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ABSTRACT
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A qualitative study was conducted to better understand the
factors that contribute to psychotropic medication (PM) overuse
among children in the child welfare system in Kentucky, including
barriers to providing psychosocial interventions that potentially
minimize the need for PM. Semi-structured interviews were conducted with personnel in the Department of Community-Based
Services (DCBS). Participants identified important areas to target
for system-wide quality improvement efforts, which included
improved exchange of health information, training, and communications on the use of PM, and measures to improve access to
non-pharmacological psychosocial interventions to address the
mental healthcare needs of children in the child welfare system.
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Children in foster care (CIFC) often have complex mental health needs, which
are reflected in high rates of mental health diagnoses, mental health service
utilization, and (of particular concern) psychotropic medication (PM) use
(Council on Foster Care, Committee on Adolescence, & Council on Early
Childhood, 2015; dosReis, Zito, Safer, & Soeken, 2001; Raghavan, Inkelas,
Franke, & Halfon, 2007; Scozzaro & Janikowski, 2015). Rates of PM use for
CIFC are estimated to be three times greater than the general population, with
significant interstate variation (Raghavan et al., 2012; Raghavan, Inoue, Ettner,
Hamilton, & Landsverk, 2010). CIFC are at high risk for the use of multiple
psychiatric medications (polypharmacy). In one state, 41.3% of CIFC who had
been dispensed PM had received three different classes of these drugs during
one month, and 15.9% received four different classes (Zito et al., 2008). In
Kentucky, 43% of CIFC were on a PM, 18% were on an antipsychotic
medication, and 20% received psychotropic polypharmacy in 2015, which is
3–9 times higher than rates for other children insured by Kentucky Medicaid
(unpublished data from Kentucky Medicaid claims).
A number of factors could contribute to the overuse of PM. Many CIFC do
not receive appropriate behavioral health interventions, and research has
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identified important concerns about the quality of the mental health treatment
these children are provided (Council on Foster Care, Adoption, Kinship Care,
Committee on Adolescence, & Council on Early Childhood, 2015; Kerker &
Dore, 2006; McMillen, Fedoravicius, Rowe, Zima, & Ware, 2007).
As the guardians responsible for the welfare of children in their charge,
child welfare professionals play a pivotal role in addressing the mental health
needs of CIFC. In order to develop interventions to improve the quality of
mental health services for CIFC, including ensuring that PM are used
appropriately, it is important to examine the perspectives of child welfare
professionals and understand the opportunities and barriers they encounter
in addressing the mental health needs of the children under their care.
Child welfare professionals have many roles in caring for children and
families. They must establish relationships and monitor at-risk families while
working in contentious and sometimes unwelcoming situations. When a
child enters the custody of child welfare agencies, child welfare professionals
coordinate entry, seek evaluation of the child’s physical and mental health,
and assist in arranging initial provider care. Workers are charged with
gathering information on the medical and psychiatric history of children
under their care and often serve as the guardian who consents for the child’s
medical treatments.
Variation in living arrangements can complicate oversight of the mental
health needs of CIFC. Children in the child welfare system may live with their
biological parent(s) or relatives (referred to as “kinship placement”). They may
also be placed in foster homes with varying capacity to care for children with
mental health conditions. The child welfare process is extremely complicated
with many moving parts operating among the child, biologic family, healthcare
providers, and the child welfare system (Lee, Fouras, & Brown, 2015).
Federal regulations mandate that states develop strategies to improve oversight of CIFC who have mental health problems, with the goals of ensuring
appropriate use of PM and improving the overall quality of care they receive.
States are implementing a wide range of approaches to PM oversight for CIFC
(Mackie, Hyde, Palinkas, Niemi, & Leslie, 2017). In Kentucky, where PM use
and polypharmacy among CIFC is particularly high, we sought to understand
the perspectives of child welfare professionals. Since these workers are responsible for approving and monitoring the mental healthcare services received by
CIFC, their perspectives are critical for the development of policy and procedures to oversee and ensure highly quality care, including the rational use of
PM in this population. We thus undertook semi-structured interviews with
child welfare personnel to (1) better understand the factors that contribute to
PM overuse among children in the child welfare system in Kentucky and (2)
identify barriers to providing psychosocial interventions that could potentially
minimize the need for PM.
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Methods
Project overview

Psychotropic Medication Use in Children is a partnership between the
University of Louisville and the Kentucky Cabinet for Health and Family
Services (CHFS), which focused on addressing the mental healthcare needs
of foster children in Kentucky and, in particular, to reduce the unsafe or
avoidable use of PMs. This project was designed as a knowledge transfer and
exchange (KTE) partnership (Mitton, Adair, McKenzie, Patten, & Waye Perry,
2007). A team of researchers and clinicians at University of Louisville were
assembled to develop evidence related to a number of key issues (PM use,
availability and utilization of psychosocial supports, practices of child welfare
professionals, other stakeholders related to mental health, etc.) with the overall
goal of developing and implementing policy solutions to improve mental
healthcare for foster children in partnership with CHFS. As a part of this
larger project, the researcher/clinician team conducted semi-structured interviews with personnel in the Department of Community-Based Services
(DCBS), including child welfare professionals, regional supervisors, and support staff. This article focuses on the qualitative component of the larger
project. This study was approved by both the University of Louisville and
Kentucky CHFS Institutional Review Boards (IRBs), and all participants provided verbal informed consent.
Sample and participant recruitment
The administrator for each of the nine service regions that comprise the
Kentucky DCBS network identified potential interview participants by naming
employees of the regional DCBS offices with on-the-ground knowledge about
the management of mental illness and PMs in children in the foster care system.
Stakeholders in child welfare, such as employees of private childcare (PCC)
organizations, were not interviewed, primarily due to challenges in identifying
and accessing these stakeholders. Purposive sampling was then utilized to select
35 participants representing as diverse a set of perspectives within our target
population as possible and, in particular, to represent all nine service regions,
both urban and rural settings, and a variety of staff roles. Because we wanted to
ensure that all nine service regions were represented, and because many of the
interviews within a service region were often performed in a single trip, we did
not utilize saturation as a criterion for concluding data collection and instead set
the number of research participants a priori. Although three of the participants
selected a priori were unable to complete the interview, the final sample provided adequate representation from each region, staff role, and urban and rural
settings. Potential participants were invited to participate by e-mail and/or
phone. Whenever possible, interviews were conducted face-to-face in the
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community of the participant. When an in-person interview could not be
arranged, a phone interview was conducted.
Data collection
The interview guide was designed to elicit barriers to effective mental
healthcare for children in foster homes or non-relative placements (such as
group home or inpatient psychiatric treatment settings). Domains included
access to mental health records and medication information for CIFC, sharing of this information among providers and caregivers, access to mental
healthcare services, training and knowledge gaps related to pediatric mental
health, and responsibility for consent and monitoring of PM. Participants
were also asked to identify interventions and policy solutions that could
improve the quality and oversight of mental healthcare in CIFC.
Interviews were led by study personnel with training in the conduct of
qualitative interviews. Interviews were digitally recorded and transcribed by
either study personnel or a professional transcription service.
Data analysis
Qualitative analysis was conducted using the software tool Atlas.ti 7.5
(Scientific Software Development GmbH, Berlin, Germany). Initial deductive
codes were identified based on the domains utilized in the discussion guide,
and inductive codes were added as they were identified in transcripts, with a
particular focus on gaps in knowledge, access, or oversight that would be
amenable to community-level or system-level interventions. All transcriptions were coded by one investigator. This was due primarily to availability of
effort, but was felt to be a reasonable approach given that the themes covered
in the interviews were practical in nature with interpretations unlikely to vary
between coders. Because of this approach, strategies for assessing interrater
reliability were not relevant. Once three transcripts had been coded, team
members met to refine the codebook. All transcriptions were then coded by
the single investigator and reviewed for accuracy and clarity in detail by
another investigator to enhance study validity.

Results
Participants

Among 35 employees invited to participate, 32 interviews were completed.
The remaining three were unavailable due to illness or scheduling conflicts.
Between two and five employees were interviewed from each service region
representing rural and urban settings and different roles in the welfare
system. A majority of participants had more than 10 years of experience
working in child welfare (Table 1). Overall, four primary themes were
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Table 1. Demographics of Interview Participants
Number (%)
Child welfare worker role
Social worker/Case manager
Adoption worker
Administrator
Gender
Male
Female
Age
Under 30
30–40
41–50
51–60
Over 60
Race
Black
White
Ethnicity
Non-Hispanic
Hispanic
Child Welfare Service Years
Between 1 and 5 years
Between 6 and 10 years
Over 10 years
Practice setting
Mostly rural
Mostly urban
Combination rural/urban
Region
Two Rivers
Salt River
Jefferson
Northern Bluegrass
Northeastern
The Lakes
Southern Bluegrass
Cumberland
Eastern Mountain

21 (65.6)
1 (3.1)
10 (31.3)
2 (6.3)
30 (93.8)
3 (9.4)
16 (50.0)
8 (25.0)
4 (12.5)
1 (3.1)
5 (15.6)
27 (84.4)
32 (100)
0 (0)
7 (21.9)
6 (18.8)
19 (59.4)
17 (53.1)
5 (15.6)
10 (31.3)
5 (15.6)
4 (12.5)
4 (12.5)
3 (9.4)
2 (6.3)
4 (12.5)
4 (12.5)
3 (9.4)
3 (9.4)

identified as factors influencing psychotropic use: access to health records,
access to mental health services, consent and decision-making about PM use,
and training related to PM use. Within each theme, subthemes were categorized as specific barriers or possible solutions.
Access to mental health records

Participants identified multiple barriers to efficiently obtaining information
about children’s mental health diagnoses and medications as they enter the
child welfare system. By far, the barrier mentioned most often (10 participants)
was inconsistency in provider practice and hospital procedures for obtaining a
release of health records and, especially, the requirement that each institution’s
own proprietary release form be completed. The next most common barrier,
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probably closely related to the first, was difficult or unreliable communication
with practices and hospitals. Multiple participants also reported that release of
mental health information is frequently delayed by misunderstandings about
the legal authority of child welfare professionals to access records at different
stages of their involvement in a case, such as before and after parental rights
have been curtailed. When parents’ permission is still required, participants
report frequently experiencing difficulty convincing parents to sign release
forms or even difficulty locating parents who intentionally avoid child welfare
professionals. Participants also reported encountering difficulties identifying
the providers and facilities that have provided care to children and, thus, may
have health information about them. This is often a challenge when parents do
not cooperate and is exacerbated when the child has spent time out of state or
has recently immigrated to the U.S.
Overall, participants estimated that more than 10%, and perhaps even up to
50%, of their overall time is spent trying to obtain health records on children.
Although not all of this time is specific to mental health records, there is an
unavoidable link between general health records and mental health records;
child welfare professionals do not know whether health records from a particular provider – especially primary care providers – include relevant information about mental health treatment until after records have been obtained.
Barriers in obtaining mental health information were seen as problematic
not just because they create work for child welfare professionals, but also
because they can disrupt placements of children in child welfare. Several
participants reported that children are sometimes placed in foster homes
before information about their mental health concerns has been released.
This can lead to foster placements in which the foster parents are unprepared
to address the child’s mental health issues, or cannot provide an appropriate
level of care for a child who turns out to have more serious mental health
concerns. The resulting disruption in placement is undesirable, and is viewed
as harmful to children.
The number of suggestions about solutions that might help address these
barriers were limited. One participant suggested that staff at provider practices
and hospitals should receive training on the requirements of the Health
Information Portability and Accountability Act (HIPAA) Privacy Rule in the
context of families with child welfare involvement. Participants also suggested
that a consistent process for accessing health records, including universally
accepted forms, would significantly decrease the time required to access health
information.
Access to mental health services

Interview participants reported a range of barriers to helping children access
mental health services. These barriers fit into two broad areas: availability of
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quality mental healthcare and health insurance barriers. Participants, especially
those working in rural areas, reported that access to therapists and psychiatrists
in their area is limited. They reported long wait times to access services,
especially for psychiatrist visits, and the frequent need to travel long distances
for children to access the care they need. Child welfare professionals also
frequently reported that available mental health services may be of poor or
inappropriate quality (10 participants). Some mental healthcare providers
were perceived to have inadequate training to work with children or to provide
low-quality care. When asked to identify problems she frequently encountered
when trying to get appropriate mental healthcare for foster children, one interviewee responded, “In this area, the lack of services, the lack of providers – lack
of qualified providers – that’s the big thing.” Other participants recounted stories
of therapists appearing to ignore trauma as the source for mental health issues or
psychiatrists leaving medications dosing unchanged when children were having
unacceptable adverse effects, such as excessive somnolence.
Access to psychosocial therapies and mental health providers was also complicated by barriers related to health insurance. In Kentucky, Medicaid is
administered by a number of managed care organizations (MCO). The limited
availability of services and providers in rural areas is exacerbated by differential
enrollment of providers in contracts with MCOs. Conversely, while MCOs are
required to provide a standard core set of services, the companies can vary in
their coverage of specific types of psychosocial interventions. Further, MCOs
may have differing processes for determining medical necessity when approving
services requested by mental health providers. Specifically, several participants
mentioned that children who would benefit from multiple types of psychosocial
services (such as individual therapy and in-home family services) can only access
one category of service, especially when those services must be obtained through
different agencies. The MCOs restrict service payment for more than one type of
therapy simultaneously, which is often classified as duplication of services or
double-dipping. “Sometimes they consider that double dipping if the child is in
therapy in one place, and we want some other type of therapy that that place isn’t
qualified to give them. They consider that. . . I don’t know. . . getting too many
services at once.”
Consent and decision-making about psychotropic medication use

Given that the focus of the study was on improving the safety of PM use in
foster children, the interview guide explored how child welfare professionals
view their role in circumstances where they play a role in making medical
decisions and providing consent for treatment. As in many states, when
parents’ decision-making rights have been curtailed or removed through
court proceedings, child welfare professionals typically assume the legal
responsibility to consent to routine medical care, including mental healthcare,
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that children may receive. The legal authority to provide consent for treatment
needs to be distinguished, however, from the actual decision-making process.
Based on the previous clinical experience of the investigator team, we were
aware that child welfare professionals who have legal authority to sign consent
forms may or may not play a further role in providing oversite or input to the
decision-making process. We wanted to understand what policies were in
place, whether the policies reflected actual practice, and how child welfare
professionals viewed their role in clinical decision-making.
The interview guide broached this topic by asking how consent and shared
decision-making proceeds when psychiatrists recommend starting or changing
PMs. This seemingly simply question uncovered a remarkable amount of complexity. Some participants focused on circumstances when children remain in
temporary DCBS custody (and, thus, parental consent is still required) and
others discussed consent in the context of children who have entered permanent
DCBS custody (and, thus, parental authority has been curtailed). The latter was
marked by a variety of possibilities; participants pointed out that children may
enter DCBS-supervised foster homes, foster homes managed by PCC organizations, group home settings, or inpatient psychiatric treatment. According to
DCBS employees, both policies and real-world practice vary across these different contexts. When children are in PCC organizations, group home settings, or
inpatient psychiatric treatment, the child welfare worker often provides “blanket
consent” for ongoing treatment, effectively separating child welfare professionals
from any further oversight or consent roles.
Participants largely agreed that when children live in DCBS-supervised
foster homes the authority to give consent for medical care, including PM
use, falls on the case worker. They gave a variety of accounts, however, of the
extent to which consent also involved participation in shared decision-making.
At least five participants indicated that healthcare providers make treatment
decisions and child welfare professionals do not participate in those decisions.
“The doctor prescribes it, and that’s it. . . You know, nobody necessarily gives
consent for it. It’s just you, say, ‘Okay, here is your prescription. This is what
they have to take.’” Another reported, “I’ve always been told if the doctor
recommends it, we just give consent.”
At least four child welfare professionals indicated that the foster parents
exclusively participate in shared decision-making with providers, even if the
authority to provide consent falls to DCBS. One participant explained that
during the monthly visit with the foster parent, “you talk about whether you
feel like [the medication change] is a good thing or not and, if between you
and the foster mom, you feel like maybe that is not a good choice, then
typically a foster mom will go back [to discuss the medication with the
physician].”
At least seven participants indicated that they directly participate in
decision-making about PMs and withhold consent if they have concerns.
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I ask before I approve. If the doctors call in, or the nurses call in, or someone is
asking. . . to put a child on Geodon or something, I’m like, “Okay, what do you
hope to accomplish with this? What is she doing that you think it’s going to
change or is going to benefit? And then they tell me and then I make that
decision.

Training related to psychotropic medication use

The interview guide also asked participants whether they felt prepared to
provide appropriate oversight of PM use, including analysis of the risks and
benefits of PMs. A few participants expressed comfort with this role, often
referencing their experience outside the child welfare worker role.
I probably understand it a lot better than a lot of other workers, (1) because of
experience, just in general, working here as long as I have, and (2) my own
daughter struggles with ADD, and I have done a ton of research trying to find
alternatives to medication.

For the most part, however, participants reported a very low level of comfort
with their knowledge of PMs.
Additional training was the most commonly mentioned solution to
improve comfort with PMs. Child welfare professionals generally welcomed
any type of training, but the majority preferred in-person seminars, citing the
complexity of the material. “I think the things that I mentioned are too deep,
to be honest, for an online training.” Potential topics for training included
psychiatric diagnoses (including DSM definitions), appropriate use of PM,
guidelines for laboratory monitoring while on PM, critical thinking skills,
DCBS policies and guidelines, and trauma-focused care. Participants felt that
they would need to reference this material frequently, so they also wanted
access to binders or online resources to augment in-person seminars.
Discussion
In order to place our findings in context, it will be helpful to start by
considering some of the barriers and concerns identified in previous empirical
work on the use of PM in CIFC. In one review, systemic issues affecting the
use of PM included fragmented assessment practices, reimbursement patterns
for mental healthcare, and a reactive rather than proactive climate (Alavi &
Calleja, 2012). Previous studies exploring the perspectives of child welfare
professionals have identified additional barriers and challenges that contribute
to overuse of PM. These include poor access to quality mental healthcare; poor
continuity of care; limited understanding among child welfare professionals
about pediatric mental health conditions and the role of trauma in pediatric
mental illness; poor role clarity within the child welfare system; inadequate
institutional support for child welfare professionals; and pressure from
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stakeholders (teachers, foster parents, etc.) to utilize medications (Hoffman,
Bunger, Robertson, Cao, & West, 2016; McMillen et al., 2007). We identified
many similar barriers and challenges in our sample, which is of particular
interest given that our sample focuses on a primarily rural state with disproportionately high PM use among CIFC, even when compared with foster
children in other states with comparable geography and demography.

Access to mental health records

One of the most common barriers reported by our respondents was difficulty
gaining information about the medical history of CIFC. Without this crucial
information, providers may repeat medications that had already been unsuccessfully tried or make diagnoses without a longitudinal perspective. The processes for releasing provider and hospital information to child welfare
professionals need to be standardized. Previous research has shown that
improved inter-organizational relations between child welfare agencies and
mental health service providers can facilitate the flow of health information
and coordination of consent and oversight of PM in this population (Bai, Wells,
& Hillemeier, 2009). Medical homes and wrap-around care approaches are both
intended to enhance care continuity and the coordination of shared health
information, and may facilitate improved access to health information by child
welfare professionals (Allen, Pires, & Mahadevan, 2012). The development of
standardized information release procedures was also widely endorsed by our
respondents. This approach would require statewide coordination among child
welfare agencies, healthcare organizations, and providers. However, given that
these efforts would require administrative support and would raise concerns for
healthcare organizations related to perceived risks for infractions of the HIPAA
Privacy Rule, it is likely that legislative action would also be necessary to address
this barrier.

Access to mental health services

Given the rural nature and high poverty rates in our state, it is not too
surprising that access to care was frequently identified as an important
barrier. Rural areas with higher percentages of children in poverty have
much lower numbers of child psychiatrists per capita (Thomas, Ellis,
Konrad, Holzer, & Morrissey, 2009). Kentucky is also among the states
with the lowest availability of psychologists and mental health counselors
(U.S. Department of Health and Human Services, 2013). This creates the
need to travel long distances for mental healthcare, exacerbating transportation and economic issues, which are known to impair access to effective child
mental healthcare (Carpenter-Song & Snell-Rood, 2016).
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In addition to access to care, the availability of high quality care is also a
significant concern. Quality of care from mental health providers may be
impeded by a number of factors including lack of pediatric-specific training,
poor communication between child welfare professionals and mental health
providers, and a lack of continuity of care (Hoffman et al., 2016; McMillen
et al., 2007). Efforts to improve providers’ awareness of developmental and
trauma-related issues should improve the quality of mental health services,
including reduction in the inappropriate use of PM (Azeem, Aujla,
Rammerth, Binsfeld, & Jones, 2011; Cohen et al., 2010). Medicaid MCOs
include in their mission partnering with healthcare delivery systems to
accomplish improved quality and outcomes. Thus MCOs represent a
resource that can serve child welfare and public health insurance plan quality
objectives related to PM use among CIFC.
As part of our KTE partnership with the state CHFS, we are developing
concerted efforts to improve access to psychosocial and child psychiatric
care. For example, programs that provide consultative services linking primary care providers and child welfare professionals with child psychiatrists
have been shown to reduce the use of PM and increase utilization of lower
levels of care (Hilt et al., 2015).
Participants also identified insurance coverage as an important determinant of
access to care. They noted that insurance companies were reluctant to authorize
multiple interventions in the same category, such as psychosocial therapies, even if
providers consider them to be complementary rather than duplicative. This
phenomenon essentially forces workers and providers to ration or sequence
care. Participants also reported disruptions in Medicaid coverage and confusion
about which MCO an individual CIFC had been enrolled. In context, however, it
is not clear how generalizable or enduring this challenge will be. During the time
that our study was conducted, the state had introduced a new state computer
system for managing public benefits, including health insurance coverage. Given
that regional news outlets reported a causal link between the transition to a new
computer system and unexpected disruptions in Medicaid coverage (Yetter,
2016), it is possible that this challenge would not have been common had this
study been conducted at a different time. Further studies are needed to examine
the ongoing effects of reimbursement policies on PM use and access to psychosocial therapies for CIFC. Medicaid programs can utilize contractual requirements
to ensure that MCO support needed activities to coordinate care, allow for
multidisciplinary treatment delivered in patient centered models, or otherwise
appropriately incentivize best practices in clinical service delivery.
Consent, decision-making, and training about psychotropic medication use

The interview guide also explored involvement in shared decision-making by
child welfare professionals as a possible outlet for safeguarding PM use in
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CIFC. Many child welfare professionals expressed discomfort with playing an
active role in shared decision-making related to PM use in CIFC, and did not
feel prepared to advocate for the appropriate use of PM. This challenge could
be addressed with effective training focused on improving understanding of
the role both PM and psychosocial interventions play in addressing mental
health concerns for CIFC. CIFC experience high levels of stress, exposure to
violence and abuse, and have high rates of PTSD and other trauma-related
disorders. Focused training of child welfare professionals can increase knowledge and skills to screen for trauma and improve competency in linking
children with evidence-based services (Kerns et al., 2016). Given that many
professionals view additional training as burdensome, we found it striking
that our respondents were so enthusiastic about receiving additional training
on mental health interventions for children. Previous research also supports
the potential value of this type of training and has demonstrated that
evidence-based practices in child welfare have a better chance of success if
they are suitable to the caseworker and families and include adequate training and organizational support (Aarons & Palinkas, 2007).
In addition to concerns about comfort and knowledge deficits, child welfare
professionals expressed divergent understandings of the role they were expected to
play in making decisions about the use of PM in children for whom they were
legally authorized to provide consent for treatment. Although some participants
reported that they had been instructed to consent to the treatment prescribed by
mental health providers (and implicitly not to play an active role in shared
decision-making), they were not able to identify written policies about this issue.
State-level policy guidance is needed to clarify the appropriate role of child welfare
workers and foster parents in advocating for safe use of PM through participation
in a shared decision-making process with healthcare providers. Of particular
concern is the granting of “blanket consent” when children are admitted to
inpatient facilities, residential treatment facilities (RTF), and PCC organizations.
In these circumstances, it is clear that informed consent for the treatment of CIFC
is frequently pro forma, and does not imply substantive oversight of treatment.
Further research, including normative ethical and legal research, is needed to
inform policies in this area, especially given the remarkable complexity of the
systems involved in caring for CIFC. At a minimum, child welfare professionals
would benefit from clear guidelines related to their responsibilities for providing
oversight of care when they are called on to authorize treatment.
Even with training and guidance on consent, child welfare professionals will
likely need additional support to ensure that CIFC receive appropriate mental
healthcare. Access to consultative services with child psychiatrists and psychologists would reinforce this training on a case-by-case basis and provide direct
clinical support to child welfare professionals. Medical directors for state foster
care systems can also provide systematic and clinical support to bolster the
ability of child welfare professionals to provide oversight of the mental
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healthcare of CIFC. Of note, many states now have a statewide review process to
provide more oversight of the use of PM in inpatient, RTF, and PCC settings
(Mackie et al., 2017). Additional statewide review and consultation may prove
valuable, especially in states like ours with large geographic and institutional
separation between local child welfare professionals and tertiary referral centers.
We are pursuing many of these measures as a part of our KTE partnership.
Implications for the child welfare system

These efforts to improve mental healthcare for CIFC may provide indirect
benefits that would be advantageous to the child welfare system as a whole.
Job stress and burnout is a widespread challenge for child welfare social
workers (Travis, Lizano, & Mor Barak, 2016). Burnout may further decrease
the quality of oversight for CIFC, since overwhelming demands tend to lead
to disengagement (Travis et al., 2016). All of these measures, and especially
training on trauma-informed care, may provide needed engagement to
combat job stress (Sprang, Craig, & Clark, 2011). Increased organizational
support, including training on PM use and mental health treatment, may also
improve retention rates (Barak, Levin, Nissly, & Lane, 2006).
Limitations

Although the study provides important information to guide policy development, there are limitations. Due to availability of effort, one team member
coded all transcripts. Although this approach was felt to be reasonable given the
practical focus of the topics addressed, it could influence the validity of our
findings. The study was conducted in one state, and may not reflect the
experiences in other states. This is especially true given that the state’s struggles
with a new computer system for managing public benefits seemed to influence
perspectives on health insurance challenges. Although we asked regional
administrators to identify any employee with on-the-ground knowledge of
our topic, it is also possible that the perspectives of our 32 participants do not
represent the full spectrum of perspectives among their colleagues, and certainly does not represent the perspectives of other stakeholders who work in
child welfare. We have subsequently been meeting with personnel and leadership in the system to plan interventions and believe that the findings reported
here are consistent with insights from those interactions.
Conclusion
Large-scale systemic changes are needed to address many of the barriers and
challenges this study identified in the treatment of mental health issues for
CIFC, although there are significant economic and political barriers to
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effecting such changes. This study highlights the insights from child welfare
professionals, who were able to identify an array of policies changes and
other interventions that could improve mental health treatment for CIFC and
decrease adverse effects created by inappropriate PM use. Critically important issues that we are currently exploring through our KTE partnership
include improved exchange of health information, training of foster parents
and child welfare professionals on the appropriate use of PM, increased
accessibility to qualified mental healthcare providers, and efforts to improve
state oversight of PM use. Implementation of measures that address these
issues will be needed to ensure quality mental healthcare for CIFC in the
state of Kentucky.
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