Developmental Outcomes of Infants and Toddlers in the Child Welfare
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Summary: The authors provide judges with tips and strategies to improve developmental
outcomes for young children involved in the court system.
____________________________________________________________________________________

Judges serving in juvenile courts make daily decisions that affect children across their
lifespan, particularly infants and toddlers (i.e., 0-3 years old). Infants and toddlers are
maltreated and placed in foster care at higher rates than older children. Based on the
Adoption and Foster Care Analysis and Reporting System (AFCARS), 36% of children in the
foster care system are comprised of infants and toddlers, compared to 19.7% of preschoolers
and 31% of older children[1]. Due to the disproportionate numbers of infants and toddlers in
child welfare, it is critical that judges understand how their judicial decisions impact the
development of these children.
The infancy and toddler stages are considered sensitive periods of development, during
which certain capacities are more readily shaped by children’s experiences[2]. In a context of
compromised caregiving, such as maltreatment, infants and toddlers become more
vulnerable to developmental challenges in the physical, cognitive, language, and socialemotional domains.
Specifically, maltreated infants and toddlers may show compromised physical growth, such
as lower than normal height, weight, and head circumference[3]. Additionally, they are at
higher risk for other developmental and behavioral needs, but have better access and use of
services if placed in foster care[4].
Further, maltreated infants and toddlers may experience delays in cognitive development and
subsequent school readiness[5]. An important contributor to cognitive and academic skill is
executive functioning, the ability to organize, plan, attend, and regulate emotions. Language
skill, with a sensitive period in the first two years of life, is highly predictive of literacy, school
success, and behavioral functioning. Early exposure to maltreatment and placement
instability may compromise executive functioning and language skills, and therefore longterm academic outcomes.
A critical social-emotional milestone of this stage is attachment, which is also a sensitive
period in the first two years of life. Through secure attachments with consistent caregivers,
children learn how to recognize and regulate emotions, as well as to maintain positive
interpersonal relationships. Early adverse experiences, such as maltreatment, have been
shown to increase the likelihood that children will have an insecure attachment to caregivers,
and to negatively affect children’s capacity to process and regulate emotions[6], rendering
them at risk for later mental health, behavioral, and relational difficulties[7].

In their roles as providers of legal oversight to child welfare cases, judges can undertake the
following strategies[8]:
•
•
•
•
•
•

Learn about infant and toddler brain and overall development through linkages with
scholars and practitioners;
Ensure that infants and toddlers are receiving regular pediatric care, and are linked to
a medical home;
Mandate that infants and toddlers receive developmental assessments and
appropriate referrals to early intervention services;
Recommend referrals to infant and toddler mental health intervention programs which
can facilitate optimal social-emotional functioning of young children and caregivers;
Establish parent-child visitation plans that meet the developmental needs of infants
and toddlers;
Promote enhancement of the caregiving environment, whether birth or foster families,
to optimize children’s development.

Implementing such strategies allow judges to have a major influence on the positive
developmental trajectories of maltreated children, and ultimately support their long-term
healthy life outcomes.
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The Effect of the ZERO TO THREE Court Teams Initiative on Time to
Permanency: A Summary of Evaluation Findings
Kimberly L. McCombs-Thornton, PhD, Evaluation Director, North Carolina Partnership for
Children
Summary: The author describes the ZERO TO THREE Court Team model and its success in
achieving timely permanency.
__________________________________________________________________________

Our youngest children experience the highest rates of child maltreatment. Infants and
toddlers under age three represent about a quarter of all new child welfare cases each year.
(US Department of Health and Human Services, 2011) This unpredictable parenting occurs
at a critical time of their development. A stable and nurturing caregiver is important for
helping children reach developmental milestones. When a developmental window is missed,
it can take much nurturing and intervention to overcome the loss. (Shonkoff & Phillips, 2009)
Young children in the child welfare system are at risk for attachment disorders. Poor
attachment can result in behavior and trust issues as the child ages. (Zeanah et al., 2001)
ZERO TO THREE Court Teams Initiative
ZERO TO THREE (ZTT) developed the Court Teams for Maltreated Infants and Toddlers
Initiative to address the developmental needs of young children in the child welfare system. In
the court teams model, a judge works with a community coordinator to convene
representatives from the local child welfare system, legal system and service providers to
form the court team. CASA volunteers and GALs play active roles on the legal teams in the
communities where they are present. The court team develops a plan to implement the
initiative in their community. Each site serves families of children under age three at time of
entry into foster care. The model includes monthly case reviews for each family (typically
court hearings and/or family team meetings); referral to child-focused services such as
developmental screenings; evidence-based parent education; child-parent psychotherapy;
and other activities specialized to the local community. The ZTT national office provides
ongoing training and technical assistance, resource materials, and monitoring and evaluation
activities. ZTT also works with interested judges and communities to secure funding. Twelve
court teams sites have been funded to date.
Evaluation of the ZERO TO THREE Court Teams Initiative
One of the long-term goals for the ZTT initiative is to reduce time to permanency. An
evaluative study was conducted to compare data from the four initial court teams sites (n=298
children) with a nationally representative sample of children in foster care. The comparison
data was drawn from the National Survey of Child and Adolescent Well-Being (NSCAW). This
comparison group (n=511) uses the same criteria for selection as ZTT court teams, namely
those under the age of three at first entry into foster care. Propensity score analysis and
survival analysis are used to study the effect of the program on time to permanency.
Interviews were also conducted with the community coordinators to begin to understand how
the initiative effects time to permanency.

Findings
The ZERO TO THREE Court Teams for Maltreated Infants and Toddlers initiative has a
significant effect on how quickly children exit the foster care system. ZTT cases exit foster
care one year earlier on average than a nationally representative group of children from the
NSCAW longitudinal survey. When we control for group differences, we find that ZTT children
leave foster care nearly three times as fast as the comparison group.
Young children typically exit foster care in one of four ways: reunification, adoption, relative
guardian, or non-relative guardian. (HHS) Research shows that reunification typically requires
much less time in foster care than adoption. To begin to understand how the ZTT program
accelerates time to permanency, the study next considered the effect of the initiative on types
of exits from foster care. The effect of the program on time to permanency is in fact explained
somewhat by differences in types of exits. Reunification was the most common type of exit
for ZTT children while adoption was the most typical for NSCAW. However, the analysis also
found that ZTT children spent much less time in foster care regardless of the type of exit. Of
children who were reunified, ZTT cases exited foster care 8 months faster on average.
Among those who were adopted, ZTT children left foster care 10 months sooner on average.
Of children who reached permanency with a relative guardian, ZTT cases exited foster care 3
to 4 months faster on average. And lastly, among children exiting to a non-relative guardian,
ZTT children left foster care an average of 10 to 13 months quicker.
Findings from the qualitative analysis suggest that a parent’s decision to comply with the CPS
service plan is at the center of the permanency process. The ZTT Court Teams Initiative
works to accelerate time to permanency by directly influencing parents’ decisions to comply
with the service plan, as well as by supporting the social support network (which in turn
supports the parents) and encouraging the child welfare system to locate services for parents
and children. The judge and the monthly case reviews appear to be the key program
mechanisms for moving cases more swiftly through the permanency process.
Conclusion
The ZTT Court Teams Initiative is shown to have a real impact on how quickly children exit
foster care. These findings provide support for the project as an evidence-based model.
Future evaluation efforts will consider other long-term outcomes as well.
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Pre-removal Conferences: Our Approach to Minimizing Child Trauma and
Increasing Family Engagement
Constance Cohen, Associate Juvenile Judge, Fifth District of Iowa
Mike McInroy, Social Worker Administrator, Iowa Dept. of Human Services
Summary: Authors explain the pre-removal conference, a successful
collaborative effort implemented in Iowa. Parents and their support system
attend a meeting to discuss a plan for removal, thereby reducing trauma to
children and accelerating the permanency process.
_________________________________________________________________________________________

Sometimes it is hard for a child welfare administrator to see how our work positively impacts
families. More often we hear complaints from staff, community partners and clients. Judges
generally focus time and energy on presiding over hearings, making decisions and writing
rulings. We are often not at the table when planning extra-judicial case-related events that
impact the delivery of timely justice. However, having been a National Council of Juvenile and
Family Court Judges Model Court site since 2000, our community was accustomed to
convening stakeholders, rolling up our sleeves and implementing changes to improve
practice. By working together, we were able to revolutionize the way child welfare cases
generally begin.

Emergency removals occur when there is substantial evidence that the child’s life or health is
in imminent danger. We recognized that our existing removal protocol was neither family
friendly nor strength based. “Knock and announce” tactics, as seen on TV during drug raids,
were not uncommon. Removing children without notifying parents was another common
practice. A panicked parent without a phone may or may not find the cryptic note scribbled on
the back of an agency business card left in the door explaining her child’s absence.
Surely there was a better way to ensure safety yet avoid adding to the trauma of the child’s
removal from home. In 2006, some key stakeholders asked what would happen if at the time
of removal we sat down with a family to come up with a plan for removal of their children?
After meetings with staff, we devised the idea of pre-removal conferences (PRC). We would
ask parents to bring their support system with them to discuss the removal of their children
from their home, in a setting akin to a family team decision meeting. Our purpose was simple:
to reduce trauma for children.
The meetings were to be strength based and child focused. These meetings were not
negotiations regarding the need for removal because the need for removal had already been
determined. The meetings centered on whether a relative could care for the children and, if
so, what supports they needed. Family interactions, evaluations, transportation assistance
and exchange of immunization records were arranged. Enlisting the parents in easing the
transition honored their expertise in knowing what was best for their children.
Prior to our first PRC we did substantial crisis planning. We alerted law enforcement in case
the family became violent. We came up with plans in case the family tried to flee with the
children or failed to show up. In the end, our first meeting occurred with no problems. The
parents thanked us and the professionals that participated were ready to do it again.
Agency staff experienced an immediate positive impact because of the strength-based
process. They felt as if they were social workers, helping families during a time of need. Plus,
by developing a plan with the family, they fielded fewer calls from upset family members after
the removal. This saved the social workers valuable time. More often than not, children are
placed with a relative, and the parents have had contact with their children prior to the
preliminary protective (removal) hearing (PPH). Most importantly, the trauma inherent in a
removal is significantly reduced.
From the first test PRC it took only three months to implement the PRC process for all cases.
Everyone saw the power in PRCs, and we never turned back. Since full implementation in the
beginning of 2007, we have done hundreds of PRCs with consistently positive outcomes for
families, agency staff and the courts. Even during times of high caseload and increasing
demands, PRCs remain a priority.
PRCs have resulted in measurable improved outcomes in court proceedings. Many issues
that used to take substantial docket time are no longer contested. Hearings are substantially
shorter. Instead of hearing testimony that often tears down the parent, the court can build on
the work done at the PRC to problem-solve and identify additional resources for the family.
The court can also clarify its expectations and impress a sense of urgency upon the parents,
assuring them that the judge will order whatever services they need to support safe

reunification, but on a time-limited basis so that the proceedings comply with state and
federal deadlines and serve the child’s need for safety, permanency and well-being. Active
concurrent planning can begin.
Permanency is expedited because of timely and meaningful first hearings that support the
front-loading of services. Delays are avoided at the PPH and later because of early
appointment of counsel and conducting the pre-trial conference in conjunction with the PPH.
The adjudication hearing is now routinely held within 30 days of removal, instead of 60.
PRCs are a testament to the power of families and their ability to sit down and reasonably
solve problems. Given the right conditions and surrounded by people who believe in them,
parents can make good decisions. Every parent loves their children and wants good things
for them. As good partners with families, our agency was able to create a supportive
environment that allows for the family voice to be heard and respected. As overseer of the
case, the court ensures those voices continue to be heard and respected. The PRC process
has become part of the child welfare fabric in our community.
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Family Wellness Court for Infants and Toddlers Keeps Families Together
Hon. Daniel T. Nishigaya, Santa Clara County Superior Court
_________________________________________________________________________________________

Summary: The author shares the success of the Family Wellness Court for Infants and
Toddlers in serving parents who are drug addicted and at risk of losing custody of young
children.
The Santa Clara County Juvenile Dependency Court has been recognized for its innovations
and is designated a model court, part of the Model Court Project of the Permanency Planning
for Children Department of the National Council of Juvenile and Family Court Judges. One of
the court’s most successful programs is the Family Wellness Court for Infants and Toddlers
(FWC), which began in 2008.
FWC is a collaborative approach to service delivery and dependency case monitoring. FWC
is funded by a grant from the Children’s Bureau at the US Department of Health & Human
Services designed to assess the implementation and impact of new regional models for
serving parents who are addicted to drugs and at risk of losing custody of their young
children. FWC is implemented through partnerships between the court and numerous
organizations including social services, court-appointed attorneys representing parents and
children, county mental health, county counsel, child advocates, domestic violence agencies,
FIRST 5, victim-witness services and community-based organizations.
FWC serves the families of approximately 100 children per year. Mothers and fathers of
dependent children under age three can participate if:
•
•
•
•
•

The parent gave birth to the dependent child and the child was exposed to
methamphetamine or substance abuse during pregnancy
The child’s case arose from a substance-abuse-afflicted environment with documented
abuse and/or neglect
The parent suffers from acute or chronic substance abuse
The parent does not demonstrate intractable mental health issues
The parent is not facing long-term incarceration

From the earliest stages of the case, FWC partners collaborate to offer and engage eligible
parents in the most client-specific drug and alcohol assessments and treatment programs.
FWC partners ensure the children receive in-depth developmental and behavioral
assessments and services. Family team meetings provide case coordination. Once the best
family-specific case plan services are identified and ordered, each participating parent begins
attending regular reviews with a court team on a FWC calendar.
The court team consists of 10–12 professionals and volunteers from partner organizations
who work with the judge to monitor each parent’s progress and to engage the parent while
the case is pending and the parent is receiving services. The court team provides:
•
•

Legal representation
Ongoing drug and alcohol assessment and treatment referrals

•
•
•
•
•

•
•
•

Support from “mentor parents,” people in recovery who once had dependency cases
and successfully reunified with their children
Pregnancy prevention education
Therapy assessments and referrals
Domestic violence services
Referrals and assistance with obtaining health insurance, medical and dental
providers, public assistance benefits, jobs, parenting workshops and community
activities
Developmental screenings and follow-up services to make sure each child gets the
help he or she needs
CASA volunteers
Early care and education services, transportation and home visits

A participating parent meets with the team one-by-one and discusses his or her progress and
struggles. The court team receives and shares information and expertise with each other and
with the parent. The team and parent discuss a variety of issues including treatment status
reports, chemical testing results, housing, employment, developing support groups, transition
plans, parent-child bonding and visitation. Parents are given the opportunity to share their
concerns and their successes. Gaps in services, barriers, referral needs and other important
issues are identified in the courtroom and immediately addressed by the team members and
through their respective networks. Depending on a parent’s progress and needs, reviews are
scheduled anywhere from weekly to six weeks apart. The court team strives to continuously
identify the best and most appropriate services for parent participants, to identify and remove
barriers to participation and progress, and to provide positive, strength-based and trauma
informed support, accountability, motivation and incentives to achieve and maintain sobriety,
successful reunification, dismissal of dependency, and long-term self-sufficiency and family
wellness.
A review of FWC cases after three years showed faster receipt of assessments and
treatment; increased likelihood of completing residential treatment; decreased entry into
foster care; and shorter stays in foster care. Seventy-five percent of participants received
access to a substance abuse assessment within 30 days from program entry, 80% received
access to treatment within one month of assessment, 72% completed residential treatment
and 68% completed out-patient. As for FWC children, 91% received a developmental
screening, 79% received access to health insurance coverage and 75% had custody rights
returned to at least one parent.
Many participating parents were dependent children themselves, have complicated trauma
histories, and have failed to reunify with other children. Repeatedly, FWC has seen success
in cases that would have been deemed hopeless under previously existing models. FWC
partners believe the model holds promise for helping families get stronger and stay together
and hope to build the capacity to take the model to scale across the dependency system in
Santa Clara County.
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Editor's notes:
•
•

Outcome data for the Family Wellness Court for Infants and Toddlers is available in the Year 4 Annual
Report (744 KB PDF) published September 2011.
For additional information about the FWC model, read an article about the Santa Clara County Family
Wellness Court by Vickie Scott Grove, executive director of Child Advocates of Silicon Valley, in
the November 2009 issue of The Judges' Page newsletter

Involving Fathers in the Lives of Their Children: Recognizing This
Important Permanency Option for Children in Foster Care
Hon. Colin Witt, District Associate Judge, Polk County Juvenile Court (IA)

Summary: The author details the efforts of the Polk County Model Court’s Fatherhood
Initiative to implement changes in the way child welfare cases proceed relative to
identification and engagement of fathers.
As I’ve participated in men’s gatherings since the early 1980s, I’ve heard one statement over
and over from American males, which has been phrased in a hundred different ways: “There
is not enough father.” The sentence implies that father is a substance like salt, which in
earlier times was occasionally in short supply, or like groundwater, which in some areas now
has simply disappeared (Iron John: A Book About Men, Robert Bly).
This statement was penned nearly 20 years ago, and in the child welfare system and juvenile
court in our county in particular, it still sadly can ring true. Fathers are missing. They may not
have been identified, there may be uncertainly about who the child’s biological father is, and
there may be tensions within the family that prevent the fathers from becoming involved. All
too often men are not at the table in the courtroom. They are not involved in services. And too
often, we don’t even know how to find them.
Fatherhood plays a critical role in helping children thrive, grow and achieve their full potential.
Children benefit from having both fathers and mothers in their lives, shaping their characters
and setting their core values by being present in their lives. The Polk County Model Court
Fatherhood Initiative[i] has as its goal developing and institutionalizing strategies:
•
•

To more effectively identify and engage fathers in child welfare case planning within 30
days of the first hearing
To increase their involvement in case planning and court hearings by 20%.

Polk County’s Model Court Fatherhood Initiative met often in 2010 and less often in
2011. Four days of community gatherings and educational presentations took place in June
2010 and October 2010. National and local speakers addressed many of the important issues
about how providing services to men is different from providing services to women, and how

the child welfare system as a whole has necessarily been maternally focused and maternally
based. Approximately two hundred people in total participated in the gatherings and
educational presentations. We developed three major objectives to measure our success:
•
•
•

Create a strategy to get more focus on fathers in the process early and often.
Develop better methods to properly identify the fathers of children in juvenile court
cases.
Measure and improve the number of fathers engaged in the applicable juvenile court
cases.

Committee members have given educational speeches to various groups over the last year
—community child welfare groups, nurses, parent partners, social workers, men. The primary
identified issue that comes up over and over again is that we as a system fail and have failed
in the most basic of tasks—giving notice to known fathers, named fathers. We haven’t done
enough at every level to try and discern who the father is or who he may be. We have
attacked this problem in a number of ways.
We have started to change the court language regarding what has to be done to identify and
serve fathers. We have started to put mothers under oath in court, requiring them to fill out
paternity affidavits, and simultaneously we are using every method of identification and
location that we can. We are using Facebook and other social media to expand the traditional
methods of finding fathers. Workers are not allowed to skip over the section of a social work
case plan concerning “concerted efforts” to locate non-custodial parents; they may not
answer “N/A.” We are trying to put the teeth back into defining “concerted efforts.”
We have drafted a flow chart and note cards to better regulate and systemize this important
and basic due process and fairness matter. It is difficult to be comprehensive and to really get
this to be an effective tool that can be used in all cases. But we will keep trying. We
developed benchmarks for working on each case. Within 60–90 days we will have one of
three outcomes:
•
•
•

The father is actively involved.
The father has been served notice and is under obligation to make his intentions
known.
We’ve exhausted all reasonable paths to find the father and he remains unknown and
cannot be determined.

It is important to start from the assumption that it is a good thing to identify the father and that
he needs to be given a chance to make a positive contribution to the process. He may not
take us up on it and he may never appear in the case but it is not the choice of a social
worker or attorney or judge to make based on what the mother says about him or based on
what a criminal history may say about him without any other considerations.
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Parent Partners: The Voice of Experience for Child Welfare–Involved
Families
Denise Moore, Parent Partner Coordinator, Des Moines Service Area (left)
Judy Norris, Community Coordinator, Court Teams for Maltreated Infants and
Toddlers Project, Polk County, IA (right)
Summary: The authors describe how the “Parent Partners” program
supported a court-involved mother who was struggling to comply with court
orders and case plans and maintain sobriety.
_________________________________________________________________________________________

Parents who have just lost custody of their children approach child welfare professionals
apprehensively. Based on many prior life experiences, parents feel mistrust, confusion and,
at times, hostility toward the people involved in building or restoring their children’s safety and
well-being.
When Denise’s children were removed, she was at the height of her addiction and
using/dealing lifestyle. Deep down she knew she was out of control and in an emotional and
physical void as a mother. When her children were taken from her, she had no idea when
and if she would see them. Scared and alone, she appeared in court only to be told by the
professionals, including her own attorney, that it wasn’t likely her children would ever come
back to her. She left court, unsure and vulnerable, feeling as though it was her against the
world. None of the people around her had any idea what this loss felt like, yet they expected
her to jump through all the “system hoops” in order to get her kids back. Not only was Denise
embarking on a scary, unfamiliar journey, but no one who expected her to complete these
tasks had any idea how she had gotten into the dangerous situation she and her family were
confronting. No one knew or asked what had happened to her in her own past to get her to
the place where she was now.
After her five children were removed, Denise spent a full year struggling with her substance
abuse. But she was lucky; she had DHS social workers and an in-home worker who gave her
every opportunity to become accountable for her actions. With termination of her parental
rights on the horizon, she faced her children with the news that she had again relapsed.
When she looked into her oldest son’s eyes she knew she couldn’t disappoint her children
again. The next week in court she asked for one more chance.
Denise’s story is all too familiar to parents navigating the child welfare system angry, alone
and fearful of what their future holds, even when professionals offer the most sincere support.

In 2007, after attending a conference on parent mentoring sponsored by Casey Family
Programs, representatives of Polk County Department of Human Services partnered with
ZERO TO THREE and a parent who successfully closed her child welfare case to start the
“Parent Partner” parent mentor program in Des Moines. Supported by technical assistance
from Casey Family Programs, they developed an extensive training program. Polk County
DHS provided limited funding for planning and the first training series.
Parent Partner are recruited by professionals who have worked with them. Prospective
Parent Partners must have closed their cases and be practicing sobriety for at least a period
of one year before being assigned to work with a parent. During this period of extended
sobriety, they must complete 10 separate trainings, including DHS 101 and domestic violence
advocacy training. As a potential Parent Partner goes through the training series, a number of
professionals act as an advisory group, including a contracted licensed mental health
professional who constantly evaluates the mentor’s well-being and sobriety.
A Parent Partner is introduced to the family entering the child welfare system at the point of
the pre-removal conference where DHS staff, parents and family members make a plan to
reduce the trauma of the children’s imminent removal. At this point a Parent Partner is the
only person in the room who can say to the parents: “I have been in your shoes. I know it’s
scary, but I made it through and so can you. I am right by your side to give you any support
you need to navigate through the system.” Should the parent decide to accept this supportive
relationship, the Parent Partner gives the parent her telephone number and begins
developing a bond around their common experiences. The Parent Partner is by the parent’s
side through appointments, court, treatment and self-sustainability or until the parent states
he no longer needs the support.
After the first potential Parent Partners were identified in 2007, Polk County launched the
training program. Denise was one of the first Parent Partners to go through the training and
complete the required probationary period. Within a two year period, Parent Partners became
an effective means of helping families navigate the child welfare system. The Department of
Human Services placed Parent Partners under their agency umbrella and committed money
for expansion.
Parent Partners have become a critical part of the child welfare professional community.
Their input is requested as new initiatives are created to improve the delivery of services to
families. Denise is now the regional coordinator for the Parent Partner Program, which is
expanding to the entire Des Moines service area, including 15 counties. Parent Partners can
carry caseloads of 10–15 families. Three lead Parent Partners act in a supervisory role.
Parent Partners have played a critical role in changing the landscape and mindset of people
involved in the child welfare system—families and professionals.
Author biographies:
Judy Norris has more than 20 years of experience in serving youth and families in child
welfare and juvenile justice. Since 2005, she has been the Polk County, Iowa Community
Coordinator for the Court Teams for Maltreated Infants and Toddlers Project. In that position,
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Previous professional work has included program development and supervisory oversight in
youth serving organizations in Iowa. She has been active in various advisory committees and
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Partners, Child Abuse Prevention Council and the Drug Endangered Children
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Taking Care of My Family
Edwin Daye, Iowa Fatherhood Initiative
Summary: The author, a leader of the Des Moines Fatherhood Initiative, shares his personal
experience as the father of a baby involved in dependency court.
__________________________________________________________________________

One of the leaders of the Des Moines Fatherhood Initiative is Edwin Daye,
birth and adoptive father. Daye, his partner and his infant son, received the collaborative
support offered to families in Judge Connie Cohen’s Juvenile Courtroom through the Des
Moines Safe Babies Court Team.
The following is excerpted from an interview Daye gave to ZERO TO THREE and Lovett
Stories and Strategies in December 2010.
I pretty much grew up on the streets, so I was a part of the drugs and the gangs. I think back
on what really pushed me, [it] was my mother passing away and, you know, I got a chance to
be with my mom the day before she passed away and she said, you know, you got to take
care of your sisters and brothers. And with me being the oldest boy, knowing what my mom
did to take care of all the kids, you know, it was time for me to start being a grownup, stop
going to jail, and stop running the streets. So with this little boy being in the picture now I had
to stop and think about not just myself but what was best for him. When I saw him in the
hospital, and I saw that he was smaller than all the rest of the babies, and I also found out
that he had crack cocaine in his system…to see him sitting there shaking from the
withdrawals really was one of the big things that drew me to him. The only way that he was

going to get better was if someone loved him, and me being the father I had no choice but to,
you know, to make sure that he was all right.
There’s a lot of reasons why I wasn’t considered to be able to take care of my son and the
biggest thing was just coming out of prison, having a substance abuse issue, not having a
very good job and not being in society very long, so that was one of the big issues that DHS
had. The mother was still a part of my son’s life and due to the fact that the mother was still
involved then, I mean, I was just a secondary placement. One of the biggest things to me is
that when you have kids, mom is the primary regardless of anything and dad is just a
secondary—and sometimes not even a secondary—because the mother’s family members
usually come first. So after going through everything that I went through, I know the mother
still had ample times to get her life back together to take [our son] home with her but she
didn’t want to do the services…even though my UA’s were clean and hers wasn’t, and, you
know, I didn’t quite understand why it was so hard for me, you know? If this is my son, to
have my son knowing that I’m not using at the time and, you know, I have a place, a stable
home and, I mean, from my understanding because I never had any dealings with DHS
before so I didn’t know what to expect when it came time to speak about me getting custody
of him.
What I went through I never want to go through again…Where I’m at now in my life and, and
where [my partner] is in her life, we know that [raising my son] is something that we were
supposed to do a long time ago. We got an opportunity to do it and that’s what we’re doing—
no setbacks. We just move forward and that’s one thing about our family now. You know? We
look forward. We don’t look behind us. We don’t really like to talk about what took place all
the way up until now. But sometimes we do and, [and] it helps us to remember where we
don’t want to be again.
I see myself grown up, no longer scared of anything or anyone. I know that I’m a better
person today, and a lot of people see me differently. I’ve been recognized a lot more by
people in my community, they call me and ask me, “Would you help out with the kids?” And
that’s one thing that they never asked me before because I was a problem for the community.
Now that I’m not, I’m older and a lot wiser about what’s going on with my neighborhood, I
mean, they see me differently. I volunteer for the urban development football league. It’s
third, fourth, fifth and sixth graders, girl and boy tackle football. I referee every year. This is
going to be my third year. I work for Morgan Streeter [on the Fatherhood Initiative]. I facilitate
the Wednesday night fatherhood initiative class and I’m also a Parent Partner now. So, I
mean, those are some things that I never thought in a million years I’d be doing but I always
wanted to and I got the opportunity to do that now. I’m not in trouble. I’m not in debt anymore.
I have a home. I have two vehicles. I’m working. My family’s healthy and I have control of my
life now.
Author biography:
Edwin Daye, biological, foster, adoptive father and kinship care provider. Mr. Daye is a leader
in the Des Moines, IA, Fatherhood Initiative. The Fatherhood Initiative is designed to help
strengthen parental skills and involvement of men who are living apart from their children.
Daye teaches ongoing weekly classes based on the National Fatherhood Initiative's 24/7 Dad
curriculum. The classes offer support in such areas as health and nutrition, effective
communication, being a positive role model, co-parenting, financial education and accessing

community resources. Daye is also a Parent Partner engaged by the Iowa Department of
Human Services to provide support and encouragement to parents whose children have just
been removed.
Resources:
Des Moines Fatherhood Initiative: Through the Fatherhood Initiative, the John R. Grubb YMCA has been able
to impact the lives of hundreds of children by engaging their fathers and turning their focus on their children.
http://www.dmymca.org/en/y_programs/social_services/fatherhood/
Iowa Department of Human Services Parent Partners Program: Parents empowering parents to strengthen
families, communities and systems thereby achieving safety, permanency and well-being for children.
http://www.dhs.state.ia.us/cppc/Parent_Partner_Program/index.html

Communicating with Birth Parents: A Part of the Journey
Allonna Stovall, Birth, Foster, and Adoptive Parent
Summary: The author shares her perspective as a foster/adoptive parent of young children
and on the role of birth parents in the adoptive/fostering process.
__________________________________________________________________________

Our journey into the world of fostering children began on a Monday. It was
December 29, 2008. My husband and I received the call we had been awaiting since August.
"We have three children that need a home tonight," said Shari. "Would you be interested?"
The call came around 2:30 p.m. in the afternoon and those same children were around our
table for dinner by 5:00 p.m.
What a whirlwind of emotions! We were all a little overwhelmed, to tell the truth. Excited to be
helping children who needed us, all the while realizing that the children were in need of much
more than just a "home" that day... they were in desperate need of a family.
As that first evening wore on with dinner, play time and baths, I found myself with questions
that I would have loved to ask their birth mother or a family member, had they been available.
It was bedtime that made it most evident that we needed a way of communicating with
someone in the children's family about some of the challenges we were facing. For example,
our three year old foster son cried for three hours straight when it was time to go to bed. Was
that normal for him? We didn't know. Perhaps he was used to a nightlight, a favorite blanket,
or a warm glass of milk before bed? Autistic, he could not speak. We had no answers.
Having an answer to those questions would have really made the next two weeks’ worth of
bedtimes more comforting for him and less anxiety ridden for us!
Over the next several months I began to recognize an important truth. Birth parents do have
a role to play in the fostering/adoptive process. Getting to know my foster children's birth
mother helped me to realize another truth: she was not the monster I had once assumed her
to be. In fact, I found quite the opposite. She was a lot like me, and I her. She was smart,
loved to read and draw, and she loved her children. She began to open up to me about

herself: a mother, 33 years old, spent time in the foster care system as a child. She had
made a series of choices that were "less than perfect" and was living through some of the
challenges of those decisions. It was at that time that I was presented with a choice of my
own: to judge her, or to make the commitment to understand her. Ultimately I made the
decision to include her in the journey we were on.
This being our very first foster care placement, we were not sure how much or how little we
wanted to involve her. Within a few weeks of the placement, the birth father was no longer a
viable part of the case so my husband and I decided that I would, cautiously, take the lead in
engaging the birth mother. I began by inviting her to a dentist appointment that I had set up
for her children. Next, a doctor’s appointment, then a series of counseling appointments. We
were very attentive to the actions and reactions of the children during these encounters and
proceeded with extreme caution. We needed to safeguard the children's emotions. It was
not, I repeat, not, a cake walk! There were cancelled appointments, no-shows and some
pretty lame excuses. However, we learned throughout that period of time to be patient with
her and to set boundaries.
It can be done! Our family is proof. We now find ourselves in a unique relationship with our
adopted children's mother. Currently we are able to speak over the phone at birthdays,
holidays and other special occasions. We have even exchanged Mother's Day cards and
gifts. We are able to move forward at a pace that is comfortable for our family and for her.
We believe that, while each case is different, there can and should be a measure of open
communication between the fostering family and the birth parent(s) during the fostering and
adoptive process. It will look a little different each time you receive a placement into your
home. You will ultimately need to use your own best judgment about how to proceed in a way
that is healthy and safe for your family and for the children you are caring for. Whether there
are notes sent to and from supervised visits or calls placed to children on a disposable cell
phone, the open line of communication may, in fact, be the key to bridging the gap between
"us and them." Remember, they are a special part of the journey!
Author biography:
Allonna Stovall biological, foster and adoptive parent. She has seven children, three by birth, three adopted, and
one foster child who is in the process of being adopted.

Child-Parent Psychotherapy as a Component of Safe Babies Court Team
Interventions
Amy Dickson, PsyD, Department of Psychiatry, Louisiana State University
Health Sciences Center
Director, Orleans Parish Permanency Infant and Preschool Placement
Program (left)
Joy D. Osofsky, PhD, Clinical and Developmental Psychologist and Barbara
Lemann Professor, Departments of Pediatrics and Psychiatry, Louisiana

State University Health Sciences Center (right)
Summary: The authors describe “child-parent psychotherapy,” an evidence-based treatment proven to be
effective when working with young children and their families involved in child welfare cases. This treatment has
been successfully used as a component of the ZERO TO THREE Safe Babies Court Team cases.
__________________________________________________________________________

Child-parent psychotherapy (CPP), an evidence-based treatment, is a highly effective
therapeutic tool when working with young children and families involved in the child protection
system. This relationship-based therapeutic intervention is particularly effective because of
the focus on the disrupted child-parent relationship as a result of maltreatment. The parent
works together with an infant mental health clinician who uses strategies that include
following developmental guidance, learning to read and respond appropriately to the child’s
cues, modeling positive interaction with the child, and helping the caregiver build and
maintain a positive bond to their child. The parent learns ways to keep her child safe and
provide nurturance in order to support social and emotional development, in addition to
physical and cognitive growth.
When child-parent psychotherapy is implemented with a well-trained professional in
collaboration with the other required components of dependency court, the treatment can
have a significant effect on whether a child is reunified with her family or not. Parents often
resist engaging in treatment as they understand the referral as an indication that they are
viewed as bad parents. Many parents initially present to sessions feeling judged, and are
defensive and hostile towards the clinician, who they assume will tell them how to parent their
child. One of the most rewarding aspects of the treatment is the transition from the initial
defensive, guarded, withdrawn or openly hostile parent to one who becomes an active
collaborator in their treatment, as they feel empowered to adequately care for their child and
meet his needs.
While outcomes in child-parent psychotherapy with court ordered cases vary, an illustrative
example may be helpful to understanding how the process works. When Linda was referred
to the New Orleans Court Team, she had three children by three different fathers. Her middle
child, a two-year-old boy, received third degree burns on his foot and ankle while he was in
the care of her current boyfriend, the father of her infant daughter. Linda was at work when
her two-year-old received the burns, and when she returned, she immediately sought medical
care for him. She was distraught about his injuries. Her older son was removed from her care
despite his lack of injuries and given to his father, who then allowed Linda to have visits. Her
injured son was placed with his aunt. Her baby was allowed to remain with her because she
was also uninjured, though Linda was reportedly told that the baby could not be left alone
with her father. However, when Linda appeared in court, it was learned that her infant was
alone with her father, the perpetrator, so she too was removed and placed with the aunt who
had her brother.
When Linda first presented to the court team, she seemed agitated, with rapid speech and
high emotional lability. What the clinician knew about her at the beginning of their work
together was that Linda’s mother had a history of drug use, and the three fathers of her
children all had criminal records. As the primary mental health clinician came to know Linda
better, she learned that Linda had raised her younger siblings and kept them together, safe
and in school, hiding her mother’s drug addiction and inadequate care so they would not be
placed in foster care. She did this while becoming an honors student with positive peer

friendships. Her own children were all developmentally on track, articulate and wellmannered, reflecting that they had been well cared for by their mother, to whom they were
securely attached. Her emotional lability was reflective of her distress at being separated
from her children, not of an emotional disorder.
In treatment, Linda processed her grief at losing her children despite her many struggles to
raise them in a safe environment and meet their individual needs. She did not need therapy
to help her learn to read their cues or teach her to bond with them, as she had accomplished
that on her own. Child-parent psychotherapy addressed her inadequate parenting in
childhood and how it influenced her choice of partners who had strengths, but also serious
weaknesses. Linda was able to use therapy effectively to reflect on her life, resume her
original educational goals, utilize positive relative support, and handle the serious threats by
her middle son’s father when he was released from jail. Through treatment Linda was able to
recognize the benefits of working her case plan even though she was already a “good
enough” parent, and she was able to reunify with her children in under a year. She also was
able to keep her children away from the perpetrator and, during their time apart, maintain a
bond with her children who continued to thrive and were very happy to return home to her
care.
This case illustrates the importance of intensive relationship-based therapeutic work as part
of the overall case plan for maltreated young children. CPP allows the children and parents to
grow and heal with the understanding support of the infant mental health clinician. Skilled
clinicians are able to contain parents’ anxieties, empathize with their plight, and help them
see their way to a more positive future for themselves and their children.
Author biographies:
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Joy D. Osofsky, PhD, is a clinical and developmental psychologist and Barbara Lemann
Professor in the Departments of Pediatrics and Psychiatry at Louisiana State University
Health Sciences Center in New Orleans. She is head of the Division of Pediatric Mental
Health. Osofsky is co-director of the Louisiana Rural Trauma Services Center, a center in the
National Child Traumatic Stress Network, and director of the Harris Program for Infant Mental
Health. She is editor of Children in a Violent Society (Guilford, 1997), Young Children and
Trauma: Intervention and Treatment (Guilford, 2004), Clinical Work with Traumatized Young
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trauma and disaster responses, especially for infants, children and families. She has
consulted and collaborated with juvenile courts around the country and serves as consultant
for the ZERO TO THREE Court Teams for Maltreated Infants and Toddlers.
Resources:
National Child Traumatic Stress Network
The National Child Traumatic Stress Network provides resources that combine knowledge of child development,
expertise in child traumatic stress, and attention to cultural perspectives. The NCTSN is supported by a grant
from the Substance and Mental Health Services Administration, US Department of Health and Human Services
and is a unique, collaborative network that brings together leading experts in child trauma, frontline providers,
and families to advance the quality of care and move scientific gains quickly into practice.
ZERO TO THREE
Early experiences matter. The care that adults provide for infants and toddlers has an enduring effect on their
health and development. Investments in high quality care and services yield significant social and economic
benefits today and in the future. ZERO TO THREE is a national, nonprofit organization that informs, trains and
supports professionals, policy makers and parents in their efforts to improve the lives of infants and toddlers.
Safe Babies Court Teams
This section of the ZERO TO THREE website offers resources to policy makers and community stakeholders
interested in improving outcomes for very young children in foster care.

Impact of Maternal History of Child Sexual Abuse on
Caregiving
Michele M. Many, Assistant Professor, Department of Psychiatry, Louisiana State University
School of Medicine
Summary: The author describes how a mother’s history of childhood sexual abuse places her
at risk for depression, substance abuse and behaviors that impair her ability to care for her
child and lead to involvement with the child welfare system.
_________________________________________________________________________________________

Recent events at Penn State have cast a light on the issue of child sexual abuse (CSA). The
media initially focused on the perpetrator, then sought to educate the public about the harmful
short and long-term impacts of CSA on victims. According to the Fourth National Incidence
Study of Child Abuse and Neglect, in 2005–2006 approximately 180,000 children were
sexually abused.
(http://www.acf.hhs.gov/programs/opre/abuse_neglect/natl_incid/index.html).
While much research has been done on the long- and short-term effects of child sexual
abuse, relatively little attention has been given to how a history of sexual abuse impacts
maternal caregiving and involvement with child welfare. One study looked at 104 mother-child
dyads when the children were one year old and again when the children were four and a half
years old (Spieker, Bensley, McMahon Fung, & Ossiander, 1996). In the initial interview the
mothers were asked about any history of abuse and were observed in interactions with their
infants. In the second interview mothers were asked about any contact with Child Protective

Services (CPS) since the birth of their children. Significantly, among the mothers reporting
CPS contacts only 15.4% of the mothers with no history of CSA had had contact with
CPS while 38.5% of the mothers who had a history of one episode of CSA had had contact
with CPS, and 83.3% of the mothers who had a history of chronic child sexual abuse had had
contact with CPS. These percentages indicate a strong relationship between maternal
histories of CSA and later abuse and neglect by those mothers of their own children.
Schuetze and Eiden, (2005) found that: “CSA was associated with higher maternal
depression and higher partner violence and that these three factors were associated with
more negative parental perceptions and higher punitive discipline” (p. 645). Appleyard, Berlin,
Rosanbalm and Dodge (2011) found a significant pathway from maternal history of CSA to
substance use to offspring victimization. They urged assessment and early intervention for
maternal histories of maltreatment and substance use problems, and integration of child
welfare and parenting programs with substance use treatment. Noll, Trickett, Harris and
Putnam (2009) compared the children of mothers with a history of CSA and those without
such a history over 18 years. Children whose mothers had a history of CSA were more likely
to be born preterm, to be born to a teenaged mother and to be involved with Child Protective
Services. Mothers with a history of CSA were more likely to be high school dropouts, to be
obese and to experience psychiatric problems, substance dependence and interpersonal
violence.
These studies highlight the hidden social and familial costs of child sexual abuse. Survivors
of CSA exhibit increased risk-taking behaviors, self-harm, substance abuse, sexual
revictimization and domestic violence, and these problems are too often carried through to
the next generation, creating an intergenerational cycle of abuse and neglect. Indeed, while
the research converges on a figure of about 33% of abused children becoming abusive
parents, perhaps of greater concern is the more pervasive and insidious risk of increased
prevalence of depression, substance abuse, poorer physical health outcomes, risk-taking and
self-harming behaviors among women with a history of CSA. Trickett, Noll and Putnam
(2011) stated that “mothers who were sexually abused do not necessarily become abusers
themselves… Those that did have children involved with CPS were either neglectful (mostly
attributable to substance abuse issues) or in other ways recreated environmental conditions
in which abuse was allowed to persist across generations” (p. 116). Further, they are more
likely to fail to protect their children from abusers (Banyard, 1977). So the traumas endured
by the mother may be revisited on the child directly through abuse or neglect, or more often
indirectly through exposure to poorer health, relational and environmental risks. These
outcomes echo the concerns raised in the adverse childhood experiences” study: that the
cumulative effect of adverse experiences contributes to long-term physical and emotional
illness and premature death (Felitti, Anda, Nordenberg, Williamson, Spitz, Edwards, Koss, &
Marks,, 1998).
How can those working in the child welfare and juvenile justice fields beneficially impact this
rising tide of neglect and maltreatment? We can familiarize ourselves with substantive
research on the impact of CSA on maternal caregivers. We can require that all mothers of
children in the foster care and juvenile justice systems undergo at least one trauma-informed
assessment to attempt to discern a maternal history of abuse. This is important because
research has established that most CSA goes unreported, even when victims are directly
asked about a history of CSA (Anderson, Mullen, Martin, Romans, & Herbison, 1993;
Russell, 1983; Smith, Letourneau, Saunders, Kilpatrick, Resnick, & Best, 2000). Since these

mothers are three times more likely than non-abused women to abuse substances as a
negative coping mechanism, substance abuse treatment should be mandated as part of case
plans when there is a history of both sexual abuse and substance abuse, and should start
before any therapy to address the CSA is begun. And finally, evidence-based treatments
should be implemented to address any established maternal history of CSA. Only by facing
the CSA “ghost in the nursery” can the cycle be interrupted and a healthier family system be
made possible.
Author biography:
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Section of Social Work for the Louisiana State University Health Sciences Center,
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Fetal Alcohol Spectrum Disorders (FASD): How Judges Can Improve
Outcomes for Affected Children and Parents

Larry Burd, PhD, Professor, Department of Pediatrics, University of North Dakota School of Medicine
Director, North Dakota Fetal Alcohol Syndrome Center and FAS Clinic (left)
Katrine Herrick, MS, Court Teams Project Coordinator, ZERO TO THREE (middle)
The Hon. Peggy Walker, Juvenile Court Judge, Douglas County, GA (right)
Summary: The authors provide extensive background on FASD and its prevalence among court-involved
children and their parents, and introduce a draft of the FASD judicial bench cards.
_________________________________________________________________________________________

The adverse effects of alcohol on the developing fetus have been documented for centuries
(Sullivan, 1899, Jones & Smith, 1973). Despite this, 53% of women in the United States in
their childbearing years used alcohol in 2006, and 12.5% of pregnant women reported
frequent alcohol use in 2001 (Floyd et al., 2008; Floyd & Sidhu, 2004); 4.6% reported still
drinking in their third trimester (Floyd & Sidhu, 2004). In the United States, these rates
translate to 500,000 pregnant women drinking at least weekly and about 80,000 drinking at
very high levels. The cumulative number of infants, children and adolescents with prenatal
alcohol exposure in the United States is likely in the millions.
Adverse outcomes from prenatal alcohol exposure result from the interaction of several
variables including: dose and timing of the alcohol exposure during prenatal development,
other prenatal exposures such as smoking, poor diet, other drug use and genetic risks. One
message is clear: there is no known safe amount of alcohol women can drink during
pregnancy.
Children who are exposed to alcohol prenatally are at risk for fetal alcohol spectrum disorders
(FASD). FASD comprises four diagnostic categories: fetal alcohol syndrome, partial fetal
alcohol syndrome, alcohol related neurodevelopmental disorder and alcohol-related birth
defects (Stratton, Howe, Battaglia, & Institute of Medicine, 1996). These diagnostic
categories cover a range of lifelong alcohol-related damage including: birth defects; central
nervous system or brain damage; cognitive abnormalities; behavioral abnormalities;
neurodevelopmental abnormalities; growth impairment; facial abnormalities; and vision or
hearing abnormalities (Herrick, Hudson, Burd, 2011). Outcomes from exposure change over
time in response to age and development.

Infants and toddlers with FASD may have difficulty feeding; experience delays in walking,
talking and toilet training; suffer from frequent sleep disturbances; become easily distracted;
be sensitive to sound and light; and be incredibly irritable. Older children with FASD may
display other behavioral problems (Herrick et al., 2011). Adolescents with FASD experience
many of the same symptoms as older children, and are at increased risk for substance abuse
and involvement with the corrections system (Streissguth, Barr, Koga, & Bookstein, 1996). At
all ages, children affected by FASD have difficulty with impulse control and behave in ways
more consistent with children much younger than their chronological age.
If an accurate diagnosis is not made, children with FASD are at risk for acquiring secondary
disabilities related to incorrect diagnoses and treatment strategies. Developmentally
appropriate interventions and supports are critical in managing this lifelong impairment. An
important component of services is risk reduction. By decreasing the affected child’s
exposure to stressors (e.g., neglect, abuse, malnutrition, stressful life circumstances) it may
be possible to prevent—or at least ameliorate— the catastrophic outcomes of misdiagnosis.
Because children in foster care are at increased risk for FASD, judges are in the unique
position to act on behalf of affected children. First, judges can require routine screening for
prenatal alcohol use. A bench card is provided here with questions that will help a judge
ascertain the mother’s drinking history. If the screen determines that prenatal alcohol
exposure did occur, the judge can order an FASD assessment for the child, which can be
discussed at subsequent hearings. Once diagnosis is made, the judge may order
developmentally appropriate services with an emphasis on risk reduction to prevent
substance abuse and school failure. Siblings of children with a diagnosis of FASD should be
routinely referred for FASD assessments.
Children with an FASD diagnosis require extremely predictable family interactions and
routines. This makes safe, stable and loving homes tremendously important if they are going
to thrive. Case plans should focus on reducing the number of placements, and making sure
that any caregivers have adequate training and community resources to meet the needs of
an FASD-affected child for the long term. If reunification is the ultimate goal, frequent
visitation allows parents to become accustomed to the child’s needs and routine, and allows
the child the opportunity to become accustomed to parent-child interactions.
Finally, due to the intergenerational nature of FASD, judges should consider that the parents
of an FASD-affected child may need to be screened for FASD. Adults with FASD may have
multiple cognitive impairments that are likely to complicate completion of substance abuse
treatment and meeting other court ordered requirements for parents working toward
reunification. Table 1 lists some of these impairments and compensatory strategies. As a
result, judges must tailor the adult’s case plan to ensure inclusion of developmentally
appropriate treatment and intervention strategies for these services. Table 2 provides an
overview of training needs identified by corrections facilities that serve people with an FASD.
Two bench cards have been drafted to help promote these considerations in court. They will
be reviewed by the NCJFCJ Permanency Planning for Children Department Advisory
Committee.
•
•

Download the FASD bench card (111 KB PDF)
Download the prenatal alcohol exposure bench card (154 KB PDF)

•

Download tables describing issues in formulating and implementing treatment
programs for people with FASD and corrections system training recommendations (70
KB PDF)
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White Privilege: Being Born on Third Base and Thinking You
Hit a Triple
Lucy Hudson, Director, Safe Babies Court Teams Project, ZERO TO THREE
Summary: The author defines and discusses the history of “white privilege.”
__________________________________________________________________________

When this country was being developed by European settlers into what they viewed as
civilization, the goal was to mold the American colonies in their image. They brought with
them a desire for religious tolerance within a tightly constrained view of how religion and
society should be structured:

•
•
•
•
•

Male headed households
Voting rights limited to men who owned property
The equation of property with rank
The acceptance of a master race and sex (and conversely)
The inferiority of anyone who wasn’t like them

Being white was the one and only definition of civilization. That founding presumption
continues in force to this day. White members of the middle and upper classes can anticipate
deferential treatment in almost every context. “Social privilege is usually something that
facilitates the optimal development of an individual, increases access to societal
opportunities, or simply makes life easier but is not acquired by virtue of merit or personal
effort. It is gained simply by being a member of the group that is privileged… The privileged
characteristic is legitimized as the norm and those who stand outside of it are considered
deviant, deficient, or defective” (Greene, B., 2003).
Whites are assumed to be competent and deserving of the privileges we have. Our racial
stereotypes are primarily positive: inventive, creative, hardworking, sensible, innovative,
practical, motivated, ingenious, industrious and noble.
As a white person, I cannot help but admit to the special privileges I enjoy for no better
reason than the color of my skin. Unless I decide to speak out, I fit in pretty much wherever I
go. I am presumed to be a person of worth. I am a representative of the “master race.” My
race has allowed me to pass through life on my own terms pretty much. I have the socially
approved (“good”) hair, eyebrows, nose and lips. I grew up in safe neighborhoods where I
went to the best public schools. My family members have had long lives and good health. My
grandmothers both lived into their 80s, and my parents both lived almost 90 years. My
parents and one of my grandparents went to college. My mom got two master’s degrees.
Both my sisters have master’s degrees and two of our three husbands have PhDs.
Whiteness has given me many advantages that I could count on because of my race and
class.
We are all judged for who we are to some extent. White people escape several kinds of
judgment that occur before one word is exchanged: no one makes a judgment about our
competence or honesty based on skin color. No one follows us around a store because they
think we might be stealing things. No one thinks much of a white woman who is assertive
about her right to service. African American women who assert their rights are labeled “angry
black women.” Women of color who speak out are thought to be “uppity,” a term recently
applied to the First Lady by Rush Limbaugh. White people are assumed to be well meaning,
friendly and smart. We presume that our disproportionate access to good jobs, high
performing schools and safe neighborhoods is a result of our superior abilities and
performance, when and if we think about it at all.
It is time for those of us who have had the world handed to us on a silver platter to recognize
how that has limited our growth as human beings. Our privileges are purchased by sacrificing
the rights of people of color. Gandhi was asked what he thought of western civilization. He
replied, “I think it would be a good idea.” (MemorableQuotes.com).
This article is a companion piece to articles in this issue of The Judges’ Page written by
Eduardo Duran, Tina Saunooke, Marva Lewis, Ernestine Gray and Dawn Bentley-Johnson.

(will link to them) Far more eloquently than I could hope to do, they have provided
perspectives on the effect of white privilege on African Americans and Native Americans.
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Undoing the Past: Cultural Grief and Trauma in the Courtroom
Tina Welch Saunooke, MS, Community Coordinator, Cherokee Safe Baby Court Team,
Cherokee, NC
Summary: The author describes the Safe Babies Court Team in Cherokee, NC, which offers
a multifaceted, therapeutic approach to the complexities Native American clients face in court.
__________________________________________________________________________

Many Native Americans believe that in order to change the future one must look back seven
generations and one must look ahead seven generations. I am an enrolled member of the
Eastern Band of Cherokee Indians and have worked with native families for 23 years on the
Cherokee Indian Reservation. I have seen how families persevere, overcoming lifelong
struggles. Homes littered with substance abuse, violence, sexual abuse and poverty;
communities shattered by ethnic cleansing. I’ve had the experience of trying and get help

from public institutions where the majority of providers are non-Native and not feeling heard
or understood.
A major factor in loss of Native identity and language was children being sent to boarding
schools. The earliest boarding schools date back to the 17th century, when mission schools
were first opened (Archuleta). The mission schools were subsidized by the US government.
One of the founding fathers of the boarding school–era was Richard Pratt whose words, “Kill
the Indian, save the man,” summarized his view of “civilizing” the Indian (Archuletta).
I have witnessed a move from destruction toward healing and embracing the culture and
native ways. We are passing the cultural richness and a healthy lifestyle on to the next
generation. But I have also seen families that have had multiple resources provided to them
to help them change this destructive lifestyle, but yet they can’t change despite all that’s
offered. (Duran)
The Safe Babies Court Team in Cherokee, NC, offers a multifaceted, therapeutic approach to
the complexities Native clients face in court. Parents are faced with the choice to make
significant changes in their own lifestyle in order to provide the safety, love and nurturance
that their child age zero to three years old deserves. Otherwise the client is in jeopardy of
having the child placed with next of kin, foster care or, sadly, a termination of parental rights.
Additionally information is shared with mom and dad about baby brain development and how
trauma, such as witnessing domestic violence, negatively affects baby’s development.
The court team is made up of a judge, community coordinator, a nurse and individuals
representing the following service providers: mental health, early intervention (Part C) for
children with special needs, a nurse, social services, Early Head Start and Head Start, WIC,
family visitation, Baby Face parenting, child support enforcement, and emergency housing.
This group meets at least monthly to discuss client services.
Cultural grief and trauma is approached in therapy by doing the family assessment or
genogram, looking at the life factors of grandparents and great grandparents, and asking
such questions as:
•
•
•
•

Did your grandparents or great grandparents go to boarding school?
Did your grandparents speak their native language?
How were they raised?
Was there physical punishment in the home?

In looking at the tough background questions and the trauma parents were exposed to during
childhood, one would find multiple layers of abuse and ways to self-medicate the hurt that
built up over the years. “My brothers and sisters were there (boarding school), but I couldn’t
speak Cherokee to them. There was one matron that spoke Cherokee that would pull me
aside and help me when she could. The oak trees beside Unity we called weeping trees
because that’s where we used to go and cry because we hated being there.” (Cherokee
Elders)
A young mom with three children under the age of five told me her children will not get to
know their grandmother because granny can’t stop using drugs. “They will not get to be
around her because she can’t change.” This feeling of being stuck in something and not

being able to change masks the sometimes multitude of life hurt one has gone through. Much
of what has happened can be traced back to childhood.
When working with indigenous peoples, the court must consider the culture and heritage in
decisions that impact the makeup of the family. Parents need support to understand that what
you do to your baby now is going to show in their actions later on. Along with the extended
family, therapeutic court and a multifaceted approach can lead to healing and stop the
generations of family in the court room.
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