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EXECUTIVE SUMMARY (ENGLISH)

1. This report presents the results of ‘A Study of Mental Health Problems and the Needs of
FosterChildren in Hong Kong (hereinafter referred to as ‘the study’), covering the period from
April 2018to October 2019 (18 months), organised by the Hong Kong Family Welfare Society.

2. This study aimed to explore: i) the phenomenon of mental health difficulties among foster
children and ii) their use of and experiences with mental health services.

3. This mixed-methods study comprised both quantitative and qualitative elements. A survey
of foster parents and the agency’s foster care workers was used for the quantitative
study. Four measurement tools were used for data collection: a demographic information
questionnaire, the Child Behaviour Checklist (CBCL, Chinese version), the Information
Sheet for Mental Health Service Utilization (MHSU) and the Parents as Social Context
Questionnaire (PASCQ, Chinese version). A cross-sectional multiple case study was
designed for the qualitative part of the study. Five cases were selected from those of the
survey respondents, and the informants included foster children, foster care workers, foster
parents and birth family caregivers.

4. Key Findings
41. The Survey

4.1.1. The rate of mental health problem diagnosis for children aged below 6 was 24.3% and
that for children aged 6-18 was 47.5%.

4.1.2. The rate of children aged below 6 to fall within the clinical range of the CBCL total score
was 26.5%, and that of children aged 6-18 was 21.9%.

4.1.3. Male foster children are 3.5 times more likely to fall within the clinical range of the CBCL
total scores than female foster children. Foster children who participate in
extra-curricular activities, however, have a lower risk of falling within the clinical
range set by the CBCL total scores. Foster children who have a better foster parent-child
relationship have a lower likelihood of falling within the clinical range of the CBCL
external scores.

4.1.4. The rate of mental health service use for children aged below 6 was 52.8% and that for
children aged 6-18 was 49.4%.

4.1.5. Male foster children have an increased likelihood of receiving these services, and they
are 3.68 times more likely to receive the services than female foster children. Foster
children who participate in extra-curricular activities have a lower likelihood of receiving
these services.

NAANSRIRERARING Ny pap e SCAONINES, o



4.2

4.2.1.

4.2.2.

4.2.3.

4.24.

In-depth Interview

Among the five cases selected for in-depth interview, all the foster children were
receiving mental health services, including specialised and developmental services, at
the time of the study. “Specialised services” refer to mental health services for children
with special needs, while “developmental services” refer to services designed to
enhance the growth and well- being of the children. In addition, four of the foster children
had previously used other mental health services. One child was waiting to receive a
clinical psychology service, one child was not eligible to attend a special primary school
and one was not eligible for assessment services.

The informants regarded the mental health services as effective at reducing the
children’s negative symptoms and improving their functioning and development. They
also identified barriers to and factors enhancing the accessibility and effectiveness of the
assessment and treatment services. These factors were related to the service providers
(i.e., systems and organization), service users (i.e., foster children) and children’s
supporters, including professionals (e.g., foster care workers, referring workers, and
teachers), paraprofessionals (e.g., foster care families). and biological families.

From the perspective of foster social workers, the barriers to the accessibility of
assessment services were related to service operators (i.e., lack of resources and
service fragmentation) and supporters (i.e., delayed identification, discrepancies among
professionals and caregivers); while the facilitating factor was the sensitivity of the
supporters. In addition, the effectiveness of the assessment services was hindered by
inaccurate assessments made by professionals. With respect to the treatment services,
the barriers were related to service operators (i.e., lack of diagnosis, and rigid criteria
for eligibility for the services) and supporters (i.e., discrepancies among professionals
and social stigmatisation perceived by the parents). A smooth access to the treatment
services was achieved when there was a socially dominant view of the treatment
methods and a cooperative attitude among the family caregivers. In terms of service
effectiveness, a firm commitment on the part of the foster parents could maximize the
positive effects of the services on the children.

A foster parent questioned the accuracy of the assessment of the children, which greatly
affected the effectiveness of the assessment services. In terms of the treatment services,
the barriers to their accessibility included the limited choice available to the children’s
parents to choose from, the long waiting period, and a rigid division of labour between
different professionals. Although the effectiveness of treatment services was negatively
affected by the lack of support from the school and the low levels of motivation among
the children, the support coming from the foster parents, helped maximise the positive
effects of the services on the children.



4.2.5.

4.2.6.

4.2.7.

The views of the biological parents on the effectiveness of the services was varied. While
some parents observed that the children made great progress, other parents regarded the
children’s situation as being unchanged or even worse after receiving the services.

The children were positive about the specialised services. Moreover, they greatly
enjoyed the development services such as the tutoring schemes, the Understanding
Adolescent Project (UAP) and extracurricular activities.

These factors were related to service providers (i.e., healthcare systems and healthcare
organisation), service users (i.e., foster children) and those supporting the children,
such as professionals (e.g., foster care workers, referring workers and teachers),
paraprofessionals (i.e., foster families) and biological families.

5. Recommendations

5.1.

5.2.

5.3.

Mental health system

» Expand mental health resources for children in out-of-home care.

* Provide case management services to coordinate the various services from
assessment through treatment.

* Provide more services and/or programmes to address foster children’s developmental
needs.

Care system

» Establish a databank for problem identification, service planning and policy
formulation.

* Increase the frequency of case reviews for cases with a high-risk of mental health
issues to facilitate the early detection of issues faced by these children.

* Provide more support, including financial subsidies, educational services, special
training and extra support, for foster parents who care for children with special needs.

» Establish more services to help biological parents understand their children’s
situations and obtain information about their developmental needs.

» Amplify children’s voices via formal channels (e.g., case review) and informal channels
(e.g., casual contact).

School system

* Provide training to ensure that school-related staff members understand the special
circumstances of foster children.

* Increase collaboration between schools and community services to enable foster
children to participate in more extracurricular activities.

4 4 \
\ /
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PART1 INTRODUCTION

This report presents the results of ‘A Study of Mental Health Problems and the Needs of
Foster Children in Hong Kong’ (hereinafter referred to as ‘the study’), covering the period from April
2018 to October 2019 (18 months). The report starts with a brief introduction to the research study.
This is followed by the quantitative and qualitative results collected during the research period,
and a section presenting a discussion that highlights the phenomenon of mental health problems
in foster children and their use of and experience with the mental health service based on the
research results. The final part of the report proposes a recommendation to promote the mental
well-being of this vulnerable group in the community of Hong Kong.



PART Il RESEARCH STUDY

1. RESEARCH BACKGROUND

Out-of-home care children (OOHCC) in Hong Kong refers to those children and
adolescents aged 0-21 who are residing in three broad types of care facility, namely residential
homes, small group homes and foster care families. Children were admitted to these care
facilities as they could not receive adequate care from their biological families due to personal
or family crisis (SWD, 2015). As of June 2016, there were 3,248 OOHCC in Hong Kong
(HKCSS, 2017).

Mental Health of OOHCC

Previous research studies showed that these children were more vulnerable regarding
mental health when compared to their counterparts (Dubois-Comtois et al., 2021; Egelund &
Lausten, 2009; Gonzalez-Garcia et al., 2017; Richardson & Lelliott, 2003). The findings of local
research were equally alarming. Local studies indicated that these children manifested a range
of psychological, school related and peer-relationship problems, and demonstrated high levels
of internalizing and externalizing problems in respect of emotions, conduct and hyperactivity/
inattention (Tam & Ho, 1993; Sheng Kung Hui St. Christopher’s Home; 2005).

Most overseas and local studies have used the Diagnostic Statistical Manual of Mental
Disorder (DSM) set by the American Psychiatric Association to define the mental health
problems of children and adolescents. The assessment is usually done by professionals
such as psychiatrists, clinical psychologists, educational psychologists, and occupational
and physiological therapists. However, the perspective of the out-of-home care social worker,
substitute caregiver, and the parent and child might easily be overlooked. Including their views
is an important way to enrich our understanding of the mental health needs of these children.

Risk and Protective Factors Affecting the Mental Health of OOHCC

The mental health problems of OOHCC were found to exist during the pre-care stage
(Attar- Schwartz, 2008; Egelund & Lausten, 2009). Research studies have shown that there
was a range of risk and protective factors in the levels and quality of child, family and out-of-
home care services that affected the mental health of OOHCC significantly (Barth& Delfabbro,
2006; Dunn, Culhane, & Taussig, 2010; Rutter, 2000; Wong, Ma & Chan, 2019). In terms of child
related factors, age and gender was associated with certain types of mental health difficulty in
foster children (Jackson et al., 2011; Leslie et al., 2004). For example, developmental delays
were identified in the early stages of childhood, and attention deficit hyperactivity disorder
(ADHD) was more common in boys than girls (Bauermeiste et al., 2007; Huang et al., 2016).
Moreover, children and adolescents who actively engaged in structured extra-curricular activities
(e.g., sports teams) could foster their positive mental health and resilience (Farineau & McWey,
2011; Fong et al., 2006; Gilman, Meyers & Perez, 2003). At the familial level, most OOHCC
had had traumatic pre-placement experiences such as being abused and neglected by their
biological parents or significant others (Dimigen, Priore, Butler, Evans, & Ferguson, 1999;
Minnis, Everett, Pelosi, Dunn, & Knapp, 2006; Oswald et al., 2010). These risk factors putting
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children in a high risk of psychopathological outcomes such as depression, anxiety disorder,
oppositional defiant disorders, conduct disorders and aggression etc. (Cohen & Smailes, 2001;
Barber & Delfabbro, 2005).

Notwithstanding the above, OOHC services could sustain or improve the state of these
children’s mental health by as much as 60%, as indicated by some empirical studies (Tarren-
Sweeneya, 2017). In other words, OOHC services with good quality served as a protective
factor for these children. These factors included continuity and availability of substitute
caregivers / staff; placement stability; and regular connection with biological families (Barber &
Delfabbro, 2005; Chapman, Wall & Barth, 2004; Dunn, Culhane & Taussig, 2010; Sheng Kung
Hui St. Christopher’s Home, 2005; Stanley, 2007)). In Barber’s and Delfabbro’s study (2005),
foster care children, who had improvement in conduct disorder, hyperactivity and emotionality,
reported a high satisfaction level with the relationship with foster parents and social workers.
OOHCC also found great difficulty to adjust the changes if there were frequent changes of staff
(Stanley, 2007). Furthermore, a high proportion of OOHCC, who a high level of psychological
needs, had experience significant placement instability (Fernandez, 2008; McGuire et al.,
2018). Conversely, a stable placement enabled a stable relationship between children and
their peers, substitute caregivers and staff. Finally, there was a close association between
the children’s mental health and their connection with their biological parents. Children who
had regular contact with their biological parents showed more satisfaction with their out of
home care arrangements and were closer to their substitute caregivers than their counterparts
(Chapman et al, 2004; Dunn et al., 2010). The positive connection between children and their
significant others was an important contributing factor for children’s mental health.

Mental health services

According to the American Psychological Association’s Dictionary of Psychology, mental
health services refers to “any interventions—assessment, diagnosis, treatment, or counseling—
offered in private, public, inpatient, or outpatient settings for the maintenance or enhancement
of mental health or the treatment of mental or behavioral disorders in individual and group
contexts” (APA, n.d.). In this study, we adopted a broad definition of mental health services that
refers to all services (both mental health services and social services) that work with children’s
and adolescent’s mental health and wellbeing needs as well as services for the children’s
families. A board definition is used because services such as speech therapy and occupational
therapy are provided by numerous entities such as the Hospital Authority, the non-government
organizations and private practitioners in Hong Kong. (Please refer to 4.1.2.3. for details.)

The availability and the accessibility of mental health services was found to be
significantly important for the rehabilitation of children. Many variables might affect the use of
the services, including the children’s demographic characteristics (e.g., age, gender, and race),
family characteristics (e.g., parent’s mental health history, parent’s criminal history), availability
of care facilities (e.g., substitute caregivers) and services (e.g., social workers), as well as
ideology (e.g., stigmatization) (Leslie, Landsverk, Ezzet-Lofstrom, Tschann, Slymen & Garland,
2000; Richardson & Lelliott, 2003). In addition, the existence of a diagnosis is a criterion for
mental health service use in our service system. However, it is unclear whether or not certain
types of diagnosis are associated with service use in our context.
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Summary

Mental health needs and the use of mental health services by OOHCC have been
studied widely overseas. Nevertheless, the number of local studies is far from enough for us to
understand the current mental health situations and needs of OOHCC children aged from 3 to
6 years old. Moreover, we have neither a clear picture of the factors associated with the mental
health status of the OOHCC, nor a clear picture of their use of the mental health service and
their help seeking experiences locally. In view of this knowledge gap, the Hong Kong Family
Welfare Society (HKFWS), one of the leading local non-governmental organizations that
renders foster care service to vulnerable children, commissioned our research team to conduct
this study.

2. RESEARCH OBJECTIVE

This study aims to explore (1) the phenomenon of mental health difficulties among children
in foster care and (2) their use of and experience with mental health services in Hong Kong.

3. RESEARCH QUESTIONS

1. What are the incidences of various types of mental health difficulties, including
clinical-level difficulties, among children in foster care?

What factors are related to the mental health difficulties of children in foster care?
What is the service use rate of children in foster care who require mental health services?
What factors are related to the use of mental health services by children in foster care?
From the perspective of foster care workers, foster parents, family caregivers and children,
» what are their lived experiences with service use?

* how effective is the service? and

» what barriers and facilitating factors influence service accessibility and effectiveness?

Al i

4. RESEARCH DESIGN

The research study adopted a mixed-methods approach that comprised both quantitative
and qualitative elements. The quantitative study was designed to answer research questions
1 to 4, and the qualitative study was conducted to answer research question 5.

41. QUANTITATIVE STUDY

411 METHOD

A survey was used for the quantitative study. The respondents included foster parents
and foster care workers from the Hong Kong Family Welfare Society (hereinafter referred to as
‘HKFWS’).

4.1.2 MEASUREMENT TOOLS

Four measurement tools were used for collecting data: the Demographic information
questionnaire (Chinese version), the Child Behaviour Checklist (CBCL/11/2-5 and CBCL/6-
18) (Chinese version), the Mental Health Service Utilization (MHSU) and the Parents as Social
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Context Questionnaire (PASCQ) (Chinese version).
4.1.2.1. Demographic information questionnaire — (Chinese version) (Appendix |)

This form was developed by the research team to collect basic information and
variables associated with the mental health problems of foster children. Basic information on
the children’s characteristics, mental health status, service utilisation, family background and
placement history were reported by the social workers based on the information in the case file.
In addition, basic information on the foster parents and the foster care workers was collected.
Regarding the factors associated with the mental health problems of foster children, a literature
review was conducted to develop the variables. Moreover, the research team conducted
interviews with the foster children (aged 6 and over), the biological parents, the foster parents,
and the foster care workers to contextualise these variables.

4.1.2.2. Child Behaviour Checklist (CBCL/172-5 and CBCL/6-18) — (Chinese version)

The CBCL measured both internalising symptoms, including depressive/anxious and
somatic symptoms and thought problems, and externalising symptoms, including rule breaking
and aggressive behaviour in the children, as reported by the caregivers and teachers (Leung et
al., 2006). A total problem score was also determined to indicate the overall psychopathology
of the children. The CBCL is widely used in schools, mental health services and human service
settings. Because the manifestation of symptoms differs in different age groups, two versions of
the CBCL, the CBCL/17%-5 for children aged below 6 and the CBCL/6-18 for children aged 6-18,
were used in this study. While the CBCL/17%-5 contains 100 items, the CBCL/6-18 includes 113
items. The CBCL defines scores in the ‘normal’ and ‘clinical’ ranges. Because the raw score
for the CBCL could not be directly interpreted, all scores for the CBCL were transferred to
T- scores, based on the CBCL scoring instructions and the scoring sheet. Originally, according
to the scoring sheet, T- scores between 60 and 64 fall within the borderline range. Considering
that the percentage for cases with a T score higher than 64 is low, which could make the
statistical estimation biased, this study used the lower score of borderline range as the
cut-off point. Hence, for this study, a T- score higher than 60 was considered to be in the clinical
group. Only the test-retest reliability and criterion validity of the Chinese version of the CBCL/6-
18 were available and validated for use in Hong Kong. This scale had good validity and was a
reliable tool (Leung et al., 2006). The CBCL was given to both foster parents and foster care
workers for rating. However, in this study, the scores rated by foster care parents were used
for analysis because foster parents spent more time with the children and were more aware
of the children’s behaviour and status, compared to foster care workers. In addition, the foster
care workers’ assessments of the children relied considerably on the self-reports of the foster
parents. The Cronbach’s Alphas for the CBCL/1%2-5 scale and CBCL/6-18 scale are 0.961
and 0.951 respectively in the present study, indicating the scales had a satisfactory internal
consistency.

4.1.2.3. The Information Sheet used by the Mental Health Service Utilisation measure (MHSU)
— (Chinese version) (Appendix Il)

A self-developed information sheet for the MHSU was adopted. First, the research

team reviewed the international and local literature on mental health service use for children
in general and out-of-home care children (OOHCC) to develop the initial framework and
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questions on mental health service utilisation in Hong Kong. To further enrich the information
sheet, the research team conducted 1 focus group meeting for foster care social workers
(N = 8), 1 focus group meeting with foster parents (N=9), 2 individual interviews with foster
children (N = 2) and 1 individual interview for a biological parent (N=1). A list of mental health
services used by OOHCC for their mental health and wellbeing needs was developed. These
services included mental health services for the children as well as their families. The services
were subdivided into four types: i.) medical services (e.g., psychiatric medication, psychiatric
assessment services), ii) educational services (e.g., kindergarten- cum-child care centers, early
education and training centers), iii) rehabilitation services (e.g., speech therapy, occupational
therapy) and iv) counselling services (e.g., group counselling for children — social skill training
group, play therapy). For the latter one, the services mainly refer to family counselling and
group counselling.

4.1.2.4. Parents as Social Context Questionnaire (PASCQ) — (Chinese version) (Appendix Ill)

This scale was adapted from an earlier version of the Parent as Social Context
Questionnaire (PASCQ) developed by Skinner, Regan and Wellborn in 1986, which includes 31
questions in three dimensions (warmth and rejection, structure and chaos, autonomy support
and coercion) and was used to measure the relationship between a foster parent and a foster
child. The internal consistency of the PASCQ total scores in this study is 0.8.

4.1.3. RESPONDENTS

4.1.3.1. Foster care workers

The foster care workers of HKFWS completed the demographic information, the CBCL
(CBCL/1%2-5 for children below 6 and CBCL/6-18 for children aged 6-18) and the scale of the
MHSU measure for each child.

4.1.3.2. Foster parents

One foster parent (the primary substitute caregiver) completed the CBCL according
to the age of the foster children (CBCL/1%2-5 for children below 6 and CBCL/6-18 for children
aged 6-18) and the PASCAQ for each child.

4.1.4. DATA COLLECTION METHOD

The foster children, aged 3 to 18 years old who were eligible for the survey, were
identified by the foster care workers of the HKFWS. Consent to disclose the children’s
information was sought from their guardians. Questionnaires with all study variables were
disseminated to the responsible foster care worker for each child. The CBCL and PASCQ were
disseminated to one of the foster parents via the responsible foster care worker. The returned
questionnaires were sealed and returned to the agency. Our research assistant collected all the
questionnaires from the agency in person.

4.1.5. DATA ANALYSIS

Descriptive analyses were conducted to investigate the incidences of various types of
mental health difficulties and of foster children in need of mental health services.
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Logistic regression analyses were performed to investigate the effects of various factors
(e.g., gender, participation in extra-curriculum activities) on (a) the likelihood that the foster
children fall within the clinical range of the CBCL scores, and (b) the likelihood that the foster
children were receiving mental health services. Specifically these factors include (1) the foster
child’s gender (male vs female), (2) the foster child’s age group ( below 6 years old vs 6-18
years old), (3) pre-placement child maltreatment (yes vs no), (4) the foster child’s participation
in extra-curricular activities (yes vs no), (5) the foster parent-child relationship (yes vs no), (6)
presence of a sibling in the foster family (yes vs no), and (7) placement disruption (yes vs no).
These seven variables were selected based on the previous literature cited in the literature
review of this research report.

4.2. QUALITATIVE STUDY

4.2.1. METHOD

A cross-sectional multiple case study was designed for the qualitative part of the study.
The multiple case study approach is suitable for studying a phenomenon rooted in a social and
cultural context and for answering ‘what’ and ‘how’ research questions using a small number
of cases.

4.2.2. PARTICIPANTS
Five cases were selected among the survey respondents based on the following criteria:
a) Children aged 6 to 18;
b) The primary family caregiver was either a biological parent or a relative, such as a
grandparent, uncle or aunt;
c) They were children currently using the mental health service (except the foster care
service).

Criterion a) was set as children aged 6 and over were able to express their ideas clearly.
Criterionb) was set to maximise the number of cases selected. We deliberately involved
children with and without a clinical diagnosis and those currently using the service (i.e., criterion
c) to explore whether there were any significantdifferences in service utilisation among them.

4.2.3. DATA COLLECTION

Semi-structured in-depth interviews were conducted by the research team from May to
June 2019. To this end, interview guides developed by the research team were used (Appendix
IV and V). The questions were related to 1) the informants’ experiences with the mental health
services that the foster children received / were receiving; 2) their perceived effectiveness of
the mental health service; and 3) the barriers to and factors facilitating service effectiveness.
Images of animals downloaded from the Internet were used as a supplementary tool to engage
the children in communication.

All the children, foster parents and family caregivers were contacted by their respective
foster care workers and invited to participate in the study. After obtaining the consent of the
participants, the foster care workers organised the interviews. All interviews were audiotaped
with the consent of the informants.
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4.2.4. DATA ANALYSIS

The interviews were transcribed from the audio recordings in Chinese. The transcripts
for each informant category were read and coded by one researcher. The common themes
of the same informant categories were identified after several rounds of coding. Then, the
results of different informant categories were compared to identify the common themes, if any.
The final coding decisions were made by consensus of the research team. The reliability of
the data was ensured by the expert review, audit trails and self-reflexivity of the researchers.
For the expert review, the researchers consulted independent experts including scholars and
child welfare practitioners to improve the research process and outcomes. For the audit trails,
we recorded the changes in the research process that allowed others to follow and critique
the research process. Self-reflectivity on the part of the researchers was ensured to minimize
their views and prevent their own perspectives from unduly colouring the perspectives of the
informants.

5. ETHICAL ISSUES

Ethical approval was sought from the University’s Institutional Review Board. All
respondents joined the study voluntarily. A general consent form with a brief introduction to the
study was signed by the family caregivers or guardians of the foster children before the study
began (Appendix VI). A set of consent forms was also prepared for the interviewed informants
(Appendix VII and VIII). Although the survey respondents were anonymous, the personal
information of the informants who participated in-depth interviews was kept confidential. All
identifiable information was deleted or altered when the report was written.



PART Il QUANTITATIVE RESULTS

Foster children aged 3 to 18 who were currently living in a foster home were screened
for the research study. As of 30th September 2017, there were 188 children and adolescents
served by HKFWS who were eligible under the sampling criteria. A total of 117 questionnaires
were collected, with a response rate of 62.2%.

1. Descriptive Analysis

1.1. DEMOGRAPHIC CHARACTERISTICS OF THE CASES

The tables below show the demographic characteristics of all cases. Please note that
in these tables, the total number of cases was 117. However, due to missing values, some
analyses involved fewer than 117 cases.

1.1.1. Age and duration of placement

In Table 1, among the completed cases for all ages (N = 117), the mean age was
7.7 and the standard deviation was 3.6. The average total duration of the placements of the
children in months was 75.8 and the standard deviation was 47.9. For children below 6 (N
= 37), the mean age was 4.1 with a standard deviation of 0.9. The average total duration of
the children’s placement in months was 55.6 and the standard deviation was 19.8. The total
number of cases in the group aged 6-18 was 80, with the mean age being 9.4 and the standard
deviation 3.1. The average total duration of the children’s placement in months was 85.2 and
the standard deviation was 53.9.

Table 1 Age and Duration of Placement

All ages ( 3-18) below 6 years old 6-18 years old
(N=117) (N=37) (N=80)
M SD M SD M SD
Age 7.7 3.6 4.1 0.9 9.4 3.1
Duration of placement | 75 g 47.9 55.6 19.8 85.2 53.9
(months)

M = Mean; SD = Standard deviation




1.1.2. Gender

There was a total of 51 boys (43.6%) and 66 girls (56.4%). For children aged below 6
and 6-18, the profiles are similar. In Table 2, out of 51 males, 15 (29.4%) were aged below 6,
and 36 (70.6%) were 6-18. Out of 66 females, 22 (33.3%) were aged below 6, and 44 (66.6%)
were aged 6-18.

Table 2 Gender

All ages ( 3-18) below 6 years old 6-18 years old

n % n % n %
Male 51 43.6 15 40.5 36 45.0
Female 66 56.4 22 59.5 44 55.0
Total 117 100 37 100 80 100

n = number of respondents

1.1.3. Participation of Extracurricular activities (ECA) in the past 6 months

Of the children of all ages, 41.2% had participated in some ECA during the past 6
months, whereas 58.8% had not. In Table 3, out of the 47 children who had participated in ECA
during the past 6 months, 4 (8.5%) were aged below 6 and 43 (91.5%) were 6-18. Out of the
67 children who did not participate in ECA during the past 6 months, 31 (49.3%) were aged
below 6 and 36 (53.7%) were aged 6-18.

Table 3 Participation of ECA in the past 6 months

All ages ( 3-18) below 6 years old 6-18 years old

n % n % n %
Yes 47 41.2 4 11.4 43 54.4
No 67 58.8 31 88.6 36 45.6
Total 114 100 35 100 79 100

1.1.4. Sorts of Extra-curricular Activities (ECA)

Among the 47 foster children who had participated in ECA during the past 6 months, the
most frequent sort of ECA over the past 6 months was arts (40%), followed by sports (29%).
There was no difference in the sorts of ECA between children aged below 6 (total 4 foster
children) and children aged 6-18 (total 43 foster children) (Table 4). Some foster children had
attended more than one ECA.



Table 4 Sorts of the ECA (N=47)

All ages ( 3-18) Below 6 years old 6-18 years old
(N=47) (N=4) (N=43)

f % f % f %
Academic 6 10.0 0 0.0 6 10.0
Sports 18 29.0 2 50.0 16 28.0
Service 4 7.0 0 0.0 4 7.0
Entertainment 7 11.0 0 0.0 7 12.0
Arts 25 40.0 2 50.0 23 40.0
Others 2 3.0 0 0.0 2 3.0
Total 62 100 4 100 58 100

f = frequency

1.1.5. Main caregiver

As shown in Table 5, most children were primarily cared for by their biological mother,
followed by their biological father and their maternal grandmother. The involvement in child
care of maternal grandparents seemed to be greater than that of paternal grandparents.

Table 5 Main Caregiver

All ages ( 3-18)

Below 6 years old

6-18 years old

n % n % n %
Father 19 16.5 5 13.5 14 17.9
Mother 51 44.3 19 514 32 41.0
Paternal Grandmother 6 5.2 1 2.7 5 6.4
Maternal Grandfather 1 0.9 1 2.7 0 0.0
Maternal Grandmother 15 13.0 5 13.5 10 12.8
Relatives 11 9.6 2 5.4 9 11.5
Others 12 104 4 10.8 8 10.3
Total 115 100 37 100 78 100

* The sum of individual items may not add up to the total because of rounding.

1.1.6. DSW ward’s cases (Ward cases)
Among the 117 foster children, 13 were under the Wardship of the Director of Social
Welfare (11.1%), with 5 below 6 years old and 8 from the 6-18 years old group (Table 6).

Table 6 DSW ward’s cases (Ward cases)

All ages ( 3-18)

Below 6years old

6-18 years old

n % n % n %
Yes 13 11.1 5 13.5 8 10.0
No 104 88.9 32 86.5 72 90.0
Total 117 100 37 100 80 100

NAANSRIRERARING N ) pap e SCAONINES, o



1.1.7. Number of biological parents having substance abuse problem

There were 51 responses on the substance abuse problem. Among these 51 responses,
a total of 18 (35.3%) children’s biological parents had a substance abuse problem. 6 (11.8%)
children involved one parent with a substance abuse problem while the remaining 12 (23.5%)
children involved both parents. In Table 7, out of these 18 cases, 6 (33.3%) were from children
below 6 years old and 12 (66.7%) were from children aged 6-18 years old.

Table 7 Number of biological parents having substance abuse problem

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
none 33 64.7 14 70.0 19 61.3
one parent 6 11.8 3 15.0 3 9.7
two parents 12 23.5 3 15.0 9 29.0
Total 51 100 20 100 31 100

1.1.8. Number of biological parents having criminal record

Similar to the situation with substance abuse, there were only 48 responses collected
involving parents with criminal record. Out of these 48 cases, 19 (39.6%) children had a biological
parent with a criminal record. 10 (20.8%) children had one parent with a criminal record and 9
(18.8%) children had both parents with a criminal record. In Table 8, out of these 19 cases, 8 (42.1%)
were from children below 6 years old and 11 (57.9%) were from children aged 6-18 years old.

Table 8 Number of biological parents having criminal record

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
none 29 60.4 1 57.9 18 62.1
one parent 10 20.8 5 26.3 5 17.2
two parents 9 18.8 3 15.8 6 20.7
Total 48 100 19 100 29 100

1.1.9. Number of times the children used the residential service (including the foster
care service)

Among the children, 35 (30.2%) of them had used the residential service once, 60
(51.7%) had used it twice and 21 (18.1%) had used it three times. Most of the foster children
had used the service twice. In Table 9, out of the 60 cases who used the service twice, 24 (40%)
were children aged below 6 years old and 36 (60%) were children aged 6-18 years old.

Table 9 Times of using residential services (including the foster care service)

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
1 time 35 30.2 7 19.4 28 35.0
2 times 60 51.7 24 66.7 36 45.0
3 times 21 18.1 5 13.9 16 20.0
Total 116 100 36 100 80 100
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1.1.10. Number of child abuse cases

Most of the cases (87.9%) were non-child abuse cases. Fourteen (12.1%) foster children
had been abused. In Table 10, out of those 14 cases, 8 (57.1%) were from the younger group
(children aged below 6 years old) and 6 (42.9%) were from the older group (children aged 6-18
years old).

Table 10 Number of child abuse cases

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
Yes 14 121 8 21.6 6 7.6
No 102 87.9 29 78.4 73 92.4
Total 116 100 37 100 79 100

1.1.11. Frequency of abuse

Among the 14 child abuse cases, 13 (92.9%) children had been abused once. Eight
of them were aged below 6 years old and 5 of the children were 6-18 years old. There was
1 foster child from the group of 6-18 years old who had been abused twice (Table 11).

Table 11 Frequency of abuse

All ages ( 3-18) Below 6 years old 6-18 years old

f % f % f %
1 time 13 92.9 8 100 5 83.3
2 times 1 7.1 0 0.0 1 16.7
Total 14 100 8 100 6 100

1.1.12. Types of child abuse of current cases

As shown in Table 12, of all the abuse cases (N = 14), 7 (50%) were child neglect cases,
5 (35.7%) were physical abuse cases, and 2 (14.3%) were sexual abuse cases. In the case of
children aged below 6 years old, there were more neglect cases than physical abuse ones. The
profile was different for those in the 6-18 years old group as the number of physical child abuse
cases in this group was greater.

Table 12 Types of child abuse in current cases

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
Physical 5 35.7 2 25.0 3 50.0
Child Neglect 7 50.0 5 62.5 2 33.3
Sexual 2 14.3 1 12.5 1 16.7
Total 14 100 8 100 6 100
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1.1.13. Main reason for using the foster care service

Most families used the foster care service primarily because one or both parents had
dysfunctional parenting behaviour (21.4%). Others used it because one or both parents had
mental problems (17.9%) or emotional problems (7.7%).

Table 13 Main reason for using the foster care service

All ages ( 3-18) Below 6 years old 6-18 years old
n % n % n %
Child's behavioral 1 0.9 0 0.0 1 13
problem
Child's physical problem 1 0.9 0 0.0 1 1.3
Child abused by 1 09 1 27 0 0.0
non-parents
Child's intellectual 1 0.9 0 0.0 1 13
problems
Long absence of one or
both parents form HK 2 1.7 0 0.0 2 2:5
Divorced parents 4 3.4 1 2.7 3 3.8
Parents with substance 8 6.8 4 10.8 4 5.0
abuse problem
Parents with emotional 9 77 3 8.1 6 75
problems
Parents with health 5 43 2 5.4 3 38
problems
Parents are incarcerated 8 6.8 2 54 6 7.5
Parents having
dysfunctional parenting 25 214 6 16.2 19 23.8
behavior
Parents. having long 4 34 > 5.4 2 25
working hours
Parents with mental o1 17.9 6 16.2 15 18.8
problems
Death of one or both 2 17 , 27 1 13
parents
Parents VYIth personality y 0.9 1 27 0 0.0
disorder
Child abuse by parents 3 2.6 1 2.7 2 25
Parents with marital 4 3.4 , 27 3 38
problems
Single parent 3 2.6 1 2.7 2 2.5
parents with financial 1 0.9 0 0.0 1 13
problems
Other problems* 13 11.1 5 13.5 8 10.0
Total 117 100 37 100 80 100

*Other problems of the parents include inadequate parenting (N=6), inadequate parenting/care (N=1), improper
care (N=1), under consideration of relinquishing guardianship (N=1), and imprisonment of biological mother (N=1),
lost contact with parents (N=1), parents’ abuse of children’s siblings (N=1) and Unknown problem (N=1)
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1.1.14. Frequency of returning home for a short-stay (home leave) in the past 6 months

As shown in Table 14, of all the children, 24 children (20.7%) had never returned home,
32 children had returned home once a week (27.6%) and 36 children had returned home twice
a week (31.0%) during the past 6 months of the study. The profiles of the younger group (children
aged below 6 years old) and the older group (children aged 6-18) were similar.

Table 14 Frequency of returning home for a short-stay in the past 6 months

All ages ( 3-18) 3-5'2 years old 6-18 years old

n % n % n %
None 24 20.7 8 21.6 16 20.3
Once a week 32 27.6 8 21.6 24 304
Twice a week 36 31.0 14 37.8 22 27.8
Once a month 10 8.6 3 8.1 7 8.9
Twice a month 5 4.3 1 2.7 4 5.1
Others* 9 7.8 3 8.1 6 7.6
Total 116 100 37 100 80 100

* Others include 3 times per month (N=1); once in 3 months (N=3), and no fixed frequency (N=5).

1.1.15. Main reason for using the foster care service (for families not using but needing
the mental health service)

There were 21 families who did not use a mental health service but were in fact in
need of support. As shown in Table 15, among these 21 families, most used the foster care
service primarily because one or both parents had dysfunctional parenting behaviour (19.0%),
mental problems (19.0%) or emotional problems (19.0%). Out of the 21 families, 5 (23.8%)
were from the younger group (children below 6 years old) and 16 (76.2%) were from the
older group (children aged 6-18 years old).



Table 15 Main reason for using the foster care service (for families not using but needing
the mental health service)

All ages ( 3-18) Below 6 years old 6-18 years old
n % n % n %
Child's behavioural 1 48 0 0.0 1 6.3
problems
child abused by 1 4.8 1 20.0 0 0.0
non-parents
one or poth parents have 4 19.0 1 20.0 3 18.8
emotional problems
one or both parents have > 95 1 20.0 1 6.3
health problems
One or both parents are > 95 1 20.0 1 6.3
incarcerated
one or both parents have
dysfunctional parenting 4 19.0 0 0.0 4 25.0
behaviour
one or both parents have 4 19.0 1 20.0 3 18.8
mental problems
Child abuse by parents 1 4.8 0 0.0 1 6.3
Single parent 1 4.8 0 0.0 1 6.3
other problems* 1 4.8 0 0.0 1 6.3
Total 21 100 5 100 16 100

*Other problem of the parents includes inadequate parenting (N=1).

1.2. MENTAL HEALTH ISSUES

1.2.1. Presence of diagnosis

Among all the children in the sample used in the study, 47 were found to have mental
problems or emotional problems (40.2%). Those with problems were found to have formal
diagnosis assessment. As shown in Table 16, out of 47 children, 9 were aged below 6 (19.1%)
and 38 children were 6-18 years old (80.9%). According to the Chi-square test, there is a
statistically significant association between the children’s age group and the presence of a
diagnosis (X2(1) = 5.65, p=0.017), indicating the older children (6-18 years old) were more
likely to have a diagnosis than the younger children (aged below 6).

Table 16 Presence of diagnosis

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
Yes 47 40.2 9 24.3 38 47.5
No 70 59.8 28 75.7 42 52.5
Total 117 100 37 100 80 100

1.2.2. Types of diagnosis

As shown in Table 17, most of the children who have a diagnosis were diagnosed with
attention deficit hyperactivity disorder (ADHD) (17.1%), followed by intellectual disabilities
(15.4%) and specific learning disabilities (8.5%).
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Regarding the children aged below 6, the diagnosis included intellectual disability (8.1%),
speech and language delay (5.4%), speech sound disorder (2.7%) and other diagnoses (13.5%).

Among the children 6-18 years old, most of the children’s diagnoses included ADHD
(25.0%), autism spectrum disorder (ASD) (5.0%), specific learning disabilities (12.5%),
intellectual disability (18.8%), speech and language delay (5.0%), childhood-onset fluency
disorder (stuttering; 2.5%) and other diagnoses (3.8%).

Table 17 Types of diagnosis for children

All ages ( 3-18) Below 6 years old 6-18 years old
Types of diagnosis (N=117) (N=37) (N=80)
n % n % n %
ADHD Yes 20 171 0 0 20 25.0
ASD Yes 4 3.4 0 0 4 5.0
Leanifg Z(i:;f;%ilities ves 10 8.5 0 0 10 125
Intellectual disabilities Yes 18 154 3 8.1 15 18.8
Speech and language |y, o 6 5.1 2 5.4 4 5.0
delay
Speech sound disorder Yes 1 0.9 1 2.7 0 0
Childhood-onset
fluency disorder Yes 2 1.7 0 0 2 2.5
(stuttering)
Others* Yes 8*# 6.8 5*# 13.5 SN 3.8

*Other diagnoses include limited intelligence (N=1), gross and fine motor and visual perceptual difficulties (N=1),
developmental delay (N=2), global delay (N=2) and speech delay (N=3).
# One child had two diagnoses.

1.2.3. Number of Children within the clinical range of the CBCL scores

In Table 18, among the children in the study, 23 were found to be within the clinical
range of the CBCL total scores (23.5%). Out of these 23 children, 9 were aged below 6
(39.1%) and 14 children were aged 6-18 (60.9%). According to the Chi-square test, there is
no statistically significant association between children’s age group and the CBCL total score
categories (clinical vs normal) (X2(1) = 0.261, p = 0.609), indicating both groups of children
were equally likely to be found within the clinical range of the CBCL total scores.

As shown in Table 19, among the children in the study, 20 were found to be within the
clinical range of the CBCL internal scores (18.3%). Out of these 20 children, 10 were aged
below 6 (50%) and 10 children were aged 6-18 (50%). According to the Chi-square test, there
is a statistically significant association between the children’s age group and the CBCL internal
score categories (clinical vs normal) (X2(1) = 4.04, p = 0.045), indicating the younger children
(below 6 years old) were more likely to be found within the clinical range of the CBCL internal
scores than the older children (aged 6-18 years old).

As shown in Table 20, among the children in the study, 31 were found to be within the
clinical range of the CBCL external scores (29.0%). Out of these 31 children, 8 children were aged
below 6 (25.8%) and 23 children were aged 6-18 (74.2%). According to the Chi-square test, there
is no statistically significant association between children’s age group and the CBCL external score
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categories (clinical vs normal) (X2(1) = 0.717, p = 0.397), indicating both these groups of children
were equally likely to be found within the clinical range of the CBCL external scores.

Table 18 CBCL total scores

All ages ( 3-18)

Below 6 years old

6-18 years old

CBCL Internal Scores
n % n % n %
Normal 75 76.5 25 73.5 50 78.1
Clinical 23 23.5 9 26.5 14 21.9
Total 98 100 34 100 64 100

Table 19 CBCL internal scores

All ages ( 3-18) Below 6 years old 6-18 years old
CBCL External Scores
n % n % n %
Normal 89 81.7 24 70.6 65 86.7
Clinical 20 18.3 10 29.4 10 13.4
Total 109 100 34 100 75 100

Table 20 CBCL external scores

CBCL Total Scores

All ages ( 3-18)

Below 6 years old

6-18 years old

n % n % n %
Normal 76 71.0 26 76.5 50 68.5
Clinical 31 29.0 8 23.5 23 31.5
Total 107 100 34 100 73 100

1.2.4. Presence of diagnosis among children within the clinical range of the CBCL

As shown in Table 21, among the 23 children who fell within the clinical range of the
CBCL total scores, 14 of them reported having a diagnosis (60.9%). Out of the 14 children,
2 were aged below 6 (14.3%) and 12 were aged 6-18 (85.7%).

Table 22 shows that among the 20 children who fell within the clinical range of the CBCL
internal scores, 9 children reported having a diagnosis (45%). Out of those 9 children, 3 were
aged below 6 (33.3%) and 6 were aged 6-18 (66.7%).

Table 23, among the 31 children who fell within the clinical range of CBCL internal
scores, there were 19 children reported to have a diagnosis (61.3%). Out of the 19 children,
1 were aged below 6 (5.3%) and 18 were aged 6-18 (94.7%).

More older children who fell in the clinical spectrum had a diagnosis.

Table 21 Presence of a diagnosis among children within the clinical range of the CBCL
total scores

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
Yes 14 60.9 2 22.2 12 85.7
No 9 39.1 7 77.8 2 14.3
Total 23 100 9 100 14 100
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Table 22 Presence of a diagnosis among children within the clinical range of the CBCL
internal scores

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
Yes 9 45.0 3 30.0 6 60.0
No 11 55.0 7 70.0 4 40.0
Total: 20 100 10 100 10 100

Table 23 Presence of a diagnosis among children within the clinical range of the CBCL
external scores

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
Yes 19 61.3 1 12.5 18 78.3
No 12 38.7 7 87.5 5 21.7
Total 31 100 8 100 23 100

1.3. MENTAL HEALTH SERVICE USE

1.3.1. Foster children currently using mental health services

Among the 115 respondents, 58 children were currently using the mental health services
(50.4%). Out of those 58 children, 19 were aged below 6 (32.8%) and 39 were aged 6-18 (67.2%)
(Table 24). According to the Chi-square test, there is no statistically significant association
between the children’s age group and the mental health service use (X2(1) = 0.115, p = 0.734),
indicating both groups of children were equally likely to be currently using mental health services.

Table 24 Number of children currently using the mental health services

All ages (3-18) Below 6 years old 6-18 years old

%

n

%

n % n
Yes 58 50.4 19 52.8 39 49.4
No 57 49.6 17 47.2 40 50.6
Total 115 100 36 100 79 100

Among the 58 children currently using mental health services, 31 of them (53.4%) were
using 1 type of mental health service. Eight children were using 3 or more types of services
(13.8%). Three of the children were aged below 6 and 5 of them were aged 6-18 (Table 25).



Table 25 Number of service types currently used by the children

All ages (3-18) Below 6 years old 6-18 years old
n % n % n %
One service 31 534 10 52.6 21 53.8
Two services 19 32.8 6 31.6 13 33.3
Three services 3 5.2 0 0 3 7.7
Four services 3 5.2 3 15.8 0 0
Five services 2 3.4 0 0 2 5.1
Total 58 100 19 100 39 51.2

Although there were only 58 foster children using mental health services, some children
used more than 1 service, resulting in the sum of frequencies for all type of services being
100 (Table 26). As shown in Table 26, currently, the most frequently used service was speech
therapy (18.0%), followed by psychiatric medication (13.0%) and support groups for children
with learning disabilities (12.0%). There were slight differences between foster children in the
younger group (aged below 6) and the older group (aged 6-18). The younger children mostly
used speech therapy and the kindergarten-cum-child care centre, while the older group mostly
used psychiatric medication and the support groups for children with learning disabilities.

Table 26 Types of services currently used

All ages (3-18) Below 6 years old 6-18 years old
(N =58) (N=19) (N=39)
n % n % n %
Mental Health Services
Psychiatric medication 13 13.0 0 0 13 19.7
Psychiatric assessment services 6 6.0 0 0 6 9.1
Clinical psychological services 4 4.0 0 0 4 6.1
Supporting Services

Child assessment centre 4 4.0 2 59 2 3.0
Early education and training centre 3 3.0 1 2.9 2 3.0
Kindergarten-cum-child care centre 8 8.0 7 20.6 1 1.5
Special child care centre 3 3.0 1 2.9 2 3.0
Speech therapy 18 18.0 8 23.5 10 15.2
Occupational therapy 5 5.0 3 8.8 2 3.0
Physiotherapy 4 4.0 3 8.8 1 1.5

Educational psychological services 1 1.0 1 29 0 0

g_‘g'}'f’pcl:;eth“;‘;g?‘;”'“g 1 1.0 1 2.9 0 0
(0. socil il raiming) 4 |40 | 3 |88 | 1 | 15
e 2 |20 | o | o | e |
Family counselling 10 10.0 4 11.8 6 9.1
Others* 4 4.0 0 0 4 6.1

* Other services include special schools (N = 4).
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Regarding the duration of service usage, most foster children received services for 1-10
months and over 31 months (Table 27). For foster children aged below 6, the duration of service
usage was mainly 1-10 months (Table 28). For foster children aged 6-18, the duration of service
usage was mainly over 31 months (Table 29).

Table 27 Duration of the service usage (All ages) (N = 58)

1-10 11- 20 21- 30 Over 31
months months months months
Mental Health Services
Psychiatric medication 1 2 2 8
Psychiatric assessment services 3 0 2 0
Clinical psychological services 0 1 1 2
Supporting Services
Child assessment centre 0 0 0 1
Early education and training centre 1 1 0 1
Kindergarten-cum-child care centre 3 4 1 0
Special child care centre 2 0 1 0
Speech therapy 4 5 1 8
Occupational therapy 1 1 1 0
Physiotherapy 2 0 0 1
Educational psychological services 0 1 0 0
e 1 : : :
(0.9. socia 5l raining 4 0 0 0
leaming deabiis 3 3 2 4
Family counselling 0 0 0 0
Others* 1 1 0 2
Total 26 19 11 27

* Other used services include special schools (N=4).



Table 28 Duration of the service usage (children aged below 6) (N = 19)

1-10 11- 20 21- 30 Over 31
months months months months
Mental Health Services
Psychiatric medication 0 0 0 0
Psychiatric assessment services 0 0 0 0
Clinical psychological services 0 0 0 0
Supporting Services
Child assessment centre 0 0 0 0
Early education and training centre 0 0 0 1
Kindergarten-cum-child care centre 3 4 0 0
Special child care centre 1 0 0 0
Speech therapy 4 3 1 0
Occupational therapy 1 0 1 0
Physiotherapy 2 0 0 0
Educational psychological services 0 1 0 0
e e 1 : : :
(0. socia 5l raiming 3 0 0 0
. : : : :
Family counselling 0 0 0 0
Others 0 0 0 0
Total 15 8 2 1




Table 29 Duration of the service usage (children aged 6-18) (N = 39)

1-10 11- 20 21- 30 Over 31
months months months months
Mental Health Services
Psychiatric medication 1 2 2 8
Psychiatric assessment services 3 0 2 0
Clinical psychological services 0 1 1 2
Supporting Services
Child assessment centre 0 0 0 1
Early education and training centre 1 1 0 0
Kindergarten-cum-child care centre 0 0 1 0
Special child care centre 1 0 1 0
Speech therapy 0 2 0 8
Occupational therapy 0 1 0 0
Physiotherapy 0 0 0 1
Educational psychological services 0 0 0 0
e : : : :
Child group counselling
(e.g. social skill training) 1 L s e
e . s s : :
Family counselling 0 0 0 0
Others 1 1 0 2
Total 11 11 9 26

* Other used services include special schools (N=4).

1.3.2. Foster children waiting for mental health services

Based on social workers’ reports, 17 children were waiting for the mental health services
(14.9%), including 9 children aged below 6 and 8 aged 6-18. Among the 17 children, 12 of
them had a diagnosis, with 5 were below 6 years old (41.7%) and 7 were 6-18 years old (58.3%).
Five children waiting for mental health services were without a diagnosis. Five out of the 17 foster
children waiting for mental health services did not have a diagnosis. Among the 5 children without
diagnosis but waiting for services, four of them were aged below 6 (80%) while 1 was in the 6-18
years old group (20%) (Table 30).

Table 30 Number of children with or without a diagnosis waiting for services (N = 17)

All ages ( 3-18) Below 6 years old 6-18 years old

n % n % n %
With a diagnosis 12 70.6 5 55.6 7 87.5
Without a diagnosis 5 294 4 44 .4 1 12.5
Total 17 100 9 100 8 100
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The 17 children were waiting for 10 different types of services. Some of them were
waiting for more than 1 service, leading to a total of 27 awaited services among the 17 foster
children. The services most in need were the educational psychological service (35.3%), the
psychiatric assessment service (29.4%) and the child assessment centre (23.5%) (Table 31).

Out of the 17 children, 9 were below 6 and they were more in need of the services of the
child assessment centre (27.3) and the Kindergarten-cum-child care centre (27.3). Out of the
17 children, 8 children aged 6-18 and they were more in need of the services of the educational
psychological service (62.5%), followed by the psychiatric assessment services (40%) and
psychiatric medication (25%).

Table 31 Types of services the children are waiting for (N = 17)

All ages (3-18) Below 6 years old 6-18 years old
(N=17) (N=9) (N=8)
f % f % f %
Mental Health Services
Psychiatric medication 2 11.8 0 0.0 2 25.0
Psychiatric assessment services 5 29.4% 1 11.1 4 50.0
Clinical psychological services 1 5.9 0 0.0 1 12.5
Supporting Services

Child assessment centre 4 23.5 3 27.3 1 12.5
Early education and training centre 1 59 1 11.1 0 0.0
Kindergarten-cum-child care centre 3 17.6 3 27.3 0 0.0
Special child care centre 0 0.0 0 0.0 0 0.0
Speech therapy 1 59 1 11.1 0 0.0
Occupational therapy 2 11.8 1 111 1 12.5
Physiotherapy 0 0.0 0 0.0 0 0.0
Educational psychological services 6 35.3 1 11.1 5 62.5
gﬁgf’;gjihcgr‘;g??"'”g 0 0.0 0 0.0 0 0.0
(0. 5960 5l traiming 0 | o0 | 0o | oo | 0 | 00
e s o | oo | o |00 | o | oo
Family counselling 0 0.0 0 0.0 0 0.0
Others* 2 11.8 2* 22.2 0 0.0

* Other services include otolaryngologist (N=2).

1.3.3. Foster children needing a service but it was not available

Among the children in the study, 21 children (18.4%) needed a service but the service
was not available. Out of the 21 children, 5 were aged below 6 (23.8%) and 16 were 6-18 years
old (76.2%) (Table 32).
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Table 32 Number of children needing a service that is not available

All ages (3-18) Below 6 years old 6-18 years old

n % n % n %
Yes 21 18.4% 5 13.5% 16 20.8%
No 93 81.6% 32 86.5% 61 79.2%
Total 114 100.0% 37 100.0% 77 100.0%

The most needed but unavailable services for children aged below 6 were speech
therapy, early education and the training centre and parent-child groups (e.g. parent-child
parallel groups, multi- family groups). For children aged 6-18, group counselling (social skill
training group), parent-child groups (e.g. parent-child parallel groups, multi-family groups) and
child case counselling (e.g. play therapy) were in need but not available. (Table 33)

Table 33 Types of services needed but not available

All ages (3-18) Below 6 years old 6-18 years old
(N=21) (N=5) (N=16)
f % f % f %

Mental Health Services
Psychiatric medication 1 4.8 0 0 1 6.3
Psychiatric assessment services 4 19.0 1 20.0 3 18.8
Clinical psychological services 0 0.0 0 0.0 0 0.0

Supporting Services

Child assessment centre 1 4.8 1 20.0 0 0.0
Early education and training centre 2 9.5 2 40.0 0 0.0
Kindergarten-cum-child care centre 0 0.0 0 0.0 0 0.0
Special child care centre 0 0.0 0 0.0 0 0.0
Speech therapy 7 33.3 5 100.0 2 12.5
Occupational therapy 0 0.0 0 0.0 0 0.0
Physiotherapy 0 0.0 0 0.0 0 0.0
Educational psychological services 3 14.3 0 0.0 3 18.8
(c;r_‘gfjpcl:;ethcé’r‘:;‘;"'”g 5 23.8 1 20.0 4 25.0
(0.9. socia 5l raining 0 | 476 | 1 | 20 | o | 563
CH spport goups s [ s | 0 |00 | & | s
Family counselling 0 0.0 0 0.0 0 0.0
Sensory integration therapy 1 4.8 0 0.0 1 6.3

Parent-child groups
(e.g. parent-child parallel groups, 7 33.3 2 40.0 5 31.3

multi-family groups)
Others* 1* 4.8 0 0.0 1* 6.3

* Other needed services include special schools or schools for social development (N=1).
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As shown in Table 34, most children must wait for over 11 months from the time they
confirmed they needed the service. The services the children waited most for were group
counselling for children (social skill training group), parent-child groups (e.g. parent-child
parallel groups, multi- family groups), speech therapy and child case counselling.

Table 34 Length of wait for the service from the time they confirmed they needed this
service

1 — 5 months 6 — 10 months Over 11 months
Below 6 6-18 Below 6 6-18 Below 6 6-18
years old | years old | years old | years old | years old | years old
(n=5) (n=16) (n=5) (n=16) (n=5) (n=16)
f % f % f %
Mental Health Services
Psychiatric medication 0 1 0 0 0 0
Psychiatric assessment services 1 0 0 1 0
Clinical psychological services 0 0 0 0 0 0
Supporting Services
Child assessment centre 0 0 0 0 0 0
Early education and training centre 1 0 0 0 0 0
Kindergarten-cum-child care centre 0 0 0 0 0 0
Special child care centre 0 0 0 0 0 0
Speech therapy 0 1 1 0 0 1
Occupational therapy 0 0 0 0 0 0
Physiotherapy 0 0 0 0 0 0
Educational psychological services 0 0 0 2 0 1
e o o [ [ o]
(6.5. sooia skl raning) o | 2 | v |0 |0 7
eaming deabiies o | 1 o |0 0]
Family counselling 0 0 0 0 0 0
Sensory integration therapy 0 1 0 0 0 0
Parent-child groups
(e.g. parent-child parallel groups, 0 0 0 1 2 5
multi-family groups)
Others* 0 0 0 0 0 1

* Other needed services include special schools or a school for social development (N=1).



1.3.4. Types of services used by children without a diagnosis

For the children without any diagnosis, the most frequently used services included
speech therapy (31.3%), followed by family counselling (25.0%) and the kindergarten-cum-
child care centre (18.80%) (Table 35).

Table 35 Types of services used by children without a diagnosis

All ages (3-18) Below 6 years old 6-18 years old
(N =16) (N=10) (N=16)
f % f % f %
Mental Health Services
Psychiatric medication 0 0.0 0 0.0 0 0.0
Psychiatric assessment services 0 0.0 0 0.0 0 0.0
Clinical psychological services 2 12.5 0 0.0 2 33.3
Supporting Services

Child assessment centre 0 0.0 0 0.0 0 0.0
Early education and training centre 0 0.0 0 0.0 0 0.0

Kindergarten-cum-child care centre 3 18.8 3 30.0 0 0
Special child care centre 0 0.0 0 0.0 0 0.0
Speech therapy 5 31.3 3 30.0 2 33.3

Occupational therapy 2 12.5 2 20.0 0 0

Physiotherapy 2 12.5 2 20.0 0 0
Educational psychological services 0 0.0 0 0.0 0 0.0
(Cer_‘g_dp‘i:;ih“:rg’:;;"'”g 0 0.0 0 0.0 0 0.0

(0. socil il waiing) 1 | 88 | 1 |0 0 | 0
B e o | oo [ o [0 | o | o0
Family counselling 4 25.0 2 20.0 2 33.3
Others 0 0.0 0 0.0 0 0.0




1.3.5. Types of services used by children with a diagnosis

As shown in Table 36 the two most frequently used services for children who were
aged below 6 and had a diagnosis were speech therapy (55.6%) and kindergarten-cum-child
care centre (44.4%). For children aged 6-18 having a diagnosis, the two most frequently used
services were psychiatric medication (39.4%) and child support groups for learning disabilities

(36.4%).

Table 36 Types of services used by children with a diagnosis

All ages (3-18) Below 6 years old 6-18 years old
(N =42) (N=29) (N =33)
f % f % f %
Mental Health Services
Psychiatric medication 13 31.0 0 0.0 13 39.4
Psychiatric assessment services 6 14.3 0 0.0 18.2
Clinical psychological services 2 4.8 0 0.0 6.1
Supporting Services
Child assessment centre 4 9.5 2 22.2 2 6.1
Early education and training centre 2 4.8 0 0.0 2 6.1
Kindergarten-cum-child care centre 5 11.9 4 44 .4 1 3.0
Special child care centre 3 7.1 1 111 2 6.1
Speech therapy 13 31.0 5 55.6 8 24.2
Occupational therapy 3 71 1 11.1 2 6.1
Physiotherapy 2 4.8 1 11.1 1 3.0
Educational psychological services 1 24 1 11.1 0 0.0
g_‘g_d;:;ethceor‘;g?‘;”'”g 1 2.4 1 11.1 0 0.0
(0. socil il raiming) 3 | ™| 2 |22 1] %0
B 2 [ me | o | oo | w2 | e
Family counselling 6 14.3 2 22.2 4 12.1
Sensory integration therapy 0 0.0 0 0.0 0 0.0
Parent-child groups
(e.g. parent-child parallel groups, 0 0.0 0 0.0 0 0.0
multi-family groups)
Others* 4 5.0 0 0 4 6.7

* Other used services include special schools (N=4).




1.3.6. Usage of mental health services by children within the clinical range of the CBCL
total scores
Among all children in the study, there were 23 who fell within the clinical range of the
CBCL total scores. As the data for the service use of three children who fell within the clinical
range of the CBCL total scores were missing, the total sample used for analysis as shown in
Table 37 and Table 38 was 20 children.

Out of these 20 children, 16 were users of mental health services (80%) and 13 had a
diagnosis (65%) (Table 37).

Table 37 Number of children within the clinical range of the CBCL total scores using
mental health services

All ages
(3-18 years old) Below 6 years old| 6-18 years old
n % n % n %
In the Received services 3 15.0 3 42.8 0 0.0
absence of _ .
diagnosis Have Not receive services 4 20.0 2 28.6 2 134
In the Received services 13 65.0 2 28.6 11 84.6
presence of . .
diagnosis Have Not receive services 0 0.0 0 0.0 0 0.0
20 100.0 7 100.0 13 100.0




Of the 16 children who received services, 5 were aged below 6 and 11 were aged 6-18.
The two services most frequently used by children below 6 years old were speech therapy
(28.6%) and occupational therapy (28.6%). The two services most frequently used by children
aged 6-18 were psychiatric medication (38.5%) and the psychiatric assessment services
(30.8%) (Table 38).

Table 38 Types of services currently used by children within the clinical range of the
CBCL total scores

All ages (3-18) | Below 6 years old | 6-18 years old
(N =16) (N=5) (N=11)
f % f % f %
In the presence of diagnosis
Supporting Services
Early education and training centre 1 6.3 1 20.0 0 0.0
Kindergarten-cum-child care centre 1 6.3 1 20.0 0 0.0
Speech therapy 2 12.5 2 40.0 0 0.0
Occupational therapy 2 12.5 2 40.0 0 0.0
Physiotherapy 1 6.3 1 20.0 0 0.0
(0. socia 5l aining 1| &8 | 1| 20 | 0| 00
In the presence of diagnosis
Mental Health Services
Psychiatric medication 5 31.3 0 0.0 5 45,5
Psychiatric assessment services 4 20.0 0 0.0 4 36.4
Clinical Psychological services 1 6.3 0 0.0 1 9.1
Supporting Services
Child assessment centre 2 12.5 1 20.0 1 9.1
Early education and training centre 1 6.3 0 0.0 1 9.1
Special child care centre 1 6.3 0 0.0 1 9.1
Speech therapy 1 6.3 0 0.0 1 9.1
Occupational therapy 1 6.3 1 20.0 0 0.0
Physiotherapy 1 6.3 1 20.0 0 0.0
Educational psychological services 1 6.3 1 20.0 0 0.0
éﬁ;?;iieth‘::r‘;g?”'”g 1 6.3 1 20.0 0 0.0
(0. sooia skl raning) 1| 88 | o | 00 | 1| e
Child support groups for learning 3 18.8 0 0.0 3 27.3
Family counselling 1 6.3 1 20.0 0 0.0
Others 1 6.3 0 0.0 1 9.1

* Other needed services include a special school or school for social development (N=1)
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There were 7 children within the clinical range of the CBCL external scores who needed
services that were not available. Out of the 7 children, 3 of them were below 6 (42.9%) and 4 of
them were aged 6-18 (57.1%). Five out of the 7 had a diagnosis (71.4%) (Table 39).

As two pieces of data pertaining to whether or not one of the children who fell within the
clinical range of the CBCL total scores needed services that were not available were missing,
the total sample for analysis in Table 39 was 21 children of all ages.

Table 39 Number of children within the clinical range of the CBCL total scores who
needed services that were not available (N = 21)

All ages
(3-18 years old) Below 6 years old | 6-18 years old
n % n % n %
In the Have unmet service needs 2 9.5 1 12.5 1 7.7
absence of i
diagnosis No unmet service needs 6 28.6 5 62.5 1 7.7
In the Have unmet service needs 5 23.8 2 25 3 23.1
presence of _
diagnosis No unmet service needs 8 38.1 0 0 8 61.5
21 100.0 8 100.0 13 100.0

1.3.7. Usage of mental health services by children within the clinical range of the CBCL
internal scores
Among all the children in the study, 20 fell within the clinical range of the CBCL internal
scores. As the data for the service use of two children who fell within the clinical range of the
CBCL internal scores were missing, the total sample used for analysis in Table 40 and Table 41
was 18 children.

Out of these 18 children, 10 were users of mental health services (55.6%) and 8 had a
diagnosis (44.4%). Among the remaining children who did not receive services, 7 were waiting
for services (87.5%).

Table 40 Number of children within the clinical range of the CBCL internal scores using
mental health services (N = 18)

All ages
(3-18 years old) Below 6 years old | 6-18 years old
n % n % n %
In the Received services 2 11.1 2 22.2 0 0.0
absence of _ _ _
diagnosis Did not receive services 8 44 .4 4 44 .4 4 44 .4
In the Received services 8 44 .4 3 33.3 5 55.6
presence of _ _ .
diagnosis Did not receive services 0 0.0 0 0.0 0 0.0
18 100.0 9 100.0 9 100.0




The types of services currently used by children who fell within the clinical range of the
CBCL internal scores were quite evenly distributed. A few more children received psychiatric
medication (11.1%), psychiatric assessment services (11.1%) and speech therapy than
received other services (11.1%) (Table 41).

Table 41 Types of services currently used by children within the clinical range of the
CBCL internal scores

All ages (3-18) | Below 6 yearsold | 6-18 years old
(N =18) (N=11) (N=7)
f % f % f %
In the presence of diagnosis
Supporting Services
Kindergarten-cum-child care centre 1 5.6 1 9.1 0 0
Speech therapy 1 5.6 1 9.1 0 0
Occupational therapy 1 5.6 1 9.1 0 0
Physiotherapy 1 5.6 1 9.1 0 0
(0. socia 5l raiming 1] 88 | 1] e 00
In the presence of diagnosis
Mental Health Services
Psychiatric medication 2 11.1 0 0 2 28.6
Psychiatric assessment services 2 11.1 0 0 2 28.6
Supporting Services
Child assessment centre 1 5.6 1 9.1 0 0
Kindergarten-cum-child care centre 1 5.6 1 9.1 0 0
Speech therapy 2 111 1 9.1 1 14.3
Occupational therapy 1 5.6 1 9.1 0 0
Physiotherapy 1 5.6 1 9.1 0 0
Educational psychological services 1 5.6 1 9.1 0 0
SLXoe T e 1] s6 | 1| e1 | o | o
(6. sooia skl raning) 1| %8 |0 0 |1 | ™3
ggg%iﬁzsgort groups for learning 1 56 0 0 1 143
Family counselling 1 5.6 1 9.1 0 0




As one piece of data regarding whether a child who fell within the clinical range of CBCL
internal scores needed services that were not available was missing, the total sample used for
the analysis shown in Table 42 was 19 children.

Four children within the clinical range of the CBCL internal scores needed services that
were not available. Out of the 4 children, 3 of them were aged below 6 (75%) and 1 of them
was in the 6-18 age group (25%). Three out of 4 had a diagnosis (75%) (Table 42).

Table 42 Number of children within the clinical range of the CBCL internal scores who
needed services that were not available

All ages
(3-18 years old) Below 6 years old | 6-18 years old
n % n % n %
In the Have unmet service needs 1 5.3 1 10.0 0 0.0
absence of i
diagnosis No unmet service needs 10 52.6 6 60.0 4 44 .4
In the Have unmet service needs 3 15.8 2 20.0 1 111
presence of _
diagnosis No unmet service needs 5 26.3 1 10.0 4 44 4
19 100.0 10 100.0 9 100.0

1.3.8. Usage of mental health services by children within the clinical range of the CBCL
external scores
Among all children in the study, there were 31 who fell within the clinical range of the
CBCL external scores. As the data for the service usage of two children who fell within the
clinical range of the CBCL external scores were missing, the total sample used for the analysis
shown in Table 43 and Table 44 was 29 children.

Out of these 29 children, 20 were users of mental health services (69.0%). Among these
20 mental health service users, 17 had a diagnosis (85%) (Table 43). Of these 17 children,
16 were aged 6-18 (94.1%). Of the remaining children who did not receive services, 6 were
waiting for services (66.7%).

Table 43 Number of children within the clinical range of the CBCL external scores using
mental health services

All ages
(3-18 years old) Below 6 years old | 6-18 years old
% n % n %
In the Received services 3 10.3 3 42.9 0 0
absence of _ _ _
diagnosis Did not receive services 8 27.6 3 42.9 5 22.7
In the Received services 17 58.6 1 14.3 16 72.7
presence of _ _ _
diagnosis Did not receive services 1 3.4 0 0 1 4.5
29 100.0 7 100.0 22 100.0




Among 31 foster children who were within the clinical range of the CBCL external
scores, 20 indicated the types of services they had currently used. Out of these 20 children, 4
were aged below 6 and 16 were aged 6-18. The services used by children below 6 years old
included the kindergarten-cum-child care centre, occupational therapy, speech therapy, the
educational psychological service, and child case counselling (e.g. play therapy). The services
most frequently used by children aged 6-18 included psychiatric medication (50%), child support
groups for learning disabilities (37.5%) and the psychiatric assessment service (25%) (Table 44).

Table 44 Types of services currently used by children within the clinical range of the
CBCL external scores

All ages (3-18) |Below 6 years old| 6-18 years old
(N = 20) (N=4) (N =16)
f % f % f %
In the presence of diagnosis
Supporting Services
Kindergarten-cum-child care centre 2 10.0 2 50.0 0 0.0
Speech therapy 1 5.0 1 25.0 0 0.0
Occupational therapy 1 5.0 1 25.0 0 0.0
In the presence of diagnosis
Mental Health Services
Psychiatric medication 8 40.0 0 0.0 8 50.0
Psychiatric assessment services 4 20.0 0 0.0 4 25.0
Clinical Psychological services 1 5.0 0 0.0 1 6.3
Supporting Services
Child assessment centre 1 5.0 0 0.0 1 6.3
Early education and training centre 1 5.0 0 0.0 1 6.3
Special child care centre 1 5.0 0 0.0 1 6.3
Speech therapy 2 10.0 0 0.0 2 12.5
Occupational therapy 1 5.0 0 0.0 1 6.3
Physiotherapy 1 5.0 0 0.0 1 6.3
Educational psychological services 1 5.0 1 25.0 0 0.0
E;*_‘g'}'_";g;ih":r‘;gi‘;”'”g 1 5.0 1 25.0 0 0.0
(0. 5900 5l training 1| %0 | 0o Jo0 | 1 63
g!!%iﬁgssort groups for learning 6 30.0 0 0.0 6 375
Others* 1 5.0 0 0.0 1 6.3

* Other services include a special school (N=1).



There were 7 children within the clinical range of the CBCL external scores who needed
services that were not available. Out of the 7 children, 2 of them were aged below 6 (28.6%)
and 5 of them were aged 6-18 (71.4%). Five out of the 7 had a diagnosis (71.4%) (Table 45).

Table 45 Number of children within the clinical range of the CBCL external scores who
needed services that were not available

All ages
(3-18 years old) Below 6 years old | 6-18 years old
n % n % n %
In the Have unmet service needs 2 6.9 1 12.5 1 4.8
absence of
diagnosis No unmet service needs 9 31.0 6 75 3 14.3
In the Have unmet service needs 5 17.2 1 12.5 4 19.0
presence of ]
diagnosis No unmet service needs 13 44.8 0 0.0 13 61.9
29 100.0 8 100.0 21 100.0




2. Results of the Research Questions
2.1. RATES FOR MENTAL HEALTH ISSUES

In sum, the results of the study showed that about 40% of the children who received
foster care services had at least one diagnosis under the DSM-5 classification (APA,
2013) (Table 16). ADHD (17.1%) and intellectual disabilities (15.4%) were the two most
common mental health problems among these children (Table 17). Older children (aged
6-18) were found to be significantly more likely to have a diagnosis than the younger children
(aged below 6).

Of the children receiving foster care services, about 23.5%, 18.3% and 29% of them
fell within the clinical range of the CBCL total scores, internal scores and external scores
respectively (Table 18 to 20). About 60.9%, 45% and 61.3% of those who were within the
clinical range of the CBCL total scores, internal scores and external scores, also had at least
one diagnosis under the DSM-5 (APA, 2013) (Table 21 to 23). Younger children (aged below
6) were found to be significantly more likely to fall within the clinical range of the CBCL internal
scores than the older children (aged 6 -18).

2.2. FACTORS RELATED TO MENTAL HEALTH ISSUES

The logistic regression model for the CBCL total scores being within clinical range was
statistically significant, X*(7)=16.092, p = 0.024. The model explained 23.6% (Nagelkerke R?)
of the variance in the CBCL total scores being within clinical range and correctly classified
78.9% of the cases. Male foster children have a higher risk of falling within the clinical range of
the CBCL total scores than do female foster children (p = 0.03). The odds of falling within the
clinical range of CBCL total scores was 3.5 times greater for male foster children as opposed
to female foster children. Foster children who participated in extra-curricular activities had a
lower risk of falling within the clinical range of the CBCL total scores (p = 0.04). The odds of
falling within the clinical range of the CBCL total scores was 0.25 times lower for children who
participated in extra-curricular activities than those who did not participate in extra-curricular
activities (Table 46).

The logistic regression model for the CBCL internal scores being within clinical range
was not significant (X*(7) = 7.085, p = 0.420.

The logistic regression model for the CBCL external scores being within clinical range
was statistically significant, X*(7)=16.396, p = 0.022. The model explained 20.9% (Nagelkerke
R?) of the variance in the CBCL total scores being within clinical range and correctly classified
72.1% of the cases. Foster children who had a better foster parent- child relationship had a
lower risk of falling within the clinical range of the CBCL external scores (p=0.02) (Table 46).
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Table 46 Results of a logistic regression of the CBCL total and external scores being
within clinical range (N = 117)

CBCL total scores CBCL external scores
being within clinical range being within clinical range
B |SE(B)| OR w p B |SE(B)| OR W p
Constant 0.97 | 3.61 | 263 | 0.07 | 0.79 | 497 | 3.00 |144.4| 2.81 | 0.09
the fOSteEnig'l'g)s gender | 4 o5 | 0.56 | 3.50 | 5.04 | 0.03*| 0.82 | 0.48 | 2.26 | 2.91 | 0.09

the foster child’s age
(6-18 years old)

pre-placement child
maltreatment (yes)
foster child’s participation in

0.54 | 063|171 |0.73 | 039 | 1.11 | 0.60 | 3.04 | 3.46 | 0.06

110 | 0.74 | 3.00 | 220 | 0.14 | 1.04 | 0.71 | 2.82 | 211 | 01

_ -140| 0.69 | 0.25 | 413 | 0.04*|-0.83 | 0.54 | 0.44 | 2.39 | 0.12
extra-curricular activities (yes)

the foster parent-child
relationship

presence of a sibling in the
foster family (yes)

placement disruption (yes) | 1.00 | 0.69 | 2.72 | 2.11 | 0.15 | 0.33 | 0.54 | 1.39 | 0.37 | 0.54
* p<0.05

-112 (113 | 0.33 | 098 | 0.32 | -2.19| 0.93 | 0.11 | 5.58 | 0.02*

-0.003| 0.75 | 1.00 | 0.00 | 1.00 | 0.27 | 0.65 | 1.31 | 0.18 | 0.68

2.3. RATES FOR MENTAL HEALTH SERVICE UTILIZATION

In sum, the results of the study showed that about 50.4% of the foster children were
receiving mental health services (Table 24). The two most frequently used services were speech
therapy (18%) and psychiatric mediation (13%) (Table 26). Most of the children aged below 6 had
used the services for 1-10months (Table 28), while most of the children aged 6-18 had used the
services for over 31 months (Table 29).

About 80%, 55.6% and 69% of foster children who had mental health needs, as indicated
by the CBCL total scores, internal scores and external scores respectively, were receiving mental
health services (Table 37, 40 & 43).

Regarding the younger foster children who have a mental health diagnosis, the results of
the study showed that they received speech therapy (55.6%) kindergarten-cum-child care centre
(44.4%) most frequently. Older foster children who have a mental health diagnosis were found
to receive services such as psychiatric medication (39.4%) and child support groups for learning
disabilities (36.4%) most frequently (Table 36).



2.4. FACTORS RELATED TO MENTAL HEALTH SERVICE UTILIZATION

The logistic regression model for whether a child used mental health service was
statistically significant, X*(7) =23.232, p = 0.002. The model explained 25% (Nagelkerke R?) of
the variance in whether a child used mental health service and correctly classified 63.4% of
the cases. Being male was associated with an increased likelihood of receiving services (p =
0.004). The odds of receiving services is 3.68 times greater for male foster children as opposed
to female foster children. Foster children who participate in extra-curricular activities have a
lower risk of receiving services (p = 0.003) (Table 47). The odds for receiving services was 0.23
times lower for children who participated in extra- curricular activities, compared with those who
did not participate in extra-curricular activities.

Table 47 Results of a logistic regression on mental health service utilization (N=117)

B SE(B) OR W p
Constant -4.25 2.47 0.14 2.95 0.09
the foster child’s gender (male) 1.30 0.45 3.68 8.48 0.004**
the foster child’s age (6-18 years old) 0.59 0.52 1.80 1.29 0.26
pre-placement child maltreatment (yes) 0.69 0.66 1.99 1.07 0.30

foster child’s participation in
, o -1.47 0.49 0.23 9.07 0.003**
extra-curricular activities (yes)

the foster parent-child relationship 1.09 0.74 2.97 2.15 0.14
presence of a sibling in the foster family (yes) 0.68 0.63 1.97 1.15 0.28
placement disruption (yes) 0.29 0.47 1.34 0.39 0.53

** p<0.01



PART IV QUALITATIVE RESULTS

1. OVERVIEW

This section reports the findings from 20 interviews, including 5 with foster care workers,
6 with foster parents, 5 with family caregivers and 4 with foster children (Table 48). Twenty
interviews were conducted. The child in Case 3 rejected the interview. As a result, his foster
mother was interviewed twice, as she was very emotional during the first interview, which

affected the quality of the data. On average, each interview lasted one hour.

Table 48 Number of Informants and Interviews

Case Foster Care Worker Foster Pargnt Family Caregiver Foster Chi!d Total
(No. of Interview) (No. of Interview) (No. of Interview) (No. of Interview)
1 FCW_01 (1) FP_01 (1) FCg_01 (1) FC_01(1) 4(4)
2 FCW_02 (1) FP_02 (1) FCg_02 (1) FC_02 (1) 4(4)
3 FCW_03 (1) FP_03 (2) FCg_03 (1) FC_03 (0) 4(4)
4 FCW_04 (1) FP_04 (1) FCg_04 (1) FC_04 (1) 4(4)
5 FCW_05 (1) FP_05 (1) FCg_05 (1) FC-05 (1) 4(4)
Total 5(5) 5 (6) 5 (5) 5(4) 20(20)

1.1. GENERAL PROFILE OF THE CASES

Based on the selection criteria (please refer to 4.2.2.), 34 cases were identified for the
interviews. Of them, 6 cases were children without a diagnosis while 28 cases were children
with a diagnosis. Two tables that listed the cases with and without a diagnosis, supplemented
with the case ID of the agency, and the age and gender of the children, were prepared by the
agency. The researcher, based on a fixed interval, randomly selected 2 cases from the list of
children without diagnosis and 3 cases from those with a diagnosis to balance the number of
cases in both situations. If a case refused to participate in the interviews, the next case would
be selected. As a result, five cases (Cases 1, 2, 3, 4 and 5) were selected from the survey
respondents for in-depth interviews (Table 49).

The child of Case 1 had been living in a foster home since she was one year old
due to having received inappropriate discipline from her parents. She was diagnosed with
developmental delay and borderline intelligence. She had received different types of training
to improve her physical functioning since birth. She studied in an early education and training
centre (EETC), then changed to the integrated programme in the kindergarten-cum-child care
centre (IP in CCC) during her preschool period. At the time of the study, she was studying in K3
in a special child care centre (SCCC). Due to her marginalised situation, she was not eligible to
study at a special primary school the following year.
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The boy of Case 2 had been receiving foster care service for 3 years. He was
diagnosed with attention deficit hyperactivity disorder (ADHD) and specific learning disability.
He took medication to control the symptoms of ADHD, received psychotherapy from a clinical
psychological service for his attachment issues with his parents, and received support from his
school to improve his learning. He attended a self-care group offered by the psychiatric hospital
to improve his self-care ability.

The child of Case 3 was taken care of by his grandmother before being admitted to
the foster home. He was diagnosed with a complex type of ADHD and was medicated for a
few months. Because of his emotional problems, his foster care worker organised art therapy
and play therapy for him. He was also wait-listed for the clinical psychological service for his
attachment issues with his biological parents.

The children of Cases 4 and 5 had no special needs. Both participated in developmental
services, such as tutoring groups, Understanding Adolescent Programmes (UAP) and
extracurricular activities. The child of Case 5 received clinical psychological service because of
a traumatic experience during her childhood.

1.2. SERVICE USAGE

All the children were currently users of services, including specialised and developmental
services. Specialised services referred to mental health services for children with special
needs and were further divided into two broad types: 1) assessment services (e.g. psychiatric
assessment, psychological assessment, IQ test) and 2) treatment services. Treatment
services included i) medication; ii) education-related services (i.e., EETC, IP in CCC, SCCC,
learning support); iii) training (i.e., speech therapy, occupational therapy, physiotherapy); and
iv) counselling/psychotherapy services (i.e., clinical psychological services, play therapy, art
therapy). Developmental services refer to services designed to enhance the growth and well-
being of the children. These services were provided to the children with and without special
needs and included services such as tutoring schemes, UAP and extracurricular activities.

In addition, four out of the five children (Cases 1, 2, 3 and 5) had previously used some
services. The reasons for ending their service usage were 1) completion of the service (i.e.,
assessment, integrated KCCC, speech therapy, occupational therapy, physiotherapy, self-care
group, play therapy and art therapy) and 2) dropping out (clinical psychology service). Finally,
one child (Case 3) was waiting for a clinical psychological service, one child (Case 1) was not
eligible for a special primary school and one (Case 5) was not eligible for assessment services.
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Table 49 General profile of the children and their service usage

Case 1 2 3 4 5
Sex/Age F/6 M/10 M/7 F/6 FI7
Education level Kindergarten Primary school | Primary school | Primary school | Primary school
Main reason for Inappropriate Behavioural Inadequate Inappropriate
admission to the pprop Divorce qd pprop
. discipline problem parenting discipline
foster care service
Duration of living
in the current 48 months 39 months 25 months 61 months 17 months
foster home
Number of
placements
(Including the 2 1 1 2 1
current placement)
Developmental ADHD and ADHD No diagnosis | No diagnosis
Diagnosis delay (borderline |special learning | (complex type)
intelligence) disorder
- Assessment - Assessment |- Assessment Nil = Clinical
- EETC - Self-care - Play therapy psychology
. - IPin CCC group - Art therapy service
Services
reviously used D UL
P - Occupational
therapy
- Physiotherapy
Wait-listed Nil Nil = anéc;‘eglo Nil Nil
services psychology
service
Ineligible services |- Special school Nil Nil Nil - Assessment




2. FOSTER CARE WORKER

2.1. DEMOGRAPHIC CHARACTERISTICS OF THE FOSTER CARE WORKERS

Five foster care workers participated in the qualitative study. All informants were
experienced social workers, with particular experience in residential child care service (work
experience ranging from 31 months to 264 months).

Table 50 Demographic characteristics of the foster care workers (N = 5)

Item N
Male 0
Gender

Female 5
. Bachelor’s degree 3

Education level
Master’s degree 2
< 100 months 1
101 months — 200 months 1
Work experience in social work 201 months — 300 months 2
301 months — 400 months 1
=401 months 0
< 100 months 3
Work experience in a residential 101 months — 200 months 0
care service 201 months — 300 months 2
= 301 months 0

2.2. RESULTS

2.2.1. EXPERIENCE WITH SERVICE UTILISATION

As service mobilisers, they described the pathway to the utilisation of children’s service as
‘not complicated’ or ‘twisted’. While the first description (‘not complicated’) referred to the process
of service usage for children with a clear diagnosis (Case 2) or no diagnosis (Cases 4 and 5), the
second description (‘twisted’) referred to the process for children with a borderline (Case 1) or a
complex (Case 3) condition.

2.2.1.1. The not complicated path
Specialised services were based on a diagnosis, meaning that if a child had a clear
diagnosis (Case 2), the path to service utilisation was simple.

‘The case isn’t particularly complicated, but it’s special, as normally few of our clients
choose to consult private specialists, probably because of financial concerns. However,
she [the child’s mother] took this extra step [private consultation], as she really cared
about her son. She was eager to find quicker ways to help her son and she also valued
the foster mother’s feedback. This explains why we decided to work together on this

step [private consultation]’ (FCW _02).
(&)



The children of Cases 4 and 5 used developmental services, including tutoring
schemes, UAP and extracurricular activities. These services were more accessible than the
specialised services, so the process of using the service was quite straightforward.

‘Actually, the child ... this child’s development is quite normal, there are no major needs
or problems with the child. We see this as part of the child’s development milestones’
(FCW_04).

2.2.1.2. The twisted path

Conversely, the informants needed to justify the use of specialised services in
cases of children with a borderline situation (Case 1) or a complex condition (Case 3). In this
circumstance, the process of service usage involved many twists and turns.

‘The child is a borderline case ... Compared to a serious situation, her abilities are not
so weak. But she is much weaker than most children’ (FCW_01).

‘It's complicated ... it’'s a complex case. Indeed, the child’s condition is complex.
Inattention and hyperactivity are notable issues, but not the most important ones.
I believe that his past experiences and background have had a profound effect on
him and his intellectual abilities. Therefore, the complexity of this child influences his
emotions, behaviour, social interactions and learning ... (FCW_03).

‘I think that the process involved is actually quite complex. First, we must consider
whether we have sufficient resources. Second, if we convince others to offer these
resources, we also need to check [our own resources] and justify our choice to others
[concerned parties] (FCW_03).

Due to the borderline and complex nature of the children’s problems, the social workers
made different referrals before finding a suitable one for the children.

‘I believe that it’s a path full of twists and turns. First, we attended the EETC (early
education and training centre) and then the integrated programme (IP in Kindergarten-
cum-Child care centre). When that didn’t work, we tried the SCCC (special child care
centre), then went back to a regular school. | know that all of this was done with good
intentions, for the child’s sake. | mean ... at first, | thought that the child might not do it ...
and maybe we should try some [rehabilitation services] first ... | didn’t know if this would
be better. | mean we started with the EETC first, which could have worked. But looking
back, | wonder ... (sigh) ... whether | was actually wasting the child’s time’ (FCW_01).

2.2.2. SERVICE EFFECTIVENESS

2.2.2.1. Perception of service effectiveness

The children with special needs showed one or more problems with behavioural
management, emotional regulation, learning abilities, interpersonal relationships and
attachment to adults (such as biological parents). An effective service could help them reduce
their symptoms and restore their functioning to obtain results comparable to their counterparts.
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‘This helps. Her foster mother said that she [the client] has improved a lot. In fact, | can
also see these improvements, particularly in her self-care, self-expression and word
recognition skills. The improvements in these areas are obvious; for instance, for the
alphabet, she can at least recognise some of the letters now’ (FCW_01).

‘Actually, this is ... also important, especially since he [the client] started taking
medication. He [the client] really improved his academic results. He can now learn in a
more relaxed manner and get better results. His foster mother said that he has the ability
to do it’ (FCW_02).

Indeed, the children’s improvements were not only important for them, but also for their
foster parents. The foster parents felt less stressed with daily care as the children progressed.
The improvement was very important, as the progress of children could sustain the stability of
the placement and affect the well-being of the children.

‘In fact, if the pressure or difficulties persist, the foster mother may consider giving up at
some point. The placement will then fail, and this will affect the stability of the boy’s care’
(FCW_02).

2.2.2.1.1. Specialised services
There were various comments on the effectiveness of specialised services. While some
services helped the children, others were not effective at all.

‘In terms of cognitive aspects, the child does not really benefit from the integrated
programme in CCC. Most homework focuses on writing and copying ... there is a lot of
writing and copying. Indeed, the child simply copies the text, but she doesn’t understand
the meaning at all’ (FCW _01).

‘[Self-care training] is conducted in a group. The foster mother did not think that it helped
the child. His self-care is still very messy’ (FCW_02).

‘Although the psychiatrist has adjusted the dosage of his medication [the child], it
does not work for him [the child]. Actually, he has been taking it for a few months now’
(FCW_03).

2.2.2.1.2. Developmental services

Comparatively, the informants had a more consistent view of the effectiveness of the
developmental services. Overall, they considered these services as important and useful to the
children, whether they had special needs or not.

‘He [the client] participated in a project called “333” after school, in which retirees or
other tutors were invited to become the children’s tutors, teaching them how to do their
homework. We have this [tutoring class] every day, and it is free of charge. He [the
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client] greatly enjoyed the class as he won the tutors’ recognition. He was appointed as
“little teacher” of the class, who was responsible for teaching junior form students. The
tutors also used many rewards, which helped improve his self-esteem’ (FCW_02).

In addition to developmental services, a stable and desirable foster care environment
was therapeutic for the children.

‘Actually, she [the client] lived with an older sister in the foster home. This older sister
was also a foster child, and she was 17 years old. She [the client] knew that her sister
was really good at drawing and she also liked drawing. So maybe ... she asked her
sister questions or showed her own masterpieces. Her sister was also able to give her
advice’ (FCW _05).

2.2.2.2. Factors influencing the accessibility and effectiveness of specialised services

The informants identified both barriers and factors facilitating the accessibility and
effectiveness of assessment and treatment services. While service accessibility refers to
whether the foster children could receive the relevant services, service effectiveness influences
their outcomes. These factors were related to service providers (i.e., system and organisation),
service users (i.e., foster children) and children’s supporters, including professionals (e.g. foster
care workers, referral workers, and teachers), paraprofessionals (i.e., foster care families)
and biological families. Table 53 summarises the key factors influencing the accessibility and
effectiveness of these services as perceived by the foster care workers.

Table 51 Barriers and facilitating factors influencing service accessibility and effectiveness

Service Providers Supporters
Barriers
Assessment Services
Accessibility * Lack of resources * Delayed identification
* Fragmentation of services * Lack of coordination of
pre-care information
* Discrepancy between
professionals and caregivers
Effectiveness * Incomprehensive assessments
Treatment Services
Accessibility * Lack of diagnosis * Discrepancy between professionals
* Rigid criteria for eligibility « Social stigmatisation
for services

Facilitating factors

Assessment Services

Accessibility * Sensitivity to the needs of children
* Mobilising resources proactively

Treatment Services

Accessibility * Dominant view of treatment methods |+ Good collaboration between family
caregivers and foster care worker /
foster parents

Effectiveness » Commitment of foster parents
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2.2.2.2.1. Barriers

Assessment Services

Eligibility for using a service was determined by the result of an assessment. If a child
was diagnosed with a specific problem, he or she was able to access the relevant service.
Hence, a timely assessment of the children was critically important.

‘The EP (educational psychologist) conducted an assessment and diagnosed him [the
client] with mild learning disabilities. The EP recommended the school offer support and
adjust his workload’ (FCW_02).

‘I strongly encourage children to do the assessment to identify problems, as | believe
that if the assessment doesn’t reveal any problem, it is great and we can all forget
our worries. But if some problems are diagnosed during the assessment, we can
immediately determine what we can do to help the child’ (FCW_03).

Service Accessibility
< Service providers

e | ack of resources

Although the children showed learning, behavioural, emotional or interpersonal problems,
they usually waited a long time for an assessment because there is an insufficient number of
assessors, such as psychiatrists, clinical psychologists and educational psychologists.

‘The usual practice is to conduct a preliminary screening among Primary 1 students.
After this screening, teachers should provide ... a list of potential students [with special
needs]. However, this assessment usually takes place when they [the students] are
in Primary 2, as they need to wait for the test. They often have to wait until Primary 2
because there are not enough EPs (educational psychologists). Sometimes, an EP
has to work with several schools, which means that if a particular school identifies a
considerable number of [potential] children, the waiting time for children from another
school increases’ (FCW_02).

¢ Fragmentation of services

Different assessment services were conducted by different professionals. Due to the long
waiting time for each assessment, the children, especially those with complex situations, would
experience a delay in receiving appropriate treatment.

‘The psychiatrist believed that his [the child’s] behaviour and emotions were possibly
affected by intelligence. At that time, the doctor was particularly concerned about his [the
child’s] level of intelligence. If he [the child] was intellectually disabled, this would explain
his inattention and other symptoms. Based on his/her [the doctor’s] belief, the doctor
refused to prescribe medication for the boy without further assessment. You know ... ID
and ADHD are totally different. For ADHD, you seek the help of a psychiatrist. However,
intellectual problems are treated by a CP (clinical psychologist) or an EP (educational
psychologist)’ (FCW_03).
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< Supporters

e Delayed identification

The foster care workers believed that there was a ‘golden time’ for the assessment.
However, many children came from complicated family backgrounds, thus their family
caregivers were not able to identify the children’s problems and mobilise appropriate resources
in a timely manner. As a result, many problems were identified late, usually after admission to
the foster care service.

‘Actually, this was already quite late ... Perhaps if he/she [the referral worker] had treated
the case earlier, for instance, if society had been more proactive in understanding the
[prime] time of [intervention] for family problems, the following interventions could have
been much more efficient. If the case had been identified when the child was 2 or 3
years old, the [services of] the government’s CAC (child assessment centre) could have
been provided much earlier’ (FCW _03).

e | ack of coordination of pre-care information
As there is no prescribed practice for coordinating the pre-care information of children,
it is possible to lose important information, such as assessment reports. For example, the child
of Case 2 had an assessment report on his special learning needs prior to placement, but the
mother had lost it. The foster care worker did not receive this report when the child was placed,
which delayed treatment.

‘Actually, when our children in foster care are confirmed with special needs, additional
subsidies are provided to foster mothers. The foster mother was aware of this
[arrangement], so she was really worried and asked the biological mother for the
relevant reports. The biological mother told her that he [the child] had been assessed
and that she had collected the reports. However, she probably lost them; thus, she had
to get them from the child assessment centre’ (FCW_02).

¢ Discrepancies between professionals and caregivers
Disagreement among professionals on the needs of children delayed referrals for assessment.

‘In fact, earlier [in 2016], we thought that he [the child] might encounter a number of
problems like ADHD. At that time, the psychiatrist believed that maybe ... I'm not sure
why, but he believed that he [the child] had no significant [clinical] problems. This may
be why he assessed this [the case] as a parenting problem. Well ... in July 2018, we
invited another volunteer from our agency, also a psychiatrist, to reassess the child. This
reassessment revealed that he [the child] had ADHD and that it was one of the complex
types. Therefore, later he [the child] started taking medication’ (FCW _03).

‘For instance, during our meetings, when | or the foster mother mentioned the child’s
problems, the RW (referral worker) felt that they were not really important ... From my
observations, not only was he suffering from inattention, but he also had significant
problems with his social relationships. That's why | asked the RW to refer him to the
CP service. It’s a pity that | couldn’t contribute more in this respect, and the RW is still
unable to make a referral’ (FCW_03).
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‘For example, | think that there are many students who have serious problems. However,
teachers might say that “Compared with other students, her [the child’s] problems are
not serious at all. She [the child] will have to wait a long time to be assessed” (FCW _05).

Effectiveness of Assessment Services
< Service providers

e Incomprehensive assessments

Although some children were diagnosed with special needs, they might not receive the
appropriate services because the assessment results did not reflect their true conditions. For
example, the child of Case 1 was not eligible to study in a special school when she started
primary education. The informant criticised the quality of the assessment report, which did not
fully reflect the ability of the child.

‘CAC (child assessment centres) not only offer assessments for children, but they also have
a set of questionnaires for teachers, parents, or more specifically, caregivers. Regarding
these questionnaires, | believe that the diagnosis depends heavily on the answers ... One
time, a foster mother told me that some teachers considered that the child had no problem
at all ... Sometimes teachers could not observe the children’s problems ... thus, I think the
answers weren’t comprehensive and accurate enough to provide a thorough understanding
[of the child’s situation]’ (FCW _01).

Treatment Services

Service Accessibility

< Service providers
e Lack of diagnosis
As mentioned earlier, most specialised services were offered to the children based on
their diagnosis. When the informants suspected that a child had a mental health problem,
but the child had not been assessed by a specialist, it was very difficult to mobilise the
relevant services for the child. Even worse, the child received no service while waiting for the
assessment.

‘I mean it is better if there is a professional assessment. Based on it, we know what the
child lacks ... But as | believe, for children whose symptoms are less observable, waiting
for an assessment is already a challenge’ (FCW_05).

[Interviewer: ‘During the period from waiting for an assessment to obtaining an
assessment report, is there support for the child?’] ‘Not really ... he/she will need to
consult the EP (educational psychologist) first, as a diagnosis must be made before the
school offers learning support’ (FCW_02).

¢ Rigid criteria for eligibility for services
Many criteria (e.g. age, |1Q test scores) for eligibility for the services are rigid, preventing
children with marginalised conditions from using the services.
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‘It’s like assigning [children with] certain scores to one group and others to another
group. For me, this is similar to prescribing medication, as it lacks flexibility’ (FCW_01).

« Supporters
¢ Discrepancy among professionals
The difference in views among professionals regarding the children’s needs affected
their ‘sense of ownership’ or their commitment to service coordination and monitoring.

‘When | or the foster mother mentioned the child’s problems, the RW (referring worker)
felt that the problems were not really important ... But | can see that the child’s emotions
are quite complex, not to mention his ADHD ... Yet the RW is still unable to make a
referral’ (FCW _03).

‘Perhaps ... | mean from my point of view, if a child is diagnosed [with special needs]
after being placed, and | ask the RW (referral worker) to provide [services] for the child,
obviously | feel that I'm ... more involved. | will probably encourage the child to use the
services. However, the situation was different; this child was already waiting [before
being placed], so ... | probably didn’t feel so involved because of that’ (FCW_05).

e Social stigmatisation
Some parents were hesitant to allow their children to use the mental health service
because of the labelling effect of mental health problems, such as disability or mental iliness. The
attitude of some parents could be changed with the appropriate intervention of professionals.

‘Well ... The child’s mother was also reluctant to talk about it [the child’s problem]. That’s
why she brought [the child] to the specialist alone ... [The mother failed to bring the child
to the next appointment because] she didn’t feel that there was a need, she told herself,
“Actually he/she [the child] does not need it, he/she doesn’t have any problem” (FCW _05).

‘Actually, by the time [the child] required a transfer to SCCC (special child care centre), her
mother also hesitated. She felt that ... as she did not know what it [SCCC] was, she was
scared to hear the term “special” ... she feared that [her child] would be labelled’ (FCW_01).

2.2.2.2.2. Facilitating Factors

Assessment Services
Service Accessibility
< Supporters
Two factors facilitating the timely assessment of the children were related to supporters: their
sensitivity to the special needs of the children and their proactive attitude to mobilise resources.
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e Sensitivity to the needs of children
While the knowledge of professionals, such as referring workers, foster care workers
and teachers, is necessary to identify the mental health needs of the children, the experiences
of foster parents are equally important. Those with rich experience in taking care of children
with special needs could help identify a problem early.

‘As she grew up, we [foster care worker and foster mother] found that she was really
slow ... slow in all aspects of development, including speech and self-care. At that time,
she was 3 or 4 years old but still used diapers. She was unable to use the potty ... We
believed that she might suffer from [developmental] delay’ (FW _01).

‘At the beginning, the foster mother found that the child’s main problem was inattention,
meaning that he also had learning difficulties. In fact, the foster mother had taken care of
children with ADHD before, so she had an idea of these children’s characteristics and their
situation. Therefore, she was able to quickly identify the child’s symptoms of ADHD’ (FW_02).

¢ Mobilising resources proactively
As the waiting time for an assessment at a government clinic was very long, support from
social workers and others who mobilised resources proactively, the provision of financial support
for private assessment services, and free services, could definitely shorten the waiting period.

‘At that time, the child was already over 5 years old, it would take too long for him to wait
for a CAC (child assessment centre). He would probably still be waiting after Primary
1. Therefore, we organised [these services] from our agency instead’ (FCW_03).

Treatment Services

Service Accessibility

< Service providers

e Dominant view of treatment methods
The dominant view of mental health treatment methods could easily build consensus
among different stakeholders to ensure seamless access to services.

‘There are mainstream views on the disorder [ADHD] and its treatment. The foster
mother had taken care of children with ADHD before and believed that there was a
“treatment path” for these children. She believed that ADHD should be treated with
medication as soon as possible. According to her, the symptoms significantly affected a
child’s learning, social interactions, temper and self-control. Therefore, medication was
the only solution, especially when the child performed better with it, further confirming
her belief. This belief was also shared by the [child’s] biological mother, as she found
that medication helped her son’s condition’ (FCW_02).
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< Supporters
¢ Good collaboration between family caregivers and foster care worker / foster parents
The family caregivers played a key role in the children’s service utilisation, including
giving consent for service referrals, bringing the children to receive these services and
providing financial support for these services. Therefore, the active participation of the family
caregivers facilitated a smooth service utilisation process. This participation was based on a
relationship of trust among family caregivers and the foster parents / foster care worker.

‘In fact, the foster mother felt that the child’s condition was similar to that of [ADHD],
and she strongly encouraged the biological mother to “consult a doctor to confirm the
diagnosis”... She [the biological mother] agreed with the foster mother’s view and
respected her suggestions, especially when these were made so firmly ... As she [the
biological mother] felt that the foster mother spent more time with her son than she did
herself, she was willing to follow her advice’ (FCW _02).

Service Effectiveness
< Supporters
e Commitment of foster parents
Taking care of children with special needs is not easy. Foster parents have to be very
committed and willing to do a lot of extra work for these children, such as escorting them to

receive services, providing home-based training, liaising with teachers and attending in-service
training. The more committed the foster parents, the more effective the services will be.

‘The role [of foster parents] is really important and [the duties are] heavy. In addition to
providing care and guidance, the training and escort offered are equally important ... |
believe that this also implies the extra role of a companion. You need to accompany the
child and work with him/her to motivate him/her’ (FCW _01).

2.2.3. SUMMARY

In summary, these children used the services differently. The children with or without a
clear diagnosis had a more straightforward process to follow to obtain use of the services than
those with a marginalised and ambiguous condition. Service effectiveness was important not
only for reducing the children’s symptoms and restoring their functioning, but also for ensuring
stable placements. While the informants had a consistent view of the effectiveness of the
developmental services, their views differed regarding the quality of specialised services.

Various factors affected the accessibility and effectiveness of assessment services.
Some barriers related to service operators (i.e., lack of resources and service fragmentation)
and supporters (i.e., delayed identification, discrepancy among professionals and caregivers)
prevented the children from receiving a timely assessment. Conversely, supporters who are
highly sensitive to the children’s needs and have a proactive attitude towards mobilising
relevant resources could contribute to the timely assessment of these children. Regarding the
effectiveness of the assessment, one informant commented that the scope of the assessment
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did not reflect the actual condition of the children, resulting in a mismatch between the needs of
the children and the services offered.

The accessibility of treatment services was hindered by factors related to the service
operators (i.e., lack of diagnosis and rigid service eligibility criteria) and supporters (i.e.,
discrepancy among professionals and social stigmatisation perceived by the parents). The
dominant view of the treatment methods and the cooperative attitude of the family caregivers
allowed smooth access to the services. In terms of service effectiveness, the commitment
of the foster parents was significant in maximising the positive effects of the services on the
children.

3. FOSTER PARENTS

3.1. DEMOGRAPHIC CHARACTERISTICS OF THE FOSTER PARENTS

All foster parents were women and were also the primary caregivers of the children in
the foster home. They were experienced foster parents, with at least 48 months of being a
foster mother. Their experience of taking care of these children ranged from less than a year to
more than five years.

Table 52 Demographic characteristics of the foster parents (N = 5)

Item N
Female 5
Gender
Male 0
<40 0
41 -50 1
Age 51-60 3
61-70 1
>71 0
. Married 4
Marital Status -
Divorced 1
] ] < 50 months 1
e e ing 51 months — 100 months 1
a foster home
101 months — 200 months 2
= 201 months 1
Durati ” < 20 months 1
uration o
taking care of the child einen i sIsCINoNIN 2
41 months — 60 months 1
2 61 months 1
Number of children 1 foster child 5
currently fostered
2 foster children 3
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3.2. RESULTS

3.2.1. EXPERIENCE WITH SERVICE UTILISATION

3.2.1.1. Children with special needs

The foster parents had a general understanding of the children’s condition and
understood that they had to provide additional support for these children on a daily basis, such
as taking the children to receive different services, monitoring their medication at home and
liaising with mental health professionals.

‘The child was diagnosed with developmental delay, which means that she learns slowly.
She has performed slowly in all aspects, such as speaking and walking, since birth. Her
problems were confirmed by the assessment results’ (FP_01).

In addition to providing additional support, they had to discipline the children at home.

‘Regarding his [the child’s] habits, I told him [the child] to change his uniform after school
every day, but he will throw it everywhere ... He picks it up and throws it everywhere
again and again ... | insist that he picks it up; otherwise, he cannot have a snack. | use
this way to teach him’ (FP_03).

3.2.1.2. Children without special needs

The children without special needs were described as docile and obedient by the foster
parents. They did not encounter many difficulties in daily care and parenting.

‘I think this child was easy to look after because she was docile when she was a little
child ... But she is a bit naughty as growing up. Sometimes, she does not answer when |
talk to her’ (FP_04).

‘She [the child] has changed. At first, she did not follow my instructions at all ... | mean
she was quite naughty ... but she quickly adjusted her attitude’ (FP_05).

3.2.2. SERVICE EFFECTIVENESS

3.2.2.1. Perception of service effectiveness

Service effectiveness had a direct effect on the daily care of the foster parents. An effective
service helped reduce the behavioural and emotional problems of the children, alleviating the
daily care and parenting stress of the foster parents. If the children had serious behavioural
and emotional problems and did not improve after receiving the service, the foster parents felt
helpless and hopeless, which affected their mental health and the stability of the placement.

‘| took care of hyperactive children before. But | really don’t know why this child’s
problem is so serious ... He shouts all the time ... he never stops .... he likes to lean on
everything, rub everything ... That’s why | told [the foster care worker] that | wanted to
quit. Actually, | have a hard time leaving’ (FCW_03).
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‘I think maybe | can tolerate it for a short time... It is really difficult to take care of him....
| hope that the doctor can give a correct assessment, confirm that he has ADHD and
prescribe medication ... Then | will be less burdened and he will not have to leave my
home’ (FP_03).

3.2.2.1.1. Specialised services

Like the foster care workers, the foster parents had differing views on the effectiveness
of specialised services. Some observed that the children made great progress, while others
found that the children’s situation was unchanged or even became worse than before (e.g., the
perception of FP_02). This foster parent had more difficulties with disciplining the child when
he grew up without improvement.

‘She made clear progress this year. In addition, this school is really good ... it is a
special school that offers a lot of training. The teaching method suits her abilities ... it is
adapted to her. This teaching approach is really good’ (FP_01).

‘[Interviewer: What are you worried about the most?] Interviewee: Psychological health
... Actually, he has no feeling, | mean he does not feel the concern of others. He does
not bother with others, is not concerned about others’ (FP_02)

‘I met the clinical psychologist once. | told him about the general condition of the child.
He roughly knows about his condition. But | think the psychologist is pretty weak’ (FP_02).

‘... getting worse ... | think [the child’s condition] is deteriorating. For example, | try to
stop him when he fights with others. But he is strong’ (FP_03).

3.2.2.1.2. Developmental services

The foster parents, especially those of children with special needs, barely discussed
the developmental services. Only the informant of Case 5 emphasised the importance of
developmental services for the child. She also suggested that the children should receive more
financial resources.

‘For example, during the summer holidays, as it is a long holiday, | want the child to
participate in summer activities. If her mother cannot afford it, society should give the
child some support ... The Social Welfare Department should offer to pay the fees. At
least, the child could participate in some activities’ (FP_05).



3.2.2.2. Factors influencing the accessibility and effectiveness of specialised services

Table 53 Barriers and factors facilitating service accessibility and effectiveness as
perceived by the foster parents

Service Providers Supporters Users
Barriers
Assessment Services
Accessibility ¢ Inaccurate assessment
Treatment Services
Accessibility ¢ Limited decision in ¢ Clear division of labour
service selection among professionals
¢ | ong waiting period
Effectiveness ¢ Limited support from ¢ Motivation of
the school children
Facilitating Factors
Treatment Services
Effectiveness e Commitment of foster
parents

3.2.2.2.1. Barriers

Assessment Services
Service Effectiveness

«» Service providers

* |naccurate assessment
Because of an inaccurate assessment of the children’s problems, they were not provided

with appropriate services.

‘I believe that his [the child] assessment was ... this is just my personal opinion, not
professional. For me, the assessment result was wrong. As she [the interviewee’s friend]
said, “How come he [the child] wasn’t [diagnosed with ADHD]? If there’s a 10-point
scale, then the child should score well above 10!” | mean he [the child] is absolutely not
... under control ... | think he is unable to control himself’ (FP_03).

Treatment Services

Service Accessibility

«» Service providers

e Limited decision in service selection
The parents had very limited or even no say in the choice of services, although there
was a mismatch between the needs of the children and the services offered.
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* Long waiting period
The waiting time for some services was very long because the eligibility criteria, such as
age, were rigid.

It [the walit] lasted almost two years. We had to wait a year for the first assessment.
After one year, the child had to wait for another 7 months for the second assessment.
[We waited a year for the second assessment] because they [the professionals] said that
the assessment should be done only when the child was 6 years old and started primary
school’ (FP_03).

< Supporters
¢ Clear division of labour between referring workers and foster care workers
The clear division of labour between referring workers and foster care workers delayed
the timely service referral for children.

‘Yes. | talked with Ms X (the foster care worker), but she told me that this [the referral]
depended on the hospital and that there was not much she could do. Actually, when
waiting for the government’s [services], Ms X didn’t really help. The one who was really
helpful was the [social worker from the] government ... It gave me the impression that ...
although they were both social workers, the referral letter written by the [government’s
social worker] was more convincing’ (FP_02).

Service Effectiveness
< Supporters
e Limited support from the school

Although the children had learning difficulties, they did not receive sufficient support
from their schools.

‘Because of her [the child’s] low intelligence, [the doctor] recommended reducing the
amount of homework ... There was sometimes fewer [homework], such as an exemption
for one or two “Challenge Questions” or the “Math Challenge Questions”, but she still
had to complete the rest of the questions. | once compared her workload with that of her
classmates and they were the same’ (FW_03).

‘At first [the teacher] insisted ... insisted on asking her [the child] to do the homework.
Then | told her that she wouldn’t do it, | didn’t want her to ... If she could really do the
homework, of course I'd ask her to do it. However, this was “mission impossible” for her.
Why should | force her to do it? Well ... after | took a stand, the teacher stopped talking
about it and just dropped it’ (FP_01).

< Service users

¢ Motivation of the children
The children were perceived as not cooperating with the professionals. For instance, the
foster mother of Case 2 said that the child did not want to live with his mother, but he deceived
the clinical psychologist. Hence, the psychologist was unable to provide relevant support.
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‘The child said, “I want to live with my mother.” He lied. | asked him, “Why did you lie?”
Then, he was silent. | said, “You should not lie” (FP_02).

3.2.2.2.2. Facilitating Factors

Treatment Services
< Supporters
e Commitment of foster parents
A strong commitment to taking care of the children on the part of foster parents
could maximise the positive effects of the services. This support included both tangible (i.e.,

escorting, liaising with related parties and learning relevant training skills) and intangible (i.e.,
being persistence and patient with the children) aspects.

¢ Taking the children to receive services
As the child of Case 1 needed to receive different training because of a developmental
delay, the foster mother always took the time to accompany her. She also observed the training
provided by professionals and tried to provide home-based training for the child.

‘For speech therapy, they [the therapists] ask the parents to come. That’s why |
accompanied the child, while | also ... observed their training’ (FP_01).

¢ Negotiation with related parties
The informants took the responsibility to liaise with different parties, such as doctors and
teachers, to ensure that the children benefited from the services.

‘[When the child forgot to take his medication] | told him [the child], “You can’t do this.
For God'’s sake, you need to take at least one pill!” Then | informed the doctor [of the
situation]. The doctor, Dr X, was really nice, so | asked him to prescribe him [medication
with an eight-hour calming effect]’ (FP_02).

® |earn relevant skills
Some informants were willing to spend more time to receive in-service training and
acquire relevant skills to support the children at home.

‘After completing [the parent-child play therapy course], | tried play therapy with her [the
child] at home using toys. As | continued to work on it, she became more confident and
gained a greater sense of security, meaning that she was gradually less anxious around
people’ (FP_01).

e Patience and persistence
Although taking care of children with special needs was exhausting, the informants were
very patient and persistent with the children.

‘One time, | tried to teach her [the child] something, but it took her over a year to master
it (FP_01).
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Despite their significant role, the foster parents received limited support. Additional
financial support is currently available only for foster parents caring for foster children with
ADHD, autism, mental disabilities and dyslexia.

‘For transportation costs ... yes ... | pay them out of my own pocket, they are not included
in the subsidy. This is disappointing. Why are foster parents not eligible to apply (for a
transportation fee subsidy)? Indeed, | look after [children] with special needs’ (FP_01).

3.2.3. SUMMARY

The foster parents were the primary caregivers of the children and had added
responsibilities for caring for children with special needs. They were very stressed about
disciplining these children, especially those with serious behavioural and emotional problems.
Hence, the quality of services was significant not only with respect to restoring the functioning
of the children, but also with regard to easing the burden on the foster parents. While
they understood the importance of specialised services, they placed less importance on
developmental services for the children.

One informant questioned the effectiveness of the assessment services as they could
not reflect the actual condition of the child. With respect to treatment services, the children had
difficulty accessing them because of the limited choice of their parents and the long waiting
period. A clear division of labour between different professionals also delayed timely service
referrals. Although the lack of support from schools and the low motivation of the children
negatively affected service effectiveness, the support of the foster parents helped maximise the
positive effects of the services on the children.



4. FAMILY CAREGIVERS

4.1. DEMOGRAPHIC CHARACTERISTICS OF THE INFORMANTS

Five family caregivers, including one paternal grandmother and four biological mothers,
participated in the study. Four caregivers were divorced or separated. Most families lived with
the support of financial aid. One parent suffered from depression and was receiving psychiatric
help.
Table 54 Demographic characteristics of the informants from the biological families (N = 5)

Item

Male
Female
<30
31-36
37 -41
242

Biological mother

Gender

Age

Relationship with children
Paternal grandmother

Married

Marital status Divorced/Separated
Cohabitation

Full time

Work status
Homemaker

< 5,000
5,000 — 9,999
10,000 — 14,999
15,000 —19,999
220,000

Unknown

Family monthly income

N|lo|lON|O|lWIND|~|M|lO|~|D|~|IN|[A|]~jlOM|O|Z

Comprehensive Social Security
Assistance (CSSA) scheme
Old Age Living Allowance

—

Financial aid received* Financial Assistance Scheme for Students

Other, such as pension

Other, such as foster care allowance

None
Mental health/physical health Yes
problems No

Specialist psychiatric services

Mental health service received* None
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Unknown

* Multiple choice question
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4.2, RESULTS

4.2.1. EXPERIENCE WITH SERVICE UTILISATION

All the parents tried to tackle their children’s problems. However, they faced
constraints such as limited intelligence (Case 1), lack of available time to spend with the
children (Cases 2 and 3) and personal problems (Case 5), which prevented them from
actively engaging in their children’s problems. As a result, some parents struggled to discuss
their experience with service use in detail.

‘Her [the child] movements were ... relatively slow. What a shame. | asked the foster
mother, as she was the one who took her [to appointments] most of the time. | took her
myself maybe once or twice, so auntie knew [the child’s situation] better’ (FCg_01).

‘It's because | do not have much contact with him [the child]. | know that he is not
medicated on the weekends. He only takes medicine at school, at the tutoring centre
or when he does his homework. He does not take it during the summer holidays.’
[Interviewer: ‘According to Mrs. X’s (the foster mother’s) description, is he significantly
different with and without medication?’] ‘He seems calmer’ (FCg_02).

‘The foster mother said that he [the child] has ADHD ... | am not the one taking him [to
appointments]; he is mainly brought there by the foster mother and Ms Z (the foster
care worker). | do not accompany him to his ADHD treatment [medical follow-up], but |
monitor his medication [during a short stay]’ (FCg_03).

4.2.2. SERVICE EFFECTIVENESS

4.2.2.1. Perception of service effectiveness

4.2.2.1.1. Specialised services

Some specialised services, such as special schools, medication and the clinical
psychology services, were effective in helping their children, according to the informants. They
felt that their children improved their learning abilities, behaviour management and emotional
regulation skills.

‘I think the child has made great progress in speaking after living with the foster mother’
(FCg_01).

‘Whenever | met his teachers, they told me that he [the child] was well behaved and
obedient at school [after taking medication]’ (FCg_03).

‘[The clinical psychology service] helps in a way, as | believe that he [the child] prefers to
listen to others than to us’ (FCg_03).
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Conversely, the informants of Cases 2 and 3 found that specialised services (i.e., self-
care training and medication) were not helpful for the children. In particular, the caregiver of
Case 3 felt that the child’s situation was worse after taking medication.

‘Self-care was a challenge, probably because he [the child] was a boy. Compared with
his [the child’s] two older sisters, his [self-care] was relatively weak. He was different
from his two sisters, who could take care of themselves since they were little, putting
their clothes, homework and books in their place. He couldn’t do that’ (FCg_02).

‘Regarding [the child’s] ADHD, I'm not too sure ... After taking medication, | suppose...
but he is more or less the same. It [the child’s situation] is worse than before taking
medication’ (FCg_03).

4.2.2.1.2. Developmental services

Most parents were concerned about the developmental issues of their children, such
as physical and mental well-being, academic performance and interpersonal relationships,
whether or not they had special needs.

‘I am worried about her health. | will be satisfied if she can grow up to be happy and
healthy, without illness’ (FCg_01).

‘I really worry about his promotion to secondary school because he is not doing well
academically’ (FCg_02).

‘For instance, | do not like her [the child] ... to behave immaturely. She has outburst of
enthusiasm with strangers ... | try to hide it’ (FCg_05).

Some parents perceived that the services were useful for their children, but they felt
burdened by the cost.

‘Learning is so important for children ... but a tutoring service is so expensive in Hong
Kong. Based on our family situation, it is financially difficult to support her to attend
tutoring classes ... But she will be too “relaxed” if she doesn’t attend them. | don’t want
her to be like that’ (FCg_05).

4.2.2.1.3. Foster care service

According to the family caregivers, the foster care service had a significant effect on the
well - being of the children. Sometimes, the parents had emotional difficulties with disciplining
their child. The support of the foster parents helped them a lot.

‘It's getting a little bit better. | mean auntie reminds her [the child] when she stays there
[in the foster home] and she is warned whenever she does it [misbehaving]. However,
sometimes, when gentle reminders do not work ... | become really mad and reactive.
Then | tell her off when | am boiling with anger’ (FCg_05).
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1 told the foster mother that if she [the child] is teased by her classmates, she [the foster
mother] has to report it to the teachers. She has to stop it. Don’t stay silent’ (FCg_04).

4.2.2.2. Factors influencing service accessibility and effectiveness

Table 55 Barriers and factors facilitating service accessibility and effectiveness as
perceived by the family caregivers

Service Providers Supporters
Treatment Services
Barrier
Accessibility ¢ Unable to meet service eligibility
criteria
Facilitating Factor
Effectiveness ¢ Mother’s personal experience
¢ Good collaboration with foster
mothers

4.2.2.2.1. Barrier
Treatment Services
Service Accessibility

< Service providers

e Unable to meet service eligibility criteria

A child did not meet the service eligibility criteria due to the borderline nature of the
problem.

[Interviewer: ‘Did you feel disappointed when your child failed to study in a special
school?’] Interviewee: ‘| was a little disappointed, but this was something beyond our
control. Following the assessment result, we could do nothing if they [the professionals]
said no. If possible, of course we’d like to [send the child to a special school], as the
foster mother also wanted her [the child] to study in a special school. We didn’t want
her to learn nothing. In a class with a large group of students, she probably won't learn
properly’ (FCg_01).

4.2.2.2.2. Facilitating Factors

Treatment Services
Service Effectiveness
< Supporters
e A mother’s personal experience

When the informants had a positive experience with using a specialised service, they
tended to adopt a positive attitude towards the children’s use of the service.
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‘My personal experience was very positive, as a teacher only taught 10 [students].
I learnt this way and it was easier to learn’ (FCg_01).

e Good collaboration with foster parents
Most informants perceived that both foster care workers and foster parents were very
helpful and trustworthy. They usually trusted them with their children’s problems.

‘[The foster mother told me to let the child repeat K3.] By repeating a year, we wanted
her to have a better foundation. Then when starting Primary 1 next year, it will be less
painful and stressful for her ... | said okay because | could see that the foster mother
was ... doing this for the child’s own good. That’s why she [the foster mother] asked me
to do this’ (FCg_01).

Although this collaboration enables a smooth service utilisation process, the parents
tend to rely too much on professionals and foster parents, only playing a peripheral role in their
children’s problems.

4.2.3. SUMMARY

The family caregivers usually delegated authority to the foster care workers and foster
parents in terms of service mobilisation and monitoring due to personal constraints. Although
this reflected the high level of trust in the social workers and substitute caregivers that the
biological parents have, the biological parents may rely too much on them, thereby reducing
their active involvement in their children’s problems.

With respect to the effectiveness of specialised services, while some informants
observed that the children made great progress, other informants found that the children’s
situation was unchanged or even worse after receiving the services. Aside from the mental
health needs of the children, they were concerned about the children’s developmental needs
and felt that the developmental services and the foster care service benefited the children and
themselves. Compared to the views of the foster care workers and foster parents, only some
factors affecting the accessibility and effectiveness of treatment services were highlighted by
the family caregivers. This might suggest that these informants were not actively involved in
their children’s use of the services.
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5. FOSTER CHILDREN
51. DEMOGRAPHIC CHARACTERISTICS OF THE CHILDREN

Four children participated in the interviews. There was an equal number of children with
and without a diagnosis. Most children (N = 2) used developmental services such as a tutoring
service and the UAP. One child used a specialized service (i.e., SCCC) and one child utilized
both types of service.

Table 56 Demographic characteristics of the children (N = 4)

Item N
Male 1
Gender
Female 3
A 6-8 3
e
g 9-11
Kindergarten 1
Education
Primary 3
Main Reason for admission Child 0
to the foster care services Family 4
Number of placements 1 2
(including the current placement) 2 2
Yes 1
Diagnosis
No 4
1-2 3
Number of services currently used > p
Specialised 1
Nature of services Developmental 2
Both 1

5.2. RESULTS

5.2.1. EXPERIENCE WITH SERVICE UTILISATION

Although the children were the primary service users, they usually had a limited
understanding of the services, such as the reasons for referral or the nature of the services.

[Interviewer: Yes ... so you know you are going to XX school in September, right? Did
the foster mother tell you why you have to study there again, when you studied there
before?]’ Foster care mother: ‘I didn’t tell him/her [the child].’ [Interviewer: ‘Do you know
why?’] Child: ‘No’ (FC_01).

[Interviewer: Why do you see the doctor?] Interviewee: Because | have a mood disorder.
[Interviewer: Who told you about this?] Interviewee: Probably the hospital ... earlier
while playing in the playground, | was hurt and was left with a scar. In 2015, | had to take

medication’ (FC_02).
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5.2.1.1. Perception of service effectiveness

5.2.1.1.1. Specialised services

Overall, the informants were positive about specialised services. The child of Case
1 could not clearly remember her previous experience with using the service, but was able
to tell the researcher that she was happy and learnt a lot in her current school, which was
confirmed by the foster parent.

‘I'm learning to write ... writing numbers ... and English ... and words taught by the
teachers.’ [Interviewer: ‘Wow! Did you know all this before?’] Interviewee: ‘No’ (FC_01).

‘You couldn’t even count from 1 to 10 before, and see, now you can count to 25’
(FCP_01).

The child of Case 2 felt that his medication really helped improve his condition. He
became calm and well behaved at school after taking medication. However, he also noticed a
side effect of the medication on him.

[Interviewer: Do you think your medication helps you?] Interviewee: It’'s okay, as it helps
control [my emotions] and it really can cure me ... treat my problem ... [and] improve my
concentration. But | lose my appetite after taking it. | can only eat less than half of my
lunch. | always leave food’ (FC_02).

5.2.1.1.2. Developmental services

With respect to developmental activities, the children were enthusiastic when they
shared their experiences with the tutoring schemes, the UAP and extracurricular activities. In
addition, the children enjoyed participating in these activities with their family members. They
treasured the positive views of their teachers, tutors and coaches, and they felt empowered.
For instance, the child of Case 2 joined a tutoring scheme and was assigned the role of
assistant to supervise the homework of other children. He shared his method of managing
students who did not comply with the rules and regulations, which was very child-focused.

1like it ... but not to revise, because | can’t memorise anything, no matter how hard I try.
[l like it] because as long as you finish your homework between four and five o’clock, up
to half past five, you will be rewarded’ (FC_02).

‘But | started volunteering as “a little teacher” in Primary 3 ... this wasn’t [actually
volunteering], it was by appointment, from the second term of Primary 3. Probably
because | did my homework quickly’ (FC_02).

‘They were exhausted and said that they were really sleepy. At that time, they were so

sleepy that they fell asleep while doing their homework. | let them sleep for a while so
that they could work again when they returned home’ (FC_02).
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In addition, the children were satisfied with the participation of their family members in
these activities. Indeed, many children expressed the wish to spend time with family members,
especially their parents and siblings.

‘[Interviewer: Oh, so do you like this activity (Understanding Adolescent Programme)?]
I really like it ... The best part is ... the parent-child day camp’ (FC_05).

5.2.2. SUMMARY

The foster children were the primary service recipients. However, as minors in the family
and in society, the children had little say in the selection of services. With little involvement in
the decision- making process, they could only receive services, especially specialised services
passively. It could also be difficult for them to evaluate the quality of these services.

6. COMPARISON BETWEEN DIFFERENT STAKEHOLDERS

In a care context, the foster care workers and foster parents were the service providers,
the family caregivers and the children were the service recipients. They had different roles and
responsibilities regarding the children’s use of the service, particularly in the case of specialised
services, which also shaped their experiences with service utilisation.

The foster care workers and foster parents played an active role in service identification,
mobilisation, coordination and implementation. The accessibility and effectiveness of the
services were not only significant for the recovery of the children, but also for the burden of
care on the foster parents. The latter was important, as it was related to their mental health,
which in turn affected placement stability. Conversely, the family caregivers and the children
played a relatively passive role in receiving help from professionals and foster parents. This
could prevent them from actively participating in service use, and be particularly so for children
as they usually play a minor role in the family and society.

In addition, the views on the importance and effects of developmental services varied
between stakeholders. While the foster care workers and foster parents emphasised the
value of specialised services as being essential to reducing the children’s symptoms and
restoring their functioning, the family caregivers attached equal importance to specialised and
developmental services for their children. A holistic development of their children was very
important, whether they had special needs or not. The children shared the same view as their
parents. Although they treasured the support of specialised services, they enjoyed participating
in developmental activities.

With respect to the barriers to and factors facilitating the accessibility and effectiveness
of assessment and treatment services, it was interesting to find that both service providers and
children’s supporters played a more important role than the service users (i.e., the children).
Moreover, the foster care workers and foster parents expressed their views in more detail than
the family caregivers and children, further confirming their different roles and responsibilities.
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PART V DISCUSSION

Some significant observations of the mental health needs and service use of foster
children were made in this study, in relation to the mental health system, the care system and
the school system in Hong Kong.

1. MENTAL HEALTH SYSTEM

1.1. DIAGNOSIS-DRIVEN

The findings from both the quantitative study and the qualitative study indicate that mental
health services for foster children are currently diagnosis-driven. Moreover, as reported by
foster care workers and foster parents, children are only eligible for mental health services if
they have an established diagnosis. Taken together, these findings suggest that obtaining an
assessment is the key to the children getting access to mental health services.

1.2. RESOURCES AVAILABILITY

The study findings also indicate that public resources are insufficient to address the mental
health needs of children in foster care (Table 30 and Table 32). The qualitative study findings
also demonstrate that some children who have mental health or developmental issues are
placed on a waiting list for a considerable time before they can get an assessment due to an
insufficient number of assessors. Even after an assessment, some children who were eligible
for services were required to wait for a long time for treatment due to the insufficient provision of
treatment in the public sector.

2. CARE SYSTEM

2.1. RISK FACTORS PERTAINING TO THE MENTAL HEALTH ISSUES OF CHILDREN

Our study identified several risk factors that can cause mental health issues in foster
children, including gender, participation in extra-curricular activities, and the quality of foster
parent-child relationship. Specifically, male foster children were 3.5 times more likely to fall
within the clinical range of the CBCL total scores than female foster children. Foster children
who participated in extra- curricular activities, however, had a lower risk of falling within the
clinical range set by the CBCL total scores. Foster children who had a better foster parent-
child relationship had a lower likelihood of falling within the clinical range of the CBCL external
scores (Table 46).

In addition, our study identified several risk factors that can cause mental health service
use in foster children, including gender, and participation in extra-curricular activities.
Specifically, male foster children have an increased likelihood of receiving these services,
and they are 3.68 times more likely to receive the services than female foster children. Foster
children who participated in extra- curricular activities had a lower likelihood of receiving these
services (Table 47).



2.2, ROLE OF FOSTER CARE PARENTS

Our findings also suggest that foster parents play an important role in promoting access
to treatment and treatment effectiveness. The results of our qualitative study demonstrate that
although professionals have limitations on their ability to obtain treatment for children with
borderline cases, the ability of foster parents to engage or negotiate with the needed services
helps foster children gain access to treatment. After foster children enter treatment, the foster
parents’ involvement in the children’s treatment — in terms of taking the children to receive the
services, negotiating with related parties, learning relevant skills and displaying patience and
persistence with the children — facilitates treatment effectiveness.

Whilst a commitment to the treatment and involvement from foster care parents are crucial
for treatment effectiveness, some factors that may have a negative influence on foster parents’
involvement and commitment deserve further attention. First, a child’s externalised behaviour
can have a negative effect on his or her relationship with the foster parents, possibly because
the foster parents are too exhausted to discipline the child or lack the appropriate parenting
skills. Second, although most foster parents try their best to care for foster children with special
needs, insufficient support (e.g., subsidies) might prevent them from providing quality care.

2.3. ROLE OF FAMILY CAREGIVERS AND CHILDREN

The qualitative findings show that although most family caregivers and children valued
support from professionals and foster parents, they tended to place a great deal of reliance
upon the professionals and foster parents and play a passive role in service selection and use.
As a result, family caregivers may lack the competence to care for their children, particularly if
family reunification was the permanent plan for these children. Moreover, the children, who are
the actual service recipients, lack a voice in service selection and use, and without their voices,
it is difficult to provide tailor-made services for them.

3. SCHOOL SYSTEM

3.1. SUPPORT FROM SCHOOLS

School is one of the most significant contexts for children’s learning and development.
Due to these children’s disadvantaged backgrounds, their learning needs differ from those of
their counterparts, whether they have a diagnosis or not. Many teachers tend to overlook their
backgrounds and treat them the same as their peers. Moreover, some children who manifest
learning difficulties cannot receive sufficient educational support from their schools.

3.2. FUNCTION OF EXTRA-CURRICULUM ACTIVITIES

This study reveals that the developmental services offered were highly valued by the family
caregivers and children. Foster children who are excluded from extra-curricular activities are
more likely to have mental health issues due to being marginalised, suggesting the importance
of extra- curricular activities for promoting children’s mental health and development.
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PART VI RECOMMENDATIONS

Based on the study findings, several recommendations are proposed.

1. MENTAL HEALTH SYSTEM

An increase in resources for the mental health system is needed because insufficient
resources lead to a delay in receiving assessments and accessing treatment. The mental
health system should expand such resources to children receiving out-of-home care service
because their needs differ from those of in-home children. Moreover, foster care workers are
encouraged to work with foster families to advocate for more resources to be provided to
assessment and treatment services from the public sector. In addition, social workers could
help children and their families to explore different resources (e.g. funding) for treatment in the
private sector for children who are not eligible for public services.

Case management services are needed to coordinate the services from assessment to
treatment. Because inconsistent views of various parties on children’s issues could lead to
delays in assessment and treatment, it is suggested that case management services help all
key informants gain a comprehensive understanding of the children’s issues and that they
clearly present those issues in the assessment. The function of case management services
should also include helping foster families fill in service gaps and monitor service provision.

More services and programs that address children’s developmental needs are warranted.
Because mental health services for children are diagnosis-driven, foster children who have
mental health or developmental issues but do not have an established diagnosis or are on a
long waiting list for assessment and/or treatment cannot receive services. In such cases, the
provision of more services or programs to support developmental needs could fill in the gaps
created by the children’s needs and service limitations.

2. CARE SYSTEM

Although the results reveal that gender, the frequency of returning home and the number
of placements are the risk factors for mental health issues, it is suggested that professionals,
especially child welfare professionals, should devote greater attention to high-risk cases. An
increase in the frequency of case reviews for high-risk cases would be helpful for the early
detection of issues in these children.

It is also necessary to establish and maintain a reliable database to help those involved
make better informed decisions, plan targeted interventions that address the mental health
needs of children in foster care, and support these children’s development into healthy and
resilient adults. As found in the present study, predictors of the mental health needs or the
service utilization of foster children included both the variables at the foster child’s level (gender
and participation in extra- curricular activities) and the foster family’s level (foster parent-child
relationship). The database should not only collect information at an individual level, but also



at an interpersonal level to understand any significant influence in the social environments on
the mental health of the foster children. The database should be made available to the case
workers and other collaborative helping professionals (e.g. occupational therapists, speech
therapists) to promote an understanding of the foster children in a more holistic perspective in
the mind of every involved party. A special working committee of experts in child welfare should
be set up, and the key stakeholders should include children.

Furthermore, an increase in support for foster parents who care for children with
special needs is urgently needed. In addition to expanding the scope of financial support,
it is suggested that more educational services, special training and extra support for foster
parents are needed because the foster parent—child relationship can affect the foster parents’
commitment to help such children gain access to treatment. These services could include
activities and training programmes designed to enhance involvement and create an awareness
of mental health, child development and strength- based management among foster parents.

Because the biological parents are also key informants of the children’s behavioral issues
and potential careers, services for biological parents are also necessary. Services that aim
to help biological parents understand their child’s situation and/or gain more information
about their child’s developmental needs should be increased. These services could include
education, parenting training and financial support to access needed services.

The children themselves should play a more active role in the selection and use of
services, and professionals should treat them as work partners. Their voices must be amplified
through formal (e.g., case review) and informal (e.g., casual contact) channels to make mental
health services more child- centred.

3. SCHOOL SYSTEM

Many children in foster care have disadvantaged and traumatic backgrounds that have
had a negative influence on their learning. School-related staff should understand their special
conditions and distinguish their learning needs from those of general children. Foster children
with mental health needs should receive extra support from their school to facilitate their
learning. Moreover, because a lack of participation in extra-curricular activities could result in
negative outcomes, children should be encouraged to participate in extra-curricular activities.
To do so, it is suggested that schools increase collaboration with community services at the
district level, such as Integrated Children and Youth Service Centres and Community Centres.



PART VIl CONTRIBUTIONS, LIMITATIONS AND

FUTURE STUDY

1. Contributions

This study contributes to recent literature on the mental health issues and service use
of children in foster care in Hong Kong. The use of both quantitative and qualitative methods
increased the breadth and depth of the exploration. Triangulating the findings of these methods
allowed us to accurately pinpoint aspects of the phenomena under study. In addition, surveying
both foster care workers and foster parents and conducting in-depth interviews with multiple key
stakeholders enabled us to develop a comprehensive picture of the study topic. The voices of
children, which are commonly overlooked in child-related research, were elicited.

2. Limitations

First, this study was cross-sectional and thus unable to explore the effects of children’s
service use and changes in children’s mental health over time.

Second, we were unable to collect the views of referring workers as planned. The absence
of their voices may have limited our exploration of service use by children in foster care.

Third, the study’s findings regarding foster children are limited because we excluded
children aged 0-3 from the overall study and child respondents from the survey, and interviewed
only four children.

3. Future study

It is necessary to continue investigating the needs of children receiving out-of-home care
in Hong Kong, as they are regarded as one of the most vulnerable groups in society. Two
main directions for future research in this field are suggested. First, the current study could
be replicated with types of care/care facilities other than foster care (e.g., small group homes,
children’s homes, boys’/girls’ homes with/without a school component). As children in these
different care facilities have different profiles, it is important to compare their mental health needs
and service use. Second, a longitudinal study would facilitate further exploration of the service
use of children in foster care and the impact of these services on their rehabilitation over time.
This would guide and enhance the formulation of services targeting children in foster care.



PART VIIl THE WAY FORWARD

From the findings of the research team, 40.2% of the foster children had a diagnosis of
mental health problems and 23.5% of the foster children were within the clinical range of the
CBCL total scores. Eighteen point four percent of the foster children were in need of a mental
health service but the services were not available, while 14.9% of the foster children were still
waiting for their mental health services. Risk factors affecting the mental health condition of foster
children were found.

Regarding the mental health problems foster children experience, a history of maltreatment,
various types of problems of the birth family, the number of placements (for foster children aged
3- 5%2), relationships with foster parents, Extra-Curriculum Activities (ECA), and home leave
arrangements were all found to be significantly correlated with foster children’s mental health
problems. Meanwhile, the use of mental health services was also correlated with the presence
of a diagnosis, CBCL total and external scores, and home leave arrangements. Moreover,
delayed identification, lack of coordination of pre-care information, and discrepancies between
professionals and caregivers were found to be the barriers to assessment and treatment services.

Though some of these factors, such as a history of maltreatment, types of problems of the
birth family, the number of placements and the presence of a diagnosis within the clinical range
of the CBCL scores, seemed to be irretrievable, it was still believed that the impact of these
factors could be remediable through different interventions during the foster placement. Some
variables such as the arrangement of the ECA, relationships with foster parents and home leave
arrangements were more feasible though there would be some difficulties in implementation.
Furthermore, early identification of the children’s problems, better coordination of pre-care
information and alignments among professionals were also essential factors that would moderate
the mental health condition of foster children.

Based on these findings, the research team has made several recommendations to the
mental health system, the care system and the school system. The recommendations included
providing additional resources for assessment / treatment services and developmental services
for foster children and the establishment of a case management service with a comprehensive
data base for keeping the records of the foster children in the mental health system, giving
attention to high risk cases (such as boys, those with fewer home leaves and those with more
changes of placements), training and support for foster parents and biological parents in the
care system, enhancing understanding towards foster children, and the arrangement of more
extracurricular activities in the school system. During the process of intervention, the involvement
of foster children as work partners was also addressed.

To echo the findings, the Hong Kong Family Welfare Society would like to respond to the
results by addressing the mental health needs of foster children and recommending the way
forward for the Foster Care Service. Several areas relating to the mental health problems of
foster children and their use of services were worth addressing. Having preventive and remedial
measures to build up resilience and remedy the negative impacts on foster children throughout
the fostering process, from the intake and matching period to placement in foster care service

was suggested. (Figure 1)
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Figure 1 Recommendation of Care Plan
(preventive and remedial measures) for foster children
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1. Comprehensive Screening / Assessment tool

To develop/adopt a suitable screening tool (checklist) to assess the
mental health condition of the foster children at intake & matching and
early placement stage in order to identify foster children’s needs and
mental health situation. It could help identifying the needs of children,
care plan and timely assessment/intervention could be arranged.
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2. Timely Intervention

Early
identification

2.1. Individual Care Plan with collaboration of Multi- disciplinary
professionals

To develop/strengthen Multi-disciplinary collaboration mechanism on
clinical assessment and treatment plan with on-going review on the
care plan was recommended.

2.2. Resilience building as protective factors for Foster
children’s mental health

Intervention
and The 7Cs — Resilience building strategy:
Treatment 2.2.1. Strength based development approach
2.2.2. “Family matters” — cultivating the positive value on “Family”
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3. Treatment of mental health problems for foster children with
mental health conditions
3.1. Home based Training for foster child and foster parents
3.2. Utilization of ICT means for treatment/training
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EARLY IDENTIFICATION
1. COMPREHENSIVE SCREENING / ASSESSMENT TOOL

Early identification and assessment could facilitate timely follow up and treatment for foster
children with mental health problems. However, under the existing ‘diagnosis driven’ mental
health services provision and the twisted path of the processing of referrals for mental health
assessment and treatment services, together with the diverse views among different parties,
including the foster care workers, foster parents, birth parents and the family social workers, the
process was lengthy. It was suggested that a suitable screening tool / checklist be developed/
adopted to assess the mental health condition of the foster children in the intake and matching
period, and that the identification of foster children’s needs and mental health situation be done
early in the foster care service placement stage so that timely intervention could be arranged.
As the waiting period for the assessment service and treatment service was long, the use of a
screening / assessment tool could help identify the needs of foster children at the early stages
of placement so that early intervention could be arranged.

INTERVENTION AND TREATMENT
2. TIMELY INTERVENTION

2.1. Individual Care Plan with the collaboration of Multi-disciplinary professionals

Based on the result of the screening and the initial assessment of the needs of the foster
children, an individual care plan for each foster child after placement was recommended. The
care plan would include the foster children’s daily care arrangements as in existing practice (the
care system being responsible), schooling arrangements and support for specific/special needs
such as tutorial classes, developmental groups and programs for the foster children (cooperate
with the school system), and the preventive and remedial measures for the foster children’s
mental health conditions (cooperate with the mental health system).

To facilitate better coordination among the professionals from the three systems mentioned
above, the establishment of a collaboration mechanism was recommended. Multi-disciplinary
professionals’ joint efforts on clinical assessments and treatment plans with on-going reviews was
important. New initiatives such as regular surveys for needs assessments, phone contacts and
meetings to invite different professionals including teachers, therapists, clinical psychologists, and
psychiatrists to share their views and suggestions to formulate a care plan for the foster children
should be undertaken.

However, due to the long waiting list for, or unavailability of, some mental health services,
such as an assessment and treatment by an education psychologist or psychiatrist, or group
counseling services and speech therapy, the needs of foster children could not be fulfilled and
their mental health problems would be affected due to the delayed intervention. Extra resources
to get voluntary or purchased professional services to provide early support to the foster children

is needed.
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2.2. Resilience building as a protective factor for Foster children’s mental health

It was commonly found that foster children from families with complicated backgrounds
had experienced different levels of insufficiency including inadequate care / parenting skills,
frequent changing of carers leading to attachment problems, maltreatment, and maternal
prenatal drug abuse causing neonatal complications etc. Such experiences would have a long-
lasting adverse impact on the foster children and would lead to different mental, emotional,
or behavioral problems. To minimize these adverse impacts of their complicated family
backgrounds, building up the foster children’s resilience was essential for their future lives.

Resilience was said to be made up of ‘7Cs’, namely competence, confidence, connection,
character, contribution, coping and control (John Dabell, 2018). Table 57 shows the key focus
of each ‘C’.

Table 57 The Components of Resilience building — The 7Cs

Components Key focus

Competence To have opportunities to develop specific skills

Confidence To build the children’s confidence

Connection To have healthy connections with a community (family/peers/school)
Character To understand right and wrong and the capacity to make a wise choice
Contribution To serve others by helping them learn how to seek help

Coping To learn healthy coping strategies for managing their stress

Control To have a degree of control over their lives and their environment

To help the foster children build their resilience according to the 7Cs, the following
measures were suggested.

2.2.1. Strength based development for foster children

Helping foster children develop their interests and abilities could enhance their
competence, confidence, coping skills and self-control. From the findings and recommendation
of the research team, extra-curricular activity is correlated with the children’s mental health.
Though the Education Bureau has promoted the ‘One-life-one-art/sports Scheme’, most foster
children were unable to have such training for various reasons, such as the absence of regular
and long-term financial support, limitations in school bus arrangements for after school extra-
curricular activities, and time clashes with home leave arrangements. Resources that provide
foster children with the opportunity to develop their resilience through committing to extra-
curricular activities have become essential and should be further enhanced.

2.2.2. ‘Family matters’ for foster children

Having a connection with others is important for one’s sense of security. Family is said to
be the root of everyone. It is the most important unit of connection for children. Coming from
families with complicated problems, foster children are more in need of family connections.
Foster care families provide individualized and unique care to foster children. This serves as an
important substitute for family connections to the foster children.
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In this study, home leave arrangement, family problems and relationships with foster
families were shown to be correlated with the mental health of foster children, reflecting the
impact of the “family” on foster children. The research team also recommended that resources
for supporting foster parents and biological parents should be increased.

To help foster children have a connection with their birth families, both physical (close
contacts such as home leave) and psychological (positive views and attitude towards the birth
families) intervention were vital. From the findings of the research, one of the services foster
children were in need of but was not available was Parent-Child groups. Groups and programs
for building up parent- child relationships, strengthening the birth parents’ capacity to care, and
cultivating positive values regarding the family were therefore suggested.

For those foster children who are not in contact with their birth families, a replacement for
this “connection” need should be considered. The foster families would become role models of
a healthy family that could help foster children cultivate positive values regarding family. Other
supporting programs such as mentorship and volunteer services could also help foster children
develop connections with different communities.

3. TREATMENT OF MENTAL HEALTH PROBLEMS FOR FOSTER
CHILDREN WITH MENTAL HEALTH CONDITIONS

For foster children with mental health problems, other than resilience building,
comprehensive treatment is an inevitable step that can be taken to improve their mental health
conditions. In the existing practice, during the treatment process, foster children encountered
difficulties such as a long waiting list, long intervals before receiving follow up treatment, and
the foster home being a long way from the clinic etc. From the research findings, it can be
seen that 18.4% of the foster children were in need of mental health services but they were
not available and 14.9% of the foster children were still waiting for mental health services. The
research team also recommended that it is necessary to expand the assessment and treatment
services. Hence, other than the clinic/hospital- based practice of the treatment services, new
initiatives to fill the service gap were recommended.

3.1. Home based training for Foster children and Foster parents

As there is a long interval between treatment sessions for some services, together with
the need for daily practice, having out-reaching and home-based training for foster parents
to facilitate the implementation of treatment plans at home was suggested. For those foster
children with greater treatment needs, home based treatment would be more practicable as
children could learn in a familiar environment and the therapist could have more understanding
of what could facilitate treatment in the family environment.

3.2. Utilization of Information & Communication Technology (ICT)

With the rapid development of information and communication technology (ICT), the
introduction of ICT to facilitate the treatment of foster children with mental health problem is
emerging. The use of training videos on YouTube, training through Zoom/Google meet, the use
of Apps for games or TV games etc. have become effective means for supporting the treatment
of foster children. The development of new Apps and treatments could be considered.



MANAGEMENT OF CASE DEVELOPMENT & ONGOING FOLLOW-UP
4 ONGOING SUPPORT AND REVIEW

4.1. Multi-disciplinary collaboration

Having different measures, from preventive to remedial, to improve the foster children’s
mental health problems, ongoing support, and review were indispensable. The review of the care
plan and a re-assessment of the foster children’s mental health conditions could help to develop
more tailor- made interventions for the foster children. Again, multi-disciplinary collaboration
for the review is a requisite. In the present practice, there are case review meetings for each
foster child every 6 months to discuss their development and welfare plans. Those attending
the meeting were mainly referring workers, foster care workers, foster parents, and foster
children if they were aged 4 or above. The involvement of foster children as a work partner,
and other professionals such as teachers, clinical psychologists and concerned therapists was
highly recommended as they could provide a more comprehensive view of the performance of
the intervention plan for the child concerned. Pre- meeting contacts / questionnaires could be
applied to collect the views of different professionals and those unable to join the meeting. The
application of ICT methods such as Zoom/Google meet could also help.

4.2. Role of foster parents and rendering continuous support

To facilitate the screening, assessment and intervention, the role of foster parents was
crucial. Other than providing daily care for the foster children, they must also handle the
emotional and behavioral problems caused by the mental health conditions, help the screening
by observing the children’s condition and reporting to the professionals, escort foster children
to and from clinics/hospitals for assessment and treatment services, join review meetings and
facilitate the connection between foster children and their birth parents.

Foster parents should have a clear understanding of their roles and adopt a positive
attitude towards these roles. Providing resources and training to support the foster parents is
also essential. Having regular structural and educational training, and mutual support groups
for foster parents is deemed necessary.

Conclusion

In view of the research findings, there were several aspects worth noting and following up.
Recommendations for a screening / assessment for the early identification of a foster child’s
needs, the design of a care plan for the foster child done as a joint effort among professionals,
timely interventions with preventive and remedial measures, and on-going support and review,
were made. Although it would have implications regarding the need for additional resources, for
the sake of the foster children and to reduce the consumption of social capital in the future, it is
worthwhile to consider such advancements.

4 ' 4 \
\ J



American Psychological Association Dictionary of Psychology. (n.d.). APA Dictionary of
Psychology. Mental Health Services. Retrieved from https://dictionary.apa.org/mental-
health-services

American Psychiatric Association (2013). Diagnostic and statistics manual 5. Washington,
USA: APA.

Attar-Schwartz, S. (2008). Emotional, behavioral and social problems among Israeli children in
residential care: A multi-level analysis. Children and Youth Services Review, 30, 229-248.

Barber, J., & Delfabbro, P. (2005). Children’s adjustment to long-term foster care. Children and
Youth Services Review, 27, 329— 340.

Bauermeister, J. J. , Shrout, P. E. , Ligia, C., Rubio-Stipec, M., Ramirez, R., Padilla, L.,
Anderson, A., Garcia, P., & Canino, G. (2007). ADHD and gender: are risks and sequela of
ADHD the same for boys and girls? Journal of Child Psychology and Psychiatry and Allied
Disciplines, 48, 8, 831-839

Chapman, M. V., Wall, A., & Barth, R. P. (2004). Children's voices: The perceptions of children
in out-of-home care. American Journal of Orthopsychiatry, 74, 3, 293-304.

Cohen, P., Brown, J., & Smailes E. (2001). Child abuse and neglect and the development
of mental disorders in the general population. Development and Psychopathology, 13,
981-999.

Dabell, J. (2018) The 7Cs of resilience. Retrieved from:
https://johndabell.com/2018/05/01/the-7-cs-of-resilience/

Dunn, D. M., Culhane, S. E., & Taussig, H. N. (2010). Children's appraisals of their experiences
in out-of-nome care. Children and Youth Services Review, 32, 1324—1330.

Egelund, T., & Lausten, M. (2009). Prevalence of mental health problems among children
placed in out-of-home care in Denmark. Child and Family Social Work, 14, 156—165.

Fernandez, E. (2008). Unravelling emotional, behavioural and educational outcomes in a
longitudinal study of children in foster care. The British Journal of Social Work, 38, 7,
1283-1301.

Fong, R., Schwab, J., & Armour, M. (2006). Continuity of activities and child well-being for
foster care youth. Children and Youth Services Review, 28(11), 1359-1374.

Gilman, R., Meyers, J., & Perez, L. (2003). Structured extracurricular activities among
adolescents: Findings and implications for school psychologists. Psychology in the school,



41,1, 31-41.

Hong Kong Council of Social Service. (2017, October). Submission to LegCo Panel on Welfare
Services: Review of services and policies relating to hostels. Retrieved from:
http://www.hkcss.org.hk/uploadfileMgnt/0_2017710162315.pdf

Jackson, L. J., O'Brien, K., & Pecora, P. J. (2011). Posttraumatic stress disorder among foster
care alumni: the role of race, gender, and foster care context. Child Welfare, 90(5).

Leslie, L. K., Hurlburt, M. S., Landsverk, J., Barth, R., & Slymen, D. J. (2004). Outpatient
mental health services for children in foster care: A national perspective. Child Abuse &
Neglect, 28(6), 697-712.

Leslie, L. K., Landsverk, J., Ezzet-Lofstrom, R., Tschann, J. M., Slymen, D. J., & Garland, A.
F. (2000). Children in foster care: factors influencing outpatient mental health service use.
Child Abuse & Neglect, 24, 4, 465-476.

Leung, P. W. L., Kwong, S. L., Tang, C. P,, Ho, T. P, Hung, S. F,, Lee, C. C., Hong, S. L., Chiu, C.
M., Liu, W. S. (2006). Test-retest reliability and criterion validity of the Chinese version of
CBCL, TRF, and YSR. Journal of Child Psychology and Psychiatry, 47(9), 970-973. doi:
10.1111/j.1469-7610.2005.01570.x

Leung, P. W., Hung, S. F., Ho, T. P, Lee, C. C,, Liu, W. S,, Tang, C. P., & Kwong, S. L. (2008).
Prevalence of DSM-IV disorders in Chinese adolescents and the effects of an impairment
criterion. European Child & Adolescent Psychiatry, 17(7), 452-461.

McGuire, A., Cho, B., Huffhines, L., Gusler, S., Brown, S., & Jackson, Y. (2018). The relation
between dimensions of maltreatment, placement instability, and mental health among
youth in foster care. Child Abuse & Neglect, 86, 10-21.

Oswald, S. H., Heil, K., & Goldbeck, L. (2010). History of maltreatment and mental health
problems in foster children: A review of the literature. Journal of Pediatric Psychology,
35(5), 462-472.

Richardson, J., & Lelliott, P. (2003). Mental health of looked after children. Advances in
Psychiatric Treatment, 9, 249-256.

Rutter, M. (2000). Children in Substitute Care: Some Conceptual Considerations and Research
Implications, Children and Youth Services Review, 22, 685-703.

Sheng Kung Hui St. Christopher’s Home (2005). Research Report: Resilience and Mental
Health of Children and House Parents of Small Group Homes of Hong Kong Sheng Kung
Hui St. Christopher’'s Home. Hong Kong: H.K.S.K.H. St. Christopher’s Home and Centre
on Behavioral Health, The University of Hong Kong.

Skinner, E. A., Wellborn, J. G., & Regan, C. (1986). The “Parents as Social Context
Questionnaire” (PASCQ): Parent-and child-reports of parent involvement, structure, and

91



autonomy support. (Tech Rep.). Rochester, NY: University of Rochester.

Social Welfare Department, Hong Kong SAR Government. (2015). Residential child care
services. Retrieved from

http://www.swd.gov.hk/en/index/site_pubsvc/page_family/sub_listofserv/id_residchildc are/

Tarren-Sweeneya, M. (2017). Rates of meaningful change in the mental health of children
in long term out-of-home care: A seven- to nine-year prospective study. Child Abuse &
Neglect, 72, 1-9 -

Tam, Tony, S.K. & Ho, Mary, K. W. (1993). Shared Parenting: Residential Child Care in Hong
Kong. Hong Kong: Department of Social Work & Social Administration, The University of
Hong Kong.

Wong, M. M. C., Ma, J. L. C., & Chan, C. L. (2019). The impact of poverty on children in
out- of-home care services in a Chinese context and the application of multiple family
group therapy to enrich their family lives. Children and Youth Services Review, 97, 76-84.



APPENDIX

Appendix | Demographic information — (Chinese version)

HRP LK F %ﬂ% EBRFRERAN® SR AEAE):
The Chinese University of Hong Kong ...~ Heng Kong Family Welfare Society EERB(EARRE):
ERTRLTORBRERANEBOREAE |,
I F#AELEEH GERVEF)
Iowx s OC) B O @ %«
2. H4al: i H A
3. R R A
4. ¥MF&
OCl) ##E Oc2) b (—E2=%4) OG) &b (WEXFHR)
OM ) b (+—2+=) 0OGB) ¥ (PwEFX 0(6) KEHME
O(7) H (310 )
b, HAwD: O) 4% 0O02) ¥ Ak O(3) (e )
6. WwEHFBEOMERIXRG) » LFCLRES A i
7. REA L2 LFEHERVA CBA 2 wRIFES?
O & 0(2) &
8a. i EEMA (TESR) 8b. %I ES S A
O (1) $4% %x%¢, BLEe, igdg A
O (2) E&HA o RIKE, EIKFK, BEKEFE A
0 (3) mt / BERslmas plois, AEV5%FE, 3Z e
TFE, L¥FE
O (4) it 4o Bre, T4, 2E55¢ A
O (b) #frt flde 4728, #5%, @ Zn A
O (6) HAGHEHN: ) A
1. B4 FRAEZBALTHE GEsirs)
9. REMERBHEEA":
Ocl) 2 0(2) &8 O¢3) mx 0c4) s O(5) k485 L(6) shsask
OC7) Mok (GExeA ) OB H (539 : )
TR BHREE R FREERERYE BB AL TG R E A A
10, KBEEEks: O0) e 02) F & O # & Oc4) sE O #1418
OC6) HAH(sh3Em; )
1. ¥2xF5FAward)a£? O0) & ae) =
12, FME#BAH (AHFAHALE): i
13. FEBALAL:
(1) <5, 000 0(2) 5,000- 9,999 0(3) 10, 000-14, 999



0J(4) 15,000-19, 999 O(5) 20,000-24, 999 O(6) 25,000-29, 999

a(7) 30,000-34, 999 C1(8) 35,000-39,999 (9> 40, 000-44, 999
O(10) 45,000-49, 999 O(11) 50,000-54,999  0O(12) 55, 000-59, 999
O(13) 60,000-64, 999 O(14) 65,000-69,999  0O(15) >70,000

14, FEERA FIAEMEmiEzm ? (5TE $38):
O(1) #24E T ARSI CIRMEE 2 (i) O02) &k ¥ cadAsstd) (x#3)
O(3) 4 Bzt (e At b Gmdl S0E LmEal | 22 S bah  BHRe - ST idmsrss)

O4) MERe  HEams: O0) kHAEF
O06) Hpoit @i (do @ FRFRS) OCT) #A kst E)40
O(8) Hpb » FHixg: 09 #%
F IR A SR 8 Tk
15, M &
16, H4z: O) F#% O(2) ¥ B Mk O(3) HEfb(HEA: )
17 2o L7 HE 16 ACEQ2) () » KRLRBSA: F
18. mdH#FARL:
OCl) 2AFHELGBERHMT 0244k E L(3) 3R ¥
O) e EE(F—2+=) OG)GTEE(PwE+a) OE)RARE(PNET E)
O K$/KEHUL O8) Kt (h3xeA - )
19. 44 :
O(1) &8 0(2) #mK O@3) BRAL OM4) R¥E/#F%
O #x~ O(6) 4wk %4 OC7) H4(HiEe : )
20. REEAFFE? Ocl) £ 0(2) &
21, REA B/ E=HEERAEAE: O0) £ 0 &
22. XTERABEENGEIA: Od) & 0 &
23. REAILFE S LK. Ocl) & a2) &
24, REESEABHALEMNE: OU) & 0(2) &

25, o By H 24 MR TR o MAEL AR PR
OC1) B4 %A/ 5 EIE (schizophrenia) O(2) 1 EAF 4 5 5 (Schizoaffective disorder)

O(3) %47 (Bipolar Disorder) O(4) ¢ E Depression)
O(5) # /& & (General ized Anxiety Disorder) CI(6) 5% 34 JF (Obsessive-Compulsive Disorder)
OCT) HAae(EEmn: )

26. BARTHEZ B RS  (FTE $78)
OC1) 73 & ek 40 £ F #4435 A7 O(2) 23 BB 78 FHIRAS
O(3) 2> 34 #H 8 BR300 B e #9 FHE R A% O4) »xBrdmste e
OG) "BEkE A3 B A e RS L(6) M EFLAER TS
O AEmREEALMRXOWBEERPEES O HpmmaE£EaTRy o



21.

28.
29.
30.
3l.

33.
34.
3.
36.
37.
38.

39.

O(9) B k2l &k T % B AR ARFS

OC11) kg ia#]E/IF B A48 HAR/ fo 7 ER R 22 IR A5
OC13) #&4a#F/ kBT RE RS FRRFS O
OC15) H (e )

R GO AR R RS - (T $0R)

O0) 2% s a R85

O(3) 23 pbF1 % It & 2 30 B BeAs i FHE B IRAS
O05) "BR XA | RS2 B 54 &R

OT) AR mEEAEnNRGOHHELRTRES
OC9) B & &R B ¥ B IRFS

OC11) #-g @A F/ Ik BT A28 A/ fo T BE R0 IR A
OC13) &2+ F/ I BT A58 A% 454 R BE R F; 70

OC10) 4k e384 F 5% AL 4 R
OC12) R FHE L
OC14) # % 5

O(16) %4

O(2) 23 % Fit & A # #H IR
C1(4) 23 8 Fean e £+ 8 B P
LI(6) M oA B F o
OC8) #hibmEEL 7R AR
OC10) a4 F &%t 4 ks
OC12) #FZHE4AEHEL
OC14) #5350 H5

OC15) H 43 ) OC16) %%
FHMREBRGTH

U iR

HA I O) £#% 0(2) $EHANHb 0(3) HEmGHee: )

kA H20MEER2) Q) BHHREUERBLFA F

R E AR

OC) RFEHELBERHAF O(2) %)% [ O &%

O04) b EX(F—2+=) OG)FFPEE(vwEYrR) OO)RMAEE(TRET L)

O(7) KE/ A&t O(8) A tb (3328 )

IHEAR:

Ocl) 28 0(2) #B O@3) akA+ O R¥E/#H%

O(s) #x O(6) 2B EE BARA OC7) HEAbGEEm: )

R~ WL E FME? o & 0@ =

AGRBY/FLERGRAR:O) £ O &

TR F R Oc1) = 02) &

I U AR ac) =& 0O(2) %

AEHSEAAARENAE: O0) 2 0@ &

o EAREE TR BRG0P ALR PR

O(l) B8 KA/ F 2 RJE (schizophrenia)
O(3) 5% E (Bipolar Disorder)

O(5) £ J8JE (Generalized Anxiety Disorder)
OC7) HtbGhea: )
BART 5 B 6y AP i RS © (T 2 78)
OC) 23 B # & F5 A7

O(2) '}ﬁ' Rk P K #8 4- LJE (Schizoal fective disorder)
O(4) #p4EsE (Depression)

O(6) 5% 38 JE (Obsessive-Compulsive Disorder)

CI(2) 2> 3L % Feik @ 4% 49 FHAR TS



O(3) oIk b A5 P & o 3L 5 Fts A9 FHE B AR Fr O(4) o3 % Feissd A8 o

O0) "B R MRAs T3 B A5 4L & MRAS OI(6) A% 4 4R 6L B o0
Q7)) AiFi9mEa-EmieBmE s+ R tEES O(8) #ivmELEFZRERTY ©
OC9) B R s 0k ¥ R AL AR AR OC10) # & 4@ 4] F 5 Fat & IRAs

O11) #giab B/ st/ 2 F Rk o msgs O0012) R EEPHEHE4
O13) ¢ E/kEUfitaddme RERA o O04) & FihEmRfG

O(15) H4(GE3xe: ) OC16) %%

40, BB B9 ML RARAS - (TE $18)
OC1) 72> zr 5 Bk 40 5§ 835 A7 O(2) 23 5 FRAL @b & FHRps
O(3) 23 A% B & A I B I FHE R O(4) B fa bdo
O) "B A | ARF 2| B 154 & R5S O(6) HMERLESLE T
O(7) AitbmBEEmRtEmnELiTRES O(8) MibmEALERBEETRP S
OC9) B n 4k 388 ¥ & 17 kA% OC10) 3§ ah] F 5B 54k ¢ IR

OC11) #g@bE/ s/ RERCERYS O02) R EETHIHEL
O(13) #:@@AF/ Uittt a 2l o O(4) f 73R
O(15) H4(GE3ER: ) O(16) %%

AHEBEEGERALENETR(Ward) B E ) EH
41. R EFZ 4

12. REWE SR R B,

43. HAWE: O) F# O(2) RN O(3) Afe(Hia: )

44, Jo EH F 43R TE(2) &) LRBSF A i

45, maHFRL:
OMRAELBERKT O2) st | OGN 24%
OWin+E2((+r—2+=) OG&+EE(vwmELR) OGBAAZETHREP L)
O(MRF/ AFERRE O H (3538 : )

46. TAEHEA -
Ocl) &8 O(2) # O3) akAE OWM) £%/55%
acd) #%x O(6) 28k F 5 Rek O(7) R )

AT, REF G/ ESHBERGMAE: O0) & 0c2) &

48. AT H G AR A R]E: Od1) £ O &

49. %5 AR LT ah sk Ocl) = 0(2) &

50. XF#L EAEMNEERE: O0) £ O &

bl. 4o EAEE T | ARSI LA
OC1) B3 KA/ AF4F 59 B IE (schizophrenia) OI(2) 15 sk 5 2L0E (Schizoaffective disorder)

Oc3) ﬁ%‘ﬁ(]iip{)lm' Disorder) D("—D -':EfP%s*‘i)E(Depression)
D(B) i3 [;é;-‘ﬁ(Generalized Anxiety Disarder) D(B} 7% 18 JE (Obsessive Compulsive Disorder)
O EieGHen: )




02. LARTHest ey AE AR R AR ¢ (THE $3R)

OC1) 7230 % gead A R #1250 O(2) 72 3r % Beik B i FH RS
O0(3) 2 soAfdb # 5 Be 3o 3 5 Bt 29 BHE R AR OC4) A Bressiff e b
OC5) "Bk, MRSt 8] 5 454 & RAs OC6) A EEGEEHE T
O(7) Atk B EFmRxNHMhEL+RTLRES O(8) #irmEAEEEERP S
CIC9) B R R 2 88 % B 12 kA% OC10) 4§44 F & At ¢ IF

OC11) #e@4 %/ Uit/ o RER CERAS O02) 2 HEHE4
O(13) #¢@# 2/ EHMARBERELSFRB/FE P  O04) 4 £ ERG

O(15) K#(GE3E8: ) 0(16) %%

53. RBFHEZ WM RERY ¢ (TESE)
OC) 23 Breskaf &4 205 0(2) 7 3r % Bosd & 4% 7% FHARF5
O1(3) 230 #b A+ 5 P o 2 30 B 150 b AR A I ARG O(4) 2B pikibste pd o
OG) "e4 %8 | w3 85 ¢ mg O(6) st ézbiE Fou
OCT) AthmBERAEnRNENESRTRES O(8) #irmRAA RS TR
OC9) 8 f 2l dk o ¥ B 4 ARFS OC10) #: &4 F1 F 5 ik & R
O11) #g@bF/ et Rdid/ L LA CERS O02) REEWPHEREL
O(13) &A@ &/ Feumibafitas Zrnt o O04) 28 5RHE
O(15) Htb(HEe: ) acle6) %4

AMRLEGLHk(AERE RGBS TR

Sda. A FE2 M4k | 54b. M H hdc. s | 94d. RE I FR FME?
0(2) 4« O(2) $%& 1% 98 B8 kB R A%
O(3) Ha(sEsen: )
9 Ocl) ® & O(1) 5 REE
0(2) % O(2) &1 15 BB AR IR A
O(3) Hu(H3Em ;. )
3 o) 3 | DD RERRAE
O(3) Hu(zF3E8; )
4- D(l) % fj‘i D(].) ;@%Jiﬂ{i
0 % O(2) S &7 RARMRS
O(3) Hib(35:xe0: )
O(3) Hu(HEm; )




Oc) 5
O(2)

acl)
O(2)
0(3)

91 % JE B AE
52,8 4% 15 B IR TS
H b (35380

O 5
0 %

Oc1)
0(2)
Oc3)

R e 5] 4
$F X 55 BB R RS
B (35300

o) 3
O(2) %«

Oc1)
a(2)
0(3)

¥ FJE FIE
& AE 18 BAR RS
H b (5329 :

Ocl) %
0(2) %«

Oc1)
Oc2)
0(3)

R e B AR
§,% 4 75 BB BA AR K
B (3E2x0A

10.

O 5
Oe2) %

ac1)
0O(2)
Oe3)

91 FJiE ) 4E
2,8 AE 15 B8 RA R R
B (35200




I AMSERERBOERCGEUNET)

55. RE AT §HLETA MM 4 SR 0 B 60 A
O(DAGHESE % % 56 28) DO(2)% Ghpks % 59 )

56. 4w L MR TR | A DUF A AR BT F o

a. % —APE | b %@L | c. BoELE | d FwEDE | e $EES
WAL EARELE
A8 B 2 Br gy 4 i
(RRE&)
57. i 4 23 B, R R
58. M E-—
(D HBEE
(D) R#EA
(BEERCELFE
DHFRER
(D) B ¥ 65 &P
(B)E e GFE
EHHN)
59. MBAGTH  REMFEAFTYRARRLHE?: O0) £ 02 &
60. 4w EARiEE "R > FoREAREHLET ORI 23
6l. AT EAREME? (LB EEMETHRL  RALSARELHERBE):
ac) 2 0@ =

W EAAERE TR O HRAGREREABATAMN (TESRE):

62. (gaEss | QFFES | (DB | (OHERS | O 3HEERF | (DK

63. & & W 5L & a5 3

64. L6 2 & o B 4

ho REH SN —RTELY  HHE —REFEEHE T T EM (TR $mE):

65. (DHWEHF | Q)#FMHES | (DB | (DOMEHRH | G)FHER | (DL

66. % & B 52 & 0y AR B

67. S8k 2 & o B £




WwREH SNRRLELS  FHIF —REFEGETUTEMN (TES3):

68. (DHMEMS [ (DOMHMERH | (Dm2RE | (DREF | GIEREHR | (i

69. & &k g & o8

10, 36 E & Wy 1%

IV. #ARS4ERERFEH: GEuVAT)
B AT 445 M 0 F R ARFS -
TI. MBERBRAELESRK: K
2. A EA? A
3. AR R R (TESH)
REQHME—
O aArAa O K4 A O(3) % s ri A8 O (DO##riaa OG)#EREHE
O6) AR O(DARMARRE O@)LHaskzE O ()L ERE

OD=RRRMEBE O EGEXLF)O2)% H A R
O3 E e (GEexeA )

A P
O EMas O05%E  OAOMFLELRE OUDEE  OO8)1 4%
OO0 amE OQOER  OQDES OEDA4EH# OEDEHMLf
OO HE 0(25) X5 HERFET OC26) i O(2T) &1k
O(28)E 5 mICENE S ANHE WIS DE £33 ) O@D«#EriAE  O032)4E 2 ri#E
O(33) KA Gz )

T4, ERABRSHEZRBAGHA L L P —1a5545):
75. Bk 6M8H NEHERERGER

Ol &A= FEMR 02 —Elm—=x% O@) mEP—K

OM) —@A—=%k O) &@A—=*k OC6) Hab(HsEn: )

RRFTFRBRF X, o LT Y EERA L RTAER RBRE » HFEE AT RA:
B —RAE R AR T RS 6 Wk
6. SLEAER BBRAGES

OC) % & m#5 O2) s &M (R E848) OB &%
ORe/ars2F OO)@s4 (887 4RE) DE)FEsH Rty (BEs i)
OMaEws+ e O(8) 52 Fz. OB/ kEFRAA/RABTER
OB/ k&5 2 O D) Ee(EES: )

TT. BG4 P SRR 55 528 60 8R i &

78. ARG S AT A



79. {EAARFE R B (FTE $IR) ¢
¥ 8 H -
O(D4r A - O@) 4 Ra 0(3) & #4142 O (DA O8RS £
Q) rA O(DARERARAE D@L EHukxE O (DEFERA

OO %R R ELE O % & GEHO2D) %8 h A
O03) A wGEsxA )

L fa] R ————
Ol E#sEs O5)aR O(6)mFresesk O0T)ER OC18) 15 & B =a
O EMA O20)ER O21)g % O2)R~g%#% OQ3) K iF
OH)FHE# 2 O25) X K EFRERET O26)##ExE  OCDRMA
O(28) & 52 O29)4mpiza  O030) kEEH O@D@wErAE OG22 EER M
O HGEsEHA: )

80. BHRMBHERREAGEHA LU L P — a3k ):
8l. BB BEHERFHA(RE—IR) !

O ) &% 0O Q) arFrasnEgad® 0@) FERAR

O @) 4% 0O 6 Btz O7) #4e (Ghxw: )

Bk RE R BAARES 0E R
82. S EAETE ARG LA

OC1) 2 #& i #% O@) s wams (%2 8B48) OB REZF
ODEZ/aiifgx® DR Tw(E 7 RE) UG)FEMNL b <(FE52E)
O(M R EhE v D@ ek OB/ EERAK /AT FR
O E/kEm4 OC1D) H A GH3EA )

83. BA4BAR M SZARAS By 5L E YR B B,

84. LA ARFE A7 A

85. ARG RECTE $38)
REBSME-—
O e O@)F4r O(3) & #1158 O WO#FE#EE OG)#FEL £
O srAa O(TDARRARAE O@) L fHuwgE O (DELEMAE

OD=FRHELE O D)% & (FFERLE)002)% H A &
O(13) R e (G317 : )

FHE R AR ——
O k4ss O5)#E OC16)7 4 % 4.4k O(17) 8 4 OC18)hs & 1 xa
OC19)42 & M2 O20)42F 0215 % O2)F &% 0O23) kR 1
OOFEFAE LR XKRFRERLT Do) w#amE OCDHRR
028 E % O(29)#mpia O30 & EFR O@D&EMA OC2MEEFA
O@DHELCHEER: )



86. ERMRHMERRECGHE L L b —{E5548):
87. BB AFEHERRRA(RE—F):

O () A& O (2) £EFd4EaEd O FERR

O ) A& O (6) HatiF O7) H4 Ghaee: )

V. ARFRFENEHR: GEukx)

88. ERHETARRLES A A

89. eMEMZTREARLESAL A

90. ANFEHAFTHEREHLE (AR RLE) A3
91. FHEREFLohHA fir

92. FHRFRTFEoH:

(1) 0-6 & __ 4r; (2) 6-12%& __ 4r; (3) 13-17 & fir; (4) 18 /&t 4

FA IR
93. FALMALL: R
94. Az O0) F4 OC2) +&E A O(3) Hu(HEn: )
95. 4ot AETE2)RG) @ FEAIMLRBS A F
96. mEeHFRA:
O AAHEXBERHKET O(2)#h#HE O 42 %
OW P EXE(F—2¢=) OO FPEE(Fwrvrn) OOBEHEE(FAEF L)
O(7) KB/ RKERRE O(8) &4 (el ¢ )
97, T
ac1) 28 O(2) &k 0@3) aEA+E O4) %%/#%%
O@) #%=~ O(6) 28 EmiBBAA OC7) £# (GEEs: )
FERFR
98. FAEMRI R
99. B4z O) F#% 0(2) +EMmb O(3) H A (CGFsxnq - )
100. 4o EABE&ER2)K(3) @ FEFRORBE S A : =
101. REHHMERE:
(1) RAERBERMT O(2) % # & L)/ h8&E%
O4) v R¥(F—2+=) DOG)E+TE¥(Pwivzn) OGO FHEE(TXEFL)
O(7) RE/RAFRARELE O(8) H# (3F3xm: )
102. —#e%n:
O(1) 25 O(2) O0) gk AL OM4) E/45%
0O@) #xT O(6) 2 k5 A% O(7) Hab(hse: )




103.
104.
105.
106.
107.
108.

FHRAEH

REALMER RS FTRBRASIE A 5 D5 Atk T IREZE R (LIEREFaFT)?

RGFHLETRBERAEE S A2 A
Mg OC1) B 0O02) %
Re#AmFaE O%+ O@4#+ OG)ME OG)HE4 (GhEa:
LA AR 5 A7 A
e LEALTE BARMRFS § A2 A
N =, -égj\g_hl____



Appendix Il The Information Sheet For Mental Health Service Utilisation
(MHSU) — (Chinese version)
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Appendix lll Parents as Social Context Questionnaire (PASCQ) -
(Chinese version)

Parents as Social Context Questionnaire (PASCQ): assess the characteristics of parenting style
31 items (parents)

1. Warmth
2. Rejection
3. Structure
4. Chaos
5. Autonomy support
6. Coercion
EREDREHEB NN - BEEMERE  AEEBEM—F - HH -
M = E\ F ‘E
BT > R 2 ﬁ? T2 2; -
> m
*PUNIE SN T SRR ZFolBEE s -
A FNEBEBFMREN "#ZF ) ARFHNZFIERESER | B
1. | BREHFZERBENEZFNEIE 1 2 3 4
2. | BAR T TEBENET 1 2 3 4

3. | REBNBERNKTME MRt/ MFREIHMORA - | 1 | 2 | 3 | 4
BEBETEER

4. | BRZFY FHARFFNSIE - HTASTE

[\HIE

RS / 4t 1 2 3 4

5. | AEENRAOZKFREM /AT - BIESERRHIBA | 1 2 3 4

£
6. | RHNZFERERER 1 2 3 4
7. | RERN FBENZFHSYNEENRKE 1 2 3 4
8. | RHEZFERREZASE 1 2 3 4
9. | WABHNERNZFIBRREM / thAVEIE 1 2 3 4
10. | ERMEFELME - HAOSEEHIUFEAN 1 2 3 4
M. | BIERARERNHZFNER - HOmEffth / SR ERE | 1 2 3 4
2R
12. | HEBHEHRIXFARAN - TEE2 / HFEAFS 1 2 3 4




RS T > B 2 ﬁf ;i gz %i

TREFRRN BT ) CRAOBTIRRSE - | | 2o
13. | BERRNTT — B — LRl 1] 2] 3] a
14, | BLEE . BFNERSRBEE—EAE 1] 2] 3| a
15. | BREFRNETRREURAS - RE—EBY 1] 2] 3| a
16. | BEORT DT RARER G / A BHL 2 1] 2] 3| a
17. | BEERNET 1] 2] 3| a
18. | RATLBBNET SO REAS B 1] 2] 3| a
19. | BHEZ—EEERBNLTH— LN hESNE 1] 2] 3| 4
20. | BEERABBETFROELT 1] 2] 3| a
21. | MRBHORT BHE - HEHE / MARWE R 1 2] 3| 4
2. | BEEREEE B 1] 2] 3| a
23. | REBBEOLT BHRENED 1 2| 3 | 4
20. | AR BBERBBEERNLT S 1] 2] 3| a
25. | BT L BEARNET 1] 2] 3| a
2. | RAREERT BERNBERATELEN / eS8 1] 2] 3| 4
27. | REERNET EFRANES 1] 2] 3| a
2. | REERABEEE THRNETEX 1] 2] 3| a
20. | BIBLRIKT BB SN E IR 1] 2] 3| a
30. | REBECHET ZHHE T RAFS 1] 2] 3| a
3. | REBEORTAERE / 1] 2] 3| a




Appendix IV Interview guides
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fERRREE ?

3.1. BREEZ?
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 HEABLRIRMBELERERE?
« BEERBERZ ?
« BIRSLEEBENCEE ?

4. FIRERRVRS
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42. REEFTEURT ?
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46. HEWRIBRHEE?

4.7. HEfEFRZARTS ?

48 ZRBBZHBENEZEE?

4.9. R MRERZKRT ?

410.FBERBRIR? EB  BEURKER ? EREFEEERE ?

411 RS HRRBIERERER ?

412 RRBRELHERBRILREER ?

413 RERIFRUREE O EBN ? REEAM ? I EAR ?
I ENEZR ?

414 EERARTZERFE M ?

A15.REWBAERLBEMER

5. WBAERBRE

51. REWZE /RIRAELEHER  SEERBEER ?

5.2. REEFZEILART ?

53. REABETRSE ?

5.4. B R OREB N IRFRVBRE ?

55 FERBHIL /BNl /FEaERER/RER/ RE/EMEEAY
EETEEAR?

5.6. MEZRBIRHE ?

5.7. REERIZRT ?
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5.9. Ul ERZRT ?

5.10. 13 B3 45 R 52 FHRZ AR 75 ?
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5.13. R R RESBERFNERZE R ?
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Appendix V Interview guides for children
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4. RERS?
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7. WRESEHRIBEEHENRIIR ?
o MAFNBIRRVRE ?
« REEERFBHINEEETE?

8. FARBHMERER?

9. MRUREEXBEERKR?



Appendix VI General Consent Forms for Survey and Interview
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Appendix VIl Foster Care Workers’ /| Foster Parents’ / Family Caregivers’
Consent Forms for Interview
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Appendix VIII Children’s Consent Forms for Interview
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