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AB8TRACT

This study analysed why childrenunder four years old were admitted to care, and Whether

they suffered harm due to abuse or neglect,based on file documentation regarding aU 175

admissions,involving 129 children and 93 moxhers, by one Ontario Children's Aid Society

between 1992 and 1996. Using the Ontario Child Welfare Eligibility Spectrumtodassify

reasonsfor admission, more admissions were due torisksdefined under CaregiverCapacity

than Harm by Commission or Omission. Mothers' background and 1ack of resources were

common factors. Evidence of harm was often hard to establish but was ratèdas clear or

extrerne in 12% of cases. Differences related to fathers' status, numbet and age ofçhildren

in the home, and history of agency involvement were found·between cases where children

suffered severe harm due to abuse or neglect, and cases where they. did not, but these

differences were not statisticaUy significant.
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RÉSUME

Cette étude a analysé pourquoi les ètlfants âgés de moins de quatre anS ont eté places en

famille d'accueil, et s'ils ont subi des maux dûs à l'abus ou àla négligence, basé sur la

documentation du dossier pour toutes les 175 admissions, concernant 129 enfants et 93

mères, par une Société d'aide à l'enfance de l'Ontario entre 1992 et 1996. En utilisant les

Êchelles d' admissibilité (Ontario) pour classifier les ràisons d'adtnissi6n,ilyavait plus

d'admissions dûes aux risques classés sous la Capacité du/de lapersonne responsàble que

celles dûes a.ux risques classés SOusmaux par action ou par otnission. Lerniliellsocio-culturel

de la mère et le manque de ressources étaient des facteurs communs. L'évidence de maux

était parfois difficile à établir mais était évaluée comme claire ()u extrèrne dans 12 pour cent

des cas. Des différences reliées au statut du père, le nombteet l'âged'enfant(s) aU royer, et

l'intervention de l'agence au passé ont été trouvées entre les. cas d' enfants qui Ont suqi des

maux graves dûs à l'abus et des maux graves dûs à la négligence, et les cas non-affectés, mais

ces différences n'étaient pas significatives statistiquement.

vu



ACKNOWLEDGMENT

1would like tothank Patricia Garrahan who played a major role in helping access files for the

review and acted as secondrater, and to Nicole Legault who helped prepare the typewritten

report. An ongoingthanks to mywife, Francine whohas patiently lookedafter everything

and supported me, to permit me to complete this study.

1wish to expressmy appteciation to my faculty advisors, Professor Sydney Duder for an of

her assistance, especially her statisticalexpertise and Professor Carol Cumming. Speirs for

her ideas andencouragement.

FinaUy l'd like to thank the manyrnothers who have shared the staries oftheir daily struggles

tocare for theirchildren despite the manydisadvantages and obstacles they face.

V111



1. INTRODUCTION

Overview of issues

In .1996 the Ontario Child Mortality (OCM) Task Force conducted an inquiry into child

deaths in Ontario that focussed on children who were 'in care' or living in·families that had

open cases with Children's Aid Societies (CAS) in the province. This inquiry occurred around

the same time inquiries into ehild deaths in British Columbia and New Brunswick. Unlike

other inquiries which only focussed on deaths caused bychild abuse and neglect ,the aCM

Task Force looked into aU deaths where a CAS Was involved and where a Coroner's inquiry

was held, regardless of the causes - accidentaI, natural, maltteatment or other-wise. The

inquiry found thatmore ofthe cases had been referred due to concems related to neglect than

due to physieal or sexual abuse. While the· inclusion of negleet· had already been

recommended by other organizations, the findings of the aCM Task acted as acatalyst to

include neglect in the Child and Family Services Amendment Act, 1999, which was

proclairried Match 31, 2000. The amendments broadened the authority of child protection

workers to intervene; made it easier to use evidence of a parent' s past conduet towards

children, and reduced the total cumulative period of time children under six can be in eare

before permanent arrangements are required.

Child protection legislation andpractice requires a careful balance between the rights of

families, including both the parent and child, and right of the state to intervene.. One of the

main goals in child welfare is to act early enough to prevent serious harm from oceurring to

a child, but it is also based on. an investigation based. approaeh that waits for an initial

allegation orrequest before getting involved. Whenever agencies intervene before harm has

occurred, it is hard to know whethet the harm would have occurred without intervention.

The aCMTask Force used a very broad .definition ofneglect whieh included ten11S such as:

inadequate parenting, inadequate child Care arrangements, and inappropriate discipline. This

study explores.coneems that the wide ranging definition ofneglectused by the Task Force

further blurs the line between child maltreatmentand a parent's Iaek ofresources. It aIso
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questions whether there should be less focus on increasing the power ofthe CAS and rnore

emphasis on improving the. quality and flexibility of services to children at risk in their own

families.

There is a lack of agreement Over what workers are trying to protect children from, ihwhât

situations do the concerns arise, and what strategies would best address the risks. child

protection agencies expand their focus beyond actual incidents of harrn, taused by â parent

or caregiver, topotential harm caused by less than optimalparenting, it is hard to justifyVVhy

CAS investigates and intervenes in sorne formsofharm but doesn't focus on others. One of

the most cornrnon causes ofdeath or physical harrn to children are accidents, yetthereis no

consensus that Children.' s Aïd Societies should play a primary role in ensuring that safety

conCerns such as: high speed driving, carseats, enclosed swirnming areas, safehousing,

smoke detectors, are investigated and considered reasons for intervention. The National

Longitudinal Survey of Children and Youth (Landry & Tarn, 1998; Lipman, Boyle, Dooley

& Offord, 1998; Ross, Roberts & Scott, 1998) has clearly identified that children a.re muth

more likely to have long term problems related to their physical and mental health, academic

success, and adjustment in school and community ifthey grow up in a home headed by a lone

female parent, on low income, with less than a high school education, with sorne.history of

parental depression, family dysfunction, and using a style of parentingdescribed as hostile­

inefIective. However c.A.S. 's don't seek out these children, who are clearly atrisk, unless

there is a suggestion of maltreatment. Many researchers have criticized the role of child

protection in focussing on the consequences of poverty and disa.dvantage while failing to

address theunderlyingsocialand environmental causes (Garbarino, 1981; Lindsey, 1994;

Parton et al., 1997; Swift, 1995). Leroy Pelton (1989) has charted how the rate of

admissions to care, in the U. S., closely matched the rates ofchildren residing in families below

the poverty line:

Our current emphasis in child welfare on the constructs of "abuse" and

"neglect" promotes an inclination to blame parents for their child welfare

problems and .a disinclination 10 appreciate the ways in which .the
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circumstances ofpoverty might give rise to these problems. Such ariemphasis

has sustained the dysfunctional dominance of the investigative/coercive role

in public child welfare agencies, to the detriment of its family preservation

role. (p. 142)

The increasing focus on risk assessments is drawing more attention to trying to understand

the potential ofharm, but in trying to find scales that cover a wide range ofchild protection

concerns, agencies are encouraged to use one tool for aU types of risks. There is a clear

understanding that these assessments are not predictive and that the relationshipbetween the

risk factors and likelihood of harm is still very weak (Chilci Welfare League of

America/Canada, 1991; Corby, 1996). These scales are likely to indude a number ofparents

in the high risk category who will notcause harm (false positives) and miss many parents who

will cause harm (false negatives) (Browne & Sagi, 1988; Dingwall, 1989). There are also

concerns that these assessments provide further justificationto intervenein poor, single parent

families, based on poverty and the lack ofresources (Krane, 1. & Davies, L., 2000; Parton,

Thorpe & Wattam, 1997).

One of the primary interventions provided by C.A. S. 's, once an investigation has been

initiated, is theremoval ofthe child from the home identified to be a. risk and to place thechild

with a relative or foster home. It has been identified that one ofthe few real servicesprovided

by childprotection agencies, aside from investigation and assessment ofrisk, is<placement.

The Sub-Committee of the Joint MCSS/OACAS Work Group (Sub-Committee, 1995)

reported that only a smaU percent of agency budgets go to familysupport. There have been

sorne effortsto focus more resources iuto support programs. From 1971 to 1991 the

proportion ofOntario children in C.A. S. care dropped from 0.61% ofthe child population to

0.37% (Trocmé, Fanon, Nutter,MacLarin & Thompson, 1999).· For manyyea.ts there was

an effort to reduce admissions through changes in legislation, decreasing the length of time

in care and improved familypreservation programs. There has been criticism (Gove, 1995;

Local Director' s Section, 1993) that the attempts to maintain children in their familieshas

-3-



gone too far and has been putting children, especially children under six,at risk. An Ontario

review of crown wards {Snowden, 1995),expressed concerns about children moving in and

out ofcare; being left too long in natural families, and too long in temporary wardship. Since

the start ofthe OCM the number ofchildren in care at any one time has been increasing from

10,266children on January 1, 1996, to 14,219 children on April 1, 2000 (OACAS,October

2000, p.31). This cannot be attributed to a significant change in the child population.

Some researchers (Besharov & Laumann, 1996; Department ofHealth, 1991; Lindsey, .1994)

have argued that the focus on increasing public reporting of abuse and neglect, more

comprehensive and standardized investigation procedures and risk assessment tools, and the

broadening ofthe definitions ofchild maltreatrnent are taking·away direct service to families

and children and therefore placing more.children at risk. Studies (McCain & Mustard, 1999;

Steinhauer, 1996) indicate that the best programs to engage parents of children at risk need

to be voluntary, to serve a broad base offamilies rather thanjust at-risk families, and that

build on strengths rather than liabilities.

This thesis examined a group of children who, due to their age and type ofagency

intervention, have been identified by child protection workers in their day to day. practice as

being atgreat~st risk of harm due to abuse or neglect. This study looked at aIl the children

ages zero to three who were admittedto care in one Children'sAid Society from 1992 to

1996, .the reasons for their admission, and the level ofharrn they suffered prior to admission.

Children. under the Age of Foûr

As a group, young children are more strongly affected, both positively and negatively by

agency interventions. Studies onchild deaths (Greenland, 1987; OACAS, 1997; Rederet al.,

1993) clearly showthat younger children,especially those underone year dld, are more likely

to be killed due to abuse or severe neglect. Theyounger a child is whenhe or she suffers

serious harm; the more likely it is that the harm will be long lasting and have a greater effect
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ontheir development (CrittendeI1 & Ainsworth, 1991; Steinhauer, 1991). A child's

development is already weIl established by the age of three and that thereare long term

negative consequences for the child and society when they.are raised in a home where there

are less supports, poorer parenting skills and negative family interactions (Carnegie, 1994;

McCain & Mustard, 1999). Thiscan increase pressure.on agencies to ad quicker, when there

is the appearance of neglect and severe conflict, even when the harm is not visible.

Due to their young age, any protective measures that remove the child from the care ofthe

primary parent may affect thebonding between parent and child.Repeated changes in the

primary parenting figure in a child's life can cause serious long term damage to a.child's ability

to attach to their parent or alternate caregivers (Crittenden & Ainsworth, 1991; American

Academy ofPediatriç~, 2000; Steinhauer, 1991). Unnecessary interventions tanundermine

a.young parentis self-confidence withtheir child and reduce the likelihood that theywill seek

help from voluntary services.

Child Maltreatment

There is a lack of consensus regarding what constitutëschild abuse or childmaltreatment

(Parton et al., 1997; Tro.cmé, 199Z) and no. conunon agreement regarding how to define

reasons for admission, since different researchers have used reasons that refiect traditional

practice and legislation in the child protection agencies in theirregions. The. terms used in the

legislation may not match the terminology in the lïterature. Research in Ontario has been

handicapped by the fact that there are 55 different Children's Aid Societies, with very little

consistency (Trocmé, 1992) in how theygather and share their statistics on the. clients they

serve. Inthe Child Mortality Study (OCMTF, 1997), the two most frequent reasons for

involvement by the Children's Aid Society, accounting for 47 % of cases reviewed, were

listed as Inadequate parenting and inadequate child care.

Nico Trocmé (Trocmé etaI., 1994) led a comprehensive examination of 2,447 children

investigated byChildren's Aid Societies across Ontario, which found that neglect was a
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concern in 30% of cases. Dividing the children .into age groups of zero to three, four to

seven, eight to eleven and twelve to fifteen, this study found that, ofchildren investigated for

reasons ofmaltreatment, 41 % were alleged to have suffered physical abuse, 30% for neglect,

25% for sexual abuse, 10% for emotional maltreatmentand 2% for other reasons. There

were significant differences by age group and children under four were more likely ta be

investigated for neglect than older children (Trocmé et al., 1995). Neglect ha.d the highest

substantiation rate at 30% while physical abusehad one ofthe lowest at 22%. In this study

physical abuse inc1uded excessive discipline where often the distin.ction betweenphysical

abuse and corporal punishment was unclear. Fathers or step-fathers were seen as respollsible

in 54% ofphysical abuse cases and mother's were held responsible in 82% ofneglectcases

even when fathers were present in the home or had abandoned their families.

Findings in other jurisdictions (American Humane Association, 1995; Creighton, 1988) show

that young children are more likely to suffer neglect than· abuse Several studies clearly

indicate that there are significant differences between abusing and neglecting

paren.ts.(Cameron & Rothery, 1985;Crittenden, 1988; Wolfe, 1985), with single parents and

young families over-represented in neglect category (Trocrné et al., 1995). Mothers were

usually under 20 at the birth ofher first child or the identified child (Browne & Saqi, 1988;

Creighton, 1988; Zuravin, 1988). A mother's low income and educationallevel was seenas

an impediment to achieve and maintain gains by prevention programs (National Cornrnittee

toPrevent Child Abuse, 1996). Browne and Stephenson (1983) (as quoted in Browne &

Saqi, 1988) found low birth weight, prernaturity, and physical or mental challenges were

factors in children under five who suffered physical abuse and neglect. Wolfe (1985) in

reviewing several studies conc1uded that child characteristics were a factor in abuse but not

inneglect.

In their report onchild maltreatment in Ontario, Trocrné, McPhee, Tarn and Hay (1994)

looked at whether anyharm was documented, however the method ofdocumenting harm \Vas

unclear. No·harm was indicatedto have occurred in 54% ofcases; therewas an observable
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injury or psychological condition in Il% ; and 2%required medical treatment or counseHing.

Admission to care

A study of the children removed from their parents should identify the children believed by

child protection agencies to be atgreatest risk in the care of their families,and the types of

situations and concerns that warrant this level of intervention. The admission of a child

usually requires sorne consultation or scrutiny by supervisors, agencycommittees, and courts,

so that it should reflect more thanjust an individual worker'spractice. It involves a specifie

intervention, clearly set in time, which lends itselfto research into the factors related to this

event. This can be helpful when trying to gainabetter understanding of concerns suchas

neglect, inadequate parenting and inappropriate discipline which may be more chronic in

nature. In most agencies an admission to care requires additional documentationwhich also

facilitates any researchdependent on the gathering of information from. agency files.

Admission to care is very costly in a number ofways and therefore agencies and govermnents

shouldbenefit from any interventions whichreduce admissions. A funding review by the Sub­

Committee of the Joint MCSS/üACAS Work Group on Child Welfare Funding (Sub­

Committee, 1995) reported that foster care and group care boarding costs "account for. ari

average of65% oftotal society expenditures" (p.3) and that "the rateofadmissions per child

population is the single most powerful factor in predicting the net expenditure ofan agency,

49% of the variation can be explained by the admission rate" (p. 6). Aworkload study

indicated that it required approximately 30 hours in the first month achild cornes into.care

for a social worker to meet the basic ministry requirements regarding service to that child;

time that otherwise could be put into other interventions. It is costly interms of court time

and in terms ofdamaging the working relationship between worker and parent. The removal

of children from their homes can generate a lot ofnegative publicity for the agency in the

higher risk communities it is trying to reach out to. Placement also has a very big impact on

the child, his/her feelings of security, and bond with the parents (Children in Limbo Task

Force, 1996).
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There have been veryfew published studies on admission patterns in Ontario. In his summary

of child welfare services in Ontario, Nico Trocmé (1991) concluded that there is a lack of

information about the factors related to a child's coming into care. The Sub-Committee of

theJoint MCSS/OACAS Work Group (1995) recommendedthat there be "moreresearch into

the positive relationship between investment in family support and reduction ofadmission to

care for the 0 to 5 age group" (p. 5). Most information on the children in care in Ontario

comes from. the Ministry ofCommunity and Social Services and does not indicate l'easons for

admission. On Dec. 31, 1991, 20% ofthe childrenin care were age five and under; 19%Were

in care under voluntary agreements, 31% were tempol'ary wards and 41 % wete crown wards

(Federal-Provincial Working Group, 1994).

Previous studies on children admitted to care in Ontario (Cameron & Rother)', 1985)

indicated that children were more likely tobeadmitted due to factors related to neglect than

due to abuse. In an extensive study ofthe family support measuresused by Ontario Children's

Aid Societies,.neglect was identified as the most common presentingproblem, and reasons

for admission to care which were related to neglect and failure to provide medical treatment

wel'e more common with young and single parent families, and less common with parents with

teens (Cameron& Rothery, 1985). A review ofadmission studies in other jurisdictions a.lsb

concluded that issues related toneglect (Campbell, 1991) parenting behaviour (Packma.n,

1986) and deprivation (Department ofHealth, 1991) were common factors.

For children admitted to care, neglect is not seen as less of a concern than abuse, as several

longitudinal studies concluded that childrenadmitted due toabuse were in care for less time

than children admitted due to neglect (Benedict & White, 1991; Seaberg & Tolley, 1986).

In studies of court applications and decisions, Campbell (1991) found that "The reason for

admission did not appear to be statistically associatedwith the level of Interim order.sought,

the type of order requested, the parents' consent, or.the courts' dispositions" (p. 21).
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Provincial Context

Along with the new arnendments to the legislation and the new protection standards, which

focus heavily on younger children, the Ontario government also identified the need for better

prevention and support programs directed to this age group (MCSS, 1997; McCain &

Mustard, 1999; Ministry ofCommumty and Social Services, 1997; Steinhauer, 1996). Since

1998 the Ontario Government has deyeloped new early intervention progra:ms illcluding the

Healthy BabieslHeaIthy Children, a lay home visitor ptogram geared to at riskparents of

children from birthto four years old, based on the Hawaii HeaIthy Start model, and the Early

Years Challenge Fund to encourage the creation of early childdeveloprnent and parenting

centres.

Inereased concerns around neglect are occurring at the same time that the level of child

poverty has increased across North America, as weB as in Ontario (National Couneil of

welfare, 2000). In 1995 the Ontario government reduced social assistance payments,

including payrnents to single mothers andchildren, by 21.6%, in an effort to reduce

dependence on welfare, and is requiring participation in adult education and work training

programs.

This research covers. the years before, during and just after the periodcovered by the Child

MortaIity Study, ••an~ just before the introduction of the Ontario Child Welfare Eligibility

Speetrum and Ontario Risk Assessment.

Prevalence

In 1994 Ontario Children's Aid Societies were providing service to over 100,000 cases at any

on time, involving 69,000 new or reopened family files, and investigated 19,000 allegations

ofabuse. Thatsame year, 9111 children wereadmitted tocare and therewereapptoximately

20,800 children in care at some time during the year (OACAS, 1995).
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Table 1 shows the number ofadmissions and case openings by the Children's Aid Society of

the United Counties of Stonnont, Dundas and Glengarry, and.the number ofchildren in care

at the end ofeach year for the period studied.

TABLE 1

Admissions to care and Family case openings 1reopenings
in the Unit~d Counties of Stormont, Dundas and Glengarry

Admissions to care in the United
Counties of Stormont, Dundas and
Glengarry

Admissions, Chi1dren under age 4

Admissions, AlI children

Children in care lit Year End

Family Case Qpenings/ Reopenings

Year of Admission or Opening

1992 1993 1994 1995 1996

39 29 18 39 48

114 102 124 121 115

190 178 192 184 173

844 900 867 827 905

Child Welfare Legislation in Ontario

Children's Aid Societies in Ontario are mandated to investigate allegations and to protect

children under the age of sixteen who may be in need of protection under the Child and

Family Services Act of1984 (C.F.S.A). It grants Children's AidSocieties the right to admit

children into care in three ways:

• Through a voluntary agreement signed with the parent or person having custody of

the child.

• Through a court order, where a child has been determined to be in need ofprotection

under sub-section 37 (2).

• Through an apprehension, when the society believes a child is in illlffiediate risk and

cannot be safely left in the .care ofthe parent or person having custodyof the child,

in the time it takes to hear this matter in court.
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In an cases where the society.apprehends a child from a parent's care1 the society hasfive

days to either: appear before afamilycourt judge to request an interim order to keep the child

in the society's interimcare; or return the child to the parent from whom the child Was

removed. In its initial court application1 the society has to define why it believes thechild is

"in need of protection" as defined by sub-section 37 (2) of the C.F.S.A. Any court

application must include an affidavit clearlyexplaining the reasons for the sdcieti s actions1

which has to be filed at court and served on the parents.. While the court application is usüally

prepared by the admitting worker1 iUs reviewed by a supervisor and by the agency lawyer1

whdthust apptove the cdhtents. The patents are encouraged to get a lawyer andto respohd

to the societisapplication.

Prior to the new amendments passed in 2000 1 there were twelve reasons listed under C.F. S.A.

sub-section 37 (2) as to why a child might be "in need ofprotection1> AlI twelvereasons are

outlined in Appendix.A. These reasonsdo not specifically refer to abuse and neglect but

focus on harm and risk .0fharm.Clause 37 (2)(b) "substantial risk that the child will sufter

physicalharmnwas used formost of the negleet cases.

The Ontario Child Welfare Eligibility Spectrum

For thepurposes ofthis study1 the Ontario Child Welfare EligibilitySpectru1l1(Ontari01 2000)

has been usedas the tool to classify the reasons for admission.

The OntarioChild Welfare Eligibility Spectrum isone of a number of tools introdûced in

Ontario along with the Safety Assessment and Risk Assessrnent as part of the Ontario Risk

Assessment Model (Ontari01 2000). Other tools include the Toronto Parenting Capacity

Assessment (Steiflhauer et al. 1 1995) designed to assess the risks to children in their family

settings, and OnLac(Trilliuni Foundation1 1999) which assesses theneeds ofchildrenincare.

OnlytheRisk Assessment Model and Safety Assessment, in earlier draft versions1 werebeing

ûsed during this period by the local C.A. S. when cases were initiaIly investigated but were not

used consistently.on ongoing cases. None of thesetools were being used in a consistent
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manner by a majority ofChildren'sAid Societies (Trocmé et al., 1999). Since thé Eligibility

Spectrurn was designed to rate the need for service based on inforinationfrolIla refetral

source, shared either through an interview or through correspondence, it appearedto be the

best tool to classify the reason for admission based on file documentation. The Ontario Risk

Assessment .Model, Parenting Capacity Assessment and LookingAfter Children depéhded on

rating many factors which were notclearly known at time ofadmission nor easilyavailable

from file documentation. The Safety Assessment (Ontario, 2000) is a t.ool to détermine

whether children areunsafe in their own homes àt the point of initial contact between child

protection worker and fanlily. It had sorne value as a tool to classify reasons for admission,

howeverit lacked the detail descriptions and the clear relationship to the legislationthat had

been built into the Eligibility Spectrum.

The Eligibility Spectrum wasfirst introduced in 1997"to assist. Children' s. Aid Society staff

in making consistent and accurate decisions about eligibility for service at the time ofrefetral"

(Ontario, 2000, p.1) based on verbal or written information shared by a referral source. Even

though it was not designed to identify a reason why a child was ad.rnitted to care, it is very

suitable for applying to the child protection worker' s recorded description of what concern

was being investigated that resulted in a child being admitted to care. It is based on

classifying an allegation, notassessing an interaction or process. Thistool hasbeen mandatëd

for provincial use and careful work was put into developing this tool s.o that it reflectsboth

the legal requirements of the C.F. S.A. and also the concerns ofchild welfareprofessionàls in

Ontario. As the Eligibility Spectrum and was originaUy constructed fromcateg.oties and

descriptots from theChild Well~BeingScales(Magura & Moses, 1986), it has a sttong focus

on neglect issues and uses descriptors that can be easily related to common child welfare caSe

situations. The Spectrull1 was adapted in March 2000 to reflect the new amendments to the

c.F.S.A.
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The Eligibility Spectrum is a two-dimensional matrix, with the vertical axis denoting the

reaSons for service based on the legislation (Table 2). The reasons for service arebroken

down into· ten sections ofwhich the firstfive are the most relevant to·child protection: l)

Physical/Sexual Barm by Commission, 2) Harm by Omission, 3) Ernotional Harm, •4)

Abandonment/Separation, 5) Caregiver .Capacity. Under non-protection services only

Request for Adoption Services is releva.nt whichis listed as 7-E. Each of the protection

sections are broken dOWIl, each with.its own scalesand levels ofs~verity. "Eachscale

contains an interpretive statement which explains the.rational behindthe scale and links it to

the current literature on the subject" (Ontario, 2000, p. 5). The horizontal axis describes four

levelsof severity: extrernely, moderately, minimally and not severe. Norrnallyonly

"extremely" and "moderately" severe justify a child protection intervention but sOrne

"minirnally" severe situations maybeconsidered as secondary factors. The levels of severity

were drafted to indicate the required investigation response time and the immediacy of the

risk identified. A rating of "extremely" severe in the first three sections,Physical/Sexual

Harm by Commission, Harm by Omission, and Emotional Harm indicates that sOrne fotm of

harm is alleged to have already occurred.
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TABLE 2

Eligibility Spectrmn Code Table

Eligibility Spectrnm Level of Severity

SECTION

1- Physical!
Sexual Harm
by
Commission

2- Harm by
OIllission

3- Emotional
Harm

SCALE

1-1 Physical Punishment and/or
Maltreatment

1-2 Cruel! Inappropriate Treatment

1-3 Abusive Sexual Activity

1-4 Threat of Harm

2-1 Inadequate Supervision

2-2 Neglect of Basic Physical Needs

2-3 Caregiver Response to Child's
Physical Health

2-4 Caregiver Response to Child's
Mental, Emotional,
Developmental Condition

2-5 Caregiver Response to Child
under 12 - Who has ComIllitted a
Serious Act

3-1 CaregiverResponse to Child's
EmQtional.Harm or Risk ofHarm

3-2 Adult Conflict

Extremely Moderately Minimally

4- Abandonment 4-1 Orphaned! Abandoned Child

4-2 Caregiver-Child Conflict ! Child
Behavioùr

5- Caregiver
Capacity

5-1 CaregiverhasHistory of
Abusingl Neglecting

5-2 Caregiver InabilitytoProtect

5-3 Caregiver with a Problem

5-4 Caregiving Skills

7-E:Request for Adoption Services
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Community context

This research took place in the United Counties of Stormont, Dundas and Glengarry· (S.D.&

G.), an easterrt Ontario community wruch borders the Province ofQuepec and New York

State. The population is approximately 105,000 people, with slightly more than 4J%ofthe

population residing in the city of Cornwall with the rest of the population scattered in a mi~

of ruralcommunities and small tOwns and villages. The majority of the populationis

Caucasian and English speaking, with approximately 23% Francophone families. Services are

offered by the agency in both English and French. Thereis a small Native. Anlerican

cornmunity living on Mohawk Tetritory next to Cornwall, \Vith sorne members living in the

city. They are served by the local C.A.S. for child protection purposes but have their own

support prograrns. There are very few visible rninorities although this is gradually changing.

During the period covered, there wasa large amount of low rent housing, induding

subsidized housing, and there is no observable homeless population. The population tends

to be fairly stationary and the.agency doesnot serve a large transient population. There are

four women's shelters, induding one Native shelter, which serve mothers and children both

from within the county and from the surrounding jurisdictions.

The average family income ill the S.D.& G., induding Cornwall, was $49,762 in 1996

(Eastern Ontario Health Unit [EOHU], 2000) which is lower than the provincial average of

$59,830. Thëaverage family income in Cornwall was $43,310, with families in the city being

less weIl off and more dependant on government transfers. Female lone parent incorne in

Cornwall averaged $24,173 comparedto $26,802 across S.D.& G. and $30,182 acrossthe

province (EOHU, 2000). According to data broken down by county, Stormont County has

more lone parent families (16.7%) than the counties of Dundas (10.2%) and Glengarry

(10.5%), since approximately 72% of the population of Stormont is made up ofresidents of

Cornwall, and more single parents appearto live in the city. In 1996 14.4% ofOlltario

families were headed by alone parent. S.D.& G., including Cornwall, has fewer adults with

sorne university education than the provincial average, and more adults without a high school

certificate (EOHU, 2000).
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Hypotbeses

The goal ofthisstudy is to analyze why children under four are being admitted to care,.with

thehypotheses that, in at least one Ontariojurisdiction:

1- the Ontario Child Welfare Eligibility Spectrum can be used effectively to

represent the various reasons why children are admitted to ca.re;

2- using the Spectrum, most children who have suffered harm will be admitted

for situations ratedas extremely severe in the first three sections of the

spectrum: Physical/Sexual Harm by Commission, Harm by Omission, and

Emotional Harm, however many more children will be admitted for reasons

covered in the section Caregiver Capacity;

3- the lack ofa dear definition ofneglect has not prevented children. from being

admitted to care based on the broad range of concems classified·as n.eglect;

4- significantly lUore children are admitted due to child protection workers'

concerns about the risk that a child may sufferharm in the future than because

there are indications that a child has already suffered physical or

developmental harm due to abuse. or neglect;and

5- while there are many similarities among the falllilies involved with child

welfare agencies, there are significantdifferences between those familieswho

are seen to be potentiaUy harmful and those who have actuaUy caused harm

to their children.

2 METHODOLOGY

Using the local Children' s Aid Society' s database, aU children under the age of four who

were admitted tocare between January 1,1992 and December 31, 1996 were identified and

studied. The total number of applicable admissions over tbis five year period was 175,

involving.129 childten and 93 mothers. Thitty-fourchildren were admitted on more than ohe

occasion with two children being admitted five times during this period. Subsequent
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admissions were not included once a child tumed four. Excluded from thissample were

children transferred to the society' scare from another jurisdiction and childrert who were

admitted more than once, as part of a planned parental reliefprogram, were onlycounted

once in each calender year. Each admission was looked at separately, especicilly findings

related to reason for admission and degree of harm. Findings regarding the profiles of the

children admitted and their mothers were also assessed by child and by mother so as to factor

in the effects of repeat admissions and admissions of sibling groups.

Ir1forrnation was gathered from reviewing Family and Child files and was therefore dependent

on the accuraçy of the person who initially recorded the information. The local. Children' s

Aid Societymaintains records similar to most other agencies in the province: there isa Family

file .maintained on each family involved with the Children' s Aid Society, usually listed under

the name ofthe mother, and a Child's file for each child who is brought into care. Unless or

untilchildren are admitted to care, information on them is usually recorded as part of the

FamiIy file.

A file survey questionnaire was graduaIly developed based on many ofthe factors identified

in the literature as related to childmaItreatmentor child placement and which could be found

in a majority ofthe files reviewed. There were manyfactors identified in the literaturewhich

might have been significant, however there were insufficient details recordedon the files to

rat.ethem. Each file survey questionnaire was cornpletedbased on the documentation on file,

such as workers' case notes and case recordings, court affidàvits, asseS$mertts and case

conference minutes, frorn both the Family and Child files. One researcher completed a.Il the

questionnaires using information recorded in. the files by many other· workers and

professionals. Whenever there were conflictingdetails, information that was sharedwith the

parent was used in preference to a worker' s personal recordings, asthe parent eitherplayed

a role in the gathering ofthat information or had a chance to comment on il. A copy ofthe

File Survey Questionnaire. can be found in Appendix B.
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Information was gathered whenever possible on the following areas:

• Demographies: location, mother's race and language, family size, ~ibling set, repeat

admissions.

• Child Characteristics: age, gender, prematurity and birth weight, birth order, special needs

and behaviour problems.

• Family Status: caregiver at time of admission, mother's and father's involvement

prior to admission, marital status and stability, and mother's present partnership.

• Mother factors:

mother's childhood: childhood disruption, abuse, foster placement, c.A.S.

involvement, adoption.

mother's lifeskills: age offirst live birth, early independence, education level,

work experience, dependencyon social assistance.

mother' s handicaps: intellectual, physical, psychiatrie.

mother's Support Systems: part of community, farnily support system, housing,

riskbehaviour: substance abuse, aggression, criminal behaviclUr, transiency,

partner's criminal behaviour, spousal violence.

history ofinvolvement with c.A.S., as a parent: active with local c.A.S., with

other c.A.S., number ofknown children, past attachment issues, past history of

abuse.

For factors related.· to the child or caregivers, their past history or history of agency

involvement, a wide range ofdocumentation was used, especially assessments completed by

the family courtclinic or other external professionals, even though this information may have

been obtained years after the admission and was not knownto the worker aUhe time. FOf

child factors, the statement of live birth was relied on when available, followed by the

admission social history. In trying to rate factors for the mother and the child, most section.s

ofthe child and family files were examined. Ifit was not possible to find.any information for

a specifie factor, it would be rated as unknown if there was generally very little information

on the file. In those cases where there was a fair amount of other in.formation on file
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regarding other factors, it would be rate it as "not identified as a concern".

Child'sage at admission was calculated based on the child's date of birth and date of

admission.. Mothet's ages at child's date ofbirth andatadmission were calculatedbased on

her date ofbirth. The age ofmotherat birth offirst child wasentered in years as theactual

date ofbirth of earlierchilqren was not on file in many cases and had to be guessed at based

onstatements onfile, reflecting information shared by the mother or anothet source. In sorne

cases there was ina.dequate inforrriation to kn6w if there were otherchildten, espetially in

cases ofmothers who moved to the area from anotherjurisdiction.

AdmissionStatus

The admission status was determined based onwhether there was a clear voluntary agreement

ora court application on file.

• Caseswhere children were admitted without a clear written or verbal agreement, \Vere

counted as apprehensions, even though an agreement could he arrived at within five

days.

• Where there wasa new court application, the sections ofthe C.F.S.A. underwhich

the child was admitted werealso tracked, to see if there was a dear relatibnship

between the reason chosen from the Eligibility Spectrum and the legislatioll.

Documenting Barm

Harm as defined in the C.F.S.A and the Eligibility Spectrum includes physical, semal,

emotional and developmental. In many filesthere was documented evidence ofphysical and

developmental harm; however evidence of emotional harm with childrénthis a.ge could not

be established as independent from other forms ofemotional trauma, including the effects of

separation and placement. Barm was rated under three different categories:

cadOl physical harm due to abuse (acts of commission),
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cad02 physical harm due to neglect (acts of omission), and

cad03 signs of developmental harrn;

using the following rating scale:

1) No evidence of any harm.

2) Minor unexplained bruises, scratches, rashes, or delays which could befoundon

similar age children in any nursery or daycare, ifthere was no suggestionthat they

were the result ofcaregiver behaviour.

3) Minor unexplained bruises, scratches, rashes, or delays where there was a written

suggestion that these were likely to be related to the caregiver' s behaviour.

4) Clear signs ofharm were there was a strong indicatiOn that the harm was related

to parental behaviour.

5) Severe harm, such as broken bones, internaI injuries, failure to grow Or develop,

requiring hospitalization or specialized treatment, whete there was a strong

indication that the harm was related to parental behaviour.

For each admission, signs ofharm were rated for the child under each ofthethree categories

and for anysiblings in the home based on court records, admissionmedicals, admission social

histories and case recordings.

The rating of harm focussed on signs of harm either just before or within a few days after

admission, not indicators that may have shown up weeks later. The rating also did not

consider new information or explanations discovered later. In sorne ca~es there were clear

indicators of harm known to the worker prior to admission; in those. cases this harin waS

considered in how the reason for admission was rated. In cases where the signs ofharin were

only noticed after admission, the level ofharm was ratedbut this inforrnation was not t1sed

to change the reason for admission. In rnanycases marks orinjuries wouldbe scoredunder

both abuse and neglect, iftherewas.no clear explanation or ifinjuries appeared to befurther

complicated by the failure to seek medical attention. Indications ofharm due to neglect were

harder to rate relative to the reason for admission as sorne childre:n' s problerns were more
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chronic, such as children with birth defects where prenatal or post natal neglect Was

suspected, rotten teeth due to baby-bottle syndrome or poor weIl water, asthma in children

wherecaregivers allowed smoking in crowded apartments. In cases where a child was

admittedmore than once, these possible signs ofharm were considered for the first admission

but not for subsequent admissions unless there were concerns that the parent' s behaviour was

continuing to aggrava.te the problem.

Where there were siblings in the home at time of admission, whether they wêre a.dmitted or

not, a sibling score was rated for eachofthe three categories, using the highest score for any

of the siblings where harm was documented. Combined scores for the three categories of

harm were calculated for both the child and siblings under

cad 10 child suffered harm due to abuse or neglect or

cad Il sibling·suffered harm due to abuse or neglect

and a third combined score,

cad 101 either suffered harm due to abuse or neglect,

based on the highest score from eitherthe child or sibling category.

Rating Reason for Admission according to the Ontario Eligibility Spedrum

In reviewing the files, a primary and secondary reason for admission were determined based

on categories outlined· in the Ontario Eligibility Spectrum. Just as the referral sOurce may

report a number ofdifferent issu.es,allofwhich could be a concetnand may fit into different

scaIes, the reasons for admission usuaIly include a variety of concerns.Whatwas apparent

in many cases was the compIexreiationship between.a number ofissueswhichpIayed a role

in theworker's decision to admit. Inthis study, the rating of the reason according to the

spectrum dèviated from the guidelines in two areas: .1} The Spectrum guides the worker to

rate the primary reason. according to which reason bas the highest severity rating and then

what reason cornes first in the scales. Instead this study used the spectrum rating that

appeared closest to the reasons emphasized in the worker' s records, rather than where they
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ranked in the scale. 2)TheSpectrumreflectsan aHegation that is not necessarily specifie to

one child, but to a family. In cases where one child was abused, PhysicallSexual Harrn by

Commission, but not aH the children, the reason for the admission of the other children was

rated as Caregiver has a History ofAbusing / Neglecting, unless a pattern of abuse \Vas also

identified with those children. Asa check on rater reliability, twenty cases, chosen at randorn,

were also rated by an experienced child protection worker who was familiar with rating cases

at point of referraL

The following is an example of a more complex case, in terrns of determining reasOn for

admission. A young couple John D .. and Jane S. had.a young baby; the agency bécarne

involved due to concems related to aHegations ofAdult Conflict andCaregiving SkiHs. The

worker learnt that Jane had separated from John and was staying with a frieI1d, where thete

were inadequate sleeping arrang~J:nents for the.child, and inadequate.baby-food and supplies,

Neglect ofBasic Needs. Arrangements were made for the child to stay with an aunt for a few

days, until the child was admitted to hospital for a planned operation, however the aunt was

nota long term option. During the hospitalstay, the hospital reported concerns.about the

parents. arguing loudly in the ehild's room, Adult Confliet, and Joan talking about being

depresséd and wanting to harm herself, Caregiverwith aProblern. Arrangernents were rnade

for the ehild tobe diseharged to another relative to givernore tirne to work out parents'

issues but, ontheday of diseharge, the worker was told that the relative aHegedly abus.ed

another ehild years ago, Caregiver hasa History ofAbusing / Neglecting. At that point the

worker apprehended the ehild and plaeed the ehild in eare. Eaeh of these factors played an

importa.ntrolein thereason for admission and it is likelythatdifferent workersrnight ratethe

primary reason differently depending on their OWn biases. In thisease, the prirnaryreason

was rated asNegleetof.13asic Needs beeause this was the reason that first led to the decision

to have the child stay elsewhere, at least ternporarily, even themgh concerl1S regarding Adult

Confliet and Caregiver with a Problem were serious.. Ifthe ehild had already been placed with

the relative withthe history ofabuse, it would have been rated Caregiver has a Histoty of

Abusing / Negleeting.
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Analysis

Data were analysed using SPSS v. 7.5 to determine means and frequencies and, to compare

variables, cross tabulations using chi-square were used for bi-variate comparisons on most

variables, and ANOVA was used to test forsignificance when comparing the mean ages of

the children and mothers for various sample subgroups.

Mostofthe variables under the categories: demographics,child, family status, mother factors

tegarding her childhood, lifeskiUs, disabilities, support systems, risk behaviourand histoty of

involvement with C.A. S.as a parent, were initiaUy coded with four values..For arialysis, these

were recoded to two values reflecting when various factorswere 1) less of a concetn or 2)

more present as a concem. These recoded variables wete analysed by admission, by child and

by mothet to give a general picture of the population of children and. their families. They

were then analyzed, using cross tabulations, tosee ifthere wasa relationship between these

variables and·the cases where children suffeted harm.

Levels of harm were analysed as a nominal values,· using cross tabulations to relate them to

the child, family status and mother variables. Due to the low Immbers of children sufferihg

clear and extreme harm, using ANGVA to analyze level of harm as an ordinal variable was

not as informative.

A new variable was created.in each case, showing whethet each SpecttUm scale was present

as either a primary and secondary teasons for. admission. Using this combined variable, the

top tenreasonsfor admission were compared, using the multiple response featuIe in SPSS,

to check fot differences related to levels ofharm and admissionstatus.

The reasons for admission, using tbe Spectrum, were also grouped under a new variable with

the values:

1 Scale includes aUegation· of harm fotaU cases where. the primary reason for

admission was rated "Exttemely Severe" in the first threesections: Physical /
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Sexual Harm by Commission, Harm by Omission, and Emotional.Harm, and

2. Scale does not inc1ude aUegation ofharm for aU other reasons and/or lower leve1s

of severity.

3 FINDINGS

It was c1ear from reviewing the files that information was frequently inaccurate. Workersmay

have been rushed or care1ess in recording· the information, parents and relatives often had

reasons to portray a situation either more positively or negatively, and parents sometimes

tried to cooperate by guessing at forgotten information. In sorne cases parents shared

different details from one admission to another; even details such as length of pregnancy or

birth weight, or spelling of a child's name, wherethere would appear tobe no reason to

deliberately alter the information given. Even in the agencydatabase onchildren admitted to

care there were a number of inaccuracies around their dates ofbirth, legal spellingof names

and reasons for admission. The database tended to be more accurate around dates of

admission and placement changes as these were important for foster payments, andmistakes

would be picked up by the foster parents. As expected, there usually was mbre file

information on children who remainedin care longer or whose parents were wellknownto

the agency.In a small number ofcases, usually where childrenwere in care under one week

or where the family was from another jurisdiction, there was very litde information on the

parents' background or family situation. Court applications were usually filed ifchildren were

in care over five days, Statements ofLive Birthwere usually only sought after30 days in care

a.nd court c1inic aSSessments were sought where long term planning was required.

There were 129 children under the age of four, admitted during this period, totalling 175

admissions. Occasionally it was hard to calculate family groupings as family characteristics

sometimes changed over the period, siblings were sometimes .admitted atdifferent tîmes,

especiaUy younger children admitted at birth after oIder children had aIready·beenplaced.
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Families were gtouped by mothers for the purpose ofthis study..There were 93 mothers

counted, although three were uninvolved and therewas almostno information on file. There

were two mothers caring for their partners' children, who were oider than four, and one

mother who was caring for a step~child, under the age offour, along with her own two. The

biological mother of that child wasalso included as she was fighting for custody and there

were details ofbothmothers on file.

Demographies: (93 families)

• 71% bf the famifies were fiving in Cornwall at time of admission, even thbugh

Cornwall has less than 46% ofthe· population. 20% lived in.thecounties. 4%lived

on Mohawk territory and the remaining lived either in foster care (2) br Were

travelling through the region (2).

• 85% of the families were .English speaking, with 11% being mixed French/English,

and 4 % pritnarily French speaking. No other languages were identified.

• 86% of the mbthets \Vere White, with 13% Native, and one wasBlack.

• Most of the families were small, with only 10% having four or more children.

Sibling Groups and Repeat Admissions: (175 admissions)

44.6% of admissions involved a single child. 10% of the children were admitted as

part of a sibling group of four or rnore children.

• In 9% ofçases (16) notall the children in the home wereadmitted, ustiâlly in cases

Where the admission was voluntary (11), or wherethe youngest child (5) Wasseen to

be the one at greatestrisk. In one case, an.infant was left in the care ofthe patent

when the older child was apprehended, as the excessive disciplinewasn'tseen aSa

risk to the infant.

• 55.4% ofchildren were admitted·as part ofa siblinggroup. In 29% ofadmissions aIl

siblings were under four and were part bf this study.

• Of the 129 children admitted over this period, 74% Were admitted only once before

turning four; 20% -- twice; 5% -- three times; and 2% -, five times.

-25-



• Eight children had been in care at least once before January 1992.

Child Characteristics: (129 children)

• The. mean age of the children admitted to care was 1.7 yearS, with 43% being under

a year old at the time oftheir firstadmission during this study period.

• Boys were more likelyto comeinto care than girls, 55.8% vs 44.2%.

• 10%. were born premature, under 37 weeks; based on 116 out of 129 children.

• 9.4% were under 2500 grams at birth, based on 117 out of 129children.

• II.8% were seen as having sorne type of special need, physically, medically ot

developmentally; based on 127 out of 129children.

• 25% were seen as having some behaviour problems which frustràted the parent or

alternate caregiver; based on 127 out of 129 children. Evidence of sorne behaviour

problems changed slightly from 23% offirst or onlyadmissions to 25% based on last

or only adnlissions.

• 31 % ofchildren admitted were the first born child, based on 124 out of 129children.

• 81 % of thechildren admitted were a mother' sfirst, second or third born child.

Caregiver at time of Admission: (175 admissions)

• In 17% both mother and father were caring for child at time ofadmission.

• In 56% mother was the maincaregiver.

• In only3% ofcases waS father caring for the childindependent from the mothet.

• In 25% ofcaSeS the child Was with andther caregiver at time ofadmission; either With

a very temporary caregiver (25); such as a babysitter or in a temporary placement

(18). These children were either admitted due to concerns about the temporary

placement or due to concerns about the potential of the parent resuming care. of the

child.

• 17 children were admitted at birth. In those cases, the parents were Consideted. the

caregiver if the mother was still in the hospital al the point theagency tbok over

guardianship of the child.
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In oruy 8 % of the cases was the mother not considered the usualcustodial parent.

Marital Status and Parental Relationships: (175 admissions)

• At time of admission 8% of mothers were married, 32% were in common-Iaw

relationships, and 60% were single; based on 172 out of 175 cases.

Of the mothers who were married or in a common-Iaw relationship, approximately

40% had partners who were out ofthe home, either due to their relationship being in

som.e type oftransitioll or where their ability to live together was restricted due to

criminal or c.A. S. sanctions or because the partner was in jail.

74% of mothers were not living with the father of any of their children.

• Fathers were in the home in 22% of the cases, and lived separately but had regular

access in another 20%.

• 48% offathers played a very limited role (41) or were uninvolved(43).

With 34% of the children there was no father listed at birth; based on 94 out bf 129

children where therewas a Statement ofLive Birth or other birth registration form on

file.

Mothers' Situation: (93 mothers)

Average age of the mothers at the time ofthe child's admission was 24.9 years, with

29% being under 20 years old when their first child inthis study was admitted.

• 74% gave birth to their first child before they turned 20, and 39% gave birth to their

first child before they tumed 18; based on 89 out of 93 mothers.

80% had left home before they tumed 18; based on 70 out of93m.others.

85% had not completed High School or Grade 12, with 25% not proceedingpast

grade nine; based on 82 o:ut of 93 mothers.

• 80% had almost no wbrk experience; based on 73 out of 9Jm.others.

• 97%. were very dependent on social assistance; based on 84 out of93 mothers. In

most cases, it did not appear that dependency on social assistance was a tem.porary

situation resulting from a recent crisis. There was evidence that som.em.others or
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their partnets made money through illegal activity, butthis was hardto track.

Disabilities: (93 mothers)

Physical or intellectual disabilities were not identified as common factors. Gnly one mother

was identified as having ongoing physicaI disabiIities, while two others hadtemporary injuries.

There was sorne evidence that many of the mothers had trouble inschool,atid may have had

low average to borderIine intelligence. Mental health problems Were more common, with

22% of the mothers having either a recent mental health crisis, just before admission, ora

history of sorne mental health problems requiring some medication or treatrnent.

Mother's Family Support and Housing: (93 mothers)

• 59% ofthe mothers had been raised mostly in the area, 22% had moved to this area

in the past three years. and 19% were very new to the area.

• 60% reported some family supports able to he1p out on an ongoing basis or in a crisis;

40% had Iittle or no family support. The quality of the family support was hard to

measure, as relatiotiships could have positive and negative aspects at the same time.

• At least 76%. of mothers were notiiving in the same residenceas they were in two

yeats before, and had experienced a number ofhousing changes. There wereno cases

where mothers owned theirhome; based on 162 out of 175 admissions.

In 37% of cases the mother's housingsituationat the time of the child's admission,

was very short term and they were in a shelter, in transition, or being evicted.

Mother's.Childhood: (93 mothers)

In many cases there was very Iittle information on the mother' s childhood, oronly one factor

was mentioned. In approximately 75 cases there was sufficientinvolvement or information

to indicate whether chiidhood concerns were raised.

• 60% were not raised in intact famiIies, that is, they were .not raised by both parents,

complicated by further changes in parental figures, or they wete raised for a

substantial periods out of the family home.
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72% of mothers were raised in families where there was sorne involvement with a

child welfare agency.

• 55% ofmothers had spent sorne time in foster care themselves.

• 62% reported being abused by a meaningful person in their childhood.

• 8.5% ofmothers were adopted, based on 82 out of93 mothers.

RiskBehaviours:.(175 .cases)

• Problems related to mother' s substance use or abuse wete mentioned in 48% ofcases,

but factoring in repeat admissions and sibling groupings, this represented

approxiroately 43% of the mothers.

• In 32% .of cases involving approximately 25% of the mothers, mother's aggression

towards others, usuallya partner, a relative or police, was rnentioned.

• Somehistoty .of criminal charges showed up in 19% of cases,. involving 19% of

mothers;most involved minor charges.

Of the mothers who had partners, orny 9% of the partners appeared to have no

criminal convictions.

• In 31% ofcases, involving 29% ofmothers, sorne pattern oftransiency was identified,

with approximately 12% showinga pattern ofmoving from jurisdiction tojurisdiction.

• In approxil11ately 60% of cases, inv.olving 61%. ·of the. mothers, there was sorne

pattern, either present or past ofspousal violence. Verbal violence was onlyinc1uded

where it appeared to have been serious and a possible risk issue. This study did not

recordwhether tlle m9ther orpartner was the primary source ofthe viol~nce; inmàny

cases physical conflict was reported between the couple with differing versions

regarding the primary aggressof.

History of involvernent with C.AS ..: (175 cases)

Looking at C.AS. involvement with themother, not as a child but asa parent, most families

were involved with Children's Aid Societies before the incident which resulted in the child's

admission.
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In 63% of cases, the local agency was irlVolved with the family as an ongoing

protection file prior to the child's admission.

In 7% ofcases, the local agency was still at an assessmertt/investigation stage whert

a new concern resulted in the admission.

In 14% the local agency hadprevious irtvolvement with the family but the file Md

been closed and just reopened prior to admission.

• In 15% of cases, theagency had no involvement prior to the incident or concern

which resulted in the admission.

• In 43% ofcases, the family had sorne history of involvement with another·child

welfareagency, and this involvement may have played a role in the decision to admit

the child.

In only 7% of the admissions, was there no evidence on file of any previous

involvement withany child protection agency prior to the incident or al1egation

resulting in admission of the child.

37% ofthe mothers had lost care ofanother child at the point their first child in this study was

brought into care; based on 90 out of93 where there was information. Insome cases these

were first born children given up for adoption, other times the children were in the care of

another parent (father) or grandparent, where the C.A. S. had no raIe in the decision; inother

cases they had already gorte through a process where a child was removed permanentlyby a

child welfare agency.

In 35% of cases there had been suspicions, prior to admission, that the child had. suffered

harm due to abuse Or neglect. This varied from 30% based on first admissions duriIlg study

period,t035 % based on the last or oIlly admission; based on 126 out of 129 children. In

Il% ofaIl admissions the agertcy records irtdicated that the mother was previously believed

to have causedsome harmprior the child's admission. Themajority oftheSe cases involved

harm due to neglect.
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TABLE 3

Matching ofEHgibiHty Silectrum scales byfirst and second rater.

Second Rater

First 1~ 1 Physieal Foree / Maltreatment
Rater

1-3 Abusive Sexual Aetivity

1-4 Threat ofHarm

2-2 Negleet of Basic Physical Needs

2-4 Response to M/EID Condition

3-2 Adl.lIt Confliet

4-1 Abandoned Child

5-1 History of Abusing/ Negleeting

5-2 Inability to Proteet

5-3 Caregiver with a Problem

5-4 Caregiving Skills

2

2

6

6

il 1-1

1*

1-3 1-4 2-2 2-4 3-2

2

4-\ Sc 1 5-2 5-3 5-4

4*

4*

\*

Total

* choiceof Scales Match

20 2
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Using the Eligibility Speetrum

For someone familiar with thetool, the Eligibility Spectrum was fairly easy to apply andwas

able to reflect a broad range of situations under which childrencame into care. When

counting both scale and severity, there are 52 possible options. This variety alldthe clear

descriptors made it easier to find one or more categories that fit the narrative reasoris outlined

in the workers' records. There wete problems trying to select which of several possibilities

best described the reason that resulted in placement. A second researcher independently rated

the reason for admission in twenty randomly selected cases, using the EligibilitySpectrum,

after reviewing· file documentation. There was a lot of variance. (50%) in the selection of

scales between the first and second researcher. Table 3 shows the variance between their

ratings.

There was.a match between firstrater and second rater in the fol1owing ways:

• Both raters' primary scaleand sêverity 7

• Both raters' primary scale, different severity 3

• First rater' s primary scale and second rater' s secondary scale and severity 1

• First rater' s primary scale and second rater' s secondary scale, different severity 2

• First rater's·secondary scale and second rater's primary scaleand severity 4

• First rater' s secondary scale and second rater' s primary scale, different severity 1

There was no match in two cases.

In this study, the reasons for admission. were quite varied, covering 16 out of 18 possible

scales in the. Spectrum, with only Cruel/lnappropriate Treatment(l-2) andCaregivêr's

Response to Child Under 12 Committing a Serious Act (2-5) not present. Table 40utlines

the primary and secondary reasons by Section, Scale and Severity, and thenumber oftimes

either reason was present. Counting both primary and secondary selections,there were a total

of 337 responses, out ofa possible 350. In 13 cases there was no secondary scale rated.
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TABLE 4

Primary and secOlldary· reasolls foradmissiQIl by Eligibility Spectrum'Scaleand levelof severity

EHl!ibility Spectrum Code Primary Scaleby Severity Secondary Scale by Severity

2-4 Response to MiEID Condition 2

9 3

9 3

12 9

4 4

J6 J3
.._--.~-_._.-........--._--- "---~"-~"'-'-----"--~---~-----

iU)

2.<)

13,7

2

'i

20

15

2b

24

15 S.1l

20 Il.4

<) 5.1

4 2.3

48

53

!!
UI
lU

---~._~--_.-

27 15.4

::! 1.1

24 I.U

Min

8

15

14

Mod

3

2

3

Exl

2

18

3 26
--

4 3

3 8

4

2

7 15 2

!!

4

lO

19
-
29
--
7

Il

4

2 2

2 24

2

15
-
17
-

3

Min

3

3

()

6

9

3

5

3

6

2

ModExt

2

6

5

2

5

2

J3

J9

2

5

!!

8

9

5

24

24

Total

4-1 Abandoned Child

4-2 Child Behaviour

3-2' Adult Conflict

Total

3-1 Cllusesl Response toEmotional
Haml

1-1 Physical Force / Maltreatment

1-3 Abusive Sexual Activity

1-4 Threat of Hann

Total

2-1 Inadequate Supervision

2-2 Neglect of Basic Physical Needs

2-3 Response to Physical health

Total

Suie

Emotiollal
Harm

Abandollmellt

Harm by
Omission

Section

1- HarOl by
Commission
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TABLE 4 (Continued)

Primary ~md seconda.ry re~lsons for ~ldlnission byEligibility Spectnlm Scale mullevcl of severity

Eligibility Spectrum Code l'rimaryScaRe by Severity S~condaryScalc by Severity Eithcr

189

Section

5 - Caregiver
Capacity

ScaRe

History of Abusing/ Neglecting

5-2 Inability to Proteet

5-3 Ç,uegivefwith aProblcm

5-4 Caregiving Skill$

Total

!l Ext

30 23

9 8

50 33

12 12
-

101 76

Mod

7

15

23

Min

2

2

13

33

23

88

!l Ext Mod

Il 2

Il 6

Il 22

Il II

44 41

Min

2

3

43

2X

83

35

!l ~{,.

24.6

16

47.4

20

----.......--------------~-~-- .......--- _.._-----~-~.._---~-------_._~-~---

0.66 - Request for Adoption

Total 175 125
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TABLE 5

Ten most frequently occurring scates, as either a primary or secondary reason for
admission, based on 175 cases

Frequency

Order Scale !!

lst 5-3 Caregiver with a Problem 83 47.4

2nd 5-1 History of Abusingl Neglecting 43 24.6

3rd 5-4 Caregiving Skills 35 20

4th 5..2 Inability to.Ptotect 28 16

5th 1-1 Physical Force 1Maltreatment 27 15.4

6th 1-4 Threat ofHarm 24 13.7

7th 3-2 Adult Conflict 24 13.7

8th 2-2 Neglect of Basic Physical Needs 20 11.4

9th 4-1 Abandoned child 15 8.6

lOth 2-1 Lack of Supervision 15 8.6

Table 5 indicate~ the ten scales that were scored most frequently as either a primary or a

secondary reason.for admission. At leastone ofthese scales was selected in aIl 175 cases.

23 .cases had either a primary or secondaryscale not covered in the toptenreasons. The four

most frequently occurring scal~s were in the section Caregiver Capacity, followed by two

which carne under the section Physical/Sexual Harm by Commission. However variables

associated with the different scales in each section tended to varyfrorn.eachother, rnaking

it less valuable to complet~ further analysis by section instead ofscale.

As demonstrated in Table 6, Adult Conflict and Threat ofHarm occurred most frequently as

secondary reasons in combination with Caregiver with li Problem.• Caregiver witha History

of Abusing / Neglecting was frequently associated with caregiver's Inability to Protec1.

Admissions for Physical Force / Maltreatment and Caregiverwith a Problem were most likely

to have no secondary reason for admission.
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TABLE 6

Either .'eason.for ~.dlllissioll hyspectnun - asthey reh.te to ench other

Primary Reason

Section Senle

Secondary reason for adhlission byspt:ctrum seale

!! 0 1-1 1-4 2-1 2-2 2-3 2-4 3-1 3..2 4-1 4,2 5,1 5·2 5-3 5A-
17 5 - 1 3 4 - - - 3

2 1 - - - - - 2

5 - - - - - - - - 2 3

8 2 - - - - - - - - - - - 2 2

9 - 2 - 1 - - - - - 1 2 :;

5 - 1 - - - - - - - 4

2 - - - - - - - - - - :2

9 - - 2 - - - - - - - 2 1 4

12 - - - - 2 1 - - - 4 5

4 - - - - l - - - 1 2

30 - 4 - l - - - 1 2 - II 4 7

9 1 - - - - - - - 1 - 4 3

50 5 3 15 2 4 1 2 1 S 2 1 :; 2

12 - - - - - - - 4 1 7

175 13 10 19 7 11 4
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Admission Status: (aIl 175 cases)

75% ofaIl admissions were through apprehensions or court orders, Court Orders Were

only usedin three cases where the children were already out of the parents' care, either

in hospital or a community placement.

s In 15% of the apprehensions, there already was a court order finding the children in

need ofprotection and the children were either withparentsor a community placement

under a Supervision Order.

s In 17% of the apprehensions the children were either returned home ora voluntary

agreement was signed before the five day requirement to appear in court.

s 25%ofadmissions were through voluntary agreements. Ofthese voluntary agreements,

approximately two thirds were initiated bythe parent. Six of these were planned

parental relief agreements.

TABLE 7

Level of severity in the primary and secondary reason for admission
byadmission status

Apprehension or
Court

Voluntary
Agreement

Primary Reason
for Admission 1

Secondary.Reason
for Adnrission 2

!!

Extremely Severe 125

ModeratelySevere 46

Minimally Severe 4

Total 175

Extremely Severe 58

Moderately Severe 98

Minimally Severe 6

Total 162

%

83.2

60.9

75.4

86.2

72.4

74.7

%

16.8

39.1

100

24.6

13.8

27.6

100

25.3

Je (2, N = 175) = 21.61, Q < ,001
X2 (2, tl = 162) = 22.03, Q < .001

According to the three levels of severity outlined in the. Spectrum, the rating ofExttemely
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Severe was part ofthe primary reason for admission 71% ofthe time, Moderately Severe in

26% and Minimally Severe in 2%. The severity level in situations where children were

admitted under voluntary agreements was proportionately less severe than for children

admitted byapprehension, as reflected in Table 7.

As shoWn in Table 8, the two main reasons where admissions through voluntaryagreements

were likely to occur were: Threat ofHarm and Caregiverwith a Problem. Threat ofHarm

freqll.ently reflect~ a statement of frustration by a parent seeking help. AImost all children

admitted due to History ofAbusing1Neglecting, Abandonment and Lack ofSupervision Were

apprehended.

TABLE 8

Admission by apprehensionor voluntary agreement by top ten reas«ms for

admission (Multiple Response)

Top Ten Reasons for Admission

1-1 Physical Force /.Maltreatment

1-4 Threat ofHarm

2-1 Lack ofSupervision

2-2 Neglect of Basic Physical Needs

3-2 Adult Conflict

4-1 Abandoned chi1d

5-1 History of Abusingl Neglecting

5-2 Inability toProtect

5-3 Caregiver with a Problem

5-4 Caregiviug SkiUs

Total

Voluntary ApprehènsioJ:l or
Agreement Court

!! % %

27 11.1 88..9

24 70.8 29.2

15 6.7 933

20 10 90

24 20.8 79.2

15 6.7 93.3

43 4.7 95.3

28 10.7 89.3

83 42.2 57.8

35 17.1 82.9

314 23.9 76.1

x2 (9, ~ == 314) == 66.21,2 < .001
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Court Applications: (95 out of 175 cases)

Reasons for admission, based on initial court applications were found in 95 cases. Table 9

oudines the clauses checked off in those cases (see Appendix A for definitions). These add

up to more than 100 % as more than one clause is usually checked off As the court

application may cQver several siblings admitted at the same time, the clauses checked offmay

pertain more to a sibling than the admitted. child; this is especially true with physicaland

sexual abuse. Clause (b): "there is a substantial risk that the child will suffer physical harm

inflicted or caused as described in clause (a);" was indicated in 95% of cases.

TABLE 9

Reasons for admission by sub-section 37 (2) of the Child and Family Services Act

Clauses under CFSA sub-section 37 (2)

Clause (a)­

Clause (b) ­

Clause (c)­

Claus.e (d) ­

Clause (e) ­

Clause (f)­

Clause (g)­

Clause (h) ­

Clause (i) ­

Clause (1) -

Physical hann / caregiver caused or failed to protect

Risk ofphysical harrn as outlined in clause (a)

Sexual abuse / caregiver caused or failed to protect

Risk of sexual abuse as outlined in clause (c)

Medical treatment required / caregiver fails to provide

Emotional harm / caregiver fails to provide treatment

Risk of emotional hannas outlined in clause (f)

Child has a MlEID condition / caregiver fails ta provide

Child has been abandoned

Parentunable ta care / brought ta court on consent

NmIlber %

29 31

90 95

4 4

14 15

1 1

2 2

13 14

2 2

Il 12

4 4

Levels of Harm to admitted child or sibling

According to the Spectrum, ifthere is an allegation that a child has suffered harm due to acts

of commission or omission by a caregiver, that reason should be rated aS Extremely Severe

under one of the first three sections: Physical/Sexual Harm by Commission, Harm by
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Omission, or Emotional Harm. As shown in Table 10, there was no evidence onthe child in

sorne cases where harm was alleged; and harm was documented in a few cases rated under

other reasons.

TABLE 10

Type and level of harm suffered by child by scaleindudes allegation of hatm

Not in Spectrumscale 133

Total

Not in Spectrum scale 133

Developmental In Spectrum scale 42
harm 3

Levels of harm suffered by child

None Unclear Minor Clear Sevëre
% % % % %

47.6 14.3 14.3 14.3 9.5

89.5 8.3 2.3

79.4 9.7 5.1 3.4 2.3

35.7 23.8 16.7 14.3 9.5

72.9 19.5 5.3 2.3

64 20.6 8 5.1 2.3

47.6 21.4 19 7.1 4.8

78.2 17.3 3.8 0.8

70.9 18.3 7.4 2.3 1.1

11.9 14.3 31 26.2 16.7

61.7 27.1 9 2.3

49.7 24 14.3 8 4

42

133

175

In Spectrum scale

Not in Spectrum scale

Total

Total 175

Physical harm
due to neglect 2

Physica1 harm In Spectrum scale 42
due 10 abuse 1

Type of Harm Whether Scale includes
allegation of hann n

Physitalor In Spectrum scale 42
developmental
harm due to Not in Spectrum scale 133
abuse or
neglect 4 Total 175

1 X2 (4, li = 175) = 48.88, 12< .001
2 X2 (4, li =175) =34.03, 12 < .001
3 X2 (4, li = 175) = 26.59, 12 < .001
4 X2 (4, li = 175) = 73.83, 12 < .001

The rating ofExtremely Severe in Physical/Sexual Harm by Commission, Harm by Omission,

or Emotional Harm did capture proportionately more children who suffered harm thanthe

other scales or levels of severity. Young children frequently had injuries or health problems

when examined by doctors, child protection workers or police officers,but it washard to
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determine the cause. Most of the children were non-verbal or had difficulty giving detailéd

explanations. Developmental delays could have been caused by a poor levelof care however

this was hard to determine.. Table Il shows the levels of harm documented onany siblings

at time of admission, by the type ofharm suspected.

TABLE Il

Leve1s of harm suffered by a sibling by type and level of harm

Percent of children by Levels of Hann

TI None Unclear Minor Clear Severe

112 75.9 8 5.4 9.8 0.9

112 61.6 24.1 10.7 1.8 1.8

112 69.6 21.4 5.4 2.7 0.9

112 42 29.5 15.2 11.6 1.8

Hann to Physical harm due to
Sibling commission

Developmental harm

Combined physical /
developmental harm due to
abuse. or neglect

Physical harm due to omission

Table 12 describes sorne exarnples ofMinor, Clear and Severe levels ofharm by the type of

harm. There \Vas sorne overlap in the type of harm docurnented, as physical harrn might be

suspected to have been caused an act ofcommission or an act ofomissioIl, but both might be

raised by the workeras possibilities; this overlap i8 demonstrated in Table 13 . Most cases of

developmental harm were also listed as physical harmby omission, and usually the physic(,jJ

harm was rated as equally or more severe. There were orny five cases ofdevelQpmental harm

rated at the Minor level, and none at the Clear and Severe level, which didnot also show up

as physical hanIf by omission.
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TABLE 12

SigllS of harm suffered by childrenàdmitted to care

Levelof
Harm

Minor

Clear

Physical Harm due to aets of
Commission

Small eut near eye, possible famiIy violence.
Number of clear minor bruises, no clear
pattern, but suspicious due to:

referral allegation
harm to other child
anger and stress in hOl\1e
other family dynamics.

Bruises to head, possible headbanging, but
suspicious.

Unexplainedbru:ises and scratches
accompanied byfailureto thrive.
Large bruise, injuries on face,either being
hit or faHing against an Qbject. Inconsistent
discl()sure by child.
Suspicious swelling topenis.
Bruises onbuttocks consistent with
spanldng.
AdllIt bite mark on child.
Slapfuarkon face

Physieal Harmdue to aets of Omission

Clear bruises, possibly due to. aQuse or lackof
supervision.
Poor nutritionaccompanied by sorne dela)'s.
Clearbruises,nopattern, plus signsof cczema.
Unattended scabies.
SuspectedJailure tothrive.
Pale, letllargic appearance, plus past
hospitalizationdue to asthma.
Poor dental, ear infection and a hernia.

Failure to thrive, rash,. develoPl1lental delay.
ChiId hospitalized due toasthma, ill anenùc,
withconcerns ofPoor home conditions,
smoking, inconsistent medical followup.
Child born with defects,possiblydueto cocaïne
use in pregnancy.
R.ottenteeth requiri?g an operation, suspected
babybottle syndrome.
Child with special Deeds hospitalized with
concems about quality ofongoing care.
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Developmental Harm

Delays accompànied by somesigns of
physical neglect such as faHure to thrive,
skin rash.
Delays, flat headalong with allegations
child is usually Icftill crib.
Dclays, accompanicd by lack of affect in
child and Pooriflteractibn by parent.
Delays and behaviour problems in home
with marital violence.
Delays accompanicd bynUInerous
caregiverproblems.

Childwith special needs not màking
expected developmental gains, either
hospitalizcd withconcerns about qualityof
ongoing care or suspected substance abuse.
Failureto thrive, both in>growth and
development.



TABLE 12 (Continued)

Signsof harrnsuffered by children adrnitted to care

Levelof
Harm

Severe

Physical Harm due to acts of
Commission

Admitted to hospital withbrokenbones,
head injuries, internaI bleeding.
Suspected shaken baby syndrome.
Severe internaI injurieseventually leadingto
death.

Physical Harm due to acts.of Omission

InternaI injuries due to suspected shaken baby
syndrome,complicated bya delay in seeking
mediCal tfeatment.
Serious failure to.thrive requiring
hospitalizations
Seriolls failure to thrive, accompanied by rashes
and sores.
Child born premature with special needs,
accompanied by pOOl medical care in
pregnancy, who later showed signs of suspected
non-organiC failure to thrive.
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Developmental Harm

Child with special Ileeds not making
expected developmental gains,
accompanied by suspected non-organic
failure to thrive or poorfollow on
medicals.



TABLE 13

Relationship between levels of harm due to abuse and

levels of harm due to neglect

Barm due to no harm

!! None

abuse unex.plained bruises

minor visible harm

clear visible harm

severe visiblehann

Total

139

17

9

6

4

175

105

1

3

3

112

Bann due to neglect

Unclear Severe

16 9 7 2

13 2 2

5 3

2 1

1

36 14 9 4

Table 14 shows the levels ofphysical or developmentalhartn foundol1 children either due to

abuse or neglect by reason for admission. Children who hadclea.r or severe levels of hatm

were most frequently admitted due to PhysicalForce / Maltreatment followed by Neglect of

Basic Needs. Childrenadmitted due to a History of Abusing / Neglectinghad the least

evidence ofhartn. .Table 15 breaks down the levels ofharm dueto physicala.buse and Table

16 breaks downlevels due to neglect.
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TABLE 14

Reasons for admission by levels of hatm suffered by child
due to abuse or neglect (Multiple Response)

Top Ten Reasons for Admission

1-1 Physical Force / Maltreatrnent

1-4 Threat of Hann

2-1 Lack of Supervision

2-2 Neglect of Basic Physical Needs

3-2 Adult Conflict

4-1 Ab:mdoned child

5-1 History of Abusing/ Neglecting

5-2 Inability to Protect

5-3 Caregiver with a Problem

5-4 Caregiving Skills

Total

"t (36,~ = 314) = 95.52,l! < .001

Levelsof hann suffered by child due to abuse or neglect

None Unclear Minor Clear Severe

!! % % % % %

27 11.1 18.5 29.6 22.2 18.5

24 54.2 25 15.7 4.2

15 26.7 40 20 13.3

20 20 15 35 20 10

24 54.2 20.8 25

15 46.7 40 6.7 6.7

43 69.8 20.9 7 2.3

28 57.1 21.4 14.3 7.1

83 63.9 25.3 7.2 3.6

35 57.1 20 5.7 11.4 5.7

314 51.9 23.6 14 7 3.5
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TABLE 15

Reasons for admission by levels of harm suffered by child
due to abuse (Multiple Response)

Levels of hann suffered by ehild due to abuse
Top Ten Reasons for Admission

None Unclear Minor Clear Severe

!! % % % % %

1-1 Physieal Force / Maltreatment 27 29.6 14.8 22.2 18.5 14.8

1-4 Threat of Hann 24 83.3 8.3 8.3

2-1 Laek of Supervision 15 66.7 20 6.7 6.7

2-2 Negleet of Basic Physieal Needs 20 70 20 5 5

3-2 Adult Conflict 24 83.3 8.3 8.3

4-1 Abandoned child 15 80 20

5-1 History of Abusing / Neglecting 43 81.4 14 2.3 2.3

5-2 Inabihty to Proteet 28 78.6 3.6 10.7 7.1

5-3 Caregiver with a Problem 83 91.6 7.2 1.2

5-4 Caregiving Skills 35 94.3 2.9 2.9

Total 314 79.6 10.2 5.4 2.9 1.9

X2 (36, .!::{ = 314) == 105.57,12 < .001
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TABLE 16

Reasons for admission by levels of harm suffered by child
due to neglect (Multiple Response)

Levels of harm suffered by ehild due to negleet
Top Ten Reasons for Admission

None Unclear MiMr Cleat Severe

!! % % % % %

1-1 Physieal Force 1Maltreatment 27 40.7 33.3 11.1 7.4 7.4

1-4 Thteat of Rann 24 70.8 20.8 4.2 4.2

2-1 Lack Of Supervision 15 33.3 46.7 13.3 6.7

2-2 Negleet of Basie Physieal Needs 20 25 15 30 20 10

3-2 Adult Confliet 24 70.8 16.7 12.5

4-1 Abandoned ehild 15 60 26.7 6.7 6.7

5-1 History of Abusing 1Negleeting 43 74.4 23.3 2.3.0

5-2 Inability to Proteet 28 71.4 21.4 3.6 3.6

5-3 Caregiver with a Problem 83 74.7 15.7 6 3.6

5-4 Caregiving SkiUs 35 74.3 8.6 2.9 8.6 5.7

Total 314 65 20.4 7.6 4.8 2.2

X2 (36, ~ = 314)= 74.28, If< .001

Levels of harm related to child, family· andmother factors

In general the di'f;fetentc;hild, family and mother variables werenot related to the levels of

hafin found,. either due toabuse or neglect. Occasionally there were sorne diffetences when

there was clearphysical harm and frequently when therewas extrernephysical ha.rm, but due

to the small sample sizes, these differences were not statistically significant.

Child Characteristics: Three out ofthe four children who sufferedsevere harm due toabuse

were only children and one was a second child, however children who sùffered less severe

harm due to abuse were more likely to be part of a sibling group. Thtee cruarters ofchildren
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who suffered c1ear or extreme harm due to neglect were single children and if there were

siblings they were under four years old. The mean age of all children admitted to care was

1.74 years, with 43% being under a year oldat the tinie oftheir first admission du.ring this

study period. The average age of the children who suffered harm varied by type and level of

harm is outlined in Table 17.

TABLE 17

Typ~ and level of h.arm by mean age of ch.ild in years

Mean age of child in years hy level of harIn.

None Unclear Minor Clear Severe

TI Mean TI Mean TI Mean TI Mean TI Mean

Type of Physical harm 139 1.65 17 2.33 9 2.15 6 2.44 4 0.2
harm dueto
suffered commission
by child

Physical harm H2 1.69 36 2.18 14 1.68 9 1.12 4 0.7(N=175)
due to omission

Developmental 124 1.65 32 2.21 13 1.97 4 0.56 2 0.78
harm

Eitherphysical or 87 1.56 42 2.12 25 2.09 14 1.71 7 0.44
developmental
harm due to
abus{,l or neglect

The seven children who su.ffered the most severe fOnIlS ofharm were aU under 14 months old,

with a mean age offive months. The fout children who suffered sev~re physical harm du.e to

abuse were younger than thosewho suffered harm due to neglect. The children who had less

severe signs .of physical harm due to abuse were older than average and the children who

suffered neglect were younger.

Boys were more likely to have suffered either c1ear or extreme harm due. to abuse

whereas there was Httte difference.by gender in neglect.

• 50% of the children admitted with signs of c1ear or extreme physical ordevelopmental

harm due to neglect were premature or underweight at.birth; this Was not a factor with
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harm due to abuse. This was partly because a pattern ofneglect was often noted during

pregnancy or at delivery.

• Behaviour was more of an issue with children who suffered harm due te abuse and less

common with evidence of neglect.

Parent and Caregiver Status: as qutlined in Tables 18 and 19, mothers were in a live -in

relationship with the father of the child in an seven cases where children suffered Severe

physical or developmental harm due to abuse or neglect. In one case of severe harm due to

neglect, the mother had left the relationship and the father was caring for the child;but they

reunited when the child was admitted. Where children suffered minor or clear levels ofharm,

the rates ofmarital status and marital stability were close to sample average.

TABLE 18

Levels of physical harm due toabuseor neglectby marital status

None 138

Unclear 16

Minor 8

Clear 6

Severe 4

Total 172

Level of Harro !!

Hanh due to abuse Harro due to neglect

Married or Single !! Married or Single
Common-Law Comnlon-Law

% % % %

37.0 63.0 III 39.6 60.4

43.8 56.3 35 37.1 62.9

37.5 62.5 13 23.1 76.9

50.0 50.0 9 44.4 55.6

100.0 4 100.0

39.5 60.5 172 39.5 60.5
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TABLE 19

Levels of physical harm due to abuse or neglect by marital stability

Haimdue to abuse! Harm due to neg1ect2

Leve10f Q With father of Not with father Q With fathet of Not with father
Hann aH or last child ofany child aH or last child of an)' child

% % % %

None 139 23.7 76.3 112 25.9 74.1

Unclear 17 29.4 70.6 36 22.2 77.8

Minor 8 12.5 87.5 13 15.4 84.6

Clear 6 33.3 66.7 9 22.2 77.8

Severe 4 100 4 100

Total 174 25.9 74.1 174 25.9 74.1

1 X2 (4, ~ = 174) = 12.82,11. = .012
2 X2 (4, ~ = 174) = 12.52,11. = .014

Mothers' Situation: With children who suffered severe hanrt due to abuse, the mothers were

slightly older on average at the birth of their first child and younger at4he agechild was

admitted. With children who sufferedclear or severe harm due to neglect, the mothers were

younger than average at the birthoftheir fust child and at the age thechild was adlllÎtted. In

the 21 cases where children suffered clearor severe harm due ta either abuse or neglect, aIl

mothers had left home before 18 and onlyone had completed grade 12.

Disabilities: There were too few mothers with documentedphysical or inteIlectual disa.bilities

for. analysis. Mental health didn't appear to occur more .or lessfrequently when higher h~vels

ofhann occurred.

Mother' s Family Support and Housing: In aIl eight cases where children suffered severe hann

dueto.either abuse or neglect, the mothers had lived in the community for years andhad more

family supports. In cases ofclear harm due to neglect this was also true.
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Mother' s Childhood: There did not appear to be any significant differences by level ofharm

or type of harm.

Risk Behaviours: In cases where children suffered severe harm due to abuse, concerhs

regarding mothers' substance abuse, aggression, criminal behaviour or transiency were nôt

found, and were lower than average with extreme hann due to neglect. Spousalviolence was

identified in aU three cases ofsevere harm due to abuse, where there was information. Inôue

case there was no information on file. It was rarely reported with clear harm. dueto abuse.

With harm due to neglect there were no differences.

TABLE20

Levels of physical harm due to abuse or neglect by whdher .file was ail ongoing
protection case

Level of Harm

None

Unclear

Minor

Clear

Severe

Total

Harm due to abuse! Harm due to neg1ect

Opened Ongoing Opened Ongoing
recently Case recently CaSe

TI % % TI % %

139 32.4 67.6 112 37.5 62.5

17 35.3 64.7 36 41.7 58.3

9 66.7 33.3 14 28.6 71.4

6 50 50 9 22.2 77,8

4 100 4 25 75

175 36.6 63.4 175 36.6 63.4

History of involvement with CAS: Asoutlined in Table 20, cases where children suffered

extreme harm due to abuse were not opened prior to admission whereas cases of harm due

to neglect usually were.

• None of the mothersofthe children who suffered severe harm due.to abuse orneglect
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had lost custody of a previous child and only one of the mothers whose child· suffered

clear harm due to neglect had prevîously lost care of a child.

• In none ofthe cases where children suffered severe harm due to abuse had there been any

past agency suspicions that the child had been harmed due to abuse or neglect.

In the majority ofcases where children suffered severe harm due to neglect, there were

already concerns, specific to the child, documented by the agency.

4 DISCUSSION

Key findings

Regarding the five points raised in the hypotheses:

1) The wide variety of options presented by the different scalesand levels of severity,

accompanied by clear descriptors, made it fairly easy to find one or more.categories in the

Eligibility Spectrum to classify why .each child came into care. These categories defined the

nature and degree of risk better than the broader definitions of abuse, neglect and

maltreatment, or the reasons for "in need ofprotection" in the Child and Family Services Act.

On the other hand, the number ofcategories increased the chance that various raters would

chose different scales.Inthis study the agreement between raters was.Weak.

2) Situations rated as extremely severe in the first three sections of the spedrum:

PhysicallSexual Harm by Commission, Harm by Omission, and Emotional Harm did coyer the

majority ofcases where harm was documented, including:

67%.of the children who had signs of minor, clear or severe signsofharm, and

• 86% of the children who had. signs. of clear or severe harm, at time of admission.

However only 24% ofaH admissions were representedby these primary reasons and only 26%

of aU children admitted had evidence of minor, clear or severe signs of harm at admission.

In 58% ofadmissionsthe primary reasons came underthe section, Caregiver Capacity.
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3) Reasons covered under the section, Harm by Omission, madeup 14% orthe primary

reasons for admission and the scale, Neglect of Basic Needs, was a factor in 20% of cases.

The c.A.S. was involved on an ongoing basis.with over 70% of the cases where children

suffered minor, clear or severe harm due to neglect. This study cannot prove whetherthere

was a delay in admitting the children because workers felt they lacked the legal grounds until

more evidence ofharm was proven; or ifthe delay was seen as areasonableeffort to tty and

assist the parents before taking more intrusive steps. However, more childrën wëre admitted

forreasons even less clearly defined in the legislation and with little or no evidence ofharm.

This probably indicates that the lackof a clear statement about"neglect" inthe. C.F.S.A. was

not the determining factor inwhether children were admittedearlier or later.

4) The four scales which came up most frequently as either the primary or secondary reason

for admission are aIl under the section Caregiver Capacity. The definition of Caregiver

Capacity, according to guideHnes is:

No harm has yet come to the child andno evidence is apparentthat the child

maybe in ne~d ofprotection for a rea.son indicated in Sections 1 through 4.

However, the caregiverdemonstrates characteristics that indicate that

without intervention, the child would be at risk in one of the previous

sections. (OACAS, 2000, Tab 5)

Childrell were admitted less frequently because of abuse, neglect or.any clear evidenceof

maltreatment, but more due 10 parents, usually mothers, lackiIlg safe alternatives when they

h(l.veproblems or engage in activity usually .considered unsuitable around children. The

second most frequent reason is because they have a past history of putting achild at risk or

have a partner with a his1ory. Theil" lack of resources, past behaviour, làck of skills or

maturity and their inability to judge commUnity perceptionsofriskare the main reasons why

the children in this study Were admitted.

5) Most ofthe children who wereadmitted with possible signs ofphysical or developmental
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harm due to abuse or neglect came from families similar to those where no harm Was

documented, however there were several differences when children suffered the moreserious

levels of harm.

Harm due to abuse: In the majority of cases where there was harm. attributed to abuse, the

physical harm tended to be superficial, likely to disappear within a week, andnot more

medically harmful than harm children suffer from typical playground activity. It was .not

possible to measure the emotional harm connected to the incident and how this compared to

the impact of admission to care. In the four cases where children suffered severe harm due

to abuse, the injuries were potentially life threatening, causing death in one case. In those

cases:

• children much younger, averaging two months old;

three out of fourwere the only children in the home;

fathers were living in the home;

mothers were slightly oIder at time. of their first child' s birth but younger than· average

at age of child' s admission;

• mothers in these cases had lived in the community for years and had some support from

extended family;

• the cases werenot open to any child protectioll agency before the incident that resulted

in injury; and

in only one of the four cases was there anypast involvement withthe family.

Harm due to neglect: In most cases where there were concerns for developmental harm,

there was alsocoIlCern for physical harm due toneglect; for this reason variables have not

been described for developmental harm. Harm due to neglect, even at the minor level, had

the potential for long term consequences, since thechild's health, teeth, growth rate, and

physical and mental development were affected. The positive impact ofimproved care would

probably be much greater with these children, compared to the negative effects ofseparation.

In cases where children suffered. c1earor severe harm due.to neglect:
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• the children tended to be younger than average;

• were usually single children or the youngest in the family;

• more ofthese children had evidence ofspecial needs, low birthweight or prernaturity and

often harm due to neglect started before birth;

• fathers were living in the home in cases of severe harm, but were less likely to be present

where harm was mînor or clear;

mothers were·younger at their first child' s birth and at age of child' s admîssion;

mothers usually had lived in the community for years and had some support from

extended family;

• the cases wereusually ongoing files where attempts had been rnade to help parents before

using admission as an intervention. The one. case of extreme harrn which was not an

ongoing case, was opened primarily due to abuse, with neglect being a secondary factor.

In most cases where there was no harm, or the harm Was unclear or minor, the child, family

and mother characteristîcs were similar, whether the less severe allegations ofharm weredue

to abuse or neglect. Mothers were the primary parents inmajority of cases and they had a

high number ofrisk factors with few resources to offset them. The majority of the mothers

in this sample had several of the following experiences:

• their difficulties started early in childhood, with years offamily instability, abuse and/or

child protection involvement;

• they left homeearly without adequate education oremployment skills;

• they started parentîng at a young age and lacked the support of the child's father;

• they had to learn early how to cope with the challenges· ofparentîng and managing a

household while living below the poverty line;

• this requiredjuggling the competing demandsoftheir basic needsas an individual and

the basic nëeds of theirchildren, and an .ongoing dependency on social agencies;

• sorne suffered mental health problems and many were physically and emotionaUy harrned

by their partners, partners who often used up sorne oftheir meagre resources;

• their efforts· to cope, to withdraw or to fight against the people or situations that
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threatened them, to seek sorne relief in potentiaUy risky activities or relationships,

frequently put them in conflict with the law, their family, neighbours or the social

agencies involved with them;

• their past experience, in their childhoods or as parents who had already lost a child,· had

given themlittle reason to be optimistic that the involvement of the Childreh's Aid

Society or other agencies would improve their opportunities in life; and

• they have trouble uhderstandingwhy their behaviourjustifies more intrusion and cfiticism

than. othets in their extended family or neighbourhoods.

Limitations

This was an exploratory studybased on the admission pattern in one Children's AidSociety.

Other studies (Packman, 1986; Mandel, Lehman &Yuille, 1994) have shown that there can

be significant differences amo~g workers and teams with similar mandates, even within

agencies, so it is hard to know how typical the pattern observed in S. D. & G. is to the rest

ofthe province. Although many ofthefindings l11atch patterns identified in other studies. Of

child maltreatmentand child placement (Campbell, 1991; Department ofHealth,1991).

Many of the variables were rated based on a wide variety of documents, recorded with

different perspectives by a large number ofchild protectionworkers and other professibnals.

There were many inaccuracies based on conflicting documentation, which will haveaffected

th~ reliability ofthe data gathered. Thete was only one rater for most ofthe information who

wasvery familiar withthe agency and many ofthe families, which may have affected how the

information was scored, In rating the Ievel of harm, and how it influenced the chbice of

spectrum scale and severity, this researcher was awareofdetails not known to the worker

admitting thechild.

To date, there is no evidehce that different child protection workers will rate situations

consistentlyusingthe eligibility spectrum,even ifsufficient training isprovided. In thetwenty

cases rated by another child protection worker, there was more disagreement than agreement
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III sconng.

The total number ofchildren admittedwas relativelysmall, so that.any fin.dingsatêlimited in

value, especially when it came to factors related to evidence of clear or extreme harm.

Implications

The children in this study should represent the children seen to be at greatest risk in the

commun.ity ofStormont Dundas and Glengarry over a period offiveyears. It is hard to see

how the C.AS. could have prevented the four cases of severe harm due to abuse aS the

families were unknown to the agency and did not stand out as problem families befote the

injury. In cases of neglect, the harm frequently started during pregnancy and couId not be

clearlylinkedto specific acts ofcommission or omission by the parent. Since it is recogn.ized

that young, first time parents will make mistakes and need help to learn, how mo.ch time and

assistance is required to provefailure. Many ofthese children are already suffering harm or

areat high risk of suffering harm in the care of their parent or parents, and the enviroflffiertt

they live in. The National Longitudinal So.rvey ofChildren and Youthhas found thatchildren

living in the type of families profiled in this study are much more likely to have negative

outcomes. What is surprisin.g is that most children being admitted to care don't have more

evidence of hartri.

The Ontario EligibilitySpectrum can be a useful tool to classifY the reason for admission. It

avoids categorizing most cases as abuse or neglect and could facilitate a clearer debateover

what justifies a reason to remove a child from a parent' scare, and how resources coo.ld bëst

be applied to address concerns. Caregiver Capacity clearly reflects thehigh risk situations

many child protection workers find the children in. Workers, in consultation with others at

the agency, end up investigating a situation wherethey feel the specific riskis hard to define

and hard to protect the child against, nonetheless the risks are seen as very real. The Iack of

a clearly defined risk is frequently hard to develop asafety plan aroundan.d involves an

allegationthat isoften hard for a parent to defend themselves against.
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What is clear fromthis stlldy is that the mothers involved have fewer resources, fewer positive

experietlces to draw from, and fewer reasons ta be·optimistic about their ability to solve the

risks facing them and their child, than most families in the community. They know better than

most the stigma of being in foster care, of being involved withchild welfare, of failing at

school and depending on social assistance. They are aware of the risks of living in high risk

cornmunities, of having friends or acquaintanceswith criminal backgrounds.or social

problems, ofgetting involved with extendedfamily. They are aware ofthe dangers ofbeing

foolish with their money, takingchances with who cares for their child,of gping out and

getting drtmk. What they don't know is how to get out; how tobuild a betterJife.

Most cmld protection workers are very aware of the disadvantagesJacing the parents and

children they investigate and have a strong desire to help get their clients out ofthestressful

situation they are in. The risks they see to the children are very real and are usually very

visible. They are aware that many of these parents have previously been identified by other

agenciesand child protection workers as being a risk to their child due to pasfactions or

inactions and there may be suspicions or evidence that the children have already sufferedsome

harm by a past or present caregiver. In the way resources are setup, workers have few

options to get rnother and child out oftms risky situation. What both worker and parent are

continually aware of is that, with one rnistake, the child can be removed and maybe be given

a different life. That rnistake could be the parent' s or theworker' s.

Most admissions occurred in ongoing cases, where workers were already involvedtoaddress

some concems. It's not clear ifthis mghlights the failure ofthe parents ta improve or afailure

ofthe agency to choose. theright interventions. When cmld protection workers intervene, the

resources available to reduce the identified concerns are very minimal and frequently increase

the levelof stress in the home. Offers to provide coun~ellingto bring out aH the Pélst hurts,

conflicts, and mistakes, or guidance how to parent, budget, clean or socializebetter,

frequently do little to address the day to day pressures. Assistance with diives,emergency

food vouchers, social activities, areusuaHy short lived and accompanied by further intrusions
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and the stigma of being a .child protection case. It appears that the lack of resources and

alternatives available to the mothers, and acceptable to the Children's Aid Society,was the

most significant reason for admission.

How to address these risks first requires a moral or philosophical position. Different

professionals will argue whether the neglect or failure to put the child's needs ahead ofone's

own personal, social or economic interests are the fault ofthe parent or the fault of the larger

community. Should disadvantaged parents beprevented from parenting unless theycan praye

they have overcome their disadvantageordedicated their lives to putting their children's

needs always foremost in their thoughts and actions.

It is very likely that the new standards and legislation will increase the uneasiness for workers

and agencies faced with what to tolerate in the families they serve. How should agellcies

balance the potential ofharm, which is hard to control in the complex and impoverished home

environment, with the goal of helping families grow and improve. With the increasing

pressure to coyer the risks and not leave young children in unsafesituatiolls, thereis a greater

liability on the social worker and the agency. Already there has been asubstantial increase

in the llumber of children being admitted to care, admissions which may reduce the money

availablefor prevention programs and reducethe willingness ofmarginal families to reach out

for help.

These findings support the benefits of broad.based community approaches such as Healthy

BabieslHealthy Children, parentresourcecentres, day care and mothers support groups, as

long as they are geared towards. acceptingthose rrtothers whose socialand educational skills

are not as well developed, and where prOgrams reach out to these clients who are used to

failure and rejection. The underlying principles of social work should be tOadvocate for

positive, prevention based programs,·· where professional intervention recognizes the

importance ofdoing no harm, ofrespecting selfdetermination and advocating for those who

are disadvantaged.
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Recommendations for further research

Therehas been a heavy investmeht in Ontario in using the Eligibility Specttum not only when

new referrals come in, but also to justifyreasons for ongoing service. Workers across Ontario

are becoming very familiar with tms tool and work is beingdone to train workers to uSe the

Spectrum more consistently. This makesusing the spectrum very appropriateto classify the

reason for admission. The effort todevelop a province wide data base should allow

comparisons across regions, to relate reasons for admission with reasons why cases were

initially opened and why they remain ongoing files.

Since tms study is limited to one jurisdiction, it would be informative to do a similat study of

a random sampling of children admitted to care in anumber of Children' s Aid Societies in

Ontario, to see whether there are significant differences. in the reasons for admission in

different jurisdictions and whether the profiles ofthe children and their families change by

community.

Tms study covers thefirst year ofthereductions in social assistance but does not address the

recent changes to. the legislation and the recently introduced early intervention programs.

There would be a real benefit to completing· a similar study in the next few years, once the

changes in the legislation and changes to child protection standards are fully implemehted, to

see how these changes and the other provincial interventions have had an impact on admission

patterns.

It isalso hoped that tms study can be thefirst part of a longitudinal study to look af the

aftermath ofadmission: which children retumedhome, and did children getrtlore stability and

belonging in their familiesof origin or in foster or adoptive care.

-60-



APPENDIXA

TheChild and Family Services Ad (1984)

Sub-Section 37(2) Achild is in need of protection where:

a) the child has suffered physicéll harm, inflicted by the person having charge orthe child or

caused by that person's failure ta care andprovidefor or supervise alld protectthe child

adequately;

b) there.is a substantial risk that the child will suffer physical hann inflicted or caused as

described in dause (a);

c) the child has been sexually molested or sexually exploited, by the persan having charge

of the child or by another person where the person having charge of the child knows or

should know orthe possibility of sexual molestation or sexual exploitation and fails to

protect the child;

d) there isa substantÎéll riskthat the child willbe sexually molested or sexually exploited as

de~cribed in clause (c);

e) thechilc.l requiresmedical treatment to cure, prevent or alleviate physical harrn or

suffering and the child'sparentorthe personhaving charge ofthe child does not provide,

or refuses or is unavailable orunable to. consent tO,.the treatment;

t) the child has sufferedelllotional harm, delllonstrated by severe

1) anxiety,

2) depression,

3) withdrawal, or

4) self-destructive or aggressive behaviour,

and the child' s parent or the person having charge of the child does not provide, or

refuses or is unavailable or .unable to consent to, services or treatrrient ta remedy or

alleviate theharm;

g) there is a substantial risk that the child will suffer emotional harm of the kind described

in clause (t), and the child's parent or the persan having charge orthe childdoes not
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provide, or refuses or is unavailable or unable to consent to,services or treatment to

remedy or alleviate theharmi

h) the child suffers from a mental, emotional or developmental condition that, if not

remedied, could seriously impair·the child's developl11ent and the child's parent or the

person having charge ofthe child does not provide, or refuses or is unavailable ot unable

toconsent to, treatment to remedy or alleviate the condition;

i) the child hasbeen abandoned, the child's parent has died or is unavailable to exercise his

or her custodialrights over the child and has not made adequate provision for the child's

care· and custody, or the child is in a residential placement and the<parel1t refuses or is

unable or unwilling to resume the child' scare and custodYi

j) the child is less than twelve years old and had killed or seriously injured another person

or caused serious damage to another person' s property, services or treatment are

necessary to prevent a reoccurrence and the·child's parent or the person having charge

of the child does not provide, or refuses or is unavailable or unable to consent to, those

services or treatmenti

k) the child is less than twelve years old and· has, on more than one occasion, injured

another person orcaused loss or damage to. another person' s prbperty, with the

encouragement of the person having charge of the child or because of that person' s

failureor inability to supervi~e the child adequatelYi or

1) the child's parent is unable to care for the child and the child is brought beforethe court

with the parent's consent and, where thechild is twelve years of age or older, with the

child's consent,. tob.e deaIt with under this Part.

Government of Ontario (1984). Child and Family Services Acti Chapter 55, Statutesof

Ontario. Ont: Ministry of the Attorney General.
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APPENDIX B

File Survey Sheet

1 - File Data

file

childob

datead

datedis

File #

Child's D.O.B.

Date Admitted

Date Discharged

Date of child' s discharge from care or date of Crown

Wardship Order

2 - Demographie Data

ociO 1 Family Location

City

2 County

3 Mother in Foster Care

4 Reserve

5 Other

ociû2 Number of children in home

number of children living in family at time of admission

ociû3 Mother' s Race

White

2 Akwesasne Native

3 Other Native

4 Other

ocïû4 Mother' s Language

1 English

2 French
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fccass

3 Mixed French English

4 Other

Assessment by Family Court Clinic

Yes 2 No

3 - Sibling Groups and Repeat Admissions

setO 1 Age / Sibling Group - in Study Data

1 Single child under age one

2 Single child between one and 3.9

3 Sibling group, aH under 4

4 Sibling group, sorne above age four

sib012 Siblings Admitted - ifunder four years old and in study

enter total number in sibling group admitted, including child.

sibO 13 Siblings Admitted - including oider siblings not in study

enter total number in sibling group admitted, including child.

set020 - Previous Admissions by chiid

1 Only admission

2 First admission during study period

3 Last admission during study period

4 Additional admissions during same period

set 021 Number of previous admissions during study period

enter number of past admissions by agency during period

set 022 Number of previous admissions in aIl, including pre 1992

enter total number of past admissions by agency

4- Child Characteristics

sex ChiId' s Gender

1 Male 2

slbOl Statement ofLive Birth
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l Yes 2 No

ciO l Premature Birth

~ot a concern or over 38 weeks

2 Between 37 to 38 weeks

3 Under 37 weeks

4 Significantly premature; requiring hospitalization.

ci02 Birth weight

1 Over 6 lbs 8 ozs

2 Over S lbs 8 ozs, or 2500 grams

3 Between S lbs and S lbs 8 ozs, or under 2S00 grams

4 Under S lbs.

ci03 Special needs

l None identified

2 ~'1ild disability, does not hinder lifestyle

3 Disability causes sorne noticeable difficulties

4 Disability causes significant ongoing difficulties

ci04 Behavioural Problems

l None identified

2 Very minor problems identified.

3 Child identified as having difficult behaviour periods by parent

4 Child identified as having very difficult behaviour observed by

others.

ciOS Birth Order

l First Born

2 Second Born

3 Third Born

4, 5 6 etc.
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3 No Statement ofLive Birth

6 - Mother' s Marital / Partnership Status

mmsO 1 Marital Status (Would indude a same sex partner if identified as

such.)

mms02

mms03

Married (Including situations. where husband is away, in jail,

etc. but mother is maintaining· contact.

2 Common Law Relationship (same as above, and including

recent partners who have moved in and started assuming

parenting role.

3 Single (Includes cases where there is a regular boyfriend, not

declared due to social assistance, but whete they are not

identified as playing a parenting or housekeeping role.

4 Other

Marital Stability (Fatherwould include non-biological parent having

assumed parenting role beforechild's birth)

1 Living withFather, of aU her.children

2 Living with Father of al! children in home

3 Living with fathet oflast child

4 Not living with father of any child

Mother' s Present Partner

1 Her partner is. actively involvedin the home.

2 Relationship. recendy in confliet or transition.

3 Relationship iseontinually in conflict'or transition

4 Ongoing relationship.but maintainingseparate residences.

5 Maintaining a hidden relationship due to police / CAS

restrictions.

6 Partner is in jail or unavailablebut relationship is significant

9 No present partner
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7 - Mother'sAge and LifeSkiHs

momdob - Mother's date ofbirth

magOl

m101

ml02

ml03

ml04

Mother' s at birth of first known child

Early Independence

Left home after age 20, or still with parent.

Left home between age 18 and 20

3 Left home between age 16 and 18

4 Left home or foster care before age 16

7 Still at home or Foster Home

9 Mother uninvolved

Education

1 Post Secondary or specialized training

2 Completed grade 12 or high school equivalent

3 Did not complete grade 12 or high school

4 Did not go beyond grade 9

7 Still at home or Foster Home

9 Mother uninvolved

Work History

1 Has a field of work experience and has been employed more

o:ften than not

2 Stable periods ofwork when not having children

3 Very short periods of work - no prospect of career

4 Never worked more than a month except for short job training

programs

7 Still at home or Foster Home

9 Mother uninvolved

Social Assistance
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l Not on social assistance

2 On social assistance for short periods

3 Lengthy periods on social assistance

4 Lengthy periods on social assistance and not managmg

financially

7 Still at home or Foster Home

9 Mother uninvolved

8 - Mother's Support Systems and Disabilities

mssO 1 Part of Community

l Lived and raised in general area

2 Brief periods away from area, or rnoved to area over 3 years

ago

3 Moved to area in past 3 years

4 Very new to area

rnss02 Farnily Supports

l Extended Family are very involved

2 Extended Farnily help out in crisis.

3 Extended farnily has lirnited involvernent with child.

4 Extended family has no involvernent with child.

rnss03 Housing

l Long terrn rent or own in one location

2 In geared to incorne housing over past year.

3 Several address changes in past two years.

4 Frequent address changes due to rent problerns - in shelter ­

or in transition.

rndül I.Q.

l average, including low average, ifnot identified as a limitation
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md02

md03

2 Loworborderline intelligence, identified as a miner limitation

3 Clear disability, mother qualifies for disability

9 Mother uninvolved

Physical Handicap

1 No physical handicap noted.

2 Minor disability, minor limitations but does not prevent lone

parenting.

3 Clear disability, mother qualifies for disability assistance,

would require assistance in lone parenting.

4 Temporary injury, would require assistance in lone parenting.

9 Mother uninvolved

Psychiatrie Problems

None noted, or past history, not an ongoing issue

2 Some ongoing mental health difficulties requiring medication

or periodic follow-up

3 Ongoing problem, not adequately controlled through

medication or counselling.

4 New mental health crisis, impairing ability to parent.

9 Mother uninvolved

9 - Mother's Childhood History

mchOI Family Stability

Natural Mother and father together

2 Mother and father together with minor separations or Mother

takes new partner, relationship stable

3 Parents separated for significant periods, with much instability

or Mother has changing partners acting in parenting role

4 Child spends significant periods out of parent's home in first
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mch02

mch03

tnch07

mchOS

12 years of life, bonding is effected.

Abuse in Childhood

1 No abuse disclosed

2 Harsh discipline - or isolated incident of s.a. non- family.

3 Sorne ongoing physical or emotional abuse or an isolated

incident of s.a. by family member or periods of sexual abuse

by non-family

4 Very significant ongoing emotional or physical abuse or sexual

abuse

Foster Care

No time in foster care

2 In care under one year, placement described as stable / non­

abusive

3 In care over one year - or under one year but placement

described as very negative

4 In care over one year with several changes in placements or

abused physically / sexually in care

CAS Involvement

1 No indication that mother's family was involved with C.AS.

2 Mother's family had limited involvement with local C.AS.

3 Mother' s family had significant involvement with another

C.AS.

4 Mother' s family had significant involvement with local C.A S.

Mother placed for adoption

1 No 2 Yes

10 - Mother's.Risk Behaviourand SpousalViolence

mriO 1 Drug / A1cohol History

1 None, ornever identified byanyone as aproblem
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rnri02

rnri03

rnri04

rrnpOl

2 Past periods or incidents where it appears to beaproblem - no

treatment required

3 A recent problern - or past problem that dientsaw need tpget

treatrnent, or crisis caused change in behavioUf

4 Pre:sent ongoing problem

Aggressive Behaviour

1 None identified

2 Minor aggressive behaviour as an adolescent or in defensive

situations.

3 Incidents gfaggression causing bodily· harrn - threats and

aggressive to fight.

4 Repeateci incidents ofaggression causing bodily harrn - threats

andaggressive acts towardspeople in authority.

Crirninal Behaviour

1 None

2 Minor charges for non-violent crimes, offences asJuvenile not

requiring custody.

3 Convictions resulting in significant periods on probation

4 Convictions· resulting in jail time - fairly recent criminal

activity of a.high risk nature.

Transient Behaviour

Faidystable as anadult, mOves arelqcal or required by family

respotlsibilities.

2 Periodic moves seeking change, excitement, not afeatute of

normallifestyle.

3 Pattern ofmoving, not·stayinginone place for years.

4 Pattern of rnoving frequently, c1earlyavoiding authorities or

alwaysseeking new starf.

Mother's Present Partner's CriminaI Involvement
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rmp02

No criminai convictions or charges

2 Criminal record does not impact on parenting 1partner role

3 Criminal charges are specifie to marital conflict

4 Ongoing criminalcharges,· convictions impact on parenting 1

partner role

5 Partner is in jail

9 No present partner

Spousal Abuse (Usually refers to violence against mother but can

include aggression by her in acohabiting relationship - Can be used

also for very contrqUing, verbal, emotional behaviour.

1 None reported.

2 Isolated incident - mother terminated relationship or no

indication of pattern.

3 Significant periods where marital violence has been a concern

but relationship was terrninated,or occurred recently, but no

pattern

4 In an ongoing relationship where violence, intimidation is

described. Or may have recently left abusive relationship but

there has beenpast pattern andrelationship is still in transition.

Il - Past Children's Nd Society Involvement

mppOl File Activewith Children's Aid Society

First opened just .before admission

2 Prior involvement, but reopened just before admission

3 Opened but still at initial assessment stage

4 Opened as. an ongoing farnily protection file

mpp02 Other c.A.S. Involvement

1 None disclosed involvement with other CAS
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mpp03

mppOS

2 Other involvement but not significantin decision to admit

3 Knowledge of other involvement impacted .on decision

4 Other CAS involvement initiateddecision to admit.

Number of Known Children Born to Mother (Doesn't include

abortions of.stillbirths)

Enter total number

Past Abuse! Neglect of Adrnitted Child

No past history that this child has sufferedharm due to abuse

or neglect.

2 It is suspected that this child has pr~viously suffered harm due

to abuse or neglect.

3 This child has previously. suffered substantiated harm due to

abuse or neglect, but not by presentcaregiver.

4 This. child has previously suffered substantiated harm due to

abuse or neglect by present caregiver.

12 - Child Abuse Details (at time of admission)

cadOl Child suffered physical harm .due te:) abuse

1 No physical injuries noted

2 Child has minor unexplained bruises - abuse possible cause but

no cl~ar allegation.

3 Child .has minor unexplained bmises, abuseconsidered a

possibility.

4 Childhas clear bruises / physical harm, abusesuspected

S Child has severe injuries requiring hospitalization, abuse

suspected

cad02 Child .suffered physical harm due to neg1ect

1 No physical injuries noted

2 Childhasminorunexplained marks, rashes orhealth problems
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7 neglect possible but no clea( allegation.

3 Child has minorunexplained marks, rashes or health problems

, neglect considered a possibility.

4 Child has c1earhealth problerns,neglect suspected

5 Child ha.s severe healthlgrowth problerns requmng

hospitalization, neglect suspected

cad03 Child suffered developmental harrn due to abuse or neglect

1 No suspicious delays in child'sdeve1oprnent noted

2 Child has minor delays, abuseorneglect possible cause but no

allegation.

3 Child has clear delays, abuse or neglect suspected.

Failure to fhrive with rnedical issues cornplicating feeding.

4 Child hasdear developmental delays,. abuse or neglect

suspected, includes less severe non-organic·failure to thrive.

5 Child has significant developrnental delays requiring ongoing

treatrnent, abuse or. neglect suspected

13 - Sibling Abuse Details (at tirne ofadmission)

cadsO1 A sibling suffe(ed physical harrn due to abuse

1 No physical injuries noted

2 Siblinghas minorunexplained btuises -. abuse possible cause

butno Clear. allegation.

3 Siblinghas minor unexplainedbruises, abuse. considered a

possibility.

4 Sibling has dearbruise.s / physical harrn, abuse suspected

5 Sibling has severe injuries requiring hospitalization, abuse

suspecte.d

cads02 Asibling sufferedphysical harmdue toneglect

1 No physicalinjuries·noted
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cada03

2 Sibling has nunor unexplained marks, rashes heaIth

problems - neglect.possible but no clear allegation.

3 Sibling ·hasrninor unexplained marks, rashes or heaIth

problems , neglect considered apossibility,

4 Chîld .has èlear health problems, neglect suspeeted

5 Sibling. has severehealthlgrowth problems requmng

hospitalizatiqn,neglect suspected

sibling suffered.developm~ntalharm due to abuse Or neglect

Nosuspicious delays in child's developrnentn6tëd

2 Siblinghas minordelays, abuse or neglect. possible .cause but

no a.llegation.

3 Siblinghas c1ear delays;abuse or neglect suspected.

Failureto. thrive with medical issues complicating feeding.

4 Sibling has cleat developmental delays, abuse or neglect

suspected,.include~less severe nqn-organic failureto thrive.

5 Sibling hassignificant developmental delays requiring ongoing

treatment, abuse or neglect suspected

adstat

14 - Court Application - CFSA Section 37 (2)

cfsa01 Section ofC.F.S.A. court application

Multiple response

carvol Voluntary or Involuntary

1 Parent requests admission

2 Parent voluntarily accepts admission under T.C.A.

3 Parent reluctantly accepts admission under T.c.A. instead of

court

4 Apprehension or Court Order

Admission Status

o Plannedparentalrelief
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1 Tempqrary Care Agreement

2 Apprehension, 5 day return

3 Apprehension, Protection Application

4 Court, Protection Application

5 Apprehension, Status Review

6 Court, .Status Review
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