 97415

Daniel Memorial - Attn: Catalog Sales
4203 Southpoint Boulevard, Jacksonville, Florida 32216








Foster Parent Assessment. This competency assessment of 140 multiple choice questions to
help determine foster parents’ skills and knowledge in the 14 categories addressed by FFS. The
Foster Parent Assessment is a perfect way to quickly and easily determine foster parents’ training
needs.
Swenson Behavioral Profile. Designed to be completed by a case manager, the Swenson
Behavioral Profile determines the severity of a foster child’s problems in the 14 FFS categories.
This profile helps prepare foster parents by identifying those areas most likely to cause problems.
When used together, the Foster Parent Assessment and the Swenson Behavioral Profile are
excellent tools to match a foster child’s needs with foster parents who have the skills and
knowledge to best deal with those needs.
Homeworks. This series of three, interactive self-instructional workbooks can be used
individually or in collaboration with a social worker. Ideas and information are presented, and
then the foster parent or adoptive parent can respond by answering questions or completing
worksheets relating the presented information to specific children in their care.
Helping Children and Youths Manage Separation and Loss. Provides basic information
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about separation, loss, and the grieving process to help the foster parent or adoptive parent
understand the loss history of the child in their care, its effect on growth and development, and
ways to help the child cope with angry or sad feeling and behaviors.
Helping Children and Youth Develop Positive Attachments. Offers general background on
how children form attachments and ways to help the child develop and maintain positive
attachments to their foster or adoptive parents.
Helping Children, Youth, and Families Manage the impact of Placement. Shows how foster
parents and adoptive parents can integrate a new child into their family and minimize the risk of
placement disruption.
Preparing Adolescents for Life after Foster Care. The central role of foster parents. Foster
parents play a central role in helping adolescents prepare for life after foster care. This practiceoriented book provides comprehensive suggestions and strategies that foster parents and/or social
workers may use to guide young people toward self-sufficiency.
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Foster Care Liability Insurance Available – CFC
Licensed family child foster care providers in the state of Minnesota are eligible to receive insurance for
no cost through the Minnesota Joint Underwriting Association (MJUA). Limits of liability change
annually and can be obtained from the MJUA office.
The insurance covers many things that may include injuries caused to others by a foster resident and
damage to other’s property that is caused by a foster resident. The MJUA will provide to the license
holder an attorney, at no cost, in the event that something happens in the home that results in a claim.
Dan Haldorson is the contact person at the MJUA and he may be reached by calling 952-641-0260 or by
e-mailing danh@mjua.org. The mailing address is 445 Minnesota Street, Suite 514, St. Paul, MN
55101-0760.

Foster Provider Liability
Foster providers in the State of Minnesota licensed by the Department of Human Services are
automatically covered by the group liability policy. The MJUA does not know the names of each foster
provider, only that if they fit the above definition, they are considered an insured for the policy.
Basically, anything that you are legally obligated as a result of your activities as a foster provider is
covered. This includes, but is not limited to, injury to someone not living in the foster provider’s home
by a foster child, property damage done to some else’s property caused by a foster child, injury to the
foster child by the alleged negligent care by the foster provider. In case you are accused of injuring
someone or damaging something because you are a foster provider, the MJUA provides attorneys for
your defense at their cost. Your obligation is to cooperate with them.
The limits of coverage are $300,000 per incident and the policy will pay up to $1,000,000 in one year.
These limits are for each foster home. Basic exclusions to the policy include injury to the foster provider
or member of the foster provider’s family; damage to any property that is owned by, rented to, or leased
by the provider (such damage may be covered under your home owner’s policy); dishonest, fraudulent,
criminal or malicious acts; any injury or property damage resulting from the operation or use of a motor
vehicle; bodily injury arising out of or resulting from sexual abuse of a minor. If something should
happen that you might be liable for, it is your duty to notify the MJUA. They would rather know about
hundreds of incidents that don’t turn into lawsuits than miss one thing that does. First, follow the
procedures of incident reporting from your county and include the MJUA on your list of people to notify.
Never be reluctant to give anyone the MJUA name or phone number. They would prefer to talk to people
and address the problem directly. The MJUA will need a written report of the incident but would also
appreciate a phone call as well.
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Family Child Foster Care Liability Policy
The Minnesota Joint Underwriting Association (hereinafter the MJUA) agrees with the insured,
named in the Declaration made a part hereof, in consideration of the payment of the premium and in
reliance upon the statements in the application and subject to the limits of liability, exclusions,
conditions and other terms of this policy:
I. Coverage A: Bodily Injury and Property Damage
(1)

To pay on behalf of the insured all sums which the insured shall become legally obligated
to pay as a result of bodily injury or property damage arising out of the insured’s
activities as a foster care provider while the foster adult is in the care, custody and control
of the foster care provider.

(2)

This insurance applies with respect to bodily injury or property damage only if a claim
or damages because of bodily injury or property damage is first made against any
insured during the policy period.

II.

III.

(a)

A claim by a person or organization seeking damages will be deemed to have
been made when notice of such claim is received and recorded by any insured
or by us, whichever comes first.

(b)

All claims for damages because of bodily injury to the same person, including
damages claimed by any person or organization for care, loss of services, or
death resulting at any time from bodily injurt will be deemed to have been
made at the time the first of those claims is made against any insured.

(c)

All claims for damages because of property damage causing loss to the same
person or organization as a result of an occurrence will be deemed to have been
made at the time the first of those claims is made against any insured.

(d)

This insurance does not apply to bodily injury or property damage that occurred
before the retroactive date, if any, shown in the Declarations or which occurs after
the policy period.

Coverage B: Personal Injury Liability
(1)

To pay on behalf of the insured all sums which the insured shall be legally obligated
to pay as a result of personal injury arising out of the insured’s activities as a foster
care provider while the foster adult is in the care, custody, and control of the foster
care provider.

(2)

This insurance applies to personal injury only if caused by an offense committed
during the policy period.
Excess Insurance
The insurance afforded by this policy shall not apply to the portion of any loss or
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damages with respect to which an insured under this policy is also an insured under
any policy affording Comprehensive Personal Liability, Homeowners Insurance,
Excess Liability Insurance, Child Foster Care Liability, or similar insurance. The
insurance afforded by this policy shall be excess insurance over any other valid and
collectible insurance available to the insured.
IV.

Defense and Settlement
The MJUA shall have the right and duty, at its own expense, to defend any suit against
the insured seeking damages on account of an occurrence to which this insurance applies,
even if any of the allegations of the suit are groundless, false or fraudulent; and may
make such investigation and settlement of any claim or suit as it deems expedient; but the
MJUA shall not be obligated to pay any claim or judgment or to defend any suit after the
applicable limit of insurance has been exhausted by payment of judgments of settlements.

V.

Supplementary Payments
With respect to any claim or suit defended by the MJUA, the MJUA will pay in addition
to the applicable limits of liability:

VI.

(1)

Premiums on appeal bonds required, and on bonds to release attachments for any
amount not exceeding the applicable limit of liability of this policy, but without
obligation to apply for or furnish any such bonds;

(2)

All interest on the entire amount of any judgment which accrues after entry thereof
before the MJUA has paid or tendered or deposited into court that part of the
judgment which does not exceed the limit of the MJUA’s liability thereof;

(3)

Reasonable expenses incurred by the insured at the MJUA’s request, including the
insured’s actual loss of earnings up to $100 a day because of time off from work.

Territory
This policy applies to bodily injury, property damage or personal injury occurring within
the United States of America, its territories or possessions or Canada.

VII.

This policy does not apply:
(1)

To any bodily injury, property damage or personal injury which occurs as a result
of the insured’s rendering or failure to render professional services. (The care and
services rendered in the role of a foster care provider shall not be deemed to
constitute professional services.);

(2)

To any loss arising out of a dishonest, fraudulent, criminal or malicious act;

(3)

To any occurrence except when directly arising out of an insured’s activity as a
foster care provider;

(4)

To any bodily injury or property damage arising out of the operation or use of any
of the following owned or operated by or rented or loaned to any insured: any land
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motor vehicle, aircraft or watercraft;
(5)

To any liability assumed by an insured under any agreement, other than a written
agreement relating directly to the care and custody of the foster adult;

(6)

To any obligation for which the insured or any carrier as his insurer may be held
liable under any workers’ compensation, unemployment compensation or
disability benefits laws, or under any similar law;

(7)

To any property damage to property owned by, rented or loaned to any insured or
person residing in the foster care provider’s household;

(8)

With regard to personal injury:
(a)
Arising out of the willful violation of a penal statute or ordinance by or
with the knowledge or consent of any insured;
(b)
Arising out of any publication or utterance made prior to the retroactive
date of this insurance;
(c)
Arising out of any publication or utterance concerning any person,
organization or business enterprise, or his or its products or services,
made by or at the direction of any insured with knowledge of the falsity
thereof;

(9)

To any damages arising out of the discharge, dispersal, release or escape of smoke,
vapors, soot, fumes, acids, alkalis, toxic chemicals, liquids or gases, waste
materials or other irritants, contaminants or pollutants into or upon land, the
atmosphere or any water course or body of water;

(10) To any liability arising out of business pursuits of any insured, except activities
therein which are ordinarily incident to nonbusiness pursuits. (The activities of a
foster care provider shall not be deemed business pursuits.);
(11) To bodily injury arising out of or resulting from the actual, alleged or threatened
sexual molestation of any person by:
(a)
(b)
(c)

Any insured;
An employee of any insured;
Any other person actually or apparently acting on behalf of the insured.

MJUA shall have no duty to defend any claim or suit involving sexual molestation
of a minor, regardless of the circumstances involved in the claim or suit, even
though the allegations may be groundless, false, or fraudulent. Nothing in this
exclusion is intended to preclude coverage for a claim that an insured negligently
failed to discover or prevent the sexual molestation of a minor by another; or
(12) To bodily injury, personal injury or property damage which arises out of the
transmission of a contagious disease by an insured.
VIII.

Extended Reporting Periods
(1)

MJUA will provide one or more Extended Reporting Periods as described below,
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if:
(a)
(b)

(2)

This policy if cancelled or not renewed; or
MJUA renews or replaces this policy with insurance that:
 Has a retroactive date later than the date shown in the
Declarations of this Policy Part; or
 Does not apply to bodily injury or property damage on a
claims-made basis.

A Basic Extended Reporting Period is automatically provided without
additional charge. This period starts with the end of the policy period and
lasts for:
(a)

Five years for claims arising out of an occurrence reported to the
MJUA not later than 60 days after the end of the policy period, in
accordance with policy provisions; and

(b)

Sixty days for all other claims.

The Basic Extended Reporting Period does not apply to claims that are covered
under any subsequent insurance purchased by the insured or that would be
covered but for exhaustion of the amount of insurance applicable to such claims.
(3)

A Supplemental Extended Reporting Period of unlimited duration is available,
but only by an endorsement and for an extra charge.
This supplemental period starts:
(a)

Five years after the end of the policy period for claims arising out of an
occurrence reported to the MJUA not later than 60 days after the end
of the policy period, in accordance with policy provision; and

(b)

Sixty days after the end of the policy period for all other claims.

The insured must make written request for the endorsement within 60 days after
the end of the policy period. The Supplemental extended Reporting Period will
not go into effect unless the additional premium is paid promptly when due.
MJUA will determine the additional premium in accordance with its rules and
rates. In doing so, MJUA may take into account the following:
(a)

The exposures insured;

(b)

Previous types and amounts of insurance;

(c)

(d)

Limits of insurance available under this policy for future payment of
damages; and
Other related factors.
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The additional premium will not exceed 200% of the annual premium for this policy.
The endorsement shall set forth the terms, not inconsistent with this provision, applicable
to the Supplemental Extended Reporting Period, including a provision to the effect that
the insurance afforded for claims first received during such period is excess over any
other valid and collectible insurance available under policies in force after the
Supplemental Extended Reporting Period starts.
(4)

Extended Reporting Periods do not extend the policy period or change the scope
of coverage provided. They apply only to claims for bodily injury or property
damage that occur before the end of the policy period (but not before the
Retroactive Date, if any, shown in the Declarations).
Claims for such injury or damage which are first received and recorded during the
Basic Extended Reporting Period (or during the Supplemental Extended
Reporting Period, if it is in effect) will be deemed to have been made on the last
day of the policy period. Once in effect, Extended Reporting Periods may not be
cancelled.

(5)

Extended Reporting Periods do not reinstate or increase the limits of insurance
applicable to any claim to which this policy applies, except to the extent
described in paragraph 6 of this provision.

(6)

If the Supplemental Extended Reporting Period is in effect, MJUA will provide
the separate aggregate limits of insurance, but only for claims first received and
recorded during the Supplemental Extended Reporting Period.
The separate aggregate limits of insurance will be equal to the dollar amount
shown in the Declarations in effect at the end of the policy periods. Item 3 –
Limits of Liability – will be amended accordingly.

IX.

Definitions when used in this policy (including endorsements forming a part hereof):
(1)

“Bodily injury” means bodily injury, sickness, or disease sustained by any
person including death at any time resulting therefrom.

(2)

“Foster adult” means a person 18 years old or older who has been placed in
the care and custody of an adult foster care provider by a city, county, state or
court or by an agency or organization licensed or recognized by a city, county
or state.

(3)

“Family adult foster care home” means an adult foster care home licensed by
the Department of Human Services, licensed by a federally recognized tribal
government, or established by the juvenile court and certified by the
commissioner of corrections, that is the primary residence of the license
holder and in which the license holder is the primary caregiver.

(4)

“Foster care provider” means the person, including his or her spouse if a resident
of the same household, caring for a foster adult in a family adult foster care home.
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(5)

“Insured” means a foster care provider and any relative or spouse of the of the
foster care provider who resides in the same household, and any other person
under the age of 21 in the care of the adult foster care provider.

(6)

“Land motor vehicle” means an automobile, motorcycle, moped, midget
automobile, including the type commonly referred to as a Dart, go-kart,
speedmobile or by a comparable name whether commercially built or otherwise,
trailer or semitrailer designed for travel on public roads (including any machinery
or apparatus attached thereto), or snowmobile.

(7)

“Named insured,” means the Person or entity identified in Item 1 of the
Declarations of this policy.

(8)

“Occurrence” means an accident, including continuous or repeated exposure to
conditions which result during the policy period in bodily injury, property damage,
or personal injury neither expected nor intended from the standpoint of the
insured.

(9)

“Personal injury” means injury to the feelings or reputation of any person or
organization arising out of libel, slander, defamation or disparagement, wrongful
eviction or entry or alienation of affections sustained by the natural parents or
children of a foster adult.

(10) “Property damage” means physical injury to or destruction of tangible property,
including the loss of use thereof at any time resulting therefrom.
X.

Under Coverage A, the limit of liability stated in the Declarations as applicable to each
occurrence is the total limit of the MJUA liability for all damages because of each
occurrence regardless of the number of claims made or suits brought in connection with
the same occurrence and applies separately to each foster home. The limit of liability
stated in the Declarations as “aggregate” is the total limit of the MJUA’s liability
hereunder for all damages. The aggregate applies separately to each foster home.

XI.

In the event of a claim or suit or an occurrence likely to involve a claim or suit covered
by this policy, notice shall be given by or on behalf of the insured to the MJUA as soon
as practicable, together with the fullest information obtainable. The notice should give
the name of the insured, the name and address of the person or organization sustaining
injury or damages, and of any witnesses, as well as time, place and circumstances of the
occurrence. If claim is made or suit is brought against the insured, the insured shall
immediately forward to the MJUA every demand, notice, summons or other process
received by the insured or his or her representative.

XII.

The insured shall cooperate with the MJUA and, upon the MJUA’s request, assist in
making settlements, in the conduct of suits, and enforcing any right of contribution or
indemnity against any person or organization who may be liable to the insured because of
damages covered by this policy. The insured shall attend hearings and trials and assist in
securing and giving evidence and obtaining the attendance of witnesses. The insured
shall not, except at his own cost, voluntarily make any payment, assume any obligation or
incur any expense.
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XIII.

No action shall lie against the MJUA unless, as a condition precedent thereto, the insured
shall have fully complied with all the terms of this policy, and until the amount of
insured’s obligation to pay shall have been fully determined either by judgment against
the insured after the actual trial or by written agreement of the insured, the claimant and
the MJUA. Any person or organization or the legal representative thereof who has
secured such judgment or written agreement shall thereafter be entitled to recover under
this policy to the extent of the insurance afforded by this policy. Nothing contained in
this policy shall give any person or organization any right to join the MJUA as a codefendant in any action against the insured to determine the insured’s liability.
Bankruptcy or insolvency of the insured or of the insured’s estate shall not relieve the
MJUA of any of its obligations hereunder.

XIV.

In the event of any payment under this policy, the MJUA shall be subrogated to all the
insured’s rights of recovery therefore against any person or organization, and the insured
shall execute and deliver instruments and papers and do whatever else is necessary to
secure such rights. The insured shall do nothing after loss to prejudice such rights.

XV.

Notice to any agent or knowledge possessed by any agent or by any other person shall not
effect a waiver or a change in any part of this policy nor stop the MJUA from asserting
any right under the terms of this policy. None of the terms of this policy shall be waived
or changed, except by endorsement issued to form a part thereof, signed by a duly
authorized representative of the MJUA.

XVI.

This policy may be cancelled by the named insured by surrender thereof to the MJUA or
by mailing to the MJUA written notice stating when thereafter the cancellation shall be
effective. If the named insured has failed to pay a premium when due, this policy many
be cancelled by the MJUA by mailing a written notice of cancellation to the named
insured at the address shown in this policy stating when, not less than ten days thereafter,
such cancellation shall be effective. The mailing of notice as aforesaid shall be sufficient
proof of notice. The time of surrender of the effective date and hour of cancellation
stated in the notice shall become the end of the policy period. Delivery of such written
notice either by the named insured or by the MJUA shall be equivalent to mailing. All
cancellations shall be pro-rated.

XVII.

MJUA will provide the named insured shown in the Declarations the following
information relating to this and any preceding general liability claims-made policy MJUA
has issued to the insured during the previous three years:
(1)

List or other record of each occurrence not previously reported to any other
insurer, of which MJUA was notified in accordance with policy provisions.
MJUA will include the date and brief description of the occurrence if that
information was in the notice received.

(2)

Summary by policy year, of payment made and amounts reserved, stated
separately.

Amounts reserved are based on the judgment of MJUA, and are subject to change and
should not be regarded as ultimate settlement values. If MJUA cancels or elects not to
renew this policy it will provide such information no longer than 30 days before the date
of policy termination. In other circumstances, MJUA will provide this information only
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upon a written request from the named insured within 60 days after the end of the policy
period. In this case MJUA will provide this information within 45 days of receipt of the
request. MJUA compiles claim and occurrence information for its own business purposes
and exercises reasonable care in doing so. In providing this information to the named
insured, MJUA makes no representations or warranties to insured.
Cancellation or non-renewal will be effective even if MJUA inadvertently provides
inaccurate information.
XVIII.

The interest hereunder of any insured under this policy is not assignable. If the insured
shall die or be adjudged incompetent, this policy shall cover the insured’s legal
representative as the insured with respect to liability previously incurred and covered by
this policy.

XIX.

The MJUA may, but is not obligated to, examine and audit the insured’s books and
records at any time during the policy period and within one year after the final
termination of this policy, as far as they are related to the premium basis or the subject
matter of this insurance.

XX.

Terms of this policy, which are in conflict with statutes or rule of the state wherein this
policy is issued are hereby amended to conform to such statutes or rules.

XXI.

By acceptance of this policy the insured agrees that the statements in the application are
his agreements and representations, that this policy is issued in reliance upon the truth of
such representations and that this policy embodies all agreements existing between
himself and the MJUA relating to this insurance.

XXII.

This insurance applies:
(1)

As if each insured were the only insured; and

(2)

Separately to each insured against whom claim is made and “suit” if brought.

IN WITNESS WHEREOF, the MJUA has caused this policy to be executed and attested.

CHAIR

253

About Minnesota Adopt
MN Adopt’s mission is to provide support services for all types of adoptive families. MN Adopt is
Minnesota’s only organization fully focused on advocating for the right of every child to a permanent,
nurturing family. MN Adopt offers specific services and resources that also help sustain successful
adoptions.



Vision: Creating Permanency, Empowering Families
Mission: Promote and support successful adoptions for Minnesota children and families.

MN Adopt is contracted by the Department of Human Services. MN Adopt is dedicated to supporting
and sustaining families who adopt Minnesota Waiting Children by providing online resources and
referrals to therapeutic and crisis services, support groups, adoption information and comprehensive
training opportunities.
MN Adopt welcomes inquiries about how to begin and prepare for the adoption process, adoption
assistance and expenses and how agencies and counties facilitate adoption of Minnesota Waiting
Children. Contact MN Adopt at 866-303-6276 or via e-mail to infor@mnadopt.org.
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