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ABSTRACT: Research about African-American children who overcome adversity to
adapt successfully within kinship care is virtually nonexistent. To address this knowledge
gap, we studied the caregivers of 30 African-American children residing in kinship care
homes to determine why some children succeed in their placements while others do not.
In this qualitative investigation, we interviewed the kinship caregivers of resilient and
nonresilient children. Resilient children generally resided in families characterized by
more structure, clear boundaries, and well-defined roles. Kinship caregivers indicated
that the support they received from extended family was helpful and promoted positive
child outcomes.
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Kinship care is the full-time nurturing and protection of children by
relatives subsequent to a legal parent-child separation (Child Welfare
League of America, 1994, p. 2). In most cases, these children have been
removed from their parents’ homes because of abuse or neglect. The
court assumes legal custody of these children and provides services to
them through a child welfare agency. African Americans represent
the largest percentage of children in kinship care (Berrick, Barth, &
Needell, 1994). These children encounter numerous challenges; they
frequently contend with economic hardship and the stress associated
with the estrangement from their birth parents.

Most researchers examining children who reside in kinship care have
explored their adjustment difficulties (e.g., Dubowitz, Zuravin, Starr,
Feigelman, & Harrington, 1993). This problem-oriented approach mir-
rors the majority of psychological research regarding African-American
children, and has generally focused on deficiencies within their social
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environments or the struggles that they experience (Barbarin, 1993).
Even though children in kinship care do encounter significant chal-
lenges, a subset of these children thrive in kinship care homes. These
children are termed resilient. Werner (1984) defines resilience as the
ability to recover from or adjust to misfortune or sustained life stress.
Alternatively, Rak and Patterson (1996) define resilience as a child’s
capacity to overcome risks and avoid negative outcomes when exposed
to psychosocial hazards.

A small number of studies have examined resilience among disadvan-
taged African-American children in general (e.g., Wilson, 1989) but
research about African-American children who overcome adversity to
adapt successfully within kinship care homes is virtually nonexistent.
To address this knowledge gap, we used qualitative methods to study
the kinship care experiences of 30 African-American children to exam-
ine why some succeed in their placements while others do not. To that
end, we interviewed the kinship caregivers of resilient and non-resilient
children, and tried through our questions to enter into the subjective
world of the kinship care families and understand their experiences in
depth.

Previous research and theory has suggested the presence of three
main determinants of childhood resilience: (a) child traits, (b) family
traits, and (c) characteristics of the broader social environment (cf.
Garmezy, 1991; Masten & Coatsworth, 1998; Radke & Brown, 1993;
Rutter, 1986). Although previous writings have not specifically ad-
dressed resilient children who reside in kinship care or their families,
we review the extant literature because it formed the basis of our
conceptualization for the present work.

First, children who survive risky environments often have personal
characteristics which help them to survive. For instance, resilient chil-
dren have an ability to engage others, to problem solve, and to effec-
tively communicate (Garmezy, 1991). They also are likely to develop
talents that are valued by others and to develop independently (Werner,
1994). Second, aspects of the family environment can mitigate environ-
mental risk and promote successful child outcomes (Heller, Larrieu,
D’Imperio, & Boris, 1998). Family systems theorists (e.g., Olson, Rus-
sell, & Sprenkle, 1983) have underscored that certain family dynamics,
such as closeness, communication, and the ability to adapt to change,
are related to the well-being of all family members. Moreover, previous
writings have also highlighted characteristic and adaptive functioning
within African-American families. For instance, African-American fam-
ilies tend to value family cohesion, cooperation, and role differentiation
(Barbarin, 1983; Wilson, Tolson, Hinton, & Kiernan, 1990). They expect
each other to act jointly when engaging in decision-making (DeJar-
nett & Raven, 1981). African-American families also tend to have
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greater intergenerational interdependency (Burton & Dilworth-Ander-
son, 1991; Wilson, 1986). Grandparents often become caregivers or
surrogate parents for grandchildren and great grandchildren (Wilson,
1984). Thus, we explored how kinship caregivers described the ways
in which their families function as a possible determinant of child
resilience in our study. Although the caregivers often used their own
language and introduced unique themes when discussing family dy-
namics, interviews generally focused on issues such as closeness, ad-
justing to role changes, relationships between birth parents and care-
givers, and communication within the family.

Finally, contextual factors outside of the immediate family can indi-
rectly facilitate successful adaptation. Strong social supports promote
healthy family functioning and child resilience by alleviating stress
(McAdoo, 1982; Rutter, 1979, 1985, 1986). Sources of social support
for African Americans often include extended family members, extra-
familial ties, community relationships, kinship networks, and the
church (McAdoo, 1978, 1982; McCollum, 1997; Wilson & Tolson, 1990).
Extended family or kinship ties vary in terms of availability, proximity,
functionality, and frequency of contact (Gibson, 1972; Hofferth, 1984).
Kinship ties are often more prevalent among low-income single-parent
families (Gibson, 1972; Tienda & Angel, 1982); however, upwardly mo-
bile African Americans also use extended support networks and interact
more frequently when under high stress (McAdoo, 1982). Given the
importance of support on family life and child well being, we explored
the sources and types of support that the kinship caregivers receive.

Method

Participants and Procedure

Thirty kinship care families were selected from a private child welfare
agency in the metropolitan area of a large Mid-western city. We inter-
viewed 17 caregivers of resilient children (“caregivers of resilient chil-
dren”; CRC) and 13 caregivers of non-resilient children (“caregivers
of nonresilient children”; CNRC). Nineteen of these caregivers were
grandmothers, seven were aunts, three were great aunts, and one
was an uncle. The mean age for the kinship caregivers was 52.90
years (SD = 12.09). These relatives were entrusted with the care of 14
girls and 16 boys, with a mean age of 11.06 years (SD = 3.38).

The participants were chosen using the following procedure. The
first author asked caseworkers in the kinship care program to identify
children on their caseloads who they believed were either resilient or
non-resilient after providing them with the definition of resilience. The



Child & Youth Care Forum258

criteria for inclusion in the sample were: (a) the child needed to be in
the custody or guardianship of the Department of Children and Family
Services; (b) the child needed to be placed in a kinship care home; (c)
the child had to be African American; (d) the child needed to have been
in placement for at least 6 months; and (e) the child must have been
between the ages of 7 and 17 years of age.

Several issues informed these inclusion criteria. First, we wanted to
verify that kinship care placements had occurred on a formal basis, as
designated by court-order, rather than by virtue of a family decision
or arrangement. This, along with our minimum time requirement of a
6 month placement, maximized the stability of the kinship care ar-
rangement and ensured that an initial adjustment period had elapsed.
Second, child interviews were included in the original investigation;
thus, the age criteria increased the likelihood that child participants
possessed sufficiently developed verbal skills. (These data are not re-
ported in the present article: see Johnson-Garner, 2000 for analyses
pertaining to child interview data). Finally, we chose to focus exclu-
sively on African Americans because they represent the largest percent-
age of children in kinship care (Berrick et al., 1994). Moreover, since
the type and adaptiveness of particular family dynamics vary as a
function of race and ethnicity (cf. McGoldrick, 1993), our sampling
strategy avoided potentially inappropriate comparisons.

Once the caseworkers identified the families, the first author mailed
a letter describing the research study to caregivers. Each family was
given one week to respond to the letter. If a response was not received
within a week, a follow-up phone call was made to the family. After
caregivers agreed to participate, the first author scheduled an interview
to take place in their homes. Each interview took between 3 and 4
hours to complete. The family members were paid $25.00 at the end
of the interview for their participation in the study.

Data Analysis

We examined the experiences of children and caregivers within kin-
ship care families using in depth interviewing (Strauss & Corbin, 1990).
This approach provides researchers with the opportunity to interpret
phenomena within its real life context and enables researchers to sub-
jectively examine or analyze the lives of the children and their kinship
caregivers.

First, we developed descriptive and open-ended questions prior to the
interviews to stimulate discussion. The first author asked caregivers a
series of 31 questions that addressed concepts highlighted in extant
research and family systems theory (see the Appendix for a list of
these questions). However, she added, deleted, or changed questions
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depending on the content of the interviews. Such flexibility is character-
istic of in depth interviewing; data collection, analysis, and theory
mutually influence each other in an on-going manner (Strauss & Cor-
bin, 1990). This approach challenges the exclusive or binding role of a
priori theory when attempting to understand the life experiences of
participants. As well, in order to ensure that all impressions and ideas
were captured, the first author maintained a notebook of her thoughts
about her interactions with each family. All interviews were transcribed
verbatim.

Analysis of the qualitative data involved reading every response to
each interview item several times looking for specific words, recurring
concepts, and themes. The categorization of interview content was
closely informed by family systems theory (Mikesell, Lusterman, &
McDaniel, 1995), in that we used relevant concepts such as family
cohesion, adaptability, communication, leadership, and roles to orga-
nize our data. Further, categorizing and coding rubrics were developed
based on previous writings as well as the authors’ prior experiences
working with kinship care families. Thus, our qualitative analysis fo-
cused on pertinent atheoretical issues, such as stress, relationships
with child welfare personnel, and religiosity in participants’ family
lives. Moreover, categories were subdivided when we obtained an abun-
dance of interview data in a particular area or desired more descriptive
precision.

The final step in our procedure involved making connections among
all of the data to develop propositions and conclusions. More specifically,
analyses involved theoretical and systematic comparisons such that
the experiences that each interviewee described were examined and
compared with relevant research or family systems theory (cf. Strauss
& Corbin, 1990) and contrasted with the findings in the reports of
caregivers of resilient children and caregivers of nonresilient children.

Findings

Family Functioning

Adjusting to Family Role Changes. The ability of the family system
to adapt to environmental stressors and role changes emerged as an
important theme within kinship care families and was consistently
related to the adjustment of children. Kinship caregivers and their
related children needed to acknowledge how the role changes had im-
pacted their family relationships. Most caregivers of resilient children
(CRC) felt they had more control over their situations, which created
less stress. The caregivers of non-resilient children (CNRC), on the
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other hand, felt that they never had a choice and were expected to take
care of their related children.

In general, CRC seemed to be better adjusted in their new roles as
caregivers. Most expressed that they were doing what any parent would
have done in a similar situation. As one CRC explained:

I don’t see myself as a relative caregiver. I see myself as these children’s
grandmother, provider; I love them and they have been here all the time
and we just got involved with you all three years ago. Before that I had
been taking care of them all the time. So really and truly, I don’t feel
anything about [being] the relative caregiver. (Family #27; CRC)

CRC and CNRC differed in terms of their attitudes and responses
towards their new roles. The CRC were very aware that their new respon-
sibilities required some family readjustments. As one kinship caregiver
explained:

I’m a parent. I do everything that a parent would do. I am there when
the children get sick. I am the one that gets up with them and doctors
on them and rushes them to the hospital and gets the medicine from the
pharmacy. I am the one that gets up with them in the morning. I fight
with the girl to comb her hair and remind the boy to brush his teeth and
try to get to work on time. I am the one who comes home, tries to fix
dinner and cleans up afterwards, so I do everything a parent would do.
There is no time when I am a grandparent with these children. I am
always the parent. (Family #4; CRC)

However, the role transition for CNRC seemed to disrupt their entire
lives and often created feelings of ambivalence or helplessness. The
CNRC seemed to always be in transition and spoke in a way that
conveyed this sentiment:

I don’t have a life. I live from day to day. I am being honest. I don’t have
a life anymore. I am a provider and that’s what I do. I provide. (Family
#5; CNRC)

Another commented: “All these appointments and having to be every-
where and not having enough time. I try not to worry about it and I know
that the Lord will work it out some kind of way” (Family #14; CNRC).

Relationships with the Birth Parents. The relationship between the
kinship caregivers and the biological parents influenced children’s ad-
justment as well. The CNRC expressed conflicted feelings about their
relationships with the birth parents, and their respective roles ap-
peared to be vaguely defined. One CNRC stated:

I have a relationship with his mother and I don’t have a problem with
his mother, but she really has problems. I’ve had him, it will be three
years the 23rd of this month, and I think she has been to my house three
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times to see him since I had him. I used to take him to see her because
I wanted a bond connection with him and his brothers. Sometimes when
I would go she would be nice and then other times she would be real
nasty and indignant. I told her, ‘you know I am doing something for you.
I’m trying to help you but I really don’t have to bring him to see you.’ So
I stopped carrying him. (Family #6; CNRC)

In order to have clearly defined boundaries and roles, the kinship
caregivers needed to be able to convey consistent messages to the birth
parents and their related foster children. The same CNRC explained
the difficulty she encountered in dealing with the birth mother of her
grandson:

Sometimes it seems as if she has an attitude because she can’t control
herself for the reasons that he was taken away from her. Before the
children was taken from her, I used to let her come and stay in my house
when she was in the shelter and she couldn’t take the children. (Family
#6; CNRC)

On the other hand, CRC appeared secure in their relationships with
the birth parents, and their roles seemed clearer. One 58-year-old care-
giver of a resilient child commented:

At first it was a lot of resentment. The fact that I had her children she
felt that I put her children before her, and in a sense she was right. I
took the children not to help my daughter. I took the children because I
felt like they did not ask to come into this world, and somebody had to
love and nurture them and educate them and do all the things that I felt
a parent would do. Initially there was resentment, but now I think it’s
more appreciation; never thought it would change like this. (Family #4;
CRC)

Moreover, CRC seemed to feel more confident in establishing clear
boundaries within the family. One CRC commented:

We still have a talking relationship but we are not on a level as mother
and daughter should be because I am doing her job. She does not come
around here. She may call and say that she is going to come, but she
don’t come and then I am upset and that makes me angry at her. So
then when she wants to come again I don’t let her because it disrupts
and she wants to come at late times at six and seven o’clock and we have
schedules that we are on and no one can interrupt our schedules. (Family
#23; CRC)

Communication and Closeness. Although the two groups differed in
some ways, their family functioning was nevertheless similar in other
regards. Family togetherness and loyalty helped to maintain close ties
among the majority of all family members who were interviewed. Kin-
ship caregivers recognized that the suffering of one family member has
the potential to affect the entire family unit. Many caregivers expressed
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that closeness implied a high level of involvement in each others’ lives:
“We are so close that we know each others’ looks on their faces. We know
each others’ moods and we know how to deal with each other” (Family
#13; CNRC).

Moreover, both CNRC and CRC reported having open communication
within their families. Most of the kinship caregivers felt that communi-
cating was necessary for solving family problems: “We are open, we
talk. I always tell my children and my grandchildren that I am a
good listener. If you got a problem, come to me” (Family #6; CNRC).
Similarly, another commented: “Well, when it be a problem or some-
thing most of the time we talk about it and open it according to how
the kids respond. Then when they go to bed my husband and I talk
about it and how we think we should deal with it” (Family #2; CRC).
Family closeness and open expression often were discussed in an inter-
twined manner. As one maternal aunt commented: “It’s open. They can
talk to me about anything that they want to talk about from sex any-
thing just come out with it and I don’t care where we are at. Don’t be
afraid to tell me anything” (Family #21; CNRC).

Caregiver Support

Kinship caregivers relied on social support to meet their basic needs,
to deal with family issues or crises, and to help with childcare. Many
caregivers stated that their families received emotional support (i.e.,
comfort from extended family and friends, counseling); instrumental
support (i.e., financial assistance, child care, respite care, and other
services); and informational support (i.e., legal advice, resources and
knowledge of child welfare system, information about kinship care
program and procedures). Resilient children generally resided in those
kinship care families with higher levels of support. In general, it was
apparent that when kinship caregivers felt supported, they were also
able to be more effective with their families.

One primary difference between the two groups of caregivers was
that CRC had supportive extended families whereas CNRC did not.
Moreover, CRC reported that they drew upon their healthy, strong
family relationships for assistance often. For example, one maternal
grandmother commented:

I don’t need any outside help because my family, we do everything within
our family. We are our strength. We are so close that when one falls
somebody is right behind you to keep you from hitting the ground. So
we are not affected by a lot of things. (Family #27; CRC)

CNRC reported the opposite experience with their extended families.
One stated: “They never really been supportive. My family, it’s always
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you give and I will take” (Family #21; CNRC). It seemed that many
CNRC were reluctant to rely on their family for fear of disappointment.

Importantly, the CNRC did endorse receiving support; however, it
was limited to the assistance provided by professionals, such as agency
caseworkers. One CNRC commented about how her caseworker would
listen to her concerns and provide strength and encouragement:

Like I say, my heart goes out to [the agency caseworker]. She has been
a lot of support to me with [child] because none of the other caseworkers
has come out like her. I called her yesterday and she is here today. If it
seems as if I’m having a problem with [child] she’s always right there.
(Family #6; CNRC)

Similarly, one CRC highlighted the assistance that a mental health
care professional had provided for her grandchildren:

When I got the children, they were in a shell and they didn’t want to
come out. But after we started getting to know each other and started
going to see a psychiatrist, they started to come out of that ‘nutshell’ and
be more comfortable. (Family #1; CRC)

Both groups of kinship caregivers further reported that their belief in
God and prayer strengthened their family relationships and equipped
them to deal with their related foster children. One kinship caregiver
explained that she was only able to handle her niece because of this
spiritual support: “I get my strength from God. In actuality, I pray on
everything. Before I do anything I pray. My strength comes from God
no matter what I am going through” (Family #13; CNRC). When family
situations arose that required attention, kinship caregivers reported
that prayer was the answer, as illustrated by one maternal grand-
mother who stated: “Now there is a closeness that we never had and
I thank God for it because now I am beginning to know my sister”
(Family #1; CRC).

Discussion

There is scant research examining resilience among African-Ameri-
can children within kinship care homes. The findings from this qualita-
tive study are important because they elucidate contributors to chil-
dren’s well being in the face of significant environmental difficulties.
The results challenge child welfare agencies, clinicians, and kinship
caregivers to consider the combined impact of not only child traits, but
also family functioning and caregiver support on resilience. Indirectly,
it underscores the need for maintaining foster care programs such as
kinship care.
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First, our interviews with the kinship caregivers highlighted that
family-functioning matters in accounting for the differences between
resilient and nonresilient children. However, not all family traits ap-
peared to be equally important in this regard. The most critical dynamic
was family adaptability, or the ability to adjust to family roles in re-
sponse to change. Kinship caregivers in families with resilient children
demonstrated a clear awareness of the new family roles. In general,
caregivers of resilient children acknowledged and truly owned their
newfound responsibilities; resilient children also identified the kinship
caregiver as their “parent” according to their caregivers’ report. This
boundary clarity helped kinship caregivers establish their rightful and
necessary authority as well as regulate the influence of the birth par-
ents in children’s lives. In contrast, non-resilient children lived in more
chaotic homes characterized by less structure and inconsistent bound-
aries; caregivers of non-resilient children often maintained conflicted
relationships with the birth parents and had inconsistent communica-
tion.

Other aspects of family functioning did not differentiate between the
two groups of children. More specifically, virtually all kinship caregiv-
ers stated that their immediate family was close; they often emphasized
themes such as loyalty and interdependence. In addition, most kinship
caregivers in both groups explained that this sense of family cohesion
was promoted by open communication. Furthermore, kinship caregiv-
ers believed that effective communication facilitated the use of good
problem solving approaches within the family. Thus, healthy communi-
cation and cohesion appeared to be common strengths across many
kinship care families, even if these constructs did not relate to child
resilience.

Finally, our interviewees suggested that the broader context of sup-
port was important in promoting healthy family functioning and posi-
tive child outcomes within kinship care homes. Caregivers of resilient
children emphasized that they frequently relied on numerous extended
family members for emotional comfort, financial assistance, advice,
and help in meeting their care taking responsibilities. They portrayed
this extended family network as both responsible and effective in pro-
viding support. In contrast, CNRC lacked supportive extended family
and felt reluctant to rely on them for fear of disappointment. Many of
these caregivers lamented that their relatives actually increased the
amount of stress that they experienced in their lives.

Interestingly, extended family was the only source of support that
differentiated the two groups. More specifically, CNRC did state that
they received support, but it was from professionals, such as casework-
ers or psychologists. All kinship caregivers expressed gratitude for these
services during our interviews and viewed these professionals as kind
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and helpful. In addition, respondents from both groups derived forms of
support from their active spiritual life and participation in the church.
Many emphasized the role of prayer in their lives and the importance of
their relationship with God. Perhaps the support derived from extended
family is uniquely beneficial to children in kinship care because it
involves them in direct ways and may be more comprehensive than
assistance from other sources.

In sum, differences between resilient and non-resilient children were
in fact related to multiple factors that often appeared to operate syner-
gistically. These findings are generally consistent with ecological theory
(Bronfenbrenner, 1979), which underscores that child outcomes are
influenced by characteristics of the broader family and social context.
Moreover, our study draws attention to the fact that African-American
children who experience serious adversities can overcome their chal-
lenges and thrive.

Directions for Future Research and Clinical Implications

Our study has a number of limitations which suggest opportunities
for future investigations. First, although typical of qualitative research,
our study used a relatively small sample. Future studies could use
larger samples to permit a broader examination of the factors associated
with resiliency in this population. Furthermore, all of the caregivers
and children in this sample were African American living in urban
neighborhoods. Therefore, the applicability of these findings to other
ethnic groups within kinship care is uncertain.

Second, the study used only two reporters: the caseworker and the
kinship caregiver. Future studies can use additional reporters, such as
birth parents, teachers, and therapists to obtain additional information
about children in different contexts.

Third, our study did not explicitly tease apart the impact of important
factors such as children’s age, developmental stage, and developmental
histories. For instance, it is possible that older respondents were more
capable of understanding their situation and may have made more suc-
cessful adjustments to kinship care than the younger children.

Future studies can use other qualitative approaches, such as case
studies, to obtain more information about resilience among this popula-
tion. Moreover, there is a need to explore how the presence or absence
of birth parents influences the resilience of children in kinship care.
Are children more resilient because they have some contact with their
birth parents?

To provide effective clinical interventions, kinship care needs to be
addressed within its sociocultural context. Clinicians and service pro-
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viders must recognize the multifaceted needs of these children and
their caregivers. Many have been neglected and abused before being
placed into kinship care homes, which has contributed to their behav-
ioral problems (Dubowitz et al., 1993). Even though children within
kinship care receive referrals, how many actually receive culturally
competent services?

Moreover, because formal kinship care is governed by state child
welfare policies and procedures, the unique dynamics of family systems
are often misjudged or ignored. Many of the families are perceived as
having deficiencies simply because of their involvement with the child
welfare system. This stigma places them at a disadvantage when ini-
tiating and developing service relationships. As a result, many family
strengths are overlooked when they could be used to support the kinship
care home.

Kinship care policies and practices should consider how families
function best, identify their strengths, and improve their weaknesses.
Researchers who have adopted an ecological perspective recognize the
unique sociocultural aspects and interdependence of kinship caregivers
and their resources (Scannapieco & Hegar, 1996). Unfortunately, few
investigators have focused on utilizing the family as a source of help
for overcoming barriers and stressful situations.

Appendix

This appendix lists the 31 descriptive and open-ended questions that
we developed to stimulate discussion. The first author provided elabora-
tions and explanations as needed during each interview. Moreover,
questions were added to this core set depending on the content and
experiences of each participant.

1. How would you describe your role as a relative caregiver?
2. Do you feel that your new role has influenced your relationship

with [child]? If so, how has it changed?
3. Describe how your relationship with [birth parent] has changed

since you became the caregiver for their child?
4. How do you feel you have been affected, emotionally and mentally?
5. How has this situation changed your life?
6. How has the change in your relationship with [birth parent] af-

fected your life?
7. How would you describe your household in terms of roles and

responsibilities? Are these roles traditional or nontraditional?
8. How have family members responded to the role changes within

the family?
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9. Describe how your family has dealt with the changes within the
home. How has [child] responded to the changes?

10. How would you describe your family’s communication style?
11. How do you make decisions within the family? Why have you chosen

this approach of decision making?
12. What are some of the expectations of family members? Do you have

any unspoken family expectations?
13. What are some of the strengths of your family? What are some of

the struggles? Is there one person who is considered to be the
strength of your family?

14. Describe the sense of closeness or cohesion within your family.
15. What creates stress within your family? How does your family

generally deal with stress?
16. How flexible or adaptable are family members to change? Does

change seem to create stress in your family? If so, how?
17. Describe what it was like to raise or parent your own children. How

does that experience differ from the way you are raising [child]?
18. What are some of the strengths of [child]?
19. Do you have a social support network? What are some of the sup-

ports that you use?
20. What forms of social support do you feel have been most helpful

during this time? How so?
21. How would you describe the support that you have received from

your family members, your community, and the church?
22. What are sources of strength for your family during times of crisis?
23. There are several types of support. [Explain instrumental and

emotional support.] Which do you think is most helpful?
24. Describe how your family uses social supports on a daily basis.
25. How would you describe your family structure or makeup?
26. Where do you get your inspiration or encouragement?
27. What keeps your family together?
28. What are some of your family values?
29. How do you feel about your relationship with [birth parent]?
30. If you could change something about this situation, what would

it be?
31. If you had one wish today, what would that wish be?
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