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An exploratory case study design using three sources of
data—interviews with kinship caregivers, interviews with
social workers, and file reviews—was used to identify the
needs of kinship caregivers in northern British Columbia.
The research found that kinship caregivers identified
many needs that must be addressed if kinship caregiving
is to be a viable and sustainable option for children in
need of care.
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British Columbia (BC) is the third most populous province in
Canada, with 4,402,931 people (BC Statistics, 2008). This
population includes 900,000 children and youth aged 0 to

18; approximately 9,000 of those are in the care of the provincial
Ministry of Children and Family Development (MCFD; 2003).
During the past decade, MCFD has increasingly shifted its focus
to explore ways for at-risk children to remain safe without enter-
ing the foster care system. One approach has been to increase the
amount of kinship care. 

Kinship Care

The Child Welfare League of America (CWLA; 1994) defines kin-
ship care as “the full-time nurturing and protection of children
who must be separated from their parents by relatives, members of
their tribes or clans, godparents, stepparents, or other adults who
have a kinship bond with the child” (p. 2). Kinship care is not a
new concept, but beginning in the 1950s, significant social and leg-
islative changes encouraged an increase in kinship care place-
ments in North America. There was an increased understanding of
the importance of maintaining children’s family ties. At the same
time, foster care began to transform due to an increase in the num-
ber of families in which both parents worked outside of the home,
resulting in fewer available foster homes (Takas & Hegar, 1999).
Child protection guidelines that defined child abuse, neglect, re-
porting policies, and intervention strategies were created. 

Kinship Care in British Columbia

Although BC was similarly affected, it has its own unique history
around kinship care. Cradock (2007) notes that during the 1990s,
there was considerable turmoil in BC’s child welfare system. The
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death of a young child led to a major review of child welfare serv-
ices and practice. Subsequently, Gove (1995) emphasized the need
for intervention, and the number of children in care in BC rose sig-
nificantly from 7,278 in 1995 –1996 to 9,435 in 2001–2002 (MCFD,
2003). While the Family Relations Act had for some time made it
possible to transfer custody between friends and family members,
the 1996 Child and Family Community Services Act provided a way
for the provincial government to financially subsidize those place-
ments, though the parts of the act which allowed for agreements
with a child’s kin were not implemented until 2002 (Walmsley,
2005). Cradock (2007) argues that finances were an enormous incen-
tive for the provincial government: a foster home with children with
exceptional special needs could receive up to CDN$10,000 a month,
a regular or restricted foster home could receive just over CDN$700,
and a kinship care home could receive CDN$450. A new focus on
out-of-care options emerged. In these situations there was MCFD in-
volvement but the children did not come into care. 

Kinship Caregivers

In comparison to regular foster parents, kinship foster caregivers
are older, have a lower level of formal education, and are more
likely to be single and in fair to poor health (Berrick, 1998). They
also have a lower average level of income (Berrick, Barth, &
Needell, 1994). The majority of kinship foster caregivers in the
United States are people of color, while the majority of foster par-
ents are Caucasian (Berrick et al., 1994; Pecora, Prohn, & Nasuti,
1999). Kinship foster caregivers are most often a grandparent
(48%) or an aunt/uncle (44%) and are most likely a relative of the
 biological mother (73%; Holtan, Handegard, Ronning, & Souran-
der, 2005). Kinship caregivers are also most likely to be women
(Berrick et al., 1994; Pecora et al., 1999). 

Fuller-Thomson and Minkler (2000) found that grandparent
kinship caregivers are at increased risk of depression and those
raising children who have neurological, physical, emotional, or
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behavioral problems may be the least likely to seek support. Baker
(2000) notes that the familial component of some disorders may
mean that the caregivers (in this case, grandparents) also struggle
with the disorder. 

Kinship caregivers consistently receive fewer services from
child welfare agencies than foster caregivers, including respite
care, counseling, and social worker visits (Berrick et al., 1994). Re-
search suggests that social workers visit kinship care homes less
often than foster homes for a variety of reasons including: believ-
ing that the child is safe, feeling uncomfortable about intruding on
family life, or misinterpreting policy (Meyer & Link, 1990, as cited
in Berrick, Needell, & Barth, 1999).  

The Needs of Kinship Caregivers

Kinship caregivers report some clearly defined needs. Not surpris-
ingly, the need most often noted in the literature is financial
(Broad, 2002). They usually receive little or no advanced notice and
may not have a chance to prepare by buying things such as a crib
or a car seat (Geen, 2003). Kinship caregivers are generally paid
less money than licensed foster or group homes (Henderson &
Cook, 2005). They are also often unaware of sources of financial as-
sistance such as housing assistance and scholarships (Washington
State Institute for Public Policy, 2002). Some kinship caregivers
who have been in receipt of benefits, while valuing the assistance,
have expressed frustration with the difficulty involved in obtain-
ing additional assistance for specific needs, such as medical ex-
penses (Spence, 2004). 

Kinship caregivers also report a need for respite. Many are
grandparents who have been gearing up for retirement and then
have to assume 24-hour care of a child (Broad & Skinner, 2005).
The need to care for a child often occurs suddenly, with no time to
plan for child care beforehand; in addition, kinship caregivers re-
port a difficult time locating and paying for childcare and often
have to quit their jobs (Geen, 2003). 

Kinship caregivers reported additional needs: respectful treat-
ment for choosing to accept a responsibility that was not originally
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theirs (Mayfield, Pennucci, & Lyon, 2002), education around child
behaviors and matters such as permanency planning (Dolbin-Mac-
Nab, 2006; Templeton, 2003), counseling, and support groups (Dol-
bin-MacNab, 2006). 

Kinship caregivers receive less time with social workers than
regular foster parents and cite a need for increased social worker
support. Spence (2004) found that social workers often value kin-
ship caregivers but question the agency’s place in intervening in or
supporting the family given the fact that kinship care is seen as a
least intrusive measure. He also found that social workers did not
have time for more than brief contact or crisis work. Also, kinship
caregivers may be hesitant to ask for help because they fear that
social workers will see them as being incapable of caring for the
children (Geen, 2003).

In summary, the literature indicates that kinship caregivers re-
ceive fewer services than their nonkin counterparts do despite hav-
ing overall greater service needs (Geen, 2003). Some reasons for this
disparity include the fact that social workers offer fewer services to
kinship caregivers, kinship caregivers request services less often,
and kinship caregivers may face barriers to accessing services.

Research Methodology

Given the rapid expansion of kinship care in BC and other jurisdic-
tions, it is important to develop a clear sense of the needs of
 kinship caregivers and to establish whether those needs differ
across jurisdictions. In northern BC, a high population of Aboriginal
children in care, the rapid expansion of kinship care, and the lack
of research into the needs of kinship caregivers prompted this re-
search, which asks this: What are the needs and experiences of kin-
ship caregivers in northern BC? 

The research took the form of a case study that included a
group of 16 individual kinship caregivers over the age of 18 living
in northern BC and caring for children who are friends or family
members with MCFD involvement. The 16 participants were re-
cruited with the consent of MCFD through a criterion sampling
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method. The kinship caregivers’ social workers were also identi-
fied and a total of 11 social workers agreed to be interviewed. Data
was also gathered from reviews of the children’s and the birthpar-
ents’ files. The collected notes and transcriptions were analyzed
using a thematic analysis. Notes were made in the margins of each
data source and themes or issues were coded. Once each file was
coded, a within-case analysis was conducted by looking at the
themes and discrepancies that arose. These themes were then
recorded on a separate piece of paper. 

A cross-case analysis was then completed, looking at both re-
curring ideas as well as discrepancies. The code words that oc-
curred within each case, as well as the themes that arose from
those code words, were studied. By doing this it was easier to see
topics that were emphasized by the participants or topics that
came up frequently, as well as those that were not emphasized but
that were found repeatedly across cases. The themes were organ-
ized into clusters and grouped within a conceptual framework
based on the continuing thematic analysis and recognition of the
patterns in the data. Following this, themes and subthemes were
developed. Finally, the themes and subthemes were organized into
larger, general categories. 

Findings

Characteristics of Caregivers and Children

The caregivers and children represented a diverse sample. Grand-
parents comprised the largest number of caregivers (seven) and
there was also one great-grandparent. They varied in age, with the
youngest being 37 and the oldest being 68. All of the primary care-
givers were women. Of the primary caregivers, 5 were single,
10 had partners who lived and coparented with them, and 1 had
both a partner and an ex-partner who lived and coparented with
her. Ethnicity also varied but 6 cited aboriginal ancestry. Overall,
the caregivers were not a healthy group, and a number of them had
preexisting health problems including bipolar disorder, depression,
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arthritis, and chronic back pain. Education levels varied, but 8 care-
givers had some postsecondary education; 11 reported a family in-
come of under $50,000 per year. The caregivers in the sample were
looking after 23 children. A total of 19 of the 23 children were in care
because their birthparents had serious problems with alcohol and
drugs. Also, 15 of the 23 children had witnessed domestic violence,
usually abuse of their birthmother. Of the children, 5 had a diagno-
sis of fetal alcohol spectrum disorder, and 12 had experienced phys-
ical abuse. Many of the children had been moved from foster home
to foster home, with one child experiencing 15 moves.

Motivation of Caregivers

Although the families were sometimes motivated by a strong ex-
isting connection with the child (i.e., the caregiver was a grandpar-
ent), when the relationship was more distant, the caregivers said
that they had agreed to provide care because they wanted to do the
right thing and prevent the child from entering the foster care sys-
tem. This desire was mentioned by 11 families. One caregiver who
was a friend of the grandmother of the child in her home said,
“When it came down to her going to … foster care or her finding
someone to take her, she tried relatives first and none of them
would take her and I said, ‘I can’t see her going into foster care’ be-
cause I knew her since she was born. So I said I would take her if
she couldn’t find anybody.” This quote demonstrates that this
caregiver was not agreeing to provide care because she had a par-
ticular need to look after this child, but rather because she felt a
sense of duty.

Caregiver Expectations

Many of the caregivers said that they were erroneously told the chil-
dren would be in their home only for a short period. A 36-year-old
single mother of two, who had agreed to care for her ex-husband’s
toddler nephews and quit her job to do so, described how she was
initially approached to care for the boys for only a few months:

My ex-husband called me if I could do it and I said yes …
‘and just take care of them until January and then you can
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move on with your life and keep going.‘ So it’s like I
stopped my life a little bit to do this.… The social worker
told me that she believes they’re not going back to [the
mother].… It just scares me because so far I’m the only one
who can take care of them.

System Expectations

Caregivers also said that they felt that there were undue expec-
tations placed on them by the child welfare system. These expec-
tations frequently centered on parent-child contact, specifically
around providing supervision and transportation to and from vis-
its. One kinship caregiver, who lived about an hour away from the
community where the child’s parents lived, described how she
would make the trip twice a week, staying in town for the day
while the child went to a parent education and skill development
program with her parents and then had a home visit. This woman
had taken a year’s leave from a well-paying position to provide
care to the child.

The birthparents’ instability and mental health or alcohol and
drug issues made it difficult to set up visits and often resulted in
the parents not showing up for visits or being inappropriate dur-
ing contact. One grandparent caregiver described some of the
chaos associated with the parental contact: “Mom has tried as
much as possible to be the life of the boys, but she’s so emotional
that sometimes she traumatizes the boys because she’s crying on
the phone and she misses them, stuff like that.”

Caregiver/Parent Relationships

All but one of the grandparent caregivers in this sample described
the tumultuous nature of their relationship with their adult child.
These caregivers were torn between their love of their adult child,
their disappointment and frustration, and their desire to keep their
grandchild safe. One caregiver, who was looking after the toddler
son of her adult daughter who was struggling with mental illness,
said, “It would be easier if she was addicted to crack. At least there
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wasn’t a child involved. You know, I could shut her out of my life,
but with [the child] involved, I have to keep some kind of good
relationship with her. Like, I love her to pieces no matter how an-
noying she is.” 

It is easy to assume that the caregiving relationship would be
simplified when there was a preexisting bond between the caregiver
and the parent; however, the findings suggest that this bond further
complicates the situation by triggering the caregivers’ own feelings
of frustration and shame around their adult child’s behavior.

Nurturance 

Despite the fact that the caregiver/parent relationships were often
complicated, several of the caregivers made a genuine effort to
promote the parent/child bond. For example, one family had the
child’s mother over for Christmas and Thanksgiving dinners. One
low-income caregiver described the thrice-weekly visits she facili-
tated between the toddler and the child’s father, saying, “And if
we’re on a daddy visit and it’s near lunchtime, I will buy the lunch
and she can sit with her daddy or her mom and eat. I’ve always in-
stilled in them that’s important … because that’s a time you can
bond, you can talk, and she does.”

Sense of Threat

Some of the caregivers worried that if they made the parents an-
gry, they might restrict contact with the child in the future. This
concern resulted in the caregivers hesitating to set boundaries.
One caregiver described how she felt obligated to maintain a pos-
itive relationship with the child’s father out of fear that he would
limit her contact with the child in the future:

[The child’s] dad, I can’t stand him. He doesn’t know that.
I never show it and I would never stop him from coming. I
encourage him constantly, but I really—I really dislike him.
… I think that’s the most stressful is having to, if you
 despise someone, putting on a happy face. But you do.
You have to. For me, I have to for one reason only, that’s
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 because if it ever happens that he [the child] went back to him
[the father], then … he could make it quite difficult for me.

Occupational Changes

Of the 16 families, 6 reported that they had made changes at work
to provide kinship care. Six of the families cut back or eliminated the
hours worked by the primary caregiver and in three families this
change resulted in the secondary caregiver working longer hours to
provide an adequate income. One family, which bought a modest
but larger house to accommodate the child they were caring for (and
who were raising the child’s sibling through another program), de-
scribed how the primary caregiver had taken a leave from her job to
provide care, resulting in her husband having to work longer hours.
These occupational changes were felt in a particularly acute way
when the families were near or at retirement age.

Perceived Improvements

Another theme that arose was the caregivers’ perceptions that the
children had improved while in their care. This belief seemed to
contribute to their conviction that the care the children had been
receiving from their parents was substandard. One caregiver said,

She’s almost 4 years old, but she was more like an 18-
month-old when she came here. I mean, she’d never seen a
toothbrush before.… It was awful. She was … wearing
24-month clothing. She had potty training problems still.
She couldn’t talk. She didn’t eat anything but candy.…
We’ve got her on a good diet now. Like, she’s growing.
Like, that shirt that she’s wearing is a size four.

Supports

Caregivers drew support from a number of different sources in-
cluding family, friends, community, faith groups, support groups,
and social workers. Of the 16 primary caregivers, 10 indicated that
friends were a source of support. Nine cited faith as a source of
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support, including Christian churches as well as traditional Abo-
riginal spirituality. Regarding support groups, one caregiver said, 

It’s very interesting going to the first meeting and realizing
all of us are in the same boat but we got into that boat by
different means. It’s just weird how it all happens. And it
was also strange the different types of funding that are
there for different custodial arrangements.

Overall, the caregivers spoke very positively about their social
workers, even while acknowledging that the social workers were
often too busy to provide adequate support. Comments such as
this one captured the essence of the caregiver opinions about the
social workers: “Before, I was always playing phone tag with the
social worker and we’re having problems with daycare and … all
kinds of problems and now we have [social worker‘s name] and
all of a sudden we’re her number one priority and it’s awesome.”

Needed Supports

Caregivers cited the need for numerous supports including in-
creased funding, assistance in paying for extracurricular activities,
respite, and additional information. One of the topics that fre-
quently arose was the need for financial support. All but one of the
primary caregivers in the sample was receiving a kinship care pay-
ment from MCFD and the one who was not said that the child’s
mother (who lived in the home) was receiving income assistance
for her. Several of the families had initially cared for the children
without the kinship care payment, when it seemed that the place-
ment would be short term. Some of these received vouchers for
groceries, while others received no funds at all. One family said
that they received a kinship care payment for 5 of the 15 months
they provided care. One single mom of two teens described how it
initially was not an issue for her to receive only grocery vouchers:
“Well, you know, when I originally took [the youth] in, it was only
supposed to be for a few weeks while mom was in treatment and,
you know, that didn’t happen. So, you know, first it was okay, but
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then, you know, you’ve got to start buying clothes and there’s den-
tal and eye care.”

Of the 16 families, 9 said that they would provide kinship care
even without the kinship care payment. However, for almost all of
these families, raising the children without financial support
would mean a huge sacrifice and in some cases was not practical.
For example, when asked if she could care for her grandson with-
out the kinship care payment, one widowed 59-year-old grand-
mother living in a small home on a modest income responded:
“Absolutely. I don’t care what we’d do. We’d find a way. Yes we
would.… It’s nice that it’s there … But, um, no, the house is paid
off except for what’s owed against the line of credit. But if I had to,
I’d sell the house in a heartbeat if it means I could get to keep him.”
Caregivers like this woman were willing to make whatever sacri-
fices were needed to keep the child in their home safe.

Of the 16 caregivers, 7 said that they would like help to pay for
extracurricular activities. All 7 of these people discussed the fact
that the children had already been through a lot in life and could
benefit from extracurricular activities, but that they could not al-
ways afford to pay. 

Of the 16 primary caregivers in this sample, 5 conveyed a need
for help in paying for respite as well as in finding someone who
could provide this service. For the families who felt respite was an
issue, it was a serious issue. One 37-year-old woman caring for her
two young nephews said that she might ask for them to be moved
because she received only one short break in the two months she
had been caring for them. Another woman, who was caring for her
daughter’s teen friend, said she had eventually asked for the girl
to be moved, partly due to the lack of respite: “I couldn’t send her
to her mom’s, her brothers weren’t reliable, her dad was in [an-
other community]. You know, there really was no support as far as
a respite situation … and that’s actually part of the reason why
she’s not here.”

Of the 16 caregivers, 11 demonstrated a need for additional in-
formation regarding the children in their care, particularly around
the plan for the child. Some caregivers also expressed a general
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lack of information about the legalities involved with kinship care:
“Like, the kith and kin is good. I didn’t understand it when I first,
like when they first put [the child] in my care. I didn’t know what
I had, or what, what—I just agreed that he could be here for any
amount of time.”

Social Workers

The social workers consistently acknowledged that they liked the
idea of placing children with friends and family members rather
than in a foster home; however, they also said how much more
work it is to initiate and then maintain a kinship care placement
versus a foster care placement. Several social workers mentioned
the fact that, with a kinship care placement, they are responsible
for three files—the child’s, parent’s, and caregiver’s—whereas
with a foster care placement, the caregiver’s file would be moni-
tored by a social worker from a different office who specializes in
supporting caregivers. Having three files not only increased their
workload, but also posed a conflict of interest as they tried to sup-
port the children, the parents, and the caregivers to meet needs
that might conflict. The social workers also discussed their per-
ception that the kinship caregivers, who were often new to care-
giving and had limited training, required a great deal of ongoing
support which they did not always have time to provide. As one
social worker said, “It’s a supportive role, but we’re crisis driven.”
Two of the social workers discussed the need for outreach workers
who could go into the home and provide basic support to the
caregivers or the child. 

Another topic that arose was the need to advocate for families to
receive services. Experienced social workers pointed out that they
were more likely to be stronger advocates than new workers be-
cause they would continue to advocate even after being told “no.”

Social workers also discussed the complexities inherent in their
relationships with the kinship caregivers. They pointed out that
they are bound by confidentiality laws and therefore cannot al-
ways share all the details of the case with the caregivers, leaving
them feeling like they are not being informed. They also look to the
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parents to provide different standards of care than those expected
by the kinship caregivers, looking strictly at safety while the kin-
ship caregivers want the best life possible for the child. This differ-
ence in focus can cause a strain between the social worker and the
caregiver when the caregiver begins to feel that the child’s best in-
terests are not being considered.

Implications and Summary

Kinship caregivers and their social workers believe that continuing
with the status quo around kinship care is not enough. The kinship
caregivers in this northern BC sample were stretched by their role,
in not only providing day-to-day care for the children, but also ful-
filling duties such as working with the social worker and the
child’s parents, while dealing with their own life changes. As in all
caregiver/child relationships, the health and well-being of each
caregiver directly impacted the level of care and therefore the
safety and well-being of the children in the home. 

Although some families said they were happy with the amount
of pay they received and one family said that they did not actually
need the pay, all of the caregivers said that they needed additional
supports. Some of these supports, such as respite and funding for
children’s activities, cost the caregivers money, and therefore the
caregivers require additional funding, whether in the form of
 increased pay or direct services. The other needed supports (i.e.,
training and social worker time) would not have cost the care-
givers any money, but would cost the provincial government
money to implement. Overall, it is fair to conclude that MCFD
needs to invest more money in the kinship care program, in the
form of increased pay or in direct services such as respite, training,
and social worker support.

References

Baker, D. (2000). Custodial grandparenting and ADHD. In B. Hayslip & R. Goldberg-Glen
(Eds.), Grandparents raising grandchildren: Theoretical, empirical, and clinical perspectives
(pp. 145–160). New York: Springer. 



Burke and Schmidt 141

BC Stats. (2008). The census of Canada. Retrieved July 3, 2008, from www.bcstats.gov.bc.ca/
census.asp.

Berrick, J. D. (1998). When children cannot remain home: Foster family care and kinship
care. The future of children, 8(1), 72–87.

Berrick, J. D., Barth, R. P., & Needell, B. (1994). A comparison of kinship foster homes and
foster family homes: Implications for kinship foster care as family preservation. Children
and Youth Services Review, 16(1/2), 33–62.

Berrick, J. D., Needell, B., & Barth, R. P. (1999). Kin as a family and child welfare resource:
The child welfare workers’ perspective. In R. L. Hegar & M. Scannapieco (Eds.), Kinship
foster care: Policy, practice and research (pp. 179–192). New York: Oxford University Press.

Broad, B. (2002). All in the family. Community Care, 1436, 38–39.

Broad, B., & Skinner, A. (2005). Relative benefits: Placing children in kinship care. London:
British Association for Adoption and Fostering.

Child Welfare League of America. (1994). Kinship care: A natural bridge. Washington, DC:
Author.

Cradock, G. (2007). The politics of kith and kin: Observations on the British Columbia gov-
ernment’s reaction to the death of Sherry Charlie. First Peoples Child and Family Review,
3(1), 15–33.

Dolbin-MacNab, M. (2006). Just like raising your own? Grandmothers’ perceptions of par-
enting a second time around. Family Relations, 55, 564–575.

Fuller-Thomson, E., & Minkler, M. (2000). America’s grandparent caregivers: Who are they?
In B. Hayslip & R. Goldberg-Glen (Eds.), Grandparents raising grandchildren: Theoretical,
empirical, and clinical perspectives (pp. 3–21). New York: Springer. 

Geen, R. (2003). Kinship foster care: An ongoing, yet largely uninformed debate. In R. Geen
(Ed.), Kinship care: Making the most of a valuable resource (pp. 1–23). Washington, DC:
Urban Institute Press.

Gove, T. (1995). Report of the Gove inquiry into child protection in British Columbia. Vancouver,
British Columbia, Canada: Government Printing Office.

Henderson, T., & Cook, J. (2005). Grandma’s hands: Black grandmothers speak about their
experiences rearing grandchildren on TANF. International Journal of Aging and Human
Development, 61(1), 1–19.

Holtan, A., Handegard, B., Ronning, J., & Sourander, A. (2005). A comparison of mental
health problems in kinship and non-kinship foster care. European Child and Adolescent
Psychiatry, 14, 200–207.



 142 CHILD WELFARE • VOL. 88, #6

Mayfield, J., Pennucci, A., & Lyon, C. (2002). Kinship care in Washington state: Prevalence, pol-
icy, and needs. Pullman: Washington State University. 

Ministry of Children and Family Development. (2003). Achieving out of care permanency for
children and youth in care: Permanency planning model for British Columbia. Victoria, British
Columbia, Canada: Government Printing Office.

Pecora, P., Prohn, N., & Nasuti, J. (1999). Role perceptions of kinship and other foster par-
ents in family foster care. In R. L. Hegar & M. Scannapieco (Eds.), Kinship foster care: Pol-
icy, practice, and research (pp. 17–27). New York: Oxford University Press. 

Spence, N. (2004). Kinship care in Australia. Child Abuse Review, 13, 263–276.

Takas, M., & Hegar, R. L. (1999). The case for kinship adoption laws. In R. L. Hegar &
M. Scannapieco (Eds.), Kinship foster care: Policy, practice, and research (pp. 54–67). New
York: Oxford University Press.

Templeton, A. J. (2003). Licensing and payment of kinship foster payments. In R. Geen (Ed.),
Kinship care: Making the most of a valuable resource (pp. 63–94). Washington, DC: Urban
Institute Press.

Walmsley, C. (2005). Protecting Aboriginal children. Vancouver, British Columbia, Canada:
University of British Columbia Press.

Washington State Institute for Public Policy. (2002). Kinship care in Washington state: Preva-
lence, policy, and needs. Washington, DC: Author.



Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.


