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INTRODUCTION

In Ontario, between 1998 and 2003, there has been a 47% increase in child welfare investigations along with a 40% increase in the number of children who have been removed from their parent’s care and placed in foster care (King et al., 2003; OACAS, 2003). Further, amendments to the Child and Family Services Act, now compel child welfare workers to intervene earlier, necessitating permanency planning at a younger age for those children who have been removed from their parent’s care (OACAS, 2000). While these legislative changes may be beneficial to children in the long-term, they require vigorous child welfare intervention within strict timelines, taxing an already strained system.    

It is important to acknowledge and understand the many challenges experienced by children who are separated from their parents and placed in foster care. These children are often required to maintain their existing attachment relationships with their parents while forming new ones with their foster caregivers. In addition, they must cope with the trauma associated with the separation and loss of their parents and families (Dozier et. al, 2002; Finkelstein, 1980; Levy & Orlans, 1998; Palmer, 1995; Whelan, 2003).
Knowledge of attachment theory is valuable for those who work within the field of child welfare and may be used as a framework in overall case planning for children in foster care. The application of its principles within the child welfare system can facilitate more positive and proactive intervention for these children, while contributing to a more comprehensive understanding of their total needs within the context of their environment (Whelan, 2003). Child welfare practice that is well grounded in attachment theory may also assist child welfare workers in creating stability in the lives of children and preparing a meaningful history for them (Pilowsky & Kates, 1996).  

The concept of “concurrent planning” is now a strong influence in contemporary child welfare practice and refers to the ongoing assessment of parenting capacity once children have been removed from their parent’s care to determine a plan for reunification, while simultaneously exploring options for permanency planning of these children outside of their parent’s care (OACAS, 1999). It is based on attachment theory and the premise that it is essential for children to be placed in a secure, nurturing and stimulating permanent home environment at an early age in order to ensure their long term success, health and well-being (Goldstein et al., 1973; Katz, 1999; OACAS, 1999; Petras et al., 2002; Steinhauer, 1991). 

Family preservation is a widely accepted societal value and a predominant theme within the current child welfare legislation (Bala, 1998; King et al., 2003). Thus, family reunification is generally viewed as the most desirable permanency plan for children (Fein & Staff, 1993; Redding et al., 2000), followed by a variety of other options such as adoption by relatives, adoption by others, long-term foster care, family placement, residential placement, supported independent living or joint parenting situations (Fein & Staff, 1993; Katz, 1999, Maluccio et al., 1993). 

There has been a tendency for reunification rates to vary widely from 13% - 70%, as have reentry rates to foster care (Maluccio et al., 1994), however there has been a tendency for a large proportion of children to reenter foster care when reunification attempts are unsuccessful (Ahart et al., 1992) and research has shown that approximately 50% of children reunified with their parents return to out of home placements within eighteen months (Barth et al., 1994). Reunification plans may fail due to inadequate support services provided to parents while their children remain in foster care and upon their return to the family home (Ahart et al., 1992). Regardless of the reasons for failure, it is disturbing that reabuse is most likely to occur among reunified children (Maluccio et al., 1994).

One of the most significant ways of achieving a healthy balance successfully for children while they remain in foster care with the possibility of a reunification, is through continued access between these children and their parents. Children in foster care who have regular access visits with their parents have greater reunification rates (Fanshel & Shinn, 1978; Hess & Proch, 1988; Levy & Orlans, 1998; Palmer, 1995) and children whose family ties are maintained while in supportive foster care placements, are better able to progress through the mourning process, gradually form new attachment relationships with foster caregivers and adapt to reunification with their families (Palmer, 1996). 

Additionally, access visits may provide an ideal environment in which to work constructively with parents on the parenting issues that have contributed to the child’s placement in foster care (Hess & Proch, 1988, 1993; Loar, 1998; Maluccio et al., 1993; Petras et al., 2002). Further, continued access is considered fundamental to children’s sense of self, personal significance and identity (Colon, 1978) and enhances their overall well-being (Hess & Proch, 1993). Moreover, regularly scheduled access visits are essential in order to accurately assess parents’ progress and readiness for family reunification and to determine the feasibility and timing of such an intervention plan (Hess & Proch, 1993). 

Therefore, it is of utmost importance that access visits be judiciously planned and carried out. Child welfare workers must carefully develop and manage access plans between children in foster care and their parents. A series of professionally managed, goal directed and clinically focused access visits is crucial to any access plan, whether it be for family reunification or to determine that permanency planning for the child outside of the family home is necessary (Steinhauer, 1991). It is important to recognize that access plans are integral to the comprehensive child welfare intervention plan and should not be considered in isolation of the Risk Assessment, Service Plan, Child’s Plan of Care and/or Court Orders. Further, access plans must always be premised on the level of risk to the child and overall family functioning (Hess & Proch, 1993). Thus, the principles of attachment theory may be useful in providing a framework for enhanced child welfare intervention and critical decision-making in the lives of children who have been placed in foster care. 

The following document is designed to provide child welfare workers with an overview of attachment theory, the child welfare legislation related to access for children in foster care, concurrent planning, guidelines for clinical access visits and the role of foster caregivers within the child welfare system.

PART A

ATTACHMENT THEORY

1.)
OVERVIEW
An attachment may be described as an “affectional tie” that one individual develops to another particular individual. It is discriminating and specific, binding the two together over time. In children, it may be observed as an emotional connection to a particular person who is most often preferred by the child when feeling the need for comfort or protection. Thus, the “attachment figure” is generally the child’s parent and/or primary caregiver. Much of the early work on attachment theory refers to the mother as the primary attachment figure as she has traditionally been the primary caregiver. However, for the purpose of this document, the term “attachment figure” will be non-specific and may refer to either parent or caregiver. 

While it is possible to be attached to more than one person, it is not possible to be attached to many. Infants are not born with an attachment to their primary caregiver, rather it is developed over time. Predominantly, its purpose is for survival and reproduction, characterized by instinctive proximity seeking behaviour (Ainsworth, 1973, 1982; Bowlby, 1982; Colin, 1996; Whelan, 2003). The formation of an attachment relationship with a caregiver is a gradual process and usually takes six months to establish a clear preference for the primary attachment figure (Ainsworth, 1973, 1982; Benoit, 2000; Biringen, 1994; Bowlby, 1982). 

An attachment should be distinguished from a bond wherein there is a sense of reciprocity or connectedness and may refer to any relationship between two individuals. Rather, an attachment serves a protective function and is formed with someone who is perceived as stronger and/or wiser as in a child to a parent where the child is considered to be dependent upon the parent (Ainsworth, 1982; Bowlby, 1982; Glaser, 2001).    

Between birth and three months of age, there is usually undiscriminating social responsiveness by infants. However most infants demonstrate a distinct preferential responsiveness towards their primary caregiver, by three months of age. Interaction between the two of them is quite unique in comparison to interaction between the infant and other people. This perceptual discrimination is significant in that the infant will smile more, vocalize more, gaze more and follow the primary caregiver with his eyes longer than he will for any other person. This behaviour is often an indication that an attachment is beginning to develop (Ainsworth, 1973; Bowlby, 1982). 

As the infant develops, he learns that signalling behaviours such as smiling, crying and vocalizing tend to bring the primary caregiver closer to him. As well, he will demonstrate orienting behaviours, such as visual tracking, visual fixation, rooting, listening and postural adjustment when held. Usually by six months of age, the infant can clearly distinguish his primary caregiver from others. He may also be able to distinguish one or two other familiar caregiving figures in his life and will tend to demonstrate differential responses unique to each figure, not only when they are in close proximity but also when they are at a distance. Particular behaviours may be observed upon greeting, when the figure enters the room (ie. extending arms out to the figure) or upon separation, when the figure leaves the room (ie. crying). During this phase of attachment development, the infant’s behaviours are primarily expressive or reactive (Ainsworth, 1973; Bowlby, 1982).

Actual attachment behaviour can only be clearly identified when there is evidence that the infant not only recognizes his caregiver but also engages in behaviour that will maintain his proximity to the caregiver. These attachment behaviours may begin to occur before four months of age to after twelve months of age but usually they emerge by seven months of age. This phase of attachment formation coincides with the development of locomotor skills and an increased ability to seek and maintain proximity to the caregiver. The infant no longer needs to rely upon signalling or orienting behaviours exclusively to gain attention from his caregiver in this phase. With locomotor development, the infant’s attachment behaviours become more active and effective as demonstrated in his ability to move about voluntarily. “Proximity-seeking” and “contact-maintaining” behaviours, such as following, approaching and clinging may be observed (Ainsworth, 1973; Bowlby, 1982; Morton & Browne, 1998). During this phase, the infant’s attachment behaviours are often intended to elicit a response from the caregiver whereas previously, they were largely expressive and reactive (Ainsworth, 1973). Additionally, the infant begins to adjust his behaviours according to his caregiver’s behaviour in order to maintain a desired level of proximity. This coincides with the infant’s stage of cognitive development at which time he achieves object permanency, an awareness that objects and/ or persons continue to exist even while they are out of his sight, usually between twelve and eighteen months of age (Bee, 1981; Kelly & Lamb, 2000; Piaget, 1959). It is during this phase that an infant may be described as truly attached (Ainsworth, 1973; Bowlby, 1982) as well as having developed a “working model “ of his primary attachment figure. During this phase of attachment development, the observed behaviour may be referred to as “secure-base” behaviour (Ainsworth et al., 1978; Bowlby, 1988). 

These attachment behaviours continue until the child is two to three years of age at which time the attachment relationship becomes more complex. As the child develops insight into his attachment figure’s behaviours, feelings and motives, he gains a greater understanding of their influences. This enables him to adjust or organize his own behaviours accordingly. This phase of attachment development is referred to as “goal-corrected partnership” (Bowlby, 1982). The most important period of attachment development is between the ages of 18 months and 5 years (Whelan, 2003).
Attachment behaviours such as smiling, crying, clinging, protesting and approaching may illustrate attachment but they do not necessarily represent attachment. The attachment is the emotional bond, not simply the observable behaviours (Ainsworth, 1982; Bowlby, 1982; Benoit, 2000; Biringen, 1994). Once formed, attachment continues to exist even in the absence of the attachment figure (Bowlby, 1980, 1982; Steinhauer, 1991). Although other relationships may also be valued, the attachment figure may never be fully replaced should it be lost (Colin, 1996). 

Certain conditions may activate the attachment system, thereby triggering observable attachment behaviour. Environmental conditions may include; absence or distance from the primary attachment figure, lack of responsiveness from the primary attachment figure and other emotionally distressing situations such as unfamiliar experiences or exposure to strangers. Internal conditions may also activate attachment behaviour such as illness, hunger, pain, fear and cold (Ainsworth et al., 1978). 

In order to ensure normal attachment development, a child’s primary caregiver must have the ability, “most of the time” to implement the following (Benoit, 2000): 

i) be consistently available physically and psychologically 

ii) read accurately; respond promptly and sensitively to the child’s cues and signals, particularly when the attachment system is activated 

iii) be affectively receptive and accepting of the infant’s emotional experiences   

Additionally, caregivers’ perceptions, interpretations and experiences of their infants may influence the quality of the attachment relationship (Benoit et al., 1997; Zeanah & Benoit, 1995). 

Once formed, attachments are lasting and are able to withstand adversities such as absence and maltreatment. However, these undesirable conditions will likely affect the quality of the attachment relationship and subsequent personality development of the child (Ainsworth, 1973). Attachment theory asserts that secure attachments and the responsive parent-child interactions that produce them, are critical to healthy psychological development. The primary attachment figure actually serves as an affect regulator, an auxiliary cortex for the infant’s underdeveloped brain. Attachment experiences occur simultaneously with neonatal growth spurts and exposure to abuse, neglect and chronic states of misattunement result in an impaired ability to modulate and regulate emotion in response to stress. Further, infants who remain in chronically negative states have elevated corticosteroid levels that can result in a reduction of brain synapses, even death of neurons which may ultimately contribute to the development of disorganized attachment and greater vulnerability to mental disorders later in life (Lott, 2003). 

Thus, childhood experiences of maltreatment are thought to have a negative influence on personality development and may be a predictor of child maltreatment in the next generation (Petras et al., 2002). However, infants who experience maltreatment may still form a secure attachment to their primary caregiver due to other mitigating factors (Morton & Browne, 1998). Thus, the issue of child maltreatment and attachment development must be considered within the context of the entire family system (Trickett & Susman, 1989). Children who have not developed an attachment relationship with a primary caregiver by the age of two or three years may experience serious implications resulting in an inability to ever form or maintain healthy attachment relationships beyond this stage of development (Ainsworth, 1973; Biringen, 1994).  

2.)
MULTIPLE ATTACHMENTS
Attachment theory is based on the premise that children engage in attachment relationships for protection (Ainsworth, 1973, 1982; Bowlby, 1982; Colin, 1996; Whelan, 2003). Most children will show attachment behaviour to other individuals, usually family members once there is attachment behaviour evident between the primary caregiver and child. In fact, it is believed that in the early stages of attachment, the greater the number of individuals to whom a child is attached, the more intense the attachment to the primary attachment figure becomes (Ainsworth, 1973; Bowlby, 1982; Lewis, 1994). Generally, children gradually multiply their attachment relationships beyond their primary attachment figure and will direct attachment behaviour towards others who have a caregiving role with them. Children may form attachments to more than one parent, siblings, grandparents, daycare providers and significant others who are in the role of caregiver (Berndt & Perry, 1986; Stewart & Marvin, 1984). Generally with siblings however, it is unlikely that they will perceive each other as attachment figures unless there is clearly a caregiving role between two of them. More often, siblings are companions to each other and do not typically demonstrate significant anxiety or grief upon loss or separation from one another. Nonetheless, there are situations where deep and lasting sibling relationships are formed in childhood and continue well into adulthood, which may actually qualify as attachment relationships given the protective nature of such a relationship (Ainsworth, 1973). 

Although attached to one primary attachment figure, children usually form attachments to other people in their lives, referred to as subsidiary or secondary attachment figures who are typically sought when the primary attachment figure is either unavailable or unable to provide comfort (Shaver, 1994; Stewart, 1983). Life circumstances that result in separations from their primary attachment figures may also contribute to the formation of multiple attachments. Children who experience parental divorce/separation or alternate caregiving situations such as daycare on a regular basis, are often required to maintain emotional connections to more than one parent or to a variety of caregivers. These situations may cause distress for children but many are able to cope successfully when there is support and cooperation among the attachment figures (Covell, 1999; Goossens & van IJzendorn, 1990; Hetherington & Stanley-Hagan, 1999; Page, 2001). Similarly, children who are placed in foster care are also required to maintain attachment relationships to more than one primary caregiver.

Attachment researchers agree that, given the opportunity, all normal human infants become attached to their primary caregiver. There appears to be some debate however, about whether secondary attachments to others are formed simultaneously or only after a primary attachment has been formed. Despite this debate, there is no doubt that infants and children form multiple attachments. Although there may be more than one attachment figure, there is usually a clear discrimination and preference by children for the primary attachment figure as observed through their behaviour (Ainsworth, 1973; Bowlby, 1982; Colin, 1996; Cummings, 1980; Farran & Ramey, 1977). Even when several attachment figures are available, infants will often consistently seek and maintain proximity to one in particular, especially when exposed to negative conditions. Research suggests that multiple attachments are hierarchically arranged; one being in a primary position of greatest significance while others are considered secondary to it (Bowlby, 1982; Ainsworth, 1973, 1982). As in infancy, multiple attachments may occur simultaneously throughout adulthood (Field, 1996). Children may develop multiple attachments that are positive and desirable, however too many attachment figures may inhibit the formation of any attachment at all (Ainsworth, 1973).   

It is necessary to consider multiple attachment relationships that are experienced both within and outside of the family unit as these relationships, may actually offer protection to children from the negative influences of family stress and change. Moreover, children who have attachment relationships with more than one caregiver, may be able to cope better with a separation from their primary attachment figure, than those children who have an attachment to only one caregiver (Ainsworth, 1973; Thompson, 2000). When children must be removed from their parent’s care due to serious child protection concerns, foster caregivers not only provide protection to children in a physical sense but also in an emotional sense by providing comfort and facilitating the formation of new attachment relationships while they remain separated from their parents.       

3.)
INTERNAL WORKING MODEL

Attachment is a very significant aspect of the parent-child relationship. It exists at two levels; externally as observable interactions and internally as internal working models. Internal working models may be described as dynamic cognitive representations created by children based on their experiences with their primary attachment figure. Essentially, internal working models become blueprints for future relationships, resulting in certain expectations of the world and those in it, including the child himself (Benoit, 2000; Biringen, 1994; Bowlby, 1988; Morton & Browne, 1998). Internal working models operate primarily at an unconscious level and are highly resistant to change (Bowlby, 1980). They greatly influence the nature of the parent-child relationship but may also have an impact on other relationships or may affect interactions with those who resemble primary attachment figures such as authority figures (Biringen, 1994). Both, external behaviour and internal working models are important in assessing the overall quality of the parent-child relationship (Benoit, 2000).

 It is relevant to note the differing roles that parents play in children’s lives. The importance of these roles change as the child’s developmental needs change. Although all of the roles are important, there is growing evidence to suggest that infants develop expectations of how their attachment figures will respond to them at times of distress, based on their repeated experiences with their attachment figures. These expectations or internal working models begin to form as early as four to six months of age (Benoit, 2000) but they generally develop somewhere between seven and twenty four months of age (Kelly & Lamb, 2000). Usually, by the end of the first year, internal working models have become entrenched within the child and can be accurately assessed (Benoit, 2000). 
Significant separations between a child and his attachment figure, that may last for weeks or even years may alter a child’s internal working model of this figure. He may change his perception of the figure from that of accessible and responsive to inaccessible and unresponsive, resulting in damage to the previously established security and trust in the attachment relationship. However, for the child who was previously insecure in his attachment relationship, such a separation may confirm his internal working model, perceiving his attachment figure as untrustworthy (Ainsworth, 1982). Thus, separations as well as threats of separation may be devastating for children, potentially creating insecurity for them in their attachment relationship (Bowlby, 1980; Jewett, 1982).    

For children who have experienced secure attachments, prior to a separation from an attachment figure, there is a greater ability to successfully mourn the loss, after which a new attachment relationship may form. However, for children who have experienced insecure attachments prior to such a separation, it is more likely that they will have much more difficulty forming subsequent intimate relationships, which may be manifested pathologically (Bowlby, 1980). Similarly, when substantial changes occur in the quality of the interaction between a child and his primary attachment figure, it may directly influence the organization of his attachment to this figure. Significant stress or changes in the attachment figure’s life may result in less responsiveness to the child’s signals, cues and communication (Ainsworth, 1982; Lewis et al., 2000).        

Some children are able to form secure attachments with foster caregivers despite previous maltreatment by their primary attachment figures, indicative that children may have an ability to “rework” these models of self and others if provided with nurturing caregivers. However, this is most likely during the first year of life when behavioural systems are more flexible. This becomes more difficult during the second year during which time infants require a longer period of time to develop an organized attachment to a foster caregiver. For children in foster care who have been separated from their primary caregiver and may also have a history of such disruptions in addition to inadequate caregiving, the result may be a dysregulation of neuroendocrine functioning, placing them at risk of developing a disorganized attachment. As a result, their ability to organize their behaviour around the foster caregiver’s availability will be greatly reduced unless the caregiving provided is stable, consistent and nurturing (Dozier et al., 2001).

Open/Closed and Working/Nonworking

An internal working model (IWM) may also be described as open or closed and working or nonworking (Crittenden, 1990; Whelan, 2003). An individual with an open IWM will allow for new interpretations of particular circumstances and situations based on the responses from others with whom they have a relationship. Therefore, if a child with an open IWM is placed in a new foster home there is great potential that he will be able to accept and develop a positive relationship with his foster caregivers (Crittenden, 1990; Whelan, 2003).

Conversely, an individual with a closed IWM will tend to interpret all information presented by others in the same way, regardless of differences and he will consistently expect the same outcome. Therefore, if a child with a closed IWM is placed in a new foster home, it is likely that he will expect a negative relationship pattern to be repeated based on his previous experiences, regardless of how positive the interactions with the foster caregiver might be (Crittenden, 1990; Whelan, 2003). 

Further, a working IWM allows for “cognitive manipulation” of one’s own behavioural responses to others. Thus, a child in foster care with a working IWM, will likely have the ability to consider many of the possible behavioural responses to a particular interaction with his foster caregiver. As well, he may have the ability to consider the potential consequences of his chosen response. For example; if this child has been reprimanded by his foster caregiver he will likely be able to think about the potential fairness of the foster caregiver, consider the potential consequences of his particular response and determine the desired outcome of any further interaction with his foster caregiver, before he actually chooses how he will behave in response to the reprimand (Crittenden, 1990; Whelan, 2003). 

On the contrary, a nonworking IWM does not allow an individual to consider the many possible behavioural responses that he may demonstrate, in response to others with whom he has a relationship. Thus, a child in foster care with a nonworking IWM may not have the ability to consider new information or even the possibility of a new outcome in response to a particular interaction with his foster caregiver. Rather, he will likely have a tendency to respond to his foster caregiver in the same maladaptive manner that he did in his previous negative relationships with caregivers (Crittenen, 1990; Whelan, 2003).

An open, working IWM is considered to be adaptive and flexible while the closed, nonworking IWM is considered to be non-adaptive and rigid. The child with a closed, nonworking IWM is certain to experience a constant, recurring pattern of negative interactions (Crittenden 1990; Whelan, 2003). 

4.)
PATTERNS OF ATTACHMENT
The caregiver’s degree of sensitivity in responding to infant cues and communication is extremely significant as it is highly influential in terms of infant behaviour and overall attachment development. Three major dimensions have been identified that are related to the caregiver’s level of insensitivity which include; rejection, interference and ignoring behaviours. These behaviours demonstrated by the caregiver are closely associated with the child’s particular attachment classification (Ainsworth et al., 1978). Essentially, the infant develops the pattern of attachment that corresponds with his caregiver’s availability (Vadas, 2002). Attachment classifications are important because they often reflect the quality of the parent-child relationship and may be predictive of future interpersonal functioning (Dozier et al., 2001). It is possible for a child to have one classification of attachment with one caregiver and a different classification with another caregiver, thus classifications are associated with specific attachment relationships (Lewis, 1994). 

Organized attachments include both secure and insecure classifications. There is one secure classification and two insecure classifications; ambivalent (resistant) and avoidant. Disorganized attachments include those that do not accurately fit into either of the other classifications. There may be some observable characteristics within the disorganized classification that resemble those typically displayed in the other classifications but they are not displayed with enough consistency or frequency to be classified as such.           

ORGANIZED ATTACHMENT CLASSIFICATIONS 

i) The Secure Attachment
The internal working model of securely attached individuals is an unconscious belief that others in their environment will be responsive and attuned to their needs with a 

self-concept that they are worthy and capable of communicating their needs in order to have them met. Generally, relationships are perceived as potentially satisfying and positive experiences (Ainsworth, 1982; Ainsworth et al., 1978; Benoit, 2000; Whelan, 2003).  

Observable Behaviours in Children

Behaviours associated with securely attached children are coherent and may include engagement in mutual affect with the attachment figure and demonstrated ability to seek comfort and be quickly soothed by their attachment figure when distressed (Ainsworth, 1982; Ainsworth et al., 1978; Benoit, 2000; Carlson, et al., 1989). When separated from their attachment figure, they may be upset but generally manage regular separations well (Ainsworth, 1982). These children typically show a positive response and proximity seeking behaviour such as crawling or running towards their attachment figure when reunited. They tend to maintain proximity by clinging, hugging or interacting from a distance and generally enjoy close bodily contact with their attachment figure (Ainsworth, 1982; Ainsworth et al., 1978; Benoit, 2000). These infants cry less overall compared to infants in other attachment classifications and have confidence that their caregiver will comfort them as necessary (Ainsworth, 1982; Ainsworth, et al., 1978). When alone with each other, the child typically displays an interest in interacting with his attachment figure but will also tend to explore freely (Ainsworth, 1982). Approximately 55-70% of normal, middle-class infants are securely attached to their primary caregivers (Ainsworth, 1982; Benoit, 2000; Carlson et al., 1989). At pre-school age, these children are often popular with peers, resilient, resourceful and cooperative (van IJzendorn & Bakermans-Kranenburg, 1996). At six years of age, these children are typically relaxed, friendly, demonstrate subtle intimacies and engage easily in conversation with their caregiver (Main & Cassidy, 1988). During school years, these children are not usually victimized or victimizing (Benoit, 2000).    

Observable Behaviours in Primary Caregivers

Primary caregivers of securely attached children, typically demonstrate consistent sensitive responsiveness to their signals/cues. Close bodily contact with infants is generally observed (Ainsworth, 1982; Ainsworth et al., 1978).

ii) The Insecure Attachment

a.) The Ambivalent (Resistant) Attachment
Individuals within this classification tend to assume that others will be inconsistent in their responses to them as a result of the unpredictable responsiveness experienced with their own primary attachment figure. However, they often possess a sense of hope and repeatedly attempt to make their attachment needs met only to perpetuate a cycle of frustration resulting in intense anger due to ongoing fear and doubt about the availability and responsiveness of their attachment figure (Ainsworth et al., 1978; Benoit, 2000; Biringen, 1994; Whelan, 2003).

Observable Behaviours in Children

Behaviours associated with ambivalent attachments in children are coherent and may include high proximity seeking behaviour mixed with resistance towards the attachment figure and an inability to be comforted or soothed by the attachment figure when distressed. These infants may seek out their caregiver while simultaneously resisting contact and may therefore be described as fussy. Some children in this classification may also demonstrate a high degree of passivity and inactivity presenting as helpless (Ainsworth, 1982; Ainsworth et al., 1978; Carlson et al., 1989).  These children may show anxiety prior to separation from their attachment figure and upon separation these children may become quite distraught (Ainsworth, 1982). When these children are briefly separated then reunited with their attachment figures, they may display intense anger at them demonstrated by tantruming or hitting, while others may be distressed without anger demonstrated by crying inconsolably, wanting up when down, wanting down when up (Benoit, 2000). Further, they may want close bodily contact with their attachment figure but also be resistant to any contact or interaction due to their conflicted experience about close bodily contact. When alone with their caregiver, they are typically unable to explore freely. Although they may normally desire close bodily contact with their attachment figure, they become angry because their attachment figure is not sensitive to this, thus they lack confidence that their signals will be responded to appropriately. Therefore, when their attachment system is highly activated, they become “doubly” upset because they have learned to be frustrated rather than comforted when this occurs (Ainsworth, 1982; Ainsworth et al., 1978). Approximately, 8 – 12% of normal, middle-class infants are insecurely attached to their primary caregivers with an ambivalent classification (Benoit, 2000; Kelly & Lamb, 2000). At pre-school age, these children may be excessively attention seeking towards adults, tense, easily frustrated, impulsive or may be passive and helpless in their presentation. They may be more likely to be victimized than other children (van IJzendorn & Bakermans-Kranenburg, 1996). At six years of age, these children may demonstrate insecurity with their caregiver with contrasting displays of emotion; sadness with fear or intimacy with hostility. Further, they may demonstrate self-conscious, artificial and “show off” behaviours being cute and overly charming in their presentation (Main & Cassidy, 1988).

Observable Behaviours in Primary Caregivers

Primary caregivers of insecurely attached children classified as ambivalent are often observed to be highly insensitive to their needs, however may enjoy close bodily contact with their infants. They are generally very inconsistent in terms of being available to their children’s cues for comfort (Ainsworth, 1982; Ainsworth et al., 1978).    

b.) The Avoidant Attachment 
Individuals within this classification have been rejected and neglected by their primary attachment figure and as a result have adopted the belief that others will also be rejecting, non-responsive, unsupportive or unavailable to meet their needs. They have lost any hope of regaining contact with their lost attachment figure or of being comforted even if they do. Their self-concept is based on the premise that they are essentially isolated and unimportant. They generally perceive others as objects to be manipulated in order to get their needs met (Ainsworth et al., 1978; Benoit, 2000; Bowlby, 1977; Whelan, 2003).

Observable Behaviours in Children

Behaviours associated with avoidant attachments are coherent and may include minimal affect or distress in the presence of the attachment figure and/or an avoidance of the attachment figure under conditions that normally evoke proximity seeking behaviour. This is primarily the result of the conflict they experience about close bodily contact with their attachment figure (Ainsworth, 1982; Ainsworth et al., 1978; Benoit, 2000; Carlson et al., 1989). As infants, they may turn away from their attachment figure under moderate stress, presenting as though they do not need any nurturance (Dozier et al., 2001). When their attachment system is activated, it is normal for them to want close bodily contact with their attachment figure but because they are typically rejected, by their attachment figure, they tend to avoid proximity. Thus, they may engage in classic behaviour referred to as an “approach-avoidance” pattern. Upon separation from their attachment figure, they may demonstrate little distress and upon reunion, they may avoid contact, proximity or any interaction at all with the attachment figure. Further, they may ignore and refuse to approach or even look at their attachment figures even when urged to do so. When alone together, this child may present as indifferent to his caregiver, although he may tend to monitor the caregiver’s whereabouts (Ainsworth, 1982; Ainsworth et al., 1978). Approximately, 20 - 23% of normal, middle-class infants are insecurely attached to their primary caregiver with an avoidant classification (Benoit, 2000; Kelly & Lamb, 2000). At pre-school age, these children may be emotionally guarded, hostile and show antisocial behaviours such as lying, stealing and cheating. They may tend to provoke adults and peers into rejecting them and may be more likely to victimize others (van IJzendorn & Bakermans-Kranenburg, 1996). At six years of age, these children tend to keep their attachment figures at a distance, engage in impersonal conversations, focus their attention away from their attachment figure by keeping busy with toys and ignore their attachment figure’s attempts to elicit interaction (Main & Cassidy, 1988).   

Observable Behaviours in Primary Caregivers

Primary caregivers of insecurely attached children in the avoidant classification are often observed to have a limited range of emotional expression and may be compulsive. They generally have an aversion to close bodily contact and their children experience conflict as a result. They are generally insensitive to their child’s cues/signals. In addition, they may engage in angry, threatening behaviour. They are generally described as being highly rejecting of their children’s bids for comfort (Ainsworth, 1982; Ainsworth et al., 1978).      

DISORGANIZED ATTACHMENT CLASSIFICATION

Individuals within this category were provided with much unpredictability in terms of their primary caregiver’s level of responsiveness combined with physical and/or sexual abuse. They generally perceive others as sources of fear, pain and unreliable responsiveness. Due to their lack of control in their environment, they approach relationships in a disorganized manner often confused about who may be hurtful to them (Benoit, 2000; Whelan, 2003). Maltreated children are at higher risk of developing disorganized attachments to their caregiver (Carlson et al., 1989; Lott, 2003).     

Observable Behaviours in Children

This classification is essentially viewed as a breakdown in strategy. When distressed, in their caregiver’s presence, infants tend to display behaviours that present as disoriented or disorganized (Main & Solomon, 1990). Behaviours associated with disorganized attachments are incoherent and may include contradictory approaches such as strong proximity seeking behaviour followed by strong avoidance. The child may appear to be disoriented, dazed or frightened when reunited with his primary caregiver after a brief separation. Other behaviours may include incomplete, undirected, stilling, slow, and freezing movements as well as apprehension toward the primary caregiver and depressed affect (Benoit, 2000; Main & Solomon, 1990). Children exposed to domestic violence are at high risk of developing a disorganized attachment with their primary caregiver (Zeanah et al., 1999). These infants are more likely to be vulnerable to stress. Approximately, 

5 – 15% of normal, middle-class infants have a disorganized attachment to their primary caregiver (Benoit, 2000; Kelly & Lamb, 2000), however 46% of children who are maltreated are classified with a disorganized attachment (Benoit, 2000). This attachment classification is most closely linked with psychopathology (Dozier et. al, 1999; Lyons-Ruth & Jacobvitz, 1999). These children are at higher risk of having aggressive behaviour and conduct disorders starting as early as kindergarten and may display dissociative behaviours later in life (Hertsgaard et al., 1995; Spangler & Grossman, 1993). At the age of six years old, these children may attempt to coerce, control and dominate their caregiver through humiliating and rejecting behaviour or by attentive and protective behaviour (Main & Cassidy, 1988). Further, they may show role reversal and engage in fragmented conversations with their caregiver using incomplete sentences and rapid changes of topics. Children with disorganized attachments are at great risk of psychopathology (Benoit, 2000). 

Observable Behaviours in Primary Caregivers

Primary caregivers of children with disorganized attachment classifications tend to display frightening/frightened behaviour which activates the child’s attachment system and places them in a dilemma because they want to approach the caregiver for comfort but are simultaneously fearful of the caregiver (Main & Hesse, 1990). Additionally, the caregiver’s behaviour may be dissociated or sexualized. These behaviours may be described as “atypical” or “Fr” (Lyons-Ruth, et al., 1999; Schuengel et al., 1999). The repeated experience of the caregiver’s “Fr” behaviour results in the child’s failure to develop an organized strategy or disrupts a previously organized attachment (Goldberg et al., 2003). Caregivers whose children have a disorganized attachment may engage in overt maltreatment as well (Carlson et al., 1989). These “Fr” behaviours may be rated within five dimensions of a coding system depending on their nature and frequency. The five dimensions include; affective communication errors, role/boundary confusion, fearful behaviours, intrusiveness/negativity and withdrawal (Benoit, 2000 – 2001; 

Lyons-Ruth et al., 1999). Measures of caregiver sensitivity do not generally result in disorganized attachment (van IJzendoorn et al., 1999). “Fr” behaviours are associated with the caregiver’s unresolved mourning as a result of loss through death of a significant other or unresolved trauma as a result of sexual or physical abuse (Benoit, 2000).   

5.)
ADULT ATTACHMENT CATEGORIES

Adult attachment categories help to study the relationship between caregiving behaviour, the internal working model of the caregiver and the ability to provide a coherent account of his/her attachment history. In adults, the internal working model may be referred to as “states of mind”. The four categories correspond to the four infant attachment categories (Benoit, 2000; van IJzendoorn, 1995):  

i)  Autonomous (corresponds with infant secure attachment)

Adults with an autonomous attachment style value relationships and have a balanced perception of their role in relationships, even where there are difficulties. They demonstrate self-reliance and can function autonomously and trustingly within the context of their interpersonal relationships. Without difficulty, they can provide a coherent, non-angry account of their childhood experiences and may be forgiving of any maltreatment endured. They are generally at peace with their own imperfections as well as others. If they encounter problems or stress in their lives, they are likely to turn to others or seek out therapy for assistance in coping more effectively. Autonomous caregivers are typically able to respond to their children’s distress in a nurturing, effective manner (Benoit, 2000).    

ii) Preoccupied  (corresponds with infant insecure - ambivalent attachment)

Adults with a preoccupied attachment style are confused, angry or preoccupied with their caregiver and early childhood experiences (van IJzendorn, 1995). As adults, they may still be trying to please their parents or they may have intense anger directed at them. They have not forgiven their parents and are not at peace with their own imperfections or those in others. Although they may readily recount childhood memories, they may have difficulty providing coherent, succinct accounts of their childhood. They may value interpersonal relationships but are continually confronted with their unresolved childhood issues causing recurring conflicts, anxiety and anger directed at their attachment figures. Preoccupied caregivers are likely to be inconsistent in responding to their children’s distress. They may engage in role reversing interactions with their children, often similar to their own childhood attachment experiences (Benoit, 2000; Benoit & Parker, 1994). 

iii) Dismissing (corresponds with infant insecure - avoidant attachment)

Adults with a dismissing attachment style do not value relationships and tend to regard them as unimportant (Benoit, 2000). There is a tendency to be extremely avoidant of interpersonal relationships characterized by “compulsive self-reliance” and fear of intimacy although concealed behind an outward display of “pseudo-independence.” They do not understand that this has any relevance to personality development or current parenting behaviour. They have difficulty recounting childhood memories, providing very sparse information about their attachment figure or displaying no affect when describing painful memories of their attachment figure. Further, their painful memories may be incongruent with their idealized global portrayals of childhood, thereby denying any conflictual feelings. Dismissing caregivers often respond to their children’s distress in angry, neglecting or rejecting ways, typical of their own childhood attachment experiences (Benoit, 2000, Benoit & Parker, 1994).     

iv) Unresolved (corresponds with infant disorganized attachment)

Adults with an unresolved attachment style may have characteristics of any of the other three categories but there is a distinctive quality demonstrated through the lack of resolution of mourning as a result of a significant loss/death or trauma as a result of sexual/physical abuse. There may be confusion surrounding the details regarding the particular death or trauma or uncertainty regarding the permanency of the death, sometimes demonstrated by a belief that they may be possessed by the deceased person or perpetrator (Benoit, 2000).   

6.)
ATTACHMENT ISSUES FOR CHILDREN IN FOSTER CARE
Seminal work on the importance of attachment relationships has provided valuable information about the potential harm caused by parent-child separation when children are placed in foster care (Bowlby, 1982). When children are removed from their parents’ care and enter the foster care system, they must deal with the separation and loss of their parents and are often faced with an uncertain future (Finkelstein, 1980), compromising their existing attachments and the ability to form new attachments. These children have likely been exposed to unsafe living conditions and serious disturbances in their parents’ functioning. As well, they have likely experienced maladaptive parenting such as threatening and frightening caregiving behaviour. For these children in the foster care system, their long-term outcomes are generally quite discouraging. Children who enter foster care placements through the child welfare system are vulnerable, particularly if their early attachments were unhealthy. They may experience difficulty forming new attachments to foster caregivers while maintaining their existing attachments to their biological parents (Dozier et al., 2002; Finkelstein, 1980; Levy & Orlans; 1998, Palmer, 1995; Whelan, 2003).
Even though the successful development and negotiation of multiple attachments is a 

central issue for children in foster care, when children remain in foster care for any length of time they are essentially required to maintain a relationship with two sets of caregivers. This is a potentially precarious position for these children sometimes resulting in loyalty conflicts (Fein, 1991; Hess & Proch, 1988). Children who do succeed in forming attachments to their foster caregivers are subsequently faced with further challenges when these newly formed attachments are threatened by access visits and family reunification. Therefore, these children may experience crisis when there are threats to their attachment relationships with their parents as well as their foster caregivers (Pilowsky & Kates, 1996).  

One of the greatest challenges for children who are placed in foster care through the child welfare system is coping with the problems that they experience with attachment and separation and the difficulties they face in successfully mourning their losses (Bowlby, 1980; Fahlberg, 1979; Charles & Matheson, 1990; Fein, 1991; Steinhauer, 1991). To help minimize the negative effects of these separations and losses, child welfare policies emphasize the importance of family preservation through regular access visits between children and their biological families which is considered to be fundamental to the process of maintaining family ties (Hegar, 1993; Marcus, 1991; Palmer, 1995; Whelan, 2003; Wright, 2001). 

INFLUENCING FACTORS OF ATTACHMENT  RELATIONSHIPS
There are many factors that may influence the existing attachment relationships for children in foster care and their ability to formulate new ones with their foster caregivers. It is important that child welfare workers understand these issues before developing an access plan between children in foster care and their families.

Child welfare workers and foster caregivers can be influential forces in assisting children with this process. Many of the principles derived from attachment theory are relevant to child welfare practice and should be integrated into child welfare intervention strategies and overall case planning, particularly the development and management of clinical access visits for children in foster care. Moreover, these principles can provide a framework for understanding how multiple attachment relationships may influence a child’s overall development (Whelan, 2003). 
i) Previous Attachment Experiences
Not all who enter foster care have insecure attachment patterns, however it is more likely that children in foster care have experienced maladaptive caregiving  behaviour by their previous primary caregiver. These negative experiences often result in attachment related challenges for them, demonstrated in their behaviour and interactions with others (Dozier et al. 2002; Fahlberg, 1979; Palmer, 1995; Whelan, 2003). Insecure attachments are clearly linked to inadequate parenting, maltreatment and disturbed family interactions. There are also many factors that may threaten the security and stability of an attachment, however in some cases only temporarily, such as: poverty, parental violence and significant life changes such as death in a family, birth of sibling and parental separation/divorce (Kelly & Lamb, 2000). These previous attachment experiences should be considered when placing children in foster care as they may influence children’s adjustment to the foster care placement. Further, the more severe and pervasive a child’s disturbed behaviour is, the more cautious child welfare workers should be in removing the child from his parents’ care and placing him in foster care (Berridge & Cleaver, 1987). Similarly, the more insecure the attachment relationship is, the less likely it will be for a child to mourn this loss successfully should he be placed in foster care (Ainsworth, 1982).       

ii) Age
The age at which children enter foster care may influence their established attachment relationships and/or the development of further attachment relationships. Infants who enter foster care must form attachments with new primary caregivers. Infants who have already experienced poor quality care, in addition to a disruption in their primary attachment relationship have greatly reduced chances of forming trusting relationships with new foster caregivers. However, studies support the notion that these infants can in fact form secure, trusting attachments when placed with autonomous caregivers who value attachment and are coherent in processing their own attachment experiences (Dozier et al., 2001).
Generally, children placed in foster care at a younger age demonstrate less externalizing behaviour (Iglehart, 1993). Younger infants’ attachment behaviours may stabilize much more quickly in foster care (within 2 weeks) than older infants (up to 2 months) (Dozier et al., 2001, 2002). Infants who are apprehended and placed in foster care at birth have a greater likelihood of forming a secure attachment relationship with a foster caregiver than those who are placed in foster care later (Dozier et al., 2001). After the age of one year (during the second year of life), the transition for infants becomes more difficult and they require a longer time to develop organized attachments to their caregivers. The intensity of an initial separation is greatest for children between the ages of six months and three-four years (Ainsworth, 1973; Steinhauer, 1991). It is common for children between 15 and 24 months of age to resist transitions from one attachment figure to another, even if both attachment relationships are relatively positive, however once removed, they can adjust well. Anxiety that may be associated with planned separations such as access visits can be reduced when they are announced shortly in advance in a calm reassuring manner. Usually, by 24 months of age, children no longer experience severe separation anxiety unless there are insecure attachments with their attachment figures and/or their attachment figures have their own separation difficulties (Kelly & Lamb, 2000).  

Generally, infants and toddlers do not have the developmental capacity to cope with the separation from their parents for more than a few days. Toddlers and children under the age of five years have great difficulty managing such a separation as well and an absence of their parents for more than two months is beyond their comprehension. Similarly, for children between the ages of five and seven years, an absence of their parents for more than six months is intolerable (Goldstein et al., 1973). Thus, young children are rather limited developmentally, resulting in an inability to fully understand their parents’ absence when they are placed in foster care. Therefore, placement in foster care may be perceived as a very frightening experience for young children (Finkelstein, 1980).    
iii) Length of Time in Foster Care
The length of time that children spend in foster care influences their biological family attachment (Fanshel, 1982; Fanshel & Shinn, 1978). The longer children remain in foster care, the weaker their attachment relationships with their parents/family become (Fanshel & Shinn, 1978; Marcus, 1991), however the stronger the attachment to the primary foster caregiver becomes (Marcus, 1991). There is the potential for further harm when they end up “drifting” in the foster care system for an extended period of time, never attaining a permanent living arrangement (Fanshel & Shinn, 1978; Hegar, 1993).

iv) Number of Foster Care Placements 
The potential for successful foster care placement is decreased with the number of negative placement outcomes experienced. Children who experience multiple foster care placements are less likely to form attachment relationships with their foster caregivers than those who experience a stable foster home placement (Charles & Matheson, 1990; Fahlberg, 1979; Fanshel, 1982; Hegar, 1993; Hallas, 2002; Kagan & Reid, 1986; Newton et al., 2000; Stovall & Dozier, 1998), which may indirectly have an effect on attachment relationships with biological family members (Poulin, 1992). Further, multiple placements contribute to problematic internalizing and externalizing behaviour of children and are associated with the most damaging outcomes for these children once they have been removed from their parents’ care (Newton et al., 2000). Thus, consistent care is one of the greatest contributions that foster caregivers can make to a child (Charles & Matheson, 1990).

v) Quality of Foster Care
It is of utmost importance to ensure that children are not exposed to further maltreatment when placed in foster care. Children require non-frightening, nurturing, reliable, capable, autonomous foster caregivers in order to reduce the negative impact of previously experienced inadequate caregiving and/or disruptions in primary caregiving (Dozier et al., 2001). Consistent, nurturing care by foster caregivers can actually help to repair “damage” previously experienced by children in foster care (Dozier et al., 2002; Hallas, 2002). Infants are particularly at high risk of developing disorganized attachment relationships when placed with foster caregivers who do not possess these qualities (Dozier et al., 2002). The level of foster caregivers’ emotional maturity is important to consider and as such, it is worthwhile to assess whether they have experienced a deprived childhood in order to determine if they have developed the skills required to be supportive, nurturing caregivers (Dando & Minty, 1987).      
vi) Extended Family/Siblings
Family preservation is important and when appropriate, siblings should be placed together in foster care. Siblings who are placed together tend to stay in one placement longer and experience fewer moves within the foster care system (Smith, 1996). Particularly for children who have not been provided with adequate care from their parents, there is a tendency for them to turn to each other within sibling groups for support, modelling and companionship (Ryan 2002). In families where a parent is absent, older siblings may provide caretaking behaviours and nurturance to younger siblings, thereby providing a “secure base” from which to explore the environment (Stewart, 1983; Teti & Ablard, 1989). Sibling relationships are vitally important and are often the longest family relationship that any child will ever experience. They promote a sense of history and identity and are generally considered to be positive, sustaining influences in the lives of children (Ryan, 2002). As well, siblings may help to reduce the negative impact of parental loss (Bowlby, 1980).

vii) Relationship Between Foster Caregivers and Parents
Negativity between parents and foster caregivers such as criticism, hostility and undermining each other’s efforts only results in distress for children and may exacerbate loyalty conflict issues for children in foster care. This may have a negative impact on the formation of new attachment relationships with foster caregivers (Goldstein et al., 1973, Steinhauer, 1991, Tiddy, 1986).

viii) Child Behaviour/Psychopathology
A high percentage of children in foster care who have had unsuccessful foster home placements and/or have experienced numerous placement changes are victims of serious maltreatment (abuse and/or neglect). Additionally, many have a diagnosis of Oppositional Defiant Disorder (ODD), Conduct Disorder (CD) as well as a secondary diagnosis of Attention-Deficit Hyperactivity Disorder (ADHD). Sometimes their symptoms may be explained as Post Traumatic Stress Disorder (PTSD) or depression as a result of unresolved grief issues related to a significant loss in early childhood. The child’s pathology is often the result of trauma experienced in the formative stages of attachment development, thus may also referred to as an attachment disorder (Becker-Weidman, 2002; Levy & Orlans, 1998).

Because attachment disordered children often have no regard for others, are unable to feel remorse for wrongdoing and are unable to internalize right from wrong, they are particularly challenging in the foster care system. Some may actually be articulate and able to present as understanding of pro-social values even though there is no ability to prevent their anti-social behaviour. The severity of the attachment disorder appears to be the result of the number of disruptions in attachment development as well as the child’s emotional vulnerability that may be influenced by factors such as genetic structure, prenatal substance use/nutrition/stress, temperament and parent history of mental illness (Becker-Weidman, 2002; Levy & Orlans, 1998). 

When placed in foster care, these children may initially present as adjusting well and may appear to develop a secure, healthy attachment to a foster caregiver almost immediately. However, this may actually be indicative of a “dependency bond” rather than a secure, healthy attachment, which takes time to develop and is based on trust after repeated “testing” by the child. It may be inaccurate to assume that an attachment has been established between children and foster caregivers just because these children refer to them as “mom/dad,” cuddle with them or say “I love you” to them. Thus, it is very challenging to understand the “deception” of attachment disordered children in foster care, which may result in foster caregivers becoming burned-out, angry, resentful and blaming of the child (Becker-Weidman, 2002).   

PART B

CHILD WELFARE LEGISLATION 
It is important that child welfare workers have knowledge of legislation as it relates to access for children in foster care in order to better understand the challenges facing judges and legal representatives within the court system. The following are relevant areas of the Child and Family Services Act, 1990 with amendments where appropriate (C.F.S.A., 1992; Ministry of Community and Social Services, 1999). 

THE BEST INTERESTS TEST 

Section 37 (3) (C.F.S.A., 1990)

Where a person is directed to make an order or determination in the best interests of the child under Part III (Child Protection), the person shall take into consideration those of the following circumstances of the case that he or she considers relevant:

1.) The child’s physical, mental and emotional needs and the appropriate care or treatment to meet those needs.

2.) The child’s physical, mental and emotional level of development.

3.) The child’s cultural background.

4.) The religious faith, if any, in which the child is being raised.

5.) The importance for the child’s development of a positive relationship with a parent and a secure place as a member of a family.

6.) The child’s relationships by blood or through an adoption order.

7.) The importance of continuity in a child’s care and the possible effect on the child of disruption of that continuity.

8.) The merits of a plan for the child’s care proposed by a society, including a proposal that the child be placed for adoption or adopted, compared with the merits of the child remaining with or returning to a parent.

9.) The child’s views and wishes, if they can be reasonably ascertained.

10.) The effects on the child of delay in the disposition of the case.

11.) The risk that the child may suffer harm through being removed from, kept away from, returned to or allowed to remain in the care of a parent.

12.) The degree of risk, if any, that justified the finding that the child is in need of protection.

13.)       Any other relevant circumstance.    
Section 37 (4) (C.F.S.A., 1990)

Where a person is directed under Part III (Child Protection), to make an order or determination in the best interests of a child and the child is an Indian or native person, the person shall take into consideration the importance, in recognition of the uniqueness of Indian and native culture, heritage and traditions of preserving the child’s cultural identity.

ACCESS ORDERS


Section 58 (1), (C.F.S.A., 1990)


The court may, in the child’s best interests,

a.) when making an order under Part III (Child Protection); or

b.) upon an application under subsection (2),

make, vary or terminate an order respecting a person’s access to the child or the child’s access to a person and may impose such terms and conditions on the order as the court considers appropriate.


Section 58 (2), (C.F.S.A., 1990)


Where a child is in a society’s care and custody or supervision,

a.) the child;

b.) any other person, including, where the child is an Indian or a native person, a representative chosen by the child’s band or native community; or

c.) the society,

may apply to the court at any time for an order under subsection (1).

ACCESS TO NON-CROWN WARDS 

Section 59 (1) (C.F.S.A., 1990)

Where an order is made under paragraph 1 (Supervision Order) or 2 (Society Wardship Order) of subsection 57 (1) (Finding of Child in Need of Protection) removing a child from the person who had charge of the child immediately before intervention under Part III (Child Protection), the court shall make an order for access by the person unless the court is satisfied that continued contact with him or her would not be in the child’s best interests.

ACCESS TO CROWN WARDS

This section has been strengthened by the amendments to the C.F.S.A. by maintaining the presumption against access while considering the two factors listed below. Further, the test applies not only to making but also to varying access orders; applies to all persons seeking access to the child, not just the person having charge of the child immediately before intervention under Part III and where the child is applying for access to another person. Both tests must apply; subsection 58 (best interests) and 59 (2):  

Section 59 (2) (C.F.S.A. as amended 2000) 

The court shall not make or vary an access order with respect to a Crown Ward under section 58 (Access) or section 65 (Status Review) unless the court is satisfied that,

a.) the relationship between the person and child is beneficial and meaningful to the child

b.) the ordered access will not impair the child’s future opportunities for a permanent stable placement

TERMINATION OF ACCESS ORDERS

The amendments, make it easier to terminate access orders that are not beneficial to or in the best interests of the child or would impair the child’s future opportunities for a permanent placement.


Section 59 (3), (C.F.S.A., as amended 2000)

The court shall terminate an access order with respect to a Crown Ward if, 

a.) the order is no longer in the best interests of the child or;

b.) the court is no longer satisfied that clauses 59 (2) (a) and (b) apply with respect to that access

PART C

CONCURRENT PLANNING

1.)
THE CHALLENGES

The concept of “concurrent planning” is now a strong influence in contemporary child welfare practice. “Concurrent planning” refers to the ongoing assessment of parenting capacity once children have been removed from their parent’s care to determine a plan for reunification, while simultaneously exploring options for permanency planning of these children outside of their parent’s care (OACAS, 1999; Katz, 1999). Because child protection is a mandated service, clients are essentially involuntary and may be very resistant to child welfare intervention, which may contribute to the challenge of concurrent planning. In addition, child welfare workers have the dual responsibility of protecting children while preserving the family unit and establishing an appropriate balance between these goals can create tension. On one hand, child welfare workers must adopt a family preservation model assisting a parent in developing improved parenting skills and family strengths while simultaneously, ensuring the protection of the child, which may ultimately necessitate the removal of the child on a permanent basis. This places child welfare workers in the tenuous position of developing a working relationship with a family while they may feel enormous pressure to choose between the roles of empowerment and protection (Waldfogel, 2000).

Effective permanency planning is conducive to the concept of concurrent planning (Katz, 1999). However, there may be great variance in what effective permanency planning means among different child welfare workers, which may impede this planning process. Further, child welfare workers’ personal values may influence decision-making in permanency planning for a child. Moreover, due to these divergent values and beliefs, a child’s permanency plan may change when there is a worker change (Lodermeier, 2002).   

However, family preservation is a widely accepted societal value and a predominant theme within the current child welfare legislation (Bala, 1998; King et al., 2003). Thus, family reunification is generally viewed as the most desirable permanency plan for children (Fein & Staff, 1993; Redding et al., 2000), followed by a variety of other options such as adoption by relatives, adoption by others, long-term foster care, family placement, residential placement, supported independent living or joint parenting situations (Fein & Staff, 1993; Katz, 1999, Maluccio et al., 1993). Sometimes an attempt to reunify is the last, best reasonable plan that may ultimately enable the termination of parental rights (Fein& Staff, 1993). It is also important to recognize that not all parents will ever have the capacity to provide adequate care to their children in which case, permanent planning may result in out of home placement (Maluccio et al., 1993).     

Nevertheless, a philosophy of concurrent planning based on the principles of attachment theory can provide greater clarity of direction in child welfare intervention, facilitate the development of measurable goals, reduce the number of temporary placements for children in foster care, decrease the amount of time in foster care by adhering to timelines and increase opportunities for open discussions with parents by involving them in case planning at the onset (Katz, 1999). Essentially, the goal for child welfare workers is to determine the “least detrimental alternative” for children who have entered the foster care system and commit to the decision quickly (Goldstein et al.,1973; Steinhauer, 1991).   

2.)
CONCURRENT PLANNING CONSIDERATIONS

i) Case Planning with Parents

It is important that child welfare workers be mindful of the importance of a timely, accurate assessment of parenting skills that may be achieved through clinical access visits. It is critical that parents be given the dual message at the onset of their child’s admission to foster care, that it is necessary to assess whether or not family reunification is feasible while considering permanency planning simultaneously, not sequentially. This philosophy is in the child’s best interest in terms of the need for a permanent living arrangement and may greatly reduce the length of time required for case resolution (Katz, 1990, 1999).  

ii) Foster Home Placement

It is important to eliminate any unnecessary moves for a child in the foster care system (Hegar, 1993). Ideally, a child’s first foster care placement should be his last (Steinhauer, 1991). A foster home placement with a view to adopt is a highly effective strategy to protect children from repeated placements. This is particularly beneficial in terms of timelines as there is no need to delay permanency while awaiting a permanent court order before exploring potential adoptive placements. Similarly, in situations where there are detainments in the legal proceedings, children are not required to spend extended periods of time in temporary foster care (Katz, 1990, 1999). Using attachment theory to understand the particular attachment style of potential foster parents may also assist in successfully matching children with responsive foster caregivers (Dozier et al., 2001). 
iii) Legal Process

Consistent legal consultation and planning is of utmost importance when permanency planning may be the desired outcome for children in foster care. These cases must be understood within the context of child protection as well as the context of legislation. Without legal expertise, child welfare intervention and overall case planning efforts can fail. Therefore, it is necessary to incorporate legal planning into overall case planning for all children in foster care. Court proceedings for permanency planning should only occur when there is documented evidence based on observations, reports from other service providers and expert opinion to support such a plan. It is essential that child protection workers produce “legally sound” intervention plans (Katz, 1990, 1999). 

iv) Access Visits

The influence of concurrent planning has added a new dimension to access visiting for children in foster care. While the consideration of more than one permanency plan simultaneously is fundamental to the concept of concurrent planning, it is likely that   access visits will not only be for the purpose of maintaining attachment relationships for children but also to assess the most appropriate long-term plan for children in foster care. Thus, access visits may provide the opportunity for parents to demonstrate their parenting ability, to engage in a Guidance and Education Plan and to integrate new parenting skills into practice while providing the opportunity for child welfare workers to observe, assess and document parenting skills and parent-child interactions (Hess & Proch, 1988; Kessler & Greene, 1999; Loar, 1998; Maluccio et al., 1993; Petras et al., 2002;Wright, 2001).    

PART D

CLINICAL ACCESS VISITS

GUIDELINES FOR DEVELOPING CLINICAL ACCESS PLANS

It is important to recognize and understand the many challenges experienced by children who are placed in foster care in coping with the adversities associated with attachment issues particularly, separation and the difficulties encountered in mourning their losses. Additionally, these children are often required to maintain existing attachment relationships with their parents while forming new ones with their foster caregivers as well as struggling with loyalty binds and quite possibly an uncertain future in terms of their care (Fein, 1991; Steinhauer, 1991).

Regular access between these children and their parents can help to minimize the problems associated with attachment and separation (Hegar, 1993; Marcus, 1991; Palmer, 1995; Whelan; 2003; Wright, 2001) and increase the chances for reunification (Fanshel & Shinn, 1978; Hess & Proch, 1988; Levy & Orlans, 1998; Palmer, 1995). Therefore clinically managed and carefully planned access visits for children in foster care are essential. 

It is necessary at the onset, to clearly understand that the primary purpose of clinical access visits is to mitigate the attachment-related issues associated with the separation of children from their parents while they remain in foster care. It is also necessary to decide upon the need for any additional objectives, all of which may include a number of goals. In doing so, it is important to consider the quality of the parent-child interaction as well as the parents’ ability to respond sensitively and consistently to the child’s needs. In terms of healthy attachment development, these aspects of the parent-child relationship are more important than the amount of time spent together (Steinhauer, 1991). 
The following guidelines are highlighted in order to assist child welfare workers in developing appropriate access plans for children in foster care. An organized plan including these details is critical and must be carefully developed and executed. It is essential that access plans do not create barriers for parents and that they be planned with consideration of the parents’ needs and resources (Hess & Proch, 1988). At the onset, it is necessary to determine whether clinical access visits will be exclusively for the purpose of maintaining the attachment relationship between children and parents or whether additional objectives such as a preliminary/follow up access summary, guidance and education plan, therapeutic access visit or supervision/monitoring will be required.

1.) 
PRIMARY PURPOSE

Attachment- Related Issues

Goals:

· To support the attachment relationships of children with their parents (Grigsby, 1994; Hess & Proch, 1988; Maluccio et al., 1986; Steinhauer, 1991)

· To minimize the trauma of separation from parents/family for children (Grigsby, 1994; Hess & Proch, 1988; Steinhauer, 1991)

· To reassure children about their parents’ well-being and to help them deal with reality (Hess & Proch, 1988; Loar, 1998 Maluccio et al., 1986)

· To facilitate the transition for children to their new foster home or permanent adoptive home (Hess & Proch, 1993; Loar, 1998; Maluccio et al., 1986)

· To engage foster caregivers in access planning, encouraging their support and cooperation (Kessler & Greene, 1999) 

Access visits are vitally important in terms of mitigating the attachment-related issues associated with the separation between children and parents when they are placed in foster care. This is the primary purpose in virtually all situations and may often be considered in combination with other objectives. It may be the only purpose in some cases, particularly if it is anticipated that foster care will be short term and permanency planning within the child welfare system is highly unlikely and where the return of children to their parents care is certain. 

Additionally, it is essential to facilitate foster caregivers’ understanding of attachment issues and to support them in the challenges that they face while working collaboratively towards family reunification or permanency planning outside of the family home. This is necessary whether or not foster care is anticipated to be short term or long term as family reunification may occur more quickly and more successfully when parents are permitted to be involved with their children’s foster caregivers (Jivanjee, 1999).

Where permanency planning outside of the family home has been determined with no further plans for continued contact as is often the case with adoption, a series of carefully planned access visits is often recommended. This may help children to better understand why reunification is not possible and allow them the opportunity to experience rather than deny any feelings associated with such a plan. Further, it provides the parents and children with the opportunity to say good-bye, facilitating the mourning process that is necessary for healing and for greater potential of successful adjustment to the adoptive home (Hess & Proch, 1993).    

An Access Plan should be developed as soon as possible after a child enters foster care (Katz, 1990) in consultation and collaboration with the parents and all of the participants who are involved in the child welfare case planning (including child protection worker, children’s services worker, foster care support worker, supervising access worker(s), foster caregiver). A written access plan must be shared with parents to inhibit any possible misunderstandings of its purpose, objectives and details (Hess & Proch, 1988; Katz, 1990, 1999; Kessler & Greene, 1999; Lee & Lynch, 1998; Steinhauer, 1991).

Ideally a preliminary access plan should be determined at the Initial Admission 

Inter Unit Case Conference and be reassessed at subsequent Inter Unit Case Conferences. Because access plans must be reflective of the current risk assessment, they must be modified periodically as the overall level of risk decreases or increases (Hess & Proch, 1988, 1993).  

NOTE: Please refer to Appendix 1; Access Plan AND Appendix 13; Access Plan 

              for Parents

2.) 
ADDITIONAL OBJECTIVES
i) Summary and Evaluation of Access Visits 

Goals:

· To gather necessary information as soon as possible in order to evaluate the parents’ potential for change in the foreseeable future through observation and assessment of parenting capacity (Katz, 1990; Kessler & Greene, 1999; Loar, 1998; Steinhauer, 1991).

· To evaluate the attachment relationship in order to assess further risk of harm to the child (Morton & Browne, 1998). 

· To determine whether parent training (ie. guidance and education component) is recommended (Morton & Browne, 1998). 

Depending on the particular case circumstances, it may be necessary to formulate initial recommendations regarding access visits with a focus on parenting behaviour through detailed documentation of observations including parental reliability, parenting skills, 

parent-child behaviour, parent-child interactions, children’s responses, children’s behaviour etc. (Katz, 1990). 

The focus of a preliminary Summary and Evaluation is to gather information through observation of the access visits, not to provide clinical intervention through guidance and/or education at this point. However, intervention is always necessary when safety issues are a concern. A preliminary Summary and Evaluation will assist in further planning of access visits. These records are vitally important and may become part of legal proceedings (Katz, 1990). During this process, it is recommended that the access visits be supervised and carefully controlled in terms of location, length and participants (Hess & Proch, 1988). 

In critical access cases wherein a period of evaluation is deemed necessary, access visits should be regular and frequent enough to facilitate this process, allowing for patterns to emerge in observations of social activities, parenting skills, parent-child interactions and parent-child relationship. Vigorous effort to facilitate frequent access visits even with resistant parents, is essential and will result in earlier decision-making (Katz, 1999). A preliminary Summary and Evaluation should help to determine the direction of a case. Where there is a “poor prognosis” for family reunification, a Guidance and Education plan should be developed and implemented within the context of ongoing access visits (Katz, 1999). It may also be worthwhile at this point to consider the need for a formal access assessment or parenting capacity assessment. 

Ideally this should be completed within 30 days (Hess & Proch, 1988; Katz, 1999) of a child’s admission to foster care with clearly defined recommendations upon its completion, which may be determined in collaboration at the follow up Inter Unit Case Conference where the preliminary Summary and Evaluation should be discussed and further planning developed. At this time, it is necessary to determine how further access visits should proceed considering the themes and patterns observed thus far and/or whether further observations are required. 

NOTE: Please refer to Appendix 4a; Summary and Evaluation of Access Visits AND 

             Appendix 4b; Access Assessment Report  
ii) Guidance and Education Plan During Access Visits 

Goals:

· To help improve parent-child relationships and parenting skills in critical areas where parenting may be deficient while the children remain in foster care (Hess & Proch, 1988; Kessler & Greene, 1999), empowering parents and allowing them the opportunity to practice new behaviours/skills (Hess & Proch, 1988; Kessler & Greene, 1999; Loar, 1998; Maluccio et al., 1993; Petras et al., 2002).

· When a preliminary access summary of parenting behaviour has been completed and it has been determined that a formalized guidance and education plan is essential to further assess parenting skills; while permanency planning outside of the parents’ care is still a possibility. 

· When it would be beneficial to support parents in their efforts to make access visits a pleasant experience for both the child and themselves; even when permanency planning outside of the parents’ care has occurred 

(ie. impending/final crown wardship order with access).

Some parents may not know how to interact positively with their children even under the best of circumstances and it may be necessary to “teach” them how to play with and enjoy their children’s company during access visits. In these cases, effective intervention strategies to nurture the parent-child relationship, is critical in an effort to give reunification a fair chance (Kessler & Greene, 1999; Loar, 1998; Petras et al., 2002). 

When a guidance and education component is necessary, a plan should be developed with the supervising access worker(s) and parent(s) keeping in mind that it must be appropriate to the parents’ needs while not being unrealistic in terms of their capacity. Overestimation of parenting skill and emotional range will likely result in negative outcomes and ultimately sabotage the intervention plan (Kessler& Greene, 1999; Loar, 1998). A Guidance and Education plan should not require “perfection” from parents, rather a focus on “good enough” caregiving behaviour (Osmond et al., 2002).   Observations of access visits will help to identify areas of concern in parenting behaviour. Videotapes may be an extremely helpful tool in terms of gathering information as well as providing feedback to parents regarding parent-child interactions  (Kessler & Greene, 1999; Lawton, 1999 –2000; Wright, 2001). Guidance and education may include behavioural techniques such as modelling, teaching and reinforcing of positive caregiving behaviour (Gershato-Molko et al., 2002; Osmond et al., 2002).     

A Guidance and Education plan should be formalized in writing for parents with small, measurable goals that are manageable for the family (Gershato-Molko et al., 2002; Katz, 1999; Kessler & Greene, 1999; Petras et al., 2002). The goals should be reviewed regularly; weekly or monthly depending on the circumstances at which time comments regarding their compliance and progress should be discussed and documented on the plan (Katz, 1999; Kessler & Greene, 1999; Petras et al., 2002). This is extremely helpful in terms of evidence for court if necessary (Katz, 1999; Petras et al., 2002). An accurate assessment of parenting ability is of utmost importance and a Guidance and Education plan implemented within the context of access visits may assist in determining whether reunification is a viable plan. Insufficient information regarding parenting ability may result in erroneous, albeit optimistic decision-making by child welfare workers and judges, supporting reunification that may ultimately result in failure (Simms & Bolden, 1991).       

Ideally a Guidance and Education Plan should be developed and implemented upon completion and review of a Summary and Evaluation in critical access cases as determined at the Inter Unit Case Conference at 30 days or subsequent Inter Unit Case Conferences where deemed necessary. 

NOTE: Please refer to Appendix 5; Guidance and Education Plan During Access Visits 

              AND Appendix 5b; Consent to Videotape  

iii) Therapeutic Access Visit 

Goals:

· To provide a safe, supportive access environment for children when there continue to be or have recently been serious safety concerns as a result of severe emotional, sexual, physical abuse or neglect by their parent(s) resulting in an apprehension/removal from their parent’s care. 

· To assist in the process of reestablishing children’s relationships with offending parent(s) following a child welfare investigation that has resulted in a period of no contact between children and their parent(s). 

Therapeutic contact differs substantially from basic supervision or monitored access visits. The initial contacts following a disclosure and subsequently, a child welfare investigation are critical to the ongoing parent-child relationship and healthy reunification. Because emotional abuse is often integral to the dynamics of child maltreatment, the victimized child may require a period of time to feel protected, to process the responsibility of the maltreatment and to develop self protection skills prior to visiting with a perpetrating parent. A child may wish to see a perpetrating parent immediately after a disclosure, however it may be for very unhealthy reasons and this should be carefully considered. A period of investigation during which time no access is permitted will not disrupt a healthy attachment between a parent and child. Where child maltreatment has been verified, preparation with the victimized child is crucial and as such, direct contact and/or telephone contact should not occur until adequate preparation has occurred with the child (CAPSAC, 1993). 

The influence of a perpetrating parent is significant and may not be readily recognized by the supervising access worker. A victimized child may be highly influenced by physical movements, glances, smells or clothing of a perpetrating parent that may actually trigger traumatic memories. In addition, certain foods, toys, books or other items brought to the access visit may have very negative connotations or subtle reminders of the power differential in the relationship. All of these factors may eventually influence a child to recant the previously disclosed allegations (CAPSAC, 1993).             

During these first visits, the supervising access worker’s role is to guide the contact by actively assisting the (alleged) perpetrating parent and the child to reengage in a relationship. During this process it is necessary to discuss the allegations, adult responsibility and any secrets/threats/pressures felt by the child. It is also necessary to define the altered relationship (ie. physical contact) and address any areas of concern by the child. Establishing emotional/physical/sexual boundaries and rules about future open communication as well as assisting in overall dialogue between the child and parent are important components of this contact. This contact should not be used as a forum to determine the truth of the allegations, rather to support the child in reengaging with his 

parent while providing an understanding of the parent-child relationship and reviewing 

the reasons for closely monitored access visits (CAPSAC, 1993).

Once it has been determined that therapeutic contact access visits are no longer necessary, basic supervision and monitoring may eventually occur (CAPSAC, 1993). 

NOTE: Please refer to Appendix 6; Guidelines for Therapeutic Access Visit

iv) Supervised/Monitored Access Visit 

Goals:

· To provide a safe environment for the parent-child interaction when there are or have been serious safety concerns.

· To monitor the parents’ ongoing progress while formulating recommendations regarding parenting abilities (American Academy of Pediatrics, 2000; Kessler & Greene, 1999).

· To assist in the transition of the child back into the parent’s care when reunification has been determined, gradually allowing the parent to assume greater responsibility (Hess & Proch, 1993).   

Some parents present serious risk to their child’s emotional and/or physical 

well-being that warrants the supervision of any parent-child interaction in order to protect the child from any further harm (Loar, 1998). Some parents may present risk of physical harm while others may present emotional risk due to “predatory, blaming or parentifying” behaviour (Lee & Lynch, 1998). The level of supervision must be based on the parents’ ability to manage interactions with the child that are not abusive, neglectful, verbally/emotionally inappropriate or stressful to children (Hess et al., 1992). During infancy, toddler and pre-school years, children should always be in sight of their caregivers unless they are sleeping. Therefore, it may be necessary to fully supervise access visits for young children if there are any questions about a parent’s ability to ensure their child’s safety (Brazelton & Greenspan, 2000).  

The supervising individual(s) may not necessarily be restricted to support services worker(s) or prime worker(s) but may also include, the children’s services worker, child protection worker, foster caregiver or family member. This should be identified in the Access Plan (Hess & Proch, 1988).

If the level of supervision is to be decreased, it is necessary to assess a child’s ability to recognize and appropriately manage a potentially dangerous situation, therefore a realistic assessment of the child’s vulnerability, age, capacity for self care and ability to 

protect himself is essential in determining when supervision should be decreased or terminated after a period of supervised access (Hess & Proch, 1988).

It is generally recommended that for several days or weeks immediately following a child’s placement into foster care that access visits be closely supervised to further assess the protection concerns and to gather information regarding the family’s access needs (Hess & Proch, 1993). Once a plan for reunification has been determined, and the risk factors reduced, the level of supervision should be gradually withdrawn. During the transition period of a reunification plan, the parent should gradually assume maximum parenting responsibility with monitoring and children should not be returned to a parent’s care until there has been a sufficient period of successful unsupervised access visits (Hess & Proch, 1993).  

NOTE: Please refer to Appendix 2; Observation Guidelines for Supervisors of Access 

              Visits AND Appendix 3; Supervised/Monitored Access Visit Observation 

              Case Note 

3.) 
ARRANGEMENTS AND DETAILS OF ACCESS PLAN

i) Frequency and Duration

Access visits that occur briefly on a sporadic basis are not conducive to optimal 

parent-child interaction and may actually be harmful to young children (Haight et al., 2002). In order for access visits to be beneficial, they must be frequent and long enough to enhance the parent-child relationship and to adequately document the parents’ caregiving abilities where necessary. Adequate duration must also allow enough time for parents to comfort, reassure and discipline their children; engage in familiar routine activities and learn about their children’s activities since the last access visit. Generally, access visits should be greater than a one-hour duration in order to achieve these goals (Haight et al., 2002; Kelly & Lamb, 2000). 

A schedule of regular access visits is necessary as long as there remains the possibility of family reunification (Steinhauer, 1991) and an emphasis on the importance of frequent access visits is influential in terms of achieving early permanency planning (Katz, 1990; Lee & Lynch, 1998). It is generally recommended that an initial access visit occur within 48 hours of children’s admission to foster care or at the very least within 5 days (Hess & Proch, 1988, 1993; Wright, 2001). This is of utmost importance as it reassures children that they have not been abandoned by their parents (Hess & Proch, 1988, 1993). Generally, children who have more frequent access visits maintain stronger attachments with their parents (Marcus, 1991). Further, frequent access visits may be incorporated into a child’s normal routine reducing the potential for disruption and mitigating the pain associated with each separation (Hess & Proch, 1988). 

Access visits should expand over time both in duration and frequency if it has been determined that family reunification will occur ( Hess & Proch, 1988; Kessler & Greene, 1999; Steinhauer, 1991) and may be detrimental to children if this does not occur (Hess & Proch, 1993). As reunification nears, access visits should promote maximum contact, parenting responsibility and ongoing evaluation of any ongoing protection concerns. This is the opportunity to “test” the reunification plan while the child still remains in foster care (Hess & Proch, 1993). 

INFANTS AND YOUNGER CHILDREN:
Infants and toddlers can cope with their parent’s absence for only a few days before experiencing an overwhelming sense of anxiety and loss, assuming that a parent is the primary attachment figure (Bowlby, 1973; Goldstein et al., 1973).

Much of the literature and research on frequency and duration of access visits is based on the principles of attachment theory within the context of foster care as well as parental custody in separation and divorce situations both of which necessitate children to maintain attachment relationships with two (sets of) caregivers/parents. 

Generally, extended separations from an attachment figure is highly undesirable for infants and toddlers as it places undue stress on the developing attachment relationship (Kelly & Lamb, 2000; Steinhauer, 1991). Young children under the age of two years need daily or almost daily contact in order to maintain their attachment relationship (Solomon & Biringen, 2001). Access visits for infants should occur daily or as frequently as possible during which time, parents should actively participate in caring for and responding to their child’s needs (Kelly & Lamb, 2000; Steinhauer, 1991). To minimize the negative effects of extended separations from parents, frequent transitions are recommended and there is much evidence to support the idea that infants and toddlers get used to regular transitions without adverse effects on the quality of their attachment relationships (Kelly & Lamb, 2000). Behavioural systems remain flexible throughout the first year of life and less so during the second year (Dozier et al., 2002), suggesting that children are more likely to become anxious and resistant to transitions during this developmental stage, generally between fifteen and twenty-four months of age (Kelly & Lamb, 2000). 

Once children reach the age of two years, their ability to tolerate longer separations from their attachment figures increases as their ability to retain the memory of them in their absence increases (Hess & Proch, 1988; Kelly & Lamb, 2000). It is generally recommended that toddlers up to the age of three to four years have access visits two to three times per week (Hess & Proch, 1988; Kelly & Lamb, 2000; Steinhauer, 1991). Access schedules with blocks of separations for more than five to seven days should be avoided as this may cause distress for children at this age (Kelly & Lamb, 2000). Essentially, a child’s age and sense of time should be the primary consideration in determining the level of frequency of access visits. In addition, during the initial phase, it is recommended that frequency be greater (Hess & Proch, 1988). Generally, the frequency and duration of access visits must be in the child’s best interests and be adapted to meet the child’s individual needs who should be actively involved in such decision making where appropriate (Redding et al., 2000).   

OLDER CHILDREN:
Between the ages of nine and twelve years old, children gain an increased capacity to understand the reality of separation and a greater ability to manage the stress associated with it (Wright, 2001). 

Weekly or biweekly access visits are recommended for older children (Steinhauer, 1991), although weekly access should be viewed as a base frequency (Hess & Proch, 1988). They may occur sporadically if the particular child has an already strongly established attachment with parents prior to entering foster care. More frequent access is more appropriate when the goal is to enhance the parent-child relationship and/or improve the quality of the attachment relationship (American Academy of Pediatrics, 2000). 
AGENCY RECOMMENDATIONS FOR ACCESS:

(in consideration of Brazelton & Greenspan, 2000; Hess & Proch, 1988; Kelly & Lamb, 2000; Redding,et al., 2000; Solomon & Biringen, 2001; Steinhauer, 1991; Wright, 2001)

It is always necessary to consider a number of factors in determining the appropriate level of access in each individual case; the safety and well-being of the child being the paramount concern. Other considerations include; the quality of the parent-child attachment relationship, the child’s current developmental stage and age at which the child was placed in foster care, the family functioning and history, available resources to meet the child’s need for consistency (ie., supervising access workers, location, parents’ schedule and availability etc.).   

Infant (0 –18 months old)

SUPERVISED:

· frequent; 3 – 5 times per week, 1 – 3 hours in duration (in same environment)

· minimum 6 hours per week 

Toddler (18 months – 3 ½ years old)

SUPERVISED:

· frequent; 2 – 3 times per week, 2 – 4 hours in duration 

· minimum 6 hours per week

UNSUPERVISED OR MONITORED:

· may increase to 4 – 8 hours in duration

· overnights may occur only when the child is at least 3 years old or when the child has an established attachment relationship with the parent and is familiar with parent’s home and the environment is deemed to be safe

· minimum 6 hours per week
Pre-Schooler/Early School Age (3 ½ - 6 years old)

SUPERVISED:

· 1 – 2  times per week

· minimum 6 hours per week

UNSUPERVISED OR MONITORED:

· may increase to include 2 weekends per month

· where an extended access visit is deemed appropriate in special circumstances; up to 2 week duration with contact to primary caregiver (ie.foster caregiver)  

Latency Age (6 - 12 years old)

SUPERVISED:

· 1 – 2 times per week

· minimum 6 hours per week

UNSUPERVISED OR MONITORED:

· may increase to include 2 weekends per month

· where an extended visit is deemed appropriate in special circumstances; up to 

4 – 6 week duration 

Adolescents ( 12 years old and over)

· to be determined depending on child’s needs and circumstances 
ii) Additional Contact
An access plan should include other forms of contact in addition to regular access visits. Direct contact access visits should never be the exclusive form of contact between children in foster care and their parents. It is important to include other forms of contact that may help to maintain family connections such as telephone calls, writing, photographs, gifts, videotapes, audiotapes and celebration of special occasions all of which should be included in an overall access plan. These supplemental forms of contact are especially important when access visits must be infrequent (Fein et al., 1990; Hess & Proch, 1988, 1993; Maluccio et al., 1993; Sanchirico & Jablonka, 2000).

iii) Location and Environment

The environment in which access visits occur is important and must be carefully considered when developing an access plan. A comfortable, child proofed environment with adequate privacy and opportunities to engage in enjoyable, age-appropriate structured activities is suitable (Haight et al., 2002; Loar, 1998). If a preliminary Summary and Evaluation is necessary, it is recommended that the location be more controlled (Hess & Proch, 1988, 1993). 

Whether an access visit will occur at the child welfare agency, in the community, family home or foster home will depend on the particular circumstances of each case. The location of access visits should not be more restrictive than is necessary to ensure a child’s safety and allow for natural interaction (Hess & Proch, 1988). It has been found that parents who visit their children in foster homes or their own homes are likely to visit more frequently than parents who are required to visit in agency offices and community locations such as restaurants (Leathers, 2002). Access visits should NOT take place in locations where a child has alleged that severe maltreatment occurred (CAPSAC, 1993). 

· Agency
Access visits should be supervised at a CAS visiting room or other neutral location when the nature of the access visit is considered to be for the purpose of therapeutic contact. This setting is also most appropriate when there is risk of flight/abduction by a parent (CAPSAC, 1993) or other safety concerns. Immediately following a child’s placement into foster care, it is advisable to have access visits in a more controlled setting such as the agency at least initially (Hess& Proch, 1988) or during a period of evaluation.

· Family Home
Whether or not access visits should occur in the family home is dependent upon the overall level of risk and the parents’ progress. As parents are able to assume greater responsibility for their children’s care and supervision, visits may occur in the family home with fewer restrictions. Visiting in the family home is recommended whenever possible and is important for children because it allows them to maintain their family ties in a familiar environment in which they can connect with their belongings and toys and can satisfy their longing for what they have been separated from (Hess & Proch, 1988, 1993; Wright, 2001). It should not be assumed that the parent’s home is familiar to a child as some parents are transient and may have relocated since the child’s placement into foster care. 

· Community/Extended Family Home
Access visits may be appropriate in a community environment when neither the home environment nor the agency visiting rooms, are desirable. These access visits may occur within the context of special occasions or outings (visits with extended family, restaurants, bowling alley etc.). They may also occur within the context of natural parenting activities such as dental/medical appointments, shopping for clothes, attending school functions etc. ( Hess & Proch, 1988). Additionally, there is space available at a community church and may be conducive to certain access arrangements.

· Foster Home/Group Home
In some situations, access visits in a foster home/group home are appropriate and desirable. However, it must be recognized that this places an extra burden on foster caregivers requiring that they interact with parents and take responsibility for such activities including supervision, structure and role modelling during access visits (Leathers, 2002). This may be unrealistic for regular foster homes but may be appropriate in some cases where children are placed in provisional foster homes wherein extended family may be more receptive to interaction with parents. Therapeutic foster homes/group homes may also be appropriate settings for access visits where there are trained staff members to assist with the process.

· Jail/Prison
While reunification remains a possibility, regular access visits should continue to occur even when parents are incarcerated, provided that the incarceration is not related to maltreatment of their children, in which case careful evaluation is required. It is important that details of such an access visit be obtained in advance in order to adequately prepare children (ie. procedures/rules of institution, duration of visit, direct contact vs. access through a glass window etc.). Children’s inaccurate beliefs about their parent’s incarceration experience may cause distress for them and an access visit may actually provide reassurance about their parent’s well-being (Hess & Proch, 1988). When access visits are not possible in these situations or when they must occur infrequently, it is important to encourage supplementary communication between children and parents through telephone calls, letters, taped recordings of messages/stories and the exchange of photos (Wright, 2001). It is necessary that personal attitudes and potential discomfort of child welfare workers around such access visits not interfere with this decision-making (Hess & Proch, 1988). Access visits and ongoing contact are extremely important in situations where parents are incarcerated especially if reunification is inevitable upon the parent’s release. In cases where a parent’s sentence is likely to be long-term and/or the children are infants, it is far more complicated and the purpose of such access visits should be carefully assessed (Brazelton & Greenspan, 2000).         

iv) Overnight Access Visits

When family reunification is likely, access visits should include or graduate to overnight access visits in the family home in order to facilitate this process (Kessler & Greene, 1999; Hess & Proch, 1988; Sanchirico & Jablonka, 2000). It is important that this occur in a seamless gradual manner with less restrictions and more caregiving responsibility placed on the parents that may increase in duration up to several days at a time (Hess & Proch, 1988; Kessler & Greene, 1999; Sanchirico & Jablonka, 2000). Essentially, this period of transition allows family members the opportunity to experience reunification in a progressive manner during which parents may integrate new parenting skills and reestablish their primary caregiving role with the support of the child welfare agency. Throughout this process, it is critical that parenting skills and safety/risk factors continually be assessed by child welfare workers (Wright, 2001). During the reunification phase, it is also very important to assess a child’s ability to protect himself should a serious incident occur (Hess & Proch, 1988). 

v) Schedule and Transportation Details 

Transportation details and time of day must be considered within the context of location.  In addition, it is important to assess a parent’s resources and assist a parent in arranging transportation when necessary or providing financial assistance (bus passes) (Haight et al., 2002; Hess et al., 1992; Hess & Proch, 1988; Loar, 1998). 

It may be unrealistic to schedule access visits during regular business hours for some parents and therefore flexibility, in terms of the time of day is recommended (Hess & Proch, 1988). Whatever schedule is agreed upon, visits should be regular and predictable and easy for parents to adhere to. This is important as inconsistency in access visits can be emotionally distressing for children and can interfere with efforts to maintain their  attachment relationships (Wright, 2001).   

vi) Siblings, Extended Family Members or Significant Others

Access to extended family members as well as to parents is valuable for children in foster care, even those who are in long-term stable placements (Poulin, 1992). It is important to encourage and maintain attachment relationships between children in foster care and their extended family members and significant others to whom they are attached or emotionally connected (Grigsby, 1994; Hess & Proch, 1988, 1993). Even for children who remain in foster care permanently, it is also vitally important to maintain their sense of connection to their biological families through regular access visits which can actually help them cope with the changed or terminated parental role (Folaron, 1993; Hess & Proch, 1988, 1993; Laird, 1979; Poulin, 1992). Sibling access should be considered independently of parent-child access (Hess & Proch, 1988, 1993). This becomes more important and meaningful, particularly when children are aged three years and older (Brazelton and Greenspan, 2000).

It is important to understand the nature of sibling relationships. Sometimes older siblings have promoted a secure caretaking environment for their younger siblings through their nurturing role or conversely, may have perpetuated an insecure caretaking environment for their younger siblings. Further, there may be an abusive relationship or unhealthy boundaries between siblings. These significant relationship dynamics must be considered in planning sibling access (Osmond et al., 2002b; Whelan, 2003). Generally, where there are positive sibling relationships, all efforts should be made to arrange regular access visits between them (Osmond et al., 2002b; Redding et al., 2000). However, there are situations where sibling access may not be desirable and may actually be detrimental (Osmond et al., 2002b).   

Where appropriate, foster caregivers should be encouraged to facilitate sibling access visits. These may occur within the context of joint counselling sessions, shared vacations, sleepovers and special occasions. These shared experiences may help to establish a sense of predictability and support for siblings while they are in foster care as well as providing a smoother transition period and more successful adjustment after family reunification has occurred (Folaron, 1993). 

Sometimes, it is highly relevant to consider the importance of including family pets during access visits as they may have provided a significant source of support and companionship to a child prior to placement in foster care (Wright, 2001).  

vii) Conditions
In each particular situation, it may be necessary to indicate specific conditions that are a requirement of access visits. For example, a parent may be expected to confirm an access visit in advance, maintain sobriety, refrain from using physical discipline or disparaging remarks, refrain from discussing adult issues or making unrealistic promises to the children. Further, there may be an expectation that parents attend medical/dental appointments, school functions etc. (Hess & Proch, 1988).      

viii) Structure of Access Visits

Access visits should be purposeful and although they may be based on the premise of maintaining attachment relationships (Grigsby, 1994; Hess & Proch, 1988; Steinhauer, 1991), they also provide the opportunity to improve parent-child relationships and parenting skills (Hess & Proch, 1988; Kessler & Greene, 1999). It is important that access visits allow for interaction between parents and children within a variety of contexts including feeding, playing, hygiene routines, comforting/soothing and putting to bed etc. (Kelly & Lamb, 2000). Nurturing activities such as feeding or combing hair are important and should be incorporated into an access plan (CAST & CCAS, 2003).   

4.) 
OTHER CONSIDERATIONS
i) Parents’ Perspective
It is very important to understand parents’ individual histories and how their unresolved feelings and issues of grief, trauma, hopelessness and rage over the forced separation from their children may result in intense responses and other behaviour during access visits that may be misinterpreted (Haight et al., 2002; Hess & Proch, 1988; Levin, 1992). Child welfare intervention is likely to result in increased levels of stress for parents and may actually create further stress if their children are removed from their care (ie. reduced income) (McMillen, 1997). Further, child welfare workers need to be mindful that access visits may be extremely difficult for parents as they may continually trigger memories of their failures and inadequacies (Hess & Proch, 1988).  

It is likely that parents’ sense of fear will be greatest at the initial stages of a child welfare investigation. Feelings of loss may be overwhelming for a parent when their child is placed in foster care or when permanency planning outside of their home has been determined (McMillen, 1997).

Parents may attempt to disrupt their child’s foster care placement when it is evident that a new attachment to the foster caregiver has developed, often presenting as a threat to them and a fear that their child will forget them (Marcus, 1991). Parents must be given the message that they continue to play a valuable role in their child’s life. It is necessary that child welfare workers convey an attitude of compassion and non-judgement while acknowledging the courage that it takes for parents to work with the Children’s Aid Society (Tiddy, 1986).   

In order to facilitate the attachment relationship between foster children and their parents, it is important to include parents in the day-to-day care of their children while they remain in foster care where appropriate. Some activities may include attendance at school meetings, accompanying the child to doctors’ appointments, haircuts and shopping. A cooperative parenting approach is essentially a partnership between two sets of caregivers recognizing their individual areas of expertise and resources as it relates to the child (Osmond et al., 2002), which may assist a child in maintaining these multiple attachments.  

NOTE: Please refer to Appendix 12; Guidelines for Parents AND Appendix 13; Access   

             Plan for Parents

ii) Collaborative Approach

Child welfare workers (including child protection workers, children’s services workers, supervising access workers, prime workers and foster home support workers), parents and foster caregivers are all integral components of access visits. All of these perspectives are necessary in formulating an appropriate access plan and addressing any issues that may arise. Differing perspectives may result in mismatched agendas and/or conflicts that may be disruptive to the planning of access visits. Awareness of these divergent perspectives is important, in terms of anticipating potential concerns that may affect the quality of access visits overall (Haight et al, 2002; Maluccio et al., 1993). 

Further, it is extremely important that all of these participants maintain a commitment to arranging and carrying out access visits despite the enormous stress they may cause in planning them. One access visit can be very time-consuming and demanding for a number of people involved with the child; it can sometimes take hours to arrange the specific details of a particular access visit only to have it cancelled at the last minute. However, access visits are extremely important in the life of a child and are often pivotal in terms of making a decision about the likelihood of successful reunification (Hess & Proch, 1988; Maluccio et al., 1993).   

iii) Role of Access Facilitator/Supervising Access Worker
The roles of the access facilitator and/or supervising access worker are critical to the overall access plan whether it be to make/confirm arrangements with parents and foster caregivers, transport a child for an access visit, provide supervision of an access visit, execute a Guidance and Education Plan or all of the above. Their responsibilities are very challenging and demanding. 

Implementation of an access plan, particularly when there is a guidance and education component requires skill and sound professional judgement. It is important that they have a demonstrated ability to assess immediate risk concerns and unpredictable situations during access visits. They must also have the skills necessary to balance the divergent needs, requests and expectations of children, parents and foster caregivers. Further, they must be able to manage strong emotions of family members associated with the access visits, including an awareness of their own. It is important that they maintain flexibility while also having the ability to establish and enforce firm limits on family members’ behaviours during access visits (Hess & Proch, 1993).      

Additionally, it is important that they carefully observe and evaluate children’s reactions and interactions with their parents during access visits. An accurate interpretation of children’s reactions is necessary and this information should be shared with foster caregivers immediately following access visits. They have a key role with parents and are often a significant link between parents and their children while they remain in foster care (Hess and Proch, 1993). Further, they may be perceived by parents as instrumental in terms of the agency’s commitment to “working” with them towards a permanency plan for their children (Maluccio et al, 1986).  

NOTE: Please refer to Appendix 7; Role of Supervising Access Workers

iv) Documentation of Observations
The supervising access worker provides vital information to the child welfare team about the parent-child relationship and parenting skills/capacity. Careful documentation of observations is essential and should include information about the actual access visit but also the events that occur before and after access visits (Hess & Proch, 1988). Therefore, it is recommended that there be discussions with children during transportation to and from access visits or discussions with foster caregivers or teachers surrounding access visits, which can provide valuable information. However, it is important that these observations always be understood within the appropriate context so that inaccurate inferences are not made. For example, it would be unfair to assume that every missed visit is an indication of a parent’s lack of interest or caring (Hess & Proch, 1988) and further exploration would be necessary in order to make a more accurate assessment of this.

Verbal and nonverbal reactions and interactions among family members during access visits are important to document. Efficient documentation is vital and contributes valuable information about the success of access plans and helps to determine when modifications in the access plan may be necessary (Hess & Proch, 1993). It is important that documentation be based on observations with details. Personal opinions and judgement about observations are not recommended.  
It is also important to maintain a record of parents’ attendance at scheduled access visits. There appears to be a correlation between the length of time children remain in foster care and the frequency of parental visiting; the longer children remain in foster care, the less frequent parental visiting may become. Further, reunification rates are closely linked with the frequency of parental visiting in that children in foster care who have regular access visits with their parents have greater reunification rates (Fanshel, 1975; Fanshel & Shinn, 1978; Hess & Proch, 1988; Levy & Orlans, 1998; Palmer, 1995). However, regular attendance at access visits alone does not determine a parent’s ability to provide adequate care nor is it indicative of a strong parent-child relationship, thus an accurate child welfare assessment of parenting ability during access visits is necessary while children remain in temporary foster care (Simms & Bolden, 1991).        

NOTE: Please refer to Appendix 2; Observation Guidelines for Supervisors/Monitors of  

             Access Visits AND Appendix 8; Record of Access Visits

v) Crown Wards

Access visits may be therapeutic and meaningful for children who will remain in permanent foster care even if the role of their parents is minimal (Maluccio et al., 1986; Steinhauer, 1991; Tiddy, 1986). For children who are developmentally unable to repress memories of their parents (usually occurring by four years of age) and who have an obvious attachment to their parents, access visits may be beneficial, as insignificant as it may seem. Some parents will never be able to provide an adequate level of care to their children, however they may be able to demonstrate that they care about them through continued access visits and as long as this does not undermine children’s attachment relationships with their long-term foster caregivers, access is generally recommended

(Fein & Staff, 1993; Maluccio et al., 1993; Steinhauer, 1991; Tiddy, 1986). 

Even in situations where visits are cancelled at the last minute or are upsetting to children, they may serve a valuable purpose in that they allow children the opportunity to deal with the reality of their situation (Steinhauer, 1991; Tiddy, 1986) and may help to abolish their fantasies about their parents, which may facilitate the mourning process. When there are no access visits, there is a tendency for children to maintain their distorted beliefs about their parents, which ultimately interferes with their successful resolution of the mourning process and consequently the ability form a healthy attachment to the foster caregiver (Steinhauer, 1991). Essentially, access visits will either reinforce an existing parent-child relationship or help children to deal with their permanency plan outside of their parent’s care (Fein et al., 1990). Children in long-term foster care function better overall when they have positive feelings about their parents, thus it may be worthwhile to promote access visits with a focus on the quality of the parent-child relationship (Fein et al., 1990).       

In cases where access is not desirable, it is essential that children make the transition to a new permanent living situation with some tangible ties to their family history in the form of photographs, family memorabilia or lifebooks (Folaron, 1993; Maluccio et al., 1986, 1993).  

5.) 
WHEN ACCESS SHOULD BE MODIFIED
There are circumstances when access between children in foster care and their parents should not occur if it opposes the children’s best interests or if is not meaningful or beneficial and/or would interfere with the children’s permanent placement ( C.F.S.A., 1992, Ministry of Community and Social Services, 1999).The primary consideration must be focused on the child’s needs and never on the parents’ or foster caregivers’ wishes. 

Access should sometimes be discontinued temporarily in order to gather further information and reassess the situation, particularly when a child exhibits extreme distress, resistance or tension as a result of access with a parent or family member. This type of behaviour may be exhibited by the child suddenly, or as a pattern over a period of time. It will be necessary to determine the source of the child’s behaviour in order to fully understand its basis which may not be reflective of the access at all, rather indicative of disturbance in the child, the parents, the foster family or any combination of these (Steinhauer, 1991).

Inappropriate behaviour may frequently be reported by foster caregivers following children’s access visits which may raise concerns about the long-term detrimental impact of access visits on some children (Cantos et al., 1997). However, it is important for child welfare workers to be mindful that children’s negative behaviours or withdrawal following visits may actually indicate healthy attachment behaviour and appropriate distress over the separation from parents. Negative behaviours may be very difficult for foster caregivers to cope with which may result in an inaccurate assumption that there is a need to decrease access visits. It should be anticipated that access visits may potentially cause disruptions to children’s routines and may be physically exhausting for them which may contribute to negative behaviours in the foster home afterwards but these are not necessarily indications that they are harmful to children (Hess & Proch, 1988, 1993). Regular access visits with their parents may in fact minimize the amount of externalizing behaviour of children in their foster homes. Further, children who have regular access visits with their parents have been found to exhibit fewer internalizing behaviour problems such as withdrawal, depression and anxiety than those children who have no access visits or irregular access visits, although it is suggested that this may be dependent upon the degree of adjustment to their foster care placement. It may well be expected that disruptive behaviour is likely to occur immediately following or shortly thereafter access visits, although both externalizing and internalizing behaviours are more likely to decrease over the long-term as a result of regular access visits. It must be understood that access visits may trigger children’s repressed feelings of sadness and despair associated with the loss of their parents. As part of the mourning process, these children need to express their intense feelings. The undesirable, disruptive behaviours that may result are often their way of coping with or resolving these painful feelings. Despite these findings, it is necessary to assess each case individually where there may be concerns about the detrimental impact of access visits (Cantos et al., 1997; Hess & Proch,1988).   

Access visits should never be used as an incentive, reward or punishment for parents (Fein et al., 1990; Hess & Proch, 1988). Therefore, it is very important that any significant changes in access be directly related to changes within the family functioning and/or risk assessment. Any changes should be openly discussed so that parents do not misinterpret them. Parents must understand that compliance to an access plan is not as important as behavioural changes that may greatly impact the child’s protection. Thus, more restrictive access plans may be necessary if personal or situational changes do not occur by the parents but should not be viewed as punishment rather a means to ensure the safety and protection of the child (Hess & Proch, 1988).

Sometimes children will directly or indirectly make a request for decreased or termination of access visits. It is important to thoroughly explore such a request before changing access visits in order to accurately determine the reason for it. The request may be based on any number of reasons, for example; it might so happen that a child has overheard her foster caregiver’s dissatisfaction over the frequency of access visits and in an attempt to please the foster caregiver this request is made; or a child might be genuinely fearful of a parent during access visits, however rather than decreasing or terminating access, it might be more appropriate to address this issue with the parent directly by helping the parent to understand how the behaviour may be negatively impacting the child (Hess & Proch, 1988; Steinhauer, 1991). 

Older children may request that access visits be discontinued because of the emotional distress associated with them. In these cases it may be worthwhile to discontinue access visits at least temporarily, during which time, providing an opportunity for children to work through their pain, often resulting from the repeated separations from their parents. Once this has been achieved, the decision may be left to older children to re-establish access visits, however if the decision to discontinue access visits persists, it is essential to explore this issue periodically with these children, facilitating further discussions about it, while allowing children to change their mind when they feel ready to do so (Steinhauer, 1991). 

Access visits should not necessarily be terminated immediately when problems arise 

(CAST & CCAS, 2003). It is important to continually assess a child’s response to access visits with parents and to determine whether the access plan is meeting the child’s needs. While negative behaviour in response to access visits may be perceived as a sign of concern, it may not necessarily be reflective of the access visits at all (Hess & Proch, 1988, Steinhauer, 1991). Therefore, consistent observation and careful examination of children’s reactions to access visits are necessary in order to formulate accurate assessments. Access plans should only be altered once the following four questions can be answered:

· Is the child’s reaction normal given the stress of parental separation? Frequent/longer access visits, letters, telephone calls may actually ease the distress of separation (Hess & Proch, 1988).

· Is the child’s reaction the result of loyalty conflict? Children may find themselves caught in a “no win” situation between parents and foster caregivers (Hess & Proch, 1988).    


· Is the child’s reaction reflective of the particular access situation? The child may not like the activities, location, food etc. or other details of the access visits (Hess & Proch, 1988).

· Is the child’s reaction indicative of problems in the parent-child relationship or parenting behaviour? When relationship issues or parenting behaviour is traumatizing or harmful to the child’s well-being, a court ordered change may be necessary but only after a consistent, detailed account of observations can clearly demonstrate an association between the parent’s behaviours and the child’s reactions and the parent is unwilling/unable to change (Hess & Proch, 1988; Osmond, 2002b).

PART E

CHALLENGING ROLE OF FOSTER CAREGIVERS
ATTACHMENT THEORY AND FOSTER CARE

Foster care is generally described as temporary care, supervision and support to children who have been neglected or abused by their biological parents or primary caregivers and as a result cannot continue to live in their own homes (Dozier et al., 2002). Foster caregivers are required to provide a safe and nurturing environment for the children placed with them and in doing so must also cope with children’s challenging behaviours often associated with attachment, separation and loss issues. As well, foster caregivers must attempt to stabilize children’s lives and help them deal with feelings of rejection, low self-esteem, mistrust and anger, often associated with the separation and new living arrangement. Loyalty binds, feelings of uncertainty and confusion in terms of their future, may also have an effect on children’s behaviour in the foster home. While they remain in foster care, it is hoped that these children will form new attachment relationships simultaneously, maintaining their existing attachment relationships with their parents. For children in foster care, there are many contributing factors that may influence their existing attachment relationships and their ability to formulate new ones with foster caregivers, all of which may create additional stress for foster caregivers. These attachment issues may have a direct impact on a child’s behaviour while in foster care, further taxing the foster caregiver and quite possibly threatening the stability of the placement. 

The principles of attachment theory are fundamental to child welfare practice and allow child welfare workers to intervene more constructively in the lives of children. Further, in supporting foster caregivers’ efforts, there is relevance in using the principles of attachment theory as a framework to educate them of the challenges often confronted by foster children while providing them with the support they require in caring for these vulnerable children. Despite the many challenges associated with foster care, there is great potential for success, particularly if foster caregivers are provided with adequate knowledge, training and support while caring for children in need of protection. A positive foster care experience can promote a child’s development of new attachments while increasing the likelihood of a successful placement and ultimately result in fewer moves while they remain in the foster care system. Therefore, it is critical that foster caregivers be prepared for the many obstacles that they will inevitably experience while caring for children. The attachment-related challenges experienced by children in foster care may negatively impact their placement if not clearly understood by foster caregivers. These challenges appear to be threefold; the mourning process (separation and loss issues), continuation of existing attachment relationships and formation of new attachment relationships with foster caregivers.

1.) 
THE PROCESS OF MOURNING; SEPARATION AND LOSS ISSUES
The pain of separation and loss is one of the underlying characteristics associated with children who have been placed in foster care. Trauma exists for these children despite the severity of abuse or neglect inflicted upon them by their parents prior to the separation. Grief is perceived as a necessary reaction to the loss of an attachment figure and typically children will progress through three major stages of mourning in order to achieve resolution, identified as: protest, despair and detachment (Bowlby, 1980; Jewett, 1982; Levy & Orlans, 1998). Linked with these stages are various behaviour patterns likely to be observed in the children (Bowlby, 1980; Fahlberg, 1979; Jewett, 1982; Levy & Orlans, 1998). Essentially, the purpose of mourning is the “giving up” of the lost attachment figure (Steinhauer, 1991). Children who are more insecure in their attachment relationships with their parent(s) are likely to demonstrate more intense reactions and resistance to the separation (Crittenden & Ainsworth, 1989) and this will ultimately impact their ability to successfully mourn the loss (Steinhauer, 1991). Successful mourning is imperative, as reattachment cannot occur until detachment of the lost parents has been achieved in conjunction with the provision of adequate foster caregivers. Denial, anger, guilt and aggression are feelings and behaviours often associated with unresolved mourning for children in foster care (Barrett, 1999; Steinhauer, 1991) and the repression of these intense negative feelings can interfere with their ability to function in a healthy manner (Cantos et al., 1997). Poor resolution of this process may result in an inability to separate successfully, inevitably reducing the likelihood of further attachment relationships (Bowlby, 1980; Charles & Matheson, 1990; Steinhauer, 1991).        

Therefore, it is vitally important that children be allowed to process their feelings associated with the separation from their parents and in doing so, a greater potential for the development of a secure healthy attachment to the foster caregiver(s) will occur. Further, it is crucial that children be provided with adult support while they mourn their significant loss. The primary foster caregiver may be the ideal adult to assist a child with this process. Foster caregivers should be perceived as critical components of the mourning process and child welfare workers should actually facilitate their involvement rather than protect them from this often painful, process. It may be tempting for foster caregivers to try to distract or cheer children up when they are expressing intense negative emotions associated with the loss of their parent, however this may be detrimental to children (Steinhauer, 1991) as it may actually heighten their sense of isolation and abandonment (Barrett, 1999). Often unpredictable in nature, the mourning process may fluctuate between periods of active grieving and periods of passive behavioural responses such as denial, avoidance and repression. Foster caregivers may assist children by actively listening and looking for any clues that may be reflective of their fears, concerns and feelings of guilt. During these periods of activation, intervention should take place, which may simply include sensitivity, honesty, validation and reassurance, allowing the child to guide these discussions (Barrett, 1999; Steinhauer, 1991). Some children may tend to “idealize” images of absent or distant parents (Marcus, 1991; Tiddy, 1986). This may actually be an attempt to cope with the separation and loss (Steinhauer, 1991; Tiddy, 1986). 

To assist with this process, discussions and information about their parents are vitally important to children while they reside in foster care and may them help to work through the mourning process successfully (Palmer, 1996; Steinhauer, 1991; Tiddy, 1986). Further, encouragement by foster caregivers of continued access visits with parents may help to reduce these feelings and fears and allow children the opportunity to abandon their irrational idealizations of their parents (Cantos et al., 1997). Access visits may trigger disruptive behaviour in children and reactivate the mourning process therefore, it is important that children be provided with support in coping with any negative thoughts and feelings associated with these access visits. Foster caregivers should be encouraged to help prepare children for access visits by allowing them to talk about approaching access visits and their anxiety or distress that may occur as a result. Foster caregivers can help prepare children for access visits by establishing “comforting rituals” prior to them. Such activities may include fixing a child’s hair or dressing the child in good clothes, which may alleviate distress and help the child perceive the access visit as a positive and special experience (Haight et al., 2002). Emotional support following access visits is equally important (Steinhauer, 1991). Therefore, it is essential that foster caregivers be aware of the details of access plans to help children in preparation of them (Haight et al., 2002).     
Because foster caregivers are not always adequately prepared to help children mourn their losses, children in foster care may be referred to outside agencies for formal grief therapy where techniques based on the principles of psychodynamic theory and psychoanalysis are typically exercised. However, the outcomes of these interventions are unclear. There are specific times when it is more beneficial than others, to facilitate the process of mourning more intensively (Steinhauer, 1991). For this reason alone, it may be argued that the primary foster caregiver is certainly the most appropriate adult in the child’s life to assist with the process of mourning. This entire process may occur over an extended period of time during which, opportunities for intervention will be presented quite unexpectedly; at times when grieving has been reactivated. Preferably, a foster caregiver may take advantage of these instances and help the child progress through these periods of crisis in a healthy manner. In addition, the primary foster caregiver has the benefit of observing the child’s behaviour on a daily basis, making it more likely to predict when opportune moments for intervention may occur. These options are likely unrealistic in formal therapy. With adequate guidance, support and supervision, it is quite possible that the primary foster caregiver is capable of facilitating this process successfully.

2.) 
CONTINUATION OF EXISTING ATTACHMENT RELATIONSHIPS

i.) Acceptance of Parents

The relationship between biological parents and foster caregivers greatly influences the emotional well-being of foster children. Children’s attachments to their foster caregivers may have a significant impact on their attachments to their biological families, particularly if they are unrelated or are hostile to each other (Goldstein et al., 1973). Positive working relationships between foster caregivers and biological parents is very important in terms of the success of the child’s foster care placement (Fein, 1991; Palmer, 1996). Negativity between the biological parents and foster caregivers such as criticism, hostility and undermining each other’s efforts, only results in distress for the children (Steinhauer, 1991; Tiddy, 1986) which may exacerbate loyalty conflict issues for the children and cause confusion as a result of “dichotomous” caregivers (Fein, 1991) in addition to feelings of guilt and ambivalence associated with children’s positive views of their foster caregivers (Cantos et al., 1997). Family reunification may occur more quickly and more successfully when biological families are involved in children’s foster care (Cantos et al., 1997; Jivanjee, 1999). Further, it is highly beneficial for foster children to observe their foster caregivers actively supporting parents in their efforts by acting as role models, serving as parent advocates and involving parents in decision-making. As a result, foster caregivers should work closely with parents (Hess & Proch, 1993; Maluccio, Warsh & Pine, 1993; Oyserman & Benbenishty, 1992) when possible and appropriate. 

A harmonious connection between foster caregivers and parents may promote children’s greater adjustment to foster care (Cantos et al., 1997). At the very least, a positive attitude by foster caregivers about parents may assist children in making a successful adjustment to the foster home  (Palmer, 1996). Additionally, when foster caregivers give permission to children for having positive feelings towards both sets of caregivers, it may reduce any feelings of guilt (Cantos et al., 1997). When children sense that their foster caregivers are approving of their love for their parents by supporting ongoing contact and a potential plan for reunification, they will likely feel less conflicted about their attachment to their foster caregivers, less defensive of their parents and more open to developing a realistic view of their parents’ problems (Folaron, 1993). For these reasons, foster caregivers must be mindful of children’s needs to have their parents involved with their foster care placement and these expectations of foster caregivers should be identified early in the placement process (Folaron, 1993; Sanchirico & Jablonka, 2000). Foster caregivers can demonstrate their acceptance of the child’s parents through various gestures such as placing their photographs in the home or in the child’s bedrooms, posting their telephone numbers, cooking favourite family foods for the child, participating in activities that were enjoyed by the child in the family home and by initiating supportive discussions about the child’s parents and family (Folaron, 1993).    

It is crucial to support foster caregivers in working cooperatively with parents, as it is likely that many of them will remain connected to their foster children and their families even after these children have been discharged from the child welfare system (Fein, 1991). It is important that child welfare workers help foster caregivers understand the benefits of family involvement as it relates to decision-making and in doing so promoting the continuation of the existing attachment relationship between the child and his parents. Foster caregivers may require assistance in accepting their place in the child’s life. Foster caregivers who are temporarily caring for children should not find themselves in competing roles with the parents and should not identify themselves as “mom” or “dad” as this will only create further distress and confusion for children in their care (Steinhauer, 1991). This may ultimately interfere with children’s ability to maintain their existing attachment relationship with their parent and form a new attachment relationship with their primary foster caregivers successfully. Essentially, parental involvement may help children to integrate the two family systems in which they are experiencing life. Providing acknowledgement and clarification of these potentially conflicting parenting roles may help assist children in adjusting better to their foster care placement (Tiddy, 1986).  

ii) Maintaining Family Ties
Keeping foster children connected with their biological parents is acknowledged as one of the most important and most challenging responsibilities that a foster caregiver must carry out (Sanchirico & Jablonka, 2000). It is especially important for foster caregivers to facilitate access visits but also to encourage other forms of interaction between children and their parents, as this is critical to the reunification process (Fanshel & Shinn, 1978; Hess & Proch, 1988; Levy & Orlans, 1998; Palmer, 1995). Even for those children who are permanent wards of the child welfare system, it is important that this be promoted in a meaningful way and recognized that their parents will likely continue to be a resource for children, long after they are discharged from the child welfare system as adults (Fein, 1991; Fein et al., 1990). It is important for child welfare workers to be aware that some foster caregivers aspire to provide care to children in order to meet certain needs of their own and access visits can therefore, result in feelings of tension and hostility for them (Palmer, 1995; Simms & Bolden, 1991). Foster caregivers play a significant role in determining the frequency of access visits and their role in ensuring that they occur is critical (Folaron, 1993; Sachirico & Jablonka, 2000). Although some foster caregivers may view access visits and other forms of contact as disruptive, it is necessary to help them understand the importance of this continued parental interaction for foster children. There has been a positive correlation between foster caregivers who encourage access visits and the frequency of access visits (Fein et al., 1990), which is a significant finding as reunification rates are greater for children who have regular access visits with their parents (Fanshel & Shinn, 1978; Hess & Proch, 1988; Levy & Orlans, 1998; Palmer, 1995). Access visits should not be reduced in an effort to protect foster caregivers from the stress associated with them as this may interfere with a plan for reunification (Sanchirico & Jablonka, 2000) and even in situations whereby, permanency planning outside of parents’ care is determined, access may continue to be important to children (Fein & Staff, 1993; Maluccio et al., 1993; Steinhauer, 1991; Tiddy, 1986).    

It must also be recognized that parents will continue to be a significant influence on children long after they have been separated and a relationship will continue to be psychologically meaningful regardless of the actual level of contact between them (Pilowsky & Kates, 1996; Schatz & Bane, 1991). It is therefore necessary, that children in foster care be encouraged to talk about their parents and their family history. If this aspect of their life is absent, there may be negative implications for these children, particularly when they enter adolescence (Palmer, 1995; Schatz & Bane, 1991). Child welfare workers may help foster caregivers to understand the importance of maintaining ties to their parents through support and sharing of information about their parents and their past. Discussions about parents in addition to contact with them, may help children to express negative feelings and distorted perceptions of their situation (Steinhauer, 1991; Tiddy, 1986).  

In order to reduce the level of stress for foster caregivers associated with access visits, child welfare agencies must provide ongoing support and specialized training (Sanchirico & Jablonka, 2000). Foster caregivers must recognize the importance of maintaining children’s attachments to their biological families. Thus, it is beneficial to children when child welfare agencies adopt a more integrative approach to foster care that involves biological families, thereby contributing to continuity and stability of family relationships (Jivanjee, 1999).

3.) 
FORMATION OF NEW ATTACHMENT RELATIONSHIPS
The formation of an attachment relationship between the foster child and foster caregiver may also be viewed as one of the major goals of foster care (Fahlberg, 1981; Hallas, 2002; Steinhauer, 1991). Knowledge of attachment theory is important for foster caregivers in anticipating, interpreting and understanding their foster children’s behaviour. Whether a child has a secure attachment or insecure attachment with his parent will highly influence his behaviour and response to the foster caregiver. Most often, children will have endured less than adequate caregiving prior to entering foster care and will likely have attachment related issues that will subsequently have an impact on their behaviour and interaction with others (Whelan, 2003). Also of significance is the foster caregivers’ own attachment style (Dozier, 2001; Whelan, 2003) that may further influence the behaviour of children who are placed in their home. Caregivers need to be aware of their own attachment and childhood experiences and how they have been processed (Dando & Minty, 1987; van IJzendoorn, 1995). It has been suggested that when placed in foster care, young children can organize their attachment behaviour around the availability of their new caregivers (Dozier et al., 2001), suggesting that foster caregivers need to be intensely aware of their own parenting behaviour and its impact on the children they are caring for. 

Consistent care is one of the greatest contributions that a foster caregiver can provide to a child (Charles & Matheson, 1990) and therefore, every attempt to promote a successful placement must be made. It is hoped that children who remain in foster care will at some point transfer their attachment away from their absent parents towards their substitute caregiver. This new attachment has the potential to develop into a selective bonding (Steinhauer, 1991) as long as the foster caregivers are committed to meeting the children’s needs on a long-term basis (Goldstein et al., 1979). It has been purported that “remnants” of former attachments endure but once children remain in foster care for any length of time and are able to form new attachments to the primary foster caregiver, it is this individual who then becomes more important. The former attachment to the parent does not “disappear,” rather it becomes “overshadowed” by the new attachment relationship (Marcus, 1991). As such, the child’s need for continuity of this attachment must be recognized and protected and should not be undermined by moving children to other foster care placements even when there is the potential for a better placement (Goldstein et al., 1979). In view of this, child welfare workers may be highly influential in terms of preserving foster care placements for children by being available and supportive to foster caregivers who have an enormous responsibility. It is not enough that they provide physical care to their foster children. Rather, they must be fully committed and emotionally connected to the children placed in their home and by no account, is this an easy task to endeavour. 

It is important to recognize that children in foster care may experience intense anxiety at the thought of losing their foster caregivers either as a result of family reunification or a change in foster placement, especially if they have successfully formed an attachment with their foster caregiver(s). Rage and depression may ensue when a child is removed from a foster care placement which may be indicative of intense grief as a result of yet another the separation/loss for the child. Further, an impending plan for family reunification may create anxiety in children who have adjusted to their foster care placement, despite an apparent eagerness to return to their parents’ care. Children’s anxiety may be the result of fear associated with distrust that their parents will be able to provide them with adequate care. In an attempt to cope with their anxiety and fear, children may overcompensate by verbally expressing a desire to return to their parents’ care. Thus, it may be necessary to thoroughly explore children’s feelings about an impending reunification plan, rather than accepting their eagerness literally (Pilowsky & Kates, 1996).            

Foster caregivers play a critical role in preparing children for reunification while mourning the loss of another attachment relationship. While a child remains in foster care, it is recommended that memorabilia be collected such as photographs of the foster family/pets/house, report cards, drawings, ribbons, medical records etc. Where possible, these may be organized in a lifebook with written anecdotes. This is an invaluable contribution to the child’s life and preserves their foster care experience. Additionally, foster caregivers may help prepare children for reunification by talking about the termination and planning for it, counting down the days and allowing time for the child to say goodbye to foster family members, classmates, neighbours etc. Finally, the foster caregiver can help to teach the child survival skills and practice a protection plan for when the child returns home where he may be potentially at risk of future maltreatment (Folaron, 1993).       

Foster Care Training and Ongoing Support 

If skillfully integrated by foster caregivers, it may be argued that a more therapeutic foster care approach based on the principles of attachment theory may actually facilitate the mourning process, enhance the continuation of existing attachment relationships and promote the formation of new attachment relationships for children who have been removed from their parent’s care as a result of maltreatment. It is evident that foster caregivers must provide much more than basic care to children increasing the likelihood of a positive foster care experience. The successful resolution of these attachment-related challenges is critical for children and improves the potential for better outcomes.  Therefore, a solid knowledge base of the principles of attachment theory and their relevance within the foster care setting is essential for foster caregivers and their ability to apply this knowledge to their foster caregiving practice may require guidance from child welfare workers.   

With all of the complexities related to a child’s placement in foster care, there is a growing need for foster caregivers to understand the principles of attachment theory and as such, child welfare workers can provide guidance, direction and ongoing training intended to develop, enhance and strengthen their skills and knowledge in order to meet the comprehensive needs of the children placed in their care. 

Foster caregivers are an integral component of the foster care system and it is essential that they be highly valued within the child welfare agency as a whole. They are often the key links to children in foster care and are crucial to children’s successful adjustment to foster care. Foster caregivers’ contributions to the lives of children must be nurtured by child welfare workers, as their role is critical within the service delivery team as a whole (Fein, 1991).     

NOTE: Please refer to Appendix 9; Attachment Issues of Children in Foster Care,    

             Guidelines for Foster Caregivers 
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