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INTRODUCTION

Infants and young children placed

in out-of-home care under the
supervision of the court often have
complicated and serious physical,
mental health, and developmental
problems, so much so that the
American Academy of Pediatrics
(AAP) has classified this population as
one with special health care needs.'
The bench card included with this
publication was developed for use by
judges, attorneys, child advocates,
and other child welfare professionals
in meeting the wide range of needs of
this vulnerable population.?

Has the child received a
comprehensive initial assessment
and ongoing health assessments?

All children should receive a
comprehensive physical examination
that addresses all aspects of the
child’s health within twenty-four (24)
hours of placement.® Under the Early
and Periodic Screening, Diagnosis,
and Treatment (EPSDT) provisions
of federal Medicaid law, children
should receive the comprehensive
assessment in order to establish a
baseline for a child’s health status,
evaluate whether the child has
received necessary immunizations,
and identify the need for further
screening, treatment, and referral to
specialists.* A health care provider
(pediatrician or family practice
physician) knowledgeable about the

health care problems of children
in out-of-home placements should
perform the examination.®

The initial medical screen should
identify health conditions that require
prompt medical attention such as
acute illnesses, chronic diseases
requiring therapy, signs of abuse

or neglect, signs of infection or
communicable diseases, hygiene or
nutritional problems, and significant
developmental or mental health
disturbances. The screen should
also identify health conditions that
should be considered in making
placement decisions.®

Because children may be victimized
in out-of-home placements or during
visits, continued monitoring for signs
and symptoms of abuse and neglect
while in care is also essential. Medical
screening for child abuse should be a
part of every medical encounter with
children in care.” Such care should

be comprehensive, coordinated,
continuous, and family-supported.
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Growth should be monitored carefully
with regular measurements of head
circumference, height, and weight
for children under the age of three.
An infant should have a "well-baby”
examination by 2-4 weeks of age and
may need to be seen each month
until 6 months of age. Between the
ages of 6 months and two years, a
child should be seen by a health care
provider every 3 months.?

Are the child’s immunizations
complete and up-to-date for his or
her age?

Complete, up-to-date immunizations
provide the best defense against
many childhood diseases that

can cause devastating effects.
Immunization status is an important
measure of vulnerability to childhood
illness and can reveal whether

the child has had access to basic
health care. Immunizations are
recommended at two, four, six,

and 12 months of age with basic
immunizations completed by two
years of age.’

Has the child received a hearing and
vision screening?

Undetected hearing loss during
infancy and early childhood interferes
with the development of speech

and language skills and can have
deleterious effects on overall
development, especially learning.
Hearing loss during early childhood
can result from childhood diseases,
significant head trauma, environmental
factors such as excessive noise
exposure, and insufficient attention

paid to health problems that may
affect hearing. Because children

in care often lack a consistent
caregiver who can observe their
development and note areas of
concern, they should receive

ongoing evaluations of hearing,
speech, and language development.”

Vision screening is also an essential
part of preventative health care

for children. Early detection and
treatment increase the likelihood
that a child’s vision will develop
normally, and, if necessary, the child
will receive corrective devices. Due
to the higher incidence of vision and
hearing problems in this population,
children in out-of-home placements
should have age-appropriate hearing
and vision screenings completed at
entry into care and at every preventive
health visit."

Has the child received regular
dental screenings and follow-up
services?

Examination of the oral cavity by the
primary health care provider is an
important part of the comprehensive
health assessment. Evidence of abuse
or neglect in the oral cavity may be an
issue in dependency cases.

Every year, thousands of children
between one and four years old suffer
from extensive tooth decay caused

by sugary liquids — especially bottles
given during the night. Children living
below the poverty level have twice
the rate of tooth decay as children
from higher income levels.'? Therefore,
the American Academy of Pediatrics
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recommends that children be referred
for their first dental evaluation by one
year of age.” Children with healthy
mouths derive more nutrition from the
food they eat, learn to speak more
easily, and have a better chance of
achieving good health.

Early dental care can also prevent
decay in primary ("baby”) teeth.™
The American Academy of Pediatric
Dentistry recommends that before the
age of one year, a child’s basic dental
care be addressed during routine
“well-baby” visits with a primary care
provider, with referral to a dentist if
necessary. For children older than
one year, the Academy recommends
a check-up at least twice a year with
a dental professional. Daily brushing
should begin before a child’s first
tooth erupts.”

Has the child been screened for
lead exposure?

Children who have limited access to
health care are especially vulnerable to
the harmful effects of lead. Ingested
or inhaled lead can damage a child'’s
brain, kidneys, and blood-forming
organs and may lead to behavioral

and developmental problems.™
Screening is important to ensure

that poisoned children are identified
and treated and their environments
remediated. The Centers for Disease
Control and Prevention (CDC) and the
American Academy of Pediatrics (AAP)
recommend lead-poisoning screening
at 1 and 2 years of age. The CDC

also recommends targeted screening
based on risk assessment during

pediatric visits for all other children."”'®

Has the child been screened for
communicable diseases?

The circumstances associated with
the necessity for out-of-home
placement — such as prenatal drug
exposure, poverty, parental substance
abuse, poor housing conditions,

and inadequate access to health

care — can increase a child’s risk of
exposure to communicable diseases
such as HIV/AIDS, congenital syphilis,
hepatitis B and C, tuberculosis, and
other sexually or mother-to-child
transmitted infections. Newly placed
children should be screened for these
diseases at their comprehensive
health assessment.”

Does the child have allergies?

Children under the age of three
typically do not experience seasonal
allergies but may suffer from exposure
to environmental allergens (e.g.,
second-hand smoke, mold, fabrics)
and from drug and food allergies.
Reactions can be severe. It is important
for the health care provider to be
informed of any allergy symptoms for
appropriate follow-up. The health care
provider will also need to be advised
of any prescription or over-the-counter
medications, vitamins, or supplements
the child receives.

Does the child have a "medical
home” where he or she can receive
coordinated, comprehensive,
continuous health care?

All children in out-of-home care
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should have a secure "medical
home.” A medical home is a single-
point-of-contact health care provider
specializing in pediatrics who
oversees their primary care and
periodic reassessments of physical,
developmental, and emotional health,
and who can make this information
available as needed.?’° The medical
home should be aware of and monitor
all medications, vitamins, and other
supplements that the child receives.

The medical home should oversee
the child’s care across the various
agencies and systems, including early
childhood services, early intervention
services, education, medical, and
mental health. Family-supportive care
requires sharing the child’s health
information with the child’s caregivers
and providing caregivers with
education and training programs in
order to meet the needs of the child.

Because children in care often have
multiple, complex health care needs
that demand a high level of medical
sophistication, evaluations should

be conducted by qualified teams
whenever possible to minimize the
trauma of multiple examinations and
interviews, maximize documentation,
and ensure appropriate treatment
and referrals.?!

What type of medical and dental
insurance does the child have? Is it
sufficient?

Children who have been removed
from the care of a parent need
insurance coverage to ensure
immediate access to health care and

assessments. If the child had been
covered under Title XIX (Medicaid)??
prior to the removal, it is critical to
provide the enrollment information
to the caretaker right away to avoid
delays in meeting the child’s needs.
Children who were not previously
served by Medicaid will likely be
eligible for this coverage upon
removal. [t may be necessary to direct
someone to apply for coverage.

In some cases where the child does
not qualify for Medicaid, there may
be another option for coverage. The
State Children’s Health Insurance
Program (SCHIP) — now known as the
Children’s Health Insurance Program
(CHIP)?- is a program administered
by the United States Department

of Health and Human Services that
provides matching funds to states
for health insurance for families with
children.?* CHIP was designed to
cover uninsured children in families
with incomes that are modest but
too high to qualify for Medicaid. The
statutory authority for CHIP is under
Title XXI of the Social Security Act.?

Parents often lose Title XIX
(Medicaid) coverage when their
children are removed from their care
by court order. Loss of coverage

can create obstacles to accessing
medical, dental, and mental health
services, which, in turn, may impede
reunification. States are given
flexibility in designing their CHIP
eligibility requirements and policies
within broad federal guidelines. Some
states have received authority through
waivers of statutory provisions to use
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CHIP funds to cover the parents of
children receiving benefits from both
CHIP and Medicaid, pregnant women,
and other adults.

How will the need for emergency
care be met?

Children in out-of-home care

need a reliable concurrent plan for
emergency care. Parents may be
unavailable to authorize medically
necessary treatment on short notice.
The judge should enter appropriate
orders consistent with respective
state laws to ensure that there is no
question as to which persons and/
or agencies are authorized to obtain
medical care for the child.

Has the child received a
developmental evaluation by
a provider trained in child
development?

Healthy development for young
children in out-of-home placements,
like all other children, is supported

by nurturance from caregivers

that includes consistent emotional
availability, reciprocity, and routines.
Children in out-of-home care often
exhibit substantial delays in cognition,
language, and behavior. In fact, one
half of the children in out-of-home
care show developmental delay that
is approximately four to five times the
rate of delay found in children in the
general population.? Early evaluation
can identify developmental problems

and can help caregivers better
understand and address the child’s
needs.

Developmental evaluations provide
young children who have identified
delays with access to two federal
entitlement programs:

* The Early Intervention Program
for Infants and Toddlers with
Disabilities, also known as Part C
of the Individuals with Disabilities
Education Improvement Act
(IDEA) [20 U.S.C. § 1400 et seq.
(2004)], and

® The Preschool Special Education
Grants Program for children with
disabilities between the ages
of three and five, also known as
Section 619 of IDEA [20 U.S.C. §
1400 et seq. (2004)].%

Are the child and his or her family
receiving the necessary early
intervention services, e.g., speech
therapy, occupational therapy,
educational interventions, family
support?

Finding help for young children may
prevent further developmental delays,
improve the quality of family life, and
possibly increase opportunities for
reunification. Substantial evidence
indicates that early intervention

is most effective during the first
three years of life, when the brain is
establishing the foundation for all
developmental, social, and cognitive
domains.?8273% “The course of
development can be altered in early
childhood by effective interventions
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that change the balance between
risk and protection, thereby shifting
the odds in favor of more adaptive
outcomes.”? If developmental delays
are not addressed early, children
more frequently perform poorly

in school. They may have difficulty
understanding and expressing
language, show how they are feeling
with difficult behaviors rather than
words, misunderstand social cues, and
display poor judgment.

Early intervention provides an array
of services including hearing and
vision screening, occupational,
speech, physical therapy, and special
instruction for the child, as well as
family support services to enable
parents to enhance their child’s
development. Such services can
help children benefit from a more
successful and satisfying educational
experience because they learn more
skills and have a greater capacity

to understand, learn, and express
themselves using language, which can
also improve peer relationships.3?

“The course of development

can be altered in early childhood
by effective interventions that
change the balance between risk
and protection, thereby shifting
the odds in favor of more adaptive
outcomes.”

From Neurons to Neighborhoods:
The Science of Early Childhood
Development

06

Children in out-of-home placements
can be referred for early intervention
and special education services

by parents, health care workers,
social service workers, or schools.
Early intervention services are an
entitlement for all foster children
from birth to three years and their
families as part of Part C, IDEA.
Both biological and foster families
can receive Early Intervention Family
Support Services to enhance a child’s
development.

MENTAL HEALTH

Has the child received a mental
health screening, assessment, or
evaluation?

Infants and young children enter out-
of-home placements with adverse life
experiences: physical, emotional, and
sexual abuse, neglect, exposure to
family violence, parental substance
abuse, serious mental illness,
homelessness, or chronic poverty.333*
Once children are placed, in addition
to their early traumatic experiences,
they must cope with the separation
and loss of their family members

and the uncertainty of out-of-home
care. The cumulative effects of these
traumatic experiences can lead to
emotional issues that require an
initial screening, and sometimes, an
assessment or evaluation by a mental
health professional trained in working
with infants and young children.**
Compared with children from the
same socioeconomic background,
children in the child welfare system
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have much higher rates of serious
emotional and behavioral problems.3*
It is important to provide evaluations
for these children and evidence-based
intervention and treatment services,
when needed, in order to address
early difficulties and prevent even
more serious problems later.

-

Young children exhibiting

extreme behavioral and emotional
dysregulation that is beyond normal
limits for their developmental level
may signal the need for a mental
health assessment, neuropsychological
evaluation, and/or an educational
evaluation to determine services that
will be most helpful. Many of the
symptoms associated with juvenile
emotional and behavioral health
problems can be identified early and
helped if addressed right away. In
addition, more serious problems can
often be prevented. The American
Academy of Child and Adolescent
Psychiatry recommends assessments
for infants who exhibit extreme
fussiness, feeding and sleeping

problems, and failure to thrive. For
toddlers, the Academy recommends
assessments for children exhibiting
aggressive, defiant, impulsive, and
hyperactive behaviors, withdrawal,
extreme sadness, and sleep and
eating disorders.?"3

Is the child receiving necessary
infant or early childhood mental
health services?

The incidence of emotional,
behavioral, and developmental
problems among children in out-
of-home care is three to six times
greater than children in the general
population.’?4° Children with
emotional and behavioral problems
have a reduced likelihood of
reunification or adoption.*' Children
with externalizing problems e.g.,
aggression and acting out, have the
lowest probability of exiting out-
of-home care.*? During infancy and
early childhood, the foundations are
laid for the development of trusting
relationships, self-esteem, conscience,
empathy, problem solving, focused
learning, and impulse control.*®

To promote and facilitate permanency,
children identified with mental health
problems should receive care from a
mental health professional trained in
infant mental health who can develop
a treatment plan for the child and
their caregivers based on evidence-
based and promising practices to
strengthen the child’s emotional and
behavioral well-being. Services may
include clinical intervention, home
visiting, early care and education, early
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intervention services, and parental
guidance that includes learning the
importance of routines, good nutrition,
exercise, and consistent caregiver
emotional availability and support for
young children.

Is the child receiving any
psychotropic medications? Has
a behavioral intervention been
implemented? What additional
interventions are being used?

The use of medication to treat
behavioral and emotional difficulties
in children has become increasingly
common as the first line of response,
rather than considering behavioral
and/or parenting interventions.
Further, an increasing number of
younger children, including those
less than 6 years old, are now being
prescribed psychiatric or psychotropic
medication.** Rates of medication
use are higher for children in out-of-
home care and for abused children.*
While the benefits of medication
may outweigh the risks in certain
circumstances, especially when
utilized under close supervision and
combined with other therapies,
research data regarding the use

of psychotropic medications in
younger children is sparse. A major
concern is the potential harm of
medications for the developing brain
in younger children.*® At the time

of this publication, no psychotropic
medications are approved for children
under age 3.

Using medication as the first line
of response to calm or “chemically

restrain” these children might lead
to a decreased likelihood that other,
even more effective behavioral
interventions will be utilized.
Unfortunately, many child-serving
systems, including both social service
and medical systems, are often not
well coordinated and have not put
mechanisms in place to provide the
full range of family supports and
other services needed most by these
vulnerable young children.

A further concern includes the risks
regarding exposure to psychiatric
medications from the mother

during pregnancy or lactation,

and additionally subsequent
discontinuation syndromes in
neonates and infants. As controlled
experiments are not ethical or feasible
in these populations, the risks remain
uncertain, but concerning.

FETAL ALCOHOL
SPECTRUM DISORDERS
(FASD)"

Is there any evidence to suggest
that the mother of the child drank
alcohol or used drugs during
pregnancy?

Prenatal exposure to alcohol is an
issue that affects children in all
socioeconomic classes and child
welfare-involved children are no
exception. Almost 4 million babies
are born in the U.S. each year and
it is estimated that 40,000 of them
will display deficits or impairments
associated with prenatal alcohol
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exposure at some time during
childhood or adolescence.*®

A large proportion of child welfare
cases involve alcohol and other
drugs, making it critical that system
professionals are educated about the
effects of prenatal alcohol exposure
and resources available in their
communities to support families.

A meta-analysis of children in out-of-
home care settings, such as foster
care, concluded that about 16.9% of
these children may be affected by
Fetal Alcohol Spectrum Disorders,
or "FASD."#

Prenatal alcohol exposure can lead

to a wide range of physical, mental,
behavioral, and learning deficits, which
all fall under the umbrella of FASD.
While damage to the fetus depends
on the quantity, frequency, and timing
of alcohol exposure, alcohol can cause
damage to the fetus's developing
brain at any time during pregnancy.®°
The resulting brain-related problems
can disrupt normal development,
learning, memory, problem solving,
attention span, judgment, control of
emotions, impulsivity, communication,
and daily life skills such as feeding,
bathing, and even telling time.> Due
to these deficits, as well as the many
possible physical consequences

of prenatal alcohol exposure, the
American Academy of Pediatrics has
classified infants and children with
FASD as “special needs children.”>?
See the two accompanying tables

for lists of cognitive and behavioral
symptoms in infants and young
children.>® For a more complete list

of characteristic symptoms, see the
American Academy of Pediatrics FASD
Toolkit.>*

FASD SYMPTOMS IN CHILDREN
UNDER 1 YEAR OF AGE

e Developmental delays in motor,
language, and social skills

e Difficulty sleeping and being
calmed

e Chaotic disorganized play

e Difficulty adapting to changes
in routine and environmental
events

FASD SYMPTOMS IN CHILDREN
1-4 YEARS OF AGE

* Global developmental delays
e Sleep problems
e Reduced verbal fluency

e Difficulty with multiple step
plans

e |ack of coordinated motor skills

¢ Disorganized and inflexible
behavior

e Qverreaction to environmental
stressors
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Has the child been assessed for
FASD? If FASD is indicated, what
services are being offered to the
child and caregivers?

Unfortunately, FASD often remains
undiagnosed due to lack of awareness
among health and mental health
professionals and the significant
overlap between symptoms of FASD
and other neurodevelopmental
disorders, such as ADHD.> Foster
and adopted children are especially
vulnerable to a missed diagnosis, with
one study finding a missed diagnosis
rate of 80.1%.%¢

If a judge or lawyer has any reason to
believe a child may have FASD or that
the mother may have used drugs or
alcohol during pregnancy, they should
notify those responsible for the child’s
welfare and request an evaluation

of the child by an expert trained to
diagnose FASD. A good place to
start for screening young children

is a Part C assessment under the
Individuals with Disabilities Education
Act (IDEA). For children under three
years old, Part C offers services

such as health management, speech
therapy, occupational therapy, and
special education services. Children
over three years old may be referred
to programs under Part B of IDEA. It
is also important to note that deficits
caused by FASD may not be apparent
in infants or children until they are
much older, making screening and
re-screening appropriate for children
who may have FASD.

The importance of diagnosing children
with FASD in the dependency system
cannot be underscored enough. Early
diagnosis and access to appropriate
services can help prevent the need

for removal, establish appropriate
placement and services, reduce

the likelihood of multiple failed
placements, and better prepare
biological parents and out-of-home

caregivers to meet the needs of
the child.>’

MORE ON FETAL ALCOHOL
SPECTRUM DISORDERS

Read the Fetal Alcohol Spectrum
Disorders: Implications for
Juvenile and Family Court Judges
technical assistance brief at:
www.ncjfcj.org/FASD-Guide.

Has the child been exposed to
domestic violence? What are the

consequences of violence exposure
for the child?

Domestic violence and child
maltreatment often co-occur in
families, with some studies indicating
overlaps ranging from 30% to 70%.%®
Children in families experiencing
domestic violence may also be
experiencing incest or child sexual
abuse,®® or may be injured during
the violence, or forced to watch
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the abuse.>” Children exposed to
domestic violence suffer emotional,
behavioral, and cognitive difficulties
as a result of the exposure.*’
|dentifying domestic violence
exposure may be a critical context for
understanding a parent’s protective
behaviors, inability to cooperate with
service plans, or reactions including
fear, anger, or despondency.

Has an assessment been initiated
or mental health services been
provided to the child exposed to
domestic violence?

The first step to understanding

a child’s exposure to domestic
violence is to ensure that social
services has properly screened the
case for domestic violence. The U.S.
Department of Health and Human
Services (HHS) recommends that
child protection agencies screen for
domestic violence on “every child
abuse and neglect report received
by the agency.”®? Assessments
should continue for the life of a case:
“Assessments are snapshots in time...
The agency should not rely on one
individual assessment, but instead
conduct a series of assessments.”3

If a child has been exposed to
domestic violence, the child’s case
plan must include services tailored
to address their individual needs,
including mental health services

if needed. Services for children
should focus on safety and well-
being, and be trauma-informed and
developmentally appropriate.®*

FOCUS ON COMMUNITY
VIOLENCE

Community violence can also have
adverse effects on infants and
toddlers. Witnessing violence in the
home or community can cause a
variety of emotional and behavioral
problems, including excessive
irritability, immature behavior, sleep
disturbances, emotional distress,
fears of being alone, and regression
in toileting and language. Having

a strong relationship with a
competent, caring adult, whether a
parent or out-of-home caregiver, is
the most important factor in helping
infants and children with exposure
to violence.

For more information, read The
Impact of Violence on Children by
Joy D. Osofksy at: www.princeton.

edu/futureofchildren/publications/
docs/09 03_2.pdf.

Can the child be kept safe and
together with the non-offending
parent? Is there a safety plan in
place to address domestic violence
concerns related to the family, co-
parenting, and visitation?

The most significant factors influencing
a child’s resilience is his or her ability
to remain connected to a protective
parent. Likewise, one of the best ways
to ensure a child’s safety is to help

the adult victim increase her safety.®
Social services should work with the
non-offending parent to create a
safety plan and provide the victim
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support to ensure that she is able to
keep herself and her children safe.®
This may include supports that do not
appear—on the surface—to be about
safety, such as housing, child care,

transportation, or access to health care.

While there are male victims of
domestic violence, the Department
of Justice estimates that 85% of
the victims of domestic violence
are women.

Bureau of Justice Statistics,
Crime Data Brief: Intimate
Partner Violence, 1993-2001.

In cases where domestic violence is
a significant concern, “the removal
of the child from the home is usually
unnecessary.””” With proper services,
social services can keep the child

in the care of the non-offending
parent and prevent the child from
experiencing the trauma of removal
and placement in out-of-home care.
Services should focus on the safety
and stability of the adult victim and
her child and may include safety
planning and assisting the victim
with safe housing, transportation,
protective orders, and child care.®®

Domestic violence and the resulting
trauma can impact the victim by
affecting mental health or substance
use and, in turn, influence the victim's
parenting. If so, social services should
help the adult victim with services

to address mental health and/or
substance abuse. In cases with serious
mental health or substance abuse

issues, the intervention may include
inpatient mental services that allow
the adult victim and child to remain
together.®? In addition, courts can
order the offending parent to stay

out of the home and into appropriate
domestic violence treatment to ensure
that the adult victim and child remain
safe together.”®

Safety is also a concern during
visitation with the offending parent
and the child’s case plan should
address and account for the child’s
safety during visitation. In addition,
courts can support the safety of
children by providing appropriate
services to the batterer to address
the violence, such as batterer
intervention programs. The court can
also hold batterers accountable for
not following through with required
interventions.”" If a child is placed in
the care of relatives or a foster family,
social services should also screen
those families for domestic violence to
ensure the child does not experience
additional violence while in care.”?
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MORE ON DOMESTIC VIOLENCE

Download NCJFCJ publications on
domestic violence at: www.ncjfcj.
org/resource-library/publications/
domestic-violence

Visit the Resource Center
on Domestic Violence: Child
Protection and Custody at:
www.rcdvcpc.org

Has a parent experienced unusual
challenges related to poverty,
childhood abuse, interpersonal
violence, substance abuse, mental
health disorders, and/or historical
trauma?

It is well known that large numbers of
young children who enter out-of-home
care have a history of exposure to
multiple and chronic traumas that can
affect their behaviors, emotions, and
cognitive functioning. Less attention
is paid, however, to the mental health
needs of their parent(s) who have also
been traumatized’® and have found
both adaptive and maladaptive ways
to cope with their stress.”*7>7¢

It should be recognized that the
success of child welfare services
depends in part on the willingness
of parents to work with providers
and create a safe home for their

children. All trauma, including the
family’s ethnic, racial, or cultural
experience of historical trauma, may
impact parenting practices with young
children.”” The effect trauma may have
on the parents’ ability to engage with
service providers and child-serving
systems is of particular significance.
Research has highlighted the low
levels of service engagement among
parents and found that untreated
maternal trauma was associated with
unstable affect and difficulty trusting
service providers. Compounding

the difficulties of engaging parents

in treatment, some of the evidence-
based interventions available to
children in the child welfare system do
not directly address issues of parental
trauma.’®

In addition to trauma, substance

and alcohol abuse is another

parental issue that often needs to

be addressed. The substance abuse
treatment community now treats drug
and alcohol addiction as a medical
condition that is often associated

with childhood trauma.” In child
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welfare cases where substance

abuse is a factor, the courts have

the opportunity to support parents

in managing their addiction through
treatment that recognizes and
addresses underlying trauma. By
addressing trauma experienced by
parents, courts can help keep families
together.

FAMILY TIME

How often are the child, parent(s),
and siblings spending time
together?

Family time is critical for child well-
being and increases the likelihood

of a quick reunification.®’ Regular

and frequent family time not only
promotes healthy attachment and
reduces the negative impact of
separation, but research shows that
for each additional visit per week,

the odds of the child achieving
permanency within a year are tripled.?’

Very young children become attached
to their parents whether the parents
are able to provide consistent loving
care or not. While the quality of that
attachment may be insecure or even
disorganized, separating a young child
from his parents is still painful.22 The
desired goal of supported family time
is to nurture the relationship between
parent and child and to address

any challenges to developing the
attachment. The child’s out-of-home
caregivers should be critical allies in
assisting the child and his parents

in maintaining or building a healthy,
loving relationship.

While judges should ensure that family
time is part of every case plan, it is
the job of the family team to create

an individualized visitation plan that
provides the level of contact and
support, ranging from unsupervised
family time to intensive mental health
interventions, that will promote the
most positive outcome for the child
and the family. Each family has their
own strengths and challenges when it
comes to spending time together, and
plans for supporting their relationship
must be formed on an individualized
basis. Plans should include all siblings
in family visits when possible and visits
should be unsupervised unless there
is objective evidence suggesting that
the child and/or siblings will be unsafe
in an unsupervised setting.

Family time should be as unrestricted
as possible, while maintaining the
child’s safety, to help preserve the
child’s attachment to the parents.

If the parents seem unaware of

what their child is capable of at a
specific developmental stage or

are unable to overcome their own
trauma history to focus on the child,
therapeutic supervision of visits
should be considered. When there has
been serious physical or emotional
abuse, parent-child contact should
proceed only under the care of an
experienced mental health clinician
who can determine whether contact
is beneficial for the child. In some
instances, parent-child contact can
further damage the child. If this is the
case, sibling time apart from parental
family time should be considered.

National Council of Juvenile and Family Court Judges
QUESTIONS EVERY JUDGE AND LAWYER SHOULD ASK ABOUT INFANTS AND TODDLERS IN THE CHILD WELFARE SYSTEM



However, if the parent is able to
become consistently nurturing, the
court should consider more relaxed
supervision, more frequent family time,
and including siblings in the visits.

Parents whose children have been
placed in out-of-home care need
frequent contact to maintain optimism
about reunification. The court can
focus attention on increasing the time
children and parents spend together
by expanding the opportunities

(e.g., doctor’s appointments, Part C
screenings, other health services) and
the locations (e.g., the foster home,
the birth parents’ home). The court can
also encourage other contact, such as
phone and video calls, emails, and text
and picture messaging. Placement with
family members, where appropriate,
can also allow daily supervised contact
that begins with breakfast and ends
after the parent has put the child to
bed for the night.

Because parents who abuse or
neglect their children may lack
positive parenting models, the
professionals working under the
court’s jurisdiction should identify
strategies to improve the parents’
ability to respond appropriately to
their children’s needs. An approach
that has been used successfully is

an organized internship program

for social work graduate students to
provide ongoing coaching for parents
during visits. Foster parents can be
another critical source of support for
positive parent-child contact.

EDUCATIONAL/
CHILD CARE SETTING

Is the child enrolled in an early
childhood program that supports
both cognitive and social/emotional
development?

Every experience in the lives of infants
and toddlers teaches them how the
world works. Their most important
teachers are the adults with whom
they live. When an out-of-home
caregiver expresses an interest in
keeping a young child at home with
them, this is often the best option. If
the caregiver works outside the home
or there is some other reason that the
child would benefit from spending
their days in child care, it is important
to identify a family child care home or
a child care center that supports the
child’s healthy development.

Early care and education programs
can support the child’s development if
they meet certain criteria®:

e Each child is matched with one
staff person who serves as the
child’s primary caregiver.

e The child’s classroom includes 1
skilled adult caregiver for every
3 or 4 infants and toddlers up
to 21 months or every 4 to 6
toddlers 21 to 36 months old.®

e Classes are no bigger than 6 to
8 children for infants, and 8 to 12
for toddlers.®

e The care-giving staff experiences
minimal turnover so that
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children can develop trusting
relationships with their teachers.

e The staff works in partnership
with the children’s parents to
provide consistent support to
the children at home and at
school.

e The staff of the program is
well prepared, participates
in ongoing professional
development, and receives
adequate compensation.

F,
,
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These criteria are met by only a

small percentage of all the programs
available, however, placing a very
young child in a low or poor quality
setting may exacerbate harm to

a child already suffering from
developmental or mental health issues
as a result of abuse or neglect. For
this reason, it is critical that programs
be vetted thoroughly and that an
individualized assessment be done to
meet the child’s needs.

When compared with children
attending regular child care, children
who participate in high quality
early childhood programs with
comprehensive education, family, and

health services, have higher rates of
high school completion, lower rates
of dropping out of school, lower rates
of juvenile arrest, and fewer violent
arrests.8 Educational programs such
as Early Head Start focus on the child
in the context of the family. Not all
child care programs include a family
focus; however, this approach is
especially important to families with
child welfare involvement.

If it is determined that a young child
will participate in a formal early
childhood program outside the home,
limiting the number of hours away
from the child’s primary caregiver,
and maintaining a regular schedule
(e.g. Monday, Wednesday and Friday
from 9:00 a.m. to 12:00 p.m.) eases
transitions. It is also important to
assign the child to one specific
primary teacher who can establish a
predictable and healthy relationship
with the child. Personalized, consistent
attention is critical to ensure that

the experience does not add to a
young child’s distrust and sense of
powerlessness.

Although considerable research

has indicated that high quality early
education has a positive impact

on school and life achievement, it

is often a better option for very
young children to remain in the
consistent care of their out-of-home
caregivers or kinship care provider
if that person can provide nurturing,
developmentally appropriate care.
Facilitated play groups, community
programs, and in-home services can
augment learning experiences. The
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caregiver should have access to and
receive training in developmental
milestones and appropriate ways to
engage young children in order to
enrich the home environment.

Does the staff have a working
knowledge of trauma-informed
practices as they relate to children
in child welfare in order to minimize
or eliminate changes in the child
care or educational setting and
support the child and the family?

Most children are placed in out-
of-home care because of abuse or
neglect occurring within the context
of parental substance abuse, extreme
poverty, mental illness, homelessness,
domestic violence, chronic stress, and
physical disease. A disproportionate
number of children placed in out-of-
home care come from families with
the fewest psychosocial and financial
resources and extended sources of
support.?” For all of these reasons, it
is very important that all of the adults
caring for the child be knowledgeable
about the impact of trauma and loss
on infants and toddlers. It is also
important that they are willing and
able to work with the child’s family
and that they are knowledgeable
about the impact the parents’

history of trauma can have on their

relationships with their young children.

Is the child placed with caregivers
knowledgeable about the social

and emotional needs of infants and
toddlers in out-of-home placements,
especially young children who

have been abused, exposed to
domestic violence, trauma, other
adverse childhood experiences, or
neglected?

Do the caregivers have access to
information and support related to
the child’s unique needs?

Are the out-of-home caregivers
able to identify problem behaviors
in the child and seek appropriate
services?

Childhood abuse increases the
odds of future delinquency by 59
percent and adult criminality by 28
percent.®® Maltreated infants and
toddlers are at risk for insecure
attachment, poor self-development,
and psychopathology.?”?° Children
in out-of-home placements often
exhibit a variety of problems which
may be beyond the skills of persons
without special knowledge or
training. Therefore, foster parents
need and should receive information
about the child’s history and needs
as well as appropriate training.”" Early
interventions are key to minimizing
the long-term and permanent
effects of traumatic events on the
developing brain and on behavioral
and emotional development.”? (It

is imperative that caregivers seek
treatment for their children and
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themselves as soon as possible.)

To what extent are the birth parents
and out-of-home caregivers sharing
parenting and updating each other
on any changes in routine?

Birth parents and out-of-home
caregivers should receive support
to work together to ensure the
child’s needs are met consistently
and without delay. If possible, out-
of-home caregivers should serve
as mentors and role models for
birth parents. Caregivers should be
encouraged to supervise parenting
time with the birth parents. Shared
parenting time is an effective way
to support the child’s opportunity
to build trust and reduce confusion
concerning relationships.

Are all efforts being made to place
the child with appropriate family
members?

Is there reason to believe the child
could be a member of or could

be eligible to be a member of a
federally recognized tribe?

Traditional out-of-home care should
be considered only when no fit and
willing blood relatives or fictive kin
are available to care for the child.
Not only do most states require
placement with a fit and willing
relative before considering foster
care, but in 2008, federal legislation
enacted the Fostering Connections
to Success and Increasing Adoptions
Act (PL 110-351), requires notification
of all known relatives within thirty
days of a removal to facilitate family

placement. Additionally, the Adoption
and Safe Families Act of 1997 (PL
105-89) requires courts to assure

that reasonable efforts are made to
maintain sibling contact.

FOCUS ON ICWA

Congress passed the Indian Child
Welfare Act of 1978 (ICWA) to
address the disproportionate rate

of removal of Indian children from
their homes and their placement
with non-Indian families. Judges and
lawyers should be aware that ICWA
establishes special procedures and
substantive safeguards to protect
the interests of Indian children and
families. To prevent Indian children
from unnecessarily being placed in
foster care, the courts should identify
at the earliest possible time whether
ICWA applies to the child and follow
the procedural and substantive
requirements set out in ICWA.

Read the NCJFCJ Resolution in
Support of the Full Implementation
of the Indian Child Welfare

Act at: http://www.ncjfcj.org/
sites/default/files/ENL _ICWA
Resolution_07132013.pdf

Download NCJFCJ publications
on ICWA at: www.ncjfcj.org/
resource-library/publications/tribal-
work-and-icwa

Further, if the child is eligible for
the protections of the Indian Child
Welfare Act (PL 95-608) originally
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enacted in 1978, there are stringent
placement preference requirements
to which courts must adhere. It is
important that the judge asks whether
ICWA applies in every child custody
proceeding as soon as possible. If
there is reason to believe the child
could be a member of or could be
eligible to be a member of a federally
recognized tribe, the court should
treat the child as an Indian child unless
and until it is determined that the
child is not an Indian child.

Family members and fictive kin with
whom the child already has a healthy
relationship offer the child a long-term
connection to the family of origin.
Family placement offers increased
stability and lower likelihood of
behavioral problems. It also keeps the
child culturally connected.”

It is important to ensure that the
child welfare agency initiates any
necessary home studies and/or
Interstate Compact for Placement of
Children (ICPC) procedures as early
as possible.” The court should also
evaluate progress toward completing
these processes at every hearing to
avoid delays in decision-making and
to expedite access to financial and
therapeutic resources.

Are all efforts being made to
keep the child in one consistent
placement and to minimize
disruptions in the child’s
relationships and placements?

An adverse prenatal environment,
parental depression or stress, drug
exposure, malnutrition, neglect,

abuse, or physical or emotional
trauma can negatively impact a child’s
subsequent development. Therefore,
it is essential that all children,
especially young children, are able

to live in a nurturing, supportive,

and stimulating environment.” It is
crucial to try to keep children in one,
consistent, supportive placement so
that they can develop positive secure
attachment relationships. Effective
concurrent planning from day one
aims to make the first placement in
out-of-home care the last placement if
reunification is not possible.”

The most important component for

a young child to develop into a a
psychologically healthy human being,
is to have a relationship with an adult
who is nurturing, protective, and
fosters trust and security. Attachment
between a young child and at least
one primary caregiver is essential

to the development of emotional
security and social conscience.”

What happens during the first months
and years of life matters tremendously
because this period of development
provides an indelible blueprint for
adult well-being. This period also

sets either a sturdy or fragile stage
for what follows because early
relationships form the basis for all
later relationships.”®%?
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REDUCING DISPROPORTIONATE
REPRESENTATION IN THE CHILD
WELFARE SYSTEM

Children of color and their families
are directly and adversely impacted
by disproportionate representation
and racial disparities in outcomes
in the child welfare system. The
extensive findings from research
show that these disparities take an
emotional toll on young children,
their families, and ultimately our
society. The National Council

of Juvenile and Family Court
Judges (NCJFCJ) and the Quality
Improvement Center for Research-
Based Infant Toddler Court

Teams (QIC-CT) are committed to
supporting judges and attorneys

in reducing and eliminating
disproportionate representation
and disparate outcomes for
children and families of color in the
child welfare system.

Judges and attorneys can take a
leadership role by understanding

and examining implicit bias,
educating themselves and their
colleagues about race as a social
and legal construct, and identifying
and replacing policies and practices
that may perpetuate racial
disparities. For more information
and strategies, see the NCJFCJ's
publications below.

Read the NCJFCJ Resolution
Regarding Disproportionate
Representation of Minority
Children at: http://www.ncjfcj.
org/sites/default/files/resolution.

disproportionaterepresentation.pdf

To learn about the NCJFCJ'’s
Courts Catalyzing Change Initiative,
including questions judges and
lawyers should ask, see Right from
the Start: The CCC Preliminary
Protective Hearing Bench

Card at: http://www.ncjfcj.org/

resource-library/publications/right-
start-courts-catalyzing-change-

preliminary-protective-hearing-0
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