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Chapter 1: Minority Youth and Families Initiative Background and Development

Chapter 2: Theoretical Foundations of the Woodbury County Minority Youth and Families Initiative (MYFI)

Native American children and other minority children are over-represented in child welfare systems across the U.S.  In Iowa, minority children appear in the child welfare system at a rate nearly double their rate in the general population and African American and Native American children experience the highest rates of child welfare involvement.  Over-representation occurs when the percentage of Native American children and families in the child welfare system is higher than their percentage in the general population.  Disproportionality is a term sometimes used synonymously with over-representation; however, we reserve the use of that term for discussions based on relative rates of involvement at specific points in the system (cf. Derezotes, Richardson, Rembert & Pratt, 2008).  

The causes of disproportionality for children of color in the child welfare system are many and complex.  Research findings (Chipungu, 2004; Derezotes & Poertner, 2005) identify the following factors as being associated with the overrepresentation of minority children in the child welfare system:

· Urban vs. rural differences

· County differences within states

· TANF participation

· Prior child welfare history

· Child behavior problems

· Mental health of the children

· Poverty

· Discrimination in worker decision-making.

The Minnesota State American Indian Mental Health Advisory Counsel in 2003 identified these factors promoting the disproportionality of Native American children in the child welfare system:

· Previous social policy and governmental legislation on the state and federal level which, target Native Americans and their families

· Generational impact of genocide, colonization, slavery, forced assimilation, and discrimination being purposefully used to deprive, fragment or weaken native peoples of their traditional networks

· The current formal social service system(s) fail to recognize or value the strengths of minority cultures and their informal mechanisms extant within these cultures which establish and maintain the welfare of children

· Failure to include minority representation on policy-making boards/commissions or in key policy making positions of social service management.

· Minority children being under represented in private service programs

· Minority providers are infrequently identified, supported or funded to support children within their home communities

Richard Barth (2001) describes two models that offer explanations for this disproportionality applicable to Native American Populations:  

· Risk, Incidence and Benefit Model.  The disproportionality of services results from the greater risk and incidence of child abuse among poor, single parent and larger families along with the greater benefits that children of color in the child welfare system seem to receive.  They are more needy, therefore they receive more services.  

· Child Welfare System Decision Making Model.  Agency characteristics allow race to affect decision making including staffing patterns, culturally incompetent staff, institutional racism, and inadequate length or structure of services.  Reporting differences may exist because of cultural parenting differences between worker and client or an unwillingness to report someone from a similar socioeconomic background.

Differential treatment of children of color may still all be done in the best interest of the children.  This situation can be attributed to personal and social conditions as well as agency organization and practice in relation to agency policy governing minority populations.   

In a review of the literature by Lemon et al (2005) a variety of theories are proposed to explain the reasons for racial and ethnic disproportionality in child welfare.  One theory suggests that individual bias in decisions by staff at various stages of the system account for disparities.  At a societal level, poverty in which minorities are more likely to be involved may lead to higher incidence of maltreatment and result in higher rates of entrance into the child welfare system.  Organizational factors such as high workloads and staff turnover have also been identified as contributing factors in differential treatment of minority families. 
In addition, to organizational contributions promoting Native American dispraportionality, a review of literature by Cross (2000) found legislative contributions that perpetuate systemic failures and strongly encourage dispraportionality of Native American representation in child welfare services.  An example of this legislative contribution is in Title II of the Indian Child Welfare Act (ICWA), which provided almost no funds for program implementation.  At the time this act came into being congress provided grants for start up capital but assumed that Native American tribes would be able to find other monies for ongoing program operation.  Unfortunately, Title II of the Indian Child Welfare Act remains the largest ongoing funding source available to tribes for child welfare services.  Additional examples of legislative exclusion are within both the Title XX block grant process and the Title IV-E of the Social Security Act which were created without the provision for funding Indian programs, which greatly contribute to Native American children and families receiving inconsistent services and tribes being unable to establish or maintain comprehensive service systems preventing family break up.  

The National Resource Center for Family Centered Practice cites that disporportionality could also be attributed to misdiagnosis and missed diagnoses by professionals due to many evaluative instruments (commonly utilized for therapeutic diagnosis) were not developed with Native American populations in their standardization samples causing serious misinterpretation of component scores.  LaFormboise (1995) attributes this misinterpretation to (1) any deviation from the majority cultural response is deemed to be pathological and (2) any bizarre behavior might be attributed to cultural factors rather than to true mental illness.  This lack of an appropriate baseline may cause practitioners to inappropriately label culturally specific behaviors as psychiatric disorders.  In light of this serious issue, it may be useful to consult with Native American mental health practitioners and traditional healers to assess Native American individuals and families in an in cross-culturally appropriate manner (James, 1996).
To address disproportionality some authors (e.g., Beckett and Lee, 2004; Carten and Dumpson, 2004) propose utilizing an ecological systems perspective (ESP) intended to be more culturally appropriate and therefore more effective in providing services.  ESP emphasizes the importance of environment and context, and advocates flexibility and creativity in adapting theories and models to the needs of the group or individuals being served.  The ESP theory focuses on interactions and relationships in social and cultural contexts of utilizing active listening and alternative ways of helping where both practitioner and client values are important in the process and connectedness and social justice are primary concerns (Laird, 1995).  
The universality of this particular paradigm lies within its description and application of addressing the interaction of reciprocal determinism between the individual and their environment (Green, Richard, & Potvin, 1996).  With the growing interest in primary prevention of disorder, ecological frameworks are particularly salient in that greater emphasis is placed on the role of persons, groups, and organizations as active agents in shaping health practices, risk reduction efforts, and policies intended to optimize both individual wellness and collective well-being (Stokols, 1996).

Additionally an ecological perspective in assessment and prevention is particularly relevant to 

Indigenous youth populations (e.g., American Indian, Alaskan Native, and Native Hawaiian youth) in how the unique factors of poverty, discrimination, and social isolation influence and manifest in the psychosocial development and adjustment of Indigenous youth.  The complex natures of these environmental factors are ideally examined through an ecological perspective (Gibbs & Huang, 1998).  What is so unique to the ecological approach is the emphasis in on the individual within situations rather than on their personal attributes.  The environmental context is considered important because situations can contain subtle and complex factors that may elicit poor performance (Goldfried & D’Zurilla, 1969).  Contextualists, such as Vygotsky (1978) and Brofenbrenner (1992), emphasize that the behavior of an individual is dictated by their relationship to their environment.  Ecological assessment requires knowledge of the person, the habitat, and how these systems interact, especially when in discord (Morse, 1993).  Information gained from an ecological approach can be examined through Biglan’s (2004) concept of functional contextualism, which has as its goal the prediction and influence of behavior through identifying the most influential environmental variables.  An example of environmental variables identified through functional contextualism related to substance use prevention are: (1) drug-related problem situations; (2) types of substances used; (3) relationship of client to the drug-offerer; (4) Locations of where drug offers typically occur; and (4) time of day where offers tended to take place.  
Vygotsky articulates a dynamic relationship between the child and their environment, where the sociocultural-historical context defines and shapes the child and their experience, while the child simultaneously affects his or her context.  Consequently, from a sociocultural-historical perspective the unit of analysis is not “the (properties of the) individual, but the (process of the) sociocultural activity, involving active participation of people in socially constituted practices” (Rogoff, 1990, p. 14).  

Translating ecologically-based research focused on epidemiology and etiology into agency service and/or practice addresses two related, pressing issues facing the human service profession:  (1) the tension between program fidelity and have the program fit into therapeutic interventions for minority populations, and (2) evaluating shortcomings within existing service interventions (Botvin, 2004; Castro, Barrera, & Martinez, 2004; Gottfredson & Gottredson, 2002).  Castro et al. (2004) described the dynamic tension between the delivery of a manualized treatment in is purest form (program fidelity) and the delivery of a modified version of the program to meet the unique needs of a specific target population (program adaptation).  Developing service interventions through an ecological assessment merges these two constructs, such that the specific needs of the target population (e.g. Native Americans) become a central part of the program from inception through implementation to reflect the contextual reality of the Native American people.  In addition, using ecological assessment in program development has the beneficial side effect of gauging the recetitivity of the community to prevention/intervention efforts with a specific Indigenous population by examining unique social structures, which is often reflective of long-standing tribal and communal norms and values (Okamoto, LeCroy, Tann, Rayle, Kulis, Dustman, & Berceli, 2006).  

According to research conducted by Okamoto et al. (2006) utilizing ecological assessment within policy development and throughout practice implementation:

1. Provides the foundation for culturally grounded prevention and intervention practices for Indigenous populations, enhancing the social and ecological validity of those interventions.

2. Translating ecological assessment into prevention interventions builds aspects of the clients’ social ecology deep into the structure of the intervention, merging the often-competing demands of fidelity and fit of interventions.

3. Ecologically based assessment focuses the interventions on the most relevant social and environmental factors.

4. By including the participation of the Indigenous community in the primary stages of program development and implementation the social acceptability of the process is increased, promoting the likelihood of successful prevention/intervention efforts.

The family resilience model is a family based model that focuses on addressing stressful life events and persistent challenges using a whole family approach to promote resilience and recovery of vulnerable members as well as the family unit.  Interventions aim to build family strengths as issues are addressed thereby further strengthening the family and reducing risk and vulnerability.  As the family becomes more resourceful, its ability to meet future challenges is enhanced.  Thus, each intervention is also a preventive measure (Walsh, 2002).  

The general guidelines of social work practice principals using a strengths-based and solution focused perspective in conjunction with a systems theory orientation (Miley, O’Melia, & Dubois, 1998) that values empowering the client, maintaining confidentiality and using a wide range of evidence based practices and flexible methods have also been suggested as effective intervention techniques (Kirist-Ashman & Hull, 1993).  These authors describe the underlying assumptions as focusing on the strengths of each individual, group, family, and community; (b) identifying trauma and abuse which is deleterious, but may also provide the forum for challenge and opportunity; (c) understanding the upper limit of the capacity for growth are not known; (d) knowing that clients are best served through collaboration; and (e) recognizing that every environment is full of resources (Saleebey 1992, 1997; Jones, 2007).  An underlying assumption of this perspective is that the client is both the expert on their own culture and their experience of the current issues (Dewees, 1999a) and this orientation also facilitates engagement. 

To counter bias in decision making some communities and local programs that have utilized risk assessments and structured decision making, increased family group conferencing (FGC, also known as family team meeting, family group decision making and family unity model), increased staff diversity, utilized client/worker race matching and some have increased cultural competence training.  In response to the issues of poverty and oppression, some communities and agencies report developing home visitation services, programs for fathers, locating social workers and services so they are more easily accessible, and implementing differential response systems for child maltreatment reports.  At the system level, efforts include leadership dedicated to reducing disproportionality (which has also been referred to elsewhere as locating a product champion), collaborating with racial and ethnic communities and restructuring how services are provided in the child welfare system to deal with the issue of differential treatment of racial and ethnic minorities (Lemon et al, 2005).  Improvements in culturally appropriate provision of services specifically for Native American families in their social and cultural contexts e.g., homes, neighborhoods, community gathering places), and alternative services that best meet the needs identified by the family have also been reported and are consistent with the ecological systems perspective which encourages exploration of alternatives because no one method or service provision can solve every issue. 

Culturally Appropriate Service Provision for Native American Children, Youth and Families

Culturally appropriate service provision not only involves recognizing a client’s culture and its influence on the helping process, but it also requires being able to provide culturally congruent services and a proactive stance of confronting oppression, racism and a formidable practitioner/agency dedication to the ideal of social justice.  Research from Voss, Douville, Little Soldier, and Twiss (1999) propose that social policies and therapeutic interventions must be flexible in incorporating cultural dynamics or they risk to, “rigidly reinforce a kind of clinical colonialism (promoting ‘therapeutic progress’) with the goal of ‘civilizing’ the Indian” (p. 233).

It is imperative to understand that culture has a great effect on what is perceived as a problem, how problems are manifested, beliefs about the causes of identified problems and one’s perceptions and understanding of appropriate solutions to identified problems (Applewhite, 1998; Marsella &Yamada, 2000; Mason, Benjamin, & Lewis, 1996; Rodriquez, 1996).  Additionally many scholars believe that the heart of effective helping involves responding to cultural and cross-cultural dynamics (Abdullah, 1995; Coleman, 1998; Kavanaugh, 1993; Leinger, 1998).

The ecological systems approach also suggests that only through the a combination of models with flexibility, caring and creativity can providers and agencies deliver more culturally competent services to minority children, youth and their families. 

Community engagement and coordinating services across systems (child welfare, mental health, education, and juvenile justice (cf. Richardson et al., 2006a, 2006b; 2005) similar to the African proverb that “it takes a village” to raise a child is an important consideration in effective service delivery and outcomes for families (Lemon et al, 2005; Pumariega et al, 2005; Richardson et al., 2004, 2003; Clinton, 1996; Chang et al, 1994; Isaacs & Benjamin, 1991). 
The use of family team meetings or family group conferencing are important for building and promoting a “whole-of-government” response to support optimal development of health and well-being outcomes by providing information to professionals that may not have been otherwise integrated (Vimpani, 2005).  According to Mercer, Jones, & Woon (1997) family group conferences serve to provide:

· Better outcomes for victims of child abuse than are likely when the appropriate community agencies have the information needed to adequately investigate and make decisions regarding safety of children and support of families;

· Education of hospital personnel which occurs when a cohesive clinical picture and plan for a family develops by collaboration of hospital and community professionals;

· Avoidance of the inconvenience of community professionals trying to reach hospital personnel individually at inappropriate times or when the personnel are not prepared;

· Increased likelihood that only the appropriate hospital professionals will be subpoenaed to court, rather than personnel with information of limited value to the court or that could be given better by others;

· Prevention of one person carrying the burden of testimony regarding the hospital-acquired evidence single-handedly and often inappropriately;

· Reinforcement of the provider as a resource for referral and collaboration by community agency professionals.

Family group conferencing also serves to reduce the perceptions by families that an agency or agency personnel have a hidden agenda or that the client is being misled or manipulated toward what might be perceived as adverse consequences for the family.  FGC engages the family combining support, the perception of expected benefit and investment on the part of the family and those involved.  These factors are also predictive of the behavioral manifestations of engagement as measured by the self-report of compliance (Yatchmenoff, 2005).  

Jones et al (2005) describe that children with supportive and involved caregivers appear more likely to have their cases prosecuted and are less likely to be removed from the home (Cross et al., 1994; Cross, Martell, McDonald, & Ahl, 1999; DeVos, Cross, Peeler, Whitcomb, & Stober, 1992; Everson et al., 1989).  Maternal support has been shown to be predictive of greater resiliency in child abuse victims (Spacarelli & Kim, 1995), produce less child distress (Morrison & Clavenna-Valleroy, 1998) and reduce child behavioral problems (Everson, Hunter, Runyon, Edelsohn, & Coulter, 1989; Goodman et al., 1992; Whitcomb, Runyan, et al., 1994).  Follow-up is also important to ensure that children receive needed and recommended services.

Some interventions show more positive and effective outcomes with ethnic and minority populations, including:  group therapy, family-focused services, in-home services, crisis intervention, case management, education, community level approaches, and appreciation and recognition of cultural issues and problems (Isaacs & Benjamin, 1991). 

Weick and Saleebey (1995) point out that “emphasizing, celebrating, and nurturing families’ strengths, capacities, pride, knowledge and relations with communal resources and culture” will be more effective than “doting on problems and failures”.  An example of a western therapeutic philosophy that is compatible with traditional Native American (Lakota) values is the strengths perspective of helping (Voss et al., 1999).

Research conducted by Hilary Weaver (2004) surveyed Native American social workers, nurses and psychologists regarding their beliefs’ about cross-cultural helping practices that were most important for a practitioner to be aware of and incorporate into their practice procedures.  Emergent themes were identified and placed into three areas of required knowledge, skills and personal/professional values and attitudes.  

1. Important Areas of Knowledge.

a. Culture

i. Values

ii. Beliefs

iii. Spirituality

iv. Traditions

v. Structure and organization of Native families, clans, bands, tribes

b. Understand Inter and Intra group diversity

c. Obtain knowledge of general Native American history, and understanding of the specific history of the target family, clan, band, and tribe

d. Gain an appreciation of the contemporary reality (socio-cultural location) of the client and client family

2. Important Areas of Skill.

a. Generic Helping Skills--helping skills not specific to a cultural context

b. Containment/Listening Skills--Involve using patience and refraining from speaking or intervening with culturally appropriate communication mores.

i. The purpose is to listen not so much to the words themselves but to the feeling within the words; hear the pain, sadness, fear, loneliness, joy, happiness held within what is and what is not being said

c. Culturally Specific Skills

i. Gain a working knowledge of Native language or dialect

ii. Gain an understanding of “story telling” as a way of communicating with clients

iii. Be able understand and work within the political contexts of reservations and in Native American specific agencies such as tribal programs, the Indian Health Service, and Bureau of Indian Affairs

iv. Become familiar with Native American healing practices and consult traditional Native healers to seek their help in culturally appropriate ways or culturally ambiguous situations

3. Important Personal/Professional Values and Attitudes.
a. Being open and nonjudgmental
b. Value and accept diversity

c. Have an awareness and understanding of what “Helper Wellness” means to the client to create and maintain the therapeutic partnership

i. Professionals should be spiritually balanced, emotionally healthy, and mentally healthy

ii. Be flexible and not hung up on “professionalism” to create therapeutic distance

iii. Build, utilize, and appreciate a strong (professional and personal) support network

d. Emphasize a sense of personal humility and a willingness to learn

i. Be open to new ideas, and new ways of approaching problems

ii. Acknowledge each client’s innate wisdom

iii. Be willing to laugh and cry with your clients

iv. Be able to respect and accept what you do, and do not understand

e. Have a strong commitment and understanding of social justice

i. Actively acknowledge that oppression, prejudice, discrimination are practiced by others and the perception of this is not a figment of the client’s imagination

ii. Understand and support the concept of tribal sovereignty and individual and collective self-determination

iii. Be aware and understand how the professional’s own values and beliefs have been affected by the colonial process and by their own class/socio-economic status

f. Have a strong commitment and understanding of what it means to “care”

i. Be genuine in your concern for the wellbeing of the client

ii. Be involved within the Native American community beyond simple professional involvement

iii. Allow the Native American Community to know and understand the practitioner on a personal level and not separate yourself from them
Mills and Usher (2004) identify five culturally competent care principles for child welfare workers (Mills & Usher, 2004):

· The family is the unit of focus;

· The family provides leadership in the identification of current roles and responsibilities within the extended family system;

· Emphasis is placed on assessing and building on family strengths and on the capacity of families to function effectively;

· Families are engaged in designing all aspects of the policies, treatment and evaluation; and

· Families are linked with a more comprehensive, diverse, and community-based network of supports and services.

Roberts (1990) proposed six principles, which ensure that culturally competent services are being provided in an ongoing, creative, collaborative manner:

· Culturally competent services must be family-centered and community based;

· Each family is considered unique, even those within a specific culture;

· Cultural issues are separate from system effects such as poverty and discrimination;

· Cultural self-awareness is an ongoing discovery process that can help identify new program and training needs;

· It is not necessary to be of a culture to provide services to members of that culture; however, it is important that staff understand the dynamics of the tensions that present when two or more cultures interact to provide a service or solve a problem;

· Service providers must be willing to share ownership and decision-making in working with families of different races and ethnicities.

The Worker-Client-Family Relationship and the Issue of Race Matching

The interpersonal relationship is a key part in the helping professions.  Where this relationship demonstrates mutual respect, acceptance, and empathy it contributes to a gain in the treatment process (e.g., Carl Rogers wrote that three qualities were necessary and sufficient in a therapist for a client to improve: congruence comprised by genuineness and honesty; empathy and unconditional positive regard or respect.  Clients want a relationship with their counselor, therapist, or social worker in which they feel understood, can trust their worker, and have confidence in their abilities.  Minority clients who are mistrustful of those attempting to engage them in a therapeutic process are more likely to have negative expectations, find the worker less helpful and less likely to engage and are at greater risk of dropping out of treatment.  The client may be wondering: Does this worker have sufficient knowledge of my reality to be of assistance to me?  (Proctor & Davis, 1994).  Racial similarity between worker and client may be less important than the worker’s skills and abilities in using culturally appropriate communication and behaving in a trustworthy manner; workers can be trained to work with dissimilar clients (Allen-Meares & Burman, 1999).  Understanding the client and their social reality may be one of the most critical issues in cross-racial practice (Proctor and Davis, 1994; Sue 1981). 

Workers with high levels of education, differences in socialization, socioeconomic status, and lifestyle may be seen as having little in common with low-income families regardless of race.  It is important to not attempt to engage Native American clients by asserting a distant Native heritage as it may be considered as offensive to ‘broadcast it’ and assume that there is an instant connection from this commonality (Weaver, 2004).  However, these challenges can be overcome by attitude, competence, skill, knowledge and willingness to learn and share, focus on the client’s world and priorities, and understanding of one’s own feelings.  “Successful worker interventions with children of color and their families must begin with the worker’s willingness to participate in the client’s social context empathetically and sensitively” (Pierce & Pierce, 1996). 

In Cross et al (1989), Wilson presents categories of essential worker characteristics for working with culturally diverse groups and environments.  These attributes include:

· A personal style that is flexible, accepts ethnic differences between people and reflects true genuineness and accurate empathy;

· A willingness to articulate and challenge personal values and stereotypes about one’s own ethnicity and that of others, including ways in which these perceptions conflict with the needs of minority clients;

· A willingness to work with clients who are culturally different and a commitment to work toward changing racism and poverty;

· The ability to confront feelings about one’s professional image when identified with a field that has excluded people of color.

Ryan et al. (2005) reported that caseworker characteristics do have an impact on child welfare outcomes.  Isaacs and Benjamin (1991) found the higher the number of minority staff that reflects the population served, the higher the rate of utilization of services. 
Some have approached the issue by training paraprofessionals (e.g., embedded workers or advocates) and providing cultural competence training (Isaacs & Benjamin, 1991).  These paraprofessionals are most often residents of the communities in which they provide services.  They have a unique understanding of the culture that exists in the community and have knowledge of local support services.  Isaacs and Benjamin (1991) also feel that “the most effective approach to developing a culturally competent workforce is to train the majority staff to understand and work more effectively with different ethnic minority populations”.  All workers, whether they are part of the majority group or minority group (racial or ethnic), need to acquire or improve on their cultural awareness, knowledge, and skills for effectively working with minority clients and families.  

Targeted interventions for Native American children and families 

Clifford-Stoltenberg and Kupcho (2004) described the National Indian Child Welfare Association (NICWA) that developed an online Indian Child Welfare Act (ICWA) training course designed to assist child protection workers provide an explanation of key ICWA and the ASFA (Adoption and Safe Families Act) provisions for Native American families in easy to understand non-legal language.  In addition to a description of key ICWA provisions the online course provides a flowchart of general child protective service activities, and a glossary of frequently used terms in Native American child welfare to provide parents and families with a starting point of basic understanding meant to open dialog and promote ongoing communication between families, caseworkers, and other service providers about the child protection process.  The online course also provides the ongoing worker with general explanations of how to conduct an out-of-home placement for a Native American child to be compliant with both ICWA and ASFA regulations, explain the optimum tribal response at the various stages of an out-of-home placement, and explain (general) cultural considerations when working with Native American families and their children.

Moran and Bussey (2007) described a 13-week after school alcohol prevention within the Denver, Colorado metropolitan area titled, The Seventh Generation Program.  This program targets urban Native American youth and blends mainstream prevention approaches using cross-culturally appropriate intervention strategies.  This program utilizes a treatment approach that Botvin (1995) refers to as Personal and Social Skills Training.  Personal and Social Skills Training views the etiology of substance abuse as being a complex and compounding interaction of variables comprising of cognitive, attitudinal, social, personality, physiological and developmental factors.  

The interventions are based on Bandura’s social learning theory (Bandura, 1977) and Jessors’ problem behavior theory (Jessor & Jessor, 1975) and teach generic personal self-management and social skills for broad situational application.  This program’s skill building efforts include: (1) decision-making and problem solving; (2) cognitive resistance skills against negative interpersonal and media influences;  (3) skills to increase self-esteem;  (4) skills for goal-setting;  (5) methods for achieving and maintaining self-directed behavior change;  (6) adaptive coping strategies for stress and anxiety; (7) general social skills; and (8) general assertiveness skills.  The teaching methods utilized include a combination of face-to-face instruction/demonstration, ongoing opportunities for instructor/client feedback, ongoing positive reinforcement for behavior changes, ongoing behavior rehearsal, and extended behavior practice.  Staff and client interactions are based on and governed by cultural core values as identified by the Native American community.  These values are harmony, respect, generosity, courage, wisdom, humility, and honesty with the focus being to encourage the child to remember the wisdom of their elders when making decisions and to consider the impact that their (individual) decisions have on those who will come after them.  

The 13-week afterschool program is divided into seven main topics of:

1. American Indian Values:  Circle of Life (Physical/Mental/Emotional/Spiritual)

2. American Indians and Alcohol:  Establishing Non-Use as a Norm

3. Strengthen American Indian Identity & Enhancing Self-Esteem

4. Alcohol Education (Physical/Mental/Emotional/Spiritual)

5. Decision Making & Problem Solving Model:  STARS (STOP/THINK/ACT/REFLECT/SELF-PRAISE)

6. Role Playing and Behavioral Practice for Refusal Skills

7. Making a Commitment: Involving the Youth and Their Parents in an American Indian Commitment Ceremony

Six months after program completion there are a series of voluntary booster sessions available that review the basic content of the original 13-week program.  This program has shown significant reduction within participant reported levels of depression, increasing their locus of control, increasing the client’s perceived levels of social support, and increasing their protective alcohol beliefs.

Waller et al. (2002) described, The Hoop of Learning, which is a middle school-to-high school-to-college bridge program designed to foster educational resilience and career development among Native American students in Phoenix, Arizona.  The “Hoop” is conventionalized as continuous circle of support for a student that includes parents/extended family, the school system, and various community supporters.  This collaboration of student families, program staff, and community partners replicates a traditional tribal community in which the children’s progress is monitored and facilitated via a vast network of personal relationships.  To further instill this sense of community there are staff readily accessible for one-to-one academic or career counseling sessions.  In addition, students are embedded within a large network of supportive peers whom progress together, share the same classes, and facilitate each other’s advancement through the program.

The development and maintenance of communication pathways is based on personal connections and commitments rather than through an impersonal bureaucracy.  Examples of this dedication are in how information, policies, procedures, curriculum, and individual/family requirements, are conveyed in personal face-to-face interactions and multi-family group meeting rather than through paper documents alone.  There are additional accommodations for Native American families that may need to frequently change school districts in search of better housing or employment opportunities therefore reducing the level of “red-tape” required for student re-enrollment.  

Staff members provide day-to-day personal support, academic counseling, and instrumental supports such as arranging for housing, job placement, and other forms of assistance as needed by the student or student’s family.  In addition, staff members also operate as mentors, service brokers, and advocates for their client’s well-being.  These activities reflect the traditional communal approach to community planning and problem solving.

By being flexible in their service delivery and through incorporating traditional communication pathways and emphasis on personal relationships into their operational policy they have markedly higher rates of retention, lower rates of transfer to other schools and lower rates of Native American students. 

Chapter 3: MYFI Referral Processes
Referral Process

Chapter 4: Family Team Meetings with MYFI Families
Description of Family Team Meetings

:

	PROFESSIONAL STAFFING


	FAMILY TEAM MEETING

	Typically run by the social worker, however sometimes they are conducted at the primary provider’s office.
	Sometimes led by the social worker assigned to the case and often by another facilitator.

	No engagement of the family before the staffing, and no family prep work is done.
	Family is engaged in the decision making process.  Extensive prep-work is done before the actual meeting.

	DHS defines purpose of the meeting.
	Family defines purpose of the meeting with team feedback regarding any non-negotiables.

	Only formal supports are invited.
	Formal and Informal Supports are invited and are part of the team.

	Meetings generally do not have refreshments available.
	Meetings typically have refreshments available.

	Decision-making is done by the formal supports invited for administrative purposes.
	Those on the family team should have hope for the family.

	
	Family is empowered to tell their story, share their concerns and strengths and to take the lead on the decision-making.


Engagement of the family and their personal investment to the development and follow through of family case plan greatly increase the likelihood of family success and the ability to learn the skills needed to promote a safe and stable home environment.
The Family Team Decision-Making process recognizes that effective family engagement; assessment, family case planning, and plan implementation should be a cyclical and fluid process that can be responsive and adaptable to the dynamic needs of client families.  The figure below illustrates case process and flow:
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Figure 1.

· The family is further engaged [Step 1] through the facilitation of a meeting where the family’s opinions are respectfully considered and their natural support system is included; 

· The family team which includes informal as well as formal support persons provide further assessment and understanding  [Step 2] of the family and their circumstances as strengths, needs, and underlying factors are considered and discussed;

· As the family plan  [Steps 3, 4 & 5] is developed by the team, interventions, supports, and services are planned, resources are considered, and implementation of the plan begins;

· As the family team is reconvened to monitor progress [[Step 6], further assessment of what’s working or not working is conducted, and services are adapted or changed; [Step 7] or, when planning for transition and safe case closure [Step 9] (Human Systems and Outcomes, Inc., 2004).

Family team meetings are utilized within various stages of the overall case planning process and are designed to move a case toward reunification.  All family team meetings assess and document family strengths, needs and concerns. More than one family team meeting is usually held. The first meeting focuses on developing partnerships, family supports and designing a plan of action for the family that will address the family’s needs and strengths.  Emphasis is placed on identifying strengths, needs and concerns. The case plan is developed through a solution focused and strength based approach with input from the family and assembled team.  This plan provides concrete, objective, and measurable action steps to be used as benchmarks to evaluate the family’s progress towards the identified goal(s). 
The second meeting, (“Follow-Up Family Team Meeting”), is held at a time when some of the  objectives could have been completed.  The purpose of this meeting is to assist all involved parties in re-evaluating the current family plan and make changes as needed to address any new needs that the family may have. The follow-up FTM also addresses any barriers the family has in attempting to achieve their goals. This is also an additional opportunity for the family to provide feedback to the group regarding their experiences with treatment and to voice their perspective on the usefulness of current services being provided to the family.
When a third family team meeting is held it may be used to prepare for case discharge and is at the discretion of the Department and family if they feel it would be useful. The purpose of the final meeting is to determine what services could be useful to promote ease of transition for clients and client families from DHS and/or Iowa court supervision and support to full family independence and transition to community supports.
The practices of Family Team Meetings are based on several principles that fosters collaboration within the decision making experience for families.  This differs from the “traditional” focus of case management with a shift of emphasis for case plan development from an administrative detail handled by only the professionals involved but to an opportunity of partnership between professionals and the family.  These core tenets are:

· Families are experts about themselves.

· Families and community members should be partners in determining solutions and making decisions.

· Meetings should be set up in a way that fits with and honors the family culture.

· The dual role of the child welfare worker is to both ensure child safety and help the family.

There are multiple activities needed to hold a Family Team Meeting to ensure that a plan is developed that meet the requirements of the Department and/or the court system, and one that supports and empowers the client family.  The process for a standard family team meeting begins with the family’s social worker making a request for referral to a FTM, and sends the FTM agency a referral form.  Upon receiving a referral the agency documents all information received from the Department, keeps a running loge of information of contacts made with the referral source regarding whom the facilitator spoke with, and what was talked about.  This contact with the referring worker is usually accomplished via telephone taking anywhere from 5-45 minutes, depending on the complexity of the family’s issues.  The following questions are asked, and all information is documented as part of the official referral record.

· What is the purpose of the FTM? What things need to take place during the meeting and what questions need to be answered?

· Determine what occurred that brought the family to the attention of the Department.  Clarify any questions about the received narrative information on the referral form.

· What are possible goals for this meeting?

· What absolutely needs to be included in the developed family case plan?

· Are there any current or past abuse concerns?

· Are there any current or past restraining or no-contact orders between or among the meeting participants?

· What are the Department’s perceived family strengths and concerns?

· Are there any key points that will assist the facilitator build rapport with the family?

· Ask questions to gain incite to the relationship between the family and the Department.

· Gain participant contact information (attorneys, in-home providers, etc.).

· Gain possible dates/times for the meeting from the DHS worker.

The next step in the FTM process is contacting the family to set up a face-to-face prep meeting.  This is first exchange is usually accomplished via telephone; however a letter may follow as well. The action steps for this contact are:

· Introductions—Let the client family know who you are, why you are contacting them (refer to DHS worker) and what your role is with their situation.  The purpose is to assist the family in understanding that, the facilitator is a neutral party and not part of the Department.

· Provide information about the Family Team Meeting process.

· Clarify for the family what a Family Team Meeting is.

· Clarify the role of the facilitator and explain what happens before and during the meeting.

· Explain the purpose for the face-to-face prep meeting with emphasis on reminding the family this is an opportunity to communicate with the facilitator everything they want the team to know and understand about their situation and assist the family in organizing their thoughts and ideas prior to the actual meeting; allowing the family to tell their personal story from their perspective without interruptions.

· Explain to the family the meeting is going to be STRENGTH BASED/SOLUTION FOCUSED and what this means for them.  

· Arrange the date, time, and location for the face-to-face prep meeting.  Be aware of work, class, and various appointment schedules of the client family.  Inquire about any transportation or childcare needs for the prep meeting and the actual FTM. 

After the facilitator has made initial contact with the family the next stage in the process is to have the face-to-face prep meeting with the family.  The action steps for this procedure are:

· Introductions—the facilitator must reintroduce themselves to the family and reacquaint them with the reason for contact, and purpose of the FTM.  

· Provide the family with your contact information.

· Review with them how they were referred for service (use the DHS worker’s name)

· Explain to the family what the role of the FTM facilitator is and explain the philosophy of the FTM process.  The purpose is for their meeting is to assist the family to reunite with their children, and assist the family in keeping their children in the home.

· Explain the FTM method and that the goal is to develop a family case plan that contains the action steps required to reach the FTM goals.

· Walk through the FTM agenda and explaining the individual points as needed and how these will occur during the meeting.

· Explain this is an opportunity for the client family to voice their goals, concerns, and strengths to the team; working in a cooperative effort to develop the family case plan to reach the family goals.

· Clarify and explain to the family who must be involved with the FTM and who the family would like to be there as their support system.

· Have the client family talk about family perceptions, individual/group strengths, potential conflicts, what professionals are involved on their case and their roles, and describe the current situation of their case.

Specific questions to use for Goal and Strength identification:

· What are some things that have worked really well for you as a family? 

· What are your goals?  What are you trying to do right now to achieve these goals?  What do you want to see come out of this meeting?  What is it you want to walk away with knowing is going to be taken care of?  (Reframe goals as needed to stay solution focused).

· What are some great things about your kids?  What have you done to encourage these things as a parent?  If you were to think right now, what is going good in your family, what would you say?

· Ask about how they are doing at work, school, church, etc.?

Specific questions to use for Need and Concern identification.  (Responses may be very general and require facilitator deconstruction.)


· Ask them about what they perceive as useful services and how these would help to reach their goals.

· Ask the family about any safety concerns they have around the FTM and assist them in developing plans to address these concerns.

· Promote the FTM as an opportunity to make sure everyone involved are on the same page regarding case expectations, concerns, and strengths.  

· Promote the FTM as an opportunity for the family to voice directly to the team of their perceptions, experiences, and situational contexts of the case.

· Process with the family that it is okay and expected to have barriers or challenges, but it is paramount to be honest, so that plans can be developed to address these items.

· Inform the family of commonly used buzzwords, their meanings, and what the physical FTM plan will look like so they are not supervised.  

· Explain that during the FTM, the family plan will be develop with a complete breakdown of expectations with action steps including due dates for completion.

· Obtain a written release of information from the client family to contact meeting participants.

Family Story Action Steps—fill out paperwork and explain to them what you are doing and that they have a right to see whatever you are writing.  Review with the family what their perception of the situation is including all background information leading up to the point where the Department became involved. Pick out family and individual strengths as they come during the family story and ask questions as needed for clarification.  Useful Questions to ask include:

· I am not very sure what you meant by this…could you please elaborate for me.

· Can you tell me more about this…what is it like?

Review with the family other various factors that may not have come up during the discussion thus far.  Ask about mental/physical health within family history including:  current mental and physical health diagnoses or needs; current or past medications or treatments; pregnancy information; and tobacco/alcohol usage

Determine the location for the FTM:  

· ask where they would like to have their meeting

· Check for any childcare or accessibility concerns.

· Offer them options (DHS, Public Library, Church, etc.)

· Ask for general days or times that are best for holding the FTM.

· Contact DHS and other FTM participants for date and time confirmation.

After the initial Family Team Meeting, there is the follow up FTM.  The follow up family team meeting is an opportunity to learn what progress has been made since the last FTM, hold all participants accountable for what their expectations and duties were from the last FTM, and discuss what needs to happen next to reach the established goals.  The time frame for the occurrence of the follow up family team meeting is dependent on where the family is with completion of their action steps.  

Specific questions to be answered at the follow up FTM are:

· Did the Family Case Plan action steps occur? If not, what happened?  Was it a good experience?  Was it easy to complete?

· How did the family feel about this experience?

· What needs to happen to progress toward case closure?

· What needs to happen for transition to occur?

· What will a successful transition look like for the family?

· What, if anything, is holding the family back from achieving case closure?

· What services need to be in place to assist the family in maintaining their momentum for success?

The steps for conducting a family team meeting are standard for both a regular family team meeting and for conducting meetings for the MYFI program.  There are however special considerations taken into account for when working with minority client families that are crucial in establishing a proficient multicultural practice.

There are three key components to gaining and maintaining a “Proficient Multicultural Practice.”  These components are cultural competence, cultural sensitivity, and cultural responsiveness.  Each component is essential in relation to goal attainment.  A description of each component is needed to fully understand the intricate nature of how they interact with each other. 

The first component to examine is cultural competence.  Cultural competence means that the practitioner is focused on a particular cultural group, with the purpose of developing culture-specific concepts, knowledge, and practice techniques within a specific application context.  Component 2--Cultural sensitivity, on the other-hand, means that the practitioner should be genuine in their appreciation of the client’s uniqueness and have a universalistic respect for the client’s humanness.  Component 3--Cultural responsiveness means utilizing dialogue skills that place the client’s construction of reality at the center of the conversation (Miley, O’Melia, and DuBois, 2007, p. 68).

What these three concepts do (when used in conjunction) is develop within the therapeutic relationship an environment where the client is the “cultural” expert and the practitioner is an inquisitive, respectful learner and collaborate in the therapeutic relationship.  This is important because it will quickly generate and fortify the therapeutic relationship between the client and practitioner, bringing forth a strong foundation of trust and acceptance.  If one component is missing from this trinity there is not the possibility for full understanding of the contextual situation and worldview required to understand, appreciate and address all the needs of the client’s dynamic personal and social world. 

When working with minority clients there are important considerations needed to prepare for and conduct the FTM prep-meeting and actual family team meeting.  These items are:

1. The facilitator and co-facilitator need to be perceptive of participant and group behaviors, attitudes, body language, voice tones, facial expressions, etc. during FTM interactions and use “breaks” during the meeting or prep if discussion becomes too heated.  This will allow for everyone involved to regroup, cool off, and refocus the discussion on what is in the best interest of the children and the family.  

2. Facilitator(s) should use colleges, peers, clients, and client families as a resource for learning normative social and cultural mores of the client’s ethnic group.

3. Facilitator(s) should utilize evidence based practice research to learn strategies for minority client engagement and empowerment procedures. 

4. Facilitator(s) should be prepared and open to provide minor emotional debriefing for the client family as needed to assist them in coping with concerns and emotional crisis prior to, during, and directly after the FTM.

5. Facilitator(s) should be prepared to act as liaisons between the family and other team members to focus the group to what is in the best interest of the children.

6. Facilitator(s) need to be prepared to reframe statements and challenges as required to empower clients to take an active role in family plan development keeping discussions strength based and solution focused.

7. Facilitators should advocate for objectivity during discussion and ask clarifying questions confirming that all members of the team understand and appreciate the social contexts of client behaviors, points of view, and statements.  

8. Facilitators should ask clients and other FTM participants for practice feedback to improve their facilitator practice skills.

9. Facilitators need to be aware of behaviors and speech patterns during the conversational process to look for engagement cues, such as addressing elders as “sir” or “Miss ____.”

10.  Facilitators should use client and participant feedback to determine how to improve agency client service.  Facilitators should reexamine their agency practices and policies to answer the following questions:

· Who is it that we as an agency serve?

· Whom do we as an agency serve best?

· What are the areas of service provided with this case?

· Information should include family history, family demographics, previous experiences with services, previous pregnancies, past and current perceptions of service quality.  

11.  Facilitators need to ask questions of the client family to learn about their specific culture(s) and how this can affect the activities of their daily lives.

12. Facilitators need to be empathetic and aware of the family’s perceptions of them as an individual and as a facilitator, other professionals, and the overall system, thus treating families carefully and with respect.

13.  Facilitators should ask the client family what their concept of “family” means and what have their individual past experiences with family have been.  

Afterword

Purpose

The purpose of this afterword is to learn what the MYFI program looks like from a realistic and direct practice perspective.  The perspectives and perceptions covered within this section are fro, a third-party consultant, multi-level administrators, Native liaisons, and front-line social worker vantage points.  These various positions within the MYFI program produce a more comprehensive understanding of how MYFI program implementation has a direct and concrete impact on system’s ability to deliver client interventions, and how clients' interpret service interventions based on real world observations and personal experience from within the client-family’s sociocultural and psychosocial contexts.  

Third-Party Consultant Perspective:

The third-party perspective is important to include because it allows a more objective examination and comparison of MYFI standards of practice and traditional services and provides a point of reference for how the current Woodbury MYFI program evolved from      community empowerment efforts.  

The initial role of the Woodbury County MYFI program’s third-party consultant was to help facilitate the organized Native community’s strategic plan of action which included: (1) identifying the true number of Native children involved in the child welfare system [as there is generally a great undercount]; (2) develop a board of strategic advisors; (3) develop a Community Group and Community Initiative for Native Children and Families [to become the regular monitoring and reporting body to evaluate what is working and what is not working]; (4) conduct research and analyze the formation of policy to trace it back to how it impacted families differently (Native and Non-Native) and make suggestions for improving these policies that negatively impacted Native people.

The consultant saw the MYFI cases being primarily different from regular cases in that (1) the MYFI clients self-identify as Native American at the start of the case and their cases are then assigned to the native unit who pursue “active efforts” in their casework in accordance with the Indian Child Welfare Act (ICWA); (2) the children of the client-families almost always stay in their kinship networks rather than enter into other care arrangements; (3) the MYFI program has access to flexible resource dollars that can be utilized as a proactive measure to support client-families to avoid crisis situations; (4) social workers have a smaller case load and having greater ability to personally know their client-families; (5) strong pursuit of relative and Native community networks as a source of social support to client-families; and  (6) a greater sense of comfort in leaving children in their homes and adding support services rather than moving to an out-of-home placement.

Case Example:

The Woodbury MYFI Program utilizes their flexible dollar resource pool to facilitate the discovery of and employ of relative placements preserve the client-child’s sense of family, community and connection to their culture.  Several years ago, there were three Native children who were placed in Omaha with their grandmother and the Department was attempting to close the child protection case after successfully placing the children with their grandmother.  However, the state was unable to close the child protection case because they still had official guardianship of the three Native children. The grandmother was supposed to have filled out guardianship papers for her grandchildren and was not responding to typical Departmental correspondences.  To investigate the situation further and learn more about what was going on with the client family, the MYFI Program’s Native Liaison contacted the children’s grandmother and requested to come and visit the family in Omaha and the grandmother immediately stated this would be fine.  Upon a face-to-face conversation in the client-family's home, the Native Liaison was able to learn that the only reason that the guardianship paper work was not completed and the case had not yet been transferred out of the system was because the grandmother could not afford the filling fees for the guardianship application and the MYFI flexible funds assisted in funding this for the family.

The Consultant saw another primary difference of the Woodbury MYFI Program is that the program utilizes “Active Efforts” in their casework rather than the standard practice of “Reasonable Efforts” that are used in rational practice.    The consultant described their perception of “active efforts” as being placed into roughly three areas.  The first area deals with the worker documenting in greater detail every intervention, contact, and push to support the client/client-family and in what way the attempt had been followed up.  This is different from “reasonable efforts” in that with reasonable efforts, the responsibilities for follow up of an initial attempt falls with the client and not with the system that providing the interventions or support services.   The second area noted by the consultant was that the ICWA law provides a specified list of actions for the child protection system to take when looking at child placement options that greatly expands the traditional views of what constitutes the definition of “immediate family” to also include aunts, uncles, cousins, etc. and the ICWA law also allows for a child placement to occur outside of a Native child’s family but still remain within the Native child’s tribal system.  The third and most important component that differentiates this mode of case work and service from the traditional services offered to non-MYFI clients is that the ICWA law ensures that final control of the Native case rests with the Native community and the tribe.  

The consultant saw that the Woodbury County MYFI Program has helped to rebuild the natural helping system within the Native community through families becoming more involved, taking the initiative to help one another.  The Woodbury County MYFI program has been working with members of the Native community to establish personal relationships, personal credibility and collaborate with local Native organization such as Four Directions to assist the Native community in achieving their goals.  

The Woodbury County MYFI Program is committed to, and recognizes the importance of ongoing communication.  A cornerstone practice theory utilized by the MYFI project is the ecological systems perspective (ESP). The ESP theory focuses on interactions and relationships in social and cultural contexts of utilizing active listening and alternative ways of helping where both practitioner and client values are important in the process and connectedness and social justice are primary concerns (Laird, 1995).  As a result of this recognition, on of the systemic differences identified by the project consultant was that the leaders on both sides, from the Native community and from the Iowa Department of Human Services are willing to sit down together and have difficult conversations that use each as learning opportunity and has made the child protection system more transparent and greatly increased tribal involvement.
The consultant identified the previous practice standards in working with Native populations to be one of simply not asking about heritage of a client because (1) the worker did not want to go through the extra work of an ICWA case; (2) the individual case worker did not personally agree with the law; and/or  (3) the case worker did not believe that the child would be raised “appropriately” by a Native family.  

The consultant identified the current standards of practice that the Woodbury County MYFI Program now has are (1) Every client-family that enters the system is asked if they are of Native heritage; (2) If a client-family is self-identified as being Native American then their case is immediately assigned to the MYFI unit to meet their unique cultural needs and attempt to preserve the child’s current in-home placement and (3) there is more education and training for Departmental and other connected professionals concerning cultural competence and understanding and the ability to recognize white privilege.

The consultant identified common issues in working with Native tribes involved with the child protection system such as: (1) high turn over in tribal child welfare social workers; (2) not be able to locate the correct contact person in the tribal child welfare system; (3) the tribal child welfare contact person may not trust DHS; and (4) the Native tribe may chose not to intervene in the child protection case until absolutely necessary due to their cultural perspective and limited resources. 

The consultant also identified many advantages to Native client-families when Native tribes are involved in their cases such as: (1) there tend to be better outcomes for children and families; (2) fewer out-of-home placements for Native children; and (3) greater professional and system understanding of the client-family’s situation and increased client-family cooperation with services

Native Liaison

The role of the Native Liaison is important to include as they have multiple roles within the Woodbury County MYFI Project and are a keystone to the success of the MYFI Program.  The Native Liaison’s role is a direct response to address disproportionality as based around the ecological systems perspective (ESP) as proposed by some authors (e.g., Beckett and Lee, 2004; Carten and Dumpson, 2004) and is intended to be more culturally appropriate and therefore more effective in providing services.  ESP emphasizes the importance of environment and context, and advocates flexibility and creativity in adapting theories and models to the needs of the group or individuals being served.   The role of the Native Liaison is to facilitate the communications between various agencies, organizations and individuals involved within the child protection case such as DHS, the Native unit, the court system, the client-family, and, the Native community.  In addition, the Native Liaison assists the client-family to translate their cultural concerns or need in understandable terms to the other involved parties (professionals and non-Native lay-people) to facilitate the building of trust and reduce opportunities of miscommunication or misinterpretation of circumstance.   Lastly, one of the most important functions of Native Liaison is to assist the other involved professionals provide ongoing education and to appropriately identify, recognize, learn from past experiences, interpret current experiences, and understand the Native client-family’s cultural mores, family decision making hierarchies, customary social rituals, and methods of communication.  The methods of communication with Native families take time to learn and time to listen to what is being said as it occurs through personal stories from elders, immediate family members, and extended family.  Information is transmitted this way to provide the listener with an understanding of the primary situation from the larger psychosocial context as each perspective is considered to be equally valid and relevant to the situation because the situation involves all of these people.

Case Example:

During an impromptu conversation, a professional commented to a Native Liaison that their appeared to be a lot of Native young mother’s on her caseload that were more interested in getting to see what life was all about and did not seem to have the interest or the knowledge to do the parenting that was required of them.  In addition, it sometimes looked as if the young mothers were happy to give their children to their relatives to be taken care of and it was apparent to the Native Liaison that this troubled the professional greatly.  The Native Liaison saw this as a “Teaching Opportunity” and took the time to explain to the other professional that this was not the young mother trying to run away from her responsibility but it is considered normal in many tribes for children to be raised by their grandparents until about age 7.  The Tribal Liaison explained, in tribal days, the men were hunting or they were descending the enchantment.  The women were tanning hides, and caring for the home.  The elders were held in high regard because of their wisdom, knowledge, and gentleness and so they would take care of the children and the children were cared for until about age seven.  At this age, the boys were turned over to the men to take care of the horses and learn the ways of men.  The girls stayed with the women, to learn they ways of the women.  Because the grandparents were given such an important responsibility that could not be trusted to others with less life-experience, these traditions held contained our most precious beliefs and values that children are precious and must be protected and are inherent characteristics in our culture.  That is why it takes longer and there is sometimes more resistance because they may be afraid that they are unprepared and unworthy of such a significant responsibility.  
From the perspective of the Native Liaison, what primarily sets MYFI cases apart from regular cases were that the Woodbury County MYFI Program cases all involved the Indian Child Welfare Act (ICWA).  Because of each MYFI case being ICWA involved social workers are able to take more time with each individual Native client-family and introduce “active efforts” rather than the standard of “reasonable efforts” to their casework.  The Native Liaison described the difference between reasonable efforts and active efforts as:

1. In Reasonable Efforts: 

a. The social worker provides the client-family with their options to reach their end goal.  It is the responsibility of the client-family to take the active initiative to locate the means to execute a chosen option from those available to them.

2. In Active Efforts:
a. The social worker provides the client-family with their options, assists the client-family in locating the means to execute the chosen option, and provides ongoing support to the client-family as needed to ensure ongoing progress toward the identified end goal.
A key component of utilizing active efforts in ongoing casework is developing and maintaining local community collaboration that provides programs and services that are more culturally appropriate for Native clients and client-families.  An example of a current inter-organizational partnership influenced by the success of the Woodbury MYFI Program and the local Native Community are the parenting programs available within the Sioux City area, one of which is sponsored by Four Directions and the Sioux City Education Committee as they are offering a 13-week parenting program for young mothers.  Another community event which is sponsored by the Woodbury County MYFI program is a program called, “Fatherhood is Sacred” that was developed by Albert Pooley out of the Salt River Reservation in Arizona.  The purpose of this of this course is to prepare Native men for the important task of becoming a father.  The “Fatherhood is Sacred” program is a 12-week peer-group approach to education and fellowship with the goal of developing for new fathers a network of positive mutual support with one another and providing them with culturally positive and accurate information and psychosocial support resources. 

According to interviews, the “Fatherhood is Sacred” program has been such a success in some other locations where it has been implemented, such as in Arizona, that in some situations it has been utilized as an alternative to sentencing.  This recognition of need to deliver culturally appropriate treatment has grown significantly that many programs are now adapting themselves to meet these new client opportunities.  Jackson Recovery in Sioux City, Iowa is now offering a related program for women called “Motherhood is Sacred” which is targeted toward new mothers, utilizes aspects of the Native culture, and was initiated through the inter-organizational efforts of the MYFI program, Casey Alliance, and the Children’s Initiative for Native Families and Communities (CINCF).

The Woodbury County MYFI Program does not limit their education to only local issues but feels that it is the right of all community members to be made aware of (1) the current levels of disproportionality and disparity within the lives of all minority youth who live in the United States; (2) the untold histories of their minority friends and neighbors and how these histories shape current worldviews; and (3) how to maintain the positive change that has already occurred within Woodbury County community.  

Case Example
The Woodbury County MYFI program has extended its community education and outreach programming to include not only the Native people but also the professionals who serve the Native community.  As part of the ongoing educational opportunities for the community, the MYFI program provides transportation to the Annual National Indian Child Welfare Association (NICWA) Conference in Minnesota each year and two Sioux City Juvenile Court judges attended.   These judges learned first-hand knowledge about the Native culture, and about different online legal resources available to the public such as the Native American Rights Fund, which is a catalogue of every ICWA case heard in the United States.  As a result of these judges having direct/personal knowledge of and experience with the Native culture (understanding how respect is shown through avoiding eye contact with authority figures and no longer misinterpreting this as a sign of disrespect) and obtaining instant access to ICWA case information from around the nation; MYFI professionals started seeing changes in juvenile court rulings and in the court’s expectations from the involved professionals (county attorneys, DHS workers, in-home providers, etc.) in relation to the services are being provided to Native families to ensure that ICWA expectations are being accurately followed.

Another aspect that separates the Woodbury County MYFI Program from traditional services is in the program’s ability to utilize flexible funds in a proactive fashion to prevent a family crisis or build family unity through providing community activities.  Examples of MYFI flexible spending have been: (1) home/car repairs; (2) establishing basics for a suitable home; (3) gas for family visitation; (4) Psychological testing for parents; (5) child-focused enrichment cultural activities [books & recreation-supplies]; (6) providing cultural events for Native foster and Adoptive children; and (7) teaching Native dances and food preparation.

DHS Administration
This perspective is important to include because it provides an understanding of how the Woodbury County MYFI Program sets itself apart from the rest of Iowa’s child welfare/protection system.  One of the Woodbury County MYFI Program’s most defining characteristics is the introduction of the Native Liaison.  The Native Liaisons provide the Department and Native client-family with the ability to develop a closer interpersonal connection to one another, which facilitates face-to-face communication with one another and builds trust between the Child Protection System and the Native client-family that is served.  In addition, the Native Liaison has also provides the Department with the opportunity to develop new connections to local Native community organizations to provide support services for Native client-families and feedback to the Department on how to better serve the Native community.  An example of these new inter-organizational collaborations are with the Four Directions Center that is now contracted with the Department to provide parenting classes from a Native perspective.  In addition, the Woodbury County MYFI Native Unit has stared utilizing their family team meetings (FTM) as not only opportunities for collaborative case planning but also as moments for building relationships by using this as a culturally appropriate occasion for celebrate a positive milestone in the Native client-family’s case.

A second practice strength of the Woodbury MYFI Program is that their Native Unit has specially trained caseworkers that are more versed and aware the Native Culture and have smaller caseloads.  Due to these factors, these caseworkers are able to spend more one-to-one time with each of their Native client-families to build the relationship that is vital to social work best practice expectations.    

One of the greatest assets of the Woodbury County MYFI program is that the program’s focus is not simply on Native client empowerment but also on empowering the Native community as a whole.  The MYFI program continues to collaborate with local Native agencies and organizations to provide needed services within the local Native community and make the child protection system as transparent as possible to build trust and utilize each interaction as a learning opportunity to progress toward a joint goal of reducing disproportionality within Iowa’s child protection system.  

The effort of the Woodbury County MYFI Program’s effort to openly communicate and collaborate with members of the Native community is very significant because it makes the entire experience less punitive and isolating for the Native client-family at the center of services.  The Woodbury County MYFI Program’s Native Unit works to ensure that if a Native client requires services that cannot be obtained within the local community that the worker connects to resources within the Native Community to learn where other Native people may go for care so there is a Native informal support network in place for the client while in treatment.  If this is still not possible, the Native Unit worker may contact the Native client’s treatment facility, and tribe to work out some arrangement for the tribal elder to smudge the client’s room to provide spiritual support (depending on the client’s wishes and comfort level).  

The Woodbury County MYFI Program has become recognized as being one of the first programs in Iowa to successfully reduce the level of minority disproportionality in the current child welfare/protection system of practice and to change that system to (1) be more open to cultural diversity; (2) understand that cultural diversity and view it as a strength rather than a weakness.   The Woodbury County MYFI Program has become a model in the State of Iowa for its commitment to educating its organizational/collaborating partners on issues of privilege and institutional racism and on its ability to connect with the Native Community of Woodbury County.  
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Figure 1: DHS Client Flow for Children 0 to 5























































































































































DHS Client Flow                  Children Age 6 and Above





























































































































































































































































































































Figure 2:
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