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The Reeves family children: (left to right in back) Shannon, Chad, Kelsey, Chris with Callie, Conor with Christian;
(left to right in front) Melissa, Jacob, Jonathan and Ella.

Another challenge we faced many
times was being asked by child welfare
agencies to consider fostering or adopt-
ing a child without sufficient informa-
tion to make a decision. We've had
enough experience to know what we can
handle and what we cannot handle.
Without the proper information, our de-
cision is impossible to make and a place-
ment might be made and consequently
disrupted simply because we were not
given the full picture. We were told one
time that we had been chosen for an
adoptive placement for a child we knew
nothing about. After asking just three
questions I knew our family could not
serve that child well. Lots of time could
have been spared had the social worker
simply given us some basic information
in a phone conversation.

Medical aspects of the children’s care
can be complex, entailing both positive
and challenging experiences. Christian
and Jacob had a fabulous social worker
in Texas who was extremely conscien-
tious and sent us every piece of paper
ever written about them. The University
of Minnesota’s U Special Kids program -
a Department of Pediatrics program that
provides care coordination to children
with complex medical problems —
graciously condensed piles of Christian’s
medical reports into a seven-page medi-

cal profile. This was very helpful for
communicating with other support ser-
vice providers. A challenging part to
providing care for our children is han-
dling all the paperwork and learning the
funding streams. Adoption subsidies
provide monthly stipends for the care of
the children. Medical Assistance pro-
vides financial support for the children’s
medical needs. When we adopted Chris-
tian and Jacob we had to work through
two state systems. Although Minnesota
agreed to provide Medical Assistance for
the boys, formal applications still had to
be submitted and six weeks passed be-
fore they were approved. Meanwhile,
due to their medical issues and prescrip-
tion needs, we spent about $500 out-of-
pocket. We were fortunate to have the
resources to cover those expenses while
waiting for reimbursement, but not all
adoptive and foster parents do.

When we adopted Shannon we had
written into her adoption subsidy con-
tract that she might need a ramp one
day to get her into our home. As she
grew and the need arose, we approached
the state subsidy office (yet another gov-
ernmental agency) about our need for a
ramp. They informed us that two esti-
mates would be required before they
would assist in the payment. The two
contractors said an elevator was the only

alternative for our house as our entry
was too steep. Then, the subsidy office
referred us to a consultant specializing
in accessibility to reassess the situation.
We had to attend several subsequent
meetings only to be told that subsidy
dollars couldn’t be used to pay for an el-
evator. This meant we needed to finance
$30,000 (which we did) as a second
mortgage on our home. Only then did
our county disability worker inform us
that we might be able to get a different
type of funding to pay for the elevator.
Funding was available through a one-
time grant, available only if there is ex-
cess money in the county budget at the
end of the year. Ultimately we were able
to work within the system to get a
$20,000 reimbursement. That experi-
ence was very frustrating, expensive,
and time-consuming. Why wasn’t the
accessibility consultant involved from
the start? Why didn’t we know about
the one-time grant funds? All we wanted
was to help our daughter safely enter her
home.

We have had many social workers,
medical providers, and other profession-
als involved in our lives and the lives of
our children over the years. We have
watched policies and funding change,
and for the changes that improved our
lives, I am grateful. However, some
changes made no sense or are too com-
plicated. Many of us who parent special
needs kids are, frankly, too tired at the
end of the day to send e-mails or call our
representatives. We look to the social
workers to advocate for good outcomes
for our kids.

As I personally hit the half-century
mark I am heartened by how far we have
come and am hopeful as to what lies
ahead in our children’s lives. What we
do for the “least of these” as a society
will tell the story of what kind of human
beings we were.

Paula Reeves and her family live in
Burnsville, Minnesota.



Serving Children and Youth with Disabilities:
A N.C. Social Work Supervisor’s Perspective

David Fee is a social work supervisor in the
Mecklenburg County Youth and Family Ser-
vices, Mecklenburg, North Carolina, which
includes the city of Charlotte. In this inter-
view, he talks about his experience serving
children and youth with disabilities in the
county child welfare system.

Q. Briefly describe your child protec-
tive services (CPS) context.

A. The Mecklenburg County Depart-
ment of Social Services has a separate
division that covers child protective ser-
vices: Youth and Family Services (YES).
The YES agency has three basic divisions
— Investigations, Family Intervention,
and Permanency Planning. I work in the
Permanency Planning Unit. Permanency
Planning is responsible for all aspects of
a child’s care, especially placement. We
have 10 teams of social workers, plus a
specialty unit that deals with teenagers
with significant mental health needs. I
supervise a team of permanency plan-
ning social workers that varies between
four and six in number. At any given
time, Mecklenburg County has about
1,000 children in custody. The number
of children and youth with disabilities in
placement are unknown.

Q. From your observations as a su-
pervisor, what are the things that
CPS workers struggle the most with
when it comes to working with fami-
lies and kids with disabilities?

A. Most of our social workers do not
have a basic awareness of disability is-
sues. They lack appropriate vocabulary
such as “person-first language.” When
one disability-related intervention is put
in place, it is tempting to assume that the
entire situation has been resolved. Work-
ers also struggle when children are reuni-
fied with parents whose understanding
of disability issues is also inadequate.
Our social workers are not equipped to
educate them. Disability resources are
not well known within child welfare. Col-

laboration appears to be somewhat lack-
ing between the two systems so workers
are not “armed” with the resources and
information they need to serve families
with children who have disabilities.
Social workers receive plenty of training
in substance abuse, sexual abuse, the
legal system, working with families, etc.
I'm not aware of any formal training on
disabilities except what they receive in
college or graduate school.

Q. What is your role in supporting
CPS workers so they are prepared to
work with youth with disabilities?

A. My role is to assist them in finding
“experts” who are knowledgeable in pro-
viding appropriate services to children
with disabilities. When a worker on my
team encounters a case involving a child
with an educational disability, I refer that
worker to our staff educational liaisons.
If a worker has a case involving a child
with a physical disability, I refer the
worker to our agency nurses who assist
with cases involving medical issues. The
local Area Mental Health Authority is
our main resource for assisting children
with disabilities related to their mental
health. Developmental disability social
workers, who also work for the county,
assist us in cases where the child or youth
has an intellectual or developmental dis-
ability. Overall, I think my agency has
adequate resources and working rela-
tionships with disability providers, but
worker awareness and training are still
inadequate.

Q. What are systemic barriers to suc-
cessful services for children with dis-
abilities who are in the CPS system?

A. We face numerous systemic barriers.
Five appear to impact us on a daily basis.
First, we don’t have many disability
advocacy organizations, or at least ones
that interact with us in child protection.
Instead of coming together to help chil-
dren, we seem to work in isolation. Sec-
ond, we are often bound by court orders
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that mandate a service that is not readily
available. Our agency is then put in the
position of trying to create that service
or “force” a provider, such as another
county agency, to create the service. This
can result in an adversarial rather than
collaborative relationship. Third, we
need to collaborate with the county de-
velopmental disability workers; these
workers are located in another building
and the staff is largely unknown to the
child protection staff. Fourth, our agency
is affected by budget shortages and high
caseloads (like everyone else) and it is
more difficult for us to create specialized
services that may be needed by children
with disabilities that we serve. Lastly,
and perhaps most importantly, is the
lack of disability awareness and training
for child protection workers.

Q. What can you do as supervisor to
address these barriers?

A.Twould like to maintain a library of
disability resources in my office. Workers
would have the ability to reference dis-
ability-related text to increase their
knowledge on the issues that children
and youth with disabilities face, their
needs, and ways to provide appropriate
services to them. I would also like to
make better use of the Internet for the
same purpose; social workers are on the
go constantly, and surfing for informa-
tion is a luxury they cannot usually af-
ford. I can do more of that and share the
most updated disability information
with them. I also intend to make better
use of our monthly unit meetings to
teach my workers about disability aware-
ness, person-first language, and basic
communication approaches that can be
used when working with children with
disabilities, such as intellectual and
developmental disabilities.

David Fee may be reached at 704/336-6659
or feeda@co.mecklenburg.nc.us. He was
interviewed by Traci LaLiberte of the
Institute on Communily Integration.
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Observations of a Child Protection
Supervisor in Connecticut

by Janis Courter

I have been a social worker in the child
welfare field for nine years, working pri-
marily in child protection investigations
and in permanency planning for chil-
dren. I supervise a child protection unit
in Meriden, Connecticut, and over the
years have worked with numerous fami-
lies with children who have disabilities.
Child welfare services in Connecticut
have evolved over time. In the past 15
years, our staffing has doubled and our
caseloads have been cut in half dueto a
federal court order. With more time to
spend with each family, service delivery
has improved; this is a positive step for
all families, especially those with chil-
dren with disabilities with whom it often
takes extra time to identify and meet the
needs of the children. However, we also
continue to face many challenges.

Challenges and Strategies

There are five primary challenges I've ex-
perienced in working with children with
disabilities and their families as they are
involved with our child welfare system:

 Parental issues and needs. Often
the issues associated with a child’s
disability are in addition to other
challenges faced by the families that
come into contact with our child wel-
fare system, such as domestic vio-
lence, substance abuse, unemploy-
ment, and/or poverty. For parents
who are unable to manage the chal-
lenges they face, physical abuse, se-
vere neglect, and sexual abuse of their
children may occur. We often see par-
ents who do not have sufficient emo-
tional or financial support to raise
their child who has a disability.

* Lack of specialized providers.
Even with increased state funding
over the past several years, we lack
the resources necessary to provide
adequate care to our children with

specialized needs. There is a need for
more specialized and community ser-
vice providers equipped to meet the
special needs of children with dis-
abilities and their families.

¢ Provider turnover. Many of our
provider agencies use interns who
change agencies every year. Children
become comfortable and trust one
therapist, and then that person leaves
and another comes in to start over.
This cycle is damaging to the many
children who have a difficult time
trusting and confiding in adults. The
provider’s limited budget forces them
to make the difficult choice between
having continuity of care and being
sensitive to children with disabilities.

¢ Lack of appropriate foster homes.
We are in need of foster homes who
are prepared to care for children with
various types of disabilities. There is
a lack of families who are willing to
accept children with specialized
needs into their homes. Recruiting
foster homes is currently a challenge
nationally and the challenge to
recruit foster homes to care for chil-
dren with disabilities is more severe.

¢ Training for child welfare staff.
Our child protection staff does not
receive a great deal of training re-
lated to working with children with
disabilities. As new workers are
hired, these cases are difficult for
them to manage and often take a
great deal of their time as they try to
learn about the child’s disability, ser-
vices options, and conduct all other
case management activities.

Some of the strategies that we use to
successfully address these challenges,
are the following:

¢ Flexible funds. Flexible funds are
one way we can assist families to ob-
tain services which otherwise are not

contracted through the child welfare
department. Flexible funds are part
of our annual budget set aside for
family expenses such as rent, security
deposits, and furniture. Flexible funds
can also be used to tailor existing ser-
vices to meet the needs of the child
and family.

* Alternatives to foster homes. To
address the foster home shortage for
children with disabilities, we have
sought extended family members
who are willing to care for children.
They are often aware of the child’s
needs and how best to meet them. We
also have implemented “Safe Homes,”
group care facilities where children go
for the first 45 days of their place-
ment and are evaluated for placement
needs. Recommendations identify the
types of things that we must look for
in a suitable foster home or other
placement.

 On-the-job training. On-the-job
training is used to assist workers who
are not experienced with children
with disabilities and their families.
New workers often collaborate with
workers who have experience working
with children and youth with disabili-
ties. These workers serve as a sort of
“mentor” and direct the less experi-
enced workers to needed resources.

Conclusion

The children in my care rely on me for
support, protection, safety, and comfort.
Children and youth with disabilities have
unique needs and we must continue to
strive for better services and outcomes
for these children and their families.

Janis Courter is Social Work Supervisor with
the Department of Children and Families,
Meriden, Connecticut. She may be reached
at 203/238-8413 or janis.courter@po.
state.ct.us.
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Serving Youth with Disabilities in
Minnesota: Two Case Worker’s Experience

by Timothy B. Zuel and Marilee Bengtson

Billy,* a 12-year-old with developmental
disabilities, was picked up by the police
for the third time in as many weeks at

3 a.m. while attempting to sleep at a bus
shelter. He was brought to the 24-hour
Child Protection intake shelter. His
speech was very difficult to understand
and he only responded in two- or three-
word phrases. He was easily agitated dur-
ing the interview and looked tired. The
Child Protection worker noted that Billy
appeared disheveled, wore dirty clothes,
and had an unpleasant order.

Through Child Protection involve-
ment Billy was placed out of his home,
and referred to receive services and case
management from county Disability
Services. The hope was that more and
specialized resources could be gained
through Disability Services. While under
the care of the child welfare system, Billy
was increasingly aggressive and contin-
ued to run. Until his order to permanent
foster care, he had 13 different place-
ments over a three-year period. All the
while attempts were being made to struc-
ture a community-based support system
that would allow him to reside in his
family home with supports and services.

Billy did not fit into the practice
model for Child Protection due to his
disabilities, and he did not fit into the
model for disability case management
due to his Child Protection involvement.
We struggled to adjust, dug deeper and
deeper into resources, and often came to
blows with our enormous bureaucracy
filled with payment streams, processes,
and procedures. In reviewing this case,
several issues became clear to us involv-
ing the interaction of child welfare
services and youth with disabilities.

The first challenge we encountered
with Billy was the high number of dis-
rupted placements. It was clear to us that
the resources of the foster care system
and other residential providers were not

equipped to meet the complicated needs
*"Billy"is a composite of a number of youths’ stories

of adolescents with developmental dis-
abilities. Ten of the thirteen placements
were temporary emergency shelters and
Billy resided there until his behavioral
issues resulted in his being removed from
the programs. The focus became just
finding a bed for Billy as opposed to
locating an appropriate placement that
would meet his needs. The placement
issue was more complicated by the fact
that for most of the Child Protection
case, the option of a long-term commu-
nity group home was closed since the
child welfare system’s legally prescribed
goal is reunification with the family. It
became evident early on that even
though Billy’s family was concerned and
willing, they could not meet his needs.

Another challenge was the needed yet
complicated interactions between mul-
tiple systems including child welfare, the
public schools, medical professionals,
and disability services. With data pri-
vacy, and each system having its own set
of rules to govern it, coordinating ser-
vices was difficult. It also was evident to
all the systems involved that there was a
lack of early intervention for Billy when
he was young and first identified as hav-
ing a developmental disability. The first
known comprehensive assessment was
requested by the child welfare system
when he was 13 to satisfy a requirement
for residential consideration. His needs,
and support for his family in trying to
help meet those needs, would have been
much easier to address when he was a
young child rather that an aggressive
teenager.

The child protection system model is
based on reaction to specific safety
events. Meeting a child’s need for ongo-
ing services and developmental assess-
ments is voluntary on the part of care-
givers. A family’s reluctance or inability
to engage in services for a child’s devel-
opmental needs can have the potential to
profoundly impact the child’s life. This is
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especially true for children with disabili-
ties. This raises the larger question:
Should the child welfare system mandate
early intervention services for this popu-
lation?

Due to legal issues within the child
welfare system, Billy was unable to be
placed voluntarily; the case required
court supervision from the initial Child
Protection intervention. Most disability
services are engaged in voluntarily. Billy’s
family had always been resistant to out-
side services, therefore Child Protection
made involvement with Disability Ser-
vices a requirement for the case plan.
The failure to fully engage in disability
services became part of the Child Protec-
tion legal argument for neglect by the
family; however that took 18 months to
document and prove. During this time
the court required reunification efforts
and that impeded the ability to find a
long-term stable placement. Ultimately
the court ordered the family to make use
of Disability Services.

Throughout this case the two systems
struggled to find appropriate services for
Billy while at the same time satisfying
their respective, sometimes conflicting,
program policies. To better meet the
needs of youth such as Billy, child protec-
tion units could have a developmental
disabilities social worker attached. This
simple programming change would help
navigate the landscape of legal, resource,
medical, payment streams, and policy
hurdles. Furthermore, juvenile courts
could be better trained as to the special
needs and services available to youth
with developmental disabilities. Finally,
we urge the identification and service/
support intervention for these children
at a very early age.

Timothy B. Zuel is a Social Work Unit Super-
visor in Child Protection; he may be reached
at TZuel@umn.edu. Marilee Bengtson is a
Senior Social Worker for Developmental
Disabilities.
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Specialized Training on Maltreatment and
Disability: VCU's Web Curriculum

by Peggy O'Neill

Early identification of abuse and
neglect, intervention, and appropriate
treatment are crucial to insure the health
and safety of children and youth with
developmental disabilities. Unfortu-
nately, it can be more difficult to recog-
nize maltreatment of these individuals,
and treatment options are limited. Young
people with disabilities may be unaware
that they are experiencing abuse, since
they are often taught to be compliant
with anyone in authority. They may also
be unable to communicate what hap-
pened to them, or they may be afraid to
tell for fear of retaliation, loss of care, or
institutionalization. If they do tell some-
one, they may not be understood because
of communication difficulties, or they
may not be believed because of doubts
about their cognitive or mental abilities.
Isolated from mainstream society, chil-
dren and youth with disabilities just may
not have anyone else to tell.

The Partnership for People with
Disabilities, a University Center for Ex-
cellence in Developmental Disabilities
(UCEDD) at Virginia Commonwealth
University, became involved in develop-
ing training about abuse and neglect of
people with developmental disabilities in
1997. In that year, a multidisciplinary
group of parents and professionals in
Virginia who were alarmed about reports
of abuse of children with disabilities in
schools and institutions formed the Vir-
ginia Coalition on Abuse and Disabili-
ties. As they uncovered more stories of
maltreatment, it became clear to this
group that the systems for protecting vul-
nerable children and adults were ill-
prepared to provide adequate services for
people with disabilities. The Coalition
specifically asked parents, educators, law
enforcement officers, and child protec-
tive services workers what they needed to
know about abuse and neglect of chil-
dren with disabilities. Based on their
input, and with the support of the

National Center on Child Abuse and
Neglect, a comprehensive curriculum,
Abuse and Neglect of Children with Dis-
abilities: A Collaborative Response, was
developed. The two-day interdisciplinary
training has been offered in Virginia
since 1999, with the joint support of
Virginia’s Departments of Social Ser-
vices, Education, and Criminal Justice
Services. The Partnership received fur-
ther requests from others who needed
training about maltreatment of people
with disabilities, including justice and
courts professionals, health profession-
als, and other human services profession-
als. In response, three additional training
curricula were developed by the Partner-
ship, including courses on children with
disabilities in the justice system (Reach-
ing Out to Community Kids), women with
disabilities (Violence Against Women with
Disabilities: The Response of the Criminal
Justice System), and a comprehensive
Web-based course on maltreatment
issues, Abuse and Neglect of Children and
Adults with Developmental Disabilities: A
Problem of National Significance.

The Web Curriculum

Developed with the support of the Ad-
ministration on Developmental Disabili-
ties, the Web course — Abuse and Neglect
of Children and Adults with Developmental
Disabilities: A Problem of National Signifi-
cance (www.maltreatment.veu.edu/info/) —
was created in collaboration with seven
states’ UCEDDs, and five states’ Protec-
tion and Advocacy agencies. They facili-
tated a national review and pilot-test of
the curriculum, which became available
online in spring 2005. This comprehen-
sive, interactive course features self-
paced instruction; video interviews with
children and adults with developmental
disabilities, their caregivers, and disabili-
ties specialists; an extensive bibliogra-
phy; helpful resources; links to relevant

Web sites; and a seminar discussion
guide for use with groups. A wide range
of topics are addressed, including scope
and significance of the problem, over-
view of developmental disabilities, com-
munication issues, risk factors, family
and cultural issues, special consider-
ations in the use of medications, recog-
nizing sexual abuse, assessment and
documentation, reporting, follow-up and
treatment, prevention, and resources.
Continuing education credits are pre-
approved for nurses, social workers,
certified counselors, rehabilitation coun-
selors, psychologists, and other profes-
sionals who complete the course.

Outcomes of the Training

Nearly 200 professionals from 24 states
and 2 other countries have registered for
the course. Evaluation comments from
participants who have completed the
course indicate that this online training
is relevant and useful for professionals
from a wide variety of disciplines. Par-
ticipants report that they especially ap-
preciate the comprehensive information,
extensive resources and links to other
sites, and easy-to-use format. Among
comments on evaluations are, “I would
recommend this course to everyone em-
ployed in the human services field!” and
“This course is packed with useful infor-
mation that I know will assist me in pro-
viding better services to families and chil-
dren we serve.”

Peggy O'Neill is author of the course and
Abuse and Disabilities Coordinator,
Partnership for People with Disabilities,
Virginia Commonwealth University,
Richmond. She may be reached at 804/827-
0194 or poneill@vcu.edu. To view the
annotated course outline and sample
module, visit the course Web site at http://
www.maltreatment.vcu.edu/info/.
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Competencies for Child Welfare Caseworkers
Serving Children with Disabilities

by Judith S. Rycus

Children who have developmental dis-
abilities, emotional disturbance, mental
illness, or severe behavior problems are
increasingly being served by child wel-
fare agencies. Most of these children
who enter the child welfare system do so
as victims of abuse or neglect, while oth-
ers need temporary or permanent out-of-
home placement because their parents
cannot care for them. As a group, they
are generally described in the child wel-
fare literature as having “special needs.”
They can present significant challenges
to their families, caregivers, and service
providers, and if their special needs and
conditions are not appropriately ad-
dressed and treated in a timely manner,
these conditions often become more pro-
nounced over time, permanently impact-
ing long-term development and well-
being (Rycus & Hughes, 1998).

While early identification and timely
intervention can greatly improve the like-
lihood of positive developmental out-
comes for these children, accessing ap-
propriate developmental and remedial
services can be a significant challenge for
families and agencies. Identifying and
coordinating specialized medical care,
developmental assessment, special edu-
cation, respite care, psychological or psy-
chiatric services, financial assistance, rec-
reational programs, and supportive
family counseling is a complex and often
daunting undertaking (Children and
Family Research Center, 2004). Many
child welfare agencies depend on com-
munity providers and other service sys-
tems to meet the specialized needs of
these children and their families. Unfor-
tunately, in many communities, special-
ized services may be unavailable, under-
developed, poorly coordinated, or
inconsistently applied (Rycus & Hughes,
1998). This creates additional challenges
for workers who have case management
responsibility for these families.

The Importance of Competency-
Based Training

One essential strategy for improving
child welfare services to children with
disabling conditions is to provide spe-
cialized training to the caseworkers and
supervisors who serve them. While a
variety of training resources have been
developed for this purpose, the child
welfare profession has yet to uniformly
support training at the scope and depth
necessary to serve these children most
effectively. A comprehensive, compe-
tency-based training model provides the
formal structure to support the develop-
ment and delivery of timely and relevant
training to staff serving children with
special needs and their families.

Competencies are statements that
incorporate the knowledge and skills
necessary for the performance of job
tasks (Rycus & Hughes, 2000). They are
derived from a job/task analysis that
determines the specific knowledge and
skills necessary to achieve organiza-
tional and case-related outcomes in a
manner consistent with standards of
“best practice.” Competencies are used
for a variety of purposes. They support
the assessment and priority ranking of
each worker’s individual training needs,
with the highest priority needs occurring
when considerable development is
needed in competencies that are highly
relevant to a worker’s job. Supervisors
use needs assessment data to devise indi-
vidualized training and development
plans with their staff. And, compiled
needs assessment data for an entire unit,
agency, or service system enables train-
ing developers to design and provide
workshops and other training resources
to address high priority needs in a
timely manner.

Sequentially organizing competen-
cies by their levels of learning (Rycus &
Hughes, 2001) also promotes develop-
ment of the most suitable training strat-
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egies to address each competency area.
Classroom training and self-directed
learning can help workers acquire the
necessary knowledge base and under-
standing of a particular topic. However,
to develop and master new skills, learn-
ers must apply their knowledge in the
real world. Training to develop workers’
skills requires opportunities to model
and practice new approaches and behav-
iors, to receive constructive feedback,
and to be positively reinforced and
supported by the work environment.
Appropriate training strategies include
educational supervision, coaching, peer
supervision, interactive distance learn-
ing, and shadowing professionals who
have mastered the skills.

Proposed Competencies for Child
Welfare Caseworkers

In 1985, the Institute for Human Services
(IHS) began development of competen-
cies that delineate the array of knowl-
edge and skills essential to provide effec-
tive child welfare services to children
with special needs. Child welfare and
developmental disability professionals
worked together to review relevant
research, identify activities essential to
recognizing and serving these children,
and articulate the specialized knowledge
and skills needed to perform those activi-
ties. The competencies were used to
develop standardized training for child
welfare caseworkers and supervisors in
identifying and serving children with a
variety of disabilities.

It is important to note that training in
these specialized competencies must be
based on a solid foundation of core-level
knowledge and skills. Children with spe-
cial needs are fundamentally no different
from other children served by the child
welfare system. They need safety, stabil-
ity, nurturance, stimulation, love, and
support in permanent families. Effective
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work with these children and their fami-
lies first requires mastery of universal
child welfare skills: family engagement
and empowerment, safety and risk
assessment, comprehensive family
assessment, case planning and service
provision, placement prevention, family
reunification, case management, and
interviewing. With that caveat, the fol-
lowing are key specialized competencies
identified for child welfare case workers
serving children with developmental,
behavioral, and emotional disabilities:

* Caseworker understands how devel-
opmental disabilities, emotional
disorders, and behavior problems in
children and youth can be both a con-
sequence of child abuse or neglect,
and a stressor to which some parents
may respond with abuse or neglect.

« Caseworker understands the impor-
tance of early identification and inter-
vention to help children and youth
with developmental, emotional, or
behavior disorders develop to their
potential.

* Caseworker knows the nature and
indicators of the primary develop-
mental disabilities, including mental
retardation, cerebral palsy, epilepsy,
autism, and pervasive developmental
disorder (PDD).

« Caseworker knows the potential
impacts of fetal alcohol syndrome
(FAS)/fetal alcohol effects (FAE), at-
tention deficit/hyperactive disorder
(ADD/ADHD), and prenatal drug
exposure on children’s development
and behavior.

¢ Caseworker knows the nature and in-
dicators of emotional and behavioral
disorders common in maltreated chil-
dren and youth, including depression,
anxiety, insecure or disordered attach-
ment, aggression, impulsivity, and
anti-social behavior.

« Caseworker can observe the develop-
ment and behavior of children and
youth, and recognize developmental
delays or disabilities, emotional and
behavior disorders, and abnormal
patterns of development.

» Caseworker can refer children for
comprehensive developmental as-
sessment, and can use this informa-
tion to plan and access individualized
medical, educational, social, develop-
mental, and recreational services.

¢ Caseworker knows the prevalent
negative stereotypic attitudes and
misconceptions regarding persons
with developmental disabilities or
mental illness, how these attitudes
and stereotypes can interfere with
the provision of effective services,
and the benefits of normalization in
promoting children’s development.

* Caseworker can identify children
with developmental, emotional, or
behavioral conditions who are at
heightened risk of abuse, neglect,
or placement disruption in their
families, and can determine when
out-of-home care is the only option to
assure a child’s safety and well-being.

In addition to the competencies
above, the following are competencies
for serving families of children with de-
velopmental behavioral, and emotional
disabilities:

« Caseworker understands the impact
of families’ cultural backgrounds on
beliefs about and responses to devel-
opmental disabilities, emotional dis-
orders, and behavior problems, and
can provide culturally sensitive inter-
ventions within each family’s own
community and cultural context.

* Caseworker understands the stresses
and challenges experienced by pri-
mary, foster, kinship, and adoptive
families whose children have devel-
opmental, emotional, or behavior
problems, and the potential impacts
on both quality of care and place-
ment stability.

* Caseworker can identify strengths
and capacities of families caring for
children with special needs, and
enter into collaborative partnerships
with them to enhance their child
management and caregiving capaci-
ties, and to facilitate access to needed
services.

« Caseworker knows how to help fami-
lies adapt their parenting and behav-
ior management strategies to be
appropriate for a child’s special needs
and developmental level.

* Caseworker understands the impor-
tance of linking families with educa-
tional, supportive, and respite ser-
vices within their neighborhoods,
extended families, and communities,
to reduce stress and prevent crisis.

* Caseworker understands the chal-
lenges and barriers encountered by
families in accessing specialized ser-
vices and resources, and can arrange
or engage in personal, legal, and sys-
tem advocacy on behalf of children
and families.

* Caseworker understands the range of
placement options available for chil-
dren with developmental, behavioral,
and emotional conditions, and knows
the personal and family characteris-
tics associated with successful kinship
care, foster care, or adoption of chil-
dren with special needs.

These competencies form the founda-
tion of standardized training for child
welfare workers. As a permanent part of
IHS’ Universe of Child Welfare Compe-
tencies they help ensure that child wel-
fare workers have the knowledge and
skills necessary to providing effective
child welfare services to children with
special needs and their families.
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Identifying Child Needs: Connecticut’s Foster
Care Multi-Disciplinary Screening Program:

by Cathy Gentile-Doyle

Children in foster care have a dispropor-
tionate percentage of health and devel-
opmental problems that are often missed
or not treated properly. This well-known
fact was the impetus for the creation of
foster care clinics throughout Connecti-
cut during the early 1990s exclusively
dedicated to the health and development
of foster children. The State of Connecti-
cut Department of Children and Fami-
lies (DCF), operating under a court-
ordered mandate, requires that all chil-
dren entering foster care for the first
time receive a comprehensive examina-
tion completed by a multi-disciplinary
team of pediatric professionals within 30
days, pursuant to an order of temporary
custody or commitment from the court.

The Foster Care Multi-disciplinary
Screening Program at the Connecticut
Children’s Medical Center (CCMC) is
one of the state’s oldest and largest con-
tracted providers of the Multi-disciplin-
ary Exam (MDE) through their Foster
Care Clinic. Though the program at
CCMC ended in August 2005, for the
past 15 years it has been very effective in
its dedication to promoting healthy
development for children in foster care,
advocating for each child’s individual
adjustment and well-being, and support-
ing and empowering foster families.

Program Description

Children referred to the program, who
typically range in age from newborn to
17 years, commonly have one or more of
the following health-related problems:

e Lack of health history.

¢ Incomplete health records missing
documentation regarding primary
care provider, immunization status
and serious allergic reactions.

¢ Heath conditions requiring treatment
from specialists in Endocrinology,
Cardiology, Orthopedics, Genetics,

Gastroenterology, Ophthalmology,
ENT, Neurology, Dermatology,
Pulmonology, and Gynecology.

 Medical complexities and multiple
health problems requiring immediate
coordination of services and re-
sources through the hospital’s Center
for Children with Special Needs.

¢ Prenatal drug/alcohol exposure, HIV,
or sexual abuse requiring follow-up
by many of the specialty health pro-
grams at CCMC.

« Speech delays and chronic ear infec-
tions requiring comprehensive
Speech / Language and Audiology
assessments and services.

* Hypertonia/hypotonia and motor
skills delays requiring Occupational
Therapy and Physical Therapy.

 Rampant dental caries requiring
pediatric dental treatment.

* Medication assessment and prescrip-
tions.

¢ Asthma without necessary treatment.
* Fragmented adolescent health care.

* Substance abuse and sexual activity.

The MDE program at CCMC has five
goals in relation to these children:

* To identify health, mental health, de-
velopmental, and educational needs
of children through an MDE at the
point of entry into foster care.

¢ To document the exam outcomes
with specific recommendations for
further evaluation or interventions
and treatment.

* To provide written reports of out-
comes and recommendations to DCF
and foster care providers, and advo-
cate for emergency intervention and
treatment when needed.

¢ To distribute educational materials
and resource information to foster
care providers and offer training and
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consultation to DCF staff in areas of
children’s health, mental health, and
development.

¢ To collaborate with community initia-
tives advocating for and promoting
the health and well-being of children
in foster care placement.

These goals are carried out by a multi-
disciplinary team consisting of the fol-
lowing positions:

* Pediatric nurse practitioner who com-
pletes a health assessment for each
child, consults with the team and fos-
ter care provider regarding identified
health problems, documents findings
and recommendations for appropri-
ate medical treatment and services.

¢ Clinical social worker/ team coordi-
nator who coordinates team opera-
tion and consultation, obtains case
history from DCF, conducts a psycho-
social and mental health assessment
(including interview with foster care
provider) documenting specific find-
ings and recommendations for fur-
ther interventions or treatment, and
incorporates all team findings and
recommendations into a summary
report for each child that is forwarded
to DCF and the foster care provider.

* Dental hygienist who completes a
dental assessment for each child to
identify any dental problems, con-
sults with team, and documents find-
ings and recommendations for dental
treatment.

* Developmental testers who adminis-
ter a standardized developmental
screening tool to identify develop-
mental delays and educational needs,
consult with the team, and document
findings and recommendations for
necessary services.

This team of licensed professionals con-
venes once a week and examines an aver-
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age of 12 children over a 4-hour time
span. Last year over 600 referrals were
received and processed and approxi-
mately 550 children received an MDE.

When a child is referred to the pro-
gram, their foster care provider is con-
tacted by phone and an appointment for
the Foster Care Clinic is immediately
scheduled to meet the 30-day deadline.
Foster parents are strongly encouraged
to accompany their child to the appoint-
ment and stay with them as they proceed
through each component of the assess-
ment; this is an opportunity for foster
parents to discuss concerns and receive
feedback from each member of the team.
The biological parent is not directly
involved with this particular process be-
cause the focus of the program is aimed
at the needs of the child in the context of
their foster care placement.

Upon arriving at the clinic, each child
is welcomed by the team coordinator
and a representative from the Connecti-
cut Association of Foster /Adoptive Par-
ents (CAFAP) who distributes resource
materials and information, and offers
support to the foster parents during
down-time in between each portion of
the MDE. First, the child is weighed and
measured and then examined by the
dental hygienist who conducts a simple
dental assessment in order to minimize
the child’s anxiety. Foster care providers
are offered information regarding dental
hygiene and dental treatment resources
in the community. Then they move onto
the developmental screening test and a
tester administers the appropriate test
based upon the child’s age range. Foster
parents are invited to exchange informa-
tion and concerns regarding their child’s
development and may receive recom-
mendations and advice from the tester.
The health assessment is next and each
child and foster parent meet with the
nurse practitioner for a health exam and
discussion regarding health status. Since
the emphasis is upon assessment, no
medical interventions or procedures are
conducted. Children are referred to a pri-
mary care provider to assure continuity
of care. Upon completion of all three
parts of the MDE, a team consultation

and brief wrap-up take place to identify
problems and make recommendations.
The team first meets briefly to review
their findings and the psychosocial infor-
mation and then recommendations are
presented verbally by the clinical social
worker to the foster care provider prior
to leaving the clinic. Any foster parent
concerns or questions regarding the
exam, or follow-up services, or DCF poli-
cies can be addressed at this time.

A copy of the summary report is sent
to both DCF and to the foster care pro-
vider documenting specific recommenda-
tions and an action plan for each identi-
fied problem. It is the responsibility of
DCF to then coordinate with the foster
care provider and to pursue the recom-
mended treatment and follow-up ser-
vices. In cases where immediate action is
required, DCF is contacted by phone di-
rectly from the clinic to initiate urgent
procedures.

Program Effectiveness

Over 80% of the children referred to the
program present developmental deficits
requiring follow-up through community
programs such as Birth to Three or
through special education services. Ap-
proximately 65% have other types of dis-
abilities or chronic health/mental health
needs that must be addressed, and
roughly 70% have acute health care
needs. The rationale for this child welfare
initiative is self-evident: it is in the best
interest of this high-risk population to
obtain necessary services and treatment
as soon as possible. This program has
successfully demonstrated a cost-effective
approach to achieving positive outcomes
and better futures. The foster care clinic
minimizes fragmentation of services
through a seamless network which allows
care coordination and access to desper-
ately needed services that promote
healthy child development.

Cathy Gentile-Doyle is former Program
Coordinator for the Foster Care Clinic,
Connecticut Children’s Medical Center,
Hartford. She may be reached at 860/214-
3480 or 860/529-4977 (fax).

Training Resources for
Child Welfare Workers

« Serving Children with Disabilities:
Handbooks for Child Welfare Workers.
These free handbooks and companion
videos from the Georgetown University
Center for Child and Human Development
provide child welfare personnel with
information about a variety of develop-
mental disabilities and how to work with
children with developmental disabilities
and their families. The three handbooks
and companion videos are titled
Developmental Disabilities, Supporting
Families with Children with Disabilities,
and Accessing Services Through IDEA.In
addition, a resource manual is available.
The manuals are online in full text for
downloading (they're no longer available
in print) at http://gucchd. georgetown.
edu/topics/special_health_needs/
object_view.html?objectiD=2597.The
free videos are available by contacting
Mary Moreland at deaconm@georgetown.
edu or calling 202/687-8803.

« College of Direct Support. This
resource provides online, competency-
based training to professionals supporting
individuals with developmental disabil-
ities. Course topics include Introduction to
Developmental Disabilities; Maltreatment
of Vulnerable Adults and Children;
Individual Rights and Choices; Positive
Behavior Support; Supporting Healthy
Lives; Supporting Family Connections,
Friends, Love and the Pursuit of Happiness;
Person-Centered Planning and Supports;
and Cultural Competence. The training is a
collaborative project of the Research and
Training Center on Community Living at
the University of Minnesota, and MC
Strategies, Knoxville, Tennessee. For
information on the training options visit
www.collegeofdirectsupport.com or call
865/934-0221.



Entering a Brave New World: Kennedy
Krieger’s Therapeutic Family Care Program

by Tania R. Edghill and Elise Babbitt

Now in her second semester as a college
freshman at a community college in the
Baltimore area, Nicole Jones is still revel-
ing in the new experiences and opportu-
nities. “College is so great...so different,”
she says. “Everyone wants to be there,
wants to learn and wants to sit down and
have real conversations.” She loves plan-
ning her own schedule and enjoys the
calm, academic atmosphere.

While Nicole’s account may seem like
that of any other college freshman’s, it
isn’t. In her 19 years, she has faced much
adversity, and has relied on her inner
strength, and the support of others, to
help her succeed. Removed from her
birth family, Nicole was placed in
Kennedy Krieger’s Therapeutic Family
Care program at the age of six. In her
younger years, she went through a self-
described “rough patch” when she fol-
lowed the crowd — skipping school and
challenging her foster parents. She be-
came a young mother at age 17, but has
pushed herself to pursue an education
while developing into a wonderful, de-
voted parent. Looking back, Nicole re-
members that each time she went down
the wrong path, a Kennedy Krieger social
worker was there to encourage and re-
direct her frustrations.

Over time, Nicole has flourished with
the love and support of her foster family
and program staff. A part of the foster
care program for much of her life,
Nicole’s college enrollment this past fall
is a testament to her will to achieve and
to the program’s success.

Bringing Stability to Children’s Lives

Funded primarily through the Maryland
Social Services and Developmental Dis-
abilities Administrations, Kennedy
Krieger’s Therapeutic Family Care pro-
gram, which started in 1986, serves more
than 100 children each year with devel-
opmental disabilities, emotional prob-

lems and medically fragile conditions.
The program, which is a part of both the
Social Work department and The Family
Center at Kennedy Krieger, helps chil-
dren with special needs find temporary
or permanent new homes when they can-
not live with their parents and all other
family options have been exhausted.
According to Robert Basler, co-direc-
tor of Therapeutic Family Care, one of
the things that makes this program dif-
ferent from other therapeutic foster care
programs is the broad range of condi-
tions served. Children in the program
have a history of, or are at risk for, insti-
tutional or hospital placements for every-
thing from emotional disorders to learn-
ing disabilities, severe behavior disorders,
pervasive developmental disorders, intel-
lectual disabilities, cerebral palsy, and
spina bifida. Through Therapeutic Fam-
ily Care, they benefit from placements
with trained families in the Baltimore
region and surrounding counties.
Individuals who open their homes to
foster children with such conditions have
direct access to an interdisciplinary team
of developmental experts at Kennedy
Krieger who provide diagnosis, evalua-
tion, treatment and research of a vast
range of cognitive, physical, and emo-
tional conditions. In addition, all foster
and adoptive families are supported
through a continuum of family-based
services provided by dedicated team
members at Kennedy Krieger. These in-
clude respite care, adoption services, and
specialized training for parents or foster
parents. Training and technical assis-
tance also are available to community
agencies. Three years ago, the program’s
name was changed from Therapeutic
Foster Care to Therapeutic Family Care
to better reflect the spectrum of family
services it offers, as well as its emphasis
on building and maintaining families.
Kennedy Krieger believes that chil-
dren with special needs are entitled to

. e

live in the least restrictive, safest com-
munity environments possible. With the
right assistance, these youth can partici-
pate fully in family, school and commu-
nity life. “The best part of the work is
helping a child reach his full potential in
life,” says Diane Fiala, a dedicated
Kennedy Krieger foster parent.

Growing Up and Out of Foster Care

Working in close partnership with state
and local child welfare agencies, Thera-
peutic Family Care matches children
with special needs with families who
bring stability, love, and attention to
their lives, until they can be returned to
their families, adopted or transitioned
to independent living. In recent years,
the program has found itself in the in-
evitable position of having to transition
many of its children, now young adults,
out of its foster care program. “The pro-
gram has been in existence for 19 years,
so we are, as a program, at the point
where some of the children have now
grown up,” Basler says. “And, we're hav-
ing to face the issue of transitioning
them.” As these children are now facing
emancipation, the question of what is
the next step for them has become the
primary concern. According to Judy
Levy, director of Social Work, when
most young adults leave home they
maintain their family ties while they
learn to take care of themselves. Their
families are their safety nets. “For young
adults in foster care, the system has tra-
ditionally seen them as ready for inde-
pendence,” Levy says. “We know that’s
not necessarily true. These children may
not have their families as safety nets,
even if they have a connection with
them.” In response, a new component
was added to the Therapeutic Family
Care repertoire of services: the Transi-
tion Program. The program is designed
to help youth, who have spent their
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[Baladerian, continued from page 5]

and consultants in each state (for infor-
mation see www.ada.gov). Begin an
ongoing campaign to conduct outreach
activities to disability service providers,
disability advocates, and families of chil-
dren with disabilities in your area when
you are ready to serve effectively and
accessibly.

Teach Disability Awareness

Prior to employment or within six
weeks, all staff shall have completed dis-
ability awareness training. This includes
the highest level of administration and
the volunteers, clerical and other sup-
port staff. A cost-effective method of
gaining information, community posi-
tive regard, and skill enhancement is to

Through these steps child welfare
and disability service agencies

can collaborate to ensure

excellence in service delivery to

children with disabilities.

hold meetings at disability service agen-
cies, and at advocacy and self-advocacy
organizations, and to invite them to
participate in your regular staff and
training meetings at least monthly. For
example, you can rotate your meetings
between these agencies and organiza-
tions during the year: Centers for Inde-
pendent Living; services for people who
are Deaf/hard of hearing, blind/visually
impaired, and DeafBlind; services for in-
dividuals with developmental disabili-
ties, mental illness, and mobility dis-
abilities; self-advocacy organizations of
persons with disabilities; and disability
advocacy organizations. By rotating in
this way, you will include people with
most types of disabilities and their fami-
lies and establish valuable relationships
throughout the disability community.

CREDO

Adopt “CREDO” as your overall working

philosophy to interact with children with

disabilities and their family members:

Treat each child with...

C - Compassion

R - Respect

E - Empathy

D - Dignity

O - Open mindedness to needs of the
child

Recognize When You Don’t Know,
and Ask for Help

Be aware when you run into a situation in
which you feel you are in unknown terri-
tory. Recognize that it is fine to not to
know information and to not have skills
yet. However, it is not acceptable to fail to
seek guidance, or to generate new “tech-
niques” without regard to how these may
affect the client. For example, it is not
okay to fail to interview the child with a
disability and only interview the adults
without disabilities. Seeking guidance
from your supervisor, local community
experts or specialized service providers

is a strength, not a devastating personal
failure!

Use the Web and Listservs

Make sure your agency’s Web site is
“Bobby Approved” — meets proven stan-
dards for being accessible for people with
disabilities. Utilize existing child abuse
and disability resources online, such as
Arc Riverside’s CAN DO project (http://
disability-abuse.com/cando), and other
listservs for consultation, guidance, sup-
port, and advice and to learn about new
resources as soon as they are available
such as videos, curricula, training pro-
grams, and conferences. Participate in
online learning experiences, such as the
Arc-Riverside First Professional Online
Training Program on Abuse and Disabil-
ity. Make sure to participate in the Arc
Riverside National/International Confer-
ences on Abuse and Disability, the only
ongoing national conference on abuse
and disability.

Meet Monthly with Disability Services

Hosting or attending monthly collabora-
tive meetings with all agencies in your
area that provide services to children
with disabilities on a regular basis will
ensure a better response to children with
disabilities who've entered the child wel-
fare system, and educate disability and
other human service providers to the ser-
vices provided by child welfare agencies.
Conduct cross trainings between child
welfare and disability service providers.

Conclusion

Through these steps child welfare and
disability service agencies can collaborate
to ensure excellence in service delivery to
children with disabilities. The work of
child welfare system professionals
demands awareness and skills in many
areas, with recent particular demand for
cultural and language diversity expertise.
Part of recognizing and responding
appropriately to diversity is to assure
that the needs of children with disabili-
ties and their families are effectively
addressed in child welfare services.
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* Special needs adoption subsidies.
Adoption subsidies encourage adop-
tion of children with disabilities and
other special needs, and support
adoptive families, by providing addi-
tional financial resources to meet the
child’s needs without exhausting
family resources.

There are also hopeful trends sup-
porting family life in disability services
for children who have challenging needs
as a result of a disability:

* Family support. Family-directed ser-
vices are demonstrating creative and
flexible in-home solutions within the
realities of limited resources, includ-
ing the use of cash subsidies.

e Shared parenting. Arrangements ex-
ist whereby community families are
recruited and matched to support
birth families, demonstrating a prac-
tical and prudent way to provide
family life for a child.

e Life-sharing recruitment. Personal
network “mapping” procedures are
demonstrating the willingness of
community members to make a rela-
tional commitment to someone with

a disability.

The common thread in these promis-
ing practices is that they direct resources
to surround an anchoring family — one
with the requisite time, means, and per-
sonal qualities — with the support and
expertise they need. These practices
recognize the “special” in specialized
treatment is “simply” a configuration of
well-supported people with training and
access to expertise. These promising
practices demonstrate how to redirect
people and funds to the secure base of a
nurturing family.

Conclusion

The way we've organized services
systems has segregated disability knowl-
edge and maltreatment knowledge in
different systems. Child protection
workers, judges, attorneys, and police
investigators have little training in dis-

ability. Disability workers have little
training in the behavioral consequences
of maltreatment. And in each system,
we're too busy with our own problems
and can’t see how to stretch ourselves
any thinner to attend to children who,
after all, are the “other guy’s” problem.
The result is that both systems can re-
spond inappropriately. We need to share
knowledge, professionals, families,
ideas, training, conferences, and lunch-
rooms.

The problems are enormous and
complex; so too must be the solutions. It
takes first looking at ourselves and ask-
ing what we don’t-yet-but-should-know-
better. Relationships, as we know intu-
itively and scientifically, are at the heart
of what children need and that includes
children with disabilities. Committed
and personal relationships are more
than the goal — they’re the method.
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family’s strengths and challenges as well
as their participation in past and present
services. If a family case is determined to
require ongoing child welfare services, it
is vital that the family be asked to involve
other key professionals in the service
planning process. Professionals, such as
disability professionals and advocates,
often have a better understanding of the
available resources for a person with a
disability, as well as funding linkages,
than the child welfare professionals may
have. A strong working relationship be-
tween the family, child welfare profes-
sionals, and disability professionals will
ensure that a holistic view of problems
and solutions.

Conclusion

Child welfare professionals aim to pro-
vide effective, appropriate, and fair ser-
vices to all of the people they serve. That
goal is more likely to be achieved when
child welfare professionals, disability
professionals, and the family work to-
gether. The information disability profes-
sionals can provide related to appropri-
ate and accessible supports and services
not only helps families currently in-
volved in child welfare, but could lead to
more families of children with disabili-
ties avoiding abusive and/or neglectful
situations in the future. While the nature
of the services provided by the two fields
can be quite dissimilar, particularly as
child welfare is largely an involuntary
service while disability services are vol-
untary, improved collaboration between
these two fields is essential.
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including education/training vouch-
ers, independent living programs,
SSI, Medicaid, and other health ser-
vices (Geenen & Powers, in press). At
a minimum, transition plans must
include employment, education,
housing, life skills, personal and
community engagement, personal
and cultural identity, physical and
mental health, and legal information
(Sheehy, Ansell, Correia & Copeland,
2000).

¢ Appointment and Training of
Educational Surrogates. Although
foster parents often act as an educa-
tional surrogate, many do not have
training in special education and dis-
ability issues. Disruptions in foster
placement create disruptions in the
educational process and leave youth
without a consistent, informed, and
involved advocate (Geenen & Powers,
2006). A more consistent approach
that includes stable, committed
adults to ensure youth receive the co-
ordinated, comprehensive services
they are entitled to, is imperative.

¢ Connections with Caring Adults.
The consistent presence of a single
caring adult has been shown to have
a significant positive impact on a
young person’s growth and develop-
ment (Garmezy, 1993). Optimal in-
dependent living planning should be
family-centered and include existing
relationships both inside and outside
the family of origin. In many cases,
youth are the best resource for identi-
fying relationships that can serve as
primary, ongoing connections
(Sheehy et al., 2000).

References

Badeau, S. (2000). Frequently asked questions II: About the Foster Care
Independence Act of 1999 and the John H. Chafee Foster Care Indepen-
dence Program. Washington DC: National Foster Care Awareness
Project.

Cameto, R. (April 2005).The transition planning process. NLTS Data

Brief 4(1). Retrieved October 25, 2005 from http://www.ncset.org/
publications/viewdesc.asp?id=2130.

Child Welfare League of America (CWLA) (2005). Standards of excel-
lence for transition, independent living, and self-sufficiency services.

Washington, DC: Author.

Courtney, M. (2005). Youth aging out of foster care. Network on Transi-
tions to Adulthood Policy Brief, 19.

Courtney, M.E., Terao, S. & Bost, N. ( 2004). Evaluation of the adult func-

tioning of former foster youth: Conditions of lllinois youth preparing to
leave state care. Chicago: Chapin Hall Center for Children.

Courtney, M., Dworsky, A., Ruth, A., Keller, T., Havlicek, J., & Bost, J.
(2005). Midwest evaluation of the adult functioning of former foster
Yyouth: Qutcomes at age 19. Chicago, IL: Chapin Hall Center for Children.

Foster, E. & Gifford, E. (2004, October). Challenges in the transition to
adulthood for youth in foster care, juvenile justices, and special educa-
tion. Network on Transitions to Adulthood Policy Brief, 15.

Frey, L., Greenblatt, S. & Brown, J.(2005). A call to action: An integrated
approach to youth permanency and preparation for adulthood. New
Haven, CT: Casey Family Services, Annie E. Casey Foundation.

Garmezy, N. (1993). Children in poverty: Resilience despite risk. Psychia-
try, 56(1), 127-136.

Geenen, S.& Powers, L. (in press). Are we ignoring youth with disabili-
ties in foster care? An examination of their school performance. Social
Work.

Geenen, S.& Powers, L. (2006) Transition planning for foster youth with
disabilities: Are we falling short? Manuscript in preparation.

Government Accountability Office (GAO) (1999). Foster care: effective-
ness of independent living services unknown. (GAO/HHES-00-13). Wash-
ington, DC: Author.

Government Accountability Office (GAO) (2004). Foster youth: HHS ac-
tions could improve coordination of services and monitoring of states’
independent living programs. (GA0-05-25.) Washington, DC: Author.

Kessler, M. (2004). The transition years: serving current and former foster
youth ages eighteen to twenty-one. Tulsa, OK: The National Resource
Center for Youth Services, University of Oklahoma..

Lehman, C., Hewitt, C., Bullis, M., Rinkin, J., & Castellanos, L. (2002).
Transition from school to adult life: Empowering youth through com-
munity ownership and accountability. Journal of Child and Family Stud-
ies, 11(1), p127-141.

Massinga, R. & Pecora, P. (2004). Providing better opportunities for
older children in the child welfare system. Future of Children, 14(1),
151-173.Retrieved July 17,2005 from www.futureofchildren.org.
National Center on Secondary Education and Transition, & PACER Cen-
ter. (May 2002). IDEA 1997 transition issues: The IEP for transition-aged
students. Parent Brief.

National Center on Secondary Education and Transition (NCSET) (2004).
Current challenges facing the future of secondary education and transi-
tion services for youth with disabilities in the United States. Discussion
Paper. Retrieved October 25, 2005, from http://www.ncset. org/publi-
cations/discussionpaper/.

0sgood, D., Foster, E., Flanagan, C., & Ruth, G. (2004). Why focus on tran-
sition to adulthood for vulnerable populations? (Research Network
Working Paper No. 2). Network on Transitions to Adulthood. Retrieved
July 19,2005 from: http://www.transad.pop.upenn.edu/news/
vulnerable.pdf.

Pokempner, J. & Rosado, L. (2003). Dependent youth aging out of foster
care: A guide for judges. Philadelphia, PA: Juvenile Law Center.

Sheehy, A.M., Ansell, D., Correia Ill, P, & Copeland, R. (2000). Promising
practices: Supporting the transition of youth served by the foster care
system. Baltimore, MD.: Annie E. Casey Foundation,. Retrieved October
25,2005 from http://www.nrcys.ou.edu/nrcyd/publications/pdfs/
promising_practices-1.pdf .

Wehmeyer, M.L., Palmer, S., Agran, M., Mithaug, D., & Martin, J. (2000).
Promoting causal agency: The Self-Determined Learning Model of In-
struction. Exceptional Children, 66, 439-453.

Westat (1991). A national evaluation of Title IV-E foster care indepen-
dent living programs for youth. Phase 2: final report. Rockville, MD:
Author.

Katharine Hill is Education Specialist with
the North Central Regional Resource Center,
Institute on Community Integration,
University of Minnesota, Minneapolis. She
may be reached at 612/624-1157 or hillx086
@umn.edu. Pam Stenhjem is Education
Specialist with the Institute on Community
Integration. She may be reached at 612/
625-3863 or huntx010@umn.edu.

[Musheno, continued from page 13]

types of Part C services required may
change. Specifically, it is likely that chil-
dren involved with child protection will
have social-emotional and behavioral is-
sues more frequently than other children
served by Part C. Therefore, Part C may
need to enhance its ability to meet early
childhood mental health needs.

It is important for states to receive
adequate Part C funds to meet the needs
of young children and their families, and
in particular to ensure that the CAPTA
requirements regarding referrals to Part
C continue to be implemented effectively.
The Association of University Centers on
Disabilities (AUCD) is currently working
with its partners to increase IDEA Part C
funding as well as for all of the programs
under CAPTA. Last year appropriators
provided level funding for these pro-
grams. However, a last minute one per-
cent across-the-board cut was enacted
which actually lowered the amount these
programs will receive. The President’s
Fiscal Year 2007 budget proposal also
provides level funding. AUCD urges all
child welfare advocates to educate mem-
ber of Congress about the need for more
funding for these programs.
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