
Respect. Non-Violence.  
Equality. Peace.
BY SUSAN SHINER MSW, RSW

On November 16, 2014, I went to Parc Troie, in Montreal, the site of Place Du 
6-Décembre-1989 “En mémoire de l’événement tragique survenu à l’École 
Polytechnique afin de promouvoir les valeurs de respect et de non-violence.”  
Beside the monuments to the fourteen murdered women, there are benches, 
places to reflect. That suited me because, increasingly over the past twenty-five 
years, December 6th has become an occasion for me to reflect on the perennial 
calls for an end to violence against women.
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Editorial

BY ANNETTE JOHNS MSW, RSW

I fondly recall my second year in 
university when a friend told me she 
was applying to the MUN School 
of Social Work.  As she talked 
passionately about social work, I 
realized this was the path for me.  I 
switched my career focus from the 
sciences to social work. After spending 
the next four years pursuing my social 
work degree, I knew I had made the 
right choice. I began my career in 
community development, and joined 
the NLASW in 2004.  The last ten 
years have been remarkable, and every 
day I get to work with amazing social 
workers and colleagues who continue 
to inspire me.         

In this edition of Connecting Voices, 
you will find a broad selection of 
articles that showcase the breadth 
and scope of social work practice in 
Newfoundland and Labrador, and 
demonstrate the knowledge and 
expertise of the social work profession.  
Regardless of your area of practice, I 
am sure you will find inspiration from 
the articles.  Kristen Hynes writes 
about her role as a Wendy’s Wonderful 
Kids recruiter with the Department of 

Child, Youth and Family Services and 
Carol Snelgrove provides information 
on the Adult Protection Act.  Cindy 
Elgar and Gertie Duggan write about 
the Mental Health Court, and Jill Doyle 
provides a glimpse into her outreach 
work with youth.  Ian Shortall writes 
about psychological health and safety 
in the workplace and Stefany Squires 
shares information about the youth 
treatment centre in Grand Falls – 
Windsor.  These are only some of the 
wonderful articles you will read in 
this edition of the newsletter.  As a 
profession, we have a lot to be proud 
of in this province.  

Social work month also gives us 
the opportunity to celebrate our 
profession.  The theme for social 
work month 2015 is Social Work: A 
Profession of Choice.  This theme is 
quite fitting on a number of levels:

among employers who recognize 
the knowledge, skills and abilities 
registered social workers bring to the 
workplace,

among clients who seek the expertise 

of registered social workers,

choice for those of us who pursued 
an education in social work and are 
registered social workers,

for students currently pursuing a 
degree in social work,

respect and advocate for client self-
determination and choice (as long 
as that choice does not negatively 
impact on the rights of others).      

As social workers, we believe everyone 
has the right to be free from violence 
and the threat of violence.  In this 
edition of Connecting Voices, Susan 
Shiner shares her personal and 
professional reflections on the 25th 
anniversary of the Montreal Massacre 
when 14 young women, in pursuit 
of education, lost their lives simply 
because they were women.  I continue 
to be inspired by social workers like 
Susan, whose work to end violence 
in our communities is a wonderful 
example of why social work is truly a 
profession of choice in raising 
awareness on these critical issues.    

Social Work: A Profession of Choice

SOCIAL WORK MONTH – MARCH 2015 
Social Work: A Profession of Choice
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Healthy Resolutions for 2015

Executive Director

BY LISA CROCKWELL MSW, RSW

Happy New Year!   The beginning of 
the New Year is always a time for those 
dreaded New Year’s resolutions.  You 
know, ones that are easy to make but 
difficult to keep.  They usually involve 
a better diet, more exercise and a 
more balanced lifestyle.  Any of us who 
attend exercise classes at our local 
community centre or gym notice the 
remarkable increase in participation 
in January and watch it decrease 
dramatically by February.  However, 
as social workers we are keenly aware 
that looking after our physical health 
is critical for our mental and emotional 
well-being.  We also know the positive 
impact of keeping those resolutions.  

This has led me to reflect on 
something larger:  the health of the 
social work profession.  As we are 
beginning a new year, let’s pause to 
reflect not only on our own personal 
well-being, but also on the health of 
the profession of social work.  Let’s 
consider the three elements of a bio-
psycho-social assessment (physical, 
psychological and social) and a 
resolution for each.

Physical:  One test of physical health 
is growth.  Since the beginning of 
social work regulation, the number 
of practicing social workers in this 
province has steadily grown.  At 

this moment, there are 1551, the 
largest in our history.  Each year 
the Memorial University School of 
Social Work graduates about 100 
students.  Let’s ask ourselves, are we 
doing our part to contribute to the 
growth of the profession by mentoring 
field students?  If you would like to 
know more about becoming a field 
instructor, the field coordinators at 
Memorial University would be happy 
to answer your questions!  Remember 
that providing field instruction is 
a wonderful source of continuing 
professional education credits.

Psychological:  A healthy sense of self-
esteem and self-worth are hallmarks 
of psychological well being.  As social 
workers, we have a solid sense of the 
importance of our work but sometimes 
struggle with how it is perceived by 
others.  The result is some of us engage 
in the health risk of distancing from 
the profession. Many social workers 
discuss important social issues in 
the public domain and identify only 
with the job title.  This contrasts with 
other professional groups and has the 
potential to be injurious.  We need 
to educate the public about both 
social issues and the diversity of areas 
where social workers contribute.  For 
those of us who have the opportunity, 
let’s make a New Year’s resolution to 
remedy this in 2015.  For all of us, let’s 

use the RSW designation and the title 
social worker often and with pride.

The recipient of the inaugural NLASW 
Pride in the Profession Award will 
be announced in the coming weeks.  
Consider nominating a colleague in the 
future because recognizing their work 
inspires us all.  Listen for the radio ads 
on Oz FM focusing on the diversity of 
social work practice using the voices of 
registered social workers throughout 
Newfoundland and Labrador. 

Social:  While this is an area where 
many social workers excel, the 
structure of our work settings may 
leave some of us isolated from 
colleagues.  Feeling connected to other 
social workers in a meaningful way is 
a major determinant of professional 
health.  While we need to do this 
throughout the year, Social Work 
Month in March is an ideal time 
to focus on enhancing social work 
relationships and connections. The 
Canadian Association of Social Workers’ 
theme this year is Social Work: A 
Profession of Choice.  Resolve to take 
in as many activities as possible and 
to contribute by organizing an event in 
your area. 

Our collective resolutions are the best 
guarantee of a healthy future.  Wishing 
everyone a healthy and happy 
2015!

DEADLINE FOR SUBMISSION FOR THE NEXT EDITION  
OF CONNECTING VOICES IS MAY 1 2015
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Feature

Respect.  Non-Violence.  Equality.  
Peace. These words have been the 
points on my personal compass 
since my introduction to feminist 
consciousness-raising groups and 
to the anti-war activism of the 
congregation of the Ottawa Mennonite 
Church when I was a student at 
Carleton University in 1970. Those 
words have stayed with me as the 
motivation for many of the choices 
that I have made in my life. That is 
how I came to be working in children’s 
services at Iris Kirby House, in St. 
John’s, on December 6, 1989. That 
evening, as I was preparing to give a 
presentation to the teachers at the 
school closest to the shelter, I heard 
the news of the murders at École 
Polytechnique.  

The fact that fourteen women were 
dead because they had been making 
steps toward equality in the male 
dominated field of engineering 
immediately sunk in and shook me. 
This was a violent backlash against 
women who had challenged the 
societal definition of what they could 
and could not do. As I walked to the 
school, the images of their deaths 
tangled with images from the stories 
told at Iris Kirby House; stories of 
women being degraded and harmed 
by men. Another man had targeted his 
anger onto women’s bodies.

Horror, sorrow, anger, discouragement 

and defiance jolted through my body. 
Parts of all those emotions poured out 
to the first teacher who I met in the 
hallway. Her response was, “Women 
can be violent too.” I acknowledged 
that I knew this from my work and 
personal experience, but what had 
just happened at École Polytechnique 
was male violence against women. 
Children attending this school from 
Iris Kirby House were living at the 
shelter because of male violence, so 
male violence against women is what 
I talked to the school staff about that 
night. That is what has been talked 
about at every December 6th vigil 
since then. Passionate demands to end 
violence against women have been 
made for these 25 years, and for years 
before. Yet, violent attacks on women, 
by men, happen every second of every 
minute of every day worldwide.

This is what I reflected upon in Parc 
Troie. The dedication, at the memorial, 
echoes my personal belief that the way 
toward equality and peace is through 
respect and non-violence.

When an act of male violence against 
women is reported and someone asks, 
“How could this happen here”, there 
is a simple, if unwelcome, answer. 
Violence exists, for that man, as a 
choice of a possible means of control. 
Violence can pair with sexism, just 
as it can join forces with racism, 
homophobia, transphobia or any other 
human intolerance, in any place, at any 
time.

We are not a non-violent society. 

As I write this, our country is at war. 
Accounts of the colonization that 
formed the Dominion of Canada 
include many stories of violence. 
Physical punishment can still be legally 
used against children aged two to 
twelve. We are consumers of violence 
as entertainment. It is illogical to think 
that violence against women can be 
eradicated while violence continues on 
everywhere else.

A dedication to non-violence is a 
fitting tribute to the memory of 
Geneviève Bergeron, Hélène Colgan, 
Nathalie Croteau, Barbara Daigneault, 
Anne-Marie Edward, Maud Haviernick, 
Barbara Maria Klucznik, Maryse 
Laganière, Maryse Leclair, Anne-Marie 
Lemay, Sonia Pelletier, Michèle Richard, 
Annie St.Arneault and Annie Turcotte. 

So is the dedication to the promotion 
of respect. If each of us fully respects 
each other’s human rights, we 
will achieve equality. The power 
imbalances that now put women at 
risk would be no more.

I am not a naïve dreamer. I am willing 
to face the complexity and enormity 
of the task.

I still feel horror and sorrow, anger 
and discouragement. I am still defiant 
and I derive strength from the caring 
men and women who gather at 
the December 6th vigils, across the 
country, and from all those who work 
daily, here and around the world, 
toward gender equality, promoting 
the values of respect and non-
violence.

COVER STORY 
CONTINUED
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Clinical
Youth Treatment Centre for Addictions  
Now Open in Grand Falls-Windsor
BY STEFANY SQUIRES MSW, RSW

The new addictions Youth Treatment 
Centre (YTC) established by the 
Central Health Authority within Grand 
Falls-Windsor, NL opened its doors 
this past summer and we accepted 
our first admission on June 19, 2014. 
The centre serves youth between 
the ages of 12 and 18 residing in the 
province. Youth who are accepted 
into the YTC program demonstrate 
symptoms or a diagnosis of substance 
abuse disorder, an inability to control 
their use of substances, and are at 
risk of continued deterioration as a 
result of their environment. Since 
opening, we have received referrals 
for youth struggling with a variety 
of substance abuse related issues 
including polysubstance abuse, alcohol, 
marijuana, cocaine, and prescription 
medication misuse. 

All referrals for admissions are 
screened by the youth addictions 
treatment team through an in-depth 
screening and intake process. Upon 
admission, all youth receive a medical 
assessment provided by the nurse 
practitioner. There are two separate 
programs within the YTC: withdrawal 
management and stabilization services, 
and residential addictions treatment. 
Youth may partake in one or both of 
these programs.

The youth reside in a highly structured 
environment and participate in 
a routine of activities within a 
therapeutic milieu. The goal in the 
development of the building was 
to ensure that it did not feel like 

an institutional setting, but rather 
a safe and welcoming home-like 
environment. The YTC has 12 
residential beds divided into three 
separate living areas.  Each of these 
living areas has four single rooms 
with attached baths, a shared kitchen 
and lounge area. The centre also has 
education facilities, treatment spaces, 
indoor and outdoor space for leisure 
and recreational activities, and offices 
for clinical and administration staff. 
YTC staff currently includes a program 
manager, two child and youth care 
worker supervisors, thirty child and 
youth care workers, two addictions 
counsellors, two clinical family social 
workers, a clinical psychologist, a 

clinical occupational therapist, a 
clinical dietician, a nurse practitioner, 
three teachers, two administration 
support staff, and a housing and 
maintenance worker. 

The vision of the YTC is to provide 
respectful treatment that promotes 
and protects the rights of youth and 
their families including the right to 
confidentiality and privacy. Treatment 
aims to create opportunities for youth 
to experience positive self-awareness 
and a sense of belonging. Being 
culturally sensitive is a priority in 
helping to create a safe space. 

At the beginning of treatment, an 
individualized treatment plan is 

Photo courtesy of Stefany Squires.

MUSIC ROOM AT YOUTH TREATMENT CENTRE.
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developed in consultation with the 
youth.  This plan addresses the youth’s 
needs, engages and involves the family, 
and supports a structured aftercare 
program. In terms of the clinical model 
of care, youth receive individual, 
group and family interventions from 
evidence-based treatment approaches. 
All youth are assigned a clinician 
and receive one-on-one addictions 
counselling in a structured model 
called the Adolescent Community 
Reinforcement Approach (A-CRA).  
A-CRA aims to teach youth the 
importance of increasing pro-social 
activities to help them replace 
and/or decrease maladaptive 
behaviours.  A-CRA also teaches 
specific skills such as problem solving, 
adolescent-caregiver relationship 
skills, communication skills, relapse 
prevention and drug refusal skills. Job 
seeking skills and anger management 
can also be included as part of the 
program if appropriate. The average 
length of stay is three months; 
however, youth may stay longer 
depending on individual needs.

Group therapy is also a component 
of the YTC.  Current groups include 
Early Recovery Group (ERG), Dialectical 
Behavioural Therapy (DBT) that 
teaches emotional regulation skills, 

and Self-Esteem. A Life Skills group 
is facilitated by the occupational 
therapist and topics may include 
budgeting, cooking, and leisure 
planning. Wellness education is also 
provided on topics such as sexuality, 
nutrition, and healthy relationships. 

Family therapists work closely with 
families to ensure that the youth’s 
transition home is positive and that 
family members are equipped with the 
tools to continue to support the youth.  
Family counselling sessions are offered 
in-person or via videoconferencing 
throughout the youth’s course of 
treatment. Given that many youth are 
living away from home, an apartment 
is available within the centre for 
visiting family members.  

Education is a very important 
component of the program.  The 
youth attend an on-site accredited 
school program, Monday to Friday, for 
approximately three hours a day (or 16 
hours a week).  Learning goals are also 
based on individual needs.

Finally, aftercare is imperative, and 
discharge planning begins early in the 
treatment process. Prior to discharge, 
every attempt is made to ensure that 
youth are connected with follow-
up supports including individual 

counselling, family involvement, 
and a wide variety of community 
resources and services. Youth are 
generally referred back to their 
referral sources or a case manager in 
the youth’s region where available. 
Clinicians around the province have 
been trained in Assertive Continuing 
Care (ACC), a form of A-CRA but with 
a case management component.  For 
those who live in rural areas, follow-
up might include regular telephone 
check-ins or videoconferencing where 
available. A structured aftercare plan 
increases a successful recovery when 
youth utilize the supports provided 
to them upon their return home and 
helps to prevent youth from falling 
through the proverbial “treatment 
centre cracks.”

Overall, the YTC enhances services 
and treatment options available for 
youth struggling with substance abuse 
issues within our province.  Previously, 
youth who required this level of 
service were required to travel outside 
of the province for extensive periods 
of time.  For more information on 
the program please visit http://www.
health.gov.nl.ca/health/youthcentre/
youthcentre.html or http://www.
centralhealth.nl.ca/youth-
addictions-treatment-centre/.

Administration
2015 REGISTRATION RENEWAL
Check out the 2015 renewal button 
that has been added to the NLASW 
homepage.  It contains valuable 
information regarding the completion 
and submission of your 2015 renewal 
form as well as a detailed continuing 
professional education (CPE) section. 

PROFESSIONAL DEVELOPMENT 
FUND
The NLASW Professional Development 
Fund provides financial sponsorship 
for current NLASW members to 
attend professional education events 
that meet the criteria established by 
the CPE Policy. The next application 

deadline is March 16, 2015.  
Applications forms are available on the 
NLASW website (http://www.nlasw.ca/
education_fund.html) or by contacting 
the NLASW office.  

http://www.health.gov.nl.ca/health/youthcentre/youthcentre.html
http://www.centralhealth.nl.ca/youth-addictions-treatment-centre/
http://www.nlasw.ca/education_fund.html
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BY ANGELA SLANEY MSW, RSW & 
CAROLYN CHARD MSW, RSW

Change is inevitable, and since the 
inception of the Youth Criminal Justice 
Act (YCJA) in 2003, there have been 
many changes at the Newfoundland & 
Labrador Youth Centre (NLYC). Some 
of these changes have included a 
reduction in the youth population, and 
in the staffing component. However, 
we have also seen an increase in 
the number of youth who receive 
remand orders and/or secure custody 
dispositions that are struggling with 
significant emotional and behavioral 
health needs, diagnosable/diagnosed 
mental health disorders, and substance 
abuse/dependence issues. Even though 
NLYC knew change was going to be 
hard, acceptance of change became a 
necessity. 

Approximately two years ago, funding 
proposals were submitted by Trudy 
Smith, Program Manager, NLYC/
Pre-trial Services, to Justice Canada 
through the Federal/Provincial/
Territorial (FPT) agreement for the 
Intensive Rehabilitative Custody and 
Supervision (IRCS) Program.  The 
funding proposals for Dialectical 
Behavior Therapy (DBT) training; 
trauma-focused and trauma-informed 
practice; relationship based strengths 
approach for direct care staff, and 
the responsive leadership training 
for supervisors and managers, were 
accepted.

Since then the NLYC has embarked 
on a journey of change that began 
in December 2013, with site visits to 

Lutherwood, Parklands Open Custody 
Treatment program, and Kinark, Syl 
Apps Youth and Secure Treatment 
Centre in Ontario. As a component 
of their therapeutic services, both 
facilities have treatment options 
for youth within the Youth Justice 
System. The information gathered 
provided support for initiating the 
DBT approach within NLYC, as well as 
encouraged us to look at the major 
issues confronting youth corrections 
and detention personnel, the current 
practices associated with those issues 

at NLYC, and current evidence based or 
promising practices within the field.

In January 2014, an implementation 
team was organized. The 
implementation team consisted of 
individuals from various disciplines, 
with the skills and knowledge to 
integrate the rehabilitative and 
intervention work that was being 
completed with youth at NLYC with 
the current organizational changes.  

With regards to DBT, the co-authors 
have been involved in a 2-year 

Newfoundland & Labrador Youth Centre:  
A System in Transition

Happenings

DBT IMPLEMENTATION TEAM

FRONT (L-R): SHANNON PITTMAN (TEACHER), DWAINE DALTON (TEACHER), 
TRUDY SMITH (MANAGER OF RESIDENT PROGRAMS), RANDY RALPH (PRINCIPAL)

BACK (L-R): KEN MILLS (MANAGER OF SERVICES & OPERATIONS), BOBBI-LYNN 
DEERING (YOUTH CARE COUNSELLOR), JOCELYN BROWN (SOCIAL WORKER), 
ANGELA SLANEY (PROVINCIAL YOUTH CORRECTIONS/MENTAL HEALTH 
COORDINATOR), BARBARA PHILLIPS (YOUTH CARE COUNSELLOR), CAROLYN 
CHARD (CLINICAL THERAPIST), TERRY HEAD (ADMINISTRATOR), DENISE 
MACDONALD (YOUTH CARE COUNSELLOR)
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comprehensive program entitled, 
“Dialectical Behavior Therapy Team 
Building Intensive,” offered through 
The Linehan Institute: Behavioral Tech 
in Seattle, Washington. The training 
schedule included two 5-day onsite 
intensive trainings, weekly online 
learning community preparation 
meetings with a Behavioral Tech 
facilitator, weekly online team 
consultations, and multiple online 
trainings. This training will enable 
us to provide comprehensive DBT 
programming, as well as train the 
NLYC/Pre-trial Services staff in the 
DBT approach. In May 2014, two youth 
DBT skills groups were started, and 
daily morning meetings with youth 
commenced that reinforced the skills 
learned in group each week.

Trauma and its effects are also a 
key consideration for those of us 
who work with youth who offend. 
Given the high prevalence of trauma 
exposure and traumatic stress among 
corrections-involved youth, creating a 
trauma-informed service system has 
also become an integral focus for the 
NLYC. Creating a trauma-informed 
setting is a process that requires 
not only knowledge acquisition and 
behavioral modification, but also 
cultural and organizational paradigm 
shifts, and ultimately policy and 
procedural change at every level 
of the facility. In January 2014, the 
co-authors completed a train the 
trainer program with The Center for 
Trauma Recovery and Juvenile Justice 
(CTRJJ) in Cincinnati, Ohio, entitled, 
“Trauma and Grief Component Therapy 

for Adolescents (TGCTA) and Think 
Trauma Toolkit,” which is an integrated 
curriculum for service providers to 
at-risk and juvenile justice-involved 
youth. This curriculum can help direct 
care staff and the organizational 
members to make sense of the kinds of 
potentially trauma-related behaviors 
and learn to respond in ways that 
reduce stress, reduce frustration, and 
increase job satisfaction. 

Focusing on strengths-based 
perspectives, a relationship based 
approach for working with youth 
is another initiative that was well 
received. The training entitled, “A 
Relationship Based Strengths Approach 
(RBSA) in Youth Justice,” developed 
by Stephen de Groot, occurred in 
April 2014. This 2-day evidence based 
approach workshop exposed staff to 
various tools and strategies that can 
motivate and empower youth to adopt 
a more pro-social lifestyle, and can 
also promote options that youth can 
explore to build on their strengths, 
further reduce criminal behaviors 
and assist them in adopting more life 
affirming and community endorsed 
goals. The RBSA is being instituted at 
NLYC.

Another critical element of 
organizational success lies in the 
quality and capacity of the leadership 
within the organization. Based on this 
information, a 3-day training entitled 
“Responsive Leadership: Relational 
and Strengths Based Strategies 
for Supervisors and Managers,” by 
Stephen de Groot was offered in 
June 2014. The seminar offered many 

practical tools for utilizing a variety of 
worker-responsive RBSA assessments, 
communication and action planning 
strategies for enhancing the capacities 
of great staff and approaching and 
effectively responding to “difficult’ and/
or “challenging” workers/situations.

In order to increase our awareness 
about how cultural considerations 
impact the meaning a person makes 
of their experiences and how this 
can affect both the experiences of 
trauma and the development of peer 
support relationships, we offered a 
2-day training entitled, “Supporting 
Recovery from Trauma and Addictions 
with Aboriginal Clients,” by the 
Nunatsiavut Government: Joe Solanto 
and The Trauma and Addictions Mobile 
Treatment Team on November 19 and 
20, 2014.  We are also offering a 1-day 
training on cultural sensitivity through 
the Native Friendship Center. 

In summary, by engaging youth in 
relational, strengths-based services that 
promote understanding of themselves, 
self-control, and skill-building; and 
trauma-informed treatments, we are 
promoting healthy growth and well-
being for youth. In addition, we are 
developing leadership that highlights 
the importance of a relational and 
strengths based approach for getting 
the best out of all team members. 
DBT seeks to balance change and 
acceptance. Throughout this process, 
as a facility the NLYC accepts that 
youth are doing the best that they can, 
they want to improve and they can do 
better. We also continue to strive for 
this as a facility. 

PRACTICE MATTERS 
IS A GREAT EDUCATIONAL RESOURCE FOR SOCIAL WORKERS AND CAN BE EASILY ACCESSED  

THROUGH THE NLASW WEBSITE – HTTP://WWW.NLASW.CA/PRACTICE_MATTERS.HTML. 

http://www.nlasw.ca/practice_matters.html
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BY MARK FUDGE MSW, RSW & 
STEFANIE BROCKERVILLE  
BSW STUDENT  

Annually, the third week of November 
marks National Addictions Awareness 
Week. As social workers, we address 
issues related to addiction on a 
daily basis. We see the impact that 
problematic substance use and/or 
gambling can have on individuals, 
families and communities. As a 
profession, social work is about 
improving wellbeing and pursuing social 
justice. In relation to addressing the 
stigma and oppression of addiction, 
social workers play important roles. 

Substance use occurs along a 
continuum, from use without problems 
to life threatening dependence. 
Dependence is typically differentiated 
by tolerance, withdrawal, and a pattern 
of compulsive use (Wormer & Davis, 
2008). At the individual level, addiction 
is often experienced as a consequence of 
the desire to alter consciousness and as 
a chronic, relapsing disorder impacted by 
social context and changes in biological 
and brain functioning (Buchman & 
Reiner, 2009; Hammer et al, 2013).    

Stigmatization is commonly perceived 
by people experiencing substance use 
problems (Luoma et al, 2007).  Negative 
feelings of self, including shame, guilt 
and low self-worth, are often reinforced 
by societal attitudes. Therefore social 
work should increase its efforts to de-
stigmatize problematic substance use 
and addiction. 

Ritson (1999), as cited in Fulton (2001), 

suggests some health care professionals 
hold negative and stigmatizing views 
due to the belief that drug use problems 
are self-inflicted; the perception 
that drug users are dangerous and 
unpredictable; and due to feeling unsure 
or unable to help someone with a 
relapsing substance use disorder. Fulton 
(1999) argues the stigma for women 
who use licit or illicit drugs is particularly 
severe. Fulton (1999) cites a Canadian 
study by Boyd (1999) which found that 
once women were labeled as illicit drug 
users, they were more likely to be denied 
services, treated with less respect and 
faced a decreased likelihood of regaining 
custody of their children. This study also 
suggests that mothers who are labeled 
as an “illicit drug user” face particularly 
high censure for proving their ability to 
care for their children.

The stigma directed toward individuals 
dealing with addiction and substance 
use disorders has negative impacts 
including: disempowerment; limited 
access to health services; reduction in 
reporting of health issues; lower quality 
of care; and increased cost and barriers 
for individuals to engage in healthy 
behavior (Janulis, 2007; Ahern, Stuber & 
Galea, 2007).  In order to address stigma, 
it is important as service providers that 
we ensure health care, pre-natal care, 
drug treatment, housing, employment 
and the provision of respectful and non-
stigmatized treatment is grounded in 
human rights (Fulton, 1999). 

Csiernik & Rowe (2010) states: 
“Oppression occurs when frustrations, 
restrictions and pain arise due to a 

person’s membership in…(a) group or 
category of people rather than based 
upon the individual’s talent, merits 
or failings.  This is what it is to be 
an alcoholic, to be an addict, to be a 
junkie.  Not a person with an addiction 
or a person with a dependency on 
alcohol, but rather a label, a “thing” 
identified by one behaviour whose 
entire persona becomes that one 
attribute” (p. 6).  Language propagates 
stigma by influencing how the public 
views substance use and recovery, as 
well as how individuals think about 
themselves and their ability to change 
(Broyles et al, 2014). Suggestions 
around language include using people-
first language (e.g. person living with a 
substance use problem versus alcoholic); 
using language that reflects the 
medical nature of substance disorders 
and treatment; using language that 
promotes recovery; and avoiding slang 
and idioms (Broyles et al, 2014). 

Rapp (1998), as cited in Wormer & 
Davis (2008), maintains there are critical 
elements conducive to recovery which 
include: identity as a competent human 
being, personal control or choice, hope, 
purpose, achievement and supportive 
individuals. As social workers we can 
help foster such elements and build 
effective helping relationships that 
can help build and maintain recovery 
for people living with addiction. By 
continuing to challenge the stigma  
of addiction, we can also continue  
in our professional mandate to  
improve wellbeing and pursue 
social justice. 

Perspectives
The Stigma of Addiction:  
A Challenge for Social Work

REFERENCES AVAILABLE ON PAGE 26
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BY CINDY ELGAR BSW, RSW & 
GERTIE DUGGAN BSW, RSW

Mental Health Court is a relatively 
new phenomenon created to address 
and reduce criminalization of people 
with mental illness.  Many people who 
suffer from mental illness have been 
and continue to be inappropriately 
processed under the criminal justice 
system rather than through the mental 
health system.  To effectively address 
this issue, a shift from retribution to 
rehabilitation was needed.  This shift 
was to ensure those with severe and 
persistent mental illness with criminal 
charges receive the support, care and 
treatment they are entitled to and 
need.  It is from this premise that 
Court Support Services was created.

In Newfoundland and Labrador, Court 
Support Services began in 2005 with 
the recognition that a close working 
relationship between Eastern Health 
and Legal Aid would most likely 
produce the best outcome for clients 
of Mental Health Court.  It was 
determined from inception that a joint 
partnership and a multidisciplinary 
team approach would ensure the 
success of this specialty office and 
indeed, now over nine years into 
fruition, we can affirm this has been 
the case. 

Court Support Services provides 
assessment, therapy and community-
based support to the individuals who 
are accepted into Mental Health 
Court, as well as those who proceed 
through trial court (if they meet the 
criteria and request assistance).  The 

aim of this program is to address the 
treatment needs of accused individuals 
in re-establishing themselves in 
the community with an increased/
appropriate level of support.  In an 
effort to reduce recidivism, this clinical 
support network assists the clients in 
achieving and maintaining psychiatric 
wellness, and developing the life skills 
required to alter their situation and 
behaviour.  

The primary target population of the 
Mental Health Court/Court Support 
Services are individuals aged 18 
and older who have been charged 
with a low-risk criminal offence and 
diagnosed with a persistent and 
recurring mental illness including 
dual diagnosis, concurrent disorders 
and acquired brain injuries.  These 
individuals most often present with 
deficits in relation to their support 
network and require assistance to 
access and utilize mental health 
services and other community based 
supports. 

Participation in Mental Health Court 
and/or Court Support Services is 
voluntary.  An individual can self-refer 
or referrals can be made by other 
sources such as lawyers, clinical/
medical professionals, community 
organizations, family members, etc.   
An application to the Court to have the 
charges transferred to Mental Health 
Court must be made by the individual’s 
counsel. The judge then grants 
admission based on program criteria: 
1) the individual has a confirmed 
psychiatric diagnosis and is currently 

under the care of a psychiatrist or 
agrees to the same 2) acknowledges 
and take responsibility for his/her 
behaviour and 3) agrees to work with 
a clinical team.  Once an individual is 
accepted into the Mental Health Court, 
work begins on developing a treatment 
contract.  This contract outlines the 
person’s goals and is signed by the 
individual, his/her legal counsel and the 
Crown, and submitted to the Court.  
The individual’s case is then set over 
for a period of time to allow the client 
to work on his/her treatment goals.  
Clinical update reports are submitted 
to the Court as necessary prior to 
sentencing. 

Mental Health Court is designed to 
provide an increased level of support, 
both medical and community based, 
to accused persons appearing before 
the court. It represents a collaborative 
effort to increase effective cooperation 
between the criminal justice system 
and the mental health system, and 
ultimately provides critical support for 
mentally ill persons to improve their 
chances of success.  As a result of 
these efforts, the Mental Health Court/
Court Support Services team continues 
to experience success in achieving 
the Court’s goals of improved public 
safety, reducing jail time, and reducing 
recidivism.  Moreover, many of our 
clients (several of whom may have 
fallen through the cracks) have 
received, and continue to receive, the 
necessary treatment and linkages to 
services vital for them to become 
effective members of society. 

Social Justice
Mental Health Court/Court Support Services
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News from the Memorial University 
School of Social Work 

RETIREMENT CELEBRATION 
The School of Social Work fondly bid 
adieu to four members of its faculty 
and staff at a retirement celebration 
held on June 25, 2014.  Dr. Janet 
Fitzpatrick, Mary Beth Hutchens, Dr. 
Tracy Swan and Ellen Oliver have 
moved on to new chapters in their 
lives, after having served Memorial 
University at the School of Social 
Work for many years.

Family and friends of the honourees, 
along with colleagues from the school 
and university, as well as the greater 
community joined in the celebration.  
They heard moving tributes about 
the four retirees and their individual 
contributions to the School of Social 
Work, the university, and the social 

work profession.  Dr. Donna Hardy 
Cox, dean of the school, spoke about 
the “immeasurable contributions” 
these four individuals have made 
to social work education and to the 
profession. 

WE’VE MOVED! 
As part of Memorial University’s 
infrastructure plan, work has been 
tendered to renovate and update 
the School of Social Work at St. 
John’s College. The school has 
moved to facilitate this renovation, 
primarily to Coughlan College, and 
also to Tiffany Court. All contact 
information for faculty and staff 
(i.e. phone numbers and email 
addresses) will remain the same.

WELCOME NEW FACULTY MEMBER! 
Dr. Kathleen Sitter began as 
an assistant professor with the 
School of Social Work this fall. 
Dr. Sitter completed her PhD in 
education, a master of social work 
(clinical) and a master of 
communications studies from the 
University of Calgary. 

In addition to teaching, Dr. Sitter will 
be doing community research and 
she is working on a national research 
project, for which she received a 
Canadian Institutes of Health Research 
(CIHR) grant. Along with three other 
professors, from McGill, Ryerson, and 
Dalhousie universities, she will be 
conducting research to help eliminate 
the stigma around mental health and 
mental illness. “Stopping the Stigma: 
Creating and Assessing an Anti-
Stigma and Pro-Recovery Educational 
Intervention using Participatory Video 
with People with Mental Illness” is 
the title of their project. This project 
and research use participatory videos 
to allow others to learn from the 
perspective of those managing mental 
illness, demonstrating the value in the 
experience of others.

FIELD EDUCATION 
School of Social Work field education 
coordinator Joan Davis-Whelan 
recently travelled to the central and 
western regions of the province to 
update social workers on what’s 
happening with field education at the 
school.  During these visits, she also 
met with representatives of various 
programs within Central and Western 

School

CONTINUED ON PAGE 14
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ELLEN OLIVER 
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Change Clinic - An Innovative and Time-
Sensitive Approach to Mental Health Services 
BY JASPEN BARKER BSW, RSW 

National research demonstrates that 
individuals residing in rural or remote 
communities face some of the most 
complex and challenging mental 
health issues in Canada (Mental Health 
Commission of Canada, 2012).  For 
social workers, providing or facilitating 
appropriate mental health services 
remains a challenge due to limited 
services and resources available in rural 
communities (Dyck & Harding, 2013).  
Many individuals and families are forced 
to wait over 52 weeks for treatment 
to commence and social workers are 
often overwhelmed with high caseload 
and service demands (Hair, Shortall, & 
Oldford, 2013). This is significant given 
that individuals on waitlists report more 
problems, lower motivation, and poorer 
outcomes as their wait time increases 
(Mireau & Inch, 2009). In addition, 40 
to 60% of individuals and families miss 
their first appointment or drop out 
prior to expected discharge (Hair et. al., 
2013). Recent research has determined 
that premature termination is strongly 
related to long wait times and unmet 
client expectations; specifically 
expectations regarding treatment 
length (Mireau & Inch, 2013; Swift & 
Callahan, 2011). Perarik (1991) as cited 
in Swift and Callahan (2011) reported 
that 50% of clients expect to attend 
less than five sessions and 20% expect 
to attend two sessions or less. 

In Newfoundland and Labrador, 
government officials are emphasizing 
the need for preventative and early 
interventions, reduced waitlists, and 
timely and appropriate services.  There 

has been significant focus placed on 
finding creative ways at a provincial 
and national level to provide quality 
and sustainable services (Government 
of Newfoundland and Labrador, 2005; 
Slive, McElheran & Lawson, 2008).  
Research has determined that client 
focused interventions, which are 
provided in a highly accessible manner 
and offer problem solving solutions over 
one to three sessions, are an effective 
way to address issues with waitlists and 
limited access to services, as well as 
meet individuals’ mental health needs 
(Barwick et al., 2013; Cameron, 2007; 
Slive et al.,  2008).  The Change Clinic, a 
new psychotherapy approach recently 
offered by Mental Health and Addiction 
Services (MHAS) in the Clarenville, 
Bonavista, and Burin Peninsulas, has 
assisted in addressing issues in relation 
to wait times for service.

The Change Clinic, developed through 
a community-university partnership, 
was initially piloted at the Janeway 
Family Centre in St. John’s, NL (Hair et 
al., 2013).  The philosophy behind the 
development and implementation of 
the Change Clinic is that change is an 
inevitable part of life and clients only 
require the assistance of therapists for 
a brief period of time to assist them 

in identifying and utilizing their own 
resources and strengths to solve their 
issues (Cameron, 2007; Campbell, 
2012).

When a client avails of this service, 
they are offered up to three counseling 
sessions. During these sessions, the 
therapist assists the client in identifying 
his/her main issue or concern, exploring 
potential solutions, and encouraging 
him/her to develop and implement new 
approaches to address the presenting 
issue (Cameron, 2007). This approach 
aims to provide clients with an 
increased sense of hope by having their 
issues heard, as well as increasing their 
awareness of their individual strengths 
and resources needed to create change 
(Slive & Bobele, 2012). 

The Change Clinic provides service to 
individuals of all ages and for various 
issues including: depression, anxiety, 
addictions, adjustment, relationship and 
family issues, etc. A major role of social 
workers in completing effective time-
sensitive practice is being aware of their 
assumptions/beliefs and how they can 
influence their practice. Listed below are 
some of the major assumptions, which 
according to Hair (2013), underlie time-
sensitive practice:

history or details of the problem to be 
able to participate in a conversation 
of hope or to explore what differences 
are desired in the present or future.

viewpoints, alternate perceptions, 

Initiatives

CONTINUED ON PAGE 14
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experiences, and meanings exist. 
Therefore, ideas about problems can 
be deconstructed and reconstructed 
into more manageable descriptions, 
and alternative stories or exceptions to 
the problem can be found.

growth of change.

The positive outcomes reported 
by clients who have availed of 
time-sensitive counseling services, 
such as those offered through the 
Change Clinic, have provided much 
reinforcement for the continuation of 
such services. It has also challenged 
social workers to critically self-reflect 
on their own values and assumptions 
and how these impact their practice.
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Health. The field team is looking 
forward to connecting with other areas 
of the province in the near future. 

The school is always eager to work 
with new organizations or agencies 
and is excited to announce that new 
internships have been established at 
the following: The Murphy Centre 
Career Services; the Disability Policy 
Office of the Department of Advanced 
Education and Skills; Brighter Futures; 
Caregivers; and Carmelite House 
(Grand Falls-Windsor). 

For more information about 
supervising a student for an internship, 
please contact Joan Davis-Whelan at 
joandw@mun.ca, Cheryl Mallard at 
cmallard@mun.ca, or Sheri McConnell 
at smcconne@mun.ca. Check out 

http://www.mun.ca/socwrk/home/ 
for information on our on-line field 
instructor course which is free of 
charge to any social worker, self-
directed, and can be completed with 
a small time commitment. The course 
can also be claimed under NLASW’s 
Continuing Professional Education 
Policy.

MUNDAYS REUNION 2014 EVENT 
On Oct. 24, 2014, the School of 
Social Work, along with participant 
and supporting organization, NLASW, 
invited social work alumni from 
the classes of 1974, 1979, 1984, 
1989, 1994, 1999, 2004, 2009 and 
graduating classes prior to 1974 to 
come hear three leaders who have 
been recognized with awards from 
Memorial University (Alumni Tribute 
Award and Honorary Doctorates). 
Dr. Moyra Buchan (via video), Tom 

Mills, and Dr. Jocelyn Greene shared 
their influences, milestones and 
lessons learned over the span of their 
longstanding careers in social work. 
Ashley Gosse, BSW, RSW, winner of 
the Red Cross Young Humanitarian 
of the Year Award and the NLASW 
Student Award, moderated the panel 
discussion, which was a continuing 
education activity. After the 
presentations and subsequent Q&A, 
alumni enjoyed dinner and live music, 
door prizes, and a lot of laughs as 
they caught up with old friends and 
classmates. 

News you’d like to share? We’re 
always interested in the personal and 
professional successes of our alumni. 
Email socialwork@mun.ca and tell us 
what you’ve been up to!

Check out our website for more 
news: http://www.mun.ca/socwrk.

NEWS FROM THE SCHOOL
CONTINUED FROM PAGE 12
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BY CAROL SNELGROVE BSW, RSW

On June 30, 2014, the Adult Protection 
Act became the law in Newfoundland 
and Labrador for the delivery of 
services to adults in need of protective 
intervention. It replaces the 41 year old 
Neglected Adults Welfare Act (1973).

The intent of the Act is to protect 
adults who are at risk of abuse and 
neglect, and who do not understand or 
appreciate that risk. Therefore, the Act 
defines an adult in need of protective 
intervention as an adult who:

lacks capacity and 

is incapable of caring for himself/
herself or refuses, delays  or is unable to 
make provision for adequate care and 
attention for himself/herself; or

is abused or neglected.

For the first time, the adult protection 
legislation includes “abuse” as well as 
“neglect” (including self-neglect). 

The Act is guided by a set of principles 
recognizing the adult’s right to live his/
her lifestyle of choice, as long as the 
adult has the capacity to understand 
and appreciate the choices being made 
and any associated risks. The goal of 
supportive services must be the most 
effective and least intrusive.

This Act speaks the language of 
“capacity” not “competency.” There is 
a presumption that all adults have full 

capacity unless proven otherwise. In 
addition, an adult might lack capacity 
in one area but not another. Under 
this Act, assessing capacity is an 
interdisciplinary process coordinated 
whenever possible by a social worker.

Social workers working within the 
four regional health authorities, play a 
primary role throughout the process 
when a report is received alleging 
the abuse and/or neglect of an adult 
who may not understand the risk 
being experienced.  Every report 
must be evaluated and if necessary 
investigated.  

Reports that are received by a social 
worker or manager within a regional 
health authority, or by a peace 
officer, are evaluated by a social 
worker. If the risk factors cannot 
be mitigated with the provision of 
professional /supportive services, 
it may be necessary to investigate.  
Community social workers complete 
the investigation including a thorough 
risk assessment, coordination of a 
capacity assessment (if necessary) and 
the development of a service plan.

Every effort is made to resolve the 
risk factors and support the adult 
WITHOUT proceeding to court.  
Making an application to court is an 
action of last resort because the result 
is the removal of the adult’s ability to 
make his or her own decisions. 

The Act applies to all adults within 
Newfoundland and Labrador who 
meet the criteria of an adult in need of 
protective intervention, regardless of 
living arrangement. These include, but 
are not limited to, a private residence, 
personal care home, alternate family 
care home, hospital or long term 
care facility. The only exceptions 
would be adults who receive services 
through the Children and Youth Care 
and Protection Act or adults who are 
actively receiving treatment under the 

.

There is a legal obligation for any 
citizen to report a suspicion that an 
adult may be abused and/or neglected 
and the adult does not appear to 
understand or appreciate the risk. 
Failure to report can result in a fine of 
up to $10,000 and/or imprisonment up 
to one year.

There is a toll free number to make a 
report if there is suspicion that an adult 
may need protective intervention: 
1-855-376-4957.

For more information about the Adult 
Protection Act, please visit: http://
www.swsd.gov.nl.ca/

Please note that the NLASW will be 
hosting a provincial teleconference on 
the Adult Protection Act during Social 
Work Month and Carol will be 
facilitating this session.   

Leadership
The Adult Protection Act

Check out the newly revised NLASW website at www.nlasw.ca.

http://www.swsd.gov.nl.ca/
http://www.nlasw.ca
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BY LORI WAREHAM-MULROONEY 
MSW, RSW & SABINA BUDD  
1ST YEAR MUN STUDENT

Children are not immune to the 
trauma that happens to and around 
them every day.  Adults sometimes 
assume that because children are 
small or non-verbal, they do not have 
the capacity to be impacted by the 
horrible things that happen in their 
young lives.  This is simply not true!  
Children can be negatively impacted 
by exposure to issues such as natural 
disaster, physical, emotional, and 
sexual abuse, domestic violence, grief, 
life threatening medical conditions 
and violence in their communities and 
schools. The prevalence of childhood 
trauma in our society is staggering.  
It is imperative that mental health 
professionals are qualified to 
respond to children and youth in a 
developmentally appropriate manner.  
Research tells us that play therapy 
is one such approach. In addition to 
trauma, play therapy has also been 
documented to be quite successful in 
working with children with a variety 
of issues including but not limited to: 
attention deficit hyperactivity disorder, 
Asperger’s syndrome, conduct disorder, 
reactive attachment disorder, self-
harm, physical aggression, and anxiety.  

Contrary to common misconceptions, 
play therapy is not just an approach to 
use with young children.  It can also be 
a preferred approach with adolescents, 
families and groups. Exposure to a 
harsh environment, family conflict, 
and painful or frightening experiences 

can interfere with and disrupt a child’s 
optimal growth and development. 
The basic premise of play therapy 
is that children can heal through 
play.  Play therapy offers children a 
safe environment where they can 
process their experiences (either 
through nondirective play with an 
assortment of specifically chosen toys 
or structured, therapist-lead activities) 
and gain personal mastery of those 
experiences by tapping into their 
natural healing powers.

For the first time, play therapy 
certification is coming to 
Newfoundland! The Canadian 
Association for Child and Play Therapy 
(CACPT) is excited to bring all three 
levels of certification training to St. 
John’s beginning in 2015.  Training 
will span a three year period and all 
three levels are required to obtain 
certification.  However, individuals 
interested in gaining competencies 
in play therapy without certification 
are able to register for specific 
components.  Level one will be held 
from August 10 – 21, 2015 and will 
consist of an introduction to play 
therapy, play therapy history and 
models, non-directive play therapy, 
understanding trauma, essentials 
of ethical practice, assessment and 
treatment planning, family play 
therapy and group play therapy. 

Level two will be held during August 
2016 and will cover attachment theory 
and therapy, brain research, filial 
therapy, group play therapy, puppetry, 
sand tray, storytelling, theraplay, and 

treating disruptive behaviors. Level 
three will be held August 2017 and will 
bring expertise in anxiety, art therapy, 
autism spectrum disorder, bereaved 
children and children of divorce, 
children with sexualized behavior, 
ethical decision making, treating 
trauma, sexually abused children, and 
vicarious trauma and self-care.  

The CACPT (2014) notes that “a 
designation as a Certified Play 
Therapist (CPT) indicates to the public 
and the professional community that 
you have participated in extensive 
specialized training and are committed 
to upholding the highest standards 
in play therapy. This designation also 
indicates that you are committed to 
upholding the ethical standards and 
continuing education requirements 
of the Canadian national association 
representing play therapy. This 
credential is recognized nationally and 
internationally as being bestowed on 
those with the highest level of skill 
and knowledge in the areas of child 
psychotherapy and play therapy.” 

If you are interested in beginning the 
journey towards certification in play 
therapy please feel free to contact Lori 
Wareham-Mulrooney, Janeway  
Family Centre, Eastern Health at 
(709) 777-2028 or lori.wareham@
easternhealth.ca or contact CACPT 
Executive Director, Elizabeth Sharpe 
directly at elizabeth@cacpt.com or 
(519) 827-1506.

REFERENCE:
Canadian Association for Child and Play 
Therapy. (2014). Retrieved November 12, 
2014 from:   

Topics
Is Play Therapy Certification for you?
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BY ROSINA HARVEY-KEEPING  
BA, BSW, RSW

For years I have heard, read about, 
and felt first-hand the burn out of 
front-line social workers in the field 
of child protection.  As a supervisor 
in child protection for six years in 
Ontario, Canada, I wanted to explore 
how things could be done differently 
to help social workers stay healthy, 
feel joy and remain focused in their 
work with children and families.  In this 
article, I will touch on a new model of 
supervision using appreciative inquiry 
which I have found to be beneficial.      

APPRECIATIVE INQUIRY:
Browne (2008) notes “Appreciative 
inquiry is an approach to organizational 
and community development that 
has been successfully used worldwide 
to cultivate hope, build capacity, 
unleash collective appreciation and 
imagination, and bring positive change. 
It is based on the simple idea that 
human beings move in the direction 
of what we ask about” (p.1).  Cultivate 
hope, build capacity, and bring about 
positive change - isn’t that what all 
social workers aspire to do in their 
work?  

As a supervisor, I began to wonder 
what would happen if we began 
asking questions about strengths 
and exceptions as part of our 
comprehensive risk assessments. 
Bringing that “simple idea that human 
beings move in the direction of what 
we ask about”(Browne, 2008), I 
began asking my workers about the 
strengths they were seeing in the 

families they were working with and 
times when they were being the best 
parent they could. Initially, many 
struggled to answer these questions 
and often responded with “I’m not 
sure, I have never asked about that.” 
As the supervisory sessions continued 
to focus on questions that explored 
strengths and exceptions, workers 
began to formulate new assessments 
that sought to balance strengths and 
deficits.  

Families also began identifying changes 
when asked what was going well for 
them and of what they were most 
proud.  Parents also noted they felt 
better about their working relationship 
with their child protection worker 
(CPW). They felt hopeful that things 
could change for their family and 
that their workers believed in them. 
Although sometimes families did not 
always agree with what the CPW had 
to say or what the concerns were, 
they began to identify a new found 
respect and willingness to at least 
have these new conversations.  CPWs 
started to identify finding more joy 
in what always seemed like daunting 
work, knowing that they were now 
cultivating hope, building on a family’s 
capacity, and helping to bring about 
positive change. 

WALKING ALONGSIDE FRONT-LINE 
WORKERS:
As a supervisor, staying the course and 
continuing the stance of appreciative 
inquiry took much faith, fire, and focus. 
Faith was the belief in every staff 
member and appreciating what people 
brought to the work. Fire was the 

passion that child protection needed 
strong workers who had the capacity 
to handle what could break their hearts 
in the work and simultaneously give 
them joy. Focus was the commitment 
to continuously model the type of 
practice I wanted to see. 

As a supervisor, walking alongside 
front-line workers meant that I was no 
longer supervising from behind a desk. 
It meant that more often than not I 
was meeting families with the social 
workers. Modeling appreciative inquiry, 
landing questions to explore strengths 
and worries, building relationships 
and collaborative partnerships, and 
cultivating hope and building capacity 
became aspirations in every encounter 
with a worker and family.  It became 
very important as a supervisor to 
recognize the best time to step back, 
give the reigns back to the worker, and 
then continue the journey by helping 
them reflect on what they were doing 
well and where they could have or 
needed to change things. 

SUPERVISION - GOALS VERSUS 
TASKS:
In talking with child protection 
workers all over the world about their 
experiences in supervision, I noticed 
many similarities. Supervision sessions 
often consisted of a discussion on 
whether risk assessments were up 
to date, if service plans had been 
put in place, how monthly visits 
were going, etc. As a supervisor, I 
wondered what this really said about 
the worker’s visions for their work and 

Reflections
Growing Big Social Workers  
in Child Protection Services

CONTINUED ON PAGE 19
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Ethics
Critical Reflection on Risk Tolerance  
in Social Work Practice
BY ANNETTE BRIDGEMAN MSW, RSW 
& ANNETTE JOHNS MSW, RSW 
NLASW PROFESSIONAL ISSUES 
COMMITTEE

The resolution of ethical dilemmas 
in social work practice is rarely 
straightforward or uncomplicated. 
Ethical decision-making is a process 
that requires critical reflection.  We 
accept that there will always be some 
ambiguity and uncertainty in our 
work with individuals, families and 
communities.  However, as we work 
through the uncertainty and “grey” 
areas, we have access to many ethical 
decision-making tools and practice 
resources.  Beverly Antle, author of 
the Canadian Association of Social 
Workers (CASW) Code of Ethics 
(2005), developed a framework for 
examining ethical issues in practice 
that is particularly helpful.  Included 
in this model is the concept of risk 
tolerance.  Addressing risk is central to 
our work as social workers across all 
fields of practice.  For the purpose of 
this article, we are going to examine 
the concept of risk tolerance in more 
detail.     

Risk tolerance can be defined as 
one’s comfort level with risk.  This 
includes risk for oneself and on behalf 
of another (e.g. clients) to achieve a 
goal or purpose.  As professionals we 
can make arguments for and against 
risk and our tolerance for risk can fall 
along a continuum.  This is why critical 
self-reflection and awareness is so 
important.    

The first step in reflecting on our 

risk tolerance as social workers is to 
explore this concept in our personal 
lives.  Take a minute to reflect on your 
comfort level with the following: 

stock market

Just as we live with and address 
risk in our personal lives, we also 
have to examine risk tolerance in 
our professional lives, and consider 
the interplay between our personal 
and professional experiences of risk 
tolerance.  Very often, our comfort 
level with risk is impacted by the 
anticipated consequences (real or 
perceived).  

Ponder the following examples:

discloses she has an eating disorder.  
She says her parents don’t know 
and she asks you not to tell them.  
Samantha’s mom picks her up from 
session and pulls you aside.  She says 
she is worried about her daughter and 
asks how things are going.

requested extra financial support.  
He has had a recent conflict with 
his parents and is no longer living at 
home.  He spends his days on the 
street and sleeps on a friend’s couch 
at night.  He threatens suicide as he 
has done many times in the past.  

been diagnosed with schizophrenia.  
She recently stopped taking her 
medication after a period of 
successful treatment.  Her husband 
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their involvement with families.  In 
bringing the question of goals to the 
supervisory forefront, I sought out a 
new supervisory tool created by Dan 
Koziolek, Manager of Carver County 
Social Services in Chaska, Minnesota.  
His supervisory framework brings 
together appreciative inquiry and 
Turnell and Edward’s Signs of Safety 
(1999) mapping tool that explores 
what’s going well, what we are worried 
about, what needs to happen, and 
goals. I am completely indebted to Dan 
for his continued shared learning and 
helping grow me as a “big supervisor.” 

Based on this model, my supervision 
sessions with workers would typically 
last about 1.5 hours.  We would spend 
the first 45 minutes discussing case 
issues, and the last 45 minutes we 
would focus on the worker’s goals, 
what they wanted their work to look 
like, and skills on which they wanted to 
focus.  Scaling questions were used so 
workers could track where they were at 
any time. The focus on goals continued 
to give life to hope, capacity, and the 
creative possibility for change.

My 11 years in child protection were 
the most challenging but also the most 
rewarding. In sharing my reflections 
and learnings my best hope is that it 

will help anyone in the field struggling 
with similar questions. The journey 
to “growing big workers” continues; 
a supervisor aspiring to learn what 
works in supervision for the front-line 
practitioner remains my goal.
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calls with concerns about his wife and 
demands that you do something.    

What elements of risk do these 
scenarios highlight for you?  Do they 
each carry a similar level of risk?  What 
is your tolerance for risk in these 
scenarios?  Would your colleague see 
the risk differently?  What impact 
does your personal risk tolerance have 
in your assessment of risk in these 
scenarios?

Risk tolerance is not static and can 
change overtime.  Factors that may 
impact our tolerance for risk in practice 
may include:  

 
(personal and professional) 

At any one point in time, our risk 

tolerance may be guided by one 
or more of these factors.  As social 
workers we may experience dilemmas: 
a) when one’s professional risk 
tolerance differs from an employer’s 
risk tolerance, b) when one’s personal 
risk tolerance contradicts with a 
professional value, or c) when one’s 
risk tolerance differs from the risk 
tolerance of a client or client’s support 
systems.  

The following are some questions for 
reflection:

tolerance for risk?

tolerance for risk similar or different?   

uncertainty and ambiguity?

principles (rules) or utilitarian 
principles (consequences)? 

practice?  

tolerance may have been too high? 
Too low?  What were the contributing 
factors?

helpful to me in my work?  

Risk tolerance is part of a broader 
ethical framework.  Therefore, we must 
explore risk within the context of client 
self-determination, informed consent, 
capacity and decision-making, best 
interest of the client, human rights, 
and legal and legislative responsibilities.  
A review of the CASW Code of Ethics 
and Guidelines for Ethical Practice 
(2005) and ethical decision-making 
models is a great starting point.  We 
can also encourage dialogue and 
discussions on risk tolerance with our 
colleagues, supervisors and peers. This 
open dialogue, combined with self-
awareness, will allow us to enhance 
our critical thinking and appreciate 
the “grey” while navigating the ethical 
complexities in social work practice.    
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BY JILL DOYLE BSW, RSW

Youth outreach work is very unique, 
and focuses on connecting, engaging 
and building relationships with the 
most vulnerable young people in our 
community.  At any given moment, 
we deal with whoever is in front of us, 
no matter what the presenting issue 
is for the youth.  Appointments are a 
luxury as we work to ensure multiple 
needs are met for large numbers of 
youth.  Outreach work isn’t just about 
providing a meal or giving somebody a 
pair of socks; that is just the beginning.  
The goal is for that meal and those 
socks to turn into bigger things; less 
poverty, safe and supported housing, 
improved wellness, and increased 
support systems that can provide 
realistic opportunities for youth to 
succeed.

The number of young people who 
walk through the doors at Choices 
for Youth continues to grow. In 2012, 
we provided support and services to 
over 600 youth; in 2013 that number 
increased to over 700; and in 2014, the 
numbers are predicted to be in excess 
of 1000. Their needs are initially basic 
and usually include food, shelter and 
emotional support. Many of these 
young people also rely on social 
assistance as a means of income, 
and most face multiple barriers and 
challenges related to their emotional, 
psychological and social well-being. 
With the increasing costs of housing, 
trying to find a safe, supportive, and 
affordable place to live is a thing of 
the past, especially for a young person 

living in poverty. A significant number 
of youth who access outreach services 
cannot afford rent, let alone food or 
any other necessity, so they often get 
stuck in a cycle of poverty.  Compound 
this poverty with mental illness, 
trauma, addiction, social isolation and 
limited healthy support systems and 
it can be nearly impossible to move 
forward without the proper supports 
and a lot of determination. 

In order to appreciate outreach and 
youth engagement work, you must 
first understand the concept of harm 
reduction, as it is the very core of the 
work we do every single day. Harm 
reduction is not an optional approach 
to working with at risk youth, it is the 
only approach. Simply put, it means 
in the absence of perfect choices, we 
support youth with options that cause 
the least harm. To understand my role 
as an outreach worker, it is also critical 
to understand the harsh realities that 
young people live with every day. It 
is not atypical for a youth to show up 
who has been sleeping on the streets, 
is an intravenous drug user with 
multiple mental health diagnoses, who 
hasn’t eaten or showered for several 
days and is unable to express what he/
she needs. We, as an outreach team, 
have to assess how to best provide 
support from a harm reduction lens 
in a way that meets the needs of that 
youth. Sadly, the options are often less 
than ideal.  It is not uncommon to see 
multiple scenarios like this on a daily 
basis. These young people lead very 
challenging lives, and outreach work 

is a first response approach to service 
delivery. It is where immediate needs 
are being met.  

Despite the harsh realities for youth, 
creating a safe supportive place where 
youth can begin to trust is not the end 
goal; rather it is a tool, a first step, and 
a “means to an end.”  With support 
from programs like Outreach and 
Youth Engagement, these realities can 
shift to become possibilities. When 
youth are engaged and supported, it 
can create opportunities where real 
change can happen. Youth feel a sense 
of safety and community and can 
begin to believe in themselves because 
they have a circle of caring people 
surrounding them.  Outreach workers 
are the stepping stones for youth as 
they begin to, with support, dig their 
way out of despair and desolation, and 
learn to believe in their own abilities. 
We provide opportunities for youth 
so they become empowered. We 
introduce them to employment and 
educational opportunities, advocate 
with and for them, provide peer 
mentoring support options, as well as 
opportunities that are meaningful and 
manageable…. and then they do the 
hard work. 

Although the road is usually a gradual 
and sometimes bumpy one, there are 
many successes. Essentially, youth 
come to our doors, not knowing what 
they need, but hoping that we’re going 
to do something to help them and 
that’s exactly what we do. We are 
there in that moment, whatever 
it may be. 

Community
Youth Realities & the Essence  
of Outreach Work
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BY KRISTEN HYNES BSW, RSW

The Department of Child, Youth 
and Family Services is committed 
to providing the highest quality 
service to the children and youth of 
Newfoundland and Labrador. This has 
been evident over the last number of 
years with the creation of our new 
Department, as well as the ongoing 
investment from our Government for 
things like new Protection and In Care 
Legislation, new Adoptions Legislation, 
the current child care strategy, and 
the Foster a Future Campaign, which 
actively recruits new foster parents for 
the children and youth in our province. 

According to the Foster a Future 
website (www.fosterafuture.ca) there 
are approximately 800 children and 
youth in our province who are unable 
to reside with their families, and are 
subsequently in the care of Child, Youth 
and Family Services. Foster parents 
provide a critical and invaluable service 
to these children. 

While most of the children who 
spend time in care are ultimately 
reunited with their birth families, there 
is a portion of children for whom 
reunification is not possible. Some of 
these children find “forever families” 
and are adopted, while others are not 
as fortunate and remain in the foster 
care system until age 16 or 18, at which 
time they age out without having 
the safety or security of a permanent 
family or home of their own.

This is why the Department of Child, 
Youth and Family Services is excited to 
announce a new partnership with the 
Dave Thomas Foundation for Adoption. 
Wendy’s Wonderful Kids (WWK) is a 
signature program of the Dave Thomas 
Foundation whose goal is to help 
children and youth in foster care find 
permanent and loving homes. This 
program works aggressively to connect 
children who have previously been 
considered “unadoptable” with loving 
and stable forever families. WWK 
works to implement a proactive, child-
focused recruitment model targeted 
exclusively on moving North America’s 
longest waiting children from foster 
care into adoptive families. 

Recently, a national evaluation of the 
Wendy’s Wonderful Kids program was 
implemented by Child Trends through 
an in depth five-year study. Its findings 
are significant and substantial. Not 
only are children who are served by 
WWK recruiters 1.7 times more likely 
to be adopted than those not served 
by the program, children referred at 
age 15 or older, and children with 
mental health concerns are three 
times more likely to be adopted. 
For more information regarding this 
research study, please visit www.
davethomasfoundation.org/research. 

Currently in Canada there are 11 
sites that employ a WWK recruiter 
across six provinces. The first WWK 
grants in Canada were received in 

British Columbia and Ontario, both in 
2008. Since then, four more provinces 
have joined, with Newfoundland and 
Labrador being the newest province 
to partner with the foundation in 
2014. During the six years that WWK 
recruiters have worked with the 
children and youth in Canada, they 
have served nearly 600 children. There 
have been 373 children matched 
with potential adoptive families, 
174 adoptions have been finalized, 
and there are currently 51 children 
in pre-adoptive placements waiting 
on finalization. In total, the Wendy’s 
Wonderful Kids program has served 
over 11,000 children in the United 
States and Canada, and there have 
been over 4,300 finalized adoptions! 

As a proud WWK recruiter working 
with the Department of Child, Youth 
and Family Services in Newfoundland 
and Labrador, I am excited to bring 
the hope of a permanent home to 
the lives of our children and youth 
growing up in foster care.  Rita Soronen, 
president and CEO of the Dave Thomas 
Foundation stated “Wendy’s Wonderful 
Kids recruiters utilize our proven 
child-focused model to successfully 
find homes for children in foster care, 
particularly older youth who too many 
professionals have wrongly labeled 
unadoptable.  We are excited that 
WWK recruiters, like Kristen Hynes, 
work tenaciously every day to prove 
that unadoptable is unacceptable by 

Innovation
Unadoptable is Unacceptable–  
Creating New Partnerships for the Children  
and Youth of Newfoundland and Labrador
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BY NADINE BONNELL BSW, RSW

“Fetal Alcohol Spectrum Disorder 
(FASD) is recognized as a significant 
issue in Canada. It is currently the 
leading known cause of developmental 
disability in Canada and has life-long 
impacts” (Canadian FASD Research 
Network, 2014).  

WHAT IS FASD?
FASD is the result of maternal alcohol 
consumption during pregnancy and has 
implications for the affected person, 
mother, family and community.  FASD 
affected people exhibit a wide range 
of expression from severe growth 
restriction, birth defects, characteristic 
facial features and intellectual 
disability, to normal growth, facial 
features and intellectual abilities.  
Individuals with FASD may experience 
lifelong deficits in several domains 
of brain function (Chudley, Conry, 
Cook, Loock, Rosales & LeBlanc, 2005). 
Presently, FASD is not a diagnosis but a 
range of disorders on a spectrum from 
severe to mild (Stone, 2013).  

A common myth of FASD is that 
it is specific to a particular culture 
or geographical area. In actual fact, 
suggested risk factors for prenatal 
alcohol exposure include higher 
maternal age, lower educational 
level and economic status, prenatal 
exposure to cigarette smoke and other 
drugs, paternal drinking and drug use 
during the time of the pregnancy, 
and reduced access to prenatal and 
postnatal care. The most important 
risk factor for FASD is related to 
“high blood-alcohol concentration, 

the timing of exposure during 
fetal development, the pattern of 
consumption and the frequency of 
use” (Chudley et al., 2005, p. S1).  

DIAGNOSING FASD
In the late 1990s, a 4-Digit Diagnostic 
Code was developed by Ashley and 
Clarren (using data from Washington 
State Fetal Alcohol Syndrome 
Diagnostic and Prevention Network of 
clinics) based on quantitative, objective 
measurement scales and specific 
case definitions.  The diagnostic code 
ranked the four key diagnostic features 
of Fetal Alcohol Syndrome (FAS) 
specifically growth deficiency, the FAS 
facial phenotype (smooth philtrum, 
thin vermilion border, and short 
palpebral fissures), central nervous 
system damage or dysfunction, and 
gestational exposure to alcohol.  The 
degree of expression of each feature 
is rated independently on a 4-point 
Likert scale.  This systemized approach 
is being used for diagnosis, screening 
and surveillance in clinics throughout 
Canada and the United States 
(Chudley et al., 2005).   

Canadian guidelines for diagnosing 
within the FASD spectrum identify 
four diagnoses, which are:  “FAS with 
or without confirmed maternal alcohol 
exposure, Partial FAS with confirmed 
maternal alcohol exposure, Alcohol 
Related Birth Defects (ARBD) and 
Alcohol Related Neurodevelopmental 
Disorder (ARND)” (Chudley et al., 
2005, p. 5). 

Children and youth affected by FASD 
have different and complex needs 

due to their primary and secondary 
disabilities.   Early diagnosis is 
essential to promote access to services 
and resources that may mitigate 
subsequent ‘secondary disabilities’ 
including unemployment, mental 
health problems, trouble with the 
law, inappropriate sexual behavior or 
learning difficulties.  These disabilities 
require a specialized approach 
to parenting and supporting the 
individual, which is different than a 
child who does not have FASD. The 
Systematic Review on the Prevalence 
of FASD states, “FASD constitutes a 
national public health problem with 
serious education, social and economic 
implications for society as those 
affected suffer a lifelong disability and 
may need lifelong support” (2013). 

In addition, an early diagnosis may 
promote appropriate interventions, 
counseling and treatment for the 
mother and may prevent the birth of 
future affected children.  Early and 
accurate diagnosis is crucial to improve 
outcomes to ensure appropriate client 
care, reducing the risk of secondary 
disabilities and create reliable 
opportunities for prevention and 
estimates of incidence and prevalence 
(Chudley et al., 2005).  

FASD INTERDISCIPLINARY CLINICS 
IN LABRADOR-GRENFELL HEALTH
FASD can present a challenge for 
diagnosis; hence professionals from 
multiple disciplines are needed to 
accurately assess and interpret the 
broad array of outcomes that define 
the diagnosis.  In November 2013, 

Perspectives
Fetal Alcohol Spectrum Disorder:  
Shifting Our Perspective
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trainers from the Lakeland Center for 
Fetal Alcohol Spectrum Disorder in 
Alberta came to Happy Valley-Goose 
Bay, NL to provide training for an 
Interdisciplinary Diagnostic Team in 
the Labrador Grenfell Health region.  
The team consists of a physician/
pediatrician, psychologist, speech/
language pathologist and occupational 
therapist, and is coordinated by 
the Regional FASD Coordinator.  
Assessment and diagnosis will be 
based on the 4-Digit Diagnostic Code. 
In addition to an assessment and 
diagnosis, recommendations will be 
provided in relation to assessed needs 
and strengths of the child/youth.   

The clinics will alternate between 
Happy Valley-Goose Bay and St. 
Anthony and provide services to the 
entire region, receiving referrals on 
individuals between the ages of 8 and 
18 years old who are residing in the 
Labrador Grenfell Health Region.  

FAST FACTS ABOUT FASD IN 
CANADA:

Canada have FASD.

a child’s development and learning to 
be affected.

 

with FASD in Canada each day. 

Canadians have FASD.

CHARACTERISTICS OF INDIVIDUALS 
AFFECTED BY FASD:

expected.

the night.

things in their life change.

problems.

learning from their mistakes.

POTENTIAL IMPACTS OF FASD ON 
INDIVIDUALS:

 

For more information, or to make a 
referral in the Labrador-Grenfell region, 
contact Nadine Bonnell, Regional FASD 
Coordinator, at 709-456-2414, ext. 
6247 or nadine.genge@lghealth.ca. 

REFERENCES:
Canadian FASD Research Network. http://www.
canfasd.ca/.

Chudley, A. E., Conry, J., Cook, J. L., Loock, C., 
Rosales, T., & LeBlanc, N. (2005). Fetal alcohol 
spectrum disorder: Canadian guidelines for diagnosis.

FASD Diagnostic and Prevention Network, University 
of Washington (2004). Diagnostic Guide of Fetal 
Alcohol Spectrum Disorders: The 4-Digit Diagnostic 
Code, 3rd Ed. Seattle Washington. 

Stone, A. T. (2013). FASD Related Glossary (North 
America).  Systematic Review on the Prevalence of 
FASD. (n.d.). Retrieved from http://www.fasd.
alberta.ca/systematic-review.apx 

finalizing adoptions for those most at 
risk of aging out of care.” 

I am thrilled to take on the role of the 
Wendy’s Wonderful Kids recruiter at 

the Department of Child, Youth and 
Family Services in Newfoundland and 
Labrador. I invite you all to watch a 
powerful video which truly highlights 
the mission of Wendy’s Wonderful 
Kids. The video can be found on 
the Dave Thomas website, or by 
simply accessing Google or YouTube 

and is entitled, Unadoptable is 
Unacceptable. 

To learn more about this program, or 
how to adopt from foster care, call 
me at 709-729-4463, email me at 
kristenhynes@gov.nl.ca or go to www.
davethomasfoundation.org. 

INNOVATION
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BY IAN SHORTALL MSW, RSW

Health and safety in the workplace is 
something that most of us expect and 
may even take for granted when we 
come to work every day. Employers 
today are legally required to provide 
physically safe work environments 
and to ensure that the workplace will 
not put employees at risk. However, 
there is a growing trend recognizing 
employee psychological health and 
safety as being of equal importance 
to that of physical health and safety 
in creating a healthy organization.  
Shain, Arnold and GermAnn (2012) 
describes a psychologically healthy 
and safe workplace as one that 
promotes employee well-being and 
actively works to prevent harm to an 
employee’s psychological health in 
negligent, reckless, or intentional ways. 
Essentially, it is about putting in safe 
guards that protect the psychological 
health of employees and address any 
risks of injury to mental well-being.

 In January 2013, the Mental Health 
Commission of Canada (MHCC) 
led the development of national 
standards intended to provide 
Canadian employers with guidelines 
to help improve psychological health 
and safety in the workplace. The 
standards list 13 workplace factors 
that contribute to psychological 
health and safety of any workplace: 
organizational culture; growth and 
development; psychological and 
social support; recognition and 
reward; balance; clear leadership 
and expectations; involvement and 

influence; psychological protection; 
civility and respect; workload 
management; protection of physical 
safety; psychological demands; and 
engagement. 

Social workers are not immune to the 
impacts of psycho-social hazards in 
the workplace and deal with complex 
psycho-social problems that can 
place them at risk or expose them 
to trauma, violence, or the threat of 
violence.  Their work often involves 
high job demands with low job control 
and they must be able to balance 
their legal, ethical, and organizational 
accountabilities. 

The literature on healthy workplaces 
suggests that conditions in the 
workplace known to cause stress 
and negatively impact employees 
mental health includes such things 
as: 1) workload and work pace; 2) 

role stressors (e.g. role conflicts and 
role ambiguity); 3) career concerns 
including perceptions of fairness, trust, 
and interest from the organization; and 
4) interpersonal relationships.  

A healthy workplace is a place where 
employees feel recognized for the 
work they do and are encouraged 
to maintain a healthy lifestyle.  It is 
where they enjoy a positive social 
environment that encourages respect, 
civility, and a sense of belonging and 
purpose.  Employees are encouraged to 
use their skills/talents and are assured 
that their psychological health and 
safety is protected. It is a place where 
people feel secure and enjoy a safe 
physical environment; have the ability 
to influence their work and become 
involved in decision making; and are 
given opportunities for personal, 

Health Promotion
Psychological Health and Safety  
in the Workplace

CONTINUED ON PAGE 26
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Issues
A Response to Alzheimer Disease  
and Related Dementias
BY DANIELLE MOORE BSW, RSW

It is no secret that dementia is 
on the rise. According to a study 
commissioned by the Alzheimer 
Society of Canada in 2012, as our 
population ages, the number of 
Canadians living with a form of 
dementia, which is currently 747,000, 
is expected to double to 1.4 million by 
2031 (Alzheimer Society, 2012). Our 
health care system is not equipped for 
the influx of individuals in this country 
who are going to need care and 
services caused by this disease. The 
direct and indirect cost of dementia 
annually is currently $33 billion and 
if nothing changes, this number will 
increase to $293 billion by 2040 
(Alzheimer Society, 2012). It is noted 
that some forms of dementias are 
declining, which is primarily caused by 
lifestyle and environmental factors. 
This is a result of people living healthier 
lives and reducing the occurrences 
of other health risks such as heart 
attack and stroke. However, with the 
baby boomers entering the senior 
population, dementia is becoming a 
health crisis (Alzheimer Society, 2010).  

Dementia is the term used to classify 
a set of symptoms that are caused by 
disorders affecting the brain. These 
symptoms may include: memory loss, 
difficulties with thinking, problem 
solving, trouble with language, reduced 
ability to perform day to day tasks, 
changes in mood and in behaviour. The 
different causes of dementia include 
Alzheimer disease, Vascular Dementia, 
Lewy Body Dementia, Fronto-temporal 
Dementia, Creutzfeldt-Jakob disease, 

Parkinson’s disease and Huntington’s 
disease. These conditions have similar 
and overlapping symptoms (Alzheimer 
Society, 2014a). Getting a timely 
diagnosis can help families gain access 
to information, resources and support 
which can help them in planning for 
the future.

Individuals and families living with 
dementia often find it difficult to 
reach out for support due to the 
stigma surrounding the disease. People 
fear they will be excluded or treated 
differently.  This can cause caregivers 
to journey alone with this demanding 
disease and, as a result, experience 
burnout and health issues themselves. 
It is important to be aware that 
negative reactions from family, friends 
and professionals can impact a person’s 
well-being and ability to manage the 
changes brought about by the disease 
(Alzheimer Society 2014b).  Do you 
want to help reduce stigma? Here’s six 
easy ways you can make a difference:

1. Learn the facts - Share your 
knowledge of dementia with others. 
Talking about dementia lessens our 
fear and increases our understanding.

2. Don’t make assumptions - 
Dementia doesn’t mean the person will 
have to stop their daily routine or give 
up working right away.

3. Watch your language - Don’t make 
light of dementia by using jokes or 
slang.

4. Treat people with dementia with 
dignity and respect - Appreciate 
them for who they are.

5. Be a friend - Be supportive.

6. Speak up! - Change starts with you.

The Alzheimer Society of 
Newfoundland and Labrador offers 
a program called First Link®. This 
program is designed for individuals 
living with Alzheimer disease or 
other related forms of dementia, as 
well as their caregivers. First Link® 
connects those on the journey of 
dementia to information, support and 
services throughout the progression 
of the disease. Those diagnosed with 
dementia primarily gain access to this 
program through direct referrals from 
physicians, health care professionals 
and community service providers. 
Becoming a referring partner with 
First Link® is simple and has a wide 
range of benefits for the individual 
and their family. The First Link 
Coordinator will ensure that families 
receive the support that will best 
suit their needs.  This can be in the 
form of one-on-one meetings, group 
support, referrals to local healthcare 
providers and community services, 
assistance with planning for the 
future, and meetings with other 
people in similar circumstances to 
exchange experiences. An extension 
of the First Link program is a 16 week 
Learning Series that is designed to 
help individuals newly diagnosed 
with dementia and their caregivers 
understand their diagnosis and 

CONTINUED ON PAGE 26
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the changes they experience. Each 
week, the courses build upon each 
other to provide participants with a 
comprehensive overview of dementia, 
coping strategies, available resources 
and support. Participants have the 
opportunity to learn and share with 
others who are affected by dementia. 

If you would like more information or 
to become a Referring Partner with 
the First Link® Program, please contact 
First Link Coordinator, Danielle Moore 
at (709) 576-0608 or  
alzheimer_firstlink@nf.aibn.com. 
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intellectual, and professional growth. 
Many of these factors are core to social 
work values and principles. 

There is a clear business case that a 
healthy workplace is one which sees 
promoting good mental health as 
the socially responsible thing to do, is 
cost effective, and helps attract and 
retain good employees. Organizations 
that are psychologically supportive 
take action to safeguard the mental 
well-being of employees and provide 
appropriate resources when employees 
need help. When employees feel 
they have psychological support at 
work, they are more loyal to the 
organization, more satisfied with their 
job, more effective at what they do 
and happier to go to work.  

With the average person spending 
more hours per day either at work or 
“plugged into” work, the workplace 
environment is now being recognized 
as a key determinant of health. The 
workplace plays an essential role 
in maintaining and even promoting 
positive mental health.  The key for 
us as social workers, individually and 
collectively, is to recognize and raise 
awareness of how we may contribute 
to enhancing psychological health and 
safety in our workplaces.  As social 
workers working in complex practice 
areas, we need to be cognizant of the 
risk factors that negatively contribute 
to our psychological health, wellness, 
and safety. It is equally important 
for us to identify protective factors 
that will improve our overall quality 
of life both within and outside of the 
workplace. A healthy workplace is 

something that we all should strive to 
achieve.  I would encourage everyone 
to review the national standards and 
to make it a priority to become more 
informed on this important subject 
area.

RECOMMENDED LINKS:
www.mentalhealthcommission.ca 
www.guardingmindsatwork.ca
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BY SANDRA REID MBHL (DIST.), BSC 
ETHICS OFFICER, HREA

Are you conducting health research 
involving human participants in 
Newfoundland and Labrador?  Are 
you involved with a health research 
project involving human subjects in 
Newfoundland and Labrador? Have 
you participated in a health research 
study?  If so, here are some things 
that you need to know!

Health research involving human 
participants taking place in 
Newfoundland and Labrador (NL) is 
regulated through the Health Research 
Ethics Authority (HREA), which was 
established in 2011 through the 
proclamation of the 
Ethics Authority Act (http://www.
assembly.nl.ca/legislation/sr/statutes/
h01-2.htm).  The Act requires all health 
research involving human participants 
conducted in the province to be 
reviewed and approved by a local (NL) 
research ethics board (REB). Local REBs 
must be established in accordance with 
the Act.  

The HREA is responsible for ensuring 
all health research involving human 
subjects within the province is 
conducted in an ethical manner and its 
major initiative to achieve this is the 
establishment of the Health Research 
Ethics Board (HREB).  The HREB has the 
legislated authority and responsibility 
for the ethics review and approval 
of applications for health research 
projects involving human participants. 

The HREB is divided into two 
subcommittees, one responsible for 
reviewing genetics research and clinical 
trials of new drugs and devices, and 
the other responsible for reviewing all 
other health research involving human 
participants.  The HREB meets every 
week with the subcommittees meeting 
on alternate weeks.  

All clinical trials and genetics research 
conducted in NL must be reviewed 
by the HREB.  Other forms of health 
research involving human participants 
may be reviewed by the HREB or by 
another research ethics body approved 
by HREA. Currently, there is only one 
other REB approved under the Act – 
the Interdisciplinary Committee on 
Ethics in Human Research (ICEHR) – an 
REB internal to Memorial University 
of Newfoundland.  The HREB and any 
approved research ethics body under 
the Act are accountable to the HREA.

Each REB has its own application form 
specific to the research it reviews.  
Supporting documentation - such as 
consent form templates - can vary as 
well. The HREA website (www.hrea.
ca) has up-to-date documentation and 
information on the review process and 
the HREA office staff are available to 
answer questions at the contact details 
below.  

There are Canadian and internationally 
accepted legal, ethical and regulatory 
principles affording protection of 
human participants in health research.  
These principles govern the processes 

for the review and continued oversight 
of health research that complies with 
ethical standards.  All local REBs are 
governed by the Tri-Council Policy 
Statement:  Ethical Conduct for 

and all 
researchers must be familiar with this 
document prior to conducting health 
research involving human participants 
in Newfoundland and Labrador.  

The HREA also is responsible for 
providing public awareness and 
education on the ethics issues related 
to health research involving human 
participants.  The HREA is committed 
to its vision of excellence in research 
ethics review by ensuring all health 
research involving human participants 
is based on good science, meets 
ethical standards, and complies with 
international best practice. The HREA 
engages in activities to generate 
knowledge in relation to the ethical 
conduct of health research involving 
human participants and promoting 
the integrity of the health research 
environment.  

If you have any questions about the 
HREA, the HREBs or the research 
ethics review process you can visit our 
website or contact the Ethics Office: 

 
Health Research Ethics Authority 
Suite 200, 2nd floor,  
95 Bonaventure Avenue 
St. John’s, NL. A1B 2X5 
t: 709-777-6974 
e: info@hrea.ca

Research
Conducting Health Research  
in Newfoundland and Labrador
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Helping Communities and Organizations 
with Issues of Crisis and Trauma

WINTER/SPRING WORKSHOPS COMING TO 
NEWFOUNDLAND & LABRADOR

www.ctrinstitute.com          
204.452.9199  

info@ctrinstitute.com

UNDERSTANDING MENTAL ILLNESS
St. John’s:  February 12, 2015
 

This workshop is designed for managers, human resource professionals, social service providers and anyone seeking a better 
understanding of the complexities that surround mental illness.  Participants will learn about common adult and adolescent 
mental illnesses and their symptoms, causes and treatment.

RESTORATIVE JUSTICE - Guiding Principles for Communities and Organizations
St. John’s:  March 11, 2015
This workshop provides a framework for incorporating restorative justice principles into your environment. The timeless 
philosophy of restorative justice invites people to look beyond a merely punitive view of justice and discipline, and instead 
emphasizes direct accountability, reparation, prevention, dialogue and, in some cases, renewed relationship.

MINDFULNESS COUNSELLING STRATEGIES - Activating Compassion & Regulation
St. John’s:  April 8-9, 2015
This workshop is designed to teach participants how to facilitate the development of these skills with their clients, and develop 
their own capacity for using mindfulness-based strategies in their counseling work. The skills learned in this workshop are 
relevant and applicable for working with clients of all ages - from children to elders.

DEPRESSION - Practical Intervention Strategies
St. John’s:  May 7, 2015
This workshop introduces participants to a variety of effective strategies that can be used to help an individual who is struggling 
with depression make positive changes. Participants will learn practical strategies to help engage the depressed person on two 
levels: changing the negative relationship within oneself and changing interpersonal dynamics that perpetuate depression. 

DE-ESCALATING POTENTIALLY VIOLENT SITUATIONS™
St. John’s:  June 3, 2015
 

This workshop is designed to teach people to de-escalate potentially violent situations through assertiveness and interpersonal 
communication.  The training will explore how anger and violence interplay, including opportunities for self- assessment of 
personal styles. 

WEBINARS
No matter where you live, you can 
easily access some of CTRI’s workshops 
right from your desk. Our one hour 
webinars offer you the opportunity 
to hear, view and engage with our 
trainers. To purchase a pre-recorded 
webinar or to register for one of our 
live webinars, please visit our website.

Each month, CTRI offers a FREE webinar.  
Please visit our website for 

more information

Private Practice Roster

St. JOhN’S REgiON

Maureen Barry, MSW, rSW

Mona Budden, MSW, rSW

agatha CorCoran, MSW, rSW

Janet FitzpatriCk, phd, rSW

darrell hayWard,  
BSW, rSW, M.ed., CCC

Brian kenny, MSW, rSW

roSeMary lahey, MSW, rSW

deniSe laWlor, MSW, rSW

greg MCCann-Beranger,  
MSW, rSW

Maxine paul, MSW, rSW

gladyS perry, MSW, rSW

JaMille rivera, MSW, rSW

e. MiChelle Sullivan, phd, rSW

EAStERN REgiON

Wanda green, MSW, rSW

CENtRAL REgiON

kiMBerly BroWn, MSW, rSW

Shannon Furey, MSW, rSW

ruth parSonS, MSW, rSW

angela SeaWard, MSW, rSW

WEStERN REgiON

elaine huMBer, MSW, rSW

BarBara laMBe, BSW, rSW

LABRAdOR REgiON

Suzanne FelSBerg, MSW, rSW

the nlaSW has established a voluntary roster of social work private practitioners.  the following social workers have 
elected to be included on the roster.  they meet the criteria for private practice in the profession of social work in 
newfoundland & labrador.  Contact information for these social workers is available on our website.




