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Congratulations!

The Department of Social Services welcomes you as a licensed Kinship or Child Specific family.  We thank you for helping us to provide children with a nurturing and safe family experience and the stability and guidance necessary for them to reach their individual potential.

Kinship and Child Specific families face many challenges and you will need support along the way.  This Training and Resource Guide for Kinship and  Child Specific Parents will provide you with  some basic knowledge on the stages of child development  and behavior management techniques  most helpful to you in your support of  the children placed in your home by the Department.  It also includes some basic information about how the placement process works, some of the procedures and situations you can expect, the roles of various Department staff, available resources, and how to access assistance and support.

The Department of Social Services is a large agency but most often you will be able to get the assistance you need from your child’s Social Worker. Other Department staff, including Supervisors, Area Program Managers, Area Directors, Regional Directors, and myself, are also available to you for assistance.

We believe that a strong partnership between the Kinship and Child Specific parent and the Department is essential in making a child’s placement in your home a positive experience for all involved. We are committed to this partnership.  Your Area Office staff as well as various supportive services sponsored by the Department and provided to you by the Kid’s Net program at MSPCC, are there to assist you as you provide day to day care for our children.

Many qualities are necessary to be a good Kinship or Child Specific parent: generosity of spirit; a good sense of humor; strong communication and problem solving skills; the ability to support both the physical and emotional needs of the child and their family of origin; and the willingness to ask for help when you need it.

Thank you so much for all you do on behalf of our children.








Mary N. Gambon

Assistant Commissioner 

Adoption and Foster Care Services

Introduction

Thank you for joining the Department of Social Services in its efforts to protect children, support and strengthen families, and help our young people to develop to their fullest potential.

As a Kinship or Child Specific parent you will have the opportunity to provide a nurturing life experience for a child placed in your home.  Kinship and Child Specific care is about relationships.  It is about providing the child in your home with powerful examples of healthy family experiences.  Kinship/Child Specific care is about partnership.  Each child has a team of key people in his or her life. The team members include you, as the Kinship/Child Specific parent, birth parents and social workers. Together this team will create a treatment plan that will provide the services necessary to help the child achieve a permanent living situation.

Your role as a child’s foster parent may be one of the most positive and rewarding experiences of your life.  It may also require large amounts of love, patience, and understanding as you struggle to provide the safety, stability, and nurturing that make Kinship/Child Specific parenting successful.  Our role is to give you the support you will need to make a positive intervention in a child’s life.  

This Kinship/Child Specific Training and Resource Guide was developed to provide you with some basic information about placement, health care, legal issues, emergency procedures, support and training, financial support, and suggestions for where to turn when you need help.

Agency Overview

The Massachusetts Department of Social Services was created by the Legislature in 1978 and began operating on July 1, l980.  The Department is the state agency mandated by its enabling legislation, chapter 18B of the Massachusetts General Laws, to provide social services to children and their families.  While maintaining safety as the paramount concern, the Department first uses a strength-based, community focused, collaborative approach aimed at strengthening the child’s family. If placement becomes necessary to ensure safety, the Department places the highest priority on identifying a family resource from within the child’s kinship or community circle, or placing the child with an unrestricted family if a kinship or child specific family is not available. After placement, the Department seeks to partner with the family resource in meeting the child’s needs and working to build on the strengths of his/her family. In all placement decision making, the Department holds the child’s needs for safety and permanency paramount, while also considering the child’s individual needs related to his/her physical, mental, and emotional well-being and the capacity of a specific potential placement to meet those needs. The Department’s overarching permanency planning goal is to ensure that children have safe, caring, stable, lifetime families in which to mature. 

The Department, in partnership with the citizens of the Commonwealth, its contracted agencies, and its foster parents, strives every day to strike a balance between protecting children and strengthening families at risk.

The Department is made up of twenty-nine offices throughout the state.  The Central Office is located in Boston with six Regional Offices responsible for managing the area offices within their region.  A directory of all Department offices is included in this resource guide.

Mission Statement

The mission of the Department of Social Services is to protect children who have been abused and neglected in a family setting.  The Department will seek to ensure that each child has a safe, nurturing, permanent home.  Additionally, the Department will provide a range of preventive services to support and strengthen families with children at risk of abuse and neglect.

Section I

Kinship/Child Specific Team

Who Is On the Team

Who is on the Team

· Foster parents – Kinship & Child Specific families

· Adoptive parents – Kinship & Child Specific families

· Family resource worker

· Regional Adoption workers

· Child’s social worker 

· Birth parents

· Community providers

Kinship/Child Specific Foster Parents

· Provide safe, nurturing homes
· Listen, support, teach, and help
· Assure medical, dental and educational needs are addressed
· Serve as link to community providers and resources
· Serve as a  bridge between birth family and adoptive family
· Support and mentor birth parents
· Support connections to family, kin, and culture
Kinship/Child Specific Adoptive Parents
· Provide foster care  (and therefore all of the above) for children with the goal of adoption until they are legally free for adoption

· Provide a permanent connection…a lifetime commitment to be a family for the child

· Continue to support connections to family, kin, and culture

Family Resource Worker
· Conducts Kinship/Child Specific family assessment

· Provides support, information and advocacy for Kinship/Child Specific foster parents

· Identifies Kinship/Child Specific foster parents

· Monitors Kinship/Child Specific foster homes on an on-going basis

· Licenses Kinship/Child Specific foster families

· Collaborates with Kinship/Child Specific foster family and other team members in solving problems

Regional Adoption Workers

· Identifies Kinship/Child Specific homes

· Licenses Kinship/Child Specific adoptive families

· Supports Kinship/Child Specific adoptive families

DSS Case Manager/Child’s Social Worker
· Provides information about children’s needs

· Provides clear expectations regarding roles and responsibilities

· Provides access to necessary services and resources

· Engages in problem solving and partnering with other team members

· Serves as a liaison between service providers and families

· Makes plans for visitation between children and birth families in conjunction with the Kinship/Child Specific foster family

· Continually assesses risk and safety of children

· Engages in service planning

· Monitors child’s progress in the Kinship/Child Specific foster home

Birth Parents and Kin
· Work toward changes to help them meet their children’s needs for safety, well-being, attachment, and permanence

· Participate in mutual service planning

· Participates in visitation with children 

· Shares information on children’s needs

· Maintains involvement in children’s lives 

Community Providers  (e.g., teachers, therapists, physicians, dentists, etc.)

· Actively participate as members of the team

· Address needs of children and birth families as described in the service plan or agreement

· Link services to service plan goals

· Share information regarding progress or concerns

· Support child’s placement

Channels of Support

Problem solving is most effective when done through appropriate channels. The chart below is a guideline for getting what you need. In an emergency, you would necessarily have to reach anyone you could, but under ordinary circumstances the following is suggested.



Section II

Placement Process

Placement

The Department strives to strengthen and support family relationships.  If the safety of the child cannot be guaranteed in the family, the Department removes the child from his/her home.  The Department may look for a placement in community based substitute care.  Preference for placement is with a kinship family.  If a kinship family is not available or is determined to be inappropriate, arrangements are made for placement with a child specific or unrestricted foster family.  The Department makes every effort to place siblings together. 

Guidelines for Placement Decision Making

Helpful Reminders

Ask as many questions as you need to.

Discuss the child’s potential placement with your family members before

making a decision.

Is your family under any unusual stress due to change in any major area, e.g.

 moving, death in the family, marital problems, financial or work difficulties?

Would the addition of a child to your home threaten the continued stability of your family at this time?

At the time of the initial phone call it is difficult to think of all the questions you should ask about a child.  A group of experienced foster parents developed the following checklist that you may wish to use as a tool to help you obtain the information that you will need to make a good and informed decision.

Placement Checklist

· Name of the child

· Age and date of birth

· Name, phone number, and area office of child’s Social Worker

· Name and phone number of the Social Worker’s supervisor.

· How many prior placements has this child had?

· Name and phone number of previous foster parent.

· Why is the child being placed?

· What has the child been told about why he/she is being moved?

· Does the child have any special needs?

· Do the child’s special needs indicate a need for Parents And Children Together (P.A.C.T.) services?

· Who will initiate P.A.C.T. services?

· Name of P.A.C.T. coordinator.

· Do parents have a history of violence?

· What city or town do the birth parents live in?

· Do birth parents have any medical condition that directly impacts the child?

· Does the child have a history of fire setting>

· Does the child have a history of reactive sexual or assaultive behavior?

· How does the child treat/react to animals?

· Does the child have problems related to toileting, encopresis or enuresis?

· Does the child have a history of stealing?

· What important behaviors or fears does the child demonstrate?

· Has the child been the subject of a CHINS petition or involved in delinquent behavior?

· Will there be visits with birth family members?

· Who will provide transportation for visits/appointments?

· Will transportation need to be shared between foster parent and Social Worker?

· Does the child have siblings who are not being placed with him/her?

· If so, where are siblings? Home, other foster home, residential placement, hospital.

· What is the plan for sibling visits?

· How often will visits occur and how long will they last?

· What collateral’s will be involved with the child?

· What is the name and phone number of the child’s attorney?

· Does the child have sufficient clothing that is the correct size and seasonally appropriate?  If not, will there be an emergency clothing allowance requested immediately?

· If school age, what school has the child been attending?

· Will there be a change in schools, and who will register the child?

· Does the child have an IEP (individualized education plan)?

· Are any other educational or social services provided at school?

· Is the child involved in extra curricular activities?

· Does the child have a religious affiliation?

· Is the child on any medication?

· Does the child have any known allergies?

· Is there any known medical condition requiring immediate attention?

· What is the name, address, and phone number of the child’s pediatrician?

· If child is an infant, did he/she have a positive toxic screen?

· Name of hospital staff member available to answer nursery care questions?

· Name and phone number of the Department nurse.

· Is the child up to date on all necessary vaccinations?

· Is the child at risk for HIV?  If so, has referral been made to the Regional AIDS Board?

· Does the child have issues with alcohol/drugs?

· Does the child smoke cigarettes?

· When will the medical passport and Masshealth number be given to the foster parent?

· What is the child’s legal status?

· What is the permanent plan for the child?

· What is the date of the six  week placement meeting?

· What is the name and phone number of the family resource liaison?

Information You Will Receive at Placement

The following documents should be provided to you at the time of placement:

· Child Placement Agreement – This is a three part document.
Part 1 – provides detailed information about the child.  It includes the child’s legal status, reasons for placement, prior placement history, educational needs, special medical and psychological needs, visitation schedule, transportation requirements, and a check list detailing the child’s behavior and special needs.

Part 2 – provides information about expectations and responsibilities of the kinship/child specific parent, the child’s Social Worker, and the Department.  This should be completed at the time of placement or within three (3) working days after the placement in an emergency situation.  It also includes the foster care reimbursement rate for the child and the need for any Supplemental Reimbursement services.  As the child’s kinship/child specific parent, you will be asked to sign this part along with the Family Resource Worker and the child’s Social Worker.

Part 3 – is completed every 6 months by the Family Resource Worker in collaboration with you.  It provides the opportunity to insure that the Medical Passport is up to date and that you have a current copy of the Service Plan.

Helpful Reminders

Before you sign the Child Placement Agreement indicating that all of the above material has been received, take as much time as you need to go over all the information given to you and ask the child’s Social Worker as many questions as you want.

Keep this information in a notebook with this guide so that you can locate specific information easily and add any new information that becomes available.

If you do not receive this information, call your Family Resource Worker and/or the child’s Social Worker.

The Commonwealth of Massachusetts

Executive Office of Health and Human Services

Department of Social Services

Child Placement Agreement

The Child Placement Agreement is a three-part document that is used to provide specific information about a child placed with a foster or adoptive parent.

Part 1  is used to provide information to the Family Resource with whom the child is placed and/or to assist a family resource social worker in identifying a Family Resource for a specific child.

Part 2 is used as the agreement between the Family Resource and DSS to document roles and responsibilities around the placement of a specific child with the Family Resource.

Part 3 is used to document that the Child Placement Agreement has been reviewed and updated no less than once every six (6) months.

PART 1.  CHILD INFORMATION/FAMILY RESOURCE REQUEST (pages 1-3)

(To be completed by child’s social worker when a Family Resource needs to be identified and/or to provide information to the Family Resource with whom the child is placed.)

Child’s Full Name: 
Date Completed :  
Anticipated Date Placement Needed  : 
Expected Length of Placement :Days


DOB : 
   Religion: 
Ethnicity : 
   Language : 

Parents: Mother:  
Address : 


               Father: 
Address :    

Other Significant Caretaker:


Address:

Child’s Address Prior to Placement : 


Child’s Legal Status :

           Legal Status :    

  Free For Adoption : 

Reason for Child’s Placement 
 FORMCHECKBOX 
 51B Removal
 FORMCHECKBOX 
 Physical Abuse
 FORMCHECKBOX 
 Placement Disruption
 FORMCHECKBOX 
 CHINS
 FORMCHECKBOX 
 Sexual Abuse
 FORMCHECKBOX 
 Temporary Family Emergency
 FORMCHECKBOX 
 Court Ordered
 FORMCHECKBOX 
 Voluntary Placement Agreement
 FORMCHECKBOX 
 Neglect
 FORMCHECKBOX 
 Other (e.g., need for less restrictive setting, adoption surrender, etc.) (Please describe briefly):
Child’s Service Plan Goal:  
Prior Placements:          If yes,please note number and type: 

Reason(s) for Leaving:

Child’s Individual Needs/Expectations Of Family Resource (Complete all sections.If information is unknown, Indicate by writing a “U” in front of each item):

A.  Currently enrolled in day care or in school?  

     Name            :                                                                         

     Address        : 

     Grade Level :                 Individual Educational Plan(I.E.P.)?      FORMCHECKBOX 
   No     FORMCHECKBOX 
  Yes

B.  Preferences regarding placement related to child’s individual / special needs (e.g.,desired location, type of    

      Home or special conditions).

      Please describe briefly :




C.  Special Medical Needs(e,g.,allergies,HIV,other acute or chronic conditions, etc.):  

      If yes,please describe briefly:  

D.  Is the Child receiving therapy/counseling,or is it anticipated?      FORMCHECKBOX 
  No     FORMCHECKBOX 
  Yes

      Frequency:

      If currently receiving : Therapist’s Name :                    

                                          Adderss  :

E. Anticipated Visitation Schedule:

       With child’s social worker :

      With family members(Please specify the name(s),relationship to child,frequency,location,whether visits will be   supervised, and by whom) :

F.   Does this child have any special transportation needs,if so,please describe briefly :




G.  Please describe the child’s strengths,hobbies,interests and positive attributes :



Behavior/Development/Special Needs 

Please check all information that applies.  If information does not apply, leave blank; if information is unknown, indicate by writing a “U” in front of each item:

     ___  Acting Out Aggressive
___  School Adjustment Disorder

     ___  Enuresis
____ Psychosis

     ___  History Abuse/Neglect
___  Communicable Diseases

     ___  Legal Risk
___  Chronic Medical Condition

     ___  Cerebral Palsy
___  Autism

     ___  Depression
___  Apnea

     ___  Non-ambulatory
___  Alcohol Abuse


     ___  Other
___  Motion Impairment

     ___  Parenting Teen
___  Mental Retardation

     ___  Physical Disability
___  Learning Disorder

     ___  Pregnant Teen
___  Hyperactivity

     ___  Running Away
___  HIV Risk

     ___  Seizure Disorder
___  History Sexual Abuse

     ___  Sexually Active
___  Hearing Impairment

     ___  Severe Behaviour Disorder
___  General Emotional Disorder 

     ___  Vision Impairment
___  Fire Setting

     ___  Tantrums
___  Encopresis

     ___  Suicidal Ideation
___  Eating Disorders

     ___  Stealing
___  Drug Abuse

     ___  Speech/Language Disorder
___  Poor Social Skills     

     ___  Smoking

Please describe any other individual needs to this child, or any other information, that would be helpful for the Family Resource and that is not included elsewhere on this form:

SIGNATURES




 


Social Worker
Date 

 
  


Supervisor
Date      





Area Director /Designee
Date 

CHILD PLACEMENT AGREEMENT

Part 2. Agreement(pages 4 & 5)

To be completed by the family resource worker in collaboration with the child’s social worker and the Family Resource at the time of placement,or, in an emergency, within three(3) working days after the placement.It provides information about expectations and responsibilities of the Family Resource,the child’s social worker,and DSS so that the Family Resource may provide optimal care for the child.This part of the Agreement is reviewed and updated as necessary but no less than once every six(6) months.








Child’s Name 
Date of Placement 


  Type of Family Resource:    FORMCHECKBOX 
    Kinship               FORMCHECKBOX 
   Other Child specific      FORMCHECKBOX 
   Unrestricted

  Service Being Provided to Above-Named Child:    FORMCHECKBOX 
   Foster Care                  FORMCHECKBOX 
   Adoption



  


Family Resource Name(s): 
Provider #






   Family Resource Address

 


Other DSS Office/Contracted Agency:     
Telephone #

If there is another social worker involved,other than the child’s social worker,identify who and what   her/ his    responsibilities are:



RESPONSIBILTIES

The above-identified Family Resource is hereby authorized to, and will, obtain routine and emergency medical  and dental services for this child and will submit applicable documentation to the child’s social worker.

The Family Resource is encouraged to participate in the child’s Foster Care Review.The next Review will be scheduled for  (Month /Year) 

If this child is in need of Special Education Services,she/he may need an Educational Surrogate Parent.

The Family Resource is     FORMCHECKBOX 
    willing     FORMCHECKBOX 
   not willing  to allow DSS to identify the Family Resource to the Department of Education to be considered as an Educational Surrogate Parent for this child. 

A copy of the child’s Service Plan and the Medical Passport are given to the Family Resource along with this agreement.

They include information on the child’s medical and dental health,child’s emotional health and educational needs,child’s placement history, and the visitation plan with his/her biological family. The Service Plan also includes the social worker’s plan for visiting with the child and with the Family Resource, tasks the Family Resource has agreed to complete, and arrangement for contact between the child’s social worker and the contracted agency or other DSS Area Office with whom the Family Resource(s) is involved, if applicable.

REIMBURSEMENT

$                                                  $                                                          $

  Daily Rate                                  Quarterly Clothing                               Emergency Clothing

When the Service Plan indicates the child’s needs require specialized services or a Receiptable Reimbursement Expense by the Family Resource, the child’s social worker, the family resource social worker and the Family Resource will meet to complete a Supplemental Reimbursement Request/Agreement.

 FORMCHECKBOX 
A Supplemental Reimbursement Request has been initiated.

 FORMCHECKBOX 
A meeting will be scheduled to discuss Supplemental Reimbursement.

 FORMCHECKBOX 
The need for Supplemental Reimbursement Services is not anticipated at this time.

Daily payment are routinely issued on a monthly basis.  As applicable, Supplemental Reimbursement is included on an ongoing basis or in a lump sum with the Monthly check.

The Family Resource is responsible for reimbursing the Department for any and all overpayments for foster care, clothing grants, birthday and holiday allowances, and Supplemental Reimbursement payments.

SIGNATURES   

I have reviewed this Agreement and hereby acknowledge my participation





Family Resource
Date
Family Resource
  Date


  
 
Family Resource Social Worker
Date
Family Resource Supervisor 
  Date


 
 
Child’s Social Worker
Date
Child’s Supervisor 
  Date



Child Social Worker Office Address  
      
Other DSS Area/Agency Address Date 


 
Child’s Social Worker Telephone# 
Date
After Hours Phone #            
CHILD PLACEMENT AGREEMENT


Part 3. Agreement Update (Page 6)   



Child’s Full Name    
Family Resource Name(s)         



 Days   






Date of Placement
Expected Length of Placement:


Service Plan Goal :  

To be completed by the family resource worker,in collaboration with the child’s social worker and the Family Resource.It is used to document that the Child Placement Agreement has been reviewed and updated no less than once every six(6) months.

While the service plan and the Medical Passport are updated on an ongoing basis as needed,this review provides an opportunity to ensure that the Medical Passport is up-to-date and that the Family Resource has a copy of the current Service Plan.  Any changes in services being provided to the child and her/his family, especially the schedule for visitation between the child and her/his family, the social worker and the child,and/or the social worker and the Family Resource should be highlighted. This also provides the opportunity for review of any Supplemental Reimbursement services. If there are any additions or revisions, a new Supplemental Reimbursement Request/Agreement is completed.

· The Service Plan and medical Passport have been reviewed with the Family Resource and any changes/modifiactions have been discussed.

· Supplemental Reimbursement services will continue without changes.

· Supplemental Reimbursement services are being initiated or are being modified. A new Supplemental Reimbursement Request/Agreement has been initiated.

Signatures        I have reviewed this agreement and hereby acknowledge my participation

 


Family Resource  
Date 
Family Resource  
Date



Family Resource Worker     
Date
Family Resource Supervisor 
Date



Child’s Social Worker 
Date
Child’s Supervisor  
Date



Other DSS Area/Agency Address

 Copies : Family  Resource, Child’s Case Record, Family Resource Record

· Medical Passport – This document provides all known medical background information for the child.  It contains detailed information about allergies, medications and equipment, hospitalization history, immunizations, and any current medical information. When the child leaves your care, the passport goes with her/him.  Take the passport with you, along with blank Medical Encounter forms provided by your child’s social worker, to every medical, hospital, and dental appointment.  Remind the care provider to fill out a Medical Encounter form at each visit and give the completed Encounter form to the child’s social worker.  It is not necessary to use Medical Encounter forms for therapy sessions.  Your responsibilities for keeping the passport current are listed on the Passport, as are universal precaution guidelines.
Every child entering Department care/custody must have a medical screening within 7 calendar days and a complete medical exam within 30 calendar days.  Every child age 3 years or older must have a dental visit within the first 6 months of placement.

· Masshealth Card - You will need this card to obtain medical services for your foster child.  It provides his/her MassHealth Number that your provider will need to bill for services provided to the child.
· Service Plan – You will receive a copy of the child’s Service Plan.  This will include a brief summary of the family contacts with the Department,, the goal for the child and tasks for all members of the child’s family, social workers, and you, the kinship/child specific parent.  The child’s visitation schedule is also given.  

Payment

The following chart lists the care and maintenance allowances for foster children and is based on their age.  It also includes their quarterly clothing allowance.  All children receive a $50.00 birthday bonus and a $100.00 holiday bonus. The amount of payment you will receive for a child is written on the Child Specific Placement Agreement before you are asked to sign it.

Age            
      Payment                  Clothing Allowance
0 – 5
     $14.92 / day
$107.00 Quarterly        (August, November, February, May)

6 – 12
     $15.47 / day
$181.00 Quarterly

13+

     $17.16 / day
$282.00 Quarterly

If your foster care reimbursement is late or incorrect, contact your Family Resource Worker or the child’s Social Worker to be sure that payment has been authorized.  If it has, and you have not received your check, call the Payment Assistance Line (PAL) at 1-800-632-8218 or 617-748-2442.  This line will provide you with information about when the next check will be sent out and give you the pay period that it covers. A Department staff person assigned to the line will help you with any payment problems you are having.  Remember that each check you receive actually pays you for the two-week period that has already ended.  Clothing checks are issued in advance for the following three-month period.  The Department encourages the use of Direct Deposit to your account.

Visitation

During the time a child is in placement, the Social Worker’s efforts are directed toward achieving permanency for the child, preferably by reunifying the child with his/her family.  Contacts between the family and the child’s Social Worker and the child’s visitation with her/his family are vital to the process of identifying and implementing a permanent plan for the child.

The following policy establishes a minimum standard for frequency of contacts and visitation.  The actual schedule of contacts and visitation will vary from case to case and, in many cases, may be more frequent than the required minimum standard.  For example, the child’s Social Worker and Supervisor may consider more frequent child-family visitation taking into account the age of the child and the projected date for the child's return home (or other permanent placement).

It is the policy of the Department that the Social Worker arranges and documents in the family’s Service Plan, a schedule of child-family visitation for all children in placement in accordance with the child(ren)’s parents.

The schedule of child-family visitation should, in most cases, provide the opportunity for contact between the child and the parents to occur as frequently as once a week or once every other week.  In no case should child-family contact be less frequent than once a month except in some situations where parental rights have been terminated.  The visitation schedule also should include contact with the child’s sibling(s), if possible and appropriate.  If the parents are separated or divorced, both parents should be offered the opportunity for at least monthly contact with the child unless a court has entered orders to the contrary.

It is the responsibility of the kinship/child specific parents to assist with visitation and to be supportive of the child’s contacts with his/her parents.  This role is sometimes difficult for the kinship/child specific parent, especially when the child may seem upset after visits or act out when returning to the foster home.  This does not mean that visitation should not occur.  The connection between the parent and child needs to be maintained to assist the child in adjusting to the trauma of placement and separation.

Supplemental Reimbursement Policy

It is the goal of the Department to provide planned quality care and services to children in foster and pre adoptive placement.  Given the variety of special service needs of children in placement the Department has a system of compensation for the exceptional expenses that foster/pre-adoptive families may incur and the specialized services they may  provide in addition to the delivery of basic care and supervision.  Supplemental Reimbursement is available to all types of foster/pre-adoptive families – kinship, child specific and unrestricted and includes two distinct programs and methods of reimbursement.

· Receiptable Reimbursement Program - The Receiptable Reimbursement Program is a receipt-based system which compensates foster/pre-adoptive families for exceptional and essential out of pocket costs they incur in the process of meeting a child’s identified needs as related to her/his Service Plan goal.  The foster/pre-adoptive family is reimbursed in accordance with the guidelines and restrictions which apply to the program. All requests for Receiptable Reimbursement must be approved by the Area Director and documented on the required forms. The ability to access Receiptable Reimbursement is contingent on the funds being available within the Area Office spending limits.
· P.A.C.T (Parents and Children Together) - The P.A.C.T. program compensates foster/pre-adoptive families who provide planned, specialized services designed to address identified needs related to achievement of the child’s Service Plan goal, at the standard hourly rate of $7.50 for a specified number of hours per week. The number of service hours is determined by the child’s P.A.C.T. team, which may include the child’s Social Worker/Supervisor, Family Resource Worker/Supervisor, the foster/pre-adoptive family, and the P.A.C.T. coordinator. All P.A.C.T. requests must be approved by the Area Director.  When the number of hours exceeds certain maximum levels specified for the child and /or the home, the Regional Director must also approve the request. 
The Supplemental Reimbursement Request/Agreement, developed by the P.A.C.T. team, identifies  the child’s service needs as defined in the service plan problem statement.  It describes how the specialized services to be provided by the foster/pre-adoptive family, in accordance with established Department guidelines and standards for P.A.C.T. services, will facilitate the achievement of the service plan goal

P.A.C.T. Standards for Reimbursement
Any P.A.C.T. request which exceeds the average hours identified below for a task must specify on the Supplemental Reimbursement Request/Agreement form and in the supportive documentation the circumstances which necessitate additional service hours.  Each request must specify the frequency with which the task must be performed and type of intervention required.

	TASK
	RANGE

	(per documentation)
	Average

(Hours per Week per Child)
	Maximum

(Hours per Week per Child)

	1. Care of child on apnea monitor
· place leads on chest

· respond to alarm
	10
	12

	2. Specialized feeding

· Nutritional counseling

· Specialized diets
	7
	14

	3. Gastrostomy tube feeding including attachment to pump and cleaning/dressing of site (14 hrs. – based on 4 feedings per day)
	14
	21

	4. Care of tracheotomy, including changing tracheotomy and dressing
	10
	12

	5. Use of nebulizer, including chest P.T., suctioning as needed, and care and maintenance of equipment
	7
	14

	6. Oxygen – including use of oximeter, flow adjustment, monitoring, and care and maintenance of equipment
	7
	14

	7. Suctioning
	2
	4

	8. Care of catheter, including monitoring and maintenance
	2
	4

	9. Measurement of body fluids (intake/output)
	2
	4

	10. Administration of medication
	1
	4

	11. Occupational therapy, including facial/oral exercises
	4
	7

	12. Physical therapy/gross motor skill development
	4
	7

	13. Care of colostomy or ileostomy
	14
	21

	14. Pulmonary therapy without nebulizer treatment
	5
	10

	15. Total physical care for non-ambulatory, multiply-handicapped child which includes bathing, feeding, dressing, toileting, repositioning, etc.
	14
	21

	16. Speech/communication exercises
	3
	7

	17. Advocacy and consultation with schools, court, medical providers, emergency service personnel, etc. for child with complex behavioral or medical needs
	5
	7

	18. Implementation of structured behavior management program as directed by therapist or school program
	4
	7

	19. Participation in child's therapy as directed by therapist 
	1
	1

	20. Supervised visitation as directed by DSS staff including documentation in all cases
	1
	14

	21. Teaching parenting skills to biological parents and pregnant/parenting teens as directed by DSS staff
	1
	4

	22. Training child/adolescent in activities of daily living (ADL)-skill development as directed by DSS staff
	5
	10

	23. Utilizing PAYA modules
	2
	7

	24. Monitoring of child with acute psychiatric illness, suicidal ideation, or behavioral pathology (including those with an ASAP)
	14
	21

	25. Preparing pregnant teen for childbirth
	1
	4

	26. Providing intensive supervision to stabilize child in placement due to child’s documented behavioral and/or medical needs
	2
	7

	27. Monitoring of, and/or food preparation for, child/adolescent with diagnosed eating disorder
	2
	7


Standards for DSS Foster/Adoptive Families

The need is great for families to become foster care and adoption placements for children who enter DSS care or custody.  DSS welcomes your expression of interest in becoming a foster or adoptive family for such children.  We hope you appreciate our need to ensure that DSS children receive the care they deserve from qualified families who are fully prepared for the role they are assuming.

The children in the care and custody of the Department need close and careful supervision.  DSS, therefore, limits the number of children residing and being cared for in any foster or adoptive home, inclusive of child care and babysitting, to no more than 8 children in total, of whom no more than 6 are foster children.  As of January 1, 1999, these limits are reduced to 6 and 4.  In addition, no more than 2 children age 24 months or younger and no more than 1 infant age 1 month or younger, except for siblings, can be cared for by the foster/adoptive parent.

Standards for Eligibility to Apply

DSS utilizes these standards and those below for foster/adoptive family homes to determine at the outset whether families meet certain basic requirements:

· Any individual providing foster/adoptive care must have reached her/his 18th birthday. The parent of a child to be placed in foster/adoptive care is not eligible to be a foster/adoptive parent for that child. All approved foster/adoptive parents are eligible to receive reimbursement for children placed in their home. This reimbursement is equal to the standard foster care rate for a child of that age.

· All household members, age 14 years and older, must have a record which is free of criminal conduct which, in the judgement of the Department, bears upon the foster/adoptive family’s ability to assume and carry out the responsibilities of a foster/adoptive parent.

· No member of the household is currently, or during the 12 months prior to completion of the “Family Resource Registration of Interest”, has been involved in an open case with DSS, except, with the approval of a clinical review team:

· To receive services following an adoption legalization, except those due to a supported 51A;

· To receive services on behalf of a child for whom a household member is a guardian; or

· When the household member is the parent of child to  be placed with a kinship family and she/he is also a child under age 18 years who has an open case due to a CHINS petition, a voluntary request for services or a care and protection petition in which she/he is a victim, not a perpetrator.

· No member of the household has been identified as the person alleged to be responsible for abuse or neglect of a child in a supported 51B investigation and the report which identified her/him is referred to the District Attorney.

· No member of the household has a history of involvement with the Department which would bear adversely on the prospective foster/adoptive parent’s ability to assume and carry out foster/adoption responsibilities.

· The family has a stable source of income for support of current household members.

· The family has a stable housing history and current housing which meets the Department’s physical requirements and currently has sufficient space to accommodate at least one additional household member within the Department’s limits for maximum number of children in the home.

· At least 1 prospective applicant in the household has a basic ability to read and write in English or in the family’s primary language.

· The prospective applicant(s) has sufficient time and availability to be a foster/adoptive parent(s). A foster/adoptive parent may place a foster/adoptive child in work-related child care for no more than 50 hours per week for a pre-school age child or 25 hours per week for a child in grade 1 or up.

· The prospective applicant(s) is a US citizen or a qualified, documented alien.

Standards for Foster/Adoptive Family Homes

· Home must be clean, safe, free of obvious fire hazards, and of sufficient size to accommodate comfortably all members of the household and the approved number of foster/adoptive children.

· Home must have safe and adequate lighting, ventilation, hot and cold water supply, plumbing, electricity and heat.

· Home must be furnished with a refrigerator and cooking stove in safe working condition.

· No foster/adoptive child over age one year shall share a bedroom with an adult.

· No foster/adoptive child over age 4 years, except for siblings up to age 8 years, shall share a bedroom with a child of the opposite sex.

· Home must have sufficient furniture to allow each child to sleep in a separate bed and to have adequate storage space for her/his belongings.

· Home must have bedrooms which provide at least 50 square feet per child; the Department may waive this requirement for kinship homes if the bedrooms provide at least 35 square feet per child, in accordance with agency variance granted by OCCS.

· No bedroom to be used by foster/adoptive children shall be located above the second floor unless any such floor has 2 safe means of egress.

· No bedroom to be used by foster/adoptive children shall be located below the first floor unless it contains a ground level, standard door exit and at least one operable window.

· The home shall be equipped with smoke detectors in working order on every floor, including the basement.

· If well water is used, it shall be tested and determined safe, and a report of the test results furnished to the Department.

· The home must not have any household member, alternative caretaker or frequent visitor who would, in the judgment of the Department, pose a threat of abuse or neglect to children placed in the home, or would impede or prevent the provision of adequate foster/adoptive care in the home. 

· The family has a working telephone in the home for both incoming and outgoing calls.

· Any firearms located in the home shall be registered and licensed in accordance with state law. All firearms shall be trigger-locked or fully inoperable and stored without ammunition in a locked area. Ammunition shall be stored in a separate locked location.

· Any home that is used for family child care must be in compliance with the requirements of OCCS, as set forth in 102 CMR 8.07 – 8.09.

Standards for Approval/Licensing

After being determined eligible to apply, families complete an application and begin a family resource assessment, during which DSS evaluates whether the family and home meet the following standards:

· Foster/adoptive parent(s), through the successful completion of the Department’s assessment and of the DSS-approved foster/adoptive family pre-service training program specified for each type of approval/licensing, must demonstrate skill in parenting and providing substitute care including the following:

1. The physical and emotional stability and well-being to assure that a child placed in her/his care will experience a safe, supportive and stable family environment which is free from abuse and neglect.

2. The ability to assure that a child placed in her/his care will be provided with adequate food, clothing, shelter, supervision and other essential care at all times.

3. The ability to assure that a child placed in her/his care will be provided with routine and emergency medical and dental care.

4. The ability to assure that a child in her/his care will be expected to attend school regularly and will be provided with the opportunity to participate in an educational program and extracurricular activities which meet her/his needs.

5. The ability to promote the physical, mental and emotional well-being of a child in her/his care.

6. The ability to draw upon community and professional resources as needed.

7. The ability to transport children within current legal standards set by state law.

8. The ability to respect the integrity of a foster/adoptive child’s racial, ethnic, linguistic, cultural and religious background.

9. The ability to manage the stressful situations which are frequently associated with the placement of a child such as the temporary nature of the placement, the integration of a child in crisis into the family, and the potential return of the child to his/her family. 

10. The ability to assist the foster/adoptive child in handling their situation, such as removal from the home of the parent(s); placement in a new home environment, including a new school (when applicable); visits with parents and siblings; and possible return to the home of the parent(s) or placement in other substitute care.

11. The ability to deal with difficult issues in the foster/adoptive child’s background and to be able to talk with the child comfortably and constructively about her/his birthparents and family.

12. The ability to have reasonable expectations of foster/adoptive children’s behavior and potential growth.

13. The ability to respect and be bound by the same standards of confidentiality as the Department and its employees.

14. The ability to accept and support the foster/adoptive child’s relationship with her/his parents and the Department.

15. The ability to work with the Department and the foster/ adoptive child’s parents in implementing the child’s service plan in order to meet developmental goals and outcomes.

16. The ability to develop with the Department, and commit to, an annual plan for participation in DSS-approved training, education, and support for foster/adoptive family competency development (at least 10 hours per household per year; may be modified for kinship and child-specific families).

17. The ability to assume and carry out all responsibilities of a foster/adoptive parent as detailed in “An Agreement Between the Massachusetts Department of Social Services and Foster/Adoptive Families”.

· Foster/adoptive parent applicants must be free of any physical, mental or emotional illness which, in the judgment of the Department would impair her/his ability to assume and carry out the responsibilities of a foster/adoptive parent. No handicap in and of itself shall disqualify an individual from eligibility as a foster/adoptive parent.

· Foster/adoptive applicants must not provide, or seek to provide, foster/adoptive care to a child solely for the purpose of applying for or receiving fees, income or other benefits from public or private sources for anyone other than the foster/adoptive child.

Following completion of the written assessment, all foster/adoptive parent(s) will enter into An Agreement Between the Massachusetts Department of Social Services and Foster/Adoptive Parents. This agreement will indicate the type of approval the foster/adoptive family received according to the categories below:

· kinship, 

· child-specific, or 

· unrestricted.

Unrestricted foster/adoptive families are issued a license. All foster/adoptive families are re-evaluated using these standards, as well as DSS regulations and policy, on a regular basis. Licenses are renewed every 2 years.

The Commonwealth of Massachusetts

Department of Social Services

Physical Requirements for Foster/Pre-Adoptive Homes

	Foster/Adoptive Family:
	       
	Address Address: 
	     

	
	
	
	

	
	Yes
	No
	If no, indicate plan to correct below:

	1. Is home clean, safe, and free of obvious fire and other hazards?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	2. Is home of sufficient size to comfortably accommodate all household members and proposed/approved number of foster/adoptive children?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	3. Does the home have adequate lighting and ventilation, hot and cold water supply, plumbing, electricity, and heat?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	4. Is the home furnished with a refrigerator and cooking stove in safe, working condition?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	5. Does the home have sufficient furniture to allow the foster/adoptive child to sleep in a separate bed and to have adequate storage for personal belongings?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	6. Does the home have bedrooms that provide at least 50 sq. ft. per foster/pre-adoptive child and accommodate no more than four (4) children per bedroom?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	7. Would/does any foster/pre-adoptive child over one (1) year of age share a bedroom with an adult?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	8. Would/does any foster/pre-adoptive child over age four (4) years, except for siblings up to age eight (8) years share a bedroom with a child of the opposite sex?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	9. Is any bedroom to be used by a foster/pre-adoptive child located above the 2nd floor? If so, are there two (2) means of egress?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	10. Is any bedroom to be used by a foster/pre-adoptive child located below the 1st floor? If so, does it contain a ground level, standard door exit and at least one (1) operable window?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	11. Is the home equipped with smoke detectors in working order on every floor, including the basement?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	12. Does the family use well water? Has it been tested and determined safe and a report of the test furnished to the Department?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	13. Does the home have a telephone in good working order for both incoming and outgoing calls?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	14. Are all firearms located in the home registered and licensed in accordance with state law; trigger-locked or fully inoperable; and stored without ammunition in a locked area? Is ammunition stored in a separate, locked location?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


SW Signature:        







Date:       
DSS Office/Agency:      
The Commonwealth of Massachusetts

Department of Social Services

An Agreement Between the Massachusetts

Department of Social Services and Foster/Adoptive Parents
GENERAL INTRODUCTION

The Department of Social Services strives to strengthen and encourage family life for the protection and care of children. Foster/adoptive families are an important resource for achieving these goals. Foster/adoptive families provide a healthy setting for a child until he or she can either return home or, if necessary, be placed in an alternate permanent home.

This Agreement informs Department foster/adoptive families of their responsibilities. The Department sets forth herein its responsibilities to foster/adoptive families. This Agreement will remain in effect throughout a person's career as a foster/adoptive parent, unless terminated by either party. This Agreement will be reviewed and updated as part of the foster/adoptive family re-evaluation process.

For purposes of this document, the term “adoptive parent” refers to a person with whom DSS has placed a child(ren) for adoption but legalization of the adoption has not yet occurred.

THE DEPARTMENT OF SOCIAL SERVICES AGREES TO:

1.
provide the family with sufficient information about a child who is in DSS care or custody, prior to placement, so that she or he can knowledgeably determine whether or not to accept the child, and to provide the foster/adoptive family with sufficient ongoing information about the child who is in DSS care or custody to enable the foster/adoptive family to provide adequate care to that child and to meet the individual needs of that child.

2.
provide the foster/adoptive family with relevant training programs.

3.
assign a social worker who will be responsible for providing direct service to the child who is in DSS care or custody (and her/his biological family), supporting her/his placement with the foster/adoptive family, and visiting the child and the foster/adoptive family at least once a month.

4.
assign a family resource worker who will be responsible for providing critical support to the foster/adoptive family; conducting evaluations; and preparing documentation as required by policy, including documentation of any significant changes in the home, such as: addition of a new household member; death; serious illness or serious injury of a household member; separation or divorce of the foster/adoptive parents; loss of employment by a foster/adoptive parent or head of household; reduction of foster/adoptive family income; loss of foster/adoptive parent’s qualified citizenship status; or changes in the residence. (Any significant change will be immediately communicated to the child's social worker.) The family resource worker will contact the foster/adoptive family monthly during the probationary period [i.e., the first six (6) months after approval/licensing], will visit the home monthly following the placement of a child in the home, and will visit every other month after the probationary period has ended.

5. involve the foster/adoptive family in the planning and implementation of services for the child in her/his care. The Service Plan will identify the goal, outcome/type of changes needed, and tasks/services (with related completion dates) for the family, the Department, and other parties, including the foster/adoptive family. The foster/adoptive family signs and is provided with a copy of the Service Plan.

6. invite the foster/adoptive family to Foster Care Reviews and other case conferences.

7.
inform the foster/adoptive family of the range and frequency of payments she/he will receive for the care of a child who is in DSS care or custody.

8.
provide the foster/adoptive family with a Medical Passport for each child who is in DSS care or custody placed in the home and ensure that each child’s medical and dental expenses are covered.

9.
delegate to the foster/adoptive family the right to arrange for and authorize routine medical and dental care for a child who is in DSS care or custody placed with the foster/adoptive family.

10.
delegate to the foster/adoptive family the right to authorize appropriate school-related activities such as registration and field trips for a child placed with the foster/adoptive family.

11.
if the parent of a child in DSS care or custody will not be serving as the educational decision maker for her/his child, arrange for the foster/adoptive parent to serve as the child’s educational decision maker for special education or early intervention services, including, when necessary, recommending the foster/adoptive parent to the Department of Education or the Department of Public Health, respectively, for appointment as an Educational Surrogate Parent, when it would be in the best interests of the child. 

12.
recognize the foster/adoptive family's right to maintain the foster/adoptive family's child-rearing practices, as long as these do not conflict with Departmental regulation or policy, or the needs of the child.

13.
make available to the foster/adoptive family the Department's reviews or re-evaluations of the foster/adoptive family, upon request by the foster/adoptive family.

14.
supply the foster/adoptive family with information on the procedures for requesting review of Departmental decisions, filing a complaint through a grievance, requesting a Fair Hearing, the process for closing a foster/adoptive home, and the process for removing a child who is in DSS care or custody from a foster/adoptive family.

15.
provide limited amounts of reimbursement, secondary to other primary insurance (such as homeowner's), for reimbursement on account of theft of or damage to the foster/adoptive family's property that is the result of deliberate, malicious action by a child who is in DSS care or custody.

16.
notify the foster/adoptive family if the Department decides to pursue legal guardianship or adoption for a child placed with the foster/adoptive family, and afford the foster/adoptive family adequate opportunity to apply to become the legal guardian or adoptive parent for that child.

17.
notify the foster/adoptive family, in writing including the reason(s), at least ten (10) calendar days in advance of a decision to remove a child from the foster/adoptive family, except when the Area Director has determined that the child’s physical, mental, or emotional well-being would be endangered by remaining in the home; and within three (3) working days after a decision is made to close the foster/adoptive home.

18.
ensure that a plan is developed with the foster/adoptive family for the care of a child who is in DSS care or custody during any extended absences of the foster/adoptive family.

19.
make available to the foster/adoptive family a Payment Assistance Line [(PAL) 1-800-632-8218], which the foster/adoptive family can call for help in resolving long-standing payment problems, after the foster/adoptive family has tried to resolve them with the Area Office.

20. make after-hours assistance available to the foster/adoptive family through the MSPCC Kid’s Net Connection (1-800-486-3730).


THE FOSTER/ADOPTIVE FAMILY AGREES, FOR EACH CHILD PLACED IN HER/HIS HOME, TO:

1.
promote the physical, mental, and emotional well-being of the child as well as assist the child in maximizing his or her potential.

2. meet the child’s individual needs related to her/his racial, ethnic, linguistic or cultural background, encouraging an understanding and appreciation of this heritage.

3. support the reunification of the child and family, or an alternative permanent plan as indicated on the Service Plan.

4.
permit and support visits between the child and the child's parents and/or siblings as recommended by the Department, both within and outside the foster/adoptive family home.

5.
not use any physical punishment upon any child who is in DSS care or custody.

6.
participate fully in the implementation of the child's Service Plan, including goal development, and tasks for the child and foster/adoptive family, and participate in Foster Care Reviews and other case conferences.

7.
maintain confidentiality in all matters concerning the child and his/her family. (Foster/adoptive families are bound by the same standards of confidentiality as the Department and its employees.)

8.
participate in pre-service and in-service training programs as required by the Department.

9. schedule appointments for the child's routine health care and dental care and any needed follow-up and ensure that these appointments are kept.

10. advise the child's social worker of changes in the child's health status, of medical and dental care received, and of recommendations made; any recommendation regarding the use of restraints by medication or artificial means must be brought to the attention of the family resource worker in addition to the child’s social worker.

11.
hold the child's Medical Passport; request written documentation from medical providers for inclusion in the passport; and submit encounter forms to the child's social worker. Ensure that the Medical Passport is available at the Foster Care Review.

12. arrange for emergency medical treatment when necessary.

13. provide, or support the provision of, needed specialized medical or dental care as specified in the Service Plan. 

14. authorize appropriate general school-related activities such as registration and field trips and notify the Department of educational activities authorized for the child.

15. when requested by DSS, or appointed by the Department of Education or Department of Public Health, serve as the child's educational decision maker for special education or early intervention services, respectively. 

16. immediately report to the Family Resource Unit all significant changes in the home, such as: addition of a new household member (other than the placement of a child who is in DSS care or custody); death, serious illness, etc., of a household member; separation or divorce of the foster/adoptive parents; loss of employment by a foster/adoptive parent or head of household; reduction of foster/adoptive family income; loss of foster/adoptive parent’s qualified citizenship status; and any other change that affects the ability of the foster/adoptive family to conform to DSS standards.

17. immediately report to the Family Resource Unit any new individual who will care on a regular basis for a child who is in DSS care or custody.

18. advise the Area Office of the foster/adoptive family's affiliation with any other child-placement agency.

19. ensure that additional placements of foster/pre-adoptive children by another agency will not be undertaken without the clear understanding and approval of the Area Office.

20. notify the Department of a change in the structure or location of the foster/adoptive family’s residence at least sixty (60) days in advance, or at the earliest possible time.

21. notify the Department of a change in the home telephone number.

22. notify the Department of any vacation or trip that would result in the foster/adoptive family's overnight absence from their usual place of residence.

23. obtain Department consent before taking a child who is in DSS care or custody out of the state.

24. give up care of the child to no one other than the Department, or a person or agency designated by the Department, unless ordered to do so by a court of competent jurisdiction.

25. give the Department at least ten (10) working days' notice if removal of the child from the foster/adoptive family is desired, except when immediate removal is necessary to ensure the life, health, or emotional well-being of the child or of foster/adoptive family household members.

26. notify the Department immediately if he/she knows, or reasonably believes that a child placed in the home intends to run away, and notify the Department and the local police immediately, if the foster/adoptive family learns that the child has run away or is missing. The foster/adoptive family should call the Department’s HOTLINE (1-800-792-5200) after hours, if necessary.

27. notify the Department of any overpayment made on the child's behalf by DSS to the foster/adoptive family. Any overpayment will be deducted from a future payment. If there is no future payment, the foster/adoptive family is required to contact the PAL Line 

 (1-800-632-8218) to arrange for return of the overpayment.

28. ensure that any firearms located in the home are registered and licensed in accordance with state law; are trigger-locked or fully inoperable and stored without ammunition in a locked area; and that ammunition is stored in a separate, locked location.

29. maintain insurance (homeowner's, etc.) to cover damage to or loss of the foster/adoptive family's property, caused by a child who is in DSS care or custody. Such insurance shall be the foster/adoptive family's primary insurance.

30. make efforts to maintain the child’s personal belongings.

31. comply with Department regulations and policies, including the standards for serving as a DSS foster/adoptive family.

Please note any additional agreements and/or responsibilities:

The Department of Social Services has designated this foster/adoptive family as a/an:

· approved kinship home

· approved child-specific home

· licensed unrestricted home

and agrees to the terms set forth herein.

As a foster/adoptive family approved by the Department of Social Services, I understand the above statement of responsibilities and agree to the terms listed herein.

This Agreement is to be reviewed and signed at each re-evaluation.

An Agreement Between the Massachusetts 

Department of Social Services and Foster/Adoptive Parents

SIGNATURES

                                                                               
                                                           _____
1. Foster/Adoptive Parent


Date
Family Resource Worker

Date

                                                                               
_________________________________

1. Foster/Adoptive Parent


Date
Family Resource Supervisor

Date

                                                                               
_________________________________
Foster/Adoptive Parent


Date

Family Resource Worker
Date

                                                                               
_________________________________
Foster/Adoptive Parent


Date

Family Resource Supervisor
Date

                                                                               
_________________________________

Foster/Adoptive Parent


Date

Family Resource Worker
Date

                                                                               
_________________________________
Foster/Adoptive Parent


Date

Family Resource Supervisor
Date

                                                                               
__________________________________

1. Foster/Adoptive Parent


Date
Family Resource Worker
 
  Date

                                                                               
__________________________________

Foster/Adoptive Parent


Date
Family Resource Supervisor

Date

                                                                               
__________________________________

1. Foster/Adoptive Parent


Date
Family Resource Worker
 
  Date

                                                                               
__________________________________

Foster/Adoptive Parent


Date
Family Resource Supervisor

Date


Section III

Health and Safety

MassHealth

All children in the care/custody of the Department are eligible for medical, dental, and psychiatric care through MassHealth. For help in locating a MassHealth provider in this or any state call the MassHealth Customer Service Center at 1-800-841-2900. They have listings of all MassHealth providers by type of provider.

Medical Care

Health Care Screening And Medical Exams

· Initial Health Care Screening The American Academy of Pediatrics, the Division of Medical Assistance and the Department have identified additional needs for well child care services for foster children.  These recommendations were developed because of the higher rates of behavioral health problems, chronic illnesses, developmental delays, poor school performance, and relatively poor health status of foster children.  Many children who enter the foster care system have not received regular preventive health care services, including immunizations.
All children who enter the care of custody of the Department must have an initial health care screening within 7 calendar days.  This includes children new to placement or returning to placement.  (If a child has been discharged from an acute hospital to the Department’s care/custody, the seven-day health care screening is not required).  It is the responsibility of the foster/pre-adoptive parent, with support from the child’s Social Worker, to make the appointment for the initial health care screening.  Whenever possible, this screening should be provided by the child’s own primary care provider.  If this is not possible, you should schedule and appointment with the doctor who cares for the children in your home, or at a health center.  For help in locating a MassHealth provider in this or any state call the MassHealth Customer Service Center at 1-800-841-2900. They have listings of all MassHealth providers by type of provider. They will provide you with a list of physicians who accept MassHealth.

The purpose of the initial health care screening is to determine: if there is an acute health care problem for which the child may need medical follow-up; to look for signs of physical abuse; and to ensure that the child has access to medical treatment for any pre-existing chronic medical conditions. 

A health care screening documentation form has been developed to capture the information from the screening and is available to you from your child’s Social Worker.  Please take a copy with you.  The physician should provide you with two copies of the completed form.  Keep one with your medical passport and give the other to the child’s Social Worker.  

· Complete Medical Examination - All children who enter the care/custody of the Department must have a complete physical examination within 30 calendar days of placement.  This exam is required even if the child has had a complete examination prior to entering placement.
A complete medical examination needs to include the following:

· A complete physical exam

· A nutritional assessment

· A developmental assessment

· An immunization assessment and immunization if needed

· Lab test and lead screens based on the age of the child

· A behavioral health assessment

· Involvement of the child’s parents - For new children just entering the care/custody of the Department,, their parents have important information about their child’s medical history, and when appropriate, they should continue to be involved in their child’s health care.  Whenever possible, parents should be informed of the scheduled medical appointment for the complete medical exam and be expected to participate in that appointment. 
· Well Child Visits - There is a schedule of well child visits that every foster child should have in addition to any medical appointment due to illness or for diagnostic evaluation.
· Sick Visits - If a child is sick or you have any concerns about his/her medical condition, the child should be taken for medical care immediately.
Well Child Visit Schedule

	Health Care Screening within seven (7) calendar days of entering the care or custody of the Department
	To rule out life threatening conditions; communicable diseases and serious injuries or indications of physical or sexual abuse

	
	

	Documentation
	Health Care Screening form should be completed by the provider during the exam. Two copies will be given to the foster parent. The foster parent will keep one and send one copy to the child’s social worker.

	Exceptions
	Children discharged from the hospital into the care or custody of the Department are not required to have a medical screening.

	Place of Screening
	Ideally, the child should be taken to their personal physician for the screening, if known or accessible. The child can be taken to any medical provider who accepts MassHealth, preferably in a physician’s office or clinic.

	
	

	Comprehensive medical exam within 30 days of entering the care or custody of the Department.


	A comprehensive medical examination EPSDT

(Early Prevention Screening Diagnostic and Treatment).

	Content
	This is a comprehensive examination that should include the following:

· A complete physical exam

· A nutritional assessment

· A developmental assessment

· An immunization assessment and immunizations if needed

· Lab test and lead screens based on the age of the child

· A behavioral health assessment

	Documentation
	The following should be brought to the examination:

· The encounter form/medical passport

· Any medical records/reports

	
	

	Children ages newborn to 2years old:

Documentation:  encounter form/medical passport.
	Need to be seen by a doctor at these ages:

1 month                   9 months

2 months                 1 year

4 months                15 months

6 months                 19 months

	
	

	Children ages 2 and above and all adolescents:

Documentation: encounter form/medical passport
	Need to be seen by a doctor annually




Commonwealth of Massachusetts

Department of Social Services

Medical Passport

   Reminder: Give a copy of the Medical Passport to new provider when a child goes from one placement to another.You

      may also want to print the Passport to use as an interview tool when requesting medical information from the parent.

	Child’s Name : 
	MassHealth RID:     

	DOB:

	

	Sex:

	

	DSS Office : 
	Phone:  


     Note: All Children under age 3 are eligible for Early Intervention(1-800-905-8434). All children under age 5 are eligible 

     for WIC(1-800-942-1007). Call Mass. Dept. of Public Health for additional information.

     Critical Indicator:


     Do not Resuscitate Order on File:   Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

    Medical/Behavioral Conditions
 

	Condition
	Medi Alert
	Skilled Nursing

	
	
	

	
	
	

	
	
	

	
	
	


    Enuresis  FORMCHECKBOX 
                   Encopresis  FORMCHECKBOX 

     Allergies

	Allergy  Type
	Allergy  - Reactions

	Food
	

	Medication
	

	Insect/Pet
	

	Environmental
	

	Other
	


     Asthma:  Yes  FORMCHECKBOX 

  Not Known  FORMCHECKBOX 

     If yes, does the child use inhaler/nebulizer (Yes/No)  

     Triggers:  ___________________________________________________________________________

    Medications (Medical & Psychiatric)

	Name
	Dosage&Frequency

	
	  

	
	

	
	

	
	

	
	

	
	


    Note: Please give medication to the social worker upon new placement or placement transfer.

    Medical Equipment: 

Note: Include eye glasses and retainers (orthodontic) as well as durable medical equipment.


     Birth History

	Gestational Age       
	Birth Delivery Comment

	
	


    Medical & Dental Visits
	Visit Type
	Date

	Condition
	Provider
	Address
	Phone

	Sick
	
	
	
	
	

	Sick
	
	
	
	
	

	Well
	
	
	
	
	

	Well
	
	
	
	
	

	Behavioral
	
	
	
	
	

	Dental
	
	
	
	
	


     Note: For complete Well Visit Schedule, see Well Child Visit Schedule in Family Net Help section.
     Hospitalization History

	Reason
	Medical Condition
	Date
	Provider

	
	
	
	


    Immunizations

	Required Immunizations and Recommended Immunization Schedule
	Dose 1
	Dose 2
	Dose 3
	Dose 4
	Dose 5
	Dose 6

	Hepatitis B

Birth, 1-2mos,6-18 mos, Or 11 –12 yrs if “catch-up” needed.
	
	
	
	Not Necessary
	Not  Necessary
	Not necessary

	Varicella

12 – 18 mos. Or 13+ yrs. if “catch- up” needed
	
	Not necessary
	Not necessary


	Not necessary


	Not necessary


	Not necessary



	Dtap/DTP

2 mos, 4 mos, 6 mos, 12-18 mos, 4 –6 yrs., Td booster 11-16 yrs. 
	
	
	
	
	
	

	Polio IPV

2 mos, 4 mos, 6 –18 mos, 4 –6 yrs.
	
	
	
	
	Not Necessary


	Not Necessary



	Measles, Mumps, Rubella

12 –15 mos, 4 –6 yrs. Or 11 –12 yrs. if “catch-up” needed. 
	
	
	Not necessary


	Not necessary


	Not necessary


	Not necessary



	H. Influenzae type b

2 mos, 4 mos, 6 mos, 12 –  15 mos.
	
	
	
	
	Not necessary


	Not necessary




      Note: Any dose not given at the recommended age should be given as a “catch–up” immunization at any 

        subsequent visit when indicated and feasible. Hepatitis B, Measles, Mumps, Rubella, and Varicella vaccinations

        are to be given if previously recommended doses were missed or given earlier than the recommended minimum age. 

      Lab Results
	Test Type
	Date
	Result

	Lead
	
	

	Tuberculosis
	
	

	HIV
	
	

	Others
	
	

	Others
	
	


     Child's Current Medical Information: (gathered at time of placement or transfer)

     Sections 1 – 5  are completed manually.

1. Please list the name, address, and phone number of your child's primary care doctor.

2. Has your child been exposed to any communicable diseases or conditions such as Chicken pox, Headlice,TB,

            Flu,HIV,Hepatitis etc. within the last three months ?  (If yes list below) 

3. Is your child sick right now?

4. Does your child have any scheduled medical appointments?

5. Please tell us anything else you would like us to know. Thank you.

RESPONSIBILITIES OF FOSTER PARENTS/RESIDENTIAL CARE PROVIDERS
1. This Medical Passport is to be kept by you as long as the child is in your care.  Remember that when the child leaves your care, the passport goes with the child.

2. This information is personal and confidential.  It should be treated as such.

3. Take the passport and a blank Medical Encounter Form to each and every medical, hospital and dental appointment.

4. Remind the care provider to fill out a Medical Encounter Form and to update appropriate sections of the passport at the time of the visit.  It is not necessary to use Medical Encounter Forms for therapy sessions.

5. Keep the MassHealth card with this passport.

Schedule appointments for routine and follow-up care. Every child entering DSS care or custody must have a 7 day medical screening and a 30 day comprehensive examination.
6. Dental examinations begin at the age of three years and are done yearly.

Please submit completed Medical Encounter Forms to the child’s social worker immediately after each appointment.

If you have any questions, please contact the child’s social worker.  Thank you for your help.
RESPONSABILIDADES DE LOS PADRES DE CRIANZA/CUIDADO DE RESIDENCIA
1. Usted debe mantener este Pasaporte Medico en su posesion mientras que el nino permanesca bajo su cuidado.  Recuerde, cuando el nino se vaya, el passaporte debe ir con el.

2. Este es un documento de informacion personal y debe ser tratado como tal.

3. Lleve el pasaporte y La Forma de Visita en blanco a cada y todas las visitas del medico, hospital y al dentista.

4. Recuerdele a los medicos y a los dentistas que deben llenar las Formas de Visitas Medicas por cada visita y completar la informacion necesaria en la seccion central del pasaporte.  No es necesario ilevar el Informe de Visita a Las citas Consejeria del nino.

5. Coloque la tarjeta de Medicaid dentro del pasaporte.

6. Haga las citas para los examenes medicos y dentales de rutina y seguimiento. Cada niño que incorpora cuidado o custodia del DSS debe tener una investigación médica de 7 días y una examinación comprensiva de 30

días.Los examenes dentales comienzan a la edad de tres anos y se hacen anualmente.

Por favor, entregue los Informes cumplidos de visitas al trabajador(a) social inmediatamente despues de cada visita rutina/enfermo.

Si tiene preguntas, por favor llame a su trabajdor(a) social.  Gracias por su ayuda.
UNIVERSAL PRECAUTIONS GUIDELINES
All children and adults are capable of transmitting viruses and are also susceptible to infections from certain viruses and bacteria.  When caring for any child in your home, the following basic hygiene practices are recommended:

1. Always wash hands thoroughly with warm water and soap immediately after having contact with blood or body fluids (saliva, urine, stool or vomitus).  Regular bar soap is adequate.

2. Wash dishes in hot soapy water or in the dishwasher, if you have one.  It is not necessary to keep a high-risk child’s dishes separate.

3. You may wash clothing with other family laundry in the washing machine or by hand, using hot soapy water.

4. Do not allow family members to share toothbrushes.

5. Avoid placing your fingers in any child’s mouth.  Also, discourage other adults and children from doing this.

6. Toys that have been in any child’s mouth should not be shared with other children.  Wash plastic toys that have been soiled with body fluids in hot soapy water. Wash stuffed toys in the washing machine or in hot soapy water.

7. Wash cloth diapers in the washing machine or in hot soapy water.  Add a small amount of bleach.

8. Placed soiled diapers in a diaper pail lined with a plastic bag.  Keep these in an area where small children do not have access to them.. Securely tie the bag and dispose of with other household trash.

9. Clean any surfaces containing body fluid spills with one part bleach to ten parts water.

10. You do not have to wear gloves for diaper changing unless there is diarrhea (blood may be present) or a bleeding diaper rash.  Remember to wash hands before and after diapering.

11. Wear disposable latex gloves to prevent possible exposure to blood-born viruses when cleaning body fluid spills containing blood or if your hands have cuts, abrasions, or a rash.  Place the gloves and cleaning materials in a plastic bag, tie securely, and dispose of with other household trash. 
When a Child Needs HIV Testing

If a child, under the age of 14 in Departmental custody, needs HIV testing, the Department has an established procedure that must be followed:

· The child’s Social Worker makes a referral to the Area AIDS Monitor.  The referral contains useful information that will help the board decide if the child needs testing.

· Only the Regional and Central AIDS Board can approve testing for a child.  The Area AIDS Boards meet on specific dates and times as determined by their Regional Office.  There is also a procedure to get emergency approval for testing if a member of the board decides that such approval is needed.

· After the AIDS Board approves testing, the Area AIDS Monitor will inform the child’s Social Worker when the recommendation is returned to him/her.

· The child’s Social Worker will then call you with permission for you to arrange the test.  A written recommendation approving testing should also be provided to you.  You can make arrangements through the child’s physician, or you can make arrangements through a pediatric infectious disease clinic, if appropriate.  (This is usually preferred.) Your Social Worker will help you identify the appropriate test site.

· Physicians are familiar with the Department’s process for HIV testing.  The recommendation form provided to you by the child’s Social Worker is formal permission to test the child, and must be shown to the physician.

· The doctor will arrange for a laboratory to do the test and will provide you with a lab slip that orders the test.  It may take several weeks for the test results to come back, and in some cases the test may need to be repeated.

· Approval from the Regional or Central AIDS Review Board is given once.  It is not necessary to refer a child for testing again after the initial approval is given.  If additional tests are necessary, simply use the initial recommendation for testing you received.

· Some providers will only disclose results to the Social Worker.  Others will report results to the foster/pre-adoptive parent.  You and the worker (with the help of the regional nurse) will arrange for any follow-up, and insure that test results get back to the Department.

Adolescents age 14 and over may consent to their own testing.  They also retain the right to determine who is informed of the test results.  As such, an adolescent may choose to withhold the test results from Department staff and his/her parents.

Adolescents, who refuse to participate in HIV testing and may be symptomatic, may be referred by the Department to court to seek a court order authorizing HIV testing to confirm the diagnosis and obtain appropriate treatment.

Mental Health and Substance Abuse Services

The Massachusetts Behavioral Health Partnership (often called “the Partnership” or “MBHP”) is the organization that manages a large part of the Division of Medical Assistance behavioral health services. They do not directly provide the services.  Their role is to make sure that anyone who qualifies gets the behavioral health services they need from the providers they manage.  

If you have a child or adolescent in your home that is experiencing a serious mental health crisis, he/she is at serious risk of hurting him/herself, hurting others, or is having severe, disorganized or dangerous train of thought, you will need to have them screened for hospitalization.  If you need immediate help in an emergency, dial 9ll. They will probably ask you the child’s age, the situation, how the child is likely to act, and what you may know about her history, and what led up to the emergency. Try to talk calmly and give specific details. The police will send an ambulance and take the child to the nearest hospital emergency room.

Some foster/pre-adoptive parents have found that the police are not prepared to deal with a psychiatric emergency. Sometimes a psychiatric emergency can be made worse. Unless the situation is a case of immediate safety, you will most likely be better off if you go to the Emergency Service Provider (ESP) also known as the “crisis team” in your area. It may also be helpful to call your foster child’s therapist.  The therapist may be able to help get the child into the hospital or another level of care. You should ask for help, if needed, in coming up with a plan to get the child to the crisis team. They will do an evaluation which will take at least a couple of hours. You will have to wait with your foster child during this time. Request that a staff person sit with you if you think that your foster child will have difficulty staying safe. 

The crisis team may decide that the child does not need to go to the hospital. Ask what other care and support they can offer, such as “wraparound “services in the home or day treatment. If you think the child does need hospital care, or more care than is being offered, be persistent. Make sure your Department social worker knows the situation and ask to speak to the crisis team counselor.  The crisis team counselor’s job is to make up a safety plan for the child.  

Find out the name and number of the crisis team in advance. Have them available by the phone, or on the refrigerator. If you are unsure of which provider to contact, call the Massachusetts Behavioral Health Partnership Access line at 1-800-495-0086.  
Types of Services Available

In addition to Emergency Service Providers (ESP) also known as the crisis team, and mental health counselors (outpatient care), and psychiatric hospitals (inpatient care), you may have some or all of the following additional services available for the child in foster care in your family:

· Acute Residential Services

Day and night community care to keep your child safe, but less intensive than going to a hospital. This service is for children who have some risk of harming themselves or others.

· Crisis Stabilization

Program that calms children at an emergency service provider and sometimes in their home.  This service is for children who need intensive attention for a short period of time.

· Partial Hospitalization

A day program with group and individual counseling As well as medication monitoring.  Staff work with you to plan and develop support services for when the child returns home. This service is for children in crisis or those who are “stepping down” from hospitalization. Services are provided 5 days per week.

· Family Stabilization 

Intensive services at home, including family counseling, Provides help in finding other services and supports. May be time limited.

Dental Care Information

All children age three and above are required to have regular dental examinations.  In addition, children entering Department care/custody should have a dental visit within the first six months. If you are unable to locate a MassHealth provider call the MassHealth Customer Service Center at 1-800-841-2900.

WIC (Women, Infants, and Child Program)

All Department foster children under 5 are eligible for this free health and nutrition program regardless of their foster/pre-adoptive parent’s income.  WIC provides nutrition counseling tailored to the child’s needs, checks for nutritious foods such as milk, eggs, juice, cereal and peanut butter, and referrals to other health and social service agencies.WIC checks are redeemable at over 900 grocery stores and pharmacies statewide. To apply call 1-800-942-1007, for the phone number of the WIC program nearest you. WIC has day, evening, Saturday and walk-in hours available for appointments. You will need to bring the following items with you to your appointment: MassHealth card, copy of the Child Placement Agreement, a completed WIC Medical Referral Form and your foster child.  

Over the Counter Medication

There is a list of over the counter medications that MassHealth will cover without prior authorization. It is located in the DMA regulations. MassHealth does not cover all over the counter medications. You should check with your pharmacist however prior to assuming a medication is not covered. You will need a prescription from your doctor.

Diapers

In some cases, MassHealth will provide diapers for children over the age of three with a prescription. To obtain diapers, prior authorization is required from DMA. The vendor sends in a prescription to DMA with a letter of medical necessity. The purpose of the prior approval process is to determine if there is a medical need that justifies payment by MassHealth for the diapers.

Safety Guidelines for Kinship/Child Specific Foster/Pre-Adoptive Homes

These Guidelines are intended to assist the Department of Social Services and our foster/pre-adoptive parents in assessing the safety and well being of all children placed in our care. Their purpose is to heighten awareness but not to be all-inclusive. They will encourage and prompt discussion between Department staff and Kinship/Child Specific foster/pre-adoptive parents that will result in the identification and resolution of any and all safety issues that may exist. These Guidelines will help Kinship/Child Specific foster/pre-adoptive parents be on the alert for ways to prevent accidents and utilize strategies that insure the safety and well being of all children in placement.

I. INSIDE THE HOME:

	SAFETY ISSUES
	OBSERVATION / QUESTIONS

FOR DISCUSSION

	PETS
	What kinds of pets are kept in the home? What is owner’s intent in having pet? If dog(s) — information on breed(s) – observation of dog’s behaviors/demeanor with children – with social workers/strangers coming into the home. Any obedience training – any incidents - complaints or reports filed with local authorities?

	WINDOWS
	In homes with younger children, are all above ground level windows screened and safety guardrails in place to prevent falls? Windows are not propped open and close without slamming down. Window/door blinds have no hanging or looped cords.

	MEDICATIONS
	Are all prescribed and/or over-the-counter medications securely stored and not accessible to children/teens?

	STAIRWAYS
	In homes with infants/toddlers, are safety gates in use/available?

	HOUSEHOLD

CHEMICALS
	Are cleansers, cosmetics, sprays, alcoholic beverages, insect repellants and any other items harmful by ingestion/inhalation, securely stored and not accessible to infants/toddlers or children/adolescents with substance abuse and emotional problems placed in the home?

	HOUSEHOLD

APPLIANCES/ITEMS
	Are additional refrigerators/freezers kept outside kitchen area? Are safety measures in place when stoves/wood stoves are in use? Are washers/dryers and any other objects younger children could climb in and be trapped secured? Are all sharp objects safely secured from children?

	ELECTRICAL OUTLETS
	In homes with younger children: all outlets child-proofed and safety caps in place?

	BATHROOMS
	Baths always supervised for younger/special needs children.

Toilet lids kept closed for younger children.

Slip resistant mats in tubs and showers.

	BASEMENT/ATTIC STORAGE
	All large containers kept secured and not accessible to young children.

All heavy/sharp tools not accessible to children.


II. OUTSIDE THE HOME:

	POOLS(Above and in-ground, inflatable, wading)
	Are pools fenced, gated, locked, secured? How is access restricted from inside the home? Are children supervised when pool is in use? Are wading and inflatable pools emptied and turned over when not in use?

	BACKYARD AND SURROUNDING PROPERTY
	Ponds, lakes, brooks, wells, etc. Is access restricted and supervision plan in place? Any structures: i.e. garages, sheds, are they locked? Is children’s use restricted? Is machinery accessible to children: (i.e. lawn mowers, snow blowers). Are there any abandoned or hazardous objects on the property?

Are gas or charcoal grills accessible?

	PETS, ANIMALS
	What kinds of pets/animals are kept outside the home? What is owners intent? What behaviors are demonstrated? Have there been any incidents, complaints or reports filed with local authorities? Are they caged, fenced, stabled?

	RECREATIONAL EQUIPMENT/GAMES
	Are helmets available for all children with bikes, skateboards, roller blades, scooters, and for sports (i.e. baseball, football and hockey)? Are there any darts, weights, archery, bb-guns, paintball guns accessible to children? Are safety/supervision plans in place for use/participation?

	CAR SAFETY
	Are all seatbelts in working order? Are car/booster seats appropriate for the age, size, and weight of the child?


III. NEIGHBORHOOD:

	SAFETY ISSUES
	Are lakes, ponds, or other bodies of water accessible? Are traffic, railroad tracks, quarries, construction sites accessible? Is route to school and playground safe? Any other concerns/hazards?


Additional Safety Information

· SIDS

Since 1992, the American Academy of Pediatrics has recommended that healthy babies younger than a year be placed to sleep on their backs.  Those who do so have a lower risk of Sudden Infant Death Syndrome (SIDS).  This message should be given to anyone who may put the baby to sleep - babysitters, family members, friends and day care providers.  In some cases there are medical reasons for babies to sleep on their stomachs.  Please consult your physician if you have any concerns or questions.

· Car Seats

State law effective April 9, 1997, requires that children ride in a federally approved child passenger restraint until they are at least 5 years old and weigh more than 40 pounds. Violation is subject to a $25.00 fine. There are different types of restraints appropriate for the child’s age, weight, and height. In general:

· Infant seats are required for children from birth to 20-22 pounds and approximately one year of age. 

· Infant/toddler seats are convertible for children from birth to 40 pounds. 

· Booster seats are recommended for children who weigh 40 to 60 pounds. Children who weigh more than 40 pounds but are under 5 years old must ride in a booster seat. Children 5 to 12 who also weigh more than 40 pounds may use either a booster seat or a safety belt.

· There are also devices available for children with special health care needs

· Children 12 and over must continue to wear a safety belt as required by the Massachusetts Safety Belt Law.

It is mandatory to follow manufacturer’s instructions for exact weight and height limits. Using a car seat incorrectly may not protect the child in a crash. Check to be sure that the child is facing the right way for both weight and age.  Be sure the seat belt is tightly routed through the correct path, and check the car owner’s manual for your car to see if you need to use a locking clip or a tether to keep the safety seat secure. The harness straps should be in the appropriate slots for the age and size of the child, and need to fit snugly against the child’s body. The safest place for all children to ride is in the back seat. Passenger side air bags can cause serious injury to children. An infant in a rear-facing seat should never be placed in the front seat of a vehicle that has a passenger air bag. If an older child must ride in the front seat, move the vehicle seat as far back from the air bag as possible and buckle the child properly. 

This law applies to children riding in all types of privately owned vehicles, including taxicabs. It is the responsibility of the child’s caregiver to provide the car seat to use in a taxicab.

Drivers will be fined $25 for each unrestrained child.  A police officer may stop your car if one or more children are riding unrestrained. No other reason is needed.
· Bicycle Helmets

Any child 12 years of age or under operating a bicycle or being carried as a passenger on a bicycle on a public way, bike path, or any other public right-of-way must wear an approved helmet.  Children under one year of age must not be transported on a bike. Helmets must meet American National Standards Institute or subsequent standards of the Snell Memorial Foundation’s standard for use in bicycling or subsequent standards.  Helmets must fit well and be secured by straps when the bicycle is being operated.  The use of helmets should also be considered when children are roller blading or skate boarding.

Water Safety Information

The following practices will help to ensure the safety of children when they are near water:
· Never leave a very young child alone for even a moment in the vicinity of a pool, spa, bathtub, toilet or bucket of water.

· Ensure that the adult supervising children while in a pool is familiar with CPR and is within reach of infants or toddlers.

· Enclose a pool with a 5-foot fence and self-locking gates too high for children to reach.

· Swimming activities away from home must take place where there is a lifeguard on duty.

· Children should demonstrate their level of swimming proficiency when entering the water. 

· Document the child’s level of swimming proficiency in your records about the child.

Summary of Stages of Child 

Growth and Development

	Age
	Physical

Milestones
	Emotional/Social 

Milestones
	Intellectual

Milestones

	0-3 months
	*Is born with birth reflexes--sucking, grasping

*Lifts head when held at shoulder

*Moves arms and legs actively

*Is able to follow objects and to focus
	*Is concerned with satisfaction of needs

*Smiles spontaneously and responsively

*Likes movement--to be held and rocked
	*Vocalizes sounds (coos)

*Smiles and expresses pleasure when seeing faces

	3-6 months
	*Rolls over

*Holds head up when held in sitting positions

*Lifts up knees--crawling motions

*Reaches for objects
	*Smiles responsively

*Laughs aloud

*Socializes with anyone, but knows mother

*Responds to tickling
	*Recognizes primary caregiver

*Uses both hands to grasp objects

*Has extensive visual interests

	6-9 months
	*Sits unaided--spends more time in upright position

*Learns to crawl

*Climbs stairs

*Develops eye-hand coordination
	*Prefers primary caregiver

*May cry when strangers approach

*Commonly exhibits separation anxiety
	*Puts everything in mouth

*Solves simple problems--e.g., will move obstacles aside to reach objects

*Transfers objects from hand to hand

*Responds to changes in environment and is able to repeat action that caused it e.g., sound of rattle

*Drops objects repeatedly

*Is fascinated with small objects

*Begins to respond selectively to words


	Age
	Physical

Milestones
	Emotional/Social 

Milestones
	Intellectual

Milestones

	9-14 months
	*Achieves mobility--strong urge to climb, crawl

*Stands and walks

*Learns to walk on his/her own

*Learns to grasp with thumb and finger

*Feeds self
	*Extends attachments for primary caregivers to the world--in love with world and wants to explore everything

*Demonstrates object permanence--helps child deal with separation anxiety--knows parents exist and will return

*Is typically friendly and affectionate with caregivers; less so with new acquaintances
	*Demonstrates intentional behavior--initiates actions

*Is eager for sensory experience, explores everything, has to touch and mouth every object

*Is curious about everything

*Realizes objects exist when out of sight and will look for them (object permanence)

*Stares for long periods to gain information

*Is interested and understands words

*Says words like "mama," "dada"

	14-24 months
	*Walks and runs

*Drinks from a cup alone

*Turns pages of books

*Scribbles spontaneously

*Walks backwards

*Loves to practice new skills

*Uses fingers with increasing skill

*Likes gymnastics and climbing and descending slides

*Stacks two-three blocks
	*Tends to exhibit negativism--"no" stage

*Becomes aware of self as an independent entity and starts to assert independence

*Tests limits

*Develops concept of self, fearful of injury--band-aid stage--wants everything, "mine"--possessive-ness

*Tends to stay near mother and make regular overtures to her--seeks approval, asks for help
	*Uses language to serve immediate needs-- "mine," "cookie"

*Imitates words readily and understands a lot more than can say

*Is able to do actions in head--can retain images, memory improves, cause and effect--experiments to see what will happen

*Learns to use new means to achieve ends--e.g., can tilt objects to get them through bars in crib

*Spends long periods of time exploring a single subject

*Loves to play with others


	Age
	Physical

Milestones
	Emotional/Social 

Milestones
	Intellectual

Milestones

	2-3 years
	*Has sufficient muscle control for toilet training

*Is highly mobile--skills are refined

*Uses spoon to feed self

*Throws and kicks a ball

*Disassembles simple objects and puts them back together

*Has increased eye-hand coordination-can do simple puzzles, string beads, stack blocks
	*Has great difficulty sharing

*Has strong urges and desires but is developing ability to exert self-control.  Wants to please parents but sometimes has difficulty containing impulses

*Displays affection-- especially for caregiver

*Imitates own play activity and occupies self

*Is able to communicate and converse

*Is developing interest in peers
	*Is capable of thinking before acting

*Is becoming very verbal

*Enjoys talking to self and others

*Enjoys creative activities--e.g., block play, art

*Loves to pretend and to imitate others

*Thinks through and solves problems in head before acting (has moved beyond action-bound stage)

	3-4 years
	*Jumps in place

*Walks down stairs

*Balances on one foot

*Uses toilet consistently

*Begins to dress self

*Builds with blocks and constructs toys

*Has developed fine muscle control

*Has boundless energy
	*Knows name, sex, age, and sees self as part of a family unit

*Has difficulty sharing

*Plays alongside other children and begins to interact with them

*Helps with small household tasks

*Likes to be "big" and to achieve new skills
	*Believes there is a purpose for everything and asks "why"

*Uses symbolic play; has strong fantasy life

*Loves to imitate and role-play

*Understands some number concepts, comparisons, colors

*Converses and reasons

*Is interested in letters

*Is able to scribble and to draw recognizable objects and circles

	4-6 years
	*Has refined coordination and is learning many new skills

*Has improved finger dexterity--able to hold and use pencil, cut with scissors, catch a ball, use a fork and spoon, brush teeth

*Climbs, hops, skips, and likes to do stunts
	*Plays cooperatively with peers

*Develops capacity to share and take turns

*Is developing ethnic and sexual identification

*Displays independence

*Protects self and stands up for rights

*Identifies with parents and likes to imitate them

*Often has "best friends"

*Likes to show off skills to adults

*Continually forms images of self, based on interactions with others
	*Shows increased attention span

*Understands cause and effect relationships

*Expands dramatic play with attention to detail and reality

*Has increasingly more complex and versatile language skills

*Expresses ideas, asks questions, engages in discussions

*Speaks clearly

*Knows and can name members of family and friends


	Age
	Physical

Milestones
	Emotional/Social 

Milestones
	Intellectual

Milestones

	6-12 years
	*Enjoys using new skills, both gross and fine motor

*Likes to achieve in sports

*Is energetic and tends to have large appetite

*Is increasing in height and weight at a steady rate

*Has increased coordination and strength

*Is developing body proportions similar to adult
	*Is developing a more refined personality

*Acts very independent and self-assured, but at times can be childish and silly

*Enjoys working/playing with others and alone

*Defines self-concept in part by success at school

*Has a strong group identity; increasingly defines self through peers

*Plays almost exclusively with same sex

*Begins to experience conflicts between parents' values and those of peers

*Has a strong sense of fairness and fair play

*Believes that rules are important and must be followed

*Likes affection from adults--wants them to be there to help

*Is able to assume responsibility for self and may care for younger siblings.
	*Enjoys projects that are task-oriented--like sewing, cooking, woodwork

*Is highly verbal--enjoys jokes and puns, uses language creatively

*Asks questions that are fact-oriented--wants to know how, why, and when

*Likes to make up stories, plays, and puppet shows

*Is able to deal with abstract ideas

*Judges success on ability to learn to read, write, and do arithmetic

	12-18 years
	*Is experiencing a dramatic growth spurt.  For boys, growth in height and weight takes place between 12th and 14th years; for girls, growth spurt tends to take place between 10th and 12th years

*May be anxious about physical changes and worry about deviation from "ideals"

*Achieves sexual maturity and increased sexual drives
	*Needs help in dealing with most changes taking place so can retain a strong sense of identity and values

*Is likely to show extreme swings--often doesn't know how to express anger

*Enjoys social activities at school

*Relies heavily on peers--struggles to be independent of parents

*Tries to conform to group norms

*Has close friendships and emotional involvements

*Is concerned with meaningful interpersonal relationships and is developing personal morality code

*Seeks emotional alliances outside family--is less dependent on family for affection and emotional support

*Experiences conflicts with parents on expectations, e.g., for achievements

*Strives to define self as separate individual and may adapt extreme hairstyles, clothes, destructive behavior

*Often feels misunderstood by parents
	*Shows either increased interest in school or loss of interest in school or loss of interest in academic studies

*Achieves impressive changes in cognitive development

*Is able to reason, to generate hypotheses, and to test them out against evidence

*Is capable of introspection and of perceiving differences between how things are and how they may be

*Begins to consider and sometimes make vocational choices

*Is interested in making money--takes part-time jobs


Drew, K., Salus, M. and Dodge, D., Child Protective Services Inservice Training for Supervisors and Social Workers, Washington, DC:  U.S. Department of Health and Human Services, 1981.
Physical Growth And Development

Growth and development of babies normally proceeds in a steady and predetermined fashion.  The starting point is the baby's weight at birth.  Because the growth rate is predetermined, most babies will eat the amount that they need.  Feeding a baby "more" will not necessarily make the baby grow or mature any faster, but it may make the baby very uncomfortable.

Birth Weight:
Most full term newborns weigh between 5.5 and 10.5 pounds.  The average birthweight is just over 7 pounds.  Height generally ranges from 20 to 22.5 inches.

Babies weighing less than 5 pounds, but who spend 40 weeks in the womb are considered to be "small for dates babies."  These babies may not have received sufficient nourishment in the womb.

Babies born prior to the 40 week gestation period are considered to be premature.  A baby born between 36 and 39 weeks gestation may not need special medical care at birth, or only minor care (such as extra warmth).  Babies born between 30-36 weeks will need additional help, possibly even tube feeding and assistance in breathing.  Babies born younger than 30 weeks can be expected to have many special medical needs.

All babies need to grow and develop in a steady and consistent manner over time.  Premature babies and small for dates babies may have a more difficult start, but they will eventually establish their own growth patterns.  Parents will need extra help from a pediatrician to help determine best what to expect of their growth and development.

The following are approximate growth patterns you would expect to see for a full term baby.  All children grow and develop in different ways and deviation from expectation does not necessarily mean there is a problem.  However, these guidelines will assist you in determining whether or not consultation with a pediatrician is needed.

Time Frame




Weight gain



Height
First week





Loss of 3 to 5 oz.

First three months


Gain of around 1 oz. per day

2 inches

Four to six months


Gain of 5 to 6 oz. per week

2-3 inches

Seven to twelve months
Gain of 2-3 oz. per week


3-4 inches

A baby weighing 7 lb 3 oz at birth might weigh 7 lb at one week, 8 lb 5 oz at one month, 12 lb 1 oz at three months, 16 lb 3 oz at six months, and 20 lb at one year.

The following are approximate growth patterns you would expect to see for toddlers and preschool age children.  The weight is based on whether the child is considered to be small, medium, or large.  To make this determination you would consider the height and weight of the child at birth, child's current height, the child's bone structure, and the size of the parents.  (It is important to make this determination so that you don't assume an underweight and undernourished child is simply a "small" child.)

Age

Height

Small


Medium

Large
18 months

29-32.5"
21-22 lb.

22-24 lb.

28-29 lb.

2 years

32-36"
22.5-23.5 lb.

26-27 lb.

30-31 lb.

2.5 years

33-38"
24-25 lb.

28-30 lb.

33-34 lb.

3 years

35-39"
27-28 lb.

31-32 lb.

36-37 lb.

4 years

38-42"
30-31 lb.

35-36 lb.

41-42 lb.

5 years

40-45"
34-35 lb.

40-41 lb.

47-48 lb

As children get older there is greater variety in the rates of growth.  The range of normal growth widens, and it may be more difficult to determine if children are growing and developing as they should.  The following present a range of expected heights and weights for children that need to be interpreted along with a physical assessment of the child.  A physical assessment includes the child's energy level, ability to focus on tasks, and general sense of well-being.  Any concerns need to be directed to a pediatrician.





AGE

HEIGHT
WEIGHT




6 yrs

42-50"
40-55 lb





8 yrs

45-55"
45-68 lb





10 yrs

48-58"
55-85 lb





12 yrs

54-63"
65-110 lb

Section IV

Strategies and Guidelines 

for 

Effective Behavior Management

Strategies for Approaching Discipline with Children Who Have Been Abused or Neglected

Pay careful attention to communication in the discipline process.  

Children and youth who have been traumatized may have difficulty attending to conversation.  They may not hear or understand rules and expectations.

Therefore:

· Give directions or talk about rules using simple and easy to understand language.  Use short sentences.  

· Provide an explanation for rules such as “to make sure you are safe”.  But don’t provide extensive explanations or reasons.  Likewise for consequences.

· “Check-in” with the child to ensure he or she is listening and understanding what you are saying.

· Be clear and direct.  

Listen promptly and carefully to what children are saying, and do not minimize the child’s experience.

Many crisis situations can be avoided if we attend to children’s needs and listen to what they are telling us.  While in the household it is often difficult to respond immediately to a need, remember that children who have experienced trauma may have needs that escalate very quickly.  While it is reasonable to expect a child to wait until you have finished a telephone call, these children may quickly lose their sense of control and the situation can soon get out of hand. A child who has been neglected may immediately over-express his or her need.

Therefore:

· Respond to children’s needs as quickly as possible.  Over time a child’s reactions will escalate. 

· Listen carefully to children’s responses.  Don’t dismiss their concerns.  Answer questions honestly.  Avoid minimizing feelings (“There’s no need to be upset.”), avoiding or distracting (“Come on smile.  It’s not that bad.”), and philosophizing (“In this world things aren’t going to go perfect.”).  All of these diminish the child’s sense of reality and self.  Indeed, the traumatized child may re-experience the trauma in even the most benign of situations.

Be objective, non-judgmental, concise, consistent, and clear.

Emotionally traumatized children and youth respond best to objective and clear guidelines.  Make as few rules as possible, make it clear what is most important, and discuss and enforce rules consistently.  This is a “no nonsense” approach.  At least initially rules are not made to be broken and a flexible approach only confuses the child.  For a child who has lived with chaos, the relief of knowing what to expect is healing.  When children misbehave, or hurt one another, you will certainly find yourself responding in an emotional way.  But in the world of dealing with traumatized children you will need to put that anger somewhere else—in writing, venting it with your support group, or the worker.   In dealing with the child or youth, an objective approach works best.

Therefore:

· Discuss and enforce rules in an objective and clear manner.

· Clarify the most important rules and consequences (especially around safety).  Some families establish the BIG RULE.  The BIG RULE relates to making sure “you don’t hurt yourself or others”.  Don’t establish long lists of rules and complicated behavior management systems.

· Don’t tend to bend the rules.  You are trying to make a stable predictable world for a child who has not had one.  Tendencies to “feel sorry for” or make allowances for bad behavior only undermine your efforts and increase the child’s anxiety by making the world “unpredictable.”  

· Stay away from emotional or “relationship” strategies when children misbehave or fail to follow rules.  ("How could you do this to me? “ or “I’ve tried to be a good foster mother to you.”)  This does not mean that effective “I-statements” are not useful. (“When you try to hit me it hurts.  It makes me feel bad.”)

· Try your best to find other outlets to vent your emotions.  Anger can frighten traumatized children or it may even please them.  Even happiness may need to be tempered.  A child may fear that they will not be able to continue to live up to your expectations. 

Try at all times to relieve the child’s anxiety.

A symptom of post-trauma is the high degree of anxiety that an individual experiences.  Posttraumatic stress disorder is a psychiatric diagnosis that is given to some children.  This disorder is actually classified as one of the anxiety disorders within the field of psychiatry.  While all children who experience trauma may not warrant this diagnosis, it is probably true that most experience some form of post-trauma anxiety.  For this reason it is important to think about ways to lower the child’s anxiety on a day to day basis.  Unfortunately, the very nature of behavior management makes it stressful for children.

Therefore:

· Select low stress times to talk about rules, expectations, and consequences.  (For instance, at the dinner table is generally not a low stress period.)  Be sure there is plenty of time.

· Discuss and enforce discipline with a calm and soothing voice.  

· Assure the child that you will keep them safe, and that they are able to follow the rules.  Stress that while not following rules will result in consequences, it will not result in your being angry, hurting them, or having them leave the home. 

· During high stress times try to ignore those behaviors that can be ignored.  

· Provide “safe space” for children to go where they are free to remove themselves from the everyday activities of the house.  Have a favorite book or toy here, and make sure it’s in a spot where a watchful eye can oversee the child.

Side Effects of Physical Punishment

For children who have been sexually abused, physically abused, or neglected, there exist the strong potential for any number of side effects the foster or adoptive parent should be aware of:

· Children who have been physically abused usually respond to physical punishment in one of the following ways:

· They are so used to being physically and emotionally hurt that they do not “feel” the pain.  Therefore, they have to be hit or spanked harder to feel any effects.

· They may find pleasure or relief in getting the spanking, because it is the only way they have learned to get attention.

· Physical punishment models aggressive behavior.  It teaches children that the method a bigger person can use to stop the behavior of a smaller person is to use physical force.  We do not often see an adult use physical discipline with a child bigger than the adult.  Likewise, we do not often see a smaller child hitting a bigger child.

· Physical punishment teaches children what not to do instead of what to do.

· Physical punishment hurts children, and children who need foster care already have been hurt enough.

For children who have been abused, spanking or slapping them can be terribly damaging.  And sometimes, of course, a foster parent will not know for certain that a child has been physically or sexually abused until the child’s behavior in the home so indicates.  Therefore, using alternatives to physical punishment has two important benefits.  First, it minimizes the risk of additional hurt to a child.  Secondly, it helps break the intergenerational cycle of physical abuse.

Problem Solving Strategies

There may be problems as the child adjusts to your home and family, a new neighborhood, and often a new school.  

The following tips may be helpful in dealing with problematic behavior:

· Setting Priorities.  You cannot change all difficult behaviors at once.  Decide what bothers you most.  Why does it bother me?  Is it dangerous, destructive, or illegal?  What are the long-range consequences?  Is it part of normal development?  Does the behavior conflict with the family’s value system or cause unusual stress?

· Specify the behavior to be changed.  You may work with the child’s Social Worker and/or therapist in deciding the most crucial behavior to work on.  Perhaps some behavior modification techniques will help.

· Assess the reason for the behavior.  Is it a reaction to separation, trauma, or conflicting loyalties between you and the birth parents?  Behavior may have been learned by the child as a means of coping or surviving.  When the child begins to feel secure, he may be able to stop some of these protective behaviors that are no longer needed and allow for others to emerge.  Behavior may be a lag in development, or regression to an earlier stage.  Behavior may be part of a learned pattern for interaction that existed in the child’s biological family.

· Set and clarify the rules.  Are expectations clear?  Does the child understand the consequences of behavior?  Are rules specific?  Do they include choices or alternatives, consequences or rewards?  Are they positive in tone?

· Change the situation.  Give the child more attention.  In many instances giving more attention and changing schedules or routines, may alleviate problems.  Advance planning may diffuse tension during transition from one activity to another.  

· Carrying through.  The Social Worker and foster/pre-adoptive parent need to determine if rules and expectations for behavior are reasonable for a particular child and, if so, decide how the behavior will be monitored, rewarded or discouraged.

· Is professional intervention indicated?  If behavior cannot be dealt with through the combination of foster parent training, behavior management and/or casework support, professional therapy may be indicated.  The worker assists foster/pre-adoptive parents in locating the most appropriate type of treatment and will usually initiate the referral.

What If……

· I need to file a report of child abuse or neglect. – During regular working hours you should call your area office.  After working hours and on weekends and holidays call the Child at Risk Hotline at 1-800-792-5200.  The Hotline takes reports of child abuse and neglect.

· My foster child ran away and I don’t know where he or she is – If it is during the day, call your area office and speak to the child’s Social Worker or Supervisor.  After hours and on the weekends, call the Child at Risk Hotline 1-800-792-5200 to let them know what has happened.  In Worcester County call Kid’s Net Connection at 1-800-486-3730.  You will be asked for the child’s name, age, Department Social Worker, and the location of that Social Worker’s office.  The Hotline records the information and sends it by electronic mail to the appropriate office on the next Department workday.  Remember that you should also speak with the Social Worker or his or her Supervisor on the next Department workday.  The Hotline may ask you to file a missing person’s report with your local police department.

· My foster child has run away and I know where he/she has run - If it is during the day, call your area office and speak to the child’s Social Worker or Supervisor who will determine if it is okay for the foster child to remain where he or she is.  If it is after hours you can call the Kid’s Net Connection/Helpline 1-800-486-3730, and they will help you with further planning.  They may call the Child at Risk Hotline.  Keep in mind that a Hotline decision is a temporary one; the assigned Department Social Worker will work with you on the long-term plan for the child.

· My foster child is out of control – If a foster child is physically out of control to the point where someone is likely to get hurt, the best thing to do is to call the police.  Police respond rapidly and are trained to handle calls when somebody is being hurt.  Also, call the Child at Risk Hotline 1-800-792-5200 to report the need for the police to come to your home, and the Screener will work through the incident with you.

If a child has been assaultive but has quieted down, the question that the Hotline screener and you need to answer is:  “Can the child and my family be safe until the Department of Social Services office opens?” The Hotline screener does not know you, your family or your foster child.  Physical safety for all is the priority.  If everyone’s safety can be assured, then a child will not be moved in the middle of the night or on a weekend.  It’s best if the Department Social Worker who knows the child takes care of any move of the child from your home.

· My foster child’s parents are at my door and want to take the child now – You have the right to keep the door shut.  You have the right to call the police if there is any threat to you, your family or your property.  The child’s parent should not come to your home without an invitation, even though they may be your kin.  If the parents call your home and say that they are on the way to get the child, remind them that you cannot hand the child over to them.  You may also want to say that you want to avoid doing anything that would upset the child.  You can say to the parent that you don’t want to have to call the police.  You should call the Kids Net Connection/Helpline 1-800-486-3730 as soon as you are able and a screener will assist you further. 

· I’ve got a medical emergency on my hands – CALL 911.  No one has to sign for permission to treat in an emergency.  Massachusetts General Laws, Chapter 112, Section 12F states that no parent’s or guardian’s consent is required if a delay in treatment “will endanger the life, limb, or mental well-being of the patient.”  The child’s Department of Social Services Social Worker can work with you to determine exactly who can give permission when there are non-emergency situations.

· My foster child is drunk or high – The first question to be answered is: “Is he or she in any danger?” If you believe that whatever the child has taken will cause an immediate threat to the child’s health, the child needs to be taken to a hospital emergency room.  Should you take the child in your car or call an ambulance?  Our best advice is for you to call an ambulance if there is the smallest chance that the child, or you, may suffer injury if you drive to the hospital.  If the child is not at physical risk from taking drugs or alcohol, don’t try to discuss the situation with the child until he or she is sober. This is not a Hotline situation unless you feel that your family is not safe.  You may wish to consult with the Kids Net Connection/Helpline.  Always remember to call the police if there is risk of physical harm to anyone. 

· My foster child is threatening to commit suicide – Any child who is threatening physical harm to her/himself or others needs to be taken seriously.  Remember that suicidal feelings can be expressed in a variety of ways.  Most people, especially teenagers, do not come out and announce that they will try to hurt themselves.  Adolescents often will become more withdrawn from the family and friends, and have typical signs of depression (always staying in bed, refusing to speak much with anyone).  Children who are considering hurting themselves may give additional hints:

· Giving away prized possessions

· Making it a point to say good-bye to important people

· Engaging in very dangerous or destructive behavior

· Talking about joining a deceased loved one

· Concentrating on death

· Expressing feelings of helplessness and hopelessness, and of not wanting to live

· Reduced/increased appetite

Some children may act out suicidal behavior e.g., overdosing on aspirin, alcohol, etc.  Take the child seriously.  These children most often don’t want to die “permanently” or “forever.”  They want help to deal with and end their pain.

At the first of any of these signs, call your child’s therapist, Social Worker or Supervisor if it is during business hours.  Call the Child at Risk Hotline at 1-800-792-5200 if the office is closed.  They may contact or refer you to the Massachusetts Behavioral Health Partnership Access Line 1-800-495-0086.  You can also call this number when there is any type of mental health emergency. Press #1 immediately, and you will be connected directly with one of the staff clinicians.  Additional information about the Behavioral Health Partnership is included on pages  (?) If the child is threatening immediate harm, call the police and have the child taken to a hospital to be evaluated.

Preventing Disruption

Disruption in a Kinship/Child Specific foster/pre-adoptive placement is traumatic to all involved. Careful preparation prior to accepting a foster child is crucial in preventing disruption.  This includes: pre-service training, an appropriate match of a child with your family and getting complete information on each child to be placed.  Once a child is in your home, behavior management becomes the focus for helping a child adjust, grow and remain with your family until a permanent plan is realized.  Keep a journal.  A daily, brief, written observation of the child’s behaviors and needs can help in charting regression and progress.  At the first signs of disruptive behaviors/indicators, call your child’s Social Worker, the school, and any other collaterals to get their observations. We have stressed getting help, and getting it early.  Don’t wait until the child is distressed and you are exhausted. Review these tips on getting help:

· Seek strength in numbers: Contact your Social Worker, other Kinship/Child Specific foster/pre-adoptive parents who have had similar problems, your area foster/pre-adoptive parent support group, mental health resources, school counselors, etc

· Sort out the facts: What you are experiencing might be a “normal” kid problem.  Talk to friends and your Social Worker about what is expected behavior for adolescents or toddlers in order to gain information and support, not to complain about your child.

· Look for patterns: Take another look at the child’s family background and placement history to determine the basis for the current problem.

· Keep a log of the major occurrences: This will be especially helpful when you talk with the child’s Social Worker or other professionals.  It is hard to remember when something happened, how often, with what intensity, etc.  Write it down.

· Assess first, act second: It is easy to under-estimate or over-estimate the severity of a situation when actions are hasty.  If danger is not imminent, assess the problem and consequences first.

· Use effective helpers: Only use therapists with expertise in family dynamics and a specialty in foster care or adoption issues.

· Be the parent: Be assertive, when necessary, to obtain resources, demand assistance, and advocate for the child and your family.

Using your skills, strengths, and supports to analyze a problem and plan an intervention is a process for fixing the responses to behavior, rather than fixing the child.  “If I change my response to behaviors, the behavior will change.”  Instead of viewing the child as the problem, look at the behaviors.  However, some behaviors have their roots in psychiatric disorders and are not responsive to this change process.  When you have questions about behavior you need to talk openly with the child’s Social Worker and request a psychological or psychiatric consultation.  Don’t blame the child or yourself –get information and help right away!

If all attempts to support and strengthen the placement are unsuccessful, your Family Resource Worker and the child’s Social Worker will make arrangements to transition the child to another placement.  Your support throughout this process is critical in helping the child make the necessary adjustments so that he/she can move in the least disruptive way.
Kinship/Child Specific Parent Observation and Assessment

When a child has been placed in your home, your Family Resource Worker and the child’s Social Worker, will both visit you to provide information, support, and to answer any questions you may have. They will also help you locate any additional supportive services you may need for your foster child.  If the child’s placement was a result of court action, the child will also have an attorney who will contact you.

Soon after a child enters placement, there will be a review held by the Area Program Manager to discuss the child’s adjustment to placement and any changes needed in the Service Plan. You will be asked to give information about the child’s behavior at this review.  Use this Behavioral Observation checklist to help you monitor the child’s behavior so that you can give specific information to the child’s Social Worker and therapist, and so that you will be prepared for the review.

The Observation Checklist will help you monitor several areas of behavior during the child’s adjustment to placement in your home.
Using this checklist will help you prepare for the placement review and identify areas in which the child is showing improvement or increased difficulties as the placement progresses.  Specific information about the child’s adjustment will help the social worker and therapist continue to plan for the child’s needs and alert them to potential problems as soon as they begin to develop.

 Behavioral Observation Checklist

The following outline will be helpful in monitoring behavior.  All information that you gather is very helpful to the job of the Social Worker and should be shared with them on their visits.  At the time of the six week review, your child’s Social Worker will be looking for some or all of the following information.

Do you observe any of the following behaviors?

Physical Health

· Sight/hearing problems

· Breathing/respiratory problems

· Bruises, burns

· Bowel difficulties

· Menstrual or vaginal problems

· Urinary difficulties

· Contagious diseases

· Other, explain:

Intellectual
· Inability to understand consequences of behavior

· Inability to concentrate in play or school

· Short attention span

· Not functioning at age appropriate level or grade level

· Other, explain:

Emotional

· Depression

· Stealing

· Lying

· Bedwetting/soiling

· Overeating, not eating

· Denial of feelings

· Inability to follow orders

· Sleep disorders/nightmares

· Use of drugs/alcohol

· Other, explain:

Social

· Injury to other children

· Constant fighting

· Sexual play with other children

· Poor hygiene

· Other, explain:

Relationship to birth family

In what ways does the child show attachment to the birth family?

· Talk about things they have done together

· Wonder how they are, where they are

· Compare foster/adoptive family to birth family

· Other, explain:

In what ways does the child show angry or sad feelings about his/her birth family?

· Disinterest in visits

· Refusal to visit

· Upset when parents make promises they don’t keep

· Talks about bad experiences at home

· Other, explain:

Visits with birth family – how do they go well

· Parent interacts with child appropriate to child’s age

· Parents and child happy or relieved to see each other

· Parents and child seem sad when visit is over

· Other, explain

Visits with birth family – how do they NOT go well

· Disinterest on part of parent or child

· Parents can’t cope with the child’s behavior

· Child seems fearful of parents

· Other, explain:

Describe the child’s behaviors following visits with birth family to your Social Worker.  Use your time with the child’s Social Worker to present a clear picture of the child’s behavior on a daily basis so that you can implement any necessary support and treatment. Your opinion is valuable and important.

Guidelines for Effective Behavior Management

1. De-escalation Skills and Strategies

2. Time Out

3. Ignore the Behavior

4. Taking Away Privileges

5. Natural and Logical Consequences

6. Grandma’s Law

7. Contracts

8. Social Reinforcements

9. Point System

De-escalation Skills and Strategies

Preventative:

Know that change represents stress to a child.  In periods of change build extra structure into the child’s routine and plan to spend additional one-on-one time with the child.  

Identify situations and periods that are most stressful to the child.  Use structure, activities, talking, or the use of “safe space” to assist the child.

When the chaos of the house becomes overwhelming, use “safe space” and/or separate the child from the chaos.

Be alert to signs that behavior among children is escalating.  Separate children to calm the situation.

Work to create a safe and calm environment in times of stress.  Turn the television off.  Play soothing music.  Lower the lights.  Speak in a calm and soothing voice.

Assure children of safety.

De-escalating the crisis:

Avoid a battle.  This is a not a question of authority--this is an emotionally distraught child whose behavior is out of control.  Now is not the time to prove “who’s in charge.”

Appear calm and controlled.  When children sense that a caregiver is out of control, this escalates their anxiety and thus their behavior.

Allow time and listen.  Acknowledge the anger.

Allow the child his or her personal space.  Do not move in quickly.  Do not touch the child without his or her permission.

Set limits calmly, firmly, and with an expectation that the child will obey.

Ask the child what would help him or her to feel better.

When the child is yelling try not to yell over him/her.  Wait until there is a break.

Do not demand the child to make eye contact.  Do not maintain eye contact with the child for long periods of time.

Try to negotiate easy ways for the child to save face.  

Keep instructing child to sit down and relax his or her body.

Handout for Parents – Time-Out

Time-out is a mild but effective way to deal with noncompliance, defiance and fights between children.  It involves sending the child to a relatively isolated place for a few minutes immediately after each instance of misbehavior.  Time-out serves several purposes.  It takes away the attention that may be encouraging the child’s misbehavior.  It also quickly puts an end to the conflict.  It reduces the likelihood that the child’s behavior will get worse.  Lastly, it gives the child a chance to settle down.

Guidelines for Using Time-out

1. For children under age six, three to six minutes in time-out is recommended; a good rule many parents use is one minute in time-out for every year of a child’s age.

2. Keys to the effective use of time-out are: (a) telling the child what he or she did that was unacceptable; (b) telling the child in a firm, calm manner to go to time-out.

3. Once the child is in time-out, set a timer or check the clock and leave the child alone.

4. The child needn’t be absolutely quiet while in time-out.  However, if the child yells or fusses loudly, extend it until he or she has been quiet for the required time.

5. Expect the child to test you and the time-out procedure.  If the child is under six and refuses to go to time-out, gently but firmly take the child to the time-out place.  A child six years or older should be given a calm warning to go to time-out or lose a privilege for twenty-four hours.  Later, if the child repeats the misbehavior and again refuses to go, remove another privilege.

6. Should the child make a mess while in time-out, insist that it be cleaned up before the child comes out.

7. If the child was sent to time-out for not doing something he or she was supposed to do (e.g., picking up their toys), make sure the child does it after coming out of time-out.  Be prepared to back this up with another time-out if it is met with a refusal on the part of the child.

8. Don’t be concerned if the youngster tells you time-out doesn’t bother him or her; the child is bluffing.  If you continue to use it, you’ll find the misbehavior happens less and less often.
Time-out

Please respond to the following questions with regard to using time-out

What kinds of behaviors or situations might this technique be helpful in addressing?

2. Not helpful?

3. Can you think of a time in your experience when this technique was used well?

4.  Why do you think it worked well?

5.  Can you think of a time in your experience when it wasn’t used well?

6.  Why do you think it wasn’t used well?

Handout for Parents – Ignore the Behavior

This technique works particularly well with young children.  Many annoying behaviors – such as whining, mock crying and pouting – can be dealt with by ignoring the behavior.  By not attending to these behaviors, parents encourage their children to develop more appropriate methods of getting attention.  On the other hand, there are situations where this technique doesn’t work.  For example, some behaviors are too extreme or dangerous to ignore, such as hitting, defiance, verbal abuse, setting fires, running away or destroying property.  Other behaviors give a child immediate benefits while inconveniencing others or harming others (e.g., not doing chores, bullying or stealing).  Without a stronger consequence, there would be little motivation on the child’s part to change.  Finally, if the adult and child do not spend much time together, or do not have a relationship, ignoring the behavior is not likely to affect the child’s behavior.

Guidelines for Withholding Attention

1. When you first start withholding attention, the child’s annoying behavior will, in all likelihood, increase for a while.  Things may get worse before they improve.

2. If the child tries to get your attention by shouting, threatening to break something, or becomes defiant or verbally abusive, give one warning to stop.  If the warning is ignored, send the child to time-out.

3. Pay attention to the child shortly after the misbehavior stops by smiling, praising, looking at, or talking to the youngster.

Withholding Attention

Please respond to the following questions with regard to using withholding attention

 1.  What kinds of behaviors or situations might this technique be helpful in addressing?

2.  Not helpful?

3.  Can you think of a time in your experience when this technique was used well?

4.  Why do you think it worked well?

5.  Can you think of a time in your experience when it wasn’t used well?

6.  Why do you think it wasn’t used well?

Handout for Parents – Taking Away Privileges

Removing privileges can be used if a child or adolescent tests your use of other techniques.  Loss of privileges is also an appropriate consequence by itself if a child fails to carry out an agreement made between you of an assigned chore or task.  Used in this way, it is probably the most appropriate method of discipline for older children and adolescents.

Guidelines for Taking Away Privileges

1. The number of privileges lost and the length of time for which they are removed should be matched to the age of the child and the seriousness of the particular behavior.  Most parents make the mistake of taking away too many privileges for too long a time.  This turns what might have been a good learning experience into one of lingering hostility and resentment.  

2. Most privileges should only be removed for 24 hours.  Most parents find they get better results if they use even briefer periods such as taking away a toy for a few hours or preventing a child from watching a favorite TV show for each episode of swearing or talking back.  

3. When taking away privileges, be calm but firm.  If the child tries to ignore the restriction, remove an additional privilege.  Finally, once the privilege has been lost, the punishment accepted, and the time spent, the privilege should be restored and the incident dropped.  Avoid any further lectures or reminders.

Taking Away Privileges

Please respond to the following questions with regard to using taking away privileges.  

 1.  What kinds of behaviors or situations might this technique be helpful in addressing?

2.  Not helpful?

3.  Can you think of a time in your experience when this technique was used well?

4.  Why do you think it worked well?

5.  Can you think of a time in your experience when it wasn’t used well?

2. Why do you think it wasn’t used well?

Handout for Parents – Natural and Logical Consequences

Natural and logical consequences help correct irresponsible or immature behaviors.  The child must deal with the effects or consequences of an action.  When this simply occurs on its own, these are known as “natural consequences.”  For example, when a child spends all his or her allowance on baseball cards, there is no money left for candy. When an adult intervenes and provides a consequence that is directly related to the behavior, this is known as a “logical consequence.”  If the youngster damages property, the parent may make him or her pay restitution for its replacement out of their allowance.  Logical consequences are sometimes referred to as “letting the punishment fit the crime.”

Guidelines

1. Sometimes letting the child experience the “natural consequence” of a behavior is too dangerous (letting the five year-old run into the parking lot at the mall) or has no effect on them (staying up late and sleeping in means the child misses the school bus, meaning they miss school!).

2. Be prepared to deal with the child’s testing.  Often this takes the form of pleading helplessness.  Such pleading should be ignored if the task is appropriate for the child’s age.  If the child refuses to accept the consequences, use Grandma’s Law, a loss of privileges, or use time-out – whichever fits the situation.

3. Don’t lecture the child after the consequence occurs.  Let the experience teach the child the lesson.  Simply remind the child that she or he will have the opportunity to make different choices another time and discover which consequences the child prefers. Then treat the issue as closed.

Natural and Logical Consequences

Please respond to the following questions with regard to using natural and logical consequences

1.  What kinds of behaviors or situations might this technique be helpful in addressing?

2.  Not helpful?

3.  Can you think of a time in your experience when this technique was used well?

4.  Why do you think it worked well?

5.  Can you think of a time in your experience when it wasn’t used well?

6.  Why do you think it wasn’t used well?

Handout for Parents – Grandma’s Law

Grandma’s Law is named for the white-haired lady of folk wisdom who told her grandchildren, “You can have some pie after you eat your vegetables.  Essentially, it involves requiring children to do something they would rather avoid as a condition for doing something they like.  For example, the foster parent could let the child know that they can watch television after they finish their homework.  The key to using this technique is knowing that the privilege being held back is either something the child wants to do or was planning to do.

Guidelines for using Grandma’s Law

1. Grandma’s Law works best when you speak in a friendly, positive and enthusiastic way.  Note the following examples:

“Let’s get those blocks picked up so we can read this story.”

vs.

“If you don’t pick up those blocks, I won’t read you this story.”

“Billy, you can’t go out until you straighten out your room.”

vs.

“Billy, your friends are outside.  You can go out just as soon as you straighten your room.”

2. If the youngster tries to go ahead with the desired activity without doing what you asked, call the child back and repeat what you said.  If the child continues to ignore you, either use time-out or take away a privilege.

Grandma’s Law

Please respond to the following questions with regard to using Grandma’s Law.  
1.  What kinds of behaviors or situations might this technique be helpful in addressing?

2. Not helpful?

3. Can you think of a time in your experience when this technique was used well?

4. Why do you think it worked well?

5. Can you think of a time in your experience when it wasn’t used well?

6. Why do you think it wasn’t used well?

Handout for Parents – Contracts

A contract is an agreement to do something pleasant for someone when that person does something pleasant for you.  Contracts should specify exactly what each person is agreeing to do, in writing, and be signed and dated by each party to the contract.  Writing these down makes them concrete, and the contract serves as a reference point for future discussions about the parent’s expectations of the child placed with them.  Contracts are particularly useful with adolescents.

Sample Contract Ideas

1. I’ll wash your clothes if you will place them in the clothes hamper.

2. If you do your homework each day, on Friday we’ll get a video.

3. If you put your toys away when you’re through playing with them, I’ll read you a story before bedtime.

4. If you come home on time after school each day, you may stay out until 11 on Friday and Saturday nights.

Contracts

Please respond to the following questions with regard to using contracts.  

 1.  What kinds of behaviors or situations might this technique be helpful in addressing?

2.  Not helpful?

3.  Can you think of a time in your experience when this technique was used well?

4.  Why do you think it worked well?

5.  Can you think of a time in your experience when it wasn’t used well?

6.  Why do you think it wasn’t used well?

Handout for Parents – Social Reinforcements

There are three kinds of social reinforcements: statements of thanks, praise or appreciation, physical contact that communicates affection, and attention.

Guidelines

1. When using praise, be specific about what the child did that is warranting your praise or appreciation.  For example, “I like it when you share your toys” or “You did a nice job making your bed”, let the child know what behaviors pleased you.

2. With this in mind, stay away from “good, but...” statements to a child.  Statements such as “ You did a good job making your bed, but you didn’t pick your clothes up off the floor” tend to negate the good behavior.  Instead, if only part of a task was done well, reinforce the child for having done it, then simply state what else needs to be done.  “You did a nice job making your bed; now, your clothes need to go in the hamper in the bathroom.”

3. Physical contact can be a powerful reinforcer, particularly for a young child.  As a general rule, pick those ways of showing affection that you are comfortable with and take into account the child’s history, particularly around physical or sexual abuse.  

4. In giving attention to a child, you don’t need to stop what you are doing, or even give attention for long periods of time.  You can give positive attention by:

· Smiling

· Making a quick comment or asking a question

· Having a short conversation

· Leaning toward and/or looking at the child

· Joining in an activity

5. For children from neglectful backgrounds, the active interest of an adult in even the most mundane of activities can make the child feel worthwhile and important.

Social Reinforcement

Please respond to the following questions with regard to using social reinforcement.  

 1.  What kinds of behaviors or situations might this technique be helpful in addressing?

2.  Not helpful?

3.  Can you think of a time in your experience when this technique was used well?

4.  Why do you think it worked well?

5.  Can you think of a time in your experience when it wasn’t used well?

6.  Why do you think it wasn’t used well?

Handout for Parents – Point Systems

To use a point system, you simply give a child a “point,” sticker, or some form of token (stars, poker chips, beans) each time the youngster does the desired behavior.  A child who earns a certain number of points, stickers or tokens over a period of time (e.g., 10 points in a day) receives a special privilege or treat.

Guidelines

1. Decide which behaviors will earn points in your system.  It is important to be specific so the child knows exactly what to do to earn a point.  Pick behaviors that can occur often (daily chores, compliance, completes homework, brushes teeth morning and evening).  

2. Determine how many points can be earned for each desirable behavior.  You can do this a number of ways:

· Give a different number of points for different tasks (5 points for making the bed; 3 points for feeding the pet);

· Assign points to different parts of each task (cleaning the bedroom could be broken up into three parts – making the bed is 3 points, hanging up clothes is 2 points and keeping the desk clean is 2 points);

· Award 1 point each time a particular behavior occurs (e.g., 1 point each time the child complies with a request).

3. Select a list of special treats or privileges.  The child should have some ideas about this.  Common treats and privileges include being able to pick a special meal or dessert, staying up late, choosing the evening’s TV programs, receiving a small toy, renting a special movie, letting other friends/classmates spend the night, etc.

4. In setting the total number of points that can be earned in order to receive a special treat, be realistic and set it at a level a child can achieve.  The frequency of being able to receive the award will vary with age.  The younger the child, the more frequent the award.  If the child is under five, you may want to give the youngster a chance to earn a privilege several times a day.

5. Each time the child does the behaviors you have selected to be rewarded, have a system for recording the achievements on a card or posted chart.  Checks, stars, happy faces should be visible recognition to all that the child is engaging in desired behaviors.

6. Review points and either reward at the prearranged time (or times) of day or withhold the privilege.  Go over the chart with the child so they can see the relationship between their behaviors and receiving a treat or not receiving one.

Point Systems

Please respond to the following questions with regard to using point systems.  

1. What kinds of behaviors or situations might this technique be helpful in addressing?

2. Not helpful?

3. Can you think of a time in your experience when this technique was used well?

4. Why do you think it worked well?

5. Can you think of a time in your experience when it wasn’t used well?

6. Why do you think it wasn’t used well?

Section V

Legal Roles and Responsibilities

Legal Roles and Responsibilities
Kinship/Child Specific foster/pre-adoptive parents often have legal questions related to placement and their roles and responsibilities.  Please review the following information on legal issues, to help clarify any questions you may have. 

Department Care Or Custody

To place a child, the Department must first have the child in custody through a court order or in care through a Voluntary Placement Agreement signed by the parent(s).  When the court gives custody to the Department, it means that the Department has the right to: determine the child’s place of abode, medical care and education, to control visits to the child, to consent to enlistment, marriages and other contracts otherwise requiring parental consent.  The child will be assigned an attorney who will advocate for the needs of the child.  

When a parent voluntarily places a child in the care of the Department, the Department has the right to consent to routine medical care, to enroll the child in school, to control visits and to determine where the child will be placed.  The parent has the right to consent to extraordinary medical care.  The parent may terminate their consent to placement by giving a 3 day written notice.

Confidentiality 

The Kinship/Child Specific foster/pre-adoptive parent is not free to disclose confidential information about the child(ren) who are placed with them to neighbors and friends.  However, Kinship/Child Specific foster/pre-adoptive parents can provide information to court investigators who produce identification, the child’s attorney, and therapists, physicians, etc., to obtain care for the child.  You are encouraged to seek the support of other foster/pre-adoptive parents when looking for the answer to questions affecting your foster child.  Of course, it goes without saying that Kinship/Child Specific foster parents should contact the Social Worker or Supervisor when questions arise about any children placed in their home.  No question is too silly to be asked; if you’ve thought about it, ask it!

Foster Care Reviews

Every six months the child and family’s Service Plan goals are reviewed for all children in placement at a Foster Care Review meeting at the area office involving all parties connected with the case.  The following are invited to the Case Review: the parents; Department  Social Workers and Supervisors for the family; the Family Resource Worker and Supervisor; Kinship/Child Specific foster/pre-adoptive parents; attorneys; therapists; children over 14; and any other professionals involved with the family.  You will be notified by mail of the scheduled date of the review.  The review is chaired by a Foster Care Reviewer whose panel includes a community representative and a Supervisor or Administrator from the area office who is not involved with the case. 

The focus of the review is the safety, permanence and well being of all the children in the family.  Every case review is structured to answer the following questions:

· Is continued placement of the child necessary and appropriate?

· What is the level of progress towards the outcomes and completion of tasks identified in the Service Plan for the parents and children age 14 and older?  What is the level of completion of tasks for the Department and the foster/pre-adoptive family?

· What is the appropriate permanent goal for each child and what is the projected date for achieving the permanent goal?  The goals are reunification, adoption, guardianship, living independently or long term substitute care.

· What has been the progress toward the goal identified in the written Service Plan?

· Are any additional services or activities needed to facilitate achieving the permanent goal for the children and their families?

The educational, medical, emotional, social and recreational needs of each child reviewed are discussed during the meeting.  Goals can be changed and major decisions made as a result of these reviews.  It is most important that Kinship/Child Specific foster/pre-adoptive parents attend and provide detailed, day to day information about the child’s adjustment, reaction to visits, etc. 

ChildCare for your children can be provided by Kid’s Net if necessary so that you may attend the Case Review.  If you need assistance call your Regional Kid’s Net Program Director as soon as possible.  You should let your child’s Social Worker know if there is any day that you are not available to attend a review.  He/she can provide this information to the Foster Care Review Unit prior to the scheduling of the review.  It is very important that you attend and participate at these Case Reviews.

ASFA

The Adoption and Safe Families Act of 1997 (ASFA) was a federal act passed to improve the safety of children, to support families, and to facilitate and expedite placement in adoptive and other permanent homes for children who need them.   The provisions of the law require permanency planning for children in foster/pre-adoptive homes. The intention of ASFA is to provide safety and permanence according to a child’s sense of time.  Waiting even a short time to go home, or to know who he or she will be going home to, seems like an eternity to a child.  The expectations of ASFA reflect this child’s sense of urgency which constantly guide and compel us toward outcome-oriented planning and timely decision-making for all children in care.

Important Provisions of the Law

· The child’s health and safety are a paramount concern.  The Department must make reasonable efforts to preserve families before children can be placed in care but children are not to be returned home if it would jeopardize their safety,

· Permanency planning must begin as soon as a child enters foster care.  A permanency hearing is held on all children in Department custody within 12 months of the date that the child entered foster care. At the hearing, a permanent plan is determined. The plan may be reunification, adoption, guardianship, or other permanent living arrangement.  If the child’s goal is adoption or guardianship, the Department must take all reasonable steps to implement this goal by placing children with their permanent family as quickly as possible.

· Time frames are reduced for parents to solve the problems that resulted in their children’s placement.  The Department is now required to seek termination of parental rights (TPR), when a child has been in placement 15 of the previous 22 months, unless it can be shown that the child is living with a relative, the agency has not provided the family with the services that would allow the child to return home, or there is a compelling documented reason why it would not be in the best interests of the child to file a petition for TPR.
· Under certain limited circumstances, the Department is not required to reunify families, and can immediately proceed with termination.
· Foster/pre-adoptive parents, including Kinship/Child Specific parents, have a right to notice and the opportunity to be heard by the court regarding the children in their care.  The new law requires notification of foster/pre-adoptive parents and Kinship/Child Specific parents of court reviews and trials involving the child.
Court Appearances For Kinship/Child Specific Foster/Pre-Adoptive Parents

Kinship/Child Specific foster/pre-adoptive parents often have children in their homes that are involved with the justice system.  There are several types of court action regarding children:

· Care and Custody - A Care and Protection petition or other custody hearing may be filed in a Juvenile, District, or Probate Court.

· Delinquencies - Children will have to go to court when criminal charges have been filed against them.

· CHINS - CHINS petitions are filed by a biological parent, police officer, or truancy officer when a child fails to obey the legal and reasonable commands of the parent, is a runaway, or fails to attend school.

Judges expect parents to come to court with their children.  Who goes to court with a child when the Department has custody?  Usually the Social Worker will attend the hearing. Does the judge expect the foster parent to come to court with the child?  The quick and short answer is that some do and some don’t.  As long as the child is in the Department’s custody, the Social Worker has the responsibility to be in court with the child.  It is helpful to the court if the person who provides the parenting for the child is present in court to answer the court’s questions.  No one can measure the value of the support provided to the child when he or she is accompanied to court by the parent; whether it is the Kinship/Child Specific foster/pre-adoptive parent or the birth parent.  Suffice it to say that it makes a difference!  The courts, however, recognize that Kinship/Child Specific foster/pre-adoptive parents, just like birth parents, may have a job that prevents them from being in court. Kinship/Child Specific foster/pre-adoptive parents are not expected to jeopardize their employment in order to be supportive of a foster child by being present in court. Kinship/Child Specific foster/pre-adoptive parents need to remember that it is the Social Worker’s responsibility to go to court with the child.

Recent legal changes as a result of ASFA require that Kinship/Child Specific foster/pre-adoptive parents be given notice of court reviews and trials involving the child and that they be given the opportunity to be heard by the court regarding the children in their care.  If a Kinship/Child Specific foster/pre-adoptive parent chooses to come to court, they may be subject to cross-examination. Foster/pre-adoptive parents are not considered to be a party to the proceeding.

Subpoenas

What should the Kinship/Child Specific foster/pre-adoptive parent do if he or she receives a subpoena?  If the subpoena is related to a child who is or has been in the Kinship/Child Specific foster/pre-adoptive home, the Kinship/Child Specific foster/pre-adoptive parent should immediately contact the Social Worker or Supervisor.  It is useful to remember that a subpoena can be issued by any attorney involved in a particular case and that failure to respond to a subpoena could possibly result in the issuance of a warrant.  Sometimes attorneys for parents issue subpoenas for Kinship/Child Specific foster/pre-adoptive parents because they believe Kinship/Child Specific foster/pre-adoptive parents can provide valuable testimony about children in their care.  The Kinship/Child Specific foster/pre-adoptive parent should contact the Social worker immediately.  Never ignore a subpoena!

Mandated Reporters

Under Massachusetts law, the Department of Social Services is the state agency that receives all reports of suspected abuse or neglect of children under the age of 18.  State law requires professionals whose work brings them in contact with children to notify the Department if they suspect that a child has been – or is at risk of being abused or neglected.  The Department depends on reports from professionals and other concerned individuals to learn about children who may need protection. The list of people who are considered mandated reporters under the law is long.  All Foster/pre-adoptive parents are considered mandated reporters in Massachusetts.

As a mandated reporter, what are my responsibilities?

Massachusetts Law requires mandated reporters to immediately make an oral report to the Department of Social Services when, in their professional capacity, they have reasonable cause to believe that a child under the age of 18 years is suffering from abuse or neglect.  You should report any physical or emotional injury resulting from abuse, including sexual abuse; or any indication of neglect, including malnutrition. 

A written report must be submitted to the Department within 48 hours after the oral report has been made.  Please note that any mandated reporter who fails to make required oral and written reports can be punished by a fine of up to $1,000.

During the screening and investigation of a 51A report, any mandated reporter who has information which he/she believes might aid the Department in determining whether a child has been abused or neglected shall, upon request by the Department,, disclose the relevant information to the Department.  Under the law, mandated reporters are protected from liability in any civil or criminal action.

Who is a caretaker?

A “caretaker” can be a child’s parent, step-parent, guardian, or any household member entrusted with the responsibility for a child’s health or welfare.  In addition, any other person entrusted with the responsibility for a child’s health or welfare, both in and out of the child’s home, regardless of age, is considered a caretaker.  Examples may include relatives from outside the home, teachers or school staff in a school setting, workers at day care and child care centers (including babysitters), foster/pre-adoptive parents, staff at a group care facility, or persons charged with caring for children in any other comparable setting.

How are abuse and neglect defined?

Under the Department of Social Services regulations (110 CMR, section 2.00):

Abuse means:  The non-accidental commission of any act by a caretaker upon a child under age 18 which causes, or creates a substantial risk of, physical or emotional injury; or constitutes a sexual offense under the laws of the Commonwealth or any sexual contact between a caretaker and a child under the care of that individual.  This definition is not dependent upon location (i.e., abuse can occur while the child is in an out-of-home or in-home setting).

Neglect means: Failure by a caretaker, either deliberately or through negligence or inability, to take those actions necessary to provide a child with minimally adequate food, clothing, shelter, medical care, supervision, emotional stability and growth, or other essential care; provided, however, that such inability is not due solely to inadequate economic resources or solely to the existence of a handicapping condition.  This definition is not dependent upon location (i.e., neglect can occur while the child is in an out-of-home or in-home setting).

Physical injury means: Death; or fracture of a bone, subdural hematoma, burns, impairment of any organ, and any other such nontrivial injury; or soft tissue swelling or skin bruising depending upon such factors as the child’s age, circumstances, under which the injury occurred and the number and location of bruises; or addiction to a drug or drugs at birth; or failure to thrive.

Emotional Injury means: An impairment to or disorder of the intellectual or psychological capacity of a child as evidenced by observable and substantial reduction in the child’s ability to function within a normal range of performance and behavior.

How do I make a report of suspected child abuse or neglect?  When must I file it?

When you suspect that a child is being abused or neglected, you should immediately telephone the Department of Social Services Area Office serving the child’s residence and ask for the Protective Screening Unit.  You will find a directory of Area Offices within this Guide.  Offices are staffed between 9a.m. and 5p.m. weekdays.  To make a report at any other time, including after 5p.m. and on weekends and holidays, please call the Child -at - Risk Hotline at 1-800-792-5200.

As a mandated reporter you are also required by law to mail or fax a written report to the Department within 48 hours after making the oral report.  The form for filing this report can be obtained from your local Area Office.

Your report should include:

· All identifying information you have about the child and parent or other caretaker, if known.

· The nature and extent of the suspected abuse or neglect, including any evidence or knowledge of prior injury, abuse, maltreatment, or neglect.

· The circumstances under which you first became aware of the child’s injuries, abuse, maltreatment or neglect.

· What action, if any, has been taken thus far to treat, shelter, or otherwise assist the child.

· Any other information you believe might be helpful in establishing the cause of the injury and/or person responsible.

· Hospital personnel should take photographs of any trauma that is visible on the child and mail or deliver the photographs to the Department with the written report.

As a mandated reporter, you are required by law to also provide the Department with your name, address and telephone number.

We recommend that you inform the family that you have referred them to the Department for help, but do not do so if you think it would increase the risk to the child.

If you have any questions about whether or not to report a situation, please do not hesitate to contact your local Department of Social Services Area Office.

What happens after the Department receives a report of suspected child abuse or neglect?

There are several possibilities, depending on the allegations reported and other case specific circumstances.

If the Department determines there is reasonable cause to believe that a child has been abused or neglected, a Social Worker is assigned to investigate the report.  The investigation, called a 51B, includes a home visit during which the Social Worker meets and talks with the child and the caretaker.  If the Department determines that the situation is an emergency, the investigation is completed within 24 hours after the report is designated as an emergency.  Investigations of all other reports are completed within 10 days.

If the Department determines that there is reasonable cause to believe that an incident of abuse or neglect by a caretaker did occur, the report is supported and the Department provides the family with services to reduce the risk of harm to the child.  If the report is unsupported but the family appears to be in need of services, the Department may offer the family services on a voluntary basis.  The Department will notify the mandated reporter, in writing, of its decision.

Referrals to the District Attorney
It is important to note that if the Department determines a child has been sexually abused or sexually exploited, has suffered serious physical abuse or injury, or has died as a result of abuse or neglect, the Department must notify the District Attorney, who has the authority to file criminal charges, as well as local law enforcement authorities for the county where the child resides and where the offense occurred. 

Where can I obtain more information about child abuse and neglect?
You can obtain more information about child abuse and neglect by calling the Massachusetts Department of Social Services Library at 617-748-2373.

Foster/Pre-Adoptive Parents and 51A Allegations  

There are few experiences more difficult for a Kinship/Child Specific foster/pre-adoptive parent than being reported for child abuse or neglect.  Many express shock and disbelief at finding themselves under official investigation by the agency they are working with.  They feel betrayed and angry that the agency appears to have turned against them.  Often they fear that they will lose their respected position within the community and report feelings of inadequacy and humiliation.  How could this happen to me?  

Kinship/Child Specific foster/pre-adoptive parents may face an increased risk of being falsely accused in a 51A allegation.  Children who have experienced the insecurities of years in foster care have been hurt in ways that affect their behavior for years.  Children may make a false complaint due to:

· An inability to trust the intent of the foster/pre-adoptive parent’s actions.

· Lack of a sense of honesty and responsibility, i.e., many of the older children are “system smart” and will use an allegation of child abuse as a “ticket” out of the foster/pre-adoptive family when they want to avoid accepting responsibility for their actions.

· A maladaptive behavior of lying and playing on the responses of adults in an effort to control the adults.

· Deliberately trying to hurt those who offer help and trying to destroy these relationships.

· A desire for revenge for a perceived hurt.

In some cases, a birth parent of a child in placement will use an allegation to spite a Kinship/Child Specific foster/pre-adoptive parent toward whom they feel resentment or jealousy.

Sometimes abuse does occur in Kinship/Child Specific foster/pre-adoptive homes.  Exceptional stress may have caused a breakdown in the family’s functioning.  Some foster children are extremely provocative and have an intense need to produce an abusive reaction from the Kinship/Child Specific foster/pre-adoptive parent. The Kinship/Child Specific foster/pre-adoptive parent may have received inadequate training and/or too little support to handle the stress involved in parenting.  Sometimes the Department’s information about the family was insufficient to rule out applicants or family members with serious problems.

What to do if a 51A is filed on your home 

Call your Family Resource Worker.  He/she will suggest you initiate contact with your FRL (Family Resource Liaison).  Due to confidentiality, no information about abuse allegations can be given to the FRL except by you.  The FRL will listen and can provide information about the investigation process and your rights. You can have someone present when you are interviewed.  You can request a copy of the 51A and B.  You have the right to review any and all documents in your family resource file (subject to some restrictions based on confidentiality). You can appeal support decisions through the fair hearing process.

Helpful strategies:

· Surround your family with a supportive network. DO NOT isolate yourselves, especially from other foster/pre-adoptive families, or further stress yourself by trying to keep the allegations a secret.

· Request written information from the agency regarding your rights now that an allegation of abuse/neglect has been made.

· Begin to write a dated journal of events and communications.  Keep good records.

· Participate in a support group if there is one.

· Insist on having input into the investigation. If you have not been interviewed or are concerned that your interview will not be accurately recorded, put into writing the information you want included in the report.  Keep a copy.

· Ask the agency to help you explain to the children what is happening and why.  The children’s Social Worker may be the most appropriate person to provide this help.  If the children are being removed, ask to stay in contact with them.  Depending on the circumstances, this may be important for the children’s sake.  If the agency refuses any type of communication, contact the children’s attorney or Guardian ad Litem (GAL) and request assistance in making sure that each child’s needs are met during this time.

· Expect that the process will require grieving time.  This is particularly true if the allegations do lead to removal of children or a loss of the fostering role.  Pay attention to your emotional and physical health, and make sure you obtain support and counseling if needed.

What to expect in the screening and investigation process

All 51A reports regarding alleged abuse and neglect by Kinship/Child Specific foster/pre-adoptive parents will be received by the area office which covers the area in which they reside.  They will then be assigned to the Department’s Special Investigations Unit for screening.  The report will either be screened out, screened in as an emergency, or screened in as a non-emergency.  A report is designated as an emergency when the reported condition poses a threat of immediate danger to life, health, or physical safety of the child.  If the report is designated an emergency report, the Department begins an emergency response and completes the investigation within 24 hours.  The first priority will be to view the child and to determine the condition of any other children residing in the same household. Investigations of all non-emergency reports are completed within 10 days.

At first contact, the investigator must give caretakers a statement of their rights.  Investigations include consulting with the reporter, checking Department files, arranging medical examinations when appropriate, making collateral contacts necessary to obtain reliable information which would corroborate or disprove the reported incident and the child’s condition.  The purpose of the investigation is to determine the existence, nature, extent, and cause of the reported allegations, and to determine the identity of the person(s) alleged to be responsible.

After completing the 51B investigation, the Department determines whether to support or unsupport the allegations.  Supporting means that the Department has reasonable cause to believe that an incident of child abuse or neglect by a caretaker did occur.  The report can be supported even when the Department is unable to identify who is responsible for the abuse or neglect.

When a report is supported or unsupported, the determination will be reported to the Kinship/Child Specific foster/pre-adoptive parents.

Whenever the Department supports a report where the Kinship/Child Specific foster/pre-adoptive parent is the alleged perpetrator, the following occurs:

· If a determination is reached that the foster children’s physical, mental, or emotional well being is endangered, the Department will immediately remove the children from the home.

· If the child’s well being is not immediately endangered, the children can remain in the home while the Department performs a limited reassessment of the Kinship/Child Specific foster/pre-adoptive parents and the home.  The reassessment may result in a decision to allow some or all of the children to remain in the home or may result in the decision to remove the children.

Removal of a Foster Child 

There may be a situation where despite all of your attempts to maintain a child with your family, a disruption still occurs.  When foster/pre-adoptive parents are approved by the Department, they sign an Agreement Between the Massachusetts Department of Social Services and Foster/Pre-Adoptive parents.  This agreement states that the Kinship/Child Specific foster/pre-adoptive parent will “give the Department at least 10 working days’ notice if removal of the child from the Kinship/Child Specific foster/pre-adoptive family is desired, except when immediate removal is necessary to ensure the life, health, or emotional well-being of the child or of Kinship/Child Specific foster/pre-adoptive family household members.”    

If the Kinship/Child Specific foster/pre-adoptive parent determines that the child must be removed immediately at a time when the Department’s office is closed, the Kid’s Net Connection Helpline should be called.  They can assess the situation, offer support and services to deescalate the situation, and when necessary, send a worker to remove the child.

The Department has also agreed to notify your family, “in writing including the reason(s), at least ten (10) calendar days in advance of a decision to remove a child from the Kinship/Child Specific foster/pre-adoptive family, except when the Area Director has determined that the child’s physical, mental, or emotional well-being would be endangered by remaining in the home; and within three (3) working days after a decision is made to close the Kinship/Child Specific foster/pre-adoptive home.”

Liability Information

The Department attempts to provide support and assistance to our foster/pre-adoptive parents.  The Legal Department is frequently contacted on general issues involving liability of foster/pre-adoptive parents who are licensed by the Department.  These are the answers given to some of the most frequently asked questions.

1. Are Kinship/Child Specific foster/pre-adoptive parents personally liable if a child is injured or dies while in foster care?

Answer:  No, so long as the injury to the child was not the result of gross negligence or an intentional action of the Kinship/Child Specific foster/pre-adoptive parent.

Under Massachusetts General Laws Chapter 258, Section 1 of the Massachusetts Tort Claims Acct, a Department of Social Services licensed Kinship/Child Specific foster/pre-adoptive parent is considered to be a “public employee” for tort liability purposes with respect to claims against the Kinship/Child Specific foster/pre-adoptive parent for injuries or death made by or on behalf of a foster child, provided that the conduct of the Kinship/Child Specific foster/pre-adoptive parent “was not intentional, or wanton and willful, or grossly negligent.”

This means that foster/pre-adoptive parents, like Department employees, have “limited liability.”  They are immune from liability if a child is injured or dies while living in the Kinship/Child Specific foster/pre-adoptive home, and that injury or death was the result of an accident which at worst results from carelessness or ordinary negligence by the Kinship/Child Specific foster/pre-adoptive parent(s).  If there is a settlement or a judgment in a legal proceeding relating to the child’s injury or death, it will be paid by the Commonwealth and not by the foster/pre-adoptive parent.

However, a Kinship/Child Specific foster/pre-adoptive parent may be liable if the child’s injury or death occurs because of an intentional action of the foster/pre-adoptive parent(s), or was the result of grossly negligent behavior.  Examples of intentional conduct would be striking the child or locking the child in a closet.  Gross negligence occurs if a foster/pre-adoptive parent engages in dangerous conduct that any reasonable person would know was likely to result in injury to a child, such as driving a car while under the influence of drugs or alcohol.

2. What happens if Kinship/Child Specific foster/pre-adoptive parents are sued because a foster child was injured or dies while in their care?

Answer:  Under normal circumstances the Kinship/Child Specific foster/pre-adoptive parents will be represented by the Office of the Attorney General in the same way as other state employees.

If the Kinship/Child Specific foster/pre-adoptive parents are sued, i.e. receive a court summons and complaint, they should immediately notify the Area Office, Regional Legal Counsel or the Office of the General Counsel.  The General Counsel’s Office will need to get a copy of the summons and complaint as quickly as possible.  An attorney in the Office of the General Counsel will see that the summons and complaint are transmitted to the Attorney General’s Office and request that the foster/pre-adoptive parent be represented by the Attorney General.  (The Department will also be represented by the Attorney General.)

3. What is the process that is followed in defending a legal action against a Kinship/Child Specific foster/pre-adoptive parent?

Answer:  The Kinship/Child Specific foster/pre-adoptive parent can expect that s/he will be contacted by an attorney in the Office of the General Counsel and will receive a “representation letter” to be signed and returned.

This letter explains that the Attorney General will represent the foster/pre-adoptive parent, so long as the Kinship/Child Specific foster/pre-adoptive parent cooperates with the Department and the Office of the Attorney General in the defense of the lawsuit, and provided that it does not appear that the injuries to the foster child were the result of intentional acts of the foster/pre-adoptive parent or the result of gross negligence.  Under those situations the Kinship/Child Specific foster/pre-adoptive parent must find separate legal representation.  The letter also explains that the Kinship/Child Specific foster/pre-adoptive parent is always free to hire his/her own lawyer if s/he chooses to do so.

Once the representation letter is signed, an Assistant Attorney General (AAG) will represent the Kinship/Child Specific foster/pre-adoptive parent and the Department in the court case.  The case is also assigned to a lawyer in the Office of the General Counsel who will be the Department’s liaison with the AG’s office.  There may be instances when the AAG or the attorney in the Office of the General Counsel will need to speak to the Kinship/Child Specific foster/pre-adoptive parent to get additional information about the facts of the case.  The Kinship/Child Specific foster/pre-adoptive parent may also be required to answer written questions (interrogatories) or give oral testimony (a deposition) under oath.  In each instance s/he will be contacted and will work with the Department attorney or the AAG.  If the case goes to trial, the Kinship/Child Specific foster/pre-adoptive parent, as well as other Department witnesses, such as the child’s social worker may be required to testify.  Again, the Kinship/Child Specific foster/pre-adoptive parent will be represented and assisted by the AAG.

If the case is settled prior to trial or there is a trial and there is a judgment against the Department and/or the Kinship/Child Specific foster/pre-adoptive parent, the Commonwealth pays the money damages.  The decision on whether or not to settle a case prior to trial is also one that is made by the Attorney General’s Office with the approval of the Department.

4. Will the foster/pre-adoptive parents be liable if a foster child causes injuries or property damage?

Answer:  No.  In the case of Kerins v. Lima, 425 Mass 108 (1997), the Massachusetts Supreme Judicial Court determined that foster/pre-adoptive parents could not be held vicariously liable for damages caused by a foster child, even in situations where the child’s legal parents would be held liable for their child’s actions.

5. What should a Kinship/Child Specific foster/pre-adoptive parent do if s/he receives a letter from an insurance company or an attorney stating that s/he is liable for injuries or property damage as the result of negligence or cause by a foster child?

Answer:  The letter should be forwarded to the Area Office, Regional Office or to the Office of the General Counsel. The attorney or insurance company will be notified that it is not the responsibility of the foster/pre-adoptive parent to pay damages connected with the claim and that the claim must be addressed to the Department pursuant to the procedures set out in the Massachusetts Tort Claims Act, Chapter 258.

6. What if the homeowners or automobile insurance of a foster/pre-adoptive parent would cover the damage claim?

Answer:  A Kinship/Child Specific foster/pre-adoptive parent is not obligated to access his/her own insurance unless s/he chooses to do so.  Some insurance policies cover foster children as household members and the company will honor this coverage.  If the Kinship/Child Specific foster/pre-adoptive parent and their insurance company wish to pay a claim, they may do so, but it is the position of the Department and the Attorney General’s office that to the extent that there is any liability, the claims should be pursued against the Commonwealth and not the foster/pre-adoptive parent.

7. Will the Department and the Attorney General represent Kinship/Child Specific foster/pre-adoptive parents who are employed by private agencies, rather than being licensed or approved by the Department?

Answer:  No.  The Department is only liable for the actions of foster/pre-adoptive parents whom it licenses. If a Kinship/Child Specific foster/pre-adoptive parent is selected, trained, and employed by a private agency, then that agency is legally responsible for the actions of the Kinship/Child Specific foster/pre-adoptive parent.

Reimbursement to Foster/Pre-Adoptive Parents for Damages and Theft (This policy includes coverage to Kinship/Child Specific parents)

The Department provides limited reimbursement to foster/pre-adoptive parents for excessive damage to personal property caused by a foster child residing in their home.  The property damage for which the Department may reimburse a foster/pre-adoptive parent must be the result of a deliberate, malicious action by the foster child, and must exceed the amount of damage that can reasonably be expected from caring for a foster child.

Reimbursement extends to active and licensed foster/pre-adoptive parents, including those providing services through the Massachusetts Society for the Prevention of Cruelty to Children (MSPCC) Kid’s Net Respite Program and active licensed foster/pre-adoptive parents who contract with Partnership Agencies.  Foster/pre-adoptive parents providing services to Department foster children through other contracts are not eligible for reimbursement.  

The Department  recommends that all foster/pre-adoptive parents acquire primary property insurance, such as homeowners’ or rental insurance, to provide coverage for damage to their personal property and residence.  This insurance may provide the foster/pre-adoptive parent’s primary coverage for property damaged or stolen by a foster child. 
Limits Of Reimbursement

The Department may reimburse a foster/pre-adoptive parent for property damaged or stolen by a foster child, but will not do so in the following situations:

.

· Physical injuries or disabilities, and related health care expenses that a foster child causes.  The Department recommends that foster/pre-adoptive parents maintain health insurance to cover their medical and health care costs for any unforeseen injuries of a medical or physical nature. `

· Telephone calls made by the foster child.

· Any requests for reimbursement for damage or theft by a child whose authorization for placement in that foster/pre-adoptive home has been closed more than 48 hours prior to the incident, unless proof is submitted to substantiate that the child was responsible.  An example of proof is the police apprehending the child with the stolen property.

· Damage caused by a foster child if the foster/pre-adoptive parent was negligent in supervising the foster child when the damage occurred.  According to the Department’s regulations and policy, the foster/pre-adoptive parent is responsible for providing “substitute parental care” to a child.  Implicit in this responsibility is the requirement that the foster/pre-adoptive parent supervise or manage the foster child.  When a foster/pre-adoptive parent fails to adequately supervise a foster child, who then damages property, the Department will not reimburse the foster/pre-adoptive parent for the resulting property damage.

· Requests for reimbursement must be submitted within 30 days of the incident or within 30 days of receiving a decision from the foster/pre-adoptive parent’s insurance company.  All requests should include verification of insurance coverage, copy of claim submitted to insurer, written decision from insurer relative to the claim including the amount of the deductible you must pay and reasons for any denial of coverage.  An itemized documentation of the value of the damaged property, including either a dated purchase receipt or an appraisal statement and any available photographs and a copy of the police report that includes the name of the foster child involved in the incident are also required. 

· Forms for requesting reimbursement should be requested from the Family Resource Supervisor in your Area office and returned to s/he with the documentation outlined above.  Your request will be forwarded to Central Office for review and processing.

The Department calculates reimbursement amounts by applying standard depreciation rates to the verified market value of the damaged or stolen item(s).

Out Of State Travel 

Before making any arrangements to travel out of state you must get permission from the Social Worker.  In some situations, the Social Worker will need to discuss the situation with the Department’s attorney who may be required to take the request before a judge.  

Guardianship

You may be asked if you are interested in becoming a legal guardian for a child who has been in your care. The Department sponsors guardianships for children in our legal custody for whom adoption is not an appropriate goal. Children for whom guardianship is considered are often in a kinship placement and adoption is determined not to be appropriate for them.  They may be older children who still have strong ties to their biological family but whose parents are unable to provide for them.  Guardianship does not require termination of parental rights to the child.  The child can still inherit from the parent, and the child usually retains his/her birth name.  Visitation sometimes continues with birth parents, and may be formally set by the court at the time the guardianship is allowed.  As a guardian you will have legal custody of the child.  For the most part, you will have the same responsibilities as if you were the child’s parent.  You may consent to marriage, enlistment in the armed forces, admission to a hospital, getting a driver’s license, etc.  You arrange all medical care, including mental health services. A guardian, however, cannot commit a child to a locked facility without the court’s permission.

Guardianship subsidy is allowed for most children who have been in the custody of the Department provided that the guardianship is sponsored by the Department.  The subsidy amount is usually the same as the foster care rate and must be arranged prior to the guardianship

.

Adoption

You may have a child placed with you for foster care whose parents are unable to care for him/her and whose parenting rights are terminated.  If the child has been with you for a significant period of time and is happy and doing well in your home, you may wish to consider applying to adopt.  Generally, a Kinship/Child Specific foster parent will participate in an adoption assessment to determine if adoption of the specific child is appropriate for them. Kinship/Child Specific foster parents need to give serious consideration to whether they wish to make a life-long commitment to having the child become a member of their family. Through an adoption assessment process, the impact of this decision on other family members, their feelings regarding changing the child’s family status, etc., are explored.

If you make a decision to adopt your foster child, there are supports provided by the Department and by private agencies to help you after the adoption is completed. 

Adoption subsidy is available for many children in the Department’s custody. Eligibility is based on the child’s special needs both now and in the future.  Subsidy may for MassHealth only; MassHealth at a later date depending upon the child’s needs or may include financial subsidy now or in the future. Application for adoption subsidy must be made prior to the legalization of an adoption. 

The Department contracts with Crossroads to provide post adoption services to children in Massachusetts. 

Fair Hearing And Grievance Procedures

Kinship/Child Specific foster parents and Kinship/Child Specific foster parent applicants have a right to appeal the following decisions by the Department via the Fair Hearing process:

· A decision not to approve or license an application to become a foster parent except that no right of appeal exists if the decision is based on the applicant’s failure to effect specified changes within the allotted time after receiving notice from the Department.

· A decision to remove a foster child from the foster home, except that no right of appeal exists if the child is to be removed in order to be placed:

· With his/her parent(s);

· In an approved pre-adoptive home, unless the foster parent(s)have applied to become the child’s pre-adoptive home and the Department has not yet rejected their application;

· With a legal guardian, unless the foster parents have applied to become the child’s legal guardian and the Department has not rejected their application;

· In an independent living situation;

· In a home where one or more of the child’s siblings is residing; or

· In the home of a relative of the foster child, if the current foster parent is not a relative of the foster child;

· In a different foster home, because the child specific or kinship home was not approved as a foster/pre-adoptive home for the specific child, or was not re-approved after a reassessment under 110 CMR 7.113.

· In a different foster home, because the foster parent’s license is either terminated or is not renewed following a reassessment under 110 CMR 7.113.

· A decision to close the Kinship/Child Specific foster home, to terminate a license as a Kinship/Child Specific foster parent/home or to not renew a license to be a foster parent/home.

· A decision not to approve the Kinship/Child Specific foster parent as a legal guardian or adoptive parent for a child who has been in his or her home for at least six months.

· The failure of the Department to follow 110 CMR, which resulted in substantial prejudice to the foster parent.

· A determination made at a Foster Care Review changes pursuant to 110CMR 6.12(10) to change a goal.

· These procedures do not create a liberty or property interest, but are afforded as a courtesy in recognition of the special relationship the Department has with these individuals.

Kinship/Child Specific pre-adoptive and adoptive parents have a right to appeal the following decisions or inaction by the Department via the Fair Hearing process.:

· Denial of an application to become a pre-adoptive placement;

· Withdrawal of Department sponsorship of a pre-adoptive placement;

· Removal of a child from a pre-adoptive placement, except that no right of appeal exists if the child was or will be placed or if the adoptive parent is either not approved for a child specific or kinship home, or their license is either terminated or not renewed for an unrestricted adoptive home, after an evaluation under 110CMR 7.113 in an independent living situation.  

· Denial or reduction of an adoption subsidy;

· A decision to close a home which is also a pre-adoptive placement;

· The failure of the Department to follow 110 CMR, which resulted in substantial prejudice to the aggrieved party.

· The delay or denial of the placement of a child for adoption when an approved family is available out of state.

How to Request A Fair Hearing

To begin the fair hearing process, you must file a written request for a fair hearing with the Department’s Fair Hearing Office within 30 calendar days after receiving the decision that you would like to appeal.  To prevent removal of a child from your home you must file your written request for a fair hearing within 10 calendar days after being notified of the removal decision.

Send the request to:


Department of Social Services 

Fair Hearing Office


24 Farnsworth Street


Boston, MA 02210

Include in your letter:

· Your name, address, and telephone number;

· The date the decision was made’

· The name(s) of the child(ren), if any;

· The name and address of the office where the decision was made; and

· The decision you wish to appeal (it is helpful if you include a copy of the notice the Department sent you).

You MUST ALSO send a copy of your request to the director of the office where the decision was made.

You will then be contacted regarding the review process.

You may obtain more information by calling the Fair Hearing Office at (617) 748-2000.

What Is A Grievance?

The grievance procedure is designed to review any decision that is not subject to a fair hearing, including Foster Care Review decisions other than the goal, or to complain about the conduct of a Department employee.

How To File A Grievance

To initiate the grievance procedure, you must file a written complaint with the Area Office, Regional Office, contracted provider or agency or Foster Care Review Unit whose decision is complained of, or that employs the staff person whose conduct you wish to complain about, within 30 calendar days after receiving the decision, or after the date of the conduct you are grieving.

Your letter should include any information you would like the Department to consider when reviewing the matter.

A written notice of the Department's decision will be sent to you within 21 calendar days after your grievance is received.

“Parents As Tender Healers”

Video Self-Study Guide 

For Kinship/Child Specific Curriculum


This video self-study guide is an important part of the training curriculum for Kinship/Child Specific Parents. We hope you enjoy the video and use it as a tool as you provide the child in your home with powerful examples of healthy family relationships.  It is recommended that the video be viewed by all members of the family together. We are attaching a study guide of questions to assist you while you view the video. Thank you for taking the time to view the video.


The video, “Tender Healers” is divided into three sections. You may view the video in its’ entirety and then go back and view each section separately and answer the questions. We are also aware of your busy schedule so do what is best for you and your family. The three sections of the video are:

1. Helping Children Make Transitions

2. Helping Children Build Attachments

3. Effective Discipline

Section I: Helping Children Make Transitions:

1. The first section talks about transitioning children from their birth homes into care and how difficult transitions can be.  Dr. Vera Falhberg talks about the loss children experience when they enter care. One task of kinship and child specific parents is to ease the trauma of children transitioning into care.  Try and think about some ways you and your family can ease the transition into care.  Take a few minutes to jot down your answers.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2.
Another part of the video talks about the emotional connections children bring to care. In the video we saw how Gladys Stocker had pictures of the child’s parents over the crib and would remind the child of his parent’s love. What would be some ways you and your family could re-enforce the emotional connections of the children placed in your home?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section II: Helping Children Build Attachments

1. Even in a Kinship/Child Specific placement it will be necessary for children to build new attachments. Your role will be to help maintain connections to the past and help the child deal with the past and acknowledge it. Kinship/Child Specific families have the power to heal what went on in the past by acknowledging former attachments. After watching this section of the video what would be some ways you and your family could help the child placed in your home to build new attachments?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. This section of the video talks about stability, tenacity and longevity of  Kinship/Child Specific homes. What characteristics of your home make it a stable one?  

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section III: Effective Discipline:

1. This section of the video deals with effective discipline and the unpredictability of the Foster Care world. In the ideal world rewards get desired results but that is not always the case with your children who are placed in your home. As we saw with Demetrius, usual methods of discipline might not work given the history of the child. In the section focusing on Aleshia, we saw how she had a wealth of material things in the home yet she compulsively stole.  Melvin had a history of a violent temper and the task of his Aunt Lois was to make the home safe for all. Take a few minutes and jot down some creative ways to discipline the children placed in your home. Keep in mind that traditional ways may not always work. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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