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1. Needs Assessment/Survey

The idea here will be to get the group to feed this information back to the trainer with prompts.  A survey of these ideas may be included in the pre-course reading material.

· What is the point of access? (P.7 Toolbox: “though visitation is important for many reasons, a primary one is to preserve and strengthen the relationship between children in out of home care and their parents and other people who are significant in their lives (as well as familiar places and things).  When the state uses its authority to remove children from their home, we must remember that, though the removal is necessary to protect children from abuse or neglect, it exposes them to a new danger—the emotional, mental and developmental harm that may be associated with separation.  Visitation is a service that can mitigate the harm inherent in separating children from their parents and other loved ones.”) (P.60 Children in Limbo Task Force, Sparrow Lake Alliance: “Well-managed access can be an important clinical vehicle for ensuring that family relationships contribute as much as possible to a child’s well-being.” P. 61 “Theory in child welfare supports the value of maintaining family ties for children in out-of-home placement.  The main benefits, in theory, of ongoing family ties are: (1) minimizing the disruptive effects of separation; (2) helping children to maintain and develop their identity; and, (3) increasing the chances of reunion with the family.”)

· Who benefits from access? Children, parents, extended family, foster family, worker, and assessors.  Even after a difficult visit, a properly managed access situation can be a benefit to many of the participants as a learning experience.

Use a Powerpoint slide here 

· Who is the true client in an access situation? The child, but the parent must be taken into consideration as well and their needs and feelings must be taken into account.  However, it must be clear that the number one priority will be the child in every decision.
· The Stakeholders? –Lawyers, clients, foster parents, volunteer drivers, kids, schools, babysitter, daycare, camp, extra-curricular groups, group homes

· Imagine apprehension and subsequent access from the child’s point of view and from the parent’s point of view –list some feelings and what impact those feelings might have on the access visits especially the first visit when the feelings of shame and guilt are uppermost in the parents’ minds. (P.68, Children in Limbo Task Force, Sparrow Lake Alliance: “Often the problems arising in the visit relate to parent’s discomfort about having their child in care.  Parents who have lost their children, even temporarily, to public care may feel a deep sense of shame (McAdams 1972). As well, they are experiencing the pain of loss, which they sometimes cover up with anger and resistant behaviour.  Parents need a sensitive approach from caregivers and workers to help them handle these feelings around visits.”)

· What do we hope for in an access visit?  What do we get? (Making Visits Work, Loar, P.42: While we focus on the location, duration and frequency of visits we often overlook the actual interaction that will occur.  It is wrong to assume that sorting out the logistics and removing the element of danger will naturally lead to positive interaction with parents who may not even know how to enjoy their child’s company.  Further, a parent’s mere attendance is not necessarily a sign of positive interaction.

What we are looking for in access visits is the parent’s ability to recognize the abilities, strengths and weaknesses of their child and themselves and to learn to enjoy their child in a stress free, easy manner.  What we typically get is a stilted visit in which parents endeavour to prove their innocence and exonerate themselves of any wrongdoing.  They attend and proceed to direct their children through a series of activities or interactions and all the while are highly cognizant of the supervisor in the room.  The challenge we face is to bring what we hope for and what we get closer together for each family to maximize their potential in the supervised setting.

2. Mechanics of Access

Provide a written definition of access 

(Toolbox, page 3: “Visitation is generally defined as planned, face to face contact between a child (or children) in out of home care and his or her biological (or created, as through adoption) family, apart from family counseling. (Chiancone, 1997))

· Grooming/feeding behaviours 

Parents are very intimidated by their surroundings and by being observed.  They fall back on the reliable aspects of what they perceive to be “good parenting”.  This can be an important foundation upon which to build.  Eg. Recognize that the mother likes to clip the kids’ nails and brush their hair.  Suggest that in addition to these things, she brings a game or craft for them to play or use some supplies from the center.  Gauge the success of that and then move on to other structured activities.  Give the visit shape and form that moves beyond grooming or feeding the children.

· Separation 
(Toolbox page 8: It is not unusual for “normal” families to experience separation through military service, hospitalization, death, divorce etc.  However, these families usually have more refined coping mechanisms and are able to support their children.  The children in our care have been removed, with a certain degree of force or coercion, from their families.  The parents coping skills are usually not as refined and may be clouded by guilt and lack of empathy and parenting skill.  The child will not be emotionally supported by the parent at this time and have greater difficulty coping with the loss and separation.) 

Children will frequently express their desire to come home and parents will often reinforce that by talking about the preparations they are making for the child’s return home.  It is important to be aware of the long-term plan for a family and to guide their discussions about reunification accordingly.  Eg. A child may ask to come home and the parent may need guidance to encourage the child that they are doing all they can to make things better but for now, they are very glad that (name of foster parent) is there to help care for the child.
· Re-enactment of original apprehension, grief, loss, and guilt 
(P.68, Children in Limbo Task Force, Sparrow Lake Alliance: “Often the problems arising in the visit relate to parent’s discomfort about having their child in care.  Parents who have lost their children, even temporarily, to public care may feel a deep sense of shame (McAdams 1972). As well, they are experiencing the pain of loss, which they sometimes cover up with anger and resistant behaviour.  Parents need a sensitive approach from caregivers and workers to help them handle these feelings around visits.”)(Toolbox P.22: “It is important to remember that, because each visitation is a reenactment of earlier reunions and separations (Hess 1999), reactions tend to mimic original separation reactions.  For example, a child with a history of traumatic disruptions in the parent-child relationship will feel that trauma repeated when she enters foster care.  The reunion with the parent during visitation may then feel quite desperate, as the child anticipates, based on past experience, that it will only lead to another traumatic separation. Without appropriate intervention with the child, each visitation will replay this scenario.”
· Whispering, coercion, clues and cues 
It is important to be vigilant during initial access visits so that parents who whisper to children or attempt to coerce them in any way can be called on this behaviour and it can be stopped.  Parents often see it as their “only chance” to have an impact on their situation and they attempt to act by exerting control over the child.  In fact, this places a more difficult burden on the child, especially if they are being pressured to recant or to act out in the foster home.  Additionally, the access facilitator must be vigilant for cues from the child and clues given by their body language.  If they are distancing themselves from the parents, making repeated requests for breaks from the visit, crying or acting in any way distressed, the visit needs to be re-evaluated.  In some cases children have been assigned a “safe” word to use so that the visit will be immediately ended.  In other cases, parents are placed under a conduct contract that outlines specific behaviours that are forbidden during the visit.  It is also important to be aware of cues and clues because we don’t know what might have happened to the children in their home with their parents before they were brought into care.  There might have been props associated with sexual abuse that seem innocuous to us but are a beacon of alarm for the child.  There may also have been certain terms or phrases that the parent used just prior to beating a child.  Again, vigilance is key. (P.37-38 Osmond et al, The Role of Access In Permanency Planning: “Danny resumed contact with his parents, who had been accused of his sexual abuse but had the charges dropped when the children could not stand up to cross examination.  He rapidly declined in the foster home, urinating and defecating to such an extent that the wallboards in his room had to be removed and replaced.  The visit supervisor could not report anything damaging from the visits, just that they seemed almost superficial with the family just playing cards.  What the visit supervisor did not know was that, as part of the family abuse ritual, children in Danny’s family were required to sit on the carpet in the parents’ bedroom to await their ‘turn’ for abuse.  Turns were assigned by asking the children to draw cards with the highest card being the “winner”. For Danny, every access visit was a virtual repeat of the abuse scenario.”)

· Impaired parents 
(Toolbox P. 54: “Safety issues loom large in all child welfare work, because most children who come into care do so as a result of some form of maltreatment.  But safety takes on a special importance in relation to visitation.  In this situation the child is in the custody of the agency; and the agency is responsible for ensuring that its own ‘treatment’, including visitation, not only protects the child from the initial threat of harm but also does not endanger the child through exposing him to new threats.  When parents have been violent toward children, substance involvement makes parental behaviour unpredictable, the parent’s neighbourhood is dangerous or sexual abuse is involved, workers are particularly concerned that visitation not expose the child to unnecessary risk.”)

· Impact of: missed visits, interrupted visits, ‘dead’ visits, court, ‘poison’ visits It takes a great deal of work for a family to establish themselves in a visiting routine.  The child, the family members and the foster family experience the anticipation of the visit, the visit and the aftermath of the visit. (Toolbox) When there is an interruption to this flow or some sort of impediment, it sets the family back in whatever progress they might be making.  Missed visits, interrupted visits and the court process all take their toll on family progress.

Why do parents miss visits? (Provincial Directors of Service, Supervised Access Subcommittee: 

Parents who have the best of intentions will miss visits because:
· It requires much social skill

· They have a lack of understanding of their role

· They are discouraged by the reactions of the child that they do not understand

· They find the structured setting embarrassing and artificial

· They must perform what should be normal life tasks under the scrutiny of professionals

 Other kinds of visits that impact on children detrimentally are ‘poison’ visits and ‘dead’ visits.  In poison visits the parent is so negative that the child is overwhelmed by the burden of it and is unable to interact in any way with the parent.  They either try to cheer the parent up; an impossible task or they withdraw completely and interact minimally with the poisonous parent.  The best approach to take with a parent like this is to model more positive interaction with the child, to highlight the positives in the visit and to praise the parent if they do make a positive remark.  It will be slow progress.  With a dead visit the parent is unable to interact with their child and sits quietly and passively in the visit as their child or children go about their business by themselves.  They typically put on a movie for the kids and watch them watching it.  The most effective approach with such a parent is to model interaction with the children.  Get down on the floor and play with the kids, sing nursery rhymes, do a puzzle, bring out a craft and praise the parent when they participate.  It is wrong to assume that parents know how to interact with their child.

Most visiting plans assume that: (Lynn Loar, Making Visits Work)

· Parents know how to play with their child, and that a safe site is all that is required for a visiting plan;

· Parents know how to talk politely with their child and that verbal abuse is related to stress;

· Parents know how to use toys to play together with their child;

· Parents know how to enjoy their child’s company;

· Parents have recreational and leisure skills independent of drugs, alcohol, sex, danger and violence;

· Parents understand what their child goes through if they don’t show up for the visit;

· Parents can separate from the visit their frustration, shame and humiliation about the child’s removal from them; and,

· Parents can read to the child, and can read and understand court reports, contracts, priorities, and major and minor requirements.


INSERT MATERIAL ABOUT WHAT WE TELL KIDS (Provincial Directors of Service, Supervised Access Subcommittee)

· Professional recognition of visit “sanctity” It is crucial that staff and other professionals involved with families and children in an access program give the utmost respect to the time that this family has with their child.  Interruptions are to be considered only in the most dire circumstances and never for transfer interviews, service of court papers, plans of care, apprehensions, warnings, delivery of letters, action on warrants for arrest etc.  The excuse is often offered that “I have no other time” or “the client asked me to” or “they are right here in the building”.  No excuse is really good enough to interrupt the flow of a visit when a family is trying to connect with their child and may only have a precious few hours per week to do so.  The family will be halted mid-stream and may feel that, regardless of what the worker said the reason for the interruption was, that there is a hidden agenda.  The remainder of the visit will then be spent trying to discern the motive for the interruption.  The child will be left wondering what they did to cause this change in mood.  The visit will slide downhill and all for the sake of the worker’s convenience.

· Accommodating schedules Logistics of visits are not meant to be our primary focus but the accommodation of the schedules of all individuals is still important.  Working parents, feeding and napping schedules for little ones, school schedules, after school activities, church activities, driver schedules…. all of these must be considered and coordinated.  The primary goal should be “what can be arranged that will enable the parent and child to have the best amount of time together when they will both be at their best.”  This might mean an adjustment to a napping time or the parent bringing dinner or the parent and child doing homework during their visit.  Creativity and flexibility are the keys to success.

· The first impression first visit…make sure all parties are on board and prepared so that no one sits in reception and wonders what will happen next. The first visit is the one that will leave the lasting impression on the kids and the parents.  Be sure that everyone from the drive program to the reception staff are aware of what the plan is.  Where is the visit taking place? Who is involved? Who is supervising? What level of supervision? The parents need to be briefed about where they will be visiting, what they can expect, what they can bring, what will be provided etc.  Answer all of their questions as clearly as possible.  Have the parent or child already in the visit room so that their first greeting after apprehension will not be in a public forum.  Respect for privacy is very important.  Talk to the child or have the foster parent talk to the child about what the visit rooms look like, what they can expect, what they can bring, what will be provided for them and who the people will be who will be there.  If the child has a comfort blanket or toy let them bring it with them. If the parent has special items at home for the child, have them bring them. If they want to bring a game, video or craft, that is a good idea too. 
ROLE PLAY A FIRST VISIT MIXUP WITH A PARENT USING A VOLUNTEER FROM THE AUDIENCE
3. Protecting the Kids

· What role does access play for a child? (Provincial Directors of Service, Supervised Access Subcommittee: “Access is a primary mechanism for healing the parent-child breach caused by both the maltreatment and the separation; eases the pain of separation and loss for all by helping the parent and child express and deal with the pain of separation; reassures the child of the parent’s well-being, the child can see the parent is all right; deals with changing relationships and supports the family in coping with the changes; enhances parental empowerment-parents have power to affect their child’s lives and the children enjoy the sense that there is a loving parent who can look out for them and intervene on their behalf; provides the opportunity for parental change-parents can learn new behaviours and can practice and demonstrate their progress; helps children and parents deal with fantasy, reality and distortions(due to defences as well as lack of information). 
Over time the child can see for themselves why their needs are better met in care; supports the child’s adjustment to the foster home because regular access can reduce behaviour problems and allow the parent to give permission for the child to settle in; supports decision making; reduces time in care; allows parents to demonstrate their skill and observe their child’s progress; provides a forum for ongoing decision making and helps the parent stay current with the child’s development and activities; contributes to a more secure identity, providing a sense of personal history, familiarity and belongingness; if reunification is not the plan it helps the participants to work through their feelings of grief and loss; the parent’s desire to retain contact with the child sends the child a clear message that they are in care because their parents cannot care for them, not because they do not care about them.  This has major implications for the child’s self esteem, they are wanted even though their bio parents are unable to meet their needs.) 

· Special events, holidays, anniversaries (one year anniversary of being in care) Families may have their own traditions around anniversaries, birthdays, special events like the first day of school.  It is important to maintain these as much as possible to provide a sense of continuity for the child.  Holidays like Christmas tend to be magnified when a child is in care.  Parents may react in a number of ways.  They might go overboard and buy every gift and treat imaginable.  Or, they might avoid the visits because the lavish promises they have made cannot be realized and they are ashamed.  This is a very stressful time for parents and children and they must be handled sensitively.  Further, the one-year anniversary of a child’s apprehension may be especially difficult as the parent’s realize that time is moving on and their child is not with them when they were certain they would have been returned.  Again, sensitivity is the key to helping parents and children cope with these difficult times.

· Relationship with foster parents, tug of war children, divided loyalties 
The ideal in this situation is inclusive foster care (Limbo Task Force, Sparrow Lake Alliance, The Role of Access in Permanency Planning).  This is a model in which caregivers and social workers willingly include children’s families in their child’s lives.  Social workers encourage the continuity of parent-child ties by including parents in the placement from the outset. This would include pre-placement visits, plans of care, assisting the parents with their discussions with their children about why they are leaving home and open communication between the caregiver and the parent.  This recognizes the value of the child’s family ties and is a partnership in which each party contributes to the planning and ongoing care for the child. ) Unfortunately, for some parents, they are unable to place that kind of faith in the institution of CAS and they feel threatened and challenged by the foster parents.  Similarly some foster parents have had extremely negative experiences with families of origin and protect themselves and their own families by maintaining a safe distance.)

(Vera Fahlberg, A Child’s Journey Through Placement P.237: “In all interactions with families, caseworkers, consciously or unconsciously, model parenting.  If agency personnel display avoidance, lack of caring, and emotional distancing, that is what the children and families will learn.  On the other hand, if caring, concern and emotional nurturance are modeled there is an increased likelihood that positive changes will occur.  Birth parents are more likely to experience positive growth and change when they themselves are reparented in the course of receiving services.  Child welfare professionals should treat families in the way that they want parents to treat their children.  Birth parents who come in contact with social service agencies frequently have poorly developed interpersonal skills.  Many having themselves never experienced positive parenting, have difficulty meeting their child’s needs.”) 

INSERT TABLE 5-2 and 5-3 

From a practical standpoint it is not always simple to engage parents and caregivers in a relationship that both are resisting.  Try some easy steps first.  A journal is an excellent first step.  Have the caregiver send a note with recent events for the child, or times of feedings, nap times, details of last visit to doctor.  Parents can then respond back with details of the visit, comments, questions etc.  This will open the beginning channel of communication.  From there, the caregiver may be encouraged to attend a plan of care at the office with the parents.  This will be more difficult if the child is present as it forces the child to make choices about where to sit, who to smile at, who to respond to, etc and sets up a trying time for everyone.  It is best if the children are not present for that meeting.  After that, and hoping that it went successfully, the caregiver may be willing to have the parents accompany them to doctor’s visits.

· Children’s collaterals-friends, school, pets, neighbours, church, groups (ecological approach-toolbox, page 4 It is important to recognize that the child did not exist in their own little sphere.  They had friends, pets, activities, and a known neighbourhood.  Recognition of these things supports the child’s sense of belonging, offers ongoing reassurance and reinforcement of the continuity of place and social network. (Milham, Bullock, Hosie and Haak, 1986)). 
DO THE ‘STAND UP’ EXERCISE HERE: ALL THOSE INVOLVED WITH THE CHILD AND THEIR APPREHENSION.

· When is a visit no longer viable? (Toolbox, P. 60: “Visitation is so important that even when significant safety issues are present, the worker should make maximal efforts to preserve visitation.  Only in limited situations should visitation be denied. Faller (1993) has suggested that visits be denied when there is danger of abuse even under supervision, visitation would be traumatic to the child, or the child strongly objects to the visit.  Chiancone (1997) has suggested a temporary restriction on visits of a child with the alleged abuser until after a child appears in court, if he is to do so.  This might be necessary both to avoid tainting the testimony and in recognition of the child’s vulnerable position at this point in the proceedings.  In addition, if sexual abuse is involved, the court may believe it necessary to restrict visits until certain conditions are met. (Schagran et al., 1996).”) Even after a child has had a significant incident in a visit with their parent, it has been our experience at the access center that they may still want to see that parent, even if only to reassure themselves that what they believed to be true about that parent is true. I would also suggest that the following circumstances are cause to reconsider the benefits of visitation:

· The visiting parent presents a clear, physical threat to the child and/or staff

· The visiting parent misses so many visits that the benefit of access is unrealized

· The visiting parent is unable, despite professional guidance from staff, to focus on the visit

· The visiting parent suffers from mental illness that makes him/her dangerous to the child either physically or emotionally

· The visiting parent and resident parent are enmeshed in a custody/access dispute such that they are unable to cooperate and use access as a further forum for their battle.  In this case visitation standards need only be reviewed, visitation should likely still occur.

· So many staff and/or security personnel are required to manage the risk of a visiting parent that the visit becomes financially and strategically prohibitive.

· The flight risk is substantial and unrelenting.

· The visiting parent regularly presents with substance abuse issues. Eg. using drugs in the bathroom during the visit.

· Helping parents take the burden off of a parentified child For many of the children who come into our care, it is the first time that they have not been responsible for the care and maintenance of their parent or siblings.  These parentified children feel guilty because they sense that the reason they are in care is because they “failed” in this role.  The parent, with the help of the worker, needs to send the clear message to their child that they are not to blame.  That they (the parent) are responsible for themselves and their children.  That the child does not need to worry about them, they are fine and able to take care of themselves.  The parent needs to then help their child focus themselves on things that are happening for them eg. School activities, sports, church, etc.  The child needs permission from the parent to be a child again.  The parent must not be permitted to make remarks that will cause the child to feel guilty or feel responsible for the parent again.  Such comments as “it was so much easier for me when you were home” “if you hadn’t come into care, my life would be much happier” “I don’t know how I will manage without you”. 
INSERT MATERIAL ON PARENTIFIED CHILDREN

· Sexually deviant parents

· Sexually deviant children Dealing with sexually deviant children and parents is a challenge faced by the access program.  It is the opinion of some that these individuals should not have access at all.  However, access is occurring and we need to deal with it carefully and planfully.  

The position taken by the access program is to allow this access to occur under the vigilant supervision of the access facilitator.  In one instance the father must telephone from his car in the parking lot and be escorted into the visit room.  He must remain there for the duration of the visit.  His son, also a sexual predator, must be escorted to and from the bathroom.  Other families in the program are not aware that this situation is present.  However, all of the staff people are aware when there is a sexually deviant child or parent on site and they are extremely vigilant.  Of course, you can’t always know when someone is sexually deviant.  We can only act on the information that we have.  We depend on workers providing us with complete information on their clients.

4.
Definitions and Concepts for Clinically Managed Access

· Limbo (this is the state of being for a child who does not have a firm, time-defined plan in place and is languishing in care.  The Sparrow Lake Alliance launched the Limbo Task Force (1996) with the goal of bringing this to the attention of the public and those who are in a position to make changes.  They uncovered the damaging aspects of limbo for a child including their inability to attach, the number of placements and breakdowns, rejection and lack of permanence in their lives.)

· What do families need to enhance their opportunities for successful parenting (what are their issues, recognize their strengths, their struggles, supporting their steps to success, maintaining success, defining “success”.  For some parents, they have never learned how to parent a child or the things they have learned have been wrong, damaging and hurtful.  They need to relearn parenting and sometimes this occurs when they are reparented themselves.  Success may not mean that they will be the perfect parent but there is no such thing as a perfect parent.  It is important to define what we are looking for from these parents and that will determine what our goals will be, how we will achieve them and what “success” will mean.  That could range from being able to let  the child go on to adoption right up the spectrum to reunification.  To begin these steps it is important to exercise that most basic of social work skills…starting where the client is at.  Imagine what it is like to be them, what their struggles must be, what daily life is like for them.  Recognize that for them and try to get them to describe that for you.  Then recognize the strength it takes to lead a life such as that.  Find strengths in their life that they might not have previously recognized and then build on that.  Make the plan with the parent.  Emphasize their contribution to it and this will enhance their empowerment and the likelihood of success. Make the plan realistic and easy to follow.  Start with easy to achieve goals to increase the parent’s confidence and the child’s confidence that their parent is trying and succeeding.) 
INSERT CASE EXAMPLE OF MOM WITH THREE KIDS (Seedhouse)

INSERT PARENTING IS ABOUT RELATIONSHIPS TOOLBOX

· The use of access to facilitate change When a family is taught parenting in classes and does not have their children at home it is like teaching a child piano lessons when they don’t have a piano.  So, access is the opportunity for the parent to exercise their new skills in a supportive environment and for the access staff to see how they are progressing, to offer encouragement and guidance.  (Osmond et al, The Role of Access in Permanency Planning, P.5: Well managed access can be an important vehicle for ensuring that family relationships contribute as much as possible to a child’s well being.  When used as a treatment tool, well managed access, even access that does not lead to reunion, contributes to permanency by assisting children to come to terms with the past, so they can move on with their lives in out of home placement.)

· The parents’ role and responsibilities during access It is very important that we do not discount the contribution of parents in the lives of their children.  Think of the child as having ‘X’ number of resources that include their school, their friends, their collaterals and their parents.  You, as the worker, must find which of those resources are working well for the child and which need to be enhanced.  In most cases, the parents, as a resource, will need to be enhanced.

· Clinically Managed Access The following is a brief overview of Clinically Managed Access, OACAS Journal, July 2002, Osmond, Durham, Palmer, Clinically Managed Access: The Final Piece in the Permanency Planning Puzzle: There are four active clinical phases:

· Pre-work-this phase is the assessment of child and family strengths.  The family is engaged in a cooperative journey on behalf of their child.  They share their story and receive support and feedback. At this stage it is important to remain neutral and to avoid feeding into any existing feelings of guilt, inadequacy or failure.  Even with resistant clients, the act of mutually gathering the family story can be a positive platform for beginning to work together.

· Contracting-this happens with the child and family.  Together, deciding on what the key issues are that are getting in the way of a successful relationship and deciding what the goals, behaviours, expected outcomes, consequences etc will be.  This takes place over a series of sessions.

· Preparation-this is a time consuming, complex set of tasks that is aimed at enlisting full parental support.   With the parent, the worker checks in to see how the parent is progressing, what they think will happen at the visit, what messages they want to give the child, how they think those messages will be received, possibly rehearsing those messages, identifying learning and teaching moments, deciding what level of support they will need from the worker.  For the child, the preparation is usually done by a skilled caregiver in collaboration with the worker.  The child must recognize that there is a team working closely for the child and monitoring the visitation carefully for their benefit.  This will give the child a sense of safety.  The child will be updated on the parent’s progress, their own progress will be discussed, the child has an opportunity to share their feelings, the child can decide what they want to share with their parents and they can rehearse how they want to do that.  Planning the visit carefully assists the child with the transition to visiting.

· Active visiting (debriefing is a part of active visiting)-in deciding how to structure the visit you must consider how the family is accustomed to interacting.  The negative patterns of behaviour must be supportively removed and replaced with more desired patterns so that the family can have more enjoyable time together. Again, it must be remembered that most parents having supervised visitation do not have the skills or knowledge to interact positively with their children, as it is an experience foreign to them.

There are four levels of structure in clinically managed access.  Optimally the family will be made aware of the levels and what is expected of them to move through the levels.  They can then be kept up to date with their progress.

HIGH-agency based, always with a facilitator, no independent time is offered and the visit closely follows a pre-arranged script.

MEDIUM-begins with high structure, moves to independent time, back to finish with a high structure exercise.

LOW-check in/check out type with debriefing check out at the end of the visit.

NO STRUCTURE-the child is picked up and dropped off by the parent at the home of the caregiver.  They check in and check out with the caregiver and provide details of planned activities.  There is background support from the workers involved.

What is the role of the facilitator?
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Conducts parent preparation sessions
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Coordinates/instructs caregiver’s child preparation sessions
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Books visit transportation and location
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Ensures access location is comfortable, has available equipment
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Welcomes child and family
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Conducts check in session (the most clinically active time)
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Acts as support during activities, provides guidance and structure, role modeling, comments on key developments or accomplishments, intervenes as necessary to support family’s identified goals. Is as unobtrusive as possible.
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Conducts debriefing session-punctuates major accomplishments, highlights how certain problems were solved, identifies issues to be carried through on next time.
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Assists family in preparing the plan for next session, including a range of activities and snacks
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Attends plan of care sessions to establish goals, outcome indicators, communication strategies, and a framework for decision-making
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Works as part of a well –coordinated clinical services team, ensuring that information from access progress is made available to all other service providers, and incorporating into access work those themes and issues which emerge in the other clinical environments




Principles of Clinically Managed Access
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Is respectful of the family
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Gives permission for more effective parenting
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Provides effective model for good parenting
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Provides active teaching towards modifying parenting behaviour
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Focuses on helping the parent and child learn to enjoy one another
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Accentuates the positive, eliminates or reduces the negative
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Helps and encourages the family to find other services
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Focuses on the family’s ownership of their own issues and their responsibility to deal with those issues as directly and forthrightly as they possibly can
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Assumes that resolution of relationships is the critical feature, and that no structural or legal change can take the place of appropriate resolution and closure
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Does not require “perfection”, but focuses on “good enough” progress to achieve a comfortable resolution
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Is fluid and responsive to changing circumstances and dynamics.)




5.
Adjudicating Results

a. How do you know a parent is applying their skills from a parenting class during access? (Toolbox, page 5 “The only assurance that the services are resolving the family problems(s) that necessitated placement is to be found in an extended period of well-documented, face to face parent-child contact in which the parent demonstrates an increased ability and willingness to parent the child safely.  Likewise, the best way to document that the parents cannot or will not parent the child safely and that another permanent plan is required is through such well-documented, face to face parent-child contact.”)

b. How do we capture and assess reactions of parents and children?  They don’t always mean what they appear to mean on face value. (Vera Fahlberg Chart: you cannot always draw the same conclusions from the same reactions but this gives a jumping off point for your assessment and evaluation.  A child may be shy around a parent or appear to be shy for a number of reasons.  It is also important to keep culture in mind as some families’ culture might prohibit them from embracing in public, eye contact, showing emotion, etc.  Responses to each other may change over time and it is important to keep these changes in mind and be able to determine what might have caused them.  Is the child growing more attached to the parents? Are the parents withdrawing from the child because of court? Are the parents and children becoming more comfortable and better able to express themselves?  For as many children and parents as we see, there will be as many reactions and reasons for them.  Keep an open mind. Use the theoretical material as your guide for decision making.)
c. What is a “good” visit? (Toolbox p143-150: Of course there are many things that contribute to a ‘good’ visit.  Here are a few highlighted areas:

i. Parent attends regularly

ii. Parent responds to child’s clues

iii. Parent shows pleasure in their child 

iv. Parent initiates behaviour that promotes bonding and attachment

v. Parent makes positive remarks to and about the child

vi. Parent engages in child’s play

vii. Parent uses the child’s name frequently AND fondly

viii. Parent responds appropriately to the child’s questions about their life circumstances

ix. Parent recognizes and responds appropriately to the child’s cues for physical closeness/distance, emotional needs

x. Parent’s affect matches the messages being given by the child

xi. Parent encourages discussion of topics related to the child and the child’s age

xii. Parent negotiates with child when differences emerge eg. Choice of movie or game

xiii. Parent feeds infant when necessary

xiv. Parent can capably change/feed/comfort child

xv. Parent plans visit time

xvi. Parent selects age appropriate toys and games

xvii. Parent participates in activities during visits

xviii. Parent identifies positive behaviours and reinforces them

xix. Parent follows through with planned discipline

xx. Parent recognizes child’s feelings and deals with them appropriately

xxi. Parent talks to child about recent events in their own life where appropriate

xxii. Parent separates their own feelings and needs from those of their child and puts their child’s needs first

xxiii. Parent takes responsibility for the goals and outcomes of the visit

xxiv. Parent realizes and accepts any blame for their child’s past traumas

xxv. Parent listens to the child talk about what has happened to them without interrupting and responds appropriately to the child. ) 

This is a brief idea of what goals we are looking for to capture a “good” visit.  It may not be possible for every family to achieve this and, indeed, it may not be possible for even one family to ever achieve all of these.  However, these are goals and we move toward them until a family is the best that they can be.

6. Bag of Tricks

These are things that are either being done by the access program currently or are in the planning phase:

a. Parenting plans –these follow the basic tenets of Clinically Managed Access and are put in place when we feel that a family has potential to achieve more in their visits and we want to encourage that by presenting it to them in a concrete manner with goals, objectives and expected outcomes.
b. Conduct contracts- these are put in place for clients who are extremely difficult to manage in the program due to their behaviour. PROVIDE EXAMPLE, Blackmore, Swatridge, Donnell

c. Journals – These are in the planning stages to go back and forth between parents and caregivers to keep each other up to date and to encourage dialogue between the two parties.  Some of our foster parents and parents are already doing this with babies.

d. Goodbyes for all collaterals – Drivers often miss out on the opportunity to say goodbye to children who go home.  The same is true for Access Facilitators.  This might not be a face-to-face goodbye but a card, letter or picture might be sufficient.

e. Summary reports for life books- something we are working on currently.  We will summarize the child’s involvement and forward that material to the person completing their life book.

f. Graduation celebrations- for kids and parents who have successfully completed the program

g. Preparation for first and last visits- currently, if we have a child who is nervous or unsure about coming to the access center we will invite them in with their caregiver for a ‘tour’ so they will know where they are going and what they might be able to expect.

h. Case conferences- when a family is first coming into the program we will gather some preliminary information about them…. why they are involved with CAS, what their feelings are, do they have special requirements etc.  During the course of their involvement with us, if things are becoming difficult, or if we feel that their access goals are drifting, we will ask for a case conference to discuss what is happening and what can be done to refocus ourselves in the right direction.

7. Other Issues
a. Developmentally challenged parents
We have had several parents who were at the level of their child or very close to it.  Our most successful interventions have occurred when we ceased to expect “parental” behaviour from those parents and engaged them alongside their child.  There was not a plan for these children to be returned home, it was simply a matter of making access visits enjoyable for all parties.

b. Recognition of Family and Cultural Variables- (Toolbox, P. 53: “Cultural differences may also affect planning.  Family interactional patterns, division of responsibilities, sense of community responsibility for children, ways of dealing with authority, and parenting style preferences are all culturally influenced.  Always learn about and respect these differences and discuss them with families.”

c. Custody/access/bail conditions/restraining orders- Coming to access visits is a very stressful occurrence for all parties.  There is great anticipation and trepidation.  If this is combined with the possibility of seeing an estranged partner, or having to deal with bail conditions or restraining orders…it becomes much more difficult.  Our program will endeavour to accommodate these things as smoothly as possible.  We use the back door in some instances to avoid feuding parents from seeing each other or to accommodate restraining orders.  We expect the parents to respect these circumstances but we have found that they are not always able to rise above.  Typical of a custody/access situation will be the resident parent coming late each week and the visiting parent being late getting the kids ready to go.  The resident parent will give “their” instructions at the door and ask for a summary at the end of the visit.  The visiting parent will have to be redirected from grilling the children about what is going on at home.  Bail conditions and restraining orders are sometimes more difficult if the visiting parent is barred from public places like the mall.  However, we will do our best to accommodate.  

d. Never saying goodbye---managing long-term access- for some of our families, they will never be able to adequately parent their child and therefore, have long term access arrangements.  They come regularly to visit with their child or children and it is our task to work with them to determine how to make that a successful, enjoyable, nurturing experience.  Typically these parents are low functioning or have some mental health issues.  Working with them involves determining what level of function they have and what they are seeking for their child.  Then the child’s level of function must be taken into consideration and what they are seeking from their parents.  It is difficult sometimes for these families to deal with the worker turnover.  Having the same staff person is helpful to them as it aids their sense of belonging and continuity.  It would be our goal to become “normal” for them so that we can move through their life and family stages with them and allow them to have that experience as a family.  INSERT CASE EXAMPLES OF JOHNSON, GAGNON, WEBB
e. Puppies and new babies---the concept of “replacement” nurturing- this is a phenomenon that I have not been able to find any supporting literature on but I will offer it for your consideration.  It has been my experience that when children are brought into care, parents will often buy a new puppy and bring it to the visits or they will very shortly announce that there is a new baby on the way.  They seem to have very little awareness that their children are wondering how it is that they can care for a little puppy or new baby but not care for them.  For the parent, it exhibits their heartbreaking desire to care for someone or something and to be seen as capable in that capacity.  Inevitably, the new child is brought into care and the puppy is given away or runs away.

Prepared by: Susan Kucharski
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