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ABSTRACT 
 

About half of new foster parents quit fostering in their first year, which 

contributes to the national shortage of foster parents.  The purpose of this longitudinal 

project was to implement and then evaluate a brief motivational interviewing (MI) 

intervention for new foster parents to support them in their transition to foster parenting.  

The study participants are a community sample of 112 new foster parents, half of whom 

were randomly selected to receive two sessions of MI and half of whom served as a 

control group.  The goal was to improve the retention rates and the quality of the 

fostering experience of new foster parents, but the result was that neither retention nor 

quality of experience was different between the MI and control groups.  Ambivalence 

about fostering was reduced in the MI group, and the MI group’s commitment to 

fostering was greater than the control group’s commitment by the one-year follow-up.  A 

somewhat surprising observation was that only 47 of the 78 families in the study actually 

got licensed during the one-year study period, and it took participants about 125 days, on 

average, to get licensed.  This suggests that licensing is taking too long and that many 

participants, without support and encouragement along the way, are abandoning the idea 

of fostering before they even begin.  The results from this study are mixed and somewhat 

inconclusive, but what is evident is that more support and guidance for new foster parents 

is surely needed.  Further study is warranted to try to create a more effective intervention 

to support new foster parents. 
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BACKGROUND AND RATIONALE 
 

Every year in the United States, there are over 500,000 children in the foster care 

system (Orme, Buehler, McSurdy, Rhodes, Cox & Patterson, 2004).  Roughly 75% of 

them are cared for in family foster homes (Courtney & Heuring, 2005; Orme et al., 2004) 

which, when compared to the alternatives such as group homes and shelters, are widely 

considered to be the most advantageous type of placement (Hahn, 1994; Freundlich, 

Avery, & Padgett, 2007).  Children placed with foster families adjust better and have 

lower rates of emotional and behavioral problems than children placed in group homes 

(Altshuler & Gleeson, 1999).  However, there are not enough family foster homes for all 

the foster children who might benefit from being placed in one (Courtney & Heuring, 

2005).  One reason is that almost half of foster parents quit within a year of their first 

placement (Rhodes et al., 2006).  Therefore, both recruitment and retention of foster 

parents remain critical issues for the child welfare system.  

Family foster homes include both kinship care placements (placement with 

relatives), which represent 35% of family of foster homes placements, and non-relative 

care, which comprises the remaining 65% of placements (Courtney & Heuring, 2005; 

Rhodes et al., 2006); those providing non-relative care will be the focus of the present 

study.  Foster parents are a diverse group with a wide range of incomes and educational 

levels (Orme et al., 2004; Martin, Altemeier, Hickson, Davis & Glascoe, 1992); they 

reflect the racial diversity of the U.S. population and have a mean age of 44 (Rhodes et 

al., 2006).   
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The 1993 National Survey of Current and Former Foster Parents included 1300 

respondents, 80% of whom were currently fostering and 20% of whom were former 

foster parents.  Common reasons for wanting to become a foster parent that were 

endorsed by more than half of participants in the National Survey of Current and Former 

Foster Parents included wanting to provide a child with love and a good home, wanting to 

provide for a child who would otherwise be in an institution, and wanting to do 

something good for their communities.  Twenty-six percent of survey respondents wanted 

to foster with the goal of eventually adopting a child (Rhodes et al., 2006). 

 Among current foster families in the National Survey who were not providing 

kinship care (n=876), there was an average of 6.6 years of fostering experience (SD=6.4), 

with a median of four years (Rhodes et al, 2006).  Twenty to 25 percent of foster parents 

quit each year, and another 25% expressed uncertainty about continuing (Rhodes et al., 

2006).  As a result of the high quit rate, “high provider” foster parents, representing just 

20-25% of the total foster parent population, care for 50-80% of all foster children 

(Altemeier et al., 1992; Rhodes et al., 2006; Martin et al., 1992).  

Effective foster parents are generally people who have a genuine liking for 

children, are emotionally stable, and are able to collaborate with child welfare 

professionals (Baum, Crase & Crase, 2001).  While most foster parents are 

psychologically stable, some have significant stressors and more psychological problems 

than others (Orme et al., 2004).  With additional support and services, their chance of 

being successful foster parents increases (Barth, Crea, John, Thoburn & Quinton, 2005). 
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The Usual Treatment  

 The training usually received prior to becoming a foster parent follows a 

psychoeducational model.  Model Approach to Partnerships in Parenting (MAPP) 

training, which includes 10 three-hour group training sessions, has been in use since 

1991. MAPP and similar programs are used in many states (Orme et al., 2004), including 

Arizona.  At present, MAPP training is a requirement for every person who wishes to 

become a licensed foster or adoptive parent in Arizona.  The first session of MAPP 

training is devoted to orientation, an overview of child welfare laws, and discussion of 

the rights of both foster children and foster parents.  The second session focuses on 

general findings from the child development literature as well as introducing the concept 

of shared parenting, which is the idea that foster parents and biological parents will be 

working together to care for the child.  Sessions 3 and 4 are devoted to attachment theory 

and discussion of grief and loss.  Session 5 focuses on discipline techniques and 

managing problem behaviour.  Session 6 focuses on shared parenting, while session 7 is 

about helping the child transition out of the foster care system.  Session 8 focuses on the 

ways in which becoming a foster parent will change one’s family, and session 9 is about 

teamwork and partnering with professionals in the child welfare system.  The final 

session recaps all the major topics and ties everything together that has been learned 

(Child Welfare Institute, 2003; S. Dyer, personal communication, 2007).  

Typically, new foster parents do not receive any one-on-one counselling.  The 

group MAPP training is the extent of preparation they will receive for taking on the role 

of a foster parent.  While MAPP provides good training, it does nothing to provide 
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support for new foster parents while they undergo this major transition, and many foster 

parents indicate a need for additional support and mental health services (Barth et al., 

2005; Orme et al., 2004). 

 

Rationale for Using Motivational Interviewing with New Foster Parents 

As mentioned earlier, retaining foster parents is critical for several reasons.  

Nationally there remains a shortage of foster parents, they are difficult to recruit, and 

many new foster parents will cease foster parenting if they have a bad first experience 

(Rhodes et al., 2006).  Recruitment and training are also time-consuming and costly, and 

so retaining a greater number of foster parents can have profound consequences for the 

foster care system and the children it serves (Orme et al., 2004).  Inadequate preparation 

for foster parenting could mean that foster parents are distracted by their own troubles 

and not able to focus on ensuring the well-being of their foster child (Orme et al., 2004).  

The lack of one-on-one support, encouragement and trouble-shooting might also 

contribute to the high rate at which foster families quit fostering (Orme et al., 2004), 

thereby further exacerbating the shortage of foster families.  One-on-one or group 

counseling using Motivational Interviewing (MI) or other brief therapy modalities could 

address new foster parents’ need for support and help them strengthen their commitment 

to foster parenting. 

 MI therapists model for clients how to create an atmosphere of trust and openness.  

The MI spirit is characterized by collaboration, evocation and autonomy (Miller & 

Rollnick, 2002).  MI also consists of specific principles, including expressing empathy, 
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developing discrepancy, rolling with resistance, supporting self-efficacy, and reinforcing 

change talk and increasing motivation for change (Arkowitz & Miller, 2007).  The client 

is the expert on his or her own situation; the therapist helps the client to explore his or her 

reasons for change and the disadvantages of the status quo.  In the MI spirit, the therapist 

tries to convey to the client that the client knows what he or she needs and has the 

resources to make that happen; in other words, ideas for change are evoked from the 

client’s own experiences, perspective, and values (Arkowitz, Miller, Westra & Rollnick, 

2007). 

 Generally, there are two phases in MI.  The first phase focuses on reducing 

ambivalence and increasing readiness and motivation to change (e.g. transitioning to 

being a foster parent).  In the second phase, the client has begun to show clear signs of 

readiness to change but may not be quite sure how to make the change.  Therefore, the 

second phase is focused on strengthening the commitment to change, helping the client 

develop a plan for change, and increasing confidence about the ability to change 

(Arkowitz et al., 2007).  Most potential foster parents consider becoming foster parents 

for at least one year before contacting a foster parent agency (Baum, Crase and Crase, 

2001), and so for those who have thought it through and wanted to become a foster parent 

for a long time, increasing their confidence and commitment is likely to be more 

important than reducing ambivalence.  What would probably be most beneficial for these 

clients is working on increasing their confidence for change and supporting their self-

efficacy.  To aid in this process, the MI therapist acts as a consultant or guide (Arkowitz 

& Miller, 2007).  
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 Of the main principles—expressing empathy, developing discrepancy, rolling 

with resistance, supporting self-efficacy, and reinforcing change talk—all are potentially 

applicable with new foster parents.  Increasing their readiness to foster and increasing 

their confidence in their ability to be a successful foster parent is critical not just for their 

own well-being but also for the well-being of the foster child.  Foster parents who 

discontinue a placement create upheaval for the foster child living in their home.  

Placement instability will hinder a foster child’s ability to form positive attachments, 

which is already difficult for them given their experiences of abuse and/or neglect 

(Jonson-Reid & Barth, 2003).  Resilience studies show that the ability to form 

relationships with significant adults is a predictor of more positive outcomes (Jonson-

Reid & Barth, 2003). 

 
MI works well as a brief, stand-alone intervention 
 
 Although MI has never been used with foster parents in a published study, it has 

been shown to work quickly and effectively as a stand-alone treatment with several 

different populations (Arkowitz & Miller, 2007; Mueller, 2007; Burke et al., 2003; Dunn 

et al., 2001; Hettema et al., 2005).  In Project MATCH (Matching Alcoholism Treatment 

to Client Heterogeneity), four sessions of Motivational Enhancement Therapy over a 12-

week period were found to be as effective as 12 sessions of Cognitive-Behavioral 

Therapy or Twelve-Step Facilitation Therapy (Project Match Research Group, 1997).  

Two sessions of MI have been found to effectively reduce substance use in adolescents 

(Knight, Sherritt, Van Hook, Gates, Levy and Chang, 2005).  
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In a 2005 meta-analysis conducted by Hettema, Steele & Miller that included 72 

clinical trials, the mean effect size of MI across studies was d=0.77 up to 1 month later, 

0.39 for 1-3 months later, 0.31 from 3 to 6 months later, 0.30 in months 6-12, and 0.11 at 

follow-ups later than 12 months (Hettema et al., 2005).  The meta-analysis conducted by 

Burke, Arkowitz & Menchola (2003) showed clinical impact, with 51% improvement 

rates, a 56% reduction in client drinking, and moderate effect sizes on social impact 

measures (d =0.47) (Burke et al., 2003).  

Burke et al. distinguish between motivational interviewing and adaptations of 

motivational interviewing (AMIs).  AMIs may be defined by the presence of a feedback 

component (e.g. the Drinker’s Check-up), interventions adopted for use by nonspecialists 

(e.g. health practitioners), or any instance in which there is incorporation of non-

motivational interviewing techniques in the intervention while still retaining the core 

principles of MI (Burke et al., 2003).  They found that AMIs were equivalent to active 

treatments and superior to no-treatment or placebo controls for problems involving 

alcohol, drugs, and diet and exercise.  In the areas of smoking cessation and HIV-risk 

behavior reduction, there was no support for efficacy (Burke et al., 2003).  

Substance abuse treatment studies are the most common type of MI study that has 

been conducted, but there have been several studies where MI has been used with a non-

clinical population, such as people who are overweight and/or lacking physical fitness.  

In a study using an AMI to try to increase exercise among a group of overweight people 

in a primary care setting, Hardcastle and colleagues trained physical activity specialists 

and dietitians to use an MI counseling style.  They found that, six months later, those who 
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received counseling were more active and had reduced weight, blood pressure and 

cholesterol.  However, they had not changed their diet compared with the control group 

(Hardcastle, Taylor, Bailey, & Castle, 2008).  A similar study used a 10-week MI 

intervention to try to increase fitness among police officers.  Although there was no 

comparison group, they found that the intervention did significantly improve the fitness 

profile of the 67 participants (Anshel & Kang, 2008).  Another example with a non-

clinical population comes from a study done by Thevos and colleagues, who reported 

large effects of MI in encouraging the adoption of water purification and safety 

technology in rural African villages (as cited in Hettema et al., 2005). 

In a study of unemployed veterans with SMI diagnoses (traditionally a very 

difficult group to engage in work), after just one session of MI, approximately 45% of 

them had entered a work program, compared to fewer than 30% in the comparison group 

who did not receive MI (Mueller, 2007).  Among those who entered the work program, 

45% of those who had one session of MI remained in the program at a 12-month follow-

up, whereas only 20% of the comparison group remained in the program (Mueller, 2007).  

The program was effective in motivating and engaging a population to work, which 

indicates it might also be effective in engaging prospective foster parents to initiate and 

commit to the foster parent role.  Also, because it has been shown to be effective even in 

brief doses, MI is cost-effective (Mueller, 2007; Dunn et al., 2001), which is particularly 

important for the provision of social services in the public sector where funding is often 

tight. 

 
Tailoring MI for foster parents 
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 Due to the unique characteristics of fostering parenting, accurate empathy, a key 

component of MI, is particularly relevant when working with new foster parents.  

Accurate empathy has been found to be related to client change (Arkowitz & Miller, 

2007; Hettema et al, 2005).  There are also certain themes that are common when 

working with new foster parents, some of which are typical of all families and some of 

which are particular to fostering.  For example, issues surrounding social support are very 

important for individuals or families who have decided to foster.  Do their friends and 

family support their decision to become foster parents?  To whom can they go for help 

and advice?  In couples, are they able to back each other up when parenting, lean on one 

another, and talk through difficulties?  Inadequate social support is a major reason that 

people discontinue foster parenting (Rhodes, Orme, Co & Buehler, 2003).  Anticipatory 

and ongoing anxiety may also be very strong, since foster parents lack control over 

certain aspects of their situation.  They will not know ahead of time what the children 

who they will care for will be like.  They do not know what—or whom—to expect.  

Many also worry about becoming overly attached to the child in their care and then 

seeing the child returned to biological parents who they believe are unfit to provide care. 

 New foster parents who have never had children of their own might be wondering 

whether they will be any good at parenting and if they will know what to do if a child 

misbehaves or withdraws.  In families that already have children living in the home, there 

are likely to be concerns about how family dynamics will change with additional 

children.  Couples whose relationship is somewhat rocky may worry that adding the 

stress of being responsible for one or more children—children who could have significant 
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behavioral or emotional problems—could hurt their relationship.  Money problems are 

also very common stressors for families, and fostering a child may create unanticipated 

expenses. Resolving problems related to finances is especially important for families with 

foster children, because lack of economic resources has actually been linked to 

maltreatment of foster children (Orme et al., 2004).  All of these can be addressed using 

MI.  In this study, a construct called Preparedness will be created that represents 

preparedness for the foster parent role and includes measures of self-efficacy, readiness 

to change, and commitment to the foster parent role, i.e. the building blocks of MI’s 

change model. 

  
Preliminary Study 
 

Beginning in March 2008, I undertook a small pilot study with seven participants, 

all of whom received an active MI intervention for two sessions, as well as completing 

ratings at a three-month follow-up.  All seven participants were married or had a long-

term partner; in two of the seven cases both members of the couple participated in study 

sessions.  Six of the seven participants completed the study, with one participant 

dropping out after the first session.  Participants ranged in age from 27 to 66, with an 

average age of 46.  All seven participants were Caucasian; two identified their ethnicity 

as Mexican.  Case plan goals varied: one participant was licensed as a foster parent and 

for respite care; two participants were seeking to adopt, and one of those two was also 

seeking licensure to provide respite care; and four participants were already providing 

kinship care to grandchildren or other relatives, with two of the four also seeking 
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licensure to foster non-relative children.  Appendix A presents results for each pilot 

participant in greater detail. 

The purpose of the pilot study was to assess the feasibility of recruiting 

participants and conducting the study.  Sessions with participants were also used to refine 

the structure of the MI interventions and to streamline data collection procedures.  With 

the first three study participants, an unstructured intake interview and motivational 

interviewing were done first, followed by completion of the study assessments.  By the 

fourth participant, though, I realized it would be more helpful to do the assessments first, 

for two reasons.  First, they provided a lot of information about the participants, 

eliminating the need for a detailed intake.  Second, participants could receive immediate 

feedback on the assessment topics, and the motivational interviewing session could be 

structured and standardized somewhat by using that content.  Of the six study participants 

who completed all three study sessions, the most salient themes addressed in the MI 

sessions were transitioning to and committing to the foster parent role and handling foster 

children’s behavioral and emotional problems.  A few of the study participants showed 

continuous progress and improvement throughout the study, although a more typical 

pattern was improvement in some areas with no change in others.  The MI appeared to 

help participants, although it was difficult to tell with such a small sample. Most notably, 

all six of the study participants reached for follow-up were either still fostering or still 

intending to foster at the three-month follow-up.  However, the follow-up period was 

clearly not long enough and highlighted the need for a longer follow-up in the full-scale 

study. What also became apparent in the pilot study was that the issues and experiences 
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of the foster parents providing kinship care were very different from those providing non-

relative foster care; this realization influenced the decision to only include non-relative 

foster parents in the present study. 

 
The Present Study 
 

The present study aimed to examine whether providing MI to participants 

increased their sense of self-efficacy, motivation, and commitment to the foster parent 

role. It also examined whether this led to more potential foster parents getting licensed 

and then continuing to foster throughout the one-year study period (i.e. retention). A 

study like this had never been done, but the literature described above supports the idea 

that a brief MI intervention could positively impact outcomes for new foster parents. 
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METHODS 
 
Participants 
 
 Eighty new foster families consisting of either individuals or couples were recruited 

for participation in the present study, for a total of 112 participants (see Figure 1 for a 

diagram of study participant flow).  Foster families were recruited by attending 29 foster 

parent licensing classes that occurred at one of the following seven agencies: Devereux 

Arizona (43 participants), Casa de los Niños (22), Arizona Baptist Children’s Services 

(19), La Paloma Family Services (13), AmeriPsych (7), Intermountain Centers for 

Human Development (5), and Providence Corp. (3).  I attended the penultimate or final 

class of the MAPP licensing training to describe the study and recruit participants.  The 

project was described to prospective participants as a study examining the motivation and 

experiences of new foster parents with the aim of increasing new foster parents’ 

confidence so that they can be successful at foster parenting.  It was explained to 

prospective participants that half would be in the control group and half would receive 

the MI intervention.  Participants were told that the study involved four sessions, one in-

person and three via telephone, and that each session would take between 15 minutes and 

two hours, depending on which group they were in and which study session it was.  It 

was explained that all participants would complete assessments at each session.  They 

were told that there were no costs for participating and that they would be modestly 

reimbursed for their time.  Those who were interested in participating were asked to 

provide their contact information.  Interested parties were informed that they would be 

contacted the following day to schedule their first study session.  Participants were 
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allowed to choose whether they preferred to meet for the initial study session at their 

home, at the community agency where they completed MAPP training, or at another 

location.  Seventy-six percent chose to meet at their home, 6% chose to meet at the 

community agency, and 18% requested to meet at another location, such as a coffee shop.  

Figure 1. Flow of Study Participants 

 

 Participants are 80 new foster families who completed 30 hours of Model Approaches 

to Partnerships in Parenting (MAPP) foster parent licensing training and, at the time of 

recruitment, were in the final stages of the Arizona state licensing process.  The sample 

Number of foster parent licensing classes attended  
in order to recruit the sample: 29 classes 

 Number of individuals or couples interested in the study at the 
licensing classes who provided contact information: 109 

  

Number of individuals/couples who scheduled and completed 
first study session: 80 (40 to MI group, 40 to control group) 

Number of participants who completed  
1-month follow-up: 79 (39 MI, 40 C) 

Number of participants who  
completed 6-month follow-up: 78 (38 MI, 40 C) 

Number of participants who completed 1-year follow-up: 78 
(38 MI, 40 C) 
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size of 80 foster families reflected the desire to have as large a sample as possible but 

tempered by the knowledge that, among the seven agencies, only about 25 foster parents 

are licensed each month, so recruiting more than 80 study participants during the 10-

month recruiting period would be unlikely. On the other hand, having approximately 40 

families in each area of the experiment seemed sufficient to identify effects of the 

intervention that would be large enough to be immediately interesting.  The 80 

participants were enrolled in the study between July 2008 and May 2009.  Prior research 

studies have shown that MI can have substantial effects in only one or two sessions 

(Miller 2000).  Anticipating a large effect based on results from the Hettema, Steele & 

Miller (2005) meta-analysis described above—in that meta-analysis, d=.77. and a large 

effect for Cohen’s d is generally considered to be at d=.8—the present study was 

determined to be sufficiently powered to detect large effects if they occurred. 

 

Overall Sample Characteristics 

 Of the 112 participants in the study, 106 completed all four study sessions.  In three 

families, one spouse stopped participating after the one-month follow-up but the other 

spouse participated through the one-year follow-up; in addition, one single individual and 

one couple dropped out of the study prior to completing all four study sessions.  

Participants included both men and women of varied ethnicities; the majority of 

participants were women and Caucasian (Table 1).  Married or cohabitating participants 

were given the choice of participating in the study as a couple or having just one member 

of the couple participate.  Fifty-one percent chose to participate as a couple and 49% had 
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one member of the couple participate, which 84% of the time was the female partner.  All 

participants completed the Balanced Inventory of Desirable Responding (BIDR) at 

baseline in order to assess whether self-enhancement or impression management 

tendencies might be coloring participants’ responses.  Overall, scores were similar in both 

the MI and comparison group; the self deceptive enhancement was in the normal range 

and the impression management was somewhat high in both groups (Table 1).  Study 

participants had varied licensing goals, including fostering, foster-to-adopt, adoption, and 

respite care (Table 2). 

Table 1.  Overall sample characteristics. 

All participants 
 (n = 112) 

 MI group 
(n = 56) 

Control group 
(n = 56) 

 

Sex (% female) 67.9 69.6 66.1 

Race (%)       

Caucasian 90.2 91.1 89.3 

African-American 7.1 5.4 8.9 

Asian 0.9 1.8 0 

Other 1.8 1.8 1.8 

Ethnicity (%)       

Hispanic or Latino 34.8 33.9 35.7 

Not Hispanic or Latino 65.2 66.1 64.3 

Relationship Status (%)    

     Married 76.8 78.6 75 

        Years Married M=11.3, SD=9.7   

     Partnered 8 7.1 8.9 

Single (never married) 8 5.4 10.7 

Divorced 7.1 8.9 5.4 

M SD  M SD M SD 

Age (years) 40.8 10.8 41.4 11.2 40.2 10.4 
Balanced Inventory of Desirable 
Responding-SE 

7.45 3.42 7.2 3.2 7.7 3.6 

Balanced Inventory of Desirable 
Responding-IM 

10.16 3.83 10 3.5 10.4 4.2 

Dyadic Adjustment Scale 33.56 3.54 33.3 4 33.8 3.1 
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Table 2. Primary Case Plan Goal for Licensure 
 All participant families 

 (n = 80) 

 MI group 
(n = 40) 

Control group 
(n = 40) 

Foster (%) 52.5  57.5 47.5 

Foster-to-adopt 28.75  27.5 30 
Kinship 2.5  2.5 2.5 

Respite 6.25  5 7.5 
Adoption 10  7.5 12.5 

 
Additional sample characteristics 
 

Sex. A total of 36 men and 76 women participated in the study.  Seven of those 

men participated alone; the other 29 participated with a female partner.  Forty-one 

women participated alone and 35 participated with a partner, including three female 

same-sex couples who participated together. 

Age and education of participants.  Overall, the mean age was 41 (SD=10.8).  As 

can be seen in the histogram below (Figure 2), there was a large cluster of people who 

fostered in their early- to late-30s and also a smaller cluster of people in their late 40s to 

late 50s.  These groups are largely composed of a “foster-to-adopt” group in their 30s and 

a “young grandparents” group in their late 40s/early 50s.  Those in the “foster-to-adopt” 

group were typically married couples who wanted to start a family but were unable to 

have biological children.  The “young grandparents” typically had biological children 

who were already grown up and out of the house.  They often reported that they still felt 

relatively young and energetic and wanted to help children or enjoyed having children 

around. 
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Figure 2:  Age distribution of participants.  

 

 

 

 

 

 

 

 

 

Most participants had at least a high school degree (89%), many had at least some college 

(80%), and a large minority had a bachelor’s degree and/or an advanced degree (41%). 

  
Family Composition. On average, there were about two adults in each household 

that planned to foster, with a range from one to four adults (see Table 3).  The average 

foster family in the study had 1.2 children living at home (range=0 to 5) and just under 

one adult child (M=0.9, range=0 to 7).  Presence of pets varied widely, with a mean of 

2.7 (SD=5.7), but a range of 0 to 40 animals. 

Table 3. Family Composition 

Variable Minimum Maximum Mean 
Std. 

Deviation 
No. of adults in the house 1 4 1.92 .53 
No. of children in the 
house 

0 5 1.21 1.41 

No. of adult children (not 
living in the house) 

0 7 .91 1.57 

No. of pets in the house 0 40 2.72 5.66 
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Ratings of marital satisfaction. Overall, marital satisfaction ratings for the sample 

were quite high.  On the Dyadic Adjustment Scale (DAS), which has a range of 7 to 38, 

the mean rating was 33.6 (SD=3.2).  On the Kansas Marital Satisfaction Scale (KMS), 

which has a range of 3 to 21, the mean rating was 19.6 at baseline (SD=1.6), 19.5 at one-

month follow-up (SD=2.0) and 19.2 at six-month follow-up (SD=2.0).  The DAS and 

KMS were highly correlated, 0.63 (p<.001), at baseline.  The mean differences between 

the MI and control groups on the KPS are not significantly different; at baseline F=0.65, 

p=.43, and at the six-month follow-up F=1.06, p=.31. 

 

Reasons for fostering. The reasons for fostering participants endorsed at baseline 

tended to be quite altruistic (Table 4). 

Table 4. Reasons for fostering 
Top reason for fostering selected from the Reasons for Fostering Checklist % 
I want to provide a good home for child. 29.5 
I want to provide a child with love. 23.2 
I want to provide a home so I child won’t have to be put in an institution. 12.5 
I want to help a child who is less fortunate. 6.3 
I want to fulfill my religious beliefs by caring for a child. 5.4 
I thought about adopting and thought foster parenting was a good way to start. 4.5 
I want to do something for the community/society. 3.6 
other responses <3% 
 
 
Characteristics of the foster children in the sample 
 

Although the primary focus of the study was on new foster parents, a limited 

amount of data was collected on the children who were fostered by study participants 

between baseline and the one-year follow-up.  Within the sample, 66.7% of participants 

were licensed and 60.3% had cared for one or more children by the one-year follow-up.  

The vast majority of families who had placements cared for one (57%) or two (38%) 
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foster children; one family had three and one had five children.  There were 10 families 

who fostered both boys and girls, seven families that fostered only boys and 19 families 

that fostered only girls.  Most of the children fostered were babies or young children, 

including 35 children ages zero to two years. Twenty children were in the three to eight 

year range, 11 were eight to 13, and eight were teenagers aged 14 to18. Although there 

was not a significant difference between groups, foster parents in the control group 

tended to foster babies and those in the MI group were somewhat more likely to foster 

older children (Table 5). 

Table 5. Ages of children fostered by treatment group 
 MI group Control 

group 
F Sig. 

fostered 1+ child 
age 0-2 

30% 60% 2.39 .13 

fostered 1+ child 
age 3-8  

30% 23% 0.25 .62 

fostered 1+ child 
age 9-13 

19% 10% 0.82 .37 

fostered 1 child 
age 14-18 

14% 8% 0.73 .39 

 
Study Design 
 
 The project received initial IRB approval on April 10, 2008 and has been 

continuously approved since then, including receiving a one-year renewal on March 16, 

2010. There are four study sessions: baseline, a one-month follow-up, a six-month 

follow-up, and a one-year follow-up.  Informed consent was obtained at the outset of the 

first study session.  Potential participants were informed that their participation was 

voluntary and that they could terminate their participation at any time.   

 Once consent was signed, half of the participants were randomly assigned to receive 

MI counseling and half were assigned to the control group.  In order to determine 
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randomization, participants drew one card from among a lot of cards; the designation on 

the card—either MI or comparison group—determined which group the participant was 

in.  On-the-spot randomization increased transparency and made it easier for participants 

to accept their group assignment.  Those who were in the control group were asked to 

complete a set of questionnaires (to be described in detail below), which I administered 

orally.  I entered their responses directly into an Excel program on my laptop computer 

that automatically calculated their scale scores.  

 For those randomly assigned to the MI group, the same set of questionnaires was 

administered, followed by a motivational interviewing session of about 50 minutes.  

Because participants’ responses to the questionnaires were directly entered in the Excel 

program and scale scores were automatically calculated, I was able to use the information 

from the scales to provide feedback to participants and structure the MI session. The 

scale scores helped to identify and highlight areas that were strengths as well as responses 

that caused concern.  Topics discussed with participants included their motivations for 

foster parenting and the doubts, worries or concerns they had as they began the foster 

parenting process.  For example, some foster parents expressed an aversion to interacting 

with a child’s birth parents and scored low on the scale that measures this, the Receptivity 

to Birth Family Connections Scale. In a case like this, some of the MI session might be 

spent exploring the reasons for their aversion and then brainstorming ways the foster 

parent could work through that discomfort in order to help the child stay connected to the 

birth parents or other adults to whom he or she is attached. 
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 The first session was the only session conducted in person; the second session one 

month later (the “booster” session) was conducted by telephone.  All participants 

completed the full roster of assessments over the phone.  That concluded the second 

session for those in the comparison group, but the MI group then received an over-the-

phone 50-minute session of MI.  Again the session was structured via participants’ 

responses on the questionnaire.  At the second session, responses from first session were 

compared to those gathered at the second session; this was another way to emphasize 

strengths (if the participant had improved in any areas) and elicit change talk.  In some 

cases, we also talked about areas in which their scores declined and explored the reasons 

for the decline (.e.g. “On the Available Time Scale, you indicated less time available for 

fostering than you did at the first session. Why do think your score declined?”) 

 The six-month follow-up session was also conducted by telephone.  This session was 

identical for all participants regardless of group assignment.  They completed the full set 

of assessments.  They also completed an additional questionnaire, the Exit Questionnaire, 

which asked whether they had become licensed and started fostering and, if they had, for 

the history of their foster parenting experience thus far.  The history included the number 

and ages of children they had fostered, their length of service (i.e. number of fostering 

days, which is the primary outcome measure), and whether they intend to keep fostering 

in the future. At the one-year follow-up, participants were asked for an update on their 

foster parenting history since the last session and they again completed the Exit 

Questionnaire. 
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 All interviews were audiotaped for protection of the integrity of the analyses and in 

case the audiotapes were needed for later analyses.  In order to tape, though, participants 

had to consent to audiotaping in the informed consent form (just 5 of the 80 participating 

families declined to be taped, most typically in cases where English was a second 

language and participants lacked confidence in their oral expression in English).  

Participants received $10 compensation for the first session, $15 for the second session, 

$25 for the six-month follow-up and $20 for the one-year follow-up.  During the first 

session, at the time the consent form was explained, it was emphasized to participants 

how important it is to obtain their follow-up data.  This explanation, combined with 

dogged follow-up efforts, led to a high percentage of study completers.  Ninety-nine 

percent of participants completed the 1-month follow-up, 98% completed the 6-month 

follow-up, and 98% completed the 1-year follow-up.  

I was the clinician conducting the motivational interviewing sessions in the study, 

as well as the one collecting all assessments with those in both the MI group and the 

control group.  While it may appear to have been a limitation to have one graduate 

student deliver the intervention, my training in MI is extensive compared to the norm.  I 

took a year-long practicum in MI and saw clients in the Psychology Clinic under the 

supervision of Professor Harold Arkowitz.  In addition, I worked part-time during the 

2007-2008 academic year doing motivational interviewing with college students who 

were problem drinkers.  In 10 studies that reported the number of hours of training that 

practitioners in MI interventions received, the range was from 2 to 31 hours, with a mean 

of 15 hours (Dunn et al., 2001).  My training included 45 hours of didactics, more than 
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100 hours of direct client contact, and 60 hours of group and individual supervision.  

Another meta-analysis found that the effect size was not significantly predicted by the 

counselor training (Hettema et al., 2005).  Because I was still in training, though, Dr. 

Arkowitz continued to supervise my work during the present study, thereby ensuring that 

treatment integrity was maintained.  We met on several occasions to discuss the study MI 

sessions. 

 The dosage of MI was set at two sessions (totaling approximately 100 minutes) 

based on typical values reported in the literature.  A meta-analysis found that in studies 

comparing MI to a control group, average duration of MI was 104 minutes; in studies 

comparing MI to a comparison treatment, average duration was 98 minutes; and when MI 

was used as an enhancement to usual treatment, average duration of MI was 70 minutes 

(Dunne et al., 2001).  Therefore, the duration chosen for this study, 100 minutes over two 

sessions, is a typical dosage of MI.  Additionally, it has been found that MI duration is 

not a significant predictor of effect size (Hettema et al., 2005).  

The decision not to use a manual in this study was deliberate, even though a well-

regarded manual for Motivational Enhancement Therapy already exists.  The Hettema et 

al. (2005) meta-analysis actually found that manual-guided MI was associated with 

smaller effect sizes.  The problem was that therapists were adhering too closely to the 

manual and missing clients’ resistance to some of the prescribed activities (Hettema et al. 

2005).  Particularly in the present study, which has a distinct population and in which the 

MI was tailored based on participants’ responses to the questionnaires, using a manual 

would have proven difficult and potentially counterproductive. 
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Measures 

 Questionnaires.  Several questionnaires were administered to participants in person at 

the initial session, over the phone at the one-month follow-up session, and also over the 

phone during the six-month and one-year follow-ups.  They were administered orally 

each time; at the initial study session, participants were provided a copy of the 

questionnaires so they could look at the items while responding at the first session and at 

subsequent sessions.  The questionnaires administered are listed here. 

Self-efficacy measures: 
• The Center for Epidemiological Studies Depressed Mood (CES-D) Scale is 

a 20-item self-report scale designed to identify current levels of depression 
in the general population.  

• The Short Hardiness Scale (SHS) is an existing 15-item scale designed to 
measure hardiness and dispositional resilience to stress.  

 

Readiness for the foster parent role measures: 

• The Available Time Scale (ATS) is a 20-item scale designed to measure the 
time a potential foster parent anticipates he or she will have available to 
complete tasks that are typical of foster parent responsibilities.  

• The Help with Fostering Inventory (HFI) is a 19-item scale designed to 
measure the level of help with fostering that applicants anticipate they will 
receive from members of their social networks, including help from family 
members, professionals, and worship group.  

 

Commitment to the foster parent role measures: 

• The Foster Parent Role Performance Scale (FPRP) is a 40-item scale 
designed to measure the degree of perceived responsibility for different 
aspects of the foster parent role. 

• Personal Dedication to Fostering Scale (PDFS) is a 28-item scale designed 
to measure professional commitment, moral/ethical consciousness, 
receptivity, and responsivity to foster children. 

• Receptivity to Birth Family Connections Scale (RBFCS) is a 14-item scale 
designed to measure receptivity to children's connections with birth 
families. 
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• The Willingness to Foster Scale (WFS) is an 80-item scale designed to 
measure willingness to foster different types of children.  More specifically, 
it’s designed to measure willingness to foster: (1) children with emotional 
and behavioral problems (40 items); (2) children with special needs (19 
items); (3) children 5 and under (3 items); (4) children 6 and over (4 items); 
and (5) children of a different race, religion, culture, or sexual orientation (4 
items). 

 

Additional measures: 

• The Reasons for Fostering (RF) inventory is a 33-item inventory designed to 
measure the extent to which different types of motivations contribute to the 
decision to foster.  Each item represents a different reason to foster.   

• The Dyadic Adjustment Scale (DAS) is a six-item self-report measure of 
relationship adjustment. This questionnaire was only used with participants 
who were married or partnered.  

• The Kansas Marital Satisfaction Scale (KMS) is a three-item scale designed 
to measure marital satisfaction.  This questionnaire was only used with 
participants who were married or partnered.  

• The Kansas Parental Satisfaction Scale (KPS) is a three-item scale designed 
to measure satisfaction with oneself as a parent, the behavior of one's 
children, and relationship with one's children.  This questionnaire was only 
used with participants with children.   

• The Balanced Inventory of Desirable Responding (BIDR Version 6; Paulhus, 
1991) was administered only at the first session.  This scale is used to assess 
participants’ tendency to answer in socially desirable ways. 

• A Demographic Questionnaire was administered to participants at the baseline 
session and included date of birth, race, ethnicity, education level, relationship 
status, and the number of adults and children in the household.  This measure was 
constructed for this project. 

• An Exit Questionnaire was given to all participants at the six-month and one-year 
follow-up sessions.  This 12-item scale assesses participants’ intentions to 
continue fostering and satisfaction with the experience of foster parenting, as well 
as capturing the number of fostering days during the study period. This measure 
was constructed for this project. 

• The Change Questionnaire was developed in 2008 by University of Arizona 
graduate student Amanda Brody. It measures participants’ reasons for wanting to 
make a change, reasons for not wanting to make a change, and feelings about the 
change. In the study administration, participants were instructed that the change 
they should be rating was “becoming a foster parent.” 
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Copies of the Demographic Questionnaire, Exit Questionnaire, and Change 

Questionnaire are in Appendix B. All of the scales listed here, with the exceptions of the 

BIDR, the DAS, the Demographic Questionnaire, the Exit Questionnaire, and the Change 

Questionnaire, are included in the Casey Home Assessment Protocol (CHAP), a product 

of the Family Foster Care Project of the University of Tennessee in collaboration with 

Casey Family Programs.  With the exceptions of the CESD, the Short Hardiness Scale, 

and the Kansas Marital and Parental Satisfaction scales, the remaining scales were 

constructed and tested by the University of Tennessee group, whose members are leaders 

in foster care research.  With the exceptions of the Demographic Questionnaire and the 

Exit Questionnaire, all scales have been empirically validated and all have good to 

excellent reliability (please see Appendix C for greater detail about the CHAP scales).  

Table 6 shows a schedule of when each scale was administered. 

Table 6: Assessment Schedule. 
Assessment Baseline 1 month 

follow-up 
6 month 
follow-up 

1 year 
follow-up 

Balanced Inventory of Desirable 
Responding 

x    

Dyadic Adjustment Scale x    
The Center for Epidemiological Studies 
Depressed Mood (CES-D) Scale 

x x x  

Short Hardiness Scale (SHS) x x x  
Kansas Marital Satisfaction Scale (KMS) x x x  
Kansas Parental Satisfaction Scale (KPS) x x x  
Available Time Scale (ATS) x x x  
Help With Fostering Inventory (HFI) x x x  
Personal Dedication to Foster Scale 
(PDFS) 

x x x  

Willingness to Foster Scale (WFS) x x x  
Foster Parent Role Performance Scale 
(FPRP) 

x x x  

Receptivity to Birth Family Connections 
Scale (RBFC) 

x x x  

Reasons for Fostering Checklist x x x  
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Demographic Questionnaire x    
Change Questionnaire x (MI 

only) 
x (MI 
only) 

  

Exit Questionnaire   x x 
  

 The CES-D, SHS, ATS, HFI, PDFS, WFS, FPRP, and RBFC scales are intended to 

measure one of the following three MI-related constructs: self-efficacy, readiness to 

change, or commitment to foster parent role. Self-efficacy is loosely defined here by the 

Short Hardiness scale, which measures adaptability and resilience, and the CES-D, which 

measures depressive symptoms.  The idea is that those who are high on depressive 

symptoms or low on hardiness ratings are prone to low perceived self-efficacy.  

Readiness to foster is measured by the Available Time Scale and the Help With Fostering 

Inventory, which measures social support; the idea is that carving out time to care for 

foster children, as well as having supportive family and friends, indicates readiness for 

the foster parent role. Commitment to fostering is measured with the Personal Dedication 

to Fostering Scale, the Willingness to Foster scale, the Receptivity to Birth Family 

Connections scale, and the Foster Parent Role Performance Scale, which measures how 

responsible participants feel for different aspects of the foster parent role.  Together, self-

efficacy, readiness to change, and commitment to the foster parent role represent the 

latent construct of preparedness for the foster parent role (Preparedness).  The Exit 

Questionnaire measures fostering status at the six-month and one-year follow-ups as well 

as satisfaction with the foster parent role. Table 7 provides information on the concepts 

that the scales are intended to represent. Figure 3 provides a model of the study design.  
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Table 7: Study assessments. 
Variable Label Name of Scale Construct  
Adaptability and resilience Short Hardiness Scale Self-efficacy 
Mood Center for Epidemiological Studies 

Depression Scale 
Self-efficacy 

Available time Available Time Scale Readiness for change 
Social support Help With Fostering Inventory Readiness for change 
Dedication to fostering Personal Dedication to Foster Scale Commitment to foster 

parent role 
Openness to child problems Willingness to Foster Scale Commitment to foster 

parent role 
Responsibility for foster child Foster Parent Role Performance Scale Commitment to foster 

parent role 
Openness to child’s birth 
family 

Receptivity to Birth Family Connections 
Scale 

Commitment to foster 
parent role 

Reasons for fostering Reasons for Fostering Checklist  
Self-deceptive enhancement 
and impression management 

Balanced Inventory of Desirable 
Responding 

 

Ambivalence about fostering Change Questionnaire  
Relationship satisfaction Dyadic Adjustment Scale  
Relationship satisfaction Kansas Marital Satisfaction Scale  
Parent role satisfaction Kansas Parental Satisfaction Scale  
Demographic data Demographic Questionnaire  
Involvement and satisfaction 
with fostering 

Exit Questionnaire Fostering status and quality 
of fostering experience 

 
Figure 3: Model of study design. 
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In this model, MI1=first session of motivational interviewing; MI2=second session of 

MI;  PREP=a latent variable, preparedness, that equals the sum of SE, RC and C; SE=self-

efficacy/personal resources, which is measured by hardiness (H) and mood/depressive 

symptoms (M); RC=readiness to change (i.e. become a foster parent) and is measured by 

scales of available time (T) and social support (S); C=commitment to the foster parent 

role and is equal to the sum of measures of dedication to fostering (D), openness to child 

problems (O), responsibility for foster child (R) and receptiveness to birth family (B);  

fostering days= total number of days spent providing foster care; and fostering experience 

is measured by items on the Exit Questionnaire.  Since the MI sessions occur after the 

first set of assessments are done, slope should be affected by the MI sessions but the 

intercept will not be. T1 is baseline, T2 is the one-month follow-up, T3 is the six-month 

follow-up, and T4 is the one-year follow-up. 

 
Data analysis 
  
 A series of calculations were performed to evaluate the impact of the MI 

intervention on the latent construct Preparedness and its subsequent impact on the quality 

of the fostering experience and total days of fostering. The primary outcome measures are 

foster parent initiation and retention, as measured by the Exit Questionnaire at the six-

month and one-year follow-ups.  Initiation is defined as submitting the required 

paperwork to the state, obtaining official licensure status, and then fostering one or more 

children.  If initiation occurs, then retention is measured by whether that person is still an 

active foster parent at follow-up.  The length of stay of the foster children will be the 

primary outcome variable (range=0 to 365 days).  The other outcome measures will be 
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quality of the foster parenting experience, also measured by the Exit Questionnaire and 

including satisfaction and other aspects of the foster parenting experience.  The Exit 

Questionnaire also includes ratings of the importance of being a foster parent, confidence 

in one’s abilities as a foster parent, and intention to continue fostering 1, 2 and 5 years 

post-follow-up, as well as ratings of the foster child’s behavior and level of attachment to 

the foster child.  The construct of Preparedness was created via a series of calculations. 

Figure 4 explains the steps through which the preparedness variables were created. 

Figure 4. Standardization process to create the preparedness variables 

 
1 

 

 

 

Step 1.  Eight questionnaires (CESD, SHS, ATS, HFI, PDFS, FPRP, WFS, and 
RBFC) given at three time points (baseline, 1-month follow-up, and 6-month follow-
up) became 24 questionnaires standardized on the mean and SD of the baseline data. 
 
Step 2. These standardized questionnaires were summed to create the composite 
measures of self-efficacy (SE), readiness to change to the foster parent role (RC), and 
commitment to the foster parent role (C) at baseline(1), the one-month follow-up(2), 
and the six-month follow-up (3):  
CESD1 + SHS1 = SE1 
CEDS2 + SHS2 = SE2 
CESD3 + SHS3 = SE3 
ATS1  + HF1  = RC1 
ATS1  + HF1  = RC1 
ATS1  + HF1  = RC1 
PDFS1 + FPRP1 + WFS1 + RBFC1 = C1 
PDFS2 + FPRP2 + WFS2 + RBFC2 = C2 
PDFS3 + FPRP3 + WFS3 + RBFC3 = C3 
 
Step 3.  Each composite measure is divided by 2: SE and RC are divided by two 
because they are composed of two measures.  C is divided by two rather than four 
because community raters said that the measures of commitment were the most 
important, and therefore the C measures were weighted twice as heavily as SE and RC 
when creating Preparedness.  Finally, SE, RC and C are summed at the three time 
points to create PREP1, PREP2, and PRP3. 
SE1/2 + RC1/2 + C1/2 = PREP1     baseline 
SE2/2 + RC2/2 + C2/2 = PREP2     one-month follow-up 
SE3/2 + RC3/2 + C3/2 = PREP3     six-month follow-up 



44 
 

As noted in Figure 4, Commitment was weighted twice as heavily as Self-Efficacy and 

Readiness to Change based on rankings of the importance of each of the questionnaires 

by five community experts from the licensing agencies where participants were recruited. 

These raters felt that Foster Parent Role Performance (FPRP), Personal Dedication to 

Fostering (PDFS), Willingness to Foster (WFS) and Receptivity to Birth Family 

Connections (RBFC)—which are the four components of the Commitment scale—were 

four of the five most important questionnaires that participants completed. The other 

scale in the top five was the Available Time Scale (ATS), which is part of RC. These 

Preparedness scores were then used to perform the latent growth curve analysis. 

Latent Growth Curve Analysis. First, Multi-Level Modeling (MLM) was 

performed using SAS PROC MIXED. Individual growth curve parameters were obtained 

by Maximum Likelihood (ML) estimation, which quantifies the systematic changes in 

scores over time. This process occurred by empirically fitting regression lines for the 

repeated measure Preparedness. The following growth curve parameters were estimated: 

(1) the intercept, representing the starting value of Preparedness prior to experimental 

treatment, and (2) the natural logarithmic slope, using the standardized regression 

weights, representing the direction and magnitude of average change in status on each 

criterion variable over time. Because it was expected that the growth curve would 

accelerate between the one month and six month follow-ups, the slopes were theoretically 

pre-specified to be curvilinear. An unstructured covariance matrix was specified in the 

MLM, meaning that all the variances and covariances among repeated observations were 

freely estimated and permitted to be different from each other.  
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An advantage of this statistical approach is that it does not assume homogeneity 

of rates of change (equal slopes) across all participants but rather explicitly models 

individual differences in growth curve parameters. This approach is a beneficial 

analytical strategy for a longitudinal study (Figueredo, personal communication, May 13, 

2010). 

The growth curve estimates obtained were then used for further statistical 

analyses that were performed in SPSS. The next step was to use an independent samples 

t-test to compare intercepts and slopes between the MI and control groups. Then, a 

general linear model analysis was performed, using a Cascade Model approach (Figure 

5).  
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Figure 5. Cascade Model.  

 

To perform GLM using the Cascade Model, “a series of sequential hierarchical 

regressions was executed in which the multiple dependent variables were analyzed 

according to a prespecified causal order” (David, Guggenheim, Figueredo & Locke, 

2007, p. 68). In this process, each hierarchically prior dependent variable was entered as 

the first predictor for the next dependent variable. The general format for these 

hierarchical multiple regressions is as follows:  

 

Preparedness
INTERCEPT

Treatment Condition 
(MI or control group)

Preparedness
SLOPE

Fostering 
Experience

Total 
Fostering Days



47 
 

Y1 = X 
Y2 = Y1 + X 
Y3 = Y2 + Y1 + X 
 
According to Davis et al. (2007), this procedure is conceptually equivalent to a sequential 

canonical analysis, which controls statistically for any indirect effects of the predictors 

through the causally prior dependent variables. The analyses followed a theoretically pre-

specified order: Preparedness, which preceded Fostering Experience, which preceded 

Total Fostering Days. The independent variable was treatment group (MI or control 

group). 

Missing data procedures. Two participant families did not complete the study 

(one dropped out after the baseline session and one dropped out after the 1-month follow-

up). Those participants were included in the demographics section of the results but were 

excluded from subsequent analyses. 
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RESULTS 

Total fostering days 

 For each participating individual or couple, whether they completed the 

application for foster parenting licensure was determined, along with how many days it 

took them to complete this step after completing the 10-session MAPP class, and, if 

licensed, how many days during the study year they fostered one or more children.  By 

the one year follow-up, 68% of the MI group and 65% of the control group were licensed.  

The mean days to licensure was similar for both groups: 128 days for those in the MI 

group and 123 days for those in the control group (F=0.07, p=0.80).   

The primary outcome variable in the study is total days of fostering over the one 

year study period (range=0 to 365 days).  Those parents in the MI group, on average, 

fostered for more days than did those in the control group.  At the one year follow-up, 

those in the MI group had fostered for a mean of 117.2 days (SD=121.6) and those in the 

control group had fostered for a mean of 97.5 days (SD=105.6) (F=0.59, p=0.44).  

Because of the large variation in fostering days among participants, the median provides 

a better picture of the typical experience of the foster parents in each group.  Median days 

of fostering for the MI group was 107.5 days and just 47 days for the control group 

(Figure 6).  Using the Mann-Whitney test, this difference was not significant (p=.62). 
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Figure 6. Median total days of fostering by treatment group (0=control group, 1=MI 
group) 

 
 

 
 
Latent Growth Curve Analysis 
 
 Latent growth curve analysis was performed to assess the hypothesized model: 

that the MI treatment would strengthen Preparedness, which in turn would improve the 

quality of Fostering Experience, which would increase Total Fostering Days.  First, 

multi-level modeling was performed using SAS Proc Mixed to create individual slopes 

and intercepts of Preparedness for each participant (Appendix D).  Then, once those 

values were generated, group differences in Preparedness were compared using a t-test.  

The intercepts were not significantly different, but the slopes were, indicating that there 

were significant differences in how the MI and control groups changed in Preparedness 

over time (Table 8).  Table 9 shows mean values by treatment group for the individual 

growth curve (IGC) intercepts and slopes. 
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Table 8.  T-test of preparedness intercept and slope based on treatment group 

Variable  T Df 
Sig. (2-
tailed) 

Mean 
Difference 

Std. Error 
Difference 

Preparedness 
Intercept 1.70 76 .09 1.27 .75 

Preparedness 
Slope -2.22 76 .03 -1.49 .67 

 
 
Table 9. Means for the IGC intercepts and slopes 
Treatment 
Group  Statistic 

igcIntercept     
of Preparedness 

igcSlope             
of Preparedness 

Control Mean 1.04 -1.24 
  Std. Deviation 2.80 2.53 
MI Mean -0.23 0.26 
  Std. Deviation 3.77 3.38 

 
Cascade model regression. In the cascade model, the first regression run was the 

effect of the Preparedness intercept and group assignment on Preparedness slope (Table 

10).  The preparedness intercept was significant (F=130.62, p<.001) but group 

assignment (Randomization) was not (F=1.95, p=.17).  In other words, participants’ 

initial ratings of Preparedness correlated significantly with their ratings of Preparedness 

over time; the MI intervention did not significantly affect their ratings over time.  The 

next step in the model was to assess the relationship between Preparedness intercept, 

Preparedness slope and group assignment on participants’ self-report of the quality of the 

fostering experience (Table 11).  Preparedness slope was significant (F=3.77, p=.06), but 

Preparedness intercept (F=1.13, p=.29) and group assignment were not (F=0.08, p=.77).  

The change in Preparedness over time had an effect on Fostering Experience, but the MI 

intervention did not have a significant effect on the reported quality of foster parents’ 

experience.  
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The final step examined the effect of the predictor variables—Preparedness 

intercept, Preparedness slope, treatment group assignment and quality of the fostering 

experience—on the primary outcome variable, total fostering days (Table 12).  None of 

the predictor variables was significant.  As can be seen in Figure 7, those in the MI group, 

on average, had more total days of fostering than those in the control group, but that 

difference was not significant.  

Table 10. Regression on Preparedness slope  

Source 
Type III Sum 

of Squares Df Mean Square F Sig. 
Corrected Model 470.25 2 235.13 71.97 .000 
Intercept 3.06 1 3.06 0.94 .34 
igcIntercept 426.77 1 426.77 130.62 .00 
Randomization 6.36 1 6.36 1.95 .17 
Error 245.04 75 3.27     
Total 735.42 78       
Corrected Total 715.29 77       

Note. R Squared = .657 (Adjusted R Squared = .648).  
The variable igcIntercept represents the intercepts of participants’ individual growth curves. 
 
 
Table 11. Regression on fostering experience at one year 

Source 
Type III Sum 

of Squares df Mean Square F Sig. 
Corrected Model 217.91 3 72.64 1.53 .22 
Intercept 2576.41 1 2576.41 54.28 .00 
igcIntercept 53.50 1 53.50 1.13 .29 
igcSlope 178.87 1 178.87 3.77 .06 
Randomization 3.96 1 3.96 0.08 .77 
Error 2041.20 43 47.47     
Total 4821.00 47       
Corrected Total 2259.11 46       

Note. R Squared = .096 (Adjusted R Squared = .033).  
The variable igcIntercept represents the intercepts of participants’ individual growth curves and igcSlope 
represents the slopes of the individual growth curves. 
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Table 12. Regression on total days of fostering  

Source 
Type III Sum of 

Squares df Mean Square F Sig. 
Corrected Model 300404 31 9690.47 1.48 .21 
Intercept 995185.14 1 995185.14 151.59 .00 
igcIntercept .13 1 .13 0.00 .99 
igcSlope 807.74 1 807.74 0.12 .73 
Randomization 11273.01 1 11273.01 1.72 .21 
Fostering Experienceat1year 184955.74 19 9734.51 1.48 .22 
Randomization * 
FosteringExperienceat1year 115952.79 9 12883.64 1.96 .12 

Error 98474.84 15 6564.99     
Total 1883403 47       
Corrected Total 398879.40 46       

Note. R Squared = .753 (Adjusted R Squared = .243) 
The variable igcIntercept represents the intercepts of participants’ individual growth curves and igcSlope 
represents the slopes of the individual growth curves. 
 
 
Figure 7. Total Days of Fostering by Treatment Group (0=control group, 1=MI group) 
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The components of preparedness.  As noted earlier, the preparedness construct is 

composed of measures of self-efficacy, motivation to foster, and commitment to the 

foster parent role.  When looked at separately, treatment does not significantly affect any 

of them, but it seems to have had more of an effect on commitment than on self-efficacy 

or motivation (Table 13). 

Table 13. Treatment group by measures of preparedness 

Dependent Variable 
Type III Sum 

of Squares Df Mean Square F Sig. 
Overall Preparedness 
at 6 months 2.65 1 2.65 0.80 .37 

Self-Efficacy at 6 
months 

0.11 1 0.11 0.21 .65 

Readiness at 6 
months 

0.52 1 0.52 0.71 .40 

Commitment at 6 
months 

1.53 1 1.53 3.30 .07 

 

At baseline, the mean score on commitment for the control group was 0.08 and 

the mean for the MI group was -0.08. By the 6 month follow-up, scores had reversed and 

the control group mean was -0.55 and the MI group mean was 0.58 (Table 14).  

Commitment scores were not measured at the one-year follow-up, but increased 

commitment to the foster parent role might have been one reason that foster parents in the 

MI group fostered, on average, for slightly more days than those in the control group. 

Table 14. Mean scores of commitment to the foster parent role by treatment group 

Treatment 
group Statistic  

Commitment at 
baseline 

Commitment at 
1-month  

follow-up 

Commitment at 
6-month  

Follow-up 
Control group Mean 0.08 -0.49 -0.55 

Std. Deviation 2.10 2.23 2.48 
MI group Mean -0.08 0.51 0.58 

Std. Deviation 2.91 3.10 2.96 
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Ratings of the Fostering Experience 
 
 There were several indicators of expectations of and quality of the fostering 

experience, including measuring reduction in ambivalence about fostering with the 

Change Questionnaire, ratings of the importance of fostering and confidence in one’s 

fostering ability, ratings of the experience with the children fostered, and intentions to 

continue fostering in the future. 

 

Measuring change on the Change Questionnaire.  Only those in the MI group 

completed the Change Questionnaire, which was administered at the beginning of the 

baseline session and at the end of the one-month follow-up, i.e. after the second MI 

session.  The lower one’s score on the Change Questionnaire, the less ambivalence one 

has about becoming a foster parent.  As Table 15 shows, ambivalence significantly 

decreased after two sessions of MI (t=2.54, p=.02). 

Table 15. Change Questionnaire  
 
 
 
Measure 

 
 
 
Mean 

 
 
Std. 
Deviation 

 
Std. 
Error 
Mean 

95% Confidence 
Interval of the 

Difference 
Lower     Upper 

 
 
 

T 

 
 
 
Sig. 

Change Q1 (baseline) -0.08 0.93 .17    
Change Q2 (one month) -0.42 0.86 .16    
Paired Sample T Test:  
Change1-ChangeQ2 

 0.34 0.73 .13 0.07            0.61 2.54 .02 

 

Importance of fostering and confidence in fostering ability. Participants were 

asked at all four study sessions to rate, on a 0 to 10 scale, how important it was for them 

to become a foster parent and, on the same 0 to 10 scale, how confident they were in their 

ability to be a foster parent.  Importance ratings declined over time for all participants 
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while confidence ratings were about the same at the one-year follow-up as they were at 

baseline (Table 16).  Although those in the MI group became slightly more confident 

over time, whereas those in the control group tended to become less confident, there were 

no significant differences in ratings between those in the MI group and the control group 

for either confidence or importance ratings (Table 17). 

Table 16. Importance of fostering and confidence in fostering ability   
 
 
 

MI group 
(n = 38) 

Control group 
(n = 40) 

 

Variable  M SD M SD 

Importance at baseline 8.61 1.44 8.4 1.53 

Importance at 1-month follow-up 8.42 1.43 8.73 1.18 

Importance at 6-month follow-up 8.08 2.06 8.2 1.87 

Importance at 1-year follow-up 7.58 2.73 7.5 3.03 

     

Confidence at baseline 8.61 1.31 9.08 1.05 

Confidence at 1-month follow-up 8.82 1.06 8.93 1.02 

Confidence at 6-month follow-up 8.92 1.4 8.6 1.85 

Confidence at 1-year follow-up 8.76 1.48 8.93 1.07 

 
 
Table 17. T-test for change over time in importance and confidence ratings by treatment 
group 

  t df Sig. (2-tailed) 
Mean 

Difference 
Std. Error 
Difference 

Importance 
intercept -1.846 75 .069 

-.66 .36 

Importance slope 
-1.085 75 .281 

-.26 .24 

Confidence 
intercept -1.203 76 .233 

-.31 .26 

Confidence slope 
1.535 76 .129 

.18 .20 

 

When one looks at licensed versus unlicensed participants, though, a pattern emerges 

showing that those who end up attaining licensure by the one year follow-up give 
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significantly higher ratings for the importance of fostering at baseline; confidence ratings 

are not significantly different at baseline (Tables 18 and 19).  

Table 18. Importance and confidence ratings by licensure outcome 

Licensed 
at 1 
year? 

 
Statistic 

Importance 
at baseline 

 
Importance 
at one 
month 
follow-up 

Importance 
at six  
month 

follow-up 

Importance 
at one year 
follow-up 

Confidence 
at 

baseline 

Confidence 
at one 
month 

follow-up 

Confidence 
at six 
month 

follow-up 

Confidence 
at one 
year 

follow-up 
Not 
licensed 

 
Mean 

8.00 8.00 7.54 6.46 8.69 8.65 8.88 9.00 

  Std. 
Dev. 1.33 1.23 1.77 2.57 1.087 1.06 1.03 .80 

   
Median 

8 8 8 7 9 9 9 9 

Licensed  
Mean 

8.75 8.87 8.44 8.08 8.92 8.98 8.69 8.77 

  Std. 
Dev. 1.51 1.25 1.98 2.90 1.250 1.02 1.88 1.46 

   
Median 

9 9 9 9 9 9 9 9 

 
 
Table 19. Significance testing of importance and confidence ratings by licensure outcome 

 Variable 
Sum of 
Squares Df Mean Square F Sig. 

Importance at baseline 9.75 1 9.75 4.64 .03 
Confidence at baseline 0.92 1 0.92 0.64 .43 

 
 
Ratings of experience with the foster children. Almost all foster parents (99%) said that, 

if they had to do it again, they would still want to be a foster parent.  Overall, ratings of 

fostering experience were slightly positive.  A composite measure of quality of the 

fostering experience was created from items from the Exit Questionnaire (a copy of the 

questionnaire is in Appendix B).  The composite measure had a range from -20 to 20 that 

included overall satisfaction with the foster parenting experience, how glad one is that 

one started fostering, how difficult it has been to be a foster parent, and severity of the 

foster children’s behavioral problems. Cronbach’s alpha is 0.71.  An inter-item 

correlation matrix is in Table 20.  
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Table 20. Correlations among quality of fostering experience items 

  
Satisfaction 

with fostering 

Glad 
started 

fostering 
Difficulty of 

fostering 

Severity of 
foster child’s 

behavior 
problems 

Satisfaction 1.00 .72 .33 .39 
Glad .72 1.00 .37 .37 
Difficulty .33 .37 1.00 .59 
Severity of 
behavior 

.39 .37 .59 1.00 

 

The mean overall ratings at six months and one year were positive, but there was a lot of 

variation.  The mean rating, which only included the 47 families who had actual fostering 

experience by the one-year follow-up, was 7.4 at one year (SD=7.0).  The range was from 

-15 to 19 and between-group differences were not significant (F=0.07, p=0.80).  

Participants were asked to rate the severity of behavioral problems at six months 

and one year with the following question, “On a scale of 0 to 10, with 10 being the most 

severe, how severe are the behavioral problems with your foster child(ren)?”  The mean 

response for the MI group was 3.56 (SD=2.85) and for the control group was 3.65 

(SD=3.24) at the 6-month follow-up and 4.62 (SD=3.28) and 4.74 (SD=3.00), 

respectively, at the one-year follow-up; the difference in scores between groups was not 

significant at either time point (F=0.01, p=.93 at six months and F=0.02, p=.90 at one 

year).  Although there was not a between-group difference, overall mean severity did 

increase from six months to one year (Table 21).  This one-point increase on a 10-point 

scale is probably not very meaningful, since one would expect children’s behavioral 

problems to increase somewhat as they age. 
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Table 21. Severity of child behavior and overall difficulty fostering from six months to 
one year  

    Variable Mean 
Std. 

Deviation 
Std. Error 

Mean  

Paired Sample T 
Test of Differences 
Between 6-Month 
and 1-Year Ratings 

  

 Severity at 6 
months 

3.58 3.09 0.55 
 T Df Sig. 

 Severity at 1 
year 

4.68 3.19 0.57 
 -2.74 30 

.01 

 Difficulty at 6 
months 

5.16 
2.65 0.48 

    

  Difficult at 1 
year 

5.58 
2.90 0.52 

 0-.89 30 
.38 

 

Foster parents were also asked to report how difficult their fostering parenting 

experience had been with the following question: “Using a 0 to 10 scale, with 10 

representing the most difficulty, how difficult has it been for you to be a foster parent?”  

On average, they report a moderate degree of difficulty with the children in their care.  

The mean response for the MI group was 5.1 (SD=2.4) and for the control group was 5.2 

(SD=2.9) at the 6-month follow-up and 4.9 (SD=2.9) and 5.5 (SD=3.0), respectively, at 

the one-year follow-up; the MI group was reporting slightly less difficulty, but the 

between-group difference was not significant at either time point (F=0.02, p=.89 at six 

months and F=0.41, p=0.52 at one year).  The overall mean level of difficulty reported 

across groups did not significantly increase from six months to one year (Table 21) at the 

same time that the reported severity of the children’s behavioral problems did, suggesting 

that foster parents are becoming somewhat more adept at handling the children’s 

behavioral problems as they gain more experience and increase competence in the foster 

parent role. 
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With a subsample of the participants, a direct comparison could be made between 

satisfaction with parenting biological children versus foster children.  At the six month 

follow-up, 25 of the families in the sample had both biological children and foster 

children living in the home.  They completed the Kansas Parental Satisfaction (KPS) 

scale (this scale was not given at the one-year follow-up) as well as the six-month Exit 

Questionnaire, which contains the items about satisfaction and difficulty with the 

fostering experience, as well as severity of foster child behavioral problems. Table 22 

contains participants’ ratings.  While parents reported slightly higher satisfaction with 

their biological children versus the foster children, their ratings were fairly similar.  

 
Table 22. Six-month ratings of parental satisfaction with biological children and foster 
children  
Scale or item Mean Std. Deviation 
KPS (biological child) at 6 months 13.92 (out of 15) 1.71 
Fostering satisfaction at 6 months 8.36 (out of 10) 1.29 
Fostering difficulty at 6 months 4.80 (out of 10) 2.38 
Severity of foster child behavioral 
problems at 6 months 

3.32 (out of 10) 2.90 

Note. n=25 

Participants were queried about their level of attachment to each foster child in 

their care: “On a 0 to 10 scale, how would you characterize your relationship with your 

foster child?” Participants were given anchor points for the scale and instructed to 

provide a separate rating for each foster child in their care.  At six months, participants in 

the MI group rated their level of attachment, on average, at 7.4 (SD=2.0) and those in the 

control group rated it at 6.8 (SD=2.6).  At one year, participants in the MI group rated 

their mean level of attachment at 7.8 (SD=1.8) and those in the control group rated it at 

8.0 (SD=1.6).  The between-group differences were not significant (F=0.58, p=.45 at six 
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months and F=0.21, p=.65 at one year).  Overall, ratings of attachment tended to be quite 

high and were usually between the anchor points of 7 (“Child and I are very close”) and 9 

(”I love the child like s/he is my own child”); high ratings of attachment bode well for the 

healthy development of the children in their care. 

Participants were asked for their opinion about the future life prospects of their 

foster children: “On a 0 to 10 scale, what score do you think best reflects the prospects 

for the child in your care?”  Participants were also given anchor points for this scale and 

instructed to provide a separate rating for each foster child.  At six months, participants in 

the MI group rated the children’s prospects, on average, at 6.9 (SD=2.1) and those in the 

control group rated them at 7.6 (SD=2.3).  At one year, participants in the MI group rated 

the children’s mean prospects at 7.6 (SD=2.0) and those in the control group rated them 

at 7.4 (SD=1.9).  The differences were not significant between groups (F=0.88, p=.36 at 

six months and F=0.09, p=0.76 at one year).  There was a lot of variation in responses, 

but the mean for both groups at both time points was closest to the anchor of score 7 

(“Child has a good chance at being happy and successful”), indicating that foster parents 

in both groups felt at least somewhat optimistic about the life prospects for the children in 

their care.  

Intention to continue fostering. Participants were asked, at the six-month and one-

year follow-ups, how likely they thought it was that they would still be fostering in one 

year, two years, and five years.  Although mean ratings were consistently slightly higher 

in the MI group, the between-group differences in intention to continue fostering were 

small and not statistically significant at either time point (Table 23).  
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Table 23.  Intention to continue fostering 
 MI group 

(n = 38) 
 

Control group 
(n = 40) 

 
  

 M SD M SD F Sig. 
At 6 month follow-up:       

   Intention to foster in 1 year 7.92 2.55 7.72 3.29 0.09 .77 

   Intention to foster in 2 years 8.21 2.40 7.85 2.64 0.40 .53 

   Intention to foster in 5 years 7.61 2.86 7.45 2.72 0.06 .81  

At 1 year follow-up:       

   Intention to foster in 1 year 6.95 3.47 6.75 3.68 0.06 .81 

   Intention to foster in 2 years 7.11 3.52 6.90 3.25 0.07   .79 

   Intention to foster in 5 years 7.13 3.63 6.63 3.45 0.40   .53 

 

Those who had a more positive fostering experience were significantly more 

likely to say that they intended to be fostering in one or two years; five year ratings were 

not significantly different based on fostering experience (Tables 24, 25, and 26). When 

answering the five-year intention question, participants often spontaneously made 

statements like, “Five years is a long way off” or “I don’t know what I’ll be doing in five 

years,” and so it seems likely their ratings for five years are based less on present 

fostering experience and more on other factors. 

Table 24. Intention to foster in one year based on quality of fostering experience 

Source 
Type III Sum 

of Squares Df 
Mean 
Square F Sig. 

Corrected Model 322.55 19 16.98 2.83 .01 
Intercept 1789.31 1 1789.31 298.37 .00 
Quality of fostering 
experience at 1 year 322.55 19 16.98 2.83 .01 

Error 161.92 27 6.00     
Total 3413 47       
Corrected Total 484.47 46       

Note. R Squared = .67 (Adjusted R Squared = .43) 
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Table 25. Intention to foster in two years based on quality of fostering experience 

Source 
Type III Sum 

of Squares Df 
Mean 
Square F Sig. 

Corrected Model 283.87 19 14.94 2.06 .04 
Intercept 1672.20 1 1672.20 230.65 .00 
Quality of fostering 
experience at 1 year 283.87 19 14.94 2.06 .04 

Error 195.75 27 7.25     
Total 3161 47       
Corrected Total 479.62 46       

Note. R Squared = .59 (Adjusted R Squared = .31) 
 
Table 26. Intention to foster in five years based on quality of fostering experience 

Source 
Type III Sum 

of Squares Df 
Mean 
Square F Sig. 

Corrected Model 267.86 19 14.10 1.45 .18 
Intercept 1466.36 1 1466.36 151.72 .00 
Quality of fostering 
experience at 1 year 267.86 19 14.10 1.45 .18 

Error 260.95 27 9.67     
Total 2790.00 47       
Corrected Total 528.81 46       

Note. R Squared = .51 (Adjusted R Squared = .16) 
 

At almost every time point, those who were currently licensed said that they are 

more likely to be fostering in the future than were those who were unlicensed (Table 27).  

The only exception was for five-year intent at the one-year follow-up, where mean scores 

were essentially the same (6.92 vs. 6.85, F=0.01, p=.93).  Ratings of intention to foster in 

one year were significantly greater in the licensed group versus the unlicensed group at 

both six months and one year (F=16.54, p<.001 and F=9.35, p=.003, respectively).  

Differences were slightly less pronounced for ratings of intention to foster in two years 

(F=3.02, p=.09). 

At the six month and one year follow-ups, those who were currently licensed to 

foster said they were less likely to be fostering in five years versus in one year, whereas 
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that trend was reversed among those who were not licensed: they said they were more 

likely to be fostering in five years versus one year from now.   

 
Table 27. Intention to foster by licensure status 
  Ratings at six-month follow-up   Ratings at one-year follow-up   

Licensed at one year?   

Intent to 
foster in 1 

year 

Intent to 
foster in 2 
years 

Intent to 
foster in 5 

years 

Intent to 
foster in 1 

year 

Intent to 
foster in 2 
years 

Intent to 
foster in 5 

years 
No Mean 6.08 7.35 7.27 5.19 6.08 6.92 
  Std. Deviation 3.599 2.897 3.093 3.476 3.334 3.520 
Yes Mean 8.69 8.37 7.65 7.67 7.46 6.85 
  Std. Deviation 2.082 2.249 2.619 3.330 3.310 3.561 

 
 
Unlicensed participants 
 

One-third of the study sample remained unlicensed at the end of the one-year 

study period. Among those 26 individuals or families (12 MI, 14 control group), the 

following reasons were given for their lack of licensure: five participants had submitted 

paperwork to the state for licensure and were still waiting to receive their license; three 

participants said that fostering was on hold without providing a specific reason for the 

delay; three participants became pregnant during the study period and so delayed 

fostering indefinitely; three families put fostering on hold for economic reasons; three 

participants were providing kinship care and so felt they needed more time before also 

fostering non-relative children; three families moved out of state; two families needed to 

make home renovations in order to be eligible for licensure; two participants were denied 

approval for licensure by the licensing agency; one participant moved to a new home and 

still needed her home inspected by the licensing agency before applying for state 

licensure; and one participant was militarily deployed and so delayed her application until 

her return to Tucson. 
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Licensed foster parents who quit 

Prior studies (Rhodes et al., 2006, Gibbs & Wildfire, 2007) have found that 

roughly half of new foster parents quit within the first year of licensure, whereas in this 

study, only six of the 47 families actively fostering (13%) quit during the study period. 

Among those who quit, three were in the MI group and three were in the control group.  

So perhaps just being followed in a study—whether one receives MI or not—helps 

people feel more supported and more committed to the difficult job of fostering.  To get a 

better sense of those who are at risk of quitting, qualitative data is presented here on the 

six families who quit. Most of the time, people quit because they found fostering too 

stressful or far more difficult than they had anticipated.  Another common thread among 

them is that, unlike almost half the sample, all of them fostered children who were at least 

two years old. 

223. This participant, a single mother of four, decided to foster a teenage girl with an 

infant child who she met through her work at a social service agency.  Her daughter, 

although younger than the teenage foster child, was in the same grade in high school and 

was frequently embarrassed by the foster child’s flirtatious behavior.  Participant 223 

fostered the teenager and her baby for several months, until the girl ran away.  She 

decided not to foster again after that experience, saying that it was a lot harder than she 

thought it would be and that she did not anticipate that it might be difficult for her 

children.  

226. Initially, this couple was highly determined to foster.  The first licensing agency 

they trained with denied them licensure, citing the husband’s abrasive personality.  Upset 
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but still determined to foster, the couple then proceeded to be licensed by another agency 

and provided short-term foster care to two little girls.  They said that this was a positive 

experience but that they spent a lot of money buying the girls clothing and shoes since the 

children came to their house with few belongings.  Soon after, the wife learned she was 

pregnant and the couple’s motivation to foster evaporated; by the one-year follow-up, 

their intention to foster rating was a 0 out of 10. 

239. The wife of this couple had been a foster child herself as a teenager but went on to 

college, a highly successful career, and a happy marriage.  Because of her experience, the 

couple wanted to adopt a child.  They chose an eight-year-old girl, who, shortly after 

coming to live with them, began to exhibit extreme behavioral problems only when with 

the wife; the husband never witnessed or experienced these tantrums or outbursts.  After 

a few weeks, the couple decided that this was not a good placement for them, the 

adoption process was halted, and the child was returned to the agency. 

253. This participant in her mid-50s was single and had never had children.  After 

attending a weekend retreat, she decided that love was missing from her life, so she 

decided to become a foster parent.  Her first and only placement was a 10-year-old who 

she fostered for 2.5 weeks and then the girl said that she wanted to go back to her group 

home.  At the time that happened, participant 253 said that she was “disappointed” but 

also said that she “definitely” wanted to foster again.  By the one-year follow-up, 

participant 253 said that she had asked to be taken off the fostering list and that she had 

recently reconnected with a romantic partner from early adulthood. 
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271. This married couple in their late 20s had experience working as group home parents 

for a Tucson social service agency and so, buoyed by their success as group home 

parents, they decided to become therapeutic foster parents.  They hoped to adopt one or 

more of the children in their care.  About one month into the study, they began to foster a 

14-year-old boy who they knew via their group home experience.  By the six-month 

follow-up, they had quit fostering citing the difficulty, stress, and toll it had taken on the 

husband’s health. 

275. This participant was a single woman in her mid-50s who had successfully fostered 

an 11-year-old girl five years ago.  During the study period, she fostered two separate sets 

of children: first she fostered a brother and a sister ages 4 and 6 who exhibited very 

difficult behaviors, and then she fostered three sisters ages 3, 7 and 11 who also showed 

behavioral problems.  Both experiences were overwhelming and unsuccessful for her and 

led her to decide to quit fostering. Although she had expressed an interest to her licensing 

agency in helping sibling groups, her difficulty with these experiences indicate that these 

placements were not a good match for her time availability and energy level as a single, 

working person. 

Appendix E contains information on the means, standard deviation and skewness 

for all measured study variables.  Appendix F contains an intercorrelation matrix for the 

measures administered at baseline. 
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DISCUSSION 

In general, state and local agencies could be doing a much better job supporting 

and retaining new foster parents, who typically receive group training but very little one-

on-one support during their fostering experience.  This study was designed to assess 

whether a brief, two-session motivational interviewing intervention would affect those 

who received it in such a way that, one year later, they would be fostering more than their 

peers who received treatment as usual, i.e. just the MAPP psychoeducational training.  As 

it turned out, between-group differences were not significantly different on either quality 

of the fostering experience or total days of fostering.  Those who received the MI 

intervention did show a significant reduction in ambivalence via the Change 

Questionnaire, those in the MI group appeared to have increased their commitment to 

fostering by the six-month follow-up, and foster parents in the MI group were slightly but 

not significantly more likely to foster older children, who are typically more challenging.  

This study also created a rich dataset that captures the varied experiences of a group of 

foster parents during their first year. 

Intention to foster in the future.  Intention to foster in the future was stronger 

among those currently licensed than among those who were not, indicating that the 

experience of fostering strengthens one’s intention to continue in the role.  It was 

interesting that licensed foster parents gave high ratings to their intention to foster in one 

or two years but less so for five years.  Although commitment ratings increased over time 

(at least in the MI group), that commitment did not extend beyond the near future.   
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 Increasing commitment to fostering. Miller & Rose (2009) cite psycholinguist 

Paul Amrhein’s research on the linguistic subcategories of change talk: desire, ability, 

reasons, need, and commitment.  “Only one of the six linguistic categories directly and 

robustly predicted behavior change: strength of commitment language” (Miller & Rose, 

2009, p. 531).  The present study seems to bolster the idea that commitment talk is key, 

since the MI intervention appeared to be influencing participants’ level of commitment to 

fostering.  Miller & Rose say that the slope of commitment strength is what is important, 

i.e. not so much how committed participants are at the start, but how they have changed 

over time and where they are by the end.  They were looking at within-session changes in 

commitment levels, but it would seem that this pattern would hold over a year-long study 

at least as well as it would over an hour counseling session.  

 As it turns out, those in the MI group were more likely to report increased 

preparedness by the 6-month follow-up (preparedness measures were not done at the one-

year follow-up).  The mean change in the z scores for preparedness from baseline to six 

months was 0.36 for the MI group and -0.34 for the control group (F=3.67, p=.06).  This 

includes the full sample of 78 families, including the 31 families who did not get licensed 

during the study period and who were excluded from the cascade model regression.  So, 

the MI families are reporting increased preparedness over time compared to the control 

group, but it did not translate into significantly more licensed families or significantly 

more fostering days for the MI group.  Why might this be? 

 First, there was a lot of variation in measures of change in preparedness over 

time: with means of 0.36 for the MI group and -0.34 for the control group, the standard 
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deviations were 1.43 and 1.75, respectively.  Some families were reporting about the 

same amount of preparedness over time, some were reporting much less preparedness, 

and some were reporting much more.  There was not a clear pattern of change that 

emerged although, on the whole, the MI families reported an increased sense of 

preparedness by the six-month follow-up.  Also, the decision to foster is a life-altering 

choice for an individual or couple to make.  Many factors go into the decision to start 

fostering and the decision to continue fostering.  Reported feelings of preparedness 

sometimes pale in decision-making when compared to job loss, the need for expensive 

home repairs to be licensure-compliant, an ailing elderly parent, or a family’s biological 

children expressing misgivings about fostering.  These topics can certainly be addressed 

during the MI sessions, but some factors are simply going to be more salient in the 

decision-making process than perceived preparedness. 

The fact that the intervention appears to have had an impact at all makes a case at 

least for further work on fine-tuning and eventually implementing an intervention of this 

kind.  A few brief sessions of MI are relatively inexpensive, whereas recruiting, training, 

and licensing unsuccessful new foster parents is relatively costly—not to mention the 

potential positive impact on the foster children who find stable foster home placements 

and can remain there until the time they are reunited with biological family or adopted.  

Although the findings for the MI intervention are mixed, they do indicate future 

directions for both research and real-world applications.   

Study limitations and modifications to the intervention that might boost its impact 
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Limitations of the sample size. There were 31 foster parents (15 MI group, 16 

control group) who had not fostered by the one-year follow-up.  These families were 

removed from the primary analyses, resulting in a sample of only 47 for the primary 

analyses.  In subsequent studies on this population, it is recommended to recruit 

approximately double the number of participants one needs for the analyses in order to 

account for the high percentage of people who go through the foster parent licensing 

training but ultimately do not get licensed to foster.  

 Limitation of a carefully controlled efficacy trial.  Due to the desire to run a 

clearly defined study with the intervention delivered and assessments administered at pre-

specified time points, the study sessions were scheduled solely based on the study design 

rather than at the times when they might have been most helpful to participants (e.g. in 

the first week a child was placed, at the time a participant began to have trouble or 

doubts, or when three months had gone by and the person still had not gone through with 

licensure because of some kind of psychological hurdle).  Future studies should try 

offering a supportive MI intervention of this type without specified time constraints and 

also allow the number of sessions to vary a bit.  For example, rather than automatically 

giving everyone two sessions, participants might receive one to five sessions based on an 

assessment of need made at baseline.  A couple with high scores at baseline on the 

Preparedness measures who are planning to foster infants probably needs only one or two 

sessions, whereas a single individual with no children who is planning to foster teenagers 

will probably need five sessions, perhaps two sessions before the teenagers are placed 

and three during the first weeks and months of the placement. 
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 If licensing agencies were to begin using this brief MI intervention with new 

foster parents, it is recommended that they hire a clinician who is trained in MI and who 

is independent from the licensing process itself.  A key is for the new foster parents to 

feel supported by this person and to feel that they can be honest about their fears and 

misgivings.  The primary reason I am recommending an independent person rather than 

someone from the agency is participants’ high scores on the BIDR impression 

management subscale. 

 MI seems to work best synergistically.  Although many studies have documented 

brief MI interventions that produced significant results, there have been a number of null 

findings too (Miller & Rose, 2009).  Based on a review of the reported MI research, 

Miller & Rose (2009) have concluded that effect sizes are larger and more enduring when 

MI is added to another active treatment rather than used alone.  So, in future studies it 

might make sense to provide new foster parents with a combination of MI and another 

active treatment, such as Parent Management Training. 

Measuring treating integrity.  Many studies have used the MI Treatment Integrity 

(MITI) code or other rating systems to assess whether the MI intervention is properly 

delivered.  That was not done in this study, but might be a worthwhile step in subsequent 

studies with this population.  A great majority of participants in this study consented to 

audiotaping and they likely would have also consented to videotaping. 

Measuring quality of the fostering experience and preparedness.  It is rather 

surprising that, in the regression analysis that was done, quality of the fostering 

experience was not predictive of total fostering days since one would logically think that 
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those who have a more positive experience will foster for longer.  The lack of significant 

results suggests that the measure of quality of the fostering experience that was used, 

which was calculated from items on the Exit Questionnaire, may not have been a strong 

enough measure.  In future studies, quality of the fostering experience should be captured 

with a more robust measure.  One existing measure that might be used is the Foster 

Parent Satisfaction Survey. 

The hypothesized model—that the MI would increase ratings of preparedness, 

which would increase the quality of the fostering experience and total fostering days—

was not borne out empirically.  Based on the generally accepted theory of the MI change 

process, I believe that the model was correctly specified and that, with the definition of 

preparedness I used—measuring self-efficacy, readiness and commitment—that 

preparedness should have been a significant predictor of fostering outcomes.  It is 

possible that preparedness may not have been well measured in this study.  I made the 

decision to use highly regarded measures that had been previously used to measure foster 

parents’ experience, but these measures had not been used before to measure the 

constructs of self-efficacy, motivation, or commitment, and so perhaps more MI-specific 

measures should have been used instead or in addition.  Including the Change 

Questionnaire did allow me to capture the MI-group participants’ reduction in 

ambivalence. 

Variation in licensing speed among agencies necessitates a longer follow-up.  

There were seven foster parent licensing agencies in the study.  The overall average 

number of days to licensure among all seven agencies was 125 days, but the agency 
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average varied from 105 days to 217 days.  Clearly, some agencies were doing better than 

others at shepherding their new foster parents through the licensing process.  At the same 

time, though, I would suggest that all of them are taking too long.  The tally of number of 

days to licensure begins after the prospective foster parents have already completed a 10-

week MAPP class, tacking another 70 days onto the average time to licensure.  Plus, 

participants may have waited a few weeks to a few months before they could begin a 

MAPP class.  That means the average new foster parent has to wait at least six-and-a-half 

months from the time they wish to start fostering until they can actually begin.  With this 

kind of a time lag, agencies are likely losing prospective foster parents at every step of 

the process. 

Using importance ratings as a predictor.  Some between-group differences 

appeared to be emerging over time, and future studies would benefit from a longer 

follow-up period.  Because it took participants, on average, four months to get licensed 

after the MAPP class, only about eight months of fostering experience were captured 

during the one-year follow-up period.  In some families who had a later start, only two 

months of fostering were documented.  Two or even three years of follow-up would be 

more useful than a one-year follow-up. 

 Overall importance ratings waned over time, going from about 8.5 at baseline to 7.5 by 

the one-year follow-up.  Those who remained unlicensed by the one year follow-up 

tended to be the participants who were deflating the ratings.  This is not that surprising, 

but what is more interesting is that this was true even at baseline; their ratings were 

significantly lower on importance than were their peers who ultimately ended up 
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receiving licensure.  No such pattern was seen with confidence ratings.  Therefore, these 

findings on importance ratings may have useful practical implications.  Median ratings of 

importance at baseline were “9” for those ended up getting licensed and “8” for those 

who did not.  Licensing agencies could query prospective licensees after the MAPP 

classes are over and ask them to rate, on the 0 to 10 scale, the importance of becoming a 

foster parent.  Those who respond with a “9” or a “10” are likely to be highly motivated 

and likely to go through with licensure.  Those who respond with an “8” are on the cusp 

and could be flagged as those who will probably need more support and guidance in 

order to successfully get licensed.  Those who respond with a “7” or lower are unlikely to 

persevere and so probably would not merit spending scarce agency resources.  This is a 

very quick and easy check-in that agencies could use to predict who will ultimately 

become licensed.  Of course, it is possible that some people will not take a one-item 

rating scale that seriously, so licensing agency personnel should ask participants why 

they gave the rating that they did before interpreting what their numerical response 

means. 

Lessons Learned from the Study 

 Recruitment and retention.  Through specific strategies and determined effort, 

complete data from baseline through the one-year follow-up were collected on 78 of the 

80 families in the study.  One of the things that proved helpful was managing 

participants’ expectations at the start of the study.  The time commitment was explained 

in detail to participants during the recruitment sessions so that they could make an 

informed decision about being in the study.  They were informed at consent that 



75 
 

participation was voluntary and they could drop out at any time—but they were also 

informed that a study of new foster parents during their first year had never been done 

before and how important each of them was to the study’s success.  

 I elected not to use research assistants for this study and purposely was 

participants’ sole contact throughout the study year.  I typically went to their home for the 

first study session and made sure to connect in some way with all participants.  I believe 

that this personal connection was helpful in getting a phone response from participants 

for the subsequent study sessions.  After each session, I mailed a handwritten thank-you 

note to participants along with their compensation; I think this gesture also helped 

solidify participants’ feelings of connection to the study. 

For those whom I did not reach the first or second time I called, I persistently 

continued calling over the following days and weeks until I did reach them.  Another 

thing that was helpful was that at the first session I collected multiple sources of contact 

information for participants, including friends and relatives.  That way, if a participant’s 

phone number or address changed, I could usually still track them down via their 

collateral contacts.  These retention efforts were integral to attaining maximum data from 

a relatively small and highly specialized sample.  I also did same-day data entry to reduce 

data entry errors and to immediately identify missing data (in which case I would call the 

participant back to obtain the missing data).  

First study to track new foster parents.  Although the primary results of this study 

were not statistically significant by the conventional .05 standard, a lot of rich 

demographic and attitudinal data was collected on participants in this study.  Much was 
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learned about the characteristics of a typical cohort of new foster parents; this was the 

first study of its kind to track a cohort of new foster parents during their first year.  I 

learned about what kinds of children people are willing to foster, and the reasons for 

fostering that participants provided were consistent with samples from other studies. 

Much of the data collected will help add depth to the rather slim knowledge base in this 

area of research. 

Conclusions 

This study, using a brief course of MI to try to increase foster parents’ retention 

rates and augment total fostering days, was the first of its kind.  Although the analyses 

did not show significant differences between the MI and control group on the primary 

outcomes measures, there were still some potentially interesting findings that suggest 

ideas for future research.  The MI intervention seemed to be positively influencing 

participants’ commitment to fostering and overall feelings of preparedness to foster, and 

with further study this hypothesis might be proven. Those fostering older children or 

siblings groups appeared to have more difficulty than those fostering infants and 

therefore merit increased support from their licensing agencies. 

With modifications and perhaps some individual tailoring, a brief MI intervention 

could lead to significant improvements in the new foster parents’ experience and, by 

extension, in the experience of the foster children in their care.  This is a simple, cost-

effective intervention that merits further study and that foster parent licensing agencies 

could potentially use in the future to improve retention of new foster parents. 
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APPENDIX A: Pilot study results. 
 
101.  Participant 101 is a 48-year-old Caucasian professional woman with a master’s 
degree.  She and her partner of 20 years wished to adopt two children.  Several years ago, 
they had tried to adopt two siblings in the Dominican Republic, but the adoption fell 
through after participant 101 had spent a few months there bonding with the children.  
That was a difficult experience for them and now finally, about five years later, they are 
feeling emotionally prepared to undergo the adoption process again. 

Despite scheduling and then rescheduling the date and time of the second study 
session, the second and third study sessions were never completed. Participant 101 
became unreachable, even after leaving multiple cell phone messages, trying her work 
phone number, and telephoning her back-up contacts.  101 also quit her job during this 
time period.  It is not clear why she dropped out of the study, but the interviewer learned 
from this experience the importance of emphasizing to participants the need to participate 
in all study sessions, particularly the follow-up session. 
 
102.  Participants 102 are a married couple who participated in the study together.  
Married for three years, both are age 27.  After a few years of trying to have a biological 
child without success, they decided to pursue adoption.  They also want to provide respite 
care.  The wife’s aunt is a foster parent, and she has been inspired by her aunt’s example. 

Between the first and second study sessions, the couple discovered the wife is 
pregnant.  As a result, they decided to continue the licensing process but put adoption on 
hold.  They are now licensed to provide respite care; they were planning to complete their 
first stint as respite providers the weekend after the follow-up session, caring for an 18-
year-old mentally retarded girl who lived with her grandmother. 

There is a lot of love in this marriage but also a lot of underlying tension and 
conflict, with a classic demand-withdraw pattern.  The wife is organized and tenacious 
about reaching her goals, but also suffers from low self-efficacy, saying “I don’t feel like 
I’m really good at anything,” and hoping that being a foster parent might be an area she 
in which can shine.  The husband is more confident in his abilities but has a “lazy” style 
(his wife’s word) and rarely takes initiative.  Not surprisingly, it was the wife’s idea to 
become foster parents, and her laid-back husband went along with it.  Both strongly want 
children, though.  Motivational interviewing was used with this couple to explore and 
attempt to bolster her self-efficacy as well as increase his commitment to the role of a 
foster parent (rather than just going along with it because she wants to do it).  

After the assessments were completed at session 2, it became apparent that the 
husband’s commitment to the foster parent role had decreased between session 1 and 
session 2.  This fact was discussed, and it turned out the reason was largely because of 
the pregnancy.  The discussion then touched on the pros and cons of foster parenting for 
the husband.  Although it was his wife’s idea to pursue it, he did say that it was still 
something he wanted to do.  By session 3 (the follow-up), his scores on measures of 
foster parent role had increased again to the levels seen at session 1.  A gap between the 
two in terms of the importance of becoming foster parents remained, though.  At session 
2, the husband and wife rated the importance of being a foster parent, on a 0 to 10 scale, 
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at 5 and 6, respectively, and both rated their confidence in their ability as foster parents as 
a 6 (using the same 0 to 10 scale).  At the 3-month follow-up session, the husband and 
wife rated the importance of being a foster parent at 5 and 8, respectively, and both rated 
their confidence as a 5.  So, despite the areas targeted in the motivational interviewing, 
the gap between them widened on the importance ruler—his stayed at 5, while hers 
increased from 6 to 8—and their confidence also went down slightly, falling from 6 to 5.  
(Importance and confidence ratings were not completed at session 1 because these 
measures had not yet been incorporated into the pilot study.) 
 
103.  Participant 103 is a 44-year-old Hispanic woman who is married and has a master’s 
degree.  Due to illness, she has been unable to work the past few years.  Her two-year-old 
great-niece has lived with them since birth as a kinship care placement, and she and her 
husband wish to adopt the child.  At the child’s permanency hearing in July, the judge 
decided to postpone making a final decision until December.  This decision is frustrating 
for 103 because she wants permanency for their toddler. 

At the initial session, her scores on commitment to the foster parent role were 
somewhat low, so this became at area of focus at that and subsequent sessions.  103 had 
never planned to have children, something that she and her husband had agreed to when 
they married 15 years ago.  Also, because the child is her great-niece, there is tension 
between 103 and one of her sisters (the child’s grandmother); this is very hard for her 
because they are a close family and the situation has created a rift in the family.  In the 
first motivational interviewing session, we talked about the family discord and how 103 
might cope with it.  Commitment talk was elicited about why 103 wants to care for her 
great-niece despite the family tension and why she thinks that she and her husband 
provide the best opportunity for a permanent home for the child.  Between the second and 
third sessions, her ratings on the importance of fostering increased from a 5 to a 7 (range 
is 0 to 10); her confidence in her ability as a foster parent remained at a 7 [these scales 
were not yet part of the assessment battery at the time of her first study session].  By the 
time of follow-up, her score on the dedication to fostering scale had risen, as had her 
willingness to foster children of different ages and backgrounds. 
 
104.  Participant 104 is a 66-year-old woman who, with her husband of 44 years, is 
caring for her adult daughter’s two children, a girl and a boy ages 8 and 11.  The 
daughter, according to 104, has “battered wife syndrome” and as a result has not been 
actively working to get her children back, although she remains close with them.  The 
children want to stay with 104 and her husband, who are both very committed to them, 
but the children’s father has done everything in his case plan goal and wants the kids 
back.  At the time of the follow-up interview, a permanency hearing had occurred but the 
judge had postponed making a final decision about where the children would live for 
another two months. 

Completing the assessment battery with 104 revealed that she is ambivalent about 
helping the children maintain ties to their father, but overall she is strongly committed to 
caring for her grandchildren and providing them with whatever help they need.  During 
the motivational interviewing sessions, 104 spoke frequently about the difficulty of 
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dealing with the children’s distress and misbehavior.  She also has had many disquieting 
and frustrating run-ins with the children’s father, who is a “jerk.”  Talking through these 
challenging instances with 104 allowed her to express her commitment to caring for the 
children despite the setbacks.  We discussed what the downsides of providing kinship 
care had been for her and her husband; they had been hoping to retire but now must 
continue working due to the expenses associated with caring for their grandchildren.  We 
also discussed instances in which she had successfully dealt with the children’s 
misbehavior and had skillfully handled their father, thereby aiming to increase her self-
efficacy.  At follow-up, 104 rated the importance of fostering as a 10, and her confidence 
in her ability as an 8.  Her scores on dedication to fostering measures increased slightly 
during the study. 
 
105.  Participants 105 were a married couple in their late 40s participating together.  The 
foster mother has never had children and the foster father has two grown children.  They 
are currently providing kinship care for his 8-month-old granddaughter (his daughter’s 
child), who they hope to adopt.  They also want to foster other children about five years 
from now, when they will move to a ranch. 

As became apparent from the study assessments and through discussion, the foster 
mother is particularly attached to the 8-month-old.  We discussed what might happen 
were they not to receive permanent custody of her, including whether this would 
discourage them from fostering again.  She is hoping this does not happen, although they 
have been in that situation before.  They also fostered the baby’s 3-year-old brother, who 
now lives with his dad.  They see him on weekends now, an example of their ability to 
successfully transition to the grandparent role rather than the primary caregiver role.  

The couple’s marital and parental satisfaction ratings were very high.  The couple 
functions very well together and talks over all major decisions; their teamwork was noted 
during the motivational interviewing.  In response, they said that they are a good team, 
but both feel that they could independently be successful foster parents, too (i.e. eliciting 
self efficacy talk).  At follow-up, both rated the importance of being foster parents as a 10 
and their confidence in their ability as a 9. 
 
106.  Participant 106 is 46, married, and caring for her grandchildren, a boy and a girl 
ages 1 and 2.  She also wants to foster non-kinship foster children.  Her daughter, whose 
children she is currently caring for, has Bipolar Disorder.  Participant 106 is hopeful that 
the daughter will be able to regain full custody of the children, although 106 and her 
husband are ready to adopt them if her daughter is unable to regain custody.  At follow-
up, the daughter’s visitation with the children had increased to four times per week and 
she was progressing well on her case plan goals. 
 The study assessments completed with 106 at the first session identified some 
depressive tendencies, as well as some ambivalence about committing to the foster parent 
role.  At that first session, 106 said that her low self-confidence was due to mistakes she 
had made as a young parent and that she has had a history of depression.  We talked 
about the similarities and differences between her situation now and when she was a 
young parent.  Although she has some depressive tendencies, she has not had a major 
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depressive episode in many years.  Whereas before she was a young single parent, now 
she has a stable home life and the support of her husband.  She recently stopped working 
at a job she found frustrating and unfulfilling, so now she has more time available to 
devote to fostering.  She also expressed an interest in taking parenting classes, citing a 
need to “learn as much as possible.”  All of these topics were broached with the intention 
of increasing her confidence in her ability as a foster parent and thereby strengthening her 
commitment to persevering.  At follow-up, she rated the importance of fostering as a 10 
and her confidence as an 8, and her scores on commitment to fostering had increased 
across the board. 
  
 
107.  Participant 107’s goal at the outset was to foster up to four children with special 
needs.   Fostering is something she said she has wanted to do for many years.  She is in 
her mid-40s and her children are grown.  She has a long-term boyfriend but is not 
married. 
 At the study outset, 107’s confidence in her fostering ability was very high and 
she was very excited to begin.  As a result, one of the topics that the motivational 
interviewing sessions focused on was exploring why she felt as confident as she did; this 
was accomplished by discussing that topic globally and by asking for examples of 
successful interactions with troubled children.  She was able to provide several examples.  
Because she has had so much success, we also brainstormed more difficult situations and 
what she might do were they to occur.  

Between the second session and the follow-up session, 107 had an allegation 
made against her and her boyfriend by a mentally-disabled teenage girl she was taking 
care of.  She said that the allegation was totally unfounded and was being dismissed, but 
it slowed down her foster care licensing, so at follow-up she had not yet started fostering.  
Despite this occurrence, she still rated the importance of fostering at 10 and rated her 
confidence in herself at 10.  Perhaps the two sessions of motivational interviewing, in 
which we discussed successes she had working with troubled children, served in some 
way to inoculate her from getting too discouraged by the abuse allegation.  
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 APPENDIX B: Additional Questionnaires 
 
DEMOGRAPHICS  FORM 
 
Date: _________________ 
Participant: _________________ 
 
The family is asking to be approved as: _______________________________ 
         (foster, kinship, adoptive, etc.) 

Household composition 
Adults in the house:_________________ 

Relationship status:_________________ 
 
Children in the house:_________________ 
 
Pets in the house:_________________ 
 
Foster mother 
 
Date of birth: _________________ 
Race:_________________ 
Ethnicity:_________________ 
Level of education:_________________ 
 
Foster father (if applicable) 
 
Date of birth:_________________ 
Race:_________________ 
Ethnicity:_________________ 
Level of education:_________________ 
 
Importance and confidence rulers 
 
_0____1____ 2____ 3____ 4___  5____6       7___  8__   9____10__      
                                        
Not at all                               Moderately                             Extremely  
 
On a scale of 0 to 10, with 10 being the highest, how important is it for you to become a 
foster parent? _________________ 
 
On the same 0 to 10 scale, how confident are you in your ability to be a foster parent? 
_________________   
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Exit Questionnaire 
 
Participant #:__________ 
Today’s date: __________ 
 
 
1. What date did you start fostering?__________(some will not have started) 
2. What date did you stop fostering?__________(some will still be fostering at present) 
 

Calculate total days of fostering__________ 
 
 
Importance and confidence rulers 
 
_0____1____ 2____ 3____ 4___  5____6       7___  8__   9____10__      
Not at all                               Moderately                             Extremely  
 
3. On a scale of 0 to 10, with 10 being the highest, how important is it for you to become 
a foster parent? _________________ 
 
4. On the same 0 to 10 scale, how confident are you in your ability to be a foster parent? 
_________________   
 
5. On the same 0 to 10 scale, with 10 being the highest,  
how likely do you think it is that you will be fostering in 1 year?  __________ 
                     In 2 years? __________ 

               In 5 years? __________ 
 
6. Using the same 0 to 10 scale, how satisfied are you, overall, with your foster parenting 
experience? _________________ 
 
7. Using the same 0 to 10 scale, how glad are you that you started fostering?  
__________ 
 
8. If you had to do it again, would you still be a foster parent?  __________ (yes or no) 
 
9. Using a 0 to 10 scale, with 10 representing the most difficulty, how difficult has it been 
for you to be a foster parent? __________ 

Is it what you expected? __________ 
 
10. On a scale of 0 to 10, with 10 being the most severe, how severe are the behavioral 
problems with your foster child(ren)? __________ 
 

(OVER) 
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11. On a 0 to 10 scale, how would you characterize your relationship with your foster 
child? The following statements are provided as anchor points on the scale [Question 
repeated individually for each foster child in the person’s care]: 

1: Child and I do not get along 
3: Child and I get along okay but are not close  
5: Child and I have a good relationship 
7: Child and I are very close 
9: I love the child like s/he is my own child  

 
Response for child #1: __________ 
Response for child #2: __________ 
Response for child #3: __________ 
Response for child #4: __________ 
 

 
12. On a 0 to 10 scale, what score do you think best reflects the prospects for the child in 
your care? The following statements are provided as anchor points on the scale [Question 
repeated individually for each foster child in the person’s care] :  

1:   Child is very troubled and will always have serious problems 
4:   Child might do okay in life but I am uncertain of his/her outcomes 
7:   Child has a good chance at being happy and successful 
10: Child is a wonderful person who will do great things with his/her life 

 
Response for child #1: __________ 
Response for child #2: __________ 
Response for child #3: __________ 
Response for child #4: __________ 
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CHANGE QUESTIONNAIRE  
 

When people think about trying to make a change in their lives, 
including becoming a foster parent, it’s perfectly normal to have mixed 
feelings about it.  Usually, there are reasons that make us want to 
change as well as reasons that make us not want to change.  We would 
like to understand both sides of your feelings about making a particular 
change. 
 

REASONS FOR WANTING TO MAKE THE CHANGE  
 

We’ll start with your reasons for wanting to make that change.  Listed below are a 
number of reasons that people often give for wanting to make a change.  Please rate 
how strong each reason is for you by circling a number from 0 to 5 on the scale to 
the right.  Make sure the reasons you have are really your own personal reasons, 
and not just reasons that other people have suggested.               
REASON FOR WANTING  
TO MAKE THE CHANGE                                  STRENGTH OF THE REASON___ 

Applies      Applies  Applies 
to me       to me   to me 

       little or       somewhat  very 
not at all    much 

            
1. I feel that I should make this change.  0  1             2            3            4            5 
 
2. People who are important to me want     
me to make this change.       0  1             2            3            4            5 

 
3. It will be good for my physical health 
 if I make this change.                0  1             2            3            4            5 

 
4. It will be good for my mental or emotional     
health if I make this change.    0  1             2            3            4            5 

 
5. I will feel better about myself if I make     
this change.     0  1             2            3            4            5 

 
6. If I make this change, I will be able to do     
things that I’ve wanted to do but I couldn’t 
do before.                0  1             2            3            4            5 
 
7. If I succeed in making this change, it will     
give me a real sense of accomplishment.           0  1             2            3            4            5 
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REASON FOR WANTING  
TO MAKE THE CHANGE                                        STRENGTH OF THE REASON___ 
             Applies    Applies  Applies 
               to me                  to me     to me 
             little or    somewhat     very 
                       not at all       much 
 
8. Others will think more highly of me if I     
succeed in making this change.          0         1             2            3            4            5 

 
9. If I make this change, I will be able to     
function better at work or at home.         0         1             2            3            4            5 

  
10. My relationships with friends or family     
members will benefit if I make this change.    0         1             2            3            4            5 
 
 
11.  Making this change is challenging, and I     
enjoy a good challenge.           0         1             2            3            4            5 
 
 
12. I want to prove to myself that I am      
capable of making this change.          0         1             2            3            4            5 
 
 
13.  I want to prove to others that I am      
capable of making this change.          0         1             2            3            4            5 
 
 
14. There are opportunities I might miss if I     
don’t make this change.           0         1             2            3            4            5 
 
 
15.  I can’t feel that good about myself unless     
I make this change.           0         1             2            3            4            5 
 
 
16.  Others will be disappointed in me if I      
don’t make this change.           0         1             2            3            4            5 
 
 
17.  Not changing is causing problems for me     
at home or at work.            0         1             2            3            4            5 

 
18.  It will hurt or harm other people if I don’t     
make this change.             0         1             2            3            4            5 
 
19.  I am afraid that something bad will happen     
to me if I don’t make this change.          0         1             2            3            4            5 
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REASONS FOR NOT WANTING TO MAKE THE CHANGE  
 

Now, we’d like to understand your reasons for not wanting to make the change or for 
wanting to stay the same.  Sometimes, these reasons seem illogical or undesirable, 
but we all have such reasons and we want to understand yours.  So, please rate how 
strong each reason below is for you by circling a number from 0 to 5.  Again, make 
sure they’re your own personal reasons. 

 
REASON FOR NOT WANTING 
TO MAKE THE CHANGE                                        STRENGTH OF THE REASON___ 

Applies   Applies   Applies 
         to me     to me     to me 
       little or               somewhat     very 
                 not at all       much 
 
1. I feel like there is nothing I can do that     
will make me change.          0          1             2            3            4            5 
 
2. I don’t think I’ll be able to do the things     
I need to do in order to make this change.      0          1             2            3            4            5 
 
3. I keep putting off doing the things I need     
to do in order to make this change.        0          1             2            3            4            5 
 
4. I keep forgetting to do the things I need     
to do in order to make this change.                  0          1             2            3            4            5 

 
5. I don’t know exactly what I need to do in     
order to make this change.          0          1             2            3            4            5 

 
6. I am too busy to do the things I need to do     
in order to make this change.          0          1             2            3            4            5 

 
7. I feel like I just can’t get myself to do the     
things I need to do to make this change.         0          1             2            3            4            5 

 
8. I don’t like admitting to myself that I      
need to make this change.           0          1             2            3            4            5 

 
9. I don’t like admitting to others that I      
need to make this change.           0          1             2            3            4            5 
 
10. I don’t feel like doing what I need to do     
in order to make this change.          0          1             2            3            4            5 
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REASON FOR NOT WANTING 
TO MAKE THE CHANGE                                        STRENGTH OF THE REASON___ 

Applies   Applies   Applies 
         to me     to me     to me 

little or               somewhat     very 
                 not at all       much 
 
11.  Although I know I need to make this      
change, sometimes I just don’t want to.          0             1             2            3            4            5 
  
 
12.  I am afraid that I will get upset with       
myself if I try to make this change and 
don’t succeed.             0             1             2            3            4            5 

 
13.  I am afraid that others will get upset with     
me if I try to make this change and don’t 
succeed.               0             1             2            3            4            5 

 
14.  I am afraid that I will demand more of     
myself if I succeed in making this change.        0             1             2            3            4            5 
 
 
15.  I am afraid that others will demand more     
of me if I succeed in making this change.          0 1             2            3            4            5 
 
 
16.  I don’t want to do things that remind me     
that I have something I need to change.            0  1             2            3            4            5 
 
 
17.  I think if I did make this change, it might     
have a bad effect on a relationship that is  
important to me.               0  1             2            3            4            5 
 
 
18.  I am afraid that if I do make this change,     
it might make my life worse in some ways.        0  1             2            3            4            5 

 
19.  If I make this change, it might mean that I     
will have to give up some of the things  
that I enjoy.                  0  1             2            3            4            5 
        
20.  I don’t think I’ll be successful in making     
this change if I try.              0  1             2            3            4            5 

 
21. I am afraid that in some ways I’ll feel     
worse and not better if I make this change.        0  1             2            3            4            5 
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FEELINGS ABOUT THE CHANGE  
 

Finally, we would like to know how you are feeling about making this change.  
Please rate how strongly you are feeling each of the following emotions as you think 
about making the change you have in mind. 
      
          HOW STRONGLY DO YOU  
_______EMOTION    FEEL THIS EMOTION?______________ 
     Not at all         Moderately                       Strongly 
 

1. Optimistic   0       1             2             3             4             5 
 
 

2. Nervous   0    1             2             3             4             5 
 
 
3. Ambitious   0    1             2             3             4             5 
 
 
4. Frustrated   0    1             2             3             4             5 
 
 
5. Determined    0    1             2             3             4             5 
 
 
6. Cautious   0    1             2             3             4             5 
 
 
7. Enthusiastic   0    1             2             3             4             5 
 
 
8. Confused   0    1             2             3             4             5 
 
 
9. Hopeful   0    1             2             3             4             5 
 
 
10. Worried    0    1             2             3             4             5 
 
 
11. Strong    0    1             2             3             4             5 
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APPENDIX C: Reliability and Validity of Study Assessments 
 

Except for the BIDR and the Exit Questionnaire, almost all of the assessments I 

am using in the study are part of the Casey Home Assessment Protocol (CHAP), which 

was developed by the Family Foster Care Project of the University of Tennessee in 

collaboration with Casey Family Programs.  With the exceptions of the CESD, the Short 

Hardiness Scale, and the Kansas Marital and Parental Satisfaction scales, the remaining 

scales were constructed and tested by the University of Tennessee group.  The group 

conducted a study with 304 current foster mothers to validate the scales they developed 

against existing scales. 

Cronbach’s alpha (α) was used to quantify the internal consistency reliability of 

the subscales (Orme et al. 2006).  The Tennessee group used the following guidelines to 

characterize different values of Cronbach’s alpha: Poor: < .60, Marginal: .60 - .69, Good: 

.70 - .79, and Excellent: ≥ .80.  The standard error of measurement (SEM) also was used 

to quantify the reliability of the CHAP subscales (Table C1).  The SEM is an estimate of 

the standard deviation of an individual’s observed scores from repeated independent 

administrations of a measure under identical conditions (Orme et al., 2006).  
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Table C1. Reliability of scales.  

Scale Α SEM 
CES-Depression Scale 0.77 2.42 
 Available Time Scale 0.87 4.59 
 Short Hardiness Scale 0.75 2.3 
 Kansas Marital Satisfaction  0.98 .5 
 Kansas Parental Satisfaction 0.70 1.02 
Help with Fostering Inventory 
   Worship subscale 
   Professional subscale 
   Kin subscale 

 
0.92 
0.81 
0.70 

 
9.16 
8.32 
13.79 

 Foster parent role performance scale 
    Parenting subscale 
    Agency subscale 

0.88 
0.87 

3.73 
5.53 

Willingness to Foster scale (5 subscales)  0.66 to 0.96 3.79 to 14.93 
 Personal Dedication to Fostering scale 0.80 4.12 
Receptivity to Birth Family Connections  0.78 4.65 

 

Other measures with good to excellent reliability were used to analyze the validity 

of the CHAP measures, including the Foster Parent Satisfaction Survey, questions about 

family life, information about fostering, needed services, and self-assessment of fostering 

ability.  The scales assessed as part of the Casey Home Assessment Protocol were the 

Available Time Scale, Willingness to Foster Scale, Personal Dedication to Fostering 

Scale, Receptivity to Birth Family Connections Scale, and Help with Fostering Inventory.  

The authors demonstrated evidence that each measure is part of the theoretically 

meaningful causal network.  Each measure is related to one or more behavioral outcomes 

identified in the literature as important to the potential to provide successful family foster 

care.  Each measure predicts potential to provide successful family foster care.  

Orme et al. (2006) found that the relationships among these new measures suggest 

that each measure assesses a relatively unique dimension of the potential to provide 

successful family foster care.  Four dimensions were identified that underlie these 
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measures: (1) Willingness and Ability to Foster Challenging Children; (2) Commitment 

to Fostering; (3) Anticipated Help with and Time Available for Fostering; and (4) 

Willingness to Adopt Young Children.  They also found that demographic characteristics 

do not account for an appreciable amount of variance in any of these measures.  

The authors also found that, although each of these measures shows promise as a 

relatively unique indicator of the potential to provide successful family foster care, the 

Available Time Scale, the Willingness to Foster Scale and the anticipated help from 

professionals’ subscale of the Help with Fostering Inventory (which measures foster 

parents’ relationship with agency staff) are notable in the number of foster family 

outcomes predicted.  Orme et al. also found that the Personal Dedication to Fostering 

Scale and the Receptivity to Birth Family Connections Scale predict a relatively large 

amount of variance in the core subscales of the CHAP inventory (Orme et al., 2006). 
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APPENDIX D: IGC Intercepts and Slope
 
ID# IGCintercept IGCslope 

201 -0.51 -0.39 
202 -0.46 -0.42 
203 1.95 -1.60 
204 -2.13 1.66 
205 -3.59 -0.34 
206 0.92 -3.45 
207 -5.12 2.91 
208 1.62 -2.28 
209 -3.54 1.93 
210 -1.69 2.92 
211 -1.48 1.12 
212 -4.64 1.82 
213 5.36 -0.39 
214 1.59 0.16 
215 0.23 -1.28 
216 -2.68 -0.67 
217 2.11 -0.34 
218 1.29 2.17 
219 -0.31 -0.83 
220 1.43 -2.22 
221 -2.23 2.83 
222 -6.08 4.43 
223 3.32 -2.53 
224 -0.51 -0.68 
225 1.56 0.26 
226 -1.12 -2.27 
227 -6.48 7.61 
228 4.24 -4.05 
229 1.41 -1.76 
230 -2.29 1.42 
231 0.59 -4.08 
232 0.96 -0.51 
233 -2.6299 1.48 
234 -1.8687 2.17 
235 5.24 -0.39 
236 4.74 -2.04 
237 4.24 -1.76 
238 0.68 -1.02 
239 2.66 -3.34 
240 3.76 -4.16 

 
ID# IGCintercept IGCslope 

241 3.82 -2.81 
242 4.14 -2.32 
243 -2.42 1.91 
244 -0.46 0.64 
245 4.67 -4.07 
246 -1.61 2.58 
247 1.09 1.10 
248 -6.03 4.78 
249 1.07 2.18 
250 3.42 0.62 
251 4.96 -3.57 
252 0.20 3.30 
253 -2.98 0.58 
254 -0.75 -1.96 
255 -1.86 4.00 
256 3.56 -4.24 
257 -1.24 -1.35 
258 -1.16 0.001 
259 -2.67 0.10 
260 -1.57 2.79 
261 -0.39 1.58 
262 -0.76 0.08 
263 7.75 -8.65 
264 0.01 -1.38 
265 1.63 3.49 
266 -3.07 -0.40 
267 0.79 -1.87 
268 -2.32 1.19 
270 1.64 -2.14 
271 13.91 -12.67 
272 0.09 -0.24 
273 1.66 -2.96 
274 -0.64 0.56 
275 2.69 -4.09 
276 3.06 -4.28 
277 5.83 -6.24 
279 -3.42 2.91 
280 -0.37 -0.86 
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APPENDIX E: Additional Results: Means, Standard Deviation and Skewness 
 
Except where otherwise noted, n=78. 
  
E1. Foster Parent Demographic Information 

Group  Statistic 

Sex 
(0=mal
e, 1= 

female) Age 

No. of 
years  

married 
or 

partner
ed  

Education 
(0=<10th 

grade, 1=<less 
than 12th 

grade, 2=GED, 
3=high school 

graduate, 
4=some 
college, 

5=associate's 
degree, 

6=bachelor's 
degree, 

7=graduate 
degree) 

Race 
(0=Cauca
sian, 1= 
African-
American

, 
2=Asian, 
3=other 

Ethnicity 
(0=not 

Hispanic, 
1=Hispan

ic) 

No. of 
adults 
in the 
house 

No. of 
children  
in the 
house 

No. of 
adult 

children 
living 

elsewhere 
Control 
group 

Mean 
0.66 40.2 12.65 4.86 0.14 0.36 2.04 1.25 0.66 

  Std. 
Deviation 

0.478 10.44 10.37 1.56 0.48 0.48 0.57 1.51 1.10 

  Skewness -0.698 0.27 1.17 -0.48 4.39 .0.61 1.22 0.92 1.83 
MI 
group 

Mean 
0.70 41.43 10.72 4.70 0.14 0.34 1.89 1.13 1.05 

  Std. 
Deviation 

0.47 11.19 10.19 1.84 0.52 0.48 0.41 1.29 1.85 

  Skewness -0.78 0.44 1.54 -0.71 4.23 0.70 -0.79 1.48 2.28 

Note. n=112 
 
E2. Foster Child Demographic Information 

Group  Statistic 

No. of 
foster 

children 

No. of 
foster 
girls 

No. of 
foster 
boys 

No. of foster 
children age 

0-2 

No. of 
foster 

children 
age 3-8 

No. of 
foster 

children 
age 9-13 

No. of 
foster 

children 
age 14-18 

Control 
group 

Mean 
0.77 0.51 0.26 0.60 0.23 0.10 0.08 

  Std. 
Deviation 

0.81 0.66 0.44 1.03 0.53 0.38 0.27 

  Skewness 0.45 0.93 1.16 2.36 2.38 4.11 3.35 
MI group Mean 0.86 0.60 0.26 0.30 0.30 0.19 0.14 
  Std. 

Deviation 
1.12 0.88 0.51 0.62 0.74 0.53 0.35 

  Skewness 1.78 2.00 1.86 1.97 3.80 2.75 2.23 
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E3. Total Days Fostering and Number of Days Needed to Obtain License 

Group  Statistic 

Total Days of 
Fostering after 6 

months 
Total Days of Fostering 

after 1 year No. of days needed to obtain license 
Control 
group 

Mean 
20.58 97.45 122.85 

  Std. 
Deviation 

36.74 105.56 63.748 

  Skewness 1.89 0.53 0.75 
MI group Mean 42.68 117.24 128.08 
  Std. 

Deviation 
63.85 121.55 81.95 

  Skewness 1.57 0.59 1.48 

 
E4. Balanced Inventory of Desirable Responding (BIDR) and Change Questionnaire 

Group  Statistic 
BIDR-

SE 
BIDR-

IM 

Change  
Questionnaire 
total score at 

baseline 

Change  
Questionnaire 
total score at 

1 month  

Positive 
Affect at 
baseline 

Positive 
Affect at 
1 month 

Negative 
Affect at 
Baseline 

Negative 
Affect at 
1 month  

Control 
group 

Mean 
7.66 10.36 N/A N/A N/A N/A N/A N/A 

  Std. 
Deviation 

3.62 4.16 N/A N/A N/A N/A N/A N/A 

  Skewness -0.05 -0.17 N/A N/A N/A N/A N/A N/A 
MI group Mean 7.23 9.96 -0.08 -0.42 4.38 4.38 2.17 2.1 

  Std. 
Deviation 

3.23 3.51 0.93 0.86 0.54 0.58 0.85 0.93 

  Skewness 0.57 0.33 0.36 0.45 -0.57 -0.94 -0.04 -0.08 

Note. n=112 for the BIDR and n=30 for the Change Questionnaire. 
BIDR-SE is the self-enhancement subscale and BIDR-IM is the impression management subscale. 
 
E5. Importance of Fostering and Confidence in Ability to Foster 

Group  Statistic 

Importance 
of 

fostering 
at 

baseline 

Importance 
of 

fostering 
at 1-

month 
follow-up 

Importance 
of 

fostering 
at 6-

month 
follow-up 

Importance 
of 

fostering 
at 1-year 
follow-up 

Confidence 
in 

fostering 
ability at 
baseline 

Confidence 
in 

fostering 
ability at 
1-month 
follow-up 

Confidence 
in 

fostering 
ability at 
6-month 
follow-up 

Confidence 
in 

fostering 
ability at 
1-year 

follow-up 
Control 
group 

Mean 
8.40 8.73 8.20 7.50 9.07 8.93 8.60 8.93 

  Std. 
Deviation 

1.53 1.18 1.87 3.03 1.05 1.02 1.85 1.07 

  Skewness -1.31 -.92 -1.82 -1.44 -1.28 -0.90 -2.82 -0.77 
MI group Mean 8.61 8.42 8.08 7.58 8.61 8.82 8.92 8.76 
  Std. 

Deviation 
1.44 1.43 2.06 2.75 1.31 1.06 1.40 1.48 

  Skewness -.051 -0.81 -1.05 -1.51 -0.59 -0.18 -2.15 -1.16 
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E6. Marital and Parental Satisfaction: Dyadic Adjustment Scale (DAS), Kansas Marital 
Satisfaction Scale (KMS) and Kansas Parental Satisfaction Scale (KPS) 

Group  Statistic 
DAS at 
baseline 

 
 

KMS at 
baseline 

KMS at 1 
month 

KMS at 6 
months 

KPS at 
baseline 

KPS at 1 
month 

KPS at 6 
months 

Control 
group 

Mean 
33.82 19.57 19.59 19.07 13.51 13.68 13.14 

  Std. 
Deviation 

3.05 1.57 1.74 2.18 2.10 1.42 2.09 

  Skewness -0.20 -0.72 -0.88 -0.82 -1.83 -1.50 -0.80 
MI group Mean 33.32 19.73 19.52 19.44 13.83 14.11 13.92 
  Std. 

Deviation 
3.95 2.11 2.52 1.76 1.06 1.09 1.44 

  Skewness -0.63 -2.86 -2.50 -1.05 -0.27 -1.07 -1.18 

Note. n=72 for DAS, n=90 for KMS and n=73 for KPS. 
 
E7. Self-Efficacy Measures: Center for Epidemiological Studies-Depression Scale (CES-
D) and Short Hardiness Scale (SHS) 

Group  Statistic 
CES-D at 
baseline 

CES-D at 
1 month 

CES-D at 
6 months 

SHS at 
baseline 

SHS at 1 
month 

SHS at 6 
months 

Control 
group 

Mean 
7.85 7.53 7.30 34.23 34.45 35.88 

  Std. 
Deviation 

5.265 7.129 5.412 5.196 3.849 4.910 

  Skewness 0.840 1.893 0.838 0.020 0.183 0.252 
MI group Mean 8.29 7.76 6.97 33.74 34.13 34.92 
  Std. 

Deviation 
6.649 7.582 7.810 4.914 4.515 4.704 

  Skewness 1.011 1.501 2.690 -0.916 -0.059 -0.398 

 
E8. Readiness to Foster Measures: Available Time Scale (ATS) and Help with Fostering 
Inventory (HFI) 

Group  Statistic 
ATS at 
baseline 

ATS at 1 
month 

ATS at 6 
months 

HFI at 
baseline 

HFI at 1 
month 

HFI at 6 
months 

Control 
group 

Mean 
85.68 86.52 83.72 157.68 148.43 134.43 

  Std. 
Deviation 

9.58 8.99 11.48 46.74 56.18 58.72 

  Skewness -0.90 -0.62 -2.01 -0.03 .35 0.64 
MI group Mean 83.89 85.08 84.16 147.45 153.79 152.74 
  Std. 

Deviation 
10.05 11.05 13.56 48.17 56.41 66.58 

  Skewness -0.39 -0.52 -1.03 0.43 0.63 0.23 

 
 
 
 
 



96 
 

E9. Commitment to the Foster Parent Role Measures (1): Foster Parent Role Performance 
(FPRP) and Willingness to Foster (WFS) 

Group  Statistic 
FPRP at 
baseline 

FPRP at 1 
month 

FPRP at 6 
months 

WFS at 
baseline 

WFS at 1 
month 

WFS at 6 
months 

Control 
group 

Mean 
139.25 129.25 127.23 316.38 334.30 317.32 

  Std. 
Deviation 

21.79 24.30 27.62 60.30 67.42 68.47 

  Skewness 0.18 0.05 0.61 -0.39 -0.05 -0.10 
MI group Mean 142.47 139.37 137.16 317.32 347.89 330.32 
  Std. 

Deviation 
29.51 28.70 34.35 84.15 87.96 81.00 

  Skewness -0.05 0.16 0.01 -0.14 -0.56 -0.39 

 
E10. Commitment to the Foster Parent Role Measures (2): Personal Dedication to 
Fostering Scale (PDFS) and Receptivity to Birth Family Connections (RBFC) 

Group  Statistic 
PDFS at 
baseline 

PDFS at 1 
month 

PDFS at 6 
months 

RBFC at 
baseline 

RBFC at 
1 month 

RBFC at 
6 months 

Control 
group 

Mean 
84.92 84.07 81.77 75.65 72.30 72.52 

  Std. 
Deviation 

8.39 8.51 10.33 7.50 8.25 8.61 

  Skewness -0.53 -0.47 -0.45 -0.16 0.13 0.16 
MI group Mean 83.66 85.71 84.66 74.34 74.84 75.87 
  Std. 

Deviation 
8.14 8.37 8.64 11.09 11.83 11.38 

  Skewness -0.01 -0.42 0.14 -0.03 -0.04 0.43 

 
E11. Intention to Continue Fostering 1, 2 and 5 years later 

Group Statistic  

1-year 
intent at 6 
months 

2-year 
intent at 6 
months 

5-year 
intent at 6 
months 

1-year intent 
at 1 year 

2-year 
intent at 1 

year 
5-year intent 

at 1 year 
Control 
group 

Mean 
7.73 7.85 7.45 6.75 6.90 6.63 

  Std. 
Deviation 

3.29 2.64 2.72 3.68 3.25 3.45 

  Skewness -1.47 -1.50 -1.00 -0.81 -0.90 -.65 
MI group Mean 7.92 8.21 7.61 6.95 7.11 7.13 
  Std. 

Deviation 
2.55 2.40 2.86 3.47 3.52 3.63 

  Skewness -1.67 -1.76 -0.98 -1.02 -1.11 -1.00 
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E12. Fostering Experience Ratings at 6 Months (n=35) 

Group Statistic 

Satisfaction 
with 

Fostering 

How Glad 
That You 
Started? 

Would 
You Do It 

Again? 
(0=no, 
1=yes)  

How 
Difficult 
Has It 
Been? 

How Severe 
are the 

Behavioral 
Problems? 

Overall 
Fostering 

Experience 
Control 
group 

Mean 
8.00 9.29 0.98 5.18 3.65 8.47 

  Std. 
Deviation 

2.48 1.31 0.16 2.90 3.24 8.16 

  Skewness -2.33 -2.50 -6.33 0.01 0.65 -1.50 
MI group Mean 8.00 9.39 1.00 5.06 3.56 8.78 
  Std. 

Deviation 
1.37 0.98 0.00 2.41 2.85 6.50 

  Skewness -0.62 1.35  -0.16 0.92 -0.41 

 
E13. Fostering Experience Ratings at 1 Year (n=47) 

Group Statistic 

Satisfaction 
with 

Fostering 

How Glad 
That You 
Started? 

Would 
You Do It 

Again? 
(0=no, 
1=yes)  

How 
Difficult 
Has It 
Been? 

How Severe 
are the 

Behavioral 
Problems? 

Overall 
Fostering 

Experience 
Control 
group 

Mean 
8.13 9.52 1.00 5.48 4.74 7.43 

  Std. 
Deviation 

2.18 1.12 0.00 3.03 2.99 7.15 

  Skewness -1.68 -3.33  -0.25 -0.04 -0.89 
MI group Mean 8.24 9.67 0.97 4.90 4.62 8.38 
  Std. 

Deviation 
1.55 0.73 0.16 2.88 3.28 6.90 

  Skewness -1.34 -1.92 -6.16 -0.13 0.09 -0.33 

 
E14. Ratings of Attachment to Each Child at Six Months and One Year 

Group Statistic 
Child 1 at 
6 months 

Child 2 at 
6 months 

Child 3 at 
6 months 

Child 4 at 
6 months 

Child 1 at 
1 year 

Child 2 at 
1 year 

Child 3 at 
1 year 

Child 4 at 
1 year 

Control 
group 

Mean 
7.12 5.38 6.00 5.00 8.18 8.20 7.50 5.00 

  Std. 
Deviation 

2.60 1.51 1.41  1.53 1.97 3.54  

  Skewness -0.92 -0.18   -1.39 -1.29   
MI group Mean 7.56 6.00 4.00   7.86 7.17 7.00 7.50 
  Std. 

Deviation 
2.18 2.16    1.82 2.04 4.00 3.54 

  Skewness -0.66 1.11    -0.48 -0.42 -2.00  

 
 
 
 
 
 
 



98 
 

E15. Ratings of Each Child’s Life Prospects at Six Months and One Year 

Group Statistic 
Child 1 at 
6 months 

Child 2 
at 6 

months 

Child 3 
at 6 

months 
Child 4 at 6 

months 
Child 1 at 

1 year 
Child 2 at 

1 year 
Child 3 at 

1 year 
Child 4 at 

1 year 
Control 
group 

Mean 
7.47 7.25 7.00 7.00 7.14 8.13 4.00 3.00 

  Std. 
Deviation 

2.55 1.17 .00  2.32 2.10 1.41  

  Skewness -1.14 2.26   -0.33 -0.63   
MI group Mean 6.83 5.57 7.00 N/A  7.71 7.42 6.00 8.00 
  Std. 

Deviation 
2.60 1.51   2.28 2.31 4.24 2.83 

  Skewness -0.93 -0.19    -1.28 -0.61 -0.37  
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APPENDIX F: Intercorrelation matrix of baseline measures 
 
Table F1. Intercorrelation matrix at baseline 

 Meas-
ure 

CES
-D SHS 

AT
S HFI 

FPR
P 

WF
S 

PDF
S 

RB
FC 

BID
R-
SE 

BID
R-
IM 

DA
S 

Cha
nge 
Q 

KM
S KPS 

CES-
D 

1 -.10 -.05 -.18 -.04 .03 -.20 -.14 .08 -.09 -.09 -.00 -.22 -.08 

SHS -.10 1 .29* .24* .22 .01 .37** .41** .39** .01 -.07 -.07 -.14 .14 

ATS -.05 .29* 1 .25* .30** -.01 .47** .18 .38** .15 .17 -.38* .19 .23 

HFI -.18 .24* .25* 1 .24* .11 .20 .13 .23* .04 .45** -.08 .10 -.05 

FPRP -.04 .22 .30** .24* 1 .15 .36** .03 .28* -.04 .36* -.28 .09 -.18 

WFS .03 .01 -.01 .11 .15 1 .12 .26* -.19  -.12 .01 .05 -.17 -.06 

PDFS -.20 .37** .47** .20 .36** .12 1 .24* .38** .06 .23 -.40* .17 .12 

RBFC -.14 .41** .18 .13 .03 .26* .24* 1 .14 .14 -.18 -.09 -.20 .03 

BIDR-
SE 

-.08 .39** .37** .23* .28* -.19 .38** .14 
 

1 .29** .06 -.40* .01 -.06 

BIDR-
IM 

-.09 .01 .15 .04 -.04 -.12 .06 .14 
 
.29** 1 -.10 -.24 -.04 -.04 

DAS -.09 -.07 .17 .45* .36* .01 .23 -.12 .06 -.10 1 -.27 .63** -.14 

Chang
e 
Quest. 

-.00 -.07 -.38* -.08 -.28 .05 -.40* -.09 

 
-.40* -.24 -.27 1 .03 -.26 

KMS -.22 -.14 .19 .10 .09 -.17 .17 -.20 .01 -.04 .63** .03 1 .16 

KPS -.08 .14 .23 -.05 -.18 -.06 .12 .03 -.06 -.04 -.14 -.26 .16 1 

Note. *  Correlation is significant at the 0.05 level (2-tailed). 
          **  Correlation is significant at the 0.01 level (2-tailed). 
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