


Very young children are the least likely to be reunified and the most likely to be adopted.
They also remain in care longer than their older counterparts. Concurrent planning,
encouraged by ASFA, can support timely permanent outcomes while reducing young
children’s time in care. For concurrent planning to succeed, foster/adoptive families
(also called resource families), must understand and distinguish between their multiple
roles. They must be willing to make a long-term commitment to the child and mentor the
birth family toward reunification. Two successful approaches to concurrent planning are
discussed below.

Increasing Timely Permanency
Colorado’s concurrent planning model began in the early 1990s and involves caseworkers
who are intensively trained on concurrent case planning. Legislation supports expedited
permanency, and state procedures and financial supports encourage frontloading services
to families. Some jurisdictions use these supports to implement family group conferencing,
family team meetings, or to purchase substance abuse or mental health services. Some
jurisdictions assign two caseworkers to each family—one for the child and one for the
parents.

Outcomes are favorable:

� 82% of children served attain permanency in one year.

� An additional 18% of children achieve permanency in around 15 months.

� Of 522 children for whom placement data was available:

� 77% were permanently placed within their family system, with more than
41% returning to the parent from whom they were removed;

� 9% were placed with another parent; and

� 26% were placed permanently with relatives.2

Decreasing Length of Stay
San Mateo County, California’s concurrent planning practices developed from a family
preservation model that the county began in 1980. Recognizing the growing numbers
of very young children who were not being reunified, the county began using the
foster/adoptive parent model. This model emphasizes identifying permanency
resources early, fully involving the birth family, and committing to strong reunification
efforts, including assessing the family’s prognosis for reunification.

Data show that San Mateo County attains permanency for its children faster than the
state as a whole:

How Concurrent Planning
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102

Healthy Beginnings, Healthy Futures: A Judge’s Guide4



� 74% of children were reunited within 12 months, compared with 65% statewide
during 2003-2004.

� Equally important, 47% of adopted children achieved permanency within 12 months
compared with 27% across the state.

The success of this model is attributed to buy-in from the child welfare administration
and staff, the courts, and the community. Program managers stress that involving court
and agency staff when designing and implementing the process is key.3

Sources:
1. This discussion was drawn from Child Information Gateway. Concurrent Planning: What the Evidence Shows,
Washington, DC: U.S. Department of Health and Human Services, April 2005. Available at
www.childwelfare.gov/pubs/issue_briefs/concurrent_evidence/index.cfm.

2. For more information about the Colorado model, contact the Child Welfare Division of the State Department
of Human Services, 303/866-3278.

3. For more information about the San Mateo County model, contact San Mateo County Human Services,
Children & Family Services—East Palo Alto Office, 650/363-4185.
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Services
Identify the family’s service needs.
Families and young children in the child welfare system have different strengths,

challenges, and support systems. Thus, services will vary and should be tailored

to each family’s circumstances. Most very young children and their families in-

volved with the child welfare system need services beyond those for substance

abuse, domestic violence, or other critical needs. Such services may include child

development and trauma reduction services, and treatments or interventions for

the child. Because infants develop within the context of their primary relation-

ships, interventions related to bonding and attachment, such as Child-Parent Psy-

chotherapy, may be necessary for both the infant and parent. Many services for

very young children are discussed in other chapters of this book.

Assessment-driven services
As with case planning, service needs should be driven by early assessments and

screenings. It should be clearly stated who is responsible for taking an infant to

therapies, treatments, doctor appointments, etc. The primary substitute caregiver

and/or the parent should be required to support the infant during treatments and

procedures and provide the treating professional with up-to-date information

about the child.
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Parenting courses
Once a parent has begun engaging in services to address the issues that brought

the child into care, she can benefit from a comprehensive evidence-based parent-

ing course. Parenting programs come in many shapes and sizes. Ideally, a parent

of a child under age five should be enrolled in an evidence-based parenting pro-

gram that includes a parent-child interactive component. Structured preservice

and postservice behavioral observations and paper/pencil pre/post standardized

and validated measures (e.g., the Adult Adolescent Parenting Inventory—AAPI)

are useful tools for determining strengths and weakness and measuring growth

over time.22 Learning how to be a nurturing and safe parent is a dynamic process.

An evidence-based parenting program can significantly improve a parent’s care-

giving abilities. Parents must be aware of basic child development as well as their

roles and responsibilities in their child’s life.

Features to look for in a parenting program for parents of very young children

include that it:

• addresses areas specific to parenting very young children;

• uses a variety of teaching methods to accommodate different adult

learning styles;

• emphasizes hands-on experiences (e.g., roleplaying, structured interaction

with their child);

• assesses whether a parent is internalizing the information and can put

what she has learned into practice rather than simply reporting on parent

attendance;

• uses parenting facilitators to identify and build upon strengths and

identify where a parent’s lack of skills or knowledge can potentially

harm a very young child; and

• respects the family’s cultural identity.

Parenting programs geared for parents of very young children will target the

skills and concepts needed to nurture, care for, and cope with the rapidly chang-

ing physical and emotional state of children ages zero to five. If a parent has other

children over age five, the professionals in the case should consult and determine

whether it is best to refer a parent to a parenting program that addresses the needs

of each age range or focuses on younger children. The best programs tailor the

course to the individual needs of the parent and his/her children.

Services for parents should target challenges that brought the family into the

system and support their ability to connect with and care for their very young

child. Despite the constraints of ASFA’s timeframes, it is essential that parents

of young children are not overburdened with multiple services and case plan

4



105

Achieving Permanency

requirements simultaneously. Rather, stagger services and ensure high quality, ef-

fective interventions are in place. Meanwhile, encourage parents to focus on qual-

ity interactions and visits with their child, and their ability to develop a safe, sta-

ble home environment.

Visitation and Family Time
Ensure a comprehensive visitation plan is developed.
Children develop within the context of their relationship with their primary care-

givers. Children who are placed in care when they are between birth and three

years of age are unable to use words to express their distress over losing their par-

ents and often experience emotional disturbances.23 Consistent contact between

the parent and child increases the possibility of reunification, promotes healthy

parent-child attachment, and mediates the negative effects of removal.24 Visita-

tion, or supervised visitation if appropriate, should be permitted unless the court

determines that such visitation would place the child’s life, health, or safety at risk.

Family visits should take place in the least restrictive, most natural setting that

can ensure the safety and well-being of the child.25

Quality visitation plans between young children, their parents, siblings, and

extended family members directly relate to ASFA’s requirement of timely perma-

nency and reasonable efforts requirements. Visitation helps develop and support

a parent’s ability to care for the child. Consistent and positive interactions between

a child and his or her parents indicate that a family is moving towards reunifica-

tion. Likewise, inconsistent and negative parent-child contact shows a need for

further service planning and interventions, addressing barriers to visitation, or

reevaluating the permanency goal for the child. A well-crafted and supported vis-

itation plan is essential to achieving permanency.26

Contact between parents and young children must be:

• frequent (multiple times a week);

• long enough to allow a range of experiences for the parent and child;

• consistent;

• connected to daily activities;

• in the least restrictive, most home-like setting; and

• conducive to meaningful parent-child interaction.

Because a normal parent-child relationship develops during daily activities

such as diaper changes, dressing, bathing, and trips to the grocery store, visita-

tion should not be the only activity to encourage a normal parent-child relation-

ship. Judges should encourage parents to participate in scheduling and attending

their child’s doctor or specialist appointments and to interact with child care

4



Visitation—“the heart of permanency planning”—is a key strategy for reunifying families
and achieving permanency. To preserve and strengthen parent-child attachment, promote
permanency, and reduce the potentially damaging effects of separation, attorneys who
represent very young children in foster care or their parents should make visitation that
ensures the child’s safety and well-being a focus of their advocacy. Because children in
foster care often come from families where the parent-child attachment is unhealthy,
visitation should be viewed as a planned, therapeutic intervention and the best possible
opportunity to begin to heal what may be a damaged or troubled relationship. In addition,
visits offer a real-life opportunity to view parental capacity and provide critical information
to the court about the parent-child relationship. In this regard, visitation is a diagnostic
tool to help determine as quickly as possible if reunification is the best permanency
option for the child.

Because the term visitation does not adequately describe the quality and quantity of
time that families need to spend together when children are removed from the home,
child welfare experts have begun using other terms, such as family time, family access,
and family interaction. Research shows that regular, frequent visitation increases the
likelihood of successful reunification, reduces time in out-of-home care, promotes healthy
attachment, and reduces the negative effects of separation for the child and the parent.

Source:
Excerpted without citations from Smariga, Margaret. Visitation with Infants and Toddlers in Foster Care: What Judges
and Attorneys Need to Know. Washington, DC: ABA Center on Children and the Law & Zero to Three, 2007. Available
at www.abanet.org/child/policy-brief2.pdf.

Visitation and Permanency Planning
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providers. This supports reunification and helps the parent develop working rela-

tionships with health and child care providers.

When there are concerns about healthy attachment between a very young

child and his parent, therapeutic visitation or Child-Parent Psychotherapy (CPP)

may be appropriate. CPP is a relationship-based psychotherapy facilitated by a

trained infant mental health clinician. It uses a structured therapeutic process to

support healthy attachment and reciprocity between a parent and her very young

child.27

A parent’s incarceration should not prevent parent-child contact. If contact is

in the child’s best interests and can be safely arranged, especially if the parent is

not a threat and is a potential long-term caregiver, efforts should be made to pro-

mote visitation. Some correctional institutions have units that allow mothers and

their infants to stay together or special areas for very young children and their
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parents to visit in person. At the very least, photographs should be exchanged.

Telephone, video conferencing, or other creative uses of technology may be ap-

propriate depending on the child’s age or developmental level.28

Visitation plans must be clearly described in the case plan and all involved in

the case need to understand one another’s roles and responsibilities regarding vis-

itation. Parents, caseworkers, relatives, foster parents, and other providers of fam-

ily support should be expected to help develop the visiting arrangements and sup-

port the plan.

Review Hearings
Key decisions and questions for the judge:29

� Is there a need for continued placement of the child?

� Does the court-approved, long-term permanent plan for the child

remain the best plan?

� Is the agency making reasonable efforts to rehabilitate the family

and eliminate the need for placing the child?

� Do services set forth in the case plan and the responsibilities of the

parties need to be clarified or modified due to new information or

changed circumstances?

� Is the child in an appropriate placement that adequately meets all

physical, emotional, and educational needs?

� Do the terms of visitation or family time need to be modified?

� Do terms of child support need to be set or adjusted?

� Are additional orders needed to move the case toward successful

completion?

� What timeframe should be set to achieve reunification or another

permanent plan for the child?

Assessing the Permanency Plan
Assess whether the issues that caused
the child’s removal are being addressed.
The review hearing evaluates whether the parent is sufficiently engaged in reme-

dial and supportive services and if those services continue to be appropriate. Al-

though much focus is on parents and their compliance with the case plan, it is im-

portant to assess whether the child-placing agency has offered appropriate

services to remedy the problem that caused the child to enter care.
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Obtain information from service and treatment providers who have assessed

the parent’s progress and who can give information about the quality of parent-

child interactions. If structured parent-child observations are occurring through

therapeutic visitation or CPP, request the professional’s assessment of the parent’s

ability to read the infant’s cues, respond to the verbal child’s request, or to follow

their child’s lead during play time. For example, ask case managers or relatives

who supervise visits and other contact whether the parent talks to her infant, sets

limits for the active preschooler, and responds appropriately and safely to a tod-

dler’s temper tantrums. This information will help determine whether the parent

has internalized the skills and knowledge from her parenting program, therapy, or

anger management course.

Therapists and other service providers should be encouraged to attend the re-

view hearings or to submit a report detailing the parent’s progress. At review hear-

ings, directly address the parents and ask them to share what they have learned

through their courses and any insights they have gained through their therapeutic

interventions about how their choices and behavior affect the well-being of their

young child.

Order additional services or
reassessments for the child.
At each review hearing, determine whether the child is receiving necessary serv-

ices and interventions to mitigate the impact of the maltreatment and support

healthy growth and development while in care. Specific recommendations re-

garding these services are covered in previous chapters. An infant who entered

care at two months of age is a completely different child at the first review hear-

ing. By this point in the infant’s development, he may be sitting up, starting to eat

solid foods, or even be crawling. Deficits in performing normal developmental

tasks may become more pronounced than when the case plan was first created

and the infant was first assessed. Thus, judges can use the review hearing to order

another developmental screen—such as the Ages & Stages questionnaire30—to

identify developmental delays.

Evaluate safety and risk factors
if the child will return home.
If reunification is being considered at this stage, safety and risk factors surround-

ing the return must be evaluated. Some tools to help focus the inquiry when very

young children are involved include:

• Quality observations of parent-child interactions and reports
from substitute caregivers, caseworkers, and service providers about
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the parent’s ability to respond to the infant’s needs and cues are essential.

If no structured process for observing parent-child interactions (discussed

earlier) exists, consider ordering such an observation by a skilled infant

mental health specialist.

• Observations regarding the parent’s knowledge, skills, and ability
to put these into practice from all who observe the parent and child

together. Their insights are good indicators of whether the infant will

be safe and cared for upon his return to his parent.

• Information about availability and use of intensive home-based
services to support reunification. A prereunification family group

conference (discussed above) can identify and assess the family and

community supports a parent can use when feeling overwhelmed or

in need of assistance.

• A clear plan identifying family and community resources that will
support reunification if intensive home-based services are not available.

If risk factors are present at the review hearing, evaluate the family’s engage-

ment in services and the kind of support they have been offered.

Seek information about why a parent is not engaged in services:

• Is transportation or logistics an issue?

• Do the services conflict with the parent’s employment or education?

• Are the services still appropriate or have the parent or child’s needs

changed?

• Is the substitute caregiver working with and mentoring the parent or

is she impeding the reunification process? If so, what are the substitute

caregiver’s concerns and suggestions to remedy them?

Parents of young children are also in a constant state of transition—learning

new skills and modifying old ones—and they may need different services and sup-

ports than those anticipated five or six months ago.

Determine if the substitute caregiver
supports the parent toward reunification.
Assuming a concurrent case plan is in effect, the review hearing offers an oppor-

tunity to address whether the caregiver supports the parent toward reunification.

Seek assurance that the substitute caregiver remains able and willing to be a per-

manent caregiver if reunification is not likely. Address any service and support

needs of the substitute caregiver as well. As an infant grows and develops into

an active toddler, a caregiver who enjoys caring for infants may not be able to

4



Visiting Plan
� What is the current visiting arrangement? (Where? How frequent? How long? Who is

present? Level of supervision?)

� Is this visiting plan frequent enough to build attachment between the infant and parent?

� Does this visiting arrangement allow the parent to parent? This includes changing and
feeding the infant; learning about the infant’s cries, habits, and growth; and keeping
the child safe in real-life situations.

� Was the purpose of visits clearly communicated to the parent (meet the infant’s needs,
stimulate the child’s growth and development, communicate love for and enjoyment
of the child to the child, ease the toddler’s adjustment to separation)?

� What are the beginning and the end of the visits like (infant’s response, parent’s
response, source of this information, possible reasons for assessment if any negative
reports, changes over time, efforts to ease the transition)?

� If there are other children living separately from the infant, have sibling visits been
set up?

Evolution
� How long has this visiting arrangement been in place? If more than three months, why

hasn’t the arrangement progressed? Answers should be child-related (e.g., safety or
developmental concerns) or related to the parent’s ability to meet the child’s needs—
not punitive (e.g., parent has not followed through with referrals or completed service
plan, parent relapsed three months ago).

Permanency
� Is this visiting plan moving the court closer to achieving the permanency goal?

Whenever possible, are the visits close to real-life situations that will allow the
parent to address real-life parenting challenges?

Parental Participation in Child’s Life
� Is the parent participating in the infant’s medical appointments, early intervention

services, and other activities?

� Has attention been paid to arranging visits on birthdays, holidays, anniversaries,
and other special occasions that may be important to the child, parent, and family?

� Is mutual communication facilitated between the parent and the foster parent
regarding the infant’s habits, routines, behavior, preferences, and development/
growth?

Infant Visiting Checklist
for Family Court Judges
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Limiting, Suspending, or Terminating Visits
Unless there is imminent risk to the infant’s safety or well-being or evidence of visit-based
harm, before suspending or limiting visits, consider the following:

� What is the basis of this request?

� Has adequate time and explanation of attachment building been given to the
parent? Has the parent been encouraged to persistently, actively, and patiently
build attachment with the infant? Have efforts to slowly wean the foster parent
out of the visits been tried?

� For parents with substance abuse issues: Has the caseworker or substance abuse
counselor discussed the expectations, parameters, and purpose of visits with the
parent? Have they discussed relapse prevention to address the difficult underlying
issues visits may present?

� If due to the parent’s inconsistent attendance at visits: What efforts have been made
to identify the reasons for irregular attendance? Have there been efforts to engage
and support the parent to build an attachment with and parent her/his infant?

� If parental ambivalence toward resuming full-time care of the infant is assessed
(including cases where the parent has prior termination of parental rights), has a
referral for counseling about options been made?

Source:
Adapted with permission from Dicker, Sheryl and Tanya Krupat. “Permanent Judicial Commission on Justice for
Children Infant Visiting Checklist for Family Court Judges.” Unpublished draft. New York State Permanent Judicial
Commission on Justice for Children, 2006.
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supervise or care for a bustling two year old. She may require assistance enrolling

the toddler in a quality early care and education program or financial assistance

to buy a bed when the crib is no longer safe (especially for those toddlers who

like to climb out in the middle of the night).

Modifying Visitation
Assess the visitation plan and whether changes are needed.
Review hearings are a good time to assess the quality of visits and explore whether

changes are needed. Suspending visits between a developing infant and the parent

when the parent is not participating consistently in visitation may significantly im-

pact the relationship. Unless the child is at risk of harm or the visits have already

harmed the child, it is important to understand why a parent is inconsistent with

visitation. If a parent is ambivalent towards visitation after efforts to engage, en-

courage the parent to discuss available options with a therapist and attorney.31
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If safety issues are not a concern, unsupervised contact or a living arrange-

ment that allows around-the-clock contact (i.e., teen mother living in foster care

with her infant; a residential treatment program; or a grandparent who has custody

of the child and is allowed to have the parent reside in her home) may be the best

way to support the infant’s attachment to her primary caregiver while ensuring

her safety. However, because many children in the foster care system generally

do not experience healthy attachment relationships, visitation is ideally under-

stood as a ‘planned, therapeutic intervention’ and should be constructed as such.32

If parent-child contact must be supervised for the safety of the child, such vis-

its should be in as natural an environment as possible with age-appropriate toys

that encourage parent-child interaction.33 The supervisor should model appropri-

ate parenting when a parent is struggling to interact with the child or behaving in-

appropriately. Supervisors need to be sensitive to the emotional needs of the in-

fant and the parent related to their separation. If a parent does not understand his

infant’s needs or does not respond to the infant’s cues, CPP should be considered.

Visitation logistics should be reassessed often. Is the parent struggling with

visiting three different children in three locations? Is the visitation time interfer-

ing with the toddler’s nap time? Is the parent able to juggle older children who are

seeking her attention and a new infant who needs her focus as well? Because vis-

itation is key to promoting attachment and bonding, extra care and attention

should be devoted to ensuring the arrangements are feasible and promote suc-

cessful parent-child interactions.

Permanency Hearings
ASFA prioritizes permanency options for children as follows:

1. reunification

2. adoption

3. guardianship

4. placement with a fit and willing relative

5. another planned permanent living arrangement (APPLA)

At the 12-month permanency hearing, judges must make key decisions about

a child’s permanent custody and specific dates for finalizing those arrangements.

Judges must also determine whether to extend a child’s stay in care for a specific

period while continuing to pursue reunification with the parent(s).

Making a permanency determination for very young children after 12 months

in care can be difficult. If permanency planning begins at the start of the case, the

answer should be clear. For example:
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• A parent who has engaged in services, visited intensively with her infant,

and participated actively in her infant’s early intervention and early care

and education services should have already regained physical custody

of her child by this stage. If not, the parent should be ready to regain

custody at the permanency planning hearing.

• Adoption is optimal when a parent has not engaged in services or

visitation or remedied the circumstances that brought the child into care.

Ideally, the infant or toddler’s substitute caregiver supports reunification

and is willing to adopt if reunification becomes implausible. Often in this

circumstance, a parent voluntarily relinquishes her parental rights and

the adoptive parent allows ongoing contact.

These are the easy scenarios, when things fall into place naturally because

planning, services, and supports started early and were reassessed and updated

regularly. What is the best decision-making process when it is not as clearcut as

these scenarios?

Reunification
Determine if reunification is a viable permanency plan.
Reunification is the preferred permanency option if the parent can keep the child

safe and well. There is little research about the decision-making process related

to reunification and what contributes to a successful reunification, especially when

very young children are involved.34 We do know that infants have the highest rate

of postreunification maltreatment, with one in five reentering foster care, usually

within 90 days.35 These findings underscore the need to be careful and clear about

carrying out this permanency option.36 Factors that impact decisions to reunify a

parent with a very young child include:

• quality of relationship between the parent and child;

• quality and frequency of parent-child interactions;

• parental compliance with services and benefits attained;

• long- or short-term special medical or developmental needs of the

young child;

• parent’s demonstrated understanding of the infant’s needs;

• parent’s capacity to meet the infant’s needs;

• family and community supports available to support a parent and child;

• if there are siblings, the parent’s track record in assuring the siblings’

school attendance, medical appointments, and any required treatment;

• parental mental health and addiction issues;
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• length of time out of the parent’s care; and

• point at which the infant was removed (e.g., at birth, six months).

Identify how reunification will
affect the child in the short term.
Research shows that for infants, changing caregivers is traumatic.37 Reunification,

or any transition, can have harmful short-term effects on the child, especially for

those children between the ages of six and 24 months old.38 Infants often form se-

cure attachments to substitute caregivers who have loved them and have attended

to their daily needs. The person an infant trusts most to continue caring for him

is naturally the person who has been changing his diapers, feeding him, bathing

him, putting him to bed, and so forth. Because an infant cannot understand why

things have changed, removal from his substitute caregiver—even to a parent with

whom there is a healthy attachment and relationship—may cause distress similar

to the initial removal. Removal from substitute care often changes the infant’s

daily routine—a common source of security for the child. The longer the infant has

been in out-of-home care and the more intense the attachment and sense of secu-

rity associated with that placement, the more psychologically difficult the reuni-

fication process.39 Supportive therapeutic services and transition planning must be

considered to promote a successful reunification.

Ensure transition planning is
part of a reunification plan.
To avoid another traumatic life event for the infant, transition planning should

be part of any plan for reunification. Ideally, when reunification is the goal, parents

and substitute caregivers will have developed a working relationship, allowing the

young child to attach with both caregivers and to observe her primary caregivers

connecting with each other.40

Any effort to increase the parent’s daily caregiving and to nurture the rela-

tionship between the child and parent will support a smooth transition. The par-

ent should begin taking on more tasks of daily care through increased visitation

or involvement in the substitute caregiver’s home. If comfortable, the substitute

caregiver could visit the parent’s home with the infant on the first few in-home

visits, if those have not yet started. Maintaining the status quo in other aspects of

the infant’s life during the transition phase—child care, therapists, babysitters,

doctors—can ease the process and minimize any distress. Finally, ensuring that the

parent is aware of the infant’s schedule and routine and has a plan to reinforce

some of this structure may help the infant better cope with the changes.
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Adoption
Determine if adoption is a viable permanency plan.
When a child will not reunify with a parent, adoption is the next best permanency

option. In fact, infants represent 48% of adopted children.41 For an infant who is at-

tached to a foster parent or relative, adoption can formalize this primary rela-

tionship in the infant’s life. Data on outcomes for infants adopted from the child

welfare system are scarce.42 That said, infants who have been adopted from the

child welfare system exhibit better outcomes than their counterparts who remain

in care, although this may be due to the instability of foster care rather than the

adoptive family.43

For infants not already placed with caregivers who are able and willing to

adopt (or take some other form of long-term legal guardianship), legally freeing the

infant for adoption through a termination of parental rights (TPR) proceeding

often extends the time he will spend in care. Once the TPR is finalized, children

without an identified adoptive parent may remain in legal limbo while one is iden-

tified. One study found that “a surprising number of infants who are placed in child

welfare care are neither reunified with their families nor readily placed in alter-

native permanent homes.”44

These findings speak to the need to concurrently plan for reunification and

possible long-term permanent placement with a specific substitute caregiver from

the start of the case. After a TPR, the court should hold frequent review hearings—

every two to three months—to determine whether sufficient efforts are being

made to identify and secure an adoptive home for a legally free young child.

Determine if the current
caregiver can adopt the child.
If adoption is the desired permanency option, confirm that the current caregiver:

• is willing to adopt, and

• would be approved as an adoptive parent.

If concurrent planning was implemented on day one, and if an adoption qual-

ity home study was conducted at the start of the case, these critical questions will

already be answered. Furthermore, if an extensive search and review of relatives

took place early in the case, as some state laws and now federal law require,45 the

child’s ‘preadoptive’ placement should not be disrupted by relatives who step for-

ward after the TPR stage. Remember, there is great psychological risk to disrupt-

ing a child’s secure attachments without compelling evidence that doing so is

clearly in the child’s best interest.
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If the current caregiver no longer wishes to adopt, determine whether she

would be willing to be a permanent guardian through a legal guardianship pro-

ceeding (see below). Also assess the caregiver’s ability and desire to adequately

care for the infant as he grows. If the current caregiver is unwilling or unable to

care for the child permanently, require the state to provide a full analysis of other

immediate permanency options through adoption or guardianship with family

members or nonrelatives.

Consider ordering mediation to
resolve adoption-related concerns.
Once a TPR petition is filed, it may be beneficial to order the parties to attend me-

diation. Mediation can clarify issues in the case, help parents decide whether vol-

untarily relinquishing their parental rights is in their best interest, and explore

whether open adoption will take place. If an infant is with a relative or foster par-

ent who is willing to permit informal or formal (through an open adoption) post-

adoption contact between the biological parent and/or family, a voluntary relin-

quishment will speed the TPR process and allow for adoption.

Legal Guardianship
Determine if legal guardianship
is a viable permanency plan.
Legal guardianship is defined by the ASFA regulations as “a judicially created re-

lationship between child and caretaker which is intended to be permanent and

self-sustaining as evidenced by the transfer to the caretaker” of certain parental

rights, “with respect to the child” including “protection, education, care and con-

trol of the person and decision making.”46 A relative or nonrelative can become a

legal guardian and, according to ASFA, that legal guardianship must be binding

beyond the jurisdiction of the court hearing the dependency case. In some states,

legal guardianship dissolves the dependency court’s jurisdiction altogether.47

Legal guardianship is a good alternative to adoption when there are no

grounds for TPR and a caregiver is willing to serve in this capacity permanently.

Establishing a permanent legal guardianship for a very young child rather than

a nonpermanent arrangement with a relative benefits an infant or toddler in the

long run. Many relative caregivers prefer this option over adoption because they

do not want the parent’s rights to be severed or to be a part of an adversarial

termination of parental rights process. Judges can ask about the relative’s abil-

ity—physically and emotionally—to care for a very young child through the age of

majority.
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Federal law now permits states to enter into kinship guardianship assistance

agreements with relatives who are serving as foster parents to their kin using Title

IV-E funds.48 This means that relative caregivers in this circumstance could con-

tinue to receive foster care maintenance payments, even after a permanent

guardianship is established.

Permanent guardianship may be a good alternative for a developmentally de-

layed or very young parent. This option supports permanency, but allows a parent

who is incapable of change for reasons beyond their control (e.g., cognitive delay)

to retain her rights and to actively contribute to her child’s upbringing. Addition-

ally, children of parents with disabilities may be entitled to certain benefits, and ter-

minating the legal relationship would end the child’s right to receive such benefits

(e.g., social security disability payments).

Placement with a Fit and Willing Relative
Determine if relative placement is a viable
permanency plan, only after exploring
more desirable options.
If neither reunification, adoption, nor legal guardianship is in the best interests of

the child, next consider a placement with a fit and willing relative. Although the

relative must commit to caring for the child until the age of majority, this option

is akin to legal limbo for very young children. In fact, the preamble to ASFA states

that “relative placements should not preclude consideration of legalizing the per-

manency of the placement through adoption or legal guardianship.”49 State statutes

typically do not allow this permanency option unless certain conditions are met.

States must continue to supervise the placement and the court must review the

case regularly (i.e., every six months) and conduct permanency hearings to reeval-

uate the possibility of adoption or legal guardianship.

For very young children, placement with a fit and willing relative should only

be accepted when a more legally permanent arrangement is not in the child’s

best interest. Judges should require regular updates on efforts to identify an

adoptive parent or to help the relative seek a legal guardianship. Additionally,

because this option does not preclude a parent from regaining custody, judges

should closely consider the same questions that would be asked when assessing

reunification.
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Another Planned Permanent
Living Arrangement (APPLA)
In most cases, APPLA should not be a
permanency goal for very young children.
ASFA was developed to prevent children from living their lives in foster or group

homes. The preamble advises that long-term placement in a licensed foster home

should be the very last resort, and the regulations require the state to document a

‘compelling reason’ for choosing APPLA as a permanency option.50 These com-

pelling reasons as applied to very young children may include:

• when a parent and child share a significant bond, but the parent is unable

to care for the child due to an emotional or physical disability, or

• when an Indian tribe has identified another planned permanent living

arrangement for the child.51

APPLA is not a suitable permanency outcome for a very young child. Even

when the parent is disabled and unable to care for a child to whom there is a sig-

nificant bond, the judge should ensure the foster parents are informed of the ben-

efits of becoming the child’s adoptive parent and/or legal guardian. Parent-child re-

lationships may be maintained through open adoptions or visitation agreements in

a guardianship order. If a foster parent has concerns about covering the costs of

a medically fragile or special needs infant and requires the foster care payment to

offset certain costs, request that a state and federal benefits and entitlements ex-

pert meet with the foster parents and caseworker to secure financial support so a

more permanent legal arrangement is possible.

Note that under the Indian Child Welfare Act (ICWA), the permanency pref-

erences of ASFA are not the same. Relatives and extended families are preferred

over adoption, and many tribes do not value adoption in the same way as ASFA

does. Additionally, APPLA can be more easily used as a permanency option for

children who are covered by ICWA.52

Consulting the Child
Hear the child’s views regarding the permanency plan.
The Social Security Act, which includes Title IV-E funding to the states for children

in foster care, requires that the court holding a permanency hearing conduct an

age-appropriate consultation with the child.53 This requirement is met when the

court obtains the views of the child in the context of the permanency hearing.54

In other words, while it may not be possible for a court to hear testimony from a

very young, preverbal child, the court should hear about the child’s views on his
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or her permanency plan and incorporate this information into the overall deci-

sion-making process.

A report written by a nonattorney or CASA, a caseworker’s testimony, and

communications by the legal representative for the child may present the child’s

view; however, information relating to the child’s best interests alone is not enough

to satisfy this ‘consultation’ requirement.55 Some states provide guidance to at-

torneys and other child welfare professionals about determining a child’s view

on his or her permanency plan. Generally, age appropriate means “meeting the

cognitive level of a child for their developmental age” unless a child is cognitively

delayed.56

Observe preverbal children in court
to inform your decision making.
Even when a very young child is preverbal, there are many benefits to bringing an

infant or toddler to hearings on a regular basis. The information gained from sim-

ply observing a child at a court hearing is invaluable. You can gain tremendous in-

sight from seeing the young child interact with her parent and caregivers, and it

gives the parent and child an opportunity to visit if the child is placed out of the

home. Having a child present in the courtroom can also highlight how quickly she

is growing and just how important speedy, decisive action towards permanency is.

Courtroom observations can also help inform decisions about placement, visita-

tion, or therapeutic services.

Consider the child’s developmental
stage during courtroom observations.
It is important to be familiar with developmental milestones when observing very

young children. For infants and young children from birth to 12 months old, per-

manency observations might include:57

• How does the child interact and respond to caregivers, parents, and

guardians?

• Is the child meeting developmental milestones?

• Does the child appear healthy and well-cared for?

Observations of toddlers and preschoolers in the courtroom might also

include:58

• How does the child act when answering questions (if verbal)?

• Who does the child look to for help answering questions?

• Is he scared? Anxious? Avoidant?

• Does he look to the caregiver for the “right” answer?
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A verbal child’s presence in the courtroom also provides an opportunity to

ask her questions. Use simple language, speak slowly, and allow the child time to

process the question. Younger children can better understand concrete terms and

will recognize names better than pronouns. Possible questions to ask might include:

• How old are you?

• Do you like where you are staying now?

• Do you go to preschool or daycare? What things do you like to do

at school?

• Do you feel sad or miss anyone? (e.g., brother, sisters, grandparents)

• Have you been to the doctor?

• Do you like the doctor?59

Extending the Goal of Reunification
Determine if there is cause to
extend the goal of reunification.
It may be that by the time of the permanency hearing a parent is progressing to-

wards reunification, but barriers to taking physical custody of the child are still

present (e.g., housing). The federal regulations state that if a child has been placed

in out-of-home care for 15 of the preceding 22 months, the state must file to TPR

unless there is a compelling reason not to file. While ASFA’s reduced timeframes

and required permanency hearings stress that time is of the essence for children,

overcoming addiction and becoming stable, even when diligently pursued, takes

time—often more than 12 months.

When there is cause to extend the timeframe for reunification, evaluate the

probability of reunification by assessing a parent’s progress with their key services

and the consistency and quality of the parent-child interactions. When extending

the goal of reunification past the permanency hearing is necessary, the time given

to a parent to complete case plan tasks and establish that they have remedied the

circumstances that brought the child into care should be consistent with the child’s

developmental needs.60 Thus, for an infant placed in foster care, the extension

would be short—a matter of weeks. For a preschooler in the care of his grand-

mother, it may be appropriate to allow the parent several months to finalize re-

unification-related tasks.

Unless a parent was simply not offered services, refrain from continuing the

goal of reunification when a parent has only become engaged in services and vis-

itation in the months or weeks leading up to the permanency hearing. Rather, look

for a “genuine, sustainable investment in completing the requirements of the case

plan in order to retain reunification as the permanency goal.”61

4



121

Achieving Permanency

Postpermanency Support for
Young Children and Their Families
The ability of permanent caregivers to maintain a safe and nurturing environment

is critical to achieving sustainable outcomes for very young children exiting the

child welfare system. Certain circumstances make infants highly vulnerable to

reentry into care for even longer periods. Infants who are reunified in a fairly short

period (three months) are more likely to reenter care than older children and other

infants who remain in care longer.62 In addition, infants who return to care a sec-

ond time stay longer in care than their first experience.63 Appropriate postperma-

nency supports can help avoid such reentries. Supports for permanent caregivers

should be developed, ideally through a family group conferencing or decision-

making process, early in the case and updated regularly as circumstances for the

child and her family change.

Sustaining Reunification
Ensure supports are in place to sustain reunification.
Before reunification and during the postplacement supervision period, require

case managers and family members to:

• Identify barriers to successful reunification.

• Identify supports to address and overcome reunification barriers.

• Develop a safety or emergency plan to help the parent cope with

parenting stressors and challenges that could compromise successful

reunification.

Other reunification supports that should be in place before discharge/termi-

nation of supervision:

• Connect the birth family with a medical and dental home (as discussed

in Chapter 2) and promote the family’s health literacy (their ability to

understand health information).

• Ensure the parents and other family members are aware of the child’s

special needs and special treatments or appointments. Connections

should be made between the parent and the provider well before case

closure.

• Develop a visitation plan if only one parent is given custody but the other

is permitted to maintain contact with the child.

• Enroll the family in financial assistance programs (e.g., Medicaid, food

stamps, Temporary Aid to Needy Families (TANF)).

• Ensure all entitlements and subsidies are in place before case closure.
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• Confirm that the parent has identified people or agencies to turn to for

respite care, babysitting, and general parenting questions. These should

be written down and include specific names and contact numbers.

• Confirm that a parent is linked to neighborhood supports through a

community or neighborhood center (e.g., YMCA); link with possible

afterschool/summer supports.

• Ensure the parent is engaged in peer support groups for chronic issues

such as substance abuse or domestic violence. Some parenting programs

offer ‘booster sessions’ and support groups once a parent completes the

program.

• Ensure the child is enrolled in child care or Early Head Start/Head Start

and the enrollment package is completed before exiting care. A meeting

between the director and child care center caregivers should be facilitated

if contact has not already been made.

• Confirm the parent has secured stable housing and employment or a

source of income (e.g., child support, Supplemental Security Income)

before the case is closed. Make sure he has a backup plan if housing or

employment plans do not work out.

• Ensure the parent is connected with the early intervention provider well

before reunification and case closure.

• Devise a placement plan if there is a relapse, another incident, or the

parent is incarcerated.

• Determine a safety plan for the adult victim and for the child in domestic

violence cases.

Sustaining Adoption
Identify adoption disruption factors.
Adoptions are generally highly successful permanency arrangements, although

some adopted children and their families confront difficulties.64 Even so, adopting

a very young child from the foster care system can be challenging due to the im-

pact on the child’s development by the initial maltreatment, trauma, and resulting

stay in foster care.

Research shows several factors increase the risk of adoption disruption:

• Child’s age—The older the child is when adopted, the higher the

likelihood for disruption—an encouraging finding for families who

adopt very young children.65

• Alcohol/drug exposure—Adoptions of children with prenatal alcohol

exposure are at risk for placement disruptions because these children are
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more likely to experience multiple psychiatric symptoms as they mature.

However, low placement disruptions have been found in drug-exposed

children adopted early in life (before eight years old).66

• Inexperienced/unknown adoptive caregivers—Adoptions by

strangers or families without adoption or foster care experience are at

higher risk of disrupting.67 Thus it is important for child-placing agencies

to be upfront with prospective adoptive parents about a child’s special

needs and the treatment for those needs. Adoption by someone unknown

to a very young child can be frightening. Adoptive parents of very young

children should not be lulled into a false sense of security by believing

the infant will “just adjust” because she does not understand what is

going on. Those adopting very young children must understand early

child development and the potential for a very difficult transition phase

with a lot of crying, anxiety, rejection, and sleepless nights.

Identify postadoption supports.
Although there is minimal research on postadoption support services, evidence

suggests that a family-focused, long-term intervention is a more effective form of

postadoption support than short-term interventions.68 Self-help and adoptive par-

ent support groups fit the needs of many adoptive parents.

Judges should ensure the child-placing agency provides the following posta-

doption services to families:69

Educational/informational:
• full disclosure of information about the infant, including medical,

developmental/mental health, social, and genetic history;

• literature related to the infant’s specific needs and about adopting very

young children;

• lectures, trainings, workshops to help build skills around parenting an

infant and about adoption issues;

• support groups and adoptive parent mentors to help them address their

child’s specific needs;

• Life Book (if available)—a record of an adoptive child’s life told through

photos, artwork, mementos, and stories that is developed starting when

the child enters care.

Clinical:
• couple or family counseling to help cope with the impact of adoption;

• reliable, high quality respite care.
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Material:
• adoption subsidies should be applied before the final adoption order

(one study found that adoptive families who received higher subsidies

were more likely to be maintained than those who received lower

subsidies and that families that did not receive any subsidy were

more likely to experience a disrupted adoption);70

• medical care and a medical home;

• educational opportunities (e.g., Head Start/Early Head Start;

child care subsidies).

Permanent Placement with a Relative or Nonrelative
Ensure postadoption supports and
services are equally available to permanent
guardians or long-term relative caregivers.
Many of the child-focused supports for reunification and adoption apply to sus-

taining any permanent placement.

Maintain family connections.
The child benefits from maintaining as many connections as possible—to child

care, primary care doctors and dentists, infant mental health and early interven-

tion therapists. Nonrelative permanent caregivers should consider the infant’s con-

nection with her family of origin and her cultural heritage. A nonrelative should be

willing to commit to sibling visits and family contact when feasible and in the in-

fant’s best interest. Even very young children benefit from exposure to their cul-

tures of origin. When they grow up and have questions and concerns about where

they come from, early exposure to food, music and customs will provide a frame-

work. Contact with the birth family can also support this and maintain important

sibling ties.

Conclusion
With ASFA providing the legal framework and the RESOURCE GUIDELINES ad-

vising on key questions and decisions during each step of the process, you have

promising tools to promote timely, stable permanency for very young children in

the child welfare system. By understanding early child development principles

and research about how very young children experience removal, placement, re-

unification, and adoption, you can ensure the child welfare system holistically

meets their physical, cognitive, and social-emotional needs.
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Young children in care should always be viewed through an early child devel-

opment lens. When possible and safe, keep children with their parent with inten-

sive supports, education, and interventions. If removal is essential, require that

every effort is made to ensure the young child’s first placement will be the only

placement if reunification becomes untenable. Using concurrent case planning is

one element of that process. Require thoughtful, comprehensive visitation plans

and hold all parties—parents, caregivers and state agencies—accountable for fol-

lowing such plans.

Whether your jurisdiction has a formal family group conferencing structure or

not, expect parents, family members, and service providers to participate in case

planning, fully support the goals, and increase the potential for successful reuni-

fication. Emphasize to parents, family members, and caseworkers that they are

all responsible for the very young child’s experience in the child welfare system,

whether she achieves permanency in a timely manner, and whether her involve-

ment in the system enhances her overall well-being.
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How to the Improve Handling of
Cases Involving Very Young Children
� Serve as a community leader.

� Convene a court-based group to focus on child welfare
cases involving very young children.

� Testify or publicly advocate for policies or legislation.

� Educate the public.

� Participate on committees and other professional groups.

How to Lead Successful
Court-Community
Collaborations
� Exercise your leadership.

� Seek research-based reforms.

� Seek procedural enhancements.

� Ensure services are child-focused.

� Evaluate, evaluate, evaluate.



The lives of very young children are profoundly affected by the decisions you

make every day in your courtroom. This guide shares knowledge about early

brain development, healthy attachment, and other health and developmental

considerations in cases involving very young children. With this knowledge, you

have many opportunities to influence not only the individual cases you see every

day, but also systemic changes that will improve outcomes for the youngest chil-

dren in the child welfare system.

How to the Improve Handling of
Cases Involving Very Young Children
Your decision-making role as a juvenile and family court judge is critical to the

safety and well-being of very young children, their families, and their communities.

You know well your responsibility to ask the right questions, require the right as-

sessments and services, and demand accountability from service providers, child

welfare agencies, and the lawyers appearing in your courtroom. What can you do

in your role off the bench to advocate for system improvements that will improve

outcomes for court-involved families?

The National Council of Juvenile and Family Court Judges has long called on

its member judges to serve in a broader role that includes leadership in assessing

the needs of children in the court and acting as advocates and catalysts for change

in developing resources and implementing policies and procedures:

Family court judges must take a leadership role to improve the adminis-

tration of justice for children and families within the courts, in their

communities, state capitols, and nationally. It is essential for family court

judges to be active in the development of policies, laws, rules and

standards by which these courts and their allied agencies and systems

function.1

Not only can you be a powerful voice within the court system, you are also

uniquely positioned to know the problems faced by the children and families who

come before you every day. As a prominent and influential member of the com-

munity, you can help identify the unmet needs of very young children and their

families, which in turn will benefit your community.

You can engage in a variety of activities that promote the administration of

justice within your state’s judicial code of conduct. These activities benefit the

court, the community, and the children and families the court serves:2
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Serve as a community leader.
Your leadership can help identify unmet needs of very young children in the court

system and the services needed to address those needs. For instance, there is

growing awareness of the need for early, preventative dental care for very young

children in foster care. In your leadership role, you can help raise attention to this

issue and reach out to community health centers or local dental care providers to

identify services for infants and toddlers in care.

Convene a court-based group to focus on child
welfare cases involving very young children.
Many judges have acted as community leaders to establish a variety of court-re-

lated services and programs, including court appointed special advocate (CASA)

programs, family drug treatment courts, and specialized courts focusing on the

unique needs of infants and toddlers in the court system.3

Testify or publicly advocate
for policies or legislation.
Juvenile court judges have testified before state legislatures on issues such as the

value of subsidized adoptions, the benefit of statewide child representation mod-

els, and the need for appropriate and sufficient reunification services. You can

share your views based on your judicial experience by consulting with or testify-

ing before local, state or national legislative or executive branch officials. You can

also encourage support for adequate resources to provide the services needed by

very young children in the court system. Many judicial professional organizations

provide an avenue for this type of testimony or consultation.

Educate the public.
Share issues related to very young children by speaking before community and

civic groups, writing newsletter articles or letters to the editor, and writing articles

for scholarly journals that can influence the work of other courts. Educating the

public about the need for parent-child psychotherapy or other services that pro-

mote positive parenting can bolster support for such programs within the com-

munity. If you have established a special court-based program or service for very

young children in your court (such as a family drug court for parents of infants and

toddlers), describing such efforts through professional journals can help other

judges replicate successful programs in their own courts.
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Participate on committees and
other professionals groups.
You can join professional groups and committees that address the needs of court-

involved children. Groups exist at the national level (such as the National Council

of Juvenile and Family Court Judges or the American Bar Association’s Judicial Di-

vision) and the state level. State judicial associations can have a significant impact

on legislation and policy impacting the needs of children. Your state supreme court

may have a commission or committee on foster care or other related issues where

your expertise could help shape the state’s response to very young children in care.

How to Lead Successful
Court-Community Collaborations
Several courts around the country have implemented special dockets or court-

room procedures in response to the unique needs of infants, toddlers, and

preschoolers. Successful approaches apply research to court practice to improve

outcomes for very young, maltreated children. If your court has or is considering

such a collaboration, your leadership and participation are key.

Healing the Youngest Children: Model Court-Community Partnerships,4

which describes the court-community collaborations in depth, identifies 13 com-

ponents that help fuel their success. These components address systems change,

a focus on services for very young children, procedural enhancements, and sus-

tainability efforts. You play a vital role in each. Here’s how:

Exercise your leadership.
The systems change component depends on a strong, proactive judge who leads

the court’s efforts focusing on very young children. Therefore, you play an essen-

tial role marshaling community services and assistance for young children and

their families. You also have a unique ability to encourage action among public

and private child-serving agencies. For example, convening a meeting to address

the availability of parent and child mental health services in your community could

bring together not only advocates for each of the parties in child welfare cases

but also mental health service providers throughout the community.

Your strong judicial leadership draws on the assets of all the collaborative

partners to support the mutual goals and efforts of the program. In addition to the

court, it is essential to work with the child welfare agency, early childhood spe-

cialists, and attorneys who know how the special needs of very young children

should guide their requests for services on behalf of their clients.
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Seek research-based reforms.
Any coordinated effort or intervention to improve outcomes for very young chil-

dren in the child welfare system should be based on sound research. Enlisting

early childhood experts and other knowledgeable parties is therefore essential.

Equally important is developing tools to help identify gaps in local services and

monitor how any intervention is affecting children’s well-being and progress. For

instance, child-parent psychotherapy shows promising early outcomes for safe re-

unification of young children with their parents. The collaborating entities should

assess whether the community has the capacity to provide sufficient mental health

interventions for the parent and child together, and if not, pursue ways in which

such therapy could be offered. Judges can inform the community about gaps in

services and mobilize community leaders and resources to address those gaps.

Seek procedural enhancements.
Core components that fall under procedural enhancements include many that you

influence directly. For instance, the frequency of case review hearings can be set

from the bench. Time between review hearings should be shortened and used pro-

ductively. Frequent case reviews ensure that very young children receive services

that are effective and age-appropriate. Regular meetings of the collaborative team

members can also help ensure case progress.

Ensure services are child-focused.
As a judge, you can also ensure the services you order are child-focused. Imple-

ment concurrent planning requirements; ensure the case plan provides frequent,

regular visits; ensure all necessary services are ordered for every young child; and

order evidenced-based services to meet the family’s needs. You can also use your

position within the court to support ongoing training and assistance for legal and

child-serving professionals working in your courtrooms to learn about the impact

of abuse and neglect on early development.

Evaluate, evaluate, evaluate.
Finally, you can request ongoing evaluation of efforts to improve outcomes for in-

fants, toddlers, and preschoolers. Routine evaluation is essential to identify

whether court deadlines are being met, appropriate services are being offered and

provided, or if gaps in services exist. Evaluation can also help support additional

funding requests.
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Now is the Time to Act
By implementing the recommended practice tips provided in this guide, you can

ensure they become common practice among the nation’s juvenile dependency

courts. Always demand complete and current information about the health status

of the infants, toddlers, and preschoolers who come before you and ensure that

their needs are met. Continue to identify innovative approaches to address the

health and developmental needs of very young children involved in the child wel-

fare and court systems.

Please share this guide with other judges and advocates in your community.

Judges, judicial officers, court administrators, attorneys, guardians ad litem, social

workers, medical and health professionals, and others working with very young

children can work together to create court systems that serve the specific needs

of infants, toddlers, and preschoolers. Working together, you can improve both

their immediate well-being and their long-term health and permanency outcomes.

Endnotes
1. National Council of Juvenile and Family Court Judges. Children and Families First:
A Mandate for America’s Courts, 1993, 4.

2. A Judge’s Guide to Improving the Legal Representation of Children. Edited by K. Grasso.
Washington, DC: ABA Center on Children and the Law, 1998, 13.

3. Hudson, L. et al. Healing the Youngest Children: Model Court-Community Partnerships.
Washington, DC: ABA Center on Children and the Law and Zero to Three, 2007.

4. Ibid.
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