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EXECUTIVE SUMMARY 

Introduction: 

The aim of the Framing Preventive Measures for Children’s Adverse Experience study was to 

explore strategies and effective practices to prevent and/or overcome adverse experiences in early 

childhood, and to engage participants in the development of potential solutions and insights for 

enhanced interventions. 

We adopted the definition of children’s adverse experience from the Adverse Childhood Experience 

study. This study recognizes psychological, physical, sexual abuse, emotional neglect, traumatic parental 

divorce suffered by a child, or growing up in a household with an alcoholic, drug user, mentally ill or 

violent person as possible contributors to adverse experience in childhood. However, considering that 

adverse experiences and different kinds and levels of stress are part of life, we also assumed that 

protective factors in the environment are crucial to counteracting adverse experiences. Protective factors 

include not only parents and caregivers, but based on a social justice approach that society as a whole 

should be co-responsible in caring and nurturing the development of children and of the most vulnerable 

sectors of society.  

Protective factors in the environment are necessary for children to learn how to respond to stress. 

Hertzman [1] emphasizes that in the cases of mild, adverse short-lived experiences (even considered 

positive stress) and more intense, acute short-lived experiences (a parent’s death), the presence of 

supportive caregivers is relevant to help the child overcome the negative impact and to provide the 

nurturing, caring environment for the child to thrive. The problem is “toxic stress,” which is the 

presence of intense adverse experiences, over long periods of time, sometimes suffered by children at 

the hands of those who should be caring for them. In these cases, it is important to know how our social 

institutions are responding to these challenges. 

The study design included two parts: Part I, consisting of document analysis and key informant 

interviews related to the child protection system, and Part II, an exploratory study with front line 

workers professionals working with children.  

PART I: DOCUMENT ANALYSIS AND KEY INFORMANT INTERVIEWS: For the first part, 

we examined current policies and protocols in place to deal with vulnerable children/family situations 

and the kinds of knowledge that informs these policies, protocols, and intervention tools. We also 

interviewed four (4) key informants familiar with the child protection system in the province to identify 

any changes since the creation of the Department of Child, Youth, and Family Services in 2009 

regarding: 1) the child protection system, 2) children (in care), 3) their families, and 4) frontline 

workers.  

The first 30 pages of this report deals with what we have learned in this stage, namely that dealing 

with these extreme situations of children’s adverse experiences is cumbersome for all involved - 

children, parents, front-line workers, authorities, and policy makers. When a system is already in crisis, 

critical incidents are practically impossible to predict, as they are usually a result of complex, 
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interrelated range of factors. We observe that despite all the changes in the legislation and the increasing 

number of protocols and forms of management and control, these may not be as efficient as expected. 

Recommendation #1: Most key informants emphasized different perspectives to improve the child 

protection system. We summarize their suggestions in the following recommendations: 

i) Moving from a mainly reactive, crisis-driven approach to one that is pro-active, systematic, and 

comprehensive; 

ii) Shifting from a standardized, one size-fit-all approach to a client-centred, assertive approach; 

iii) Finding a balance between children’s safety and the needs and rights of children and parents; 

iv) Providing a supportive organizational context for front-line workers centred on a dialogue-based 

work culture and mentoring from those with more experience in the institution; and 

v) Instituting a deliberative process and learning-from-error approach to replace the institutional 

blaming culture when something goes wrong. 

 

Recommendation #2: While responding to emergency situations is necessary, it is important to also 

consider upstream health promotion and preventive measures to guarantee that our children and youth 

will not be part of an institutionalized child protection system. For that we have to reflect on the broader 

socio-cultural environment through a social determinants of health framework combined with a life-

course perspective
1
. 

 

PART II: EXPLORATORY STUDY WITH FRONT LINE PROFESSIONALS WORKING 

WITH CHILDREN: The goal in Part II was to explore strategies and practices to prevent and/or 

overcome adverse experiences in early childhood. We interviewed twenty-two (22) front-line 

professionals (pediatricians, family doctors, mental health professionals, community health nurses, 

social workers, community service workers and educators) whose main affiliations were with 

government/regional health/education (8), not-for -profit/ community services (6), clinical practice (4), 

and academia (4), to learn from their experience and - through this shared knowledge - to generate 

possibilities for concrete action.  

The following is a summary of key findings and conclusions from Part II, and provides some 

recommendations to address the major issues identified during the study: 

Objective 1: To investigate opinions and insights about the relationship between early childhood 

adverse experiences and their negative impact on health and well-being according to recent 

research evidence.  

 

Results: 

                                                           
1 A life-course perspective has demonstrated that exposures to adverse events in the early years can affect health (both 

physical and mental) and well-being throughout the lifespan.  
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 Most participants are familiar with the literature about the negative impact of children’s adverse 

experiences on health and well-being throughout the life-span, and consider it their role as front-

line workers to do something. Responses were less uniform regarding knowledge about the Early 

Development Instrument (EDI)
2
 and about neuroscience research showing the need to address 

the environmental, social, economic, and cultural determinants of health. Although some 

participants knew about these facts they do not consider it part of their direct role to affect 

change. 

 While all participants had positive comments with regard to the ecological model presented, two-

thirds of them seemed to be more familiar with it, identifying the interconnections between the 

different elements of the model, the relevance of the social determinants of health and of caring, 

nurturing environments for children to thrive as a social responsibility. They also highlighted the 

need to disseminate this kind of knowledge among the general public. 

Recommendation #3: A well-designed campaign is of utmost importance to raise awareness about the 

relevance of early child development. A social determinant of health approach aligned with a life course 

perspective would show how important quality early experiences and nurturing, well off environments 

are relevant to guarantee good physical and mental health outcomes.  

Objective 2: To study the ways frontline workers identify vulnerable situations and/or adverse 

experiences in early childhood in their practices and how they address these issues. 

Results: 

 Participants emphasized that children’s behavioral and developmental issues are on the rise in 

the province, and that the system is not well prepared to deal with these issues. Some mentioned 

that society is better prepared to alleviate physical suffering but has a limited understanding of 

mental health issues and its connections with the socio-economic and cultural environment.  

 With regard to how participants see the connections between the social environment and their 

clients’ adverse experiences, participants either emphasized the quality of the family 

environment in terms of the poverty and precarious living conditions, often associated with poor 

mental and physical health, or the quality of parental skills. Sometimes respondents included 

both, emphasizing their interdependencies.  

 Participants identified the intergenerational cycle of adverse experiences resulting from a lack of 

opportunity for people to improve their living conditions. Also mentioned were the cultural 

                                                           

2
 The Early Development Instrument (EDI) is a questionnaire developed by Drs. Dan Offord and Magdalena Janus at 

McMaster University. The questionnaires are filled out by kindergarten teachers for all children in their classes in 

February, after teachers have had the chance to get to know their students. The questionnaire has 104 questions and 

measures five core areas of early child development (physical health & well-being, language and cognitive development, 

social competence, emotional maturity, communicational skills and general knowledge). Partially implemented in NL 

since 2011, the comprehensive report (2012-2013) covering 94% of the Kindergarten population is available in the 

website: http://www.ed.gov.nl.ca/edu/earlychildhood/edi.html  

 

http://www.ed.gov.nl.ca/edu/earlychildhood/edi.html
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trends of individualism and materialism and the toll these trends have on social relations and 

people’s mental health and well-being.  

 With respect to indicators and protocols participants find relevant in detecting vulnerable 

situations, they either emphasized observations based on clinical skills and home visits and/or 

specific screening tools, which are more likely used by community health nurses, social workers, 

and educators. 

 With regard to how they deal with these critical situations when detected, half of the participants 

expressed personal involvement through professional action (especially social workers and 

community health nurses), while others (family doctors, pediatricians) spoke about making 

necessary referrals to other professionals or services.  

 Some participants, especially from community services, underscored the need to see the broader 

picture and support families and children to overcome adversity in addition to providing timely 

interventions. They emphasized that not everybody in the health care and social services systems 

and among the public are aware of the negative impact that socio-economic and cultural 

deprivation have on children’s health and well-being.   

Recommendation #4: The social determinants of health approach should go beyond “lip service” in 

health documents, as everyday practice seems to focus mainly on “individual behaviors and lifestyles.” 

Changing behaviors is not easy, and some participants commented that it would be inappropriate to 

challenge parents, especially if their social living conditions do not facilitate healthy choices. 

Recommendation #5: To promote an appropriate socio-cultural environment for parents and children to 

thrive is of the upmost importance. Practically all of the participants emphasized the need for early 

preventive interventions, providing timely resources to help families and children to navigate adversity 

in assertive, client-centred ways. Assisting families with complex needs is not easy, usually requiring an 

interdisciplinary, multi-level, multi-faceted approach to prevent children’s adverse experiences.  

Recommendation #6: Most participants consider that although screening tools and protocols are 

helpful, their use must work in conjunction with clinical experience and expertise. One-size-fits-all 

approaches do not match the complexity involved in these situations. Participants recommended a 

culture of mentoring by the more experienced workers to support new workers. Participants also 

recommended an organizational culture of dialogue and horizontal relations to deal with the complex 

issues at stake. Professionals in the health and social service systems need to work with an assertive, 

client-focused approach and be flexible to address differential needs. 

 

Objective 3: To identify existing services to care for children identified as living in vulnerable 

environments and/or facing adverse experiences in childhood, and to study the kind of knowledge 

and training informing the different front-line health care workers’ and service providers’ 

practices. 

 

Results: 

 Three key sources of services identified by participants were: 1) the Janeway and Eastern Health, 

2) parenting supports from different community institutions usually funded by government and 
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charities (or a combination of both), and 3) CYFS and the relevant role the latter institution has 

in finding supports and placements for children in care. Although practically all professionals of 

the three service areas showed commitment and empathetic attitudes, some of them were more 

knowledgeable and sensitive to these families’ ordeals when facing crisis. 

 While participants emphasized the relevance of existing services, they also stressed how 

detrimental the long waitlists and difficulties in accessing and navigating services are for clients 

dealing with critical situations. At the time of the interviews, participants spoke of long waitlist 

for some professionals, such as pediatricians, speech therapists, and social workers to deal with 

socio-behavioral issues among clients in the pediatric health system. They stressed the lack of 

sufficient mental health assistance, counselling, and other preventive services, which is evident 

in the long waitlists and the overuse of emergency services. 

 Similarly, participants highlighted how the school system is not always prepared to support 

children and families with complex needs, despite the fact that children spend a significant 

amount of time there. Lack of coordination between the school and the health care system and 

other services was also underlined. Financial constraints/lack of resources in the school system 

was considered the reason for the failure in implementing the Individual Service Support Plan 

(ISSP), which was only in effect for a short period of time. 

 Continued education and professional development days for service providers, and also training 

through interdisciplinary collaborations and mentoring experiences, were highlighted as helpful 

to deal with these complex issues.  

 

Recommendation #7: While most services are in place, there is still the need to overcome fragmented 

services through a teamwork approach and enhanced inter-services communication. Long wait-lists are 

detrimental to children’s well-being and participants suggested improving coordination of services, the 

referral process, and the transitions between specialists. 

 

Recommendation #8: There was strong emphasis on the need for preventive programs, which should 

be long-term and not purely crisis-driven, and the need for more collaborations and networking among 

the different services in order to enhance their actions. On this respect, the school system is key to 

guarantee increased literacy levels and promote resilience. Consequently, a well-funded Individual 

Service Support Plan (ISSP) to assist children with complex needs at the school system is strongly 

recommended. 

 

Recommendation #9: There is need for a well-designed public campaign among the public about the 

importance of positive mental health facilitated by nurturing environments in early life.
3
 Participants 

also emphasized the need among service providers for more training and professional development on 

psychosocial issues closely intertwined with the social determinants of health affecting children and 

youth. 

  

                                                           
3
 “Optimum environments for children have six basic characteristics: they encourage exploration; provide mentoring in basic 

skills; celebrate the developmental advances of children; encourage children to develop aptitudes and capabilities; provide 

protection from inappropriate teasing or punishment; and provide a rich and responsive language environment.” (Hertzman, 

2002, p.2)  
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Objective 4: To explore the necessary actions, strategies, and tools these workers consider relevant 

to support positive environments for children to lead healthy lives. 

 

 Almost half the participants mentioned universal, affordable, comprehensive childcare programs 

like Daybreak to promote healthy child development, arguing that it provides a range of 

comprehensive supports for children and families, but its space is limited (an average of 40 

children are accepted into the program). It was highlighted that investing money in an increased 

number of Daybreak-like programs working in coordination with the school system would mean 

significant long-term savings in social assistance, social justice, and health costs. 

 Participants also emphasized the need for more grassroots programs and services, including 

home visits. These services should offer family supports and resources, such as engaging parents 

in spending time with their children, recreational activities for children and families, and 

innovative ways to stimulate children. 

 More than one-fourth of the participants identified the need to address existing judgmental 

attitudinal barriers, even stigma, against vulnerable people held by the general public and some 

professionals, as this is often a deterrent for people to look for help. 

 Some participants highlighted the need to address the social determinants of health, as the lack of 

adequate resources or supports while trying to raise a family creates emotional stress for already 

vulnerable parents. In accordance with the 2014 Report Card on Child and Family Poverty in 

Canada (Campaign 2000, 2014), there was a reduction in child poverty in NL between 1989 and 

2012, from 22.1% to 18.9%, thanks to the Poverty Reduction Strategy. 

 When asked to identify preventive actions and strategies, the most common response was “the 

need for public awareness around healthy child development.” Participants also mentioned the 

need for political will and action to generate favorable policies and to allocate resources for 

concerted actions and strategies. 

Recommendation #10: The implementation of a universal, affordable, quality early childcare system 

(including day care, drop-in centres, nurseries, and pre-school) was deemed an essential preventive 

measure. It would also decrease the percentage of children (currently over 25% in Canada) starting 

primary school with significant developmental delays. These delays are associated with decreased 

readiness for school, low educational attainments, troubled behaviors, and the increased risk of different 

forms of social exclusion in adulthood. 

Recommendation #11: It is very important to have a non-blaming, non-judgmental attitude when 

coordinating the necessary programs and supports for parents, as often these parents have themselves 

been victims of adverse experience and abuse and are trying to do their best with limited material and 

emotional resources. Participants suggested an integrated range of supports to assist parents with mental 

health issues and addictions in a more holistic way. 

Recommendation #12: It was suggested that the Newfoundland and Labrador government must show 

strong leadership in keeping up with the Poverty Reduction Strategy to support families in overcoming 

adversity in comprehensive ways. Although there have been improvements in NL, it would be necessary 

to guarantee a living wage for parents to help them to provide an adequate standard of living for their 

children and to be able to spend more quality time with them.  
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Recommendation #13: With regard to the kinds of policies that need to be strengthened to support 

healthy environments for children to thrive, participants mentioned the need for policies: 1) to be 

focused on prevention and not crisis-driven, to guarantee that families are assertively and timely 

provided with the supports they need; 2) to concretely address SDOH issues (socio-economic 

impairments, lack of productive occupations, education, housing, food security) and enhance outreach 

policies to engage vulnerable families in finding solutions; 3) to guarantee universal childcare, 

promoting awareness of its relevance; and 4) to address barriers to accessibility of services and to 

encourage networking and partnerships to support clients. 

 

Objective 5: To study the kind of interdisciplinary networks in place that help facilitate positive 

early life experiences, as well as ways to foster networking and partnership opportunities. 

Results: 

 Practically all participants responded affirmatively to networking with other service providers within 

their practice to address complex, multi-faceted issues. This networking allows professionals to 

know and support each other, to enhance services and avoid duplications, to raise awareness and 

advocacy; to make resources more available and accessible; and to engage clients, communities, and 

people involved in participatory action. 

 At the same time, many participants gave examples of the difficulties in using interdisciplinary 

networks. For example, participants affirmed how beneficial partnering and networking with the 

school system was, which was customary for a short while in the past but not presently. In the case 

of professionals working in a fee-for-service model, there is always the issue of how this time 

investment can be reimbursed. 

 Some general challenges mentioned have to do with conditions in the institutional environments, 

such as lack of communication and trust between professionals, territorialism, “silo” mentality, 

issues of privacy and confidentiality, power relations, little input from frontline workers in political 

decisions, fears about liabilities and workplace retaliations, and lack of human resources and time 

constraints. They also suggested strategies and actions to increase partnerships and networking 

opportunities. 

 With regard to the CYFS, while most pediatricians, family doctors, and educators considered  the 

new department to be far more isolated than before its restructuring, a couple of community health 

nurses felt that the relationships with CYFS has radically improved during the last couple of years, 

showing the importance of initiative and leadership to promote better communication. 

Recommendation #14: Providing a favorable organizational environment in each department and 

institution, where the voices and experiences of front-line workers are acknowledged, will encourage 

more collegial participation in finding solutions for complex problems. 

Recommendation #15: As the organizational environment does not seem spontaneously favorable to 

networking and partnerships, concerted efforts are considered necessary to get professionals together 

and promote an atmosphere of collegiality and collaboration. 
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Recommendation #16: Leadership and favorable attitudes for collaborations should be purposefully 

promoted in every institution and department and beyond, through regular interdisciplinary meetings 

and forums to connect people and foster communication and open dialogue. It is also important 

establishing interdisciplinary teams and networking coalitions, and consulting and engaging grassroots 

community organizations. Setting policies and procedures with clear, doable goals and allocation of 

resources would promote real action. 

Recommendation #17: Concerns for inter-departmental coordination and collaborations to promote 

child well-being should start at the level of the provincial government. There was a variety of 

suggestions in this regard, such as re-implementing Advisory Committees to find the best ways to 

network between different departments.  

Recommendation #18: It was often observed that placing different services under the same roof has 

fostered networking in rural areas. This could be accomplished by offering interdisciplinary health and 

social services in one location as part of primary healthcare. An example participants provided is a 

model promoted by the College of Family Physicians of Canada, “The patient’s medical home” (PHM), 

which has been successfully implemented in some places in Ontario. The PHM is a “multi-service 

center” where healthcare services (including lab, dental services, mental health/counselling), legal 

services, and a variety of social services are offered at the same place.  

 

To conclude, we encourage the reader to also review the final considerations on page 81, where a 

summary of the themes to orient action have been organized by an ecological framework. 
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 INTRODUCTION 

Background 

Early experiences define the quality and trends of a child’s cognitive and socio-emotional 

development, and through the immune and hormone system shape the quality of his/her physical and 

mental health throughout the lifespan. Nonetheless, it is not a deterministic dynamic, as risks, as well as 

capabilities enacted during a developmental period, may be enhanced or diminished by available (or not) 

preventive and therapeutic interventions [2-4].  

The increased knowledge from developmental psychology, neuroscience, and social 

epidemiology research provides overwhelming evidence for the way the social environment “gets under 

the skin” from early stages in life [5-7]. The last decade, for example, has seen a significant 

development in epigenetic explanations of the way early experiences and environmental influences 

during the first years of life are likely to affect the gene expression and neural functioning at a molecular 

level. This dynamic has an impact on how the genes governing a person’s neurobiological development 

is expressed later in life [7-9]. For instance, more deficient levels of care and chronic activation of the 

stress system alter the chemistry of the DNA in certain genes in the brain involved in stress response, 

making the brain physiology more likely to produce more stress hormones when dealing with 

challenging situations later in life [10, 11]. In other words, chronic stress is likely to lead to deep 

physical changes in brain physiology [7, 9, 10, 12]. By the same token, positive interactions and 

experiences are likely to counteract this trend due to the brain plasticity dynamic [12-14]. 

In developed societies like Canada, universal pre- and postnatal health care is used to efficiently 

detect and monitor developmental issues and/or biomedical impairments in the child. However, more 

subtle emotional impairments in the family background are harder to detect and may have an ongoing 

impact in a child’s life [15-17]. Research shows that early vulnerabilities are incubated through 

socialization processes, role modeling, and adverse experiences during early childhood and the 

adolescent years, having an impact on people’s health and well-being later in life [18],[19],[5, 20, 21]. 

Although parents are often victims of their own limitations due to the lack of social opportunities and 

structural supports in their early lives, following an individualistic trend in society, parents are usually 

blamed when they face challenges in providing the nurturing environment their children need [22-24].   

The impact of negative early experiences in life and adolescence and adult physical and mental 

health is more clearly evidenced through the Adverse Childhood Experiences (ACE) study [19-21, 25-

27], and more recently confirmed by the Dunedin study in New Zealand [28]. Although respondents in 

the ACE research were mainly from middle to upper-middle class demographics, the prevalence of 

adults’ poor health related to adverse experiences (psychological, physical, or sexual abuse, emotional 

neglect, parental divorce, violence against the mother, as well as growing up in a household with an 

alcoholic, drug user, or mentally ill person) was highly significant. As adverse experiences are often 

clustered, the higher the ACE score (between 4 and 7 experiences), the more likely negative health 

outcomes will exist during adulthood. Furthermore, the pathway to illness is not always determined 

through risky behaviors, such as overeating, heavy drinking, or smoking. Researchers found that for 

adult patients with ACE scores of 7 or higher who did not smoke or drink traumatic experiences still 

seemed significantly correlated with poorer health in adulthood [28]  
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As the ACE research demonstrates, adverse experiences occur at all levels of the social strata. 

However, socio-economic deprivation is highly responsible for stressful family environments [29] and is 

more likely to compromise a nurturing interaction between parents and their children, with longstanding 

effects on their current and future health outcomes [30]. Typically, children at the base of the social 

pyramid are the most vulnerable, as lower socioeconomic status is a significant barrier to material 

resources for healthy development. Adults from lower-income backgrounds are more likely to have 

shorter life expectancies and suffer more illnesses than people in the middle and upper classes [10, 26]. 

Although these negative health outcomes have been traditionally attributed to unhealthy lifestyles, the 

weight of evidence confirms that social and environmental conditions greatly influence these lifestyle 

choices [6, 31, 32]. Furthermore, overwhelmed by substantial work demands, frontline workers who are 

expected to support these families may not have  the time, the training, or even a supportive work 

environment to exert positive action on the deep interconnections between children’s (and parental) 

well-being, their cognitive and socio-emotional development, and the broader social and economic 

environment.  

Considering the impact of early vulnerabilities on children’s health and well-being, and 

exploring ways to guarantee positive, nurturing spaces for children and families to flourish, is not only 

good for children and youth health but also for the broader impact it can have on society and throughout 

people’s lives [5, 33-35]. Reflecting on different possibilities for early prevention is the best way to 

guarantee better health for children and youth, as well as to counteract the increasing rate of chronic 

diseases and mental health issues incubated from early stages in life.  

Consequently, the aim of this project was to explore strategies and effective practices to prevent 

and/or overcome adverse experiences in early childhood.  Frontline health care workers and service 

providers working with children in the metro area of St. John’s, NL shared their perspectives, 

observations, and knowledge on adverse experiences in early childhood and the services and social 

supports available. The ultimate goal of this project was to engage participants in the development of 

potential solutions and insights for enhanced interventions. As a preamble to the study, we also 

examined current policies and protocols in place to deal with vulnerable children/family situations and 

the kinds of values and knowledge that inform these policies, protocols, and intervention tools.  

Research objectives 

1. To investigate opinions and insights about the relationship between early childhood adverse 

experiences and their negative impact on health and well-being according to recent research 

evidence.  

2. To study the ways frontline workers identify in their practices vulnerable situations and/or adverse 

experiences in early childhood, and how they address these issues. 

3. To identify existing services to care for children identified as living in vulnerable environments 

and/or facing adverse experiences in childhood, and to study the kind of knowledge informing the 

different frontline health care workers’ and service providers’ practices. 

4. To explore the necessary actions, strategies, and tools these workers consider relevant to support 

positive environments for children to lead healthy lives. 

5. To study the kinds of interdisciplinary networks in place that help facilitate positive early life 

experiences, as well as ways to foster networking and partnership opportunities. 
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Research Design and ethics approval 

 The project was designed to be conducted in two parts: I) a document analysis and key informant 

interviews related to the child protection system, and II) open-ended interviews with frontline 

professionals. 

Limitations of the research process:  

 

As in any research based on participants’ opinions and perspectives (regardless if it is 

quantitative or qualitative), it is not possible to guarantee that what the participant expressed is actually 

his/her practice or simply an expression of how things should be. However, it is easier through 

qualitative approaches to pay attention to contextual factors influencing the participant’s position. Thus, 

when speaking about the issues surrounding children’s adverse experiences, these participants, familiar 

as they are with the topic, more likely emphasized their insights based on what they observe in the 

broader social and cultural environment.  

Sample bias: there is a bias in the sample of participants, as those who agreed to participate in 

this study were more likely to be favourable to the initiative of framing preventive measures for 

children’s adverse experiences. However, the aim of the research is not to generalize findings but 

accomplish a better understanding of the issues at stake while preserving the different participants’ 

accounts as provided. 

 

Ethics approval: 

The project received ethics approval from Interdisciplinary Committee on Ethics in Human 

Research. All participants interviewed were required to sign an informed consent form, which was filed 

in secured cabinets in the principal investigators’ office (Community Health and Humanities, Faculty of 

Medicine, Memorial University). The digitally recorded interviews were transcribed verbatim and the 

already codified, anonymous data has been processed, analyzed, and presented as aggregated 

information in this report.  

To follow, we will present the methodology and research strategies used for each part and the 

corresponding results. 
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PART I: 

DOCUMENT ANALYSIS AND KEY INFORMANT 

INTERVIEWS 

PART I A - DOCUMENT ANALYSIS 

Document analysis is a qualitative research method that assists in understanding the position and 

role specific documents have in everyday life, how they are used, and the kind of reality these texts 

construct [36]. As Atkinson & Coffey acknowledge, although official documents are not “transparent 

representations or organizational routines, decision-making processes, or professional diagnoses” (p.58), 

legislative documents, protocols, and the different kinds of institutional reports are likely to show how 

the institutions in the system work, the kinds of values they prioritize, and how the different stakeholders 

are expected to perform within the system. These authors suggest regarding documentary materials as 

relevant data by itself, and to establish a framework to take into account the formal aspects of their 

enactment, their use of language, relationships among the texts, and the conventions they use. 

Methodology 

As stated before, we expected that a document analysis would provide relevant data and insights 

into adverse early child development within a NL context. We wanted to understand how these 

documents are constructed, their contextual background and underlying values, as well as the methods 

and motivations for changes. However, we soon realized that to explore all the official documents 

related to child protection and well-being was too ambitious and so we decided to narrow our research 

focus to the official documents related only to child protection. This allowed us a means of tracking 

changes and development. Consequently, in addition to identifying the policies and documents 

regulating child protection (before and after 2000), a key finding was the Office of Child and Youth 

Advocate’s (OCYA) reports illustrating extreme cases of child maltreatment detected during the last 

decade (2000 up until December 2013). Through these OCYA reports, we became familiar with the 

stories of children who have fallen through the cracks of the system, despite of all the services, policies, 

and protocols in place to help them. 

The study of the changes in the legislation since 2000 and how these changes connect to the 

OCYA reports has theoretical and pragmatic implications. Pragmatically, the five OCYA cases 

constitute only the tip of the iceberg of adverse experiences likely to be endured in early childhood, as 

often these kinds of issues may go under-reported. In a theoretical sense, the analysis of these documents 

provides a better understanding of the complexities involved. Consequently, this analysis has allowed us 

to elaborate on a comprehensive understanding of how and why things like this can happen. 
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In addition to the chronology of legislative documents, policies, and protocols related to ‘Child 

Protection,’ we are presenting below the summary/analysis of the five cases of children’s adverse 

experience mentioned before. 

Part I A - Findings 

 Because child protection is such a delicate topic, we decided to have as much background 

information as possible, choosing to study current policies and protocols in place to deal with vulnerable 

children/family situations and the values and knowledge that inform these policies, protocols, and 

intervention tools. This document search allowed us to develop a chronology of amendments and 

revisions in the child protection legislation since 2000, the year major changes started taking place.  

 Included in the chronology of legislative documents, policies, and protocols are the referential 

dates of the case studies as reported by the Child and Youth Advocate. They clearly illustrate the way 

these extreme cases have been tackled and the kinds of values and practices influencing changes in 

policies and legislation. The reports’ recommendations and their missing links provide evidence for the 

need to work within a broader perspective of health and emphasize the relevance of considering the 

socio-economic and cultural environment of negative early experiences. This knowledge gained will be 

the focus of our discussion and final recommendations. 

 

Chronology  

Prior to 2000 

 

1990 – Child Welfare Act (1972) revised – The term “neglect" was included. 

 

1991 – Risk Assessment in Child Protective Services – Aforementioned under the purview of 

Department of Social Services (DSS). 

 

1993 – Child Welfare Policy & Procedures Manual was published. 

 

1997 – Department of Social Services (DSS) was renamed Human Resources & Employment. The 

Department of Health was renamed Department of Health and Community Services (DHCS). 

 

1998 – Child Welfare Services was moved from DSS to DHCS with responsibility for service delivery 

delegated to Health and Community Services Boards. 

 

1998 (November) – New CYFS legislation passed: Child, Youth and Family Services Act – This new 

legislation was intended to support the government’s new focus on prevention and early intervention 

rather than just remedial approaches.  
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1999 – Work began on new CYFS Act Policy & Standards Manual.  From this time to March 2007, 

two policy manuals were used: the CYFS Act Policy & Standards Manual and the former Department of 

Social Services 1993 Child Welfare Policy and Procedures Manual.  

 

1999 - New Adoption Act was released. 

 

2000 

January - Child Youth and Family Services Act was proclaimed. It provided that the CYFS Act Policy 

& Standards Manual (draft) was to supplement existing Child Welfare Policy & Procedures Manual 

1993 (warning that if material was not contained in new policy, social workers had to refer to this latter 

document). 

 

Department of Health and Community Services (HCS) Boards continued to be responsible for Child 

Welfare service delivery, while the responsibility for child protection and adoption policy and program 

development rested with the Provincial Director in the provincial government. 

May - CYFS gained access to computerized Client Referral Management System (CRMS). 

 

2002 

May – Office of the Child and Youth Advocate (OCYA) was created.  

 

September – The Minister’s Advisory Committee (MAC) was established in September “to create 

opportunities for children, youth, families, community agencies and service providers to have their 

views heard on how the Act is, or is not, working in accordance with the principles and purpose of the 

Act.” 

 

November – OCYA opened with Lloyd Wicks as the first advocate.  

 

2003 

April – Child, Youth and Family Services referrals implemented in Client Referral Management System 

(CRMS). 

 

August 18
th

 –  Death of Zachary Turner. 

 

2005 

May – OCYA appointed Dr. Peter H. Markersteyn (an American lawyer) to conduct the review and 

investigation of Zachary Turner’s death. 

 

October – OCYA began an investigation later detailed in the report “Turning a Blind Eye.” The report 

focused on nine children’s experiences of physical abuse and neglect by their mother between the years 

1991- 2004 (although finished on 2011, it was  released March 2013). 
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December – Minister’s Advisory Committee (MAC) published their review of the CYFS Act (2000), 

titled “How are we doing? A report of the Ministers Advisory Committee on the Child, Youth and 

Family Services Act.” 
 

 

2006 

August – OCYA begins the research and investigation phase of a report entitled “Joey’s Story.” The 

facts related to this case occurred during 2003-2004, when Joey and siblings were taken away from their 

parents (although finished on June 2011, it was released on March 2013) 

 

September – OCYA releases “Turner Child Death Review.” The over 1300-page report about the 

circumstances surrounding this case looked at the need for improvements in case planning with a more 

child-focused approach.  

 

2007 

March – Integration of Child Welfare Policies into CYFS Standards & Policy Manual. This Manual 

remained in effect until June 2011.  

 

April – Department of Health and Community Services (HCS) released the report commissioned to 

Deloitte Consulting Inc. on the relationship between HCS and the four RHAs in regard to child welfare: 

Deloitte Organizational and Operational Review.  This review focused on the structural organization of 

the child and youth services system. 

 

April – In response to the Deloitte Review, the provincial government increased funding in human 

resources, foundational resources, monitoring, and evaluation for child protection.  

 

2008 

February – Children, Youth and Families Strategic Planning Forum – Sponsored by the DHCS and 

facilitated by Jane Helleur and Associates Inc, the forum aimed to gain input from stakeholders from the 

health system, justice, education, advocacy, community-based agencies, aboriginal governments, unions, 

and professional associations that worked with children, youth and families in the province. 

 

February – Health and Community Services commissioned a report to analyze clinical services in Child, 

Youth and Family Services programs: Clinical Services Review.  

 

September – Dr. Ken Fowler from Memorial University of Newfoundland concluded the report 

Children in Care in Newfoundland and Labrador: A Review of Issues and Trends with 

Recommendations for Programs and Services, ordered by the Department of Health and Community 

Services (at that time responsible of the Children and Youth Services Division through the four regional 

Health Authorities and Regional CYFS Directors, Managers, and social workers under their 
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administration).  The report profiles children in the “in care system,” describing gaps and weaknesses in 

the system, and providing recommendations for improvement. 

 

December – The final report of the Clinical Services Review was finished, however it was not  released 

publically until May, 2009. This report focused on seven program areas: Protective Intervention, Family 

Services, Child Welfare Allowance, Children in Care, Caregiver Homes, Youth Services, and Cases 

Screened out of Service.  

 

2009 

March – Department of Child, Youth and Family Services (Ministry) was established. This involved 

the transition of employees from HCS and the four RHAs to one department with a specific 

concentration. Joan Burke was named as the first Minister of CYFS.  

 

May – CYFS Minister Joan Burke publically released the Clinical Services Review and declared the 

new department’s intentions of carrying out the recommendations outlined in the review.  

 

June – OCYA released review of “Lost in Transition: Transitioning of Children & Youth in Care.”  

 

August – OCYA began the investigation phase for a report that would later be called “Out of Focus.” 

This report focused on the deaths of five individuals, including two children, in a house fire, and 

included the neglect of four children from two separate families that lasted between 1995 and 2008 

when the fire occurred (although finished in 2012, it was released in March 2013). 

 

December – Child and Youth Advocate Darlene Neville was fired by a vote of the NL legislature. For 

the remainder of 2009, until September 27, 2010, the position was held by Acting Child and Youth 

Advocate, John Rorke. 

 

2010 

May – CYFS released their four year strategic plan, Child, Youth and Family Services Strategic Plan 

2010-2014, heavily influenced by the Clinical Services Review (2008). The Strategic Plan outlined the 

two major strategic issues for the new Department: 1) strengthening legislative policies and procedures 

for service delivery and 2) the gradual implementation of the new Ministry with the transition of 

employees from the four RHA and DHCS to this department focused on child and youth protection.  

 

June – Child & Youth Care and Protection Act (2010) replaced CYFS Act (1998).  

 

September – Carol A. Chafe was appointed Child and Youth Advocate for NL. 

 

2011 

January – Charlene Johnson was named new Minister of CYFS. 
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June – Child Protection and In Care Division of the Department of Child, Youth, and Family Services 

released a document comparing the CYFS ACT (1998) and Child & Youth Care and Protection Act 

(2010). 

 

June – Children and Youth Care and Protection Act was proclaimed and the Protection & In-care 

Policy & Procedures Manual was  released.  

 

 

2012 

March – Department of CYFS’s full transition was completed.  

 

December – CYFS released their most recent annual report, detailing the department’s accomplishments 

between April 2, 2011 and March 31, 2012 – Child, Youth and Family Services Annual Report 2011-

2012. This document outlined the department’s commitments, accomplishments, strategic issues, 

challenges, and a summary of expenditures.  

2013 

February – OCYA released OCYA Annual Report 2011-2012; this document summarized their four 

main objectives, their guiding principles, and their recent accomplishments.  

 

March – OCYA issued a press release about publication of the three reports: “Joey’s Story” (2011), 

“Turning a Blind Eye” (2011), and “Out of Focus” (2012). 

 

OCYA reports of children’s adverse experience  
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All five cases studied in the OCYA investigative reports occurred before 2009, the year that the 

new Department of Child, Youth, and Family Services was created. However, the publishing dates were 

substantially delayed, with the exception of the Turner Review, which was conducted in 2005 and 

published on 2006. Lost in Transition (2009) was also immediately published; however, the other three 

reports, while dated 2011 (Joey’s Story), 2012 (Out of Focus), and 2013 (Turning a Blind Eye), 

respectively, were only officially released and published by the OCYA on March, 2013. 

After a summary analysis of the five cases, we proceed to the discussion. 

 

1. Turner Review and Investigation [37] (2006): 

This case is about the murder of infant Zachary Turner in 2003 by his mother, Dr. Shirley 

Turner, who took her own life in the same incident. At the time of her death, Turner was facing an 

inevitable extradition to the United States, where she would be tried for the murder of Zachary’s father, 

Dr. Andrew Bagby. Originally from California, Dr. Bagby met Turner at Memorial University, where 

both studied medicine. Although Turner was 12 years older and already had three other children from 

two previous marriages, the two entered a romantic relationship. In 2001, while Bagby was doing his 

internship in Pennsylvania and Turner was working in a medical practice in Iowa, he decided to end the 

relationship. The night of their breakup, Bagby’s body was found in Keystone State Park, Pennsylvania. 

Evidence clearly pointed toward murder committed by Turner. She fled the USA, returning to 

Newfoundland. Turner had dual citizenship, as her father was an American posted at the American base 

in St. Anthony when he met Turner’s mother and the couple had children in the Northern Peninsula. The 

family moved to the US, but the mother and children returned to the Northern Peninsula soon after. 

Turner grew up in this region, constantly relocating and living a very unstable childhood. However, 

Turner managed to finish high school and pursued a medical education while having three children with 

two different husbands. In 2001, she was arrested for Bagby’s murder and later released on bail. Further 

complicating the situation was the news that she was pregnant with Bagby’s child.  

Zachary Turner, born July 18
th

, 2002, was placed in custody of his mother despite the criminal 

charge against her and alleged reports of child abuse to her three older children. When Turner was 

committed for extradition and went to jail in November 2002, Zachary’s paternal grandparents assumed 

care over the infant. However, for the second time, Turner was released through another questionable 

bail process in January 2003. Turner got custody of Zachary immediately after being released from jail. 

In July 2003, in addition to the threat of extradition, Turner’s new boyfriend, 14 years her senior, broke 

up with her. In August 2003, Turner drowned both herself and Zachary by drugging her one year old 

son, attaching him to her bosom, and jumping into the ocean from the Foxtrap Marina, close to where 

her latest boyfriend lived. Their bodies were discovered later that day. This review discusses how this 

tragic murder-suicide could have been prevented, had proper legal regulations and stronger child welfare 

policies been in place. 

2. Lost in Transition [38] (2009): 

This 140-page document focuses on children and youth removed from their parents or legal 

guardians and placed under the care of the CYFS Regional Director. The review was undertaken by the 

OCYA after hearing a number of disturbing accounts from children and youth related to the transitions 
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they had experienced while “In Care.” It aimed to provide a review of the foster care system, especially 

with regard to: 1) the transition process (when children have to move to another placement); 2) obtaining 

the perspectives of children and youth who are, or have been, in care; 3) obtaining the perspectives of 

caregivers, foster families, and professionals; and 4) making recommendations for improving the system 

so that children are provided the best possible care.  

The OCYA reviewed 277 case files of children who were in the In Care system and had 

experienced a transition in 2006. In total, these children have experienced 400 transitions that account 

for an average of 1.44 transitions per child, with the minimum being 1 and the maximum being 10 (p. 

32). This review consisted of: a) an overview of existing policies and legislation related to the In Care 

system; b) interviews with 28 children and youth in the In Care system to hear their experiences, 

opinions, and perspectives; c) written questionnaires completed by 8 caregivers; d) one in-person 

interview held with the Executive Director of NL Foster Families Association; e) a non-specified 

number of teleconferences with service providers at the CYFS in the 4 Regional Integrated Health 

Authorities ; and f) a written questionnaire for officials at the DHCS.  

The three most common reasons for a child’s/youth’s transition are: caregiver placement was no 

longer available, the behaviours of the child/youth resulted in placement breakdown, or a long-term 

placement became available. However, there was no consistency in the notice the child/youth was given 

before the transition, with some given no notice at all, and little or no supports and resources were 

provided before the move. These transitions are considered to have had a negative, everlasting impact on 

these children’s well-being.  

A lack of connection and communication between social workers and caregivers was pointed out 

as a major issue resulting in more transitions than necessary. Additionally, caregivers mentioned the 

need for more financial support for foster families, as well as more access to supports, resources, and 

training. Heavy caseloads for social workers were deemed as one of the most common impediments in 

providing adequate services for children and youth in the in-care system. 

 

3. The Child Upstairs… Joey’s Story [39] (2011)
4
: 

Joey is an alias for a child born in a rural community in NL. This report focuses on the neglect 

this child suffered from the moment he was born in April/May 2003 (date not specified). Before Joey’s 

birth, contact between CYFS and Joey’s mother occurred when the mother was six months pregnant 

with Joey (February, 2003). The referral source stated that the family lived in precarious conditions, 

with their three children having little or no food available, while the parents were consuming drugs. 

Referrals of varying seriousness were continuously made to CYFS throughout the year. After Joey’s 

birth, a Public Heath (PH) nurse referred the family to the Healthy Beginnings Program—which they did 

not participate in.  

In November, 2003, CYFS contacted Joey’s mother regarding the recommendations made in 

their October meeting, as Joey had gained only four pounds since he was discharged from hospital. The 

mother assured the social worker that she was adhering to the recommendations, and the meeting ended 

without the child being seen. Around this time, the Public Health nurse made several attempts to contact 

the family about Joey’s second immunization, but was unsuccessful. The family was later discharged 

                                                           
4
 This report together with the next two ones: “Turning a Blind Eye” (2011), and “Out of Focus” (2012) were 

publically released at the same time in March 2013, well after the investigations were concluded.  
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from the program for failing to respond to numerous follow up attempts, as this service was optional to 

the parents. 

On January 13, 2004, after another referral to CYFS, there was a follow-up interview at the 

school with one of Joey’s siblings, as well as a house visit, which revealed the unacceptable state of the 

home. Issues around physical punishment of the other children, marijuana use and smoking in the home, 

and the children’s behavioural problems at school were discussed. The CYFS worker did not ask to see 

Joey or to explore the top level of the house where his room was located. 

In February 2004, another referral was received concerning Joey’s poor diet, which consisted of 

milk alone. The referral source also mentioned the other children’s lack of hygiene and proper nutrition. 

A subsequent house visit revealed the unfit conditions in which the family lived, and Joey was found 

visibly malnourished and in an alarming state that required immediate medical attention. Further 

assessment of the house showed that living conditions were deplorable. At this point, it was discovered 

that the father had a child from a previous relationship who had been abused and neglected by him and 

his previous partner and had been removed from his care.  

CYFS removed all four children, who were temporarily placed under the care of the Regional 

Director. Joey was admitted to the hospital at risk of imminent death and suffered irreversible 

developmental damage. As for Joey’s parents, they were charged with one year imprisonment and two 

years of probation. 

 

4. Out of Focus [40] (2011): 

This report concerns two families that were both involved with the child protection system for 

over thirteen years (from 1995 to 2008). Family A consisted of “Mom” (Marion) and her son, William. 

Family B included “Mom” (Sharon) and her children, Olivia, Steven, and Hannah (all pseudonyms). The 

report shows that the social workers’ reviews, analyses, follow-ups, and documentation were insufficient 

during these families’ involvement with the child protection system throughout the years. These 

deficiencies allowed the neglect to continue and ultimately failed to prevent the eventual tragedy that 

later claimed the lives of two of the children and three adults in a house fire in 2008. 

Family A: “Mom” (Marion) was almost twenty years of age when she had her first child, 

William. Mom and her common-law partner (“dad”) had two other children within a twenty-five month 

timeframe. Her daughter was born with medical issues and was voluntarily placed in a foster home 

located closer to the hospital, while her youngest son lived primarily with his biological dad and 

grandmother. During the thirteen year period, “Mom” and William would move around different 

communities a total of 37 times. 

Between 1995 and 1998, a number of referrals were made concerning instances of violence 

between “Mom and Dad”. The couple continued their conflict-filled relationship for several years, until 

early 1999. Referrals related to the mother’s disinterest in William, her drinking habits, and reports of an 

abusive boyfriend were received throughout 1999. There was no more contact between “Mom” and the 

Department of Social Services (DSS) until 2001, when a referral source called regarding William’s 

frequent absences from school. A proper assessment of the situation could not be done due to the “high 

priority of other cases.” During this time, the mother’s heavy drinking and partying became a concern, 

but social workers could not detect any neglect or abuse, as William looked happy, healthy, and willing 

to stay with his mother. 

In 2005, social workers warned the mother that in order for her to continue caring for William, 

she had to participate in and sign a safety plan, which would prohibit her from drinking in his presence. 
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Despite her cooperation, referrals indicated her ongoing alcohol abuse and excessive partying. In 2008, 

social workers discovered that William often stayed over at Sharon’s house (Mom from Family B) while 

his own mother was out partying; they still saw no need for immediate intervention. Concerns about 

Sharon’s drinking were also recorded. 

Family B: In her early twenties, “Mom” (Sharon) had two children, Olivia and Steven, with a 

husband whom she later divorced. Referral sources were troubled early on by “Mom’s” drinking and her 

negligent parenting. The family’s file was closed for two years, but reopened in 2001, when a referral 

raised concerns over the children’s absences from school, hygiene, and, once again, Mom’s drinking. 

Documentation shows that the family moved five times within a few months and that during this period 

the mother gave birth to her third child, Hannah, with a non-involved father.  

In 2005, a warrant for the children’s removal was ordered due to Mom’s drinking, neglect, and 

inadequate supervision. The children were placed in temporary foster care for three months, during 

which their dispositions improved significantly. Despite officials’ hesitations, they were returned to their 

mother. Soon after their return, Mom voluntarily placed Hannah under the care of prospective adoptive 

parents, where she would remain for nine months until Mom unexpectedly revoked her consent to the 

adoption. After Hannah returned to the family, it appeared to social workers that Mom and the children 

were doing well.  

In June 2008, the police were called to Sharon’s house, where William and mom Marion (who 

was intoxicated) had gotten into a fight. Marion was forced to leave the premises. The social worker on-

call and the police agreed that it was in William’s best interest to remain at Sharon’s house. In the early 

morning, a fire broke out in Sharon’s house, killing five individuals, including William, Sharon, and 

Hannah. 

5. Turning a Blind Eye [41] (2012): 

This case investigates a mother and the abuse her nine children endured from her for thirteen 

years. From 1995 to 2008, social workers, home support workers, doctors, and nurses were in contact 

with the family. According to the mother, she had grown up in a dysfunctional family with a physically 

violent father. She married young and had Brian, Sandra, and Tommy with her first husband, who she 

claimed was also physically and emotionally abusive to her. In 1991, the mother became involved with 

another man (who is referred to as Dad), and continued having children with him. The Department of 

Social Services (DSS) were given information on multiple occasions of “Mom’s” negligent parenting 

practices, which included having the children eat off the kitchen floor, sleep on the floor, and urinate in 

the sink. These accusations prompted DSS to have a family support worker visit the home weekly.  

Although there was evidence of physical abuse and neglect to the children (bruising, cuts, 

obvious lack of hygienic care, and even the hospitalization of the new-born baby, Luke), the mother 

always had excuses and explanations when questioned. In 1993, Brian, Sandra, and Tommy were 

permanently removed from her care and were placed with their biological father, who did not appear to 

be abusive to the children. These children refused to see their mother ever again. At the time of their 

removal, “Mom and Dad” had two more children, Luke and Jane, and were pregnant with a third, Mary, 

who all seemed to be faring better than the children from previous marriage.  

However, in the subsequent years, referrals were made to DSS concerning the well-being of 

these three children (Luke, Jane, and Mary). In 1995, Jane was admitted to the Janeway twice, both 

times due to obvious developmental delay. Doctors examined her and found multiple health concerns, 

including unexplained bruising and fractures, weight and nutrition issues, and the possibility of life 
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threatening medical conditions. This led to the removal of the three younger children from the home and 

their temporary placement in a foster home.  

After the removal of these children, “Mom” gave birth to another child in 1996, Brent, whom 

social workers allowed to remain in her care. During the mother’s visits with her children, there were 

few affectionate interactions. Despite concerns stated by the Director of Child Welfare and 

recommendations from the family doctor stating that the children should be permanently taken away 

from their biological parents, Luke, Jane, and Mary were returned to their mother in 1997. This was 

under the supervision of the courts and social workers, who believed her parenting skills had improved 

through various programs. This case was presented as a shining example of the Department of Human 

Resources and Employment’s (DHRE) accomplishments and successes. 

Between 1997 and 2004, the mother had two more children, Adam and Mark. Referrals about the 

family were made regularly within this period concerning mysterious injuries, misbehaviour at school 

(stealing and hoarding food), and reports of neglect. Medical officials and school professionals were 

concerned about the children’s care, particularly of Jane and Mary, who also missed quite a bit of 

school. However, to the social workers involved and through the counselor’s reports, it still appeared as 

though the mother’s parenting had improved.  

In 2004, upon the detection of visible injuries on the girls’ wrists and arms, the children were 

interviewed, where they admitted their mother’s frequent physical abuse and punishment. They also 

reported that their mother forced them to steal food and lie to child protection workers and at school. All 

the children were removed from the home and an investigation into these allegations followed, resulting 

in the arrest of the mother. These charges came after thirty-one referrals over a thirteen year period and 

the removal of children on three separate occasions. 

 

What the five cases show: 

 

 There are three things that all of the five cases have in common: 

 The first is that in each case the parents themselves lived in vulnerable conditions and suffered 

different kinds of hardships while growing up. Having this in mind may foster a more proactive 

approach; not only with the parents, but in the way we deal with these children accumulating adverse 

experiences in early life these days. 

 Second, there was a long-term involvement of most of these families with the child protection 

and the welfare system, and the investigations show evidence of poor or no communication between the 

different service providers (social services, health, justice system) involved in these cases. However, the 

majority of the responsibility tends to fall exclusively on social workers. For example, as reported in the 

Lost in Transition report, the previous Child Welfare and Procedures Manual stipulated that the primary 

functions of a social worker in the foster care program include:  

• to recruit, screen, license, and train foster parents. 

• to match a child in care with a placement that meets his/her needs. 

• to provide foster parents with all information about the child that will enable them to 

adequately meet the child’s and foster family’s needs. 

• to develop, implement and review short-term and long-term individual case plans for 

children in care. 

• to conduct monthly visits with the child in care, visits may be in the foster home or some 

other setting which is comfortable for the child. 
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• to ensure and facilitate contact and visits between the child and birth family on an ongoing 

basis. 

• to provide support to the child in care and the foster family. 

• to identify resources and services to support the child in care and the foster family. 

• to review the progress of the child with the foster family on a monthly basis. 

• to ensure that the child receives meals that are sufficiently nutritious and appropriate for 

him/her, and that he/she is provided with good quality and appropriate clothing. 

• to ensure that the child receives regular medical and dental care in their home community 

wherever possible. 

• to ensure that the child is placed in an appropriate education program. 

• to initiate monthly contact with the social worker(s) for the parent(s). 

• to conduct regular case conferences with appropriate professionals, birth parents and foster 

parents. 

• to visit and evaluate the foster home on an ongoing basis and discuss any concerns with the 

foster parents. 

• to complete the annual review of the foster home for the purpose of renewing the licence. 

• to facilitate the development of, and ensure access to, ongoing education programs for foster 

parents. 

• to identify and address difficulties which may impede the operation of a successful foster 

care program. 

• to identify and address gaps in service to children in care and foster parents. 

• to identify and address placement resources required by children in care. 

• to ensure that the child is consulted and permitted to express his/her views, to the extent that 

is practical given his/her developmental level. This includes input into significant decisions 

which concern him/her, regarding medical treatment, education, religion, and discharge from 

care, or transfer to another placement.  (p.26) 

 

That being said, the OCYA document does not question the justification for such an unrealistic 

number of tasks, despite this being multiplied by the 18 to 20 children (or more at that time) who are 

within each SW’s caseload. How can we be surprised about the lack of experience and high level of 

turnover for social workers when, as reported, there is very limited training and supports available? 

Also, dealing with families and children with complex needs can be cumbersome. Research shows that 

in 34% of all cases that frontline social workers dealt with, the parents or caregivers are defined as 

involuntary clients who do not want a service and openly reject the social worker’s participation. 

Oftentimes, inexperienced social workers have to deal with challenging situations they are not prepared 

for. Consequently, they may in return receive hostile behaviors such as violence, cursing, and threats, as 

parents can be defensive and sometimes even aggressive [42].  

The third aspect that these cases have in common is that while dealing with families and children 

with complex needs may be challenging, the protection system reacts to these critical events with 

reviews to understand what happened and identify lessons for improved practice with a judgmental, 

individualistic approach [43]. This “involves making judgments about whether professionals could have 

or should have protected the child better… The standard views on causality have tended to push the 

system towards ascribing responsibility mainly to individuals and therefore tended to produce solutions 

aimed at controlling the errant individuals” (p.1140). In based on Reason (2009), Munro asserts that this 
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error culture leads to emphasizing intention, action, and outcomes to identify personal responsibilities, 

followed by greater (often unrealistic) levels of standardization and control in the protection system. 

Although these categories are important in any investigation, its strong emphasis on individuals usually 

neglects to look for Reason’s fourth component: the context.  Context has been recognized as the most 

useful element for understanding the complexity of each situation and adopting a more transparent and 

proactive learning-from-error-culture. In the following section, we will further analyze how the child 

protection system has framed the most recent changes in the legislation. 

 

SUMMARY OF CHANGES IN CHILD PROTECTION LEGISLATION AT 

STRUCTURAL AND POLICY LEVELS 

Our document research showed that substantial changes related to children’s legislation in NL 

have only taken place during the last two decades.  As seen in this report’s Chronology section, the 

House of Assembly passed the Child, Youth and Family Services (CYFS) Act in 1998. The new 

legislation replaced the Child Welfare Act originally published in 1972 and updated in 1990 to create a 

single understanding of child maltreatment and to outline what protective interventions are to take place 

in these circumstances. The CYFS Act (1998) outlined policies to be followed by service providers and 

officials working with children and youth and their families. This new legislation intended to support the 

government’s new focus on prevention and early intervention, rather than just remedial approaches. This 

act highlighted the importance of family and the principle of acting in the best interest of the child. 

Considering the best interest of the child includes contemplating the child’s safety, developmental 

needs, wishes and views, and cultural heritage, the continuity of familial relationships, the geographic 

and social environment, and the child’s supports outside the family. The strong emphasis on the family, 

framed as the basic unit of society responsible for protecting a child’s health and well-being, was rather 

new, as was considerations for the extended family and the importance of familiar relationships. This 

least intrusive method of intervention was considered to reduce any potentially negative effects on the 

child and the child’s health and well-being. In other words, a child will only be removed from his or her 

family as a last resort, out of respect for biological ties. 

The 1998 CYFS Act was proclaimed on 2000 and the first draft of the CYFS Act Policy & 

Standards Manual was intended to supplement the existing Child Welfare Policy Manual (1993). 

However, this new Manual was in the development process from December 1998 until 2007, when it 

was finally completed. For the nine years that the Manual was in development, child protection services 

were governed by these two documents, and as stated in the Turner Report, this duplicity was a 

permanent source of ambiguity for frontline professionals. The new legislation also aimed to increase 

accountability by reforming clear positions of authority. This included: 1) a Provincial Director of Child 

Welfare, in charge of police, monitoring and evaluation; 2) six Regional Directors to report to regional 

boards; and 3) a Minister’s Advisory Committee to review the legislation every two years. However, the 

responsibility for services for children and youth was in the hands of the Department of Health and 

Community Services (DHCS) and the four Regional Health Authorities (RHAs). This two-headed field 

of practice was also a source of conflict as addressed in some of the critical reviews (post-2003), as well 

as by a couple of key informant interviewees. 
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However, the death of Zachary Turner in 2005, as reported in previous section, ignited a radical 

revision of how things had previously been dealt with. The Office of the Child and Youth Advocate, 

created in 2002, was responsible for hiring an American lawyer who conducted an extensive review 

(more than 1300 pages long) of the complex combination of events surrounding Zachary Turner’s (and 

his mother’s) death. This review was made public in 2006. The investigation of Zachary Turner’s death 

generated a public outcry about what was going on in the child protection system and led to the inquiry 

of other extreme cases reported to the OCYA. Additionally, it spawned other government reviews and 

actions, which are detailed below, highlighting their critical elements:  

1. The Minister’s Advisory Committee (MAC) report [44]  (2005)  

2. The Deloitte Organizational and Operational Review Manual [45] (2007) 

3. Clinical Services Review [46] (2008) 

4. Children, Youth And Families Strategic Planning Forum [47] (2008) 

5. The Children in Care in NL: A review of issues and trend with recommendations for programs 

and services [48] (2008) 

1. Minister Advisory Committee (MAC) Report – 2005:  In 2002, a Minister’s Advisory Committee 

(MAC) was established in order to conduct a review of the current child, youth, and family services 

system every two years, focusing on legislation, workers’ adherence to policies, and the amount of 

resources available to the system. In 2005, they conducted the first review of the CYFS Act (2000) that 

replaced the former Child Welfare Act (1972). This review was entitled “How are we doing? A Report of 

the Ministers Advisory Committee on the Child, Youth and Family Services Act.” The report looked at 

key legislative features, including: prevention and early intervention, family services, youth services, 

court provisions, alternate dispute resolutions, permanency planning and placement of children, and 

mandated interventions. 

Although the Child, Youth and Family Service Act had statutory provisions “to fundamentally 

shift child welfare service delivery in this province from remedial approaches to a focus on prevention 

and early intervention” (p.11), the report concluded that this shift has not occurred and that principles 

embedded in the Act were being compromised by a variety of reasons, which hindered the system’s 

ability to be child and family focused.  

Inadequate financial and human resources, lack of proper ongoing staff training, little public 

awareness of child welfare issues, and a lack of regular evaluation of services were all identified as 

barriers and flaws within the system. The Committee heard that at the macro level, NL has the highest 

child poverty rate (15.6% for a total of 24,000 children – p.17) in Canada and that programs and 

services, although helpful in specific circumstances, do not address the psychosocial and economic 

issues around poverty, such as discrimination, alienation, oppression, hopelessness, and inequality 

affecting the life of many families (and their children) in the province. At the micro-level, they asserted 

that this is a system “driven by crisis,” and that the main focus continues on “risk assessment, risk 

management, and crisis intervention”, consuming the limited resources available “with little or no 

investment in prevention, early intervention and outreach to prevent maltreatment from occurring in the 

first place” (p.16).   

The report provided the following recommendations: 
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1) Appropriate investments in human and financial resources  

2) Focus on prevention and early intervention services  

3) Regular evaluation of the Act and its effectiveness 

4) Adequate resources to the Department of Justice to be able to meet standards and court 

deadlines 

5) Increase capacity of the DHCS to monitor and evaluate programs and services within the four 

regional health authorities and provide policy and program support 

6) Need to hear voices and interests of women and children and engage children, youth and 

families at the community level. 

7) Develop a Public Awareness Campaign to inform the public about services and programs 

offered by the Department 

8) Implement training for service providers established in the Act but not accomplished 

Overall, the conclusion was that the implementation of the Child, Youth and Family Service Act 

had not been accompanied by sufficient human, financial, strategic, and organizational resources. 

2. Deloitte Organizational and Operational Review (2007):  In response to the MAC’s findings, in 

2006 the DHCS commissioned an independent consulting agency, Deloitte Consulting Inc., “to conduct 

an organizational and operational review of CYFS” (p.2). The focus was on: 1) roles and responsibilities 

of the different positions in the organization; 2) the relationship between health authorities and the 

DHCS in relation (but not limited) to the findings of the Turner review; and 3) the tools and processes 

supporting child, youth, and family services including clerical support, human resources, information 

technology and information sharing, and exploring the potential for new technologies (p.2). Their 

analysis was based on literature of past studies and reviews related to CYFS, interviews and focus 

groups with 200 individuals within the Department and the four regions, online questionnaires for CYFS 

social workers, interview with the OCYA, as well as interviews with representatives of CYFS in New 

Brunswick, Ontario, and British Columbia. This review concentrated specifically on the structural 

organization of the child and youth services system, rather than clinical matters. After emphasizing what 

had worked well and the elements of an ideal work environment (strategy, structure, processes and tools, 

people, and organizational culture), key recommendations were made in these five areas:  

1) Strategy and standards: CYFS, as a part of an integrated Department, needs to have a 

clearly articulated vision supported by appropriate practice standards.   

2) Structure and accountability: there needs to be clear lines of accountability including an 

integrated work plan and adequate resources to allow follow-through. 

3) Processes and tools: clear guidelines should exist related to regional risk management, 

information technology, information sharing, human resources, wellness programs, 

finance, clerical support, legal services and physical space. 

4) Staff: there needs to be an increased access to supports, clinical supervision, management, 

and ongoing training. 

5) Organizational culture: there needs to be a provincial strategy focused on child well-being 

and protection and supported by all levels. 
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In response to the Deloitte Organizational and Operational Review, the provincial government 

increased funding in human resources, foundational resources, monitoring, and evaluation for child 

protection.  

3. CYFS: Clinical Services Review: Final Report (2008): In early 2008, the DHCS commissioned what 

would become the third review of child services in a four year span. With Susan Abell (M.S.W) as the 

external manager of the report, the main intention of the Clinical Services Review was to analyze clinical 

services in Child, Youth and Family Services programs, indicating gaps and areas for improvement. The 

report was finalized at the end of 2008, but was only publically released in May of the following year.   

This report focuses on seven program areas: Protective Intervention, Family Services, Child 

Welfare Allowance, Children in Care, Caregiver Homes, Youth Services, and Cases Screened out of 

Service. The analysis is based on literature reviews of reports (mainly the Turner Review and the 

Deloitte Organizational and Operational Review 2007), data collection of the seven service areas, 

review of 400 case files, and data analysis by the Working Group and an Advisory Committee. 

Recommendations for systemic reforms to improve these clinical services are summarized based on 

these analyses. This report found the following systemic barriers: instability within the workforce, 

insufficient leadership and management, lack of training, inadequate legislation, and limited data. In 

response to these barriers, the review provided ten recommendations: 

1) Need for a mandated leadership team with adequate time and resources 

2) More clarity on child protection legislation 

3) Better recruitment and retention strategies in order to stabilize the workforce 

4) Increased training to service providers to develop core competencies 

5) Development of a quality improvement program that focuses on casework flow, human 

resources, and financial resources 

6) Improvements need to be made within the system to better manage complex cases 

7) Policies and procedures are required to set clear standards for programs 

8) Reasonable workload standards should be set on social workers 

9) Proper documentation must be completed to use former case files in decision making 

10) Increase use of information technology to monitor and evaluate goals  

4. Children, Youth And Families Strategic Planning Forum 2008:  The Children, Youth and Families’ 

Strategic Planning Forum was held in February 2008 in St. John’s in response to the Deloitte Report and 

its recommendations. Organized by DHCS and facilitated by Jane Helleur and Associates Inc., the 

forum was attended by 92 stakeholders, representing the health care system, the justice and court 

systems, the education system, non-governmental organizations and agencies, community-based 

organizations, Aboriginal governments, unions, and professional associations. The primary objective of 

this forum was to gather information and perceptions from stakeholders to develop a comprehensive 

provincial strategy for children, youth, and families. 

The main values discussed at the forum were: diversity, respect, inclusiveness, empowerment, 

equitable access, accountability and transparency, meaningful partnerships, child-youth focus, 

flexibility, full continuum, and fostering family and community capacity. These values guided the 

forum’s main recommendations: 
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1) Enhance collaborations, partnerships, and networking strategies aimed at generating a more 

effective system for children, youth, and families. 

2) Enhance community-capacity building and investment in community-based agencies. 

3) Focus on proactive, prevention strategies and early intervention services. 

4) Raise public awareness around issues and also on positive initiatives already occurring with 

Child, Youth, and Family Services. 

5) Shift from a ‘policy-driven’ approach to a ‘child-rights’ approach. 

6) Address urgent issues within the system, such as human resources stability and workload issues. 

5. Children in Care in Newfoundland and Labrador: A Review of Issues and Trends with 

Recommendations for Programs and Services (2008):  Commissioned by the DHCS, Dr. Ken Fowler 

conducted a review of children in care in the province. His final report consisted of an extensive 

literature review, in addition to the results of 500 questionnaires that were completed by social workers, 

foster parents, and physicians across NL. Focus groups and individual interviews with key stakeholders 

in the child protection system were also conducted.  

At the time, there were 624 children in care across Newfoundland and Labrador. This study was 

able to obtain information regarding 579 of these children. These questionnaires obtained information 

concerning children’s placements, their emotional and physical wellness, any presenting issues (e.g. 

ADD, FASD, etc.), their levels of social integration, their school performance, the children’s family 

backgrounds, and what services they have availed of or require. Afterward, it was determined whether 

these children’s placements were appropriate and whether they were receiving adequate services. The 

intention of this report was to obtain an accurate profile of the children in care across the province in 

order to gain insight into the foster care system and to identify gaps and areas for improvement. 

Primary findings from this study included that the average number of placements per child was 

three. There was an average of 4.7 family challenges per child, with the most common challenges being 

neglect, emotional abuse, and substance abuse within the family. Recurring themes from the interviews 

included the lack of placement options across the province, the limited availability of services and 

resources for children in care, inappropriate provision of services, lack of foster home availability or 

funding, lengthy court processes, the impact of legislative reform on the in care system, and an extreme 

lack of human resources. Out of these main themes came nine recommendations for improvement: 

1. A new rate program for caregivers to aid in the expenses of foster care needs to be developed.  

2. Foster parent training and education needs to be improved and ongoing.  

3. There needs to be better standards and regulations for emergency placements, especially for 

children under the age of 12. 

4. The continuum of care needs to include the option of therapeutic or treatment foster care. This 

program also has to be sensitive to the particular needs of children in different regions of the 

province. 

5. The Department of Health and Community Services needs to develop a Group Home program 

that is also sensitive to unique needs of different regions. 

6. There needs to be a short-term placement program, which should follow the recommendations 

from the 2003 Residential Treatment report. 
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7. To ensure the most appropriate placements for children in care, a standardized and culturally 

sensitive assessment process must be developed. 

8. A Canadian Looking After Children Model needs to be implemented (this model examines seven 

dimensions of children in care to enhance supports and services: health, education, identity, 

family and social relationships, social presentation, emotional and behavioural development, and 

self-care skills). 

9. Aboriginal children in care must receive culturally sensitive services and resources.  

 

What these reviews and reports show: 

Consequently, in addition to the OCYA reports, the Report on Children In Care, the Planning 

Forum, the Minister’s Advisory Committee’s Review, the Deloitte Review, and the Clinical Services 

Review are said to have provided the government with evidence-based rationale and justification for 

necessary changes and improvements to be made within the system in order to ameliorate child and 

youth services for the enhancement of child well-being across the province (NL n/d – Department of 

Child, Youth and Family Services Annual Report 2010-2012).  

As highlighted by Barter, what these reviews demonstrate is that families and children requiring 

protective intervention have to deal with significant challenges such as poverty, marginalization, lack of 

family supports, family violence, and mental health and addictions issues [49]. On the other hand, the 

system that was supposed to address these issues was ill-prepared to address this complexity and likely 

to reactively focus solely on the children’s critical situation, and even then, had significant barriers 

regarding human and fiscal resources, policy inconsistencies, the lack of supports, inexperienced-new 

workers, heavy case-loads, and an inadequate organizational culture.  

Although most of the recommendations are centered on working within the current system to 

make it more effective and proactive, in 2009 the government decided to create a separate provincial 

department focused on the safety of children and youth: the Department of Child, Youth, and Family 

Services (CYFS). This involved the transition of employees from the four RHAs and the DHCS into a 

single department with Ms. Joan Burke as the first Minister. 

The new department is said to be involved in six lines of business: 1) protective intervention, 2) 

youth services, 3) community youth corrections, 4) adoption, 5) child care services, and 6) family 

resource centres.  The latter is the most family oriented service in the Department, and as of March 

2012, it is supporting 30 organizations “delivering family resources programs in over 329 communities 

in NL.” Programs vary through the different organizations and may include Healthy Baby Clubs, drop-in 

playgroups, Baby and Me groups, parenting workshops, clothing exchanges, toy-lending libraries, 

community kitchens, and healthy lifestyle sessions. The question is, how collaborative and integrated are 

the family supportive services with more critical and complex services like protective interventions and 

children and youth in care? 

While recognizing that the death and suffering of any child should never happen, the “moral 

panic” generated by Zachery Turner’s inquiry report also prompted the revision of the Child, Youth and 

Family Services Act of 1998 [49]. Inquiries of this kind often attribute a child’s death to the failure of the 

child protection agencies to respond, so to recover from the public opinion backlash, radical changes in 
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the child protection system are often made [43, 50]. Thus, the new Chapter 12.2 Children and Youth 

Care and Protection Act was proclaimed in 2010 to substitute the CYFS Act, although the documents 

mentioned above, all recognized the main problems to be a lack of investment in highly needed human 

and fiscal resources to implement the CYFS Act, as well as ambiguities in the implementation of the Act, 

as for nine years, the duplicity of the two manuals was confusing,  

In the new act, while references to the family’s role have been limited, the definition of what is 

considered a child in need of protection was broadened to clarify that physical, emotional, or sexual 

harm can either be done by the parent or be due to the parent’s unwillingness or inability to protect the 

child. The definition of children in need of protection in the Act also includes children who are “at risk” 

of being abused or of being in these vulnerable situations. Furthermore, it expands on the concept of 

emotional harm by providing indicators, such as depression, anxiety, withdrawal, self-harm, aggressive 

behaviour, or delayed development. There is also a more detailed, broader coverage for workers’ 

liabilities. The duty to report the maltreatment of a child, or any suspicions that a child is “at risk” of 

maltreatment, was also stressed in this document. Reforms in court procedures within the legislation are 

also stated, including the necessity of detailed care plans for each child to be filed with the courts. This 

legislation aims to support better permanency planning to reduce temporary placements for children in 

care. Furthermore, the legislation promotes an improved monitoring system for children in care and 

requires that all recipients of family services to undergo the risk assessment process. 

While these operational changes are addressed in a comparison document published by the 

CYFS Department in 2011 (The CYFS Act and CYCA Act Comparison Document Highlights), the most 

significant change that has to do with the vision and principles of the CYFS (1998) has been omitted in 

this comparison document. The focus of the CYFS (1998) on early prevention and based on seeing the 

broader picture of the child in the context of his/her family and community was left out. This is reflected 

in the title of the new Act (Children and Youth Care and Protection Act), where the term family was 

removed and vision and principles are clearly focused on children “in need of protection” only.  NL 

(n/d) (Department of Child, Youth and Family Services Annual Report 2010-2012) emphasizes in their 

mandate that the Department “is responsible for protecting children and youth from maltreatment by 

parents, and supporting their well-being and healthy development in families and the community 

through the provision of services and programs.”  One thing missed throughout the document is the 

framing of maltreatment in the broader context of the socio-economic and cultural environment, which 

would allow thinking not only in terms of these children’s safety. This contextual approach would 

certainly consider the relevant role that the birth family, community, significant kinship ties, and cultural 

background play in guaranteeing a sense of place and attachment in the child, and consequently, it 

would be more conducive to upstream, structural, preventive measures, something missed in the new 

legislation. 

The Protection and In-care Policy and Procedures Manual, aligned with the new Act, was also 

released in 2011. It replaced the Policy & Standards Manual (2007). The new manual emphasizes 

procedures in the Risk Management System, which outlines the risk assessment processes, protocol for 

developing safety plans, and the use of the Family Centered Action Plan that includes the use of 

immediate family and significant kinship ties for when the situation has already reached critical levels. 

This manual also goes into detail about long term protection services and the removal of children. 
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It is evident that the new legislation and manual have tried to provide a more focused and 

efficient system to tackle the children ‘at risk,’ or in other words, those who are already falling through 

the cracks. However, in the discussion we will try to emphasize the missing links that would promote a 

more comprehensive understanding of how these changes may not only be insufficient, but involuntarily 

causing more harm than good. 

 

Discussion: Connecting the missing links 

 

Policies, manuals, and protocols are essential in modern bureaucracies, as much as program 

standards, evaluation reports, audits, and reviews. They are part of an accountability dynamic pervading 

contemporary societies. As Atkinson and Coffey [36] argue, there is “a distinctive mode of modern 

social organization in which states, corporations, bureaucracies and other agencies are constrained to 

scrutinize and account for their own activities and their consequences” (p.60). As Munro [51, 52] 

acknowledges, child protection systems are increasingly constituted and sustained by highly 

bureaucratic protocols, procedures manuals, management scrutiny, and risk assessments. Still, she 

provides significant research evidence illustrating how these crisis-driven measures not only tend to be 

inefficient and/or poorly followed in everyday practices, but may often drain time and resources for 

other proactive actions related to child well-being. 

Our document analysis shows that issues of effectiveness and accountability are of high 

consideration in all the government documents studied, following the prevailing trend in developed 

countries of conceiving child protection as a rather bureaucratic and rational enterprise [42, 51]. For 

example, the most recent NL legislation and manual documents are even more thorough in outlining 

how child maltreatment is defined and in how it should be detected and managed. They shape the 

systemic structure of the organizations that deal with these issues, as they describe how staff should 

follow detailed protocols and procedures in response to child maltreatment, and specify provisions for 
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complex protective interventions to be abided by services, service providers, government officials, and 

the general public.  

Based on a critical social justice approach, we have explored how the focus on bureaucratic, 

standardized procedures to tackle crisis-driven situations may not always be helpful to children’s well-

being. The main drawbacks of the traditional approach are summarized through the next two sub-

headings (Risk culture and focus on ‘deficits’ and Blame culture). Also the following two sub-headings 

suggest an alternative approach (Need of a systemic, non-blaming approach when dealing with critical 

incidents and Consideration of the social environment and upstream health promotion and prevention 

measures). 

Risk culture and focus on ‘deficits’:  

The ‘deficit’ discourse, or the idea of children “in need” or living in “deficit living conditions,” 

has been strengthened with the consistent adjective “at risk,” as the condition of children and youth “at 

risk” has been emphasized from the new department’s mandate to everywhere in the legislation. Thus, 

what is considered a child in need of protection was broadened to include children “at risk” of emotional 

harm or “at risk” of living in a violent environment. The duty to report the maltreatment of a child or 

any suspicions that a child is “at risk” of maltreatment was also stressed in this document.  

 The problem is that a generalized and non-critical use of the “at risk” label to portray children 

threatened by environmental and familial circumstances, and the institutional and societal problems 

underlying these issues, also frames what can be done or the kind of policy responses  [53].  In the case 

of the child protection legislation, not only are the children labeled, but the ‘label’ is mainly addressed to 

chastise the parents’ lacking moral competence to care for the children, failing to recognize pervasive 

exclusionary practices in society [54]. Thus, risk management strategies consider mothers as the focus of 

intervention and in a judgmental way conditions them to “corrective treatment” [55]. Usually, 

intervention comes in a reactive way when the adverse situation has reached the point of crisis, and once 

labeled a “bad mother,” these mothers have even fewer resources to advocate on their children’s behalf. 

Brown’s recommendation is to strengthen child protection strategies by acknowledging the complex 

issues at stake, suggesting early interventions, and becoming more responsive to the family’s needs 

before reaching crisis level. 

Blame culture  

The legislation, manual, and reports tend to hold specific individuals accountable for the crisis 

outcomes. It seems logical and even appropriate that when critical incidents happen, the mother or 

parents are held accountable for child neglect, while the social workers in the child protection system are 

held responsible for not responding to the child’s situation appropriately. For instance, the new 

department’s mandate is clearly addressed “to protect children and youth from maltreatment from 

parents” (p.3). We are not arguing that they should not be accountable if found responsible for  the 

immediate situation. What we are asserting is that the institutional analysis should not be restricted  to 

the immediate events; that is, excluding (in the case of parents) a consideration of relevant 

interconnected aspects, such as the broader implications of poverty, mothers’/parents’ socio-cultural 

upbringing, or the intergenerational cycle of abuse or neglect as part of the scope of the analysis. We 

need to see the broader picture in order to be proactive rather than reactive. 
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In the case of social workers, although there is evidence in the OCYA reports of high case 

workloads, understaffing, burnout, frequent staff changeover, and problems with recruiting new 

workers, the responsibility and high expectations continue to be placed on the social workers. As 

reported by Herbert [56] in the Child Welfare Project sponsored by the Canadian Association of Social 

Workers, in NL, as with in many parts of Canada, the morale of social workers in the Child Protection 

and Welfare systems is low. Child protection work is often very stressful, as social workers do not feel 

that their work is welcome by the people they are supposed to support, nor do they feel supported by 

their own department. 

Need of a systemic, non-blaming approach when dealing with critical incidents 

Some of the primary deficiencies identified in the child protection system through the OCYA 

and CYFS reports before 2009 were: 1) non-adherence to policy and procedures or lack of them; 2) lack 

of in-depth clinical reviews and analysis; 3) lack of documentation and inter-departmental 

communication; 4) lack of collaboration among service providers, and 5) frequent staff changeover, 

especially among frontline social workers. These deficiencies are highlighted throughout the documents. 

Particularly, inquiries around critical incidents involving death or children’s extreme suffering usually 

generate a public outcry when revealed by the media and are considered a failure of the children 

protection system to respond to the crisis.  

However, when a system is already in crisis, these critical incidents are almost impossible to 

predict, as they are usually a result of a complex, interrelated range of factors [42, 51]. Yet current child 

protection documents assume that these critical incidents could have been avoided within the child 

protection system through internal bureaucratic processes. Changes in the legislation, protocols, and 

management procedures may miss the opportunity to provide a broader systemic, contextual analysis of 

the situation. The recent changes in NL protective system legislation are reflections of the traditional 

solution, mainly aimed to: 1) identify responsibilities; 2) increase ‘objective’ tools and precise 

instructions to reduce fallible human reasoning as much as possible; and 3) increase surveillance of 

practices to ensure compliance [51]. However, despite of all the changes in the structure and legislation, 

we continue to hear that all the increased forms of management and control may not be as efficient as 

expected.
5
  

As an alternative, Munro [51] suggests a systems approach to address these critical incidents. 

She advocates that rather than adopting a blame culture, it is important to understand in what capacity 

the critical incident happened, exploring all the factors involved. Inquiries should go beyond identifying 

human errors and into analyzing why and how these errors happened. This involves a sustained effort to 

understand the issues not as distinct, isolated acts, but instead situating them in the dynamic, contextual 

stream of activities [51]. Following Woods et al (1994), Munro [51] recommends exploring three levels 

of professional performance: “a) factors in the individual, b) resources and constraints in the system and 

3) the organizational context” [51] (p.384).  

Thus, factors in the individual include i) knowledge and skills professionals can draw on in 

managing challenges; ii) attentional dynamics or the factors governing control of attention and 

                                                           
5 For example, the media recently (September, 2014) unveiled the deaths of 36 children and youth who were in care during the past four years of the new 
department. They had only been reported after the media (CBC) had access to this data through a formal request within the “right of information act.”  
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management of caseloads, influenced by emotions, such as the ones generating burnout (with its three 

dimensions: emotional exhaustion, depersonalization or cynicism, and reduced personal 

accomplishment); and iii) strategic factors, or the level of compromises between personal interests in 

conflict. Resources and constraints consider the number of support services available to social workers 

dealing with populations with complex needs. The investigation of an allegation of abuse only gets 

worse if critically needed resources and supports are not available. Furthermore, there are emerging 

concerns about the degree that tool-focused solutions are likely to be implemented in the real world) 

[51] .  Furthermore, it is important to find out not only how tools are actually used, but also how they are 

interpreted, as we should be aware of the different ways to interpret manual procedures and protocols, as 

well as the situations encountered by frontline workers. 

A supportive organizational context is relevant for frontline practitioners in the child protection 

system, as the situations they are likely to face are tough and they may have a hard time finding a 

balance between “supporting families and protecting children, [and] balancing the rights and needs of 

children and parents” (p.388). While it is more likely that the safety of children will prevail, another 

conflict for practitioners is the amount of paperwork they are expected to fill out, to the point that it 

creates a dilemma of what is more important, the child’s well-being or the performance indicators 

defined by the amount of paperwork involved [51]. 

Consideration of the social environment and upstream health promotion and prevention measures 

Unfortunately, with few exceptions, contextual considerations are rather marginal in most of 

these reports. However, in the Children in Care Report commissioned by the Department of Health and 

Community Services, Dr. Ken Fowler mentions how societal crises are impacting family environments 

and how other services, such as mental health and substance abuse services, fail to address often urgent 

issues. The report also suggests recognizing the wider scope of the problem rather than providing Band-

Aid solutions. 

With society’s increasing inequities, decreasing social support networks, and the evident 

reduction in preventive supportive work for families, the number of families and children falling through 

the cracks are likely to increase. The culture of materialism, self-interest or individualism, and 

consumerism arising from the predominant neo-liberal mindset is impacting populations’ mental health 

and the quality of social relationships, having an extra toll among the most vulnerable sectors of society 

[57] [29]. However, socio-structural conditions (such as government policies defining levels of income, 

education, work opportunities, quality of social networks, etc) and their underlying values are usually 

neglected.  

Rather the child protection system appears to be narrowly focused on the child and its response 

continues being crisis-driven [58]. These reactive approaches to crises usually result in very insular 

analyses of the child and the protection system. The structural conditions surrounding these cases are not 

often acknowledged, despite the fact that Child Welfare reports across Canada indicate that the number 

of children in care is increasing [59, 60]. As already mentioned, Barter [60] suggests that issues 

surrounding child protection should be framed by a social justice paradigm rather than a welfare one. A 

social justice framework would counteract the current welfare trend of “placing workers in positions of 

doing more judging than helping, more investigation than relationship building, more following rules 
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and protocols than creative intervention and risk taking, more relying on tools and instruments than 

professional integrity and assessments, more attending to the needs of the system to avoid liability than 

to the needs of families and children, and more reacting after family breakdowns than interventions to 

prevent breakdowns” (p.14). His suggestion is to take a proactive approach, rather than reactive, and that 

the key consideration is that child protection should be a collaborative responsibility, involving multi-

level and multi-faceted endeavors.  

 

Concluding thoughts for this section 

 

While specific critical incidents have contributed to the proliferation of case study reviews and 

the radical changes within the Act and legislation during the past years, there is ongoing public pressure 

to improve the child protection system. The important lessons learned in the document research stage is 

that dealing with these extreme situations is cumbersome for all the stakeholders involved, including the 

children, parents, frontline workers, authorities, and policy makers. Knowing the toll that adverse 

experiences have on a person’s health throughout his/her lifespan is one more reason to explore what 

can be done to prevent these situations. Our suggestion is to explore ways that our children and youth 

will not need to be part of an institutionalized child protection system. Our goal in the following section 

is to identify the most appropriate preventive measures and environmental conditions where parents and 

children can thrive.   

 

PART I B - KEY INFORMANT INTERVIEWS 

We conducted four key informant interviews with persons familiar with the child protection 

system in the province, with the aim to find out how things have changed since the creation of the 

Department of Child, Youth and Family services in 2009, regarding: 1) the child protection system, 2) 

children, 3) their families, and 4) frontline workers (see Appendix A for key informant interview 

guidelines). These interviews provided relevant background information: 

 In 1998, Child Protection Services moved from the Department of Social Services to the Department 

of Health and Community Services. The rationale in 1998 was that Child Protection should be 

moved into the Health and Community Services Board, focused on community-based health 

services. Therefore, Child Protection would be integrated with Public Health and similar services. 

This was done to create a more interdisciplinary practice with greater ability to meet the needs of 

children and families with community-based and community capacity building types of services. 

 

 This system continued until the mid-2000s, when the government integrated the Health and 

Community Services Board and the Acute Care Boards. Child protection was suddenly located 

inside a very large system and it was considered to be constantly over-shadowed by all the other 

issues within the health care sector. For example, in 2006, at the time of the Turner Review and 

investigation, the Cameron Inquiry was a huge public issue within the health system. Child 
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protection was not receiving the attention it required. In addition, it was asserted that at this time the 

provincial government was in a very severe situation economically, so child protection was not 

being well-resourced. 

 

 While policy and program development rested with the Provincial Director, who worked for the 

provincial government, the delivery of the services and the custody of children rested with the 

Directors in the Regional Health Boards. This led to a disconnection and confusion regarding who 

was responsible and who had authority. The service delivery group would report to the Regional 

Health Authorities while the Provincial Director would ultimately report to government through the 

Deputy Minister. 

 

 It was stated that the biggest change with the creation of the Department of CYFS in 2009 was 

structural, as policy and program evaluation monitoring were merged with service delivery, allowing 

Child Protection to have its own place within the governmental system. The new department, now 

much better funded, has consultants focused on specific issues. Furthermore, there are more supports 

within the Department, such as Human Resources and Information Technology (IT) departments. 

The IT department is developing its own IT system to manage information and track cases instead of 

using the information systems set up by Public Health Nursing. They have also developed a Quality 

Assurance Division and their own training unit. 

 

 There are now 13 Zone Managers who hold custody of children. These Zone Managers are divided 

into five regions: St. John’s, Avalon, Central, Western, and Labrador. The number of Zone 

Managers in each region is based on case-load numbers. Each Zone Manager has six supervisors, 

who have six social workers under them. Each social worker will have no more than 20 cases. 

Labrador has a Director specifically for Innu communities, as well as a Director for all the non-Innu. 

This Director is also working with the Nunatsiavut Government, which will eventually have its own 

Director once the proper resources are in place. 

 

 Changes were also made within the foster care system. Currently, the shortage of available homes is 

an issue, as there are over 800 children in care but there are only about 565 homes. An important 

measure to deal with this issue is to provide better supports and compensation packages for families, 

as there are cases where people are paying out of their own pockets for their foster children. There 

are some children who need extra support, which often requires extra monetary support. 

Professionalized foster care is also being considered, where one of the parents will be trained 

specifically to deal with particular needs of children and will be paid a salary to remain at home. 

 

 A number of years ago, there was a move to de-institutionalize the in care system, but there are 

children who cannot be accommodated in a “regular” foster home. A continuum of supports that 

range from regular foster homes to residential care is being planned. This continuum would allow 

children to transition from professionalized foster parents to a less structured foster care arrangement 

or new services. At the moment, there are group homes and individualized living arrangements that 

are supposed to be short-term arrangements. The idea is to realign the system so there are a variety 

of options to support the child without having to send them out of province. 
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 Some community organizations are dedicated to promoting this continuum-style in care system, the 

Foster Families Association being an example. The rationale is that relationships between 

government and non-profit organizations working in this sector, such as the Foster Families 

Association or Choices for Youth, should be strengthened. Non-profits are not subject to the same 

kinds of constraints that government departments are and they are able to provide services outside of 

what government agencies can. 

 

 The rules, regulations, policies, protocols, and unions of bureaucracy impede a community capacity 

building approach. However, this approach could be implemented by others, for example through 

community centres or community agencies, as mentioned before. The government’s role would be to 

provide these community agencies with economic resources and personnel, such as counselors, 

social workers, and child protection workers. 

 Complex issues cannot be addressed in silos (defined as an existing mindset in organizations or 

departments where people discard sharing information with others), which is why in 1998, the child 

protection system was integrated into Health and Community Services. Now that it is under its own 

department, participants considered a challenge to not revert back into this narrow approach. It was 

considered relevant to keep in mind that child protection issues are part of the complex, structural 

issues that families face. Communication networks and interdisciplinary practices are important. 

These can be achieved through specialized training for workers when they enter the field and by 

creating institutionalized conditions for this to happen. 

  

 Social workers are trained to assess people’s situations and to use their professional expertise to 

address issues with proper services and resources.  This is challenging, however, if  social workers 

do not have access to services, a problem that can make social workers feel powerless within the 

system. Consequently, the retention of workers is a huge problem. Often the youngest and least 

experienced workers are placed in the most complex areas. It is expected that the Department, with 

its own Human Resources Director, can focus on the issues of retention and prompt recruitment. 

  

 Being able to understand the complex, structural issues surrounding these children and their families 

was considered key by a couple of key informants. For example, it is necessary to consider the 

number of single parents that are on the child protection case-loads, the number of parents who are 

unemployed or living in poverty, or those who do not have the parenting skills they need, which is 

often an intergenerational issue. Furthermore, there are issues around the stigmatization that is 

attached to these services, which can prevent people from taking advantage of them, making difficult 

to address the intergenerational reproduction of adverse experiences. Adopting a more complex 

definition of stigma, we consider that stigma is likely to be present, “when elements of labeling, 

stereotyping, separating, status loss, and discrimination co-occur in a power situation that allows 

these processes to unfold” [61]. A community capacity approach could better address this issue. 

 

 Large-scale changes in the system cannot happen overnight; however, it is a work in progress and 

there have been definite improvements. Evaluation of the system as a whole and of the different 

components of the system is critical to consider. CYFS does internal quality assurances and 
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assessments, but they also have to open up their system to external evaluations. These evaluations 

need to investigate existing services for children and explore what needs to be developed for 

children and their families. 

 

 Public education regarding the complexity of child protection is critical, as child protection is almost 

exclusively noted when something goes wrong. Looking at preventive services is also important. 

This includes family resource centres, groups for parenting training, etc., which need to be offered 

within the community without stigmatization. An interdisciplinary approach would be useful to link 

child care services with public health, the school system, and the police, all of which are institutions 

involved with children and youth. 

 

 With regard to legislation, it was asserted that the previous legislation (Child, Youth and Family 

Services Act) introduced in 1999 was intended to function in tandem with community-based boards. 

This legislation did not only focus on children in need of protection, it also looked at supports for 

families as a preventive measure. With the new legislation (Children and Youth Protection Act), the 

scope has been narrowed and now clearly defines what is considered a child in need of protection 

and which services these children need. However, as indicated by a key informant, the Department 

also manages child care services and family resource centres to reach populations beyond those in 

the child protection system. 

 

 As stated by most key informants, the Child, Youth, and Family Services Act was a comprehensive 

approach to children and their families, and it should have been kept. The main issues surrounding 

the death of Zachary Turner were not a failure of the Child, Youth and Family Services Act, but were 

instead mainly the consequence of an underfunded and insufficiently resourced system. A couple of 

key informants considered that the new Children and Youth Protection Act reduced this province’s 

child protection system to a purely investigatory, forensic unit that is more like the systems in place 

about twenty-five years ago.  

 In the new legislation, the focus is on risk factors, as opposed to investing in protective factors and 

preventative family support work and despite there being a high correlation between children who 

are being maltreated and families who live at or below the poverty line. However, child protection 

workers have no mandate to do anything about poverty. Therefore, although families may require 

support, if it is determined by the system that the child is not at risk, the service is not provided. This 

is a detriment not only to the system, but also to vulnerable children and families. Many parents 

struggle because of their own experiences. While the system lacks timely supports and preventative, 

early intervention strategies to address these experiences, in many ways the system perpetuates the 

negative situation from parents to their children.  

 It is understood that taking children out of their home should only be a last resort measure. Right 

now, however, there are more kids in care than when Zachary Turner died, likely a result of social 

workers’ fears that they will be held accountable for potential incidents. This is where the notions of 

services, community capacity, interdisciplinary practice, and evaluation come in to play. They are all 

vital aspects to a system in which taking children from the home is not the only option. 
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 A critical issue within the system mentioned is the alternative living arrangement model where staff 

become responsible for small children (as small as 15 days old) in care within group homes or even 

hotel accommodations. Rotating staff monitor the children 24 hours a day, seven days a week. There 

is constant staff turnover, so these small children are seeing different people every day for each shift. 

It was asserted that the government is spending millions of dollars to have this full time supervision, 

despite this having been assessed as being detrimental for child development and as bad as the worst 

form of parenting.  

 As stated, the child protection system should be more focused on helping families in need of 

assistance than on children in need of radical protection. The maltreatment that children experience 

from society far outweighs the maltreatment they get from their own parents. Issues like 

homelessness and poverty or other injustices tolerated within society have a greater impact on 

children and their families than we realize. There is need for considering the context and the larger 

picture of what is happening, or else we risk dealing only with symptoms and providing “Band-Aid” 

solutions.  

 Child care and protection must be considered a health issue, as it is a very important determinant of 

health. With a “social determinants of health approach,” it was argued that, while not reducing all 

risk factors, the protective factors could certainly be increased. We must take a holistic approach to 

working with families; this requires a paradigm shift towards an interdisciplinary kind of work. 

 

Summary of Key Informant Interviews 

Changes for the Child Protection system? 

 Change has been beneficial in terms of funding and putting everything under one roof. It overcame 

the divorce between the operational aspect of CYFS under the jurisdiction of the Health Boards and 

the policy and planning aspect under another Ministry at the Provincial Government.  

 CYFS has become an investigative unit, exclusively focused on ‘child protection’ rather than on 

preventative family support work or community work:  

o Concentration on risk factors, as opposed to investing in protective factors  

o It is reactive not proactive – it focuses on symptoms and promoting an image of power and 

authority 

o Bureaucratic remedies pay little attention to the complexities involved 

Changes for children? 

 

 More children are coming into the in care system, as social workers are afraid of liabilities and the 

media if a child is harmed. 

 Although the priority is child protection, the Department also includes other child care services 

(child care centres and family resource centres), which could be enhanced in its outreach. 

 The new Department and legislation appear to be focused on the best interest of the child, while a lot 

of the support services for families have been cut. 
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 It is extremely traumatic to remove children from families. There is not much of a difference 

between maltreatment from the system versus maltreatment from parents. 

 There are not as many children being referred from CYFS to the Janeway, as there is less 

communication between these services. 

 

Changes for families? 

 

 The new legislation narrowed the focus to children in need of protection. There is no support 

provided to families unless a child is considered at risk.  

 There is no mandate for social workers to address poverty and critical family situations, neglecting 

the broader picture and the various issues in society that lead to homelessness, poverty, and 

addictions. 

 Families are not likely to develop positive relationships with social workers because of the high 

turnover within CYFS and as a form of resistance to the approach that CYFS takes.  

 

Changes for frontline workers? 

 Key informants feel that the situation may be better in the new Department, as they are better funded 

and staff have more training, human resources, and technical support. The hiring of SW and program 

consultants has increased; there are now thirteen Zone Managers instead of five Directors, so 

caseloads have decreased for workers.  

 Retention of workers has been a big issue and has not improved with the creation of the new 

department. Structural issues and the complex needs of children and families are difficult to tackle 

even with a considerable amount of training. 

 There is a new sense of fear within CYFS and among social workers because they are afraid they 

will be held accountable for whatever happens. 

 Lack of communication in complex cases will always be a challenge, and confidentiality adds to this 

problem. 

 The silo mentality was not as bad when CYFS was part of the health boards. Formal and informal 

lines of communication between CYFS workers and other services like the Janeway or Community 

Health Nurses have been significantly reduced as the Department is now very isolated. It is 

important to recognize the need for communication and interdisciplinary practice. 
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PART II: 

INTERVIEWS WITH FRONTLINE PROFESSIONALS 

The goal of this stage was to explore strategies and practices to prevent and/or overcome adverse 

experiences in early childhood. To achieve this goal, the exploratory qualitative study was framed as a 

participatory knowledge translation dynamic [62], as we planned to engage with frontline workers, 

learning from their experience and looking through this shared knowledge generation and exchange for 

possibilities for concrete actions. In this perspective, there is a shift in focus from individuals to the 

relationships and sense-making processes developed by the professionals partaking in the research 

dynamic. 

  

Methodology 
 

Data Collection 

The empirical data was collected during the months of September to December, 2013, through 

face-to-face, semi-structured interviews with twenty-two (22) front-line professionals working with 

children and their families. Throughout the interview, participants would share their insights, opinions, 

and experiences about adverse experiences in childhood, as well as the kinds of practices and 

interventions available in the institutional context where the participants work and the knowledge and 

values informing their practices. Although a question guide framed the interview, participants were 

provided opportunities for spontaneous discussion on topics of interest.  

The guideline (see Appendix B) for the participants’ interviews was divided into the five 

research objectives. The first objective consisted of a questionnaire that presented the participants with 

seven statements in which they had to express their familiarity with the topic at hand. Participants were 

provided extra space to write down any additional explanations or opinions they had regarding the 

statement. The remaining objectives consisted of open-ended questions. Pertinent socio-demographic 

information was collected at the end of the interview guideline. 

 

Participants and recruitment 

 

We invited front line health professionals (i.e. community health nurses, pediatricians, and 

family doctors), education professionals, social workers, and community service providers working with 

children and their families to participate in the study. A purposeful sampling technique allowed for the 

selection of participants well versed on the topic. Selection criteria to be eligible for the study were a) to 

have at least 3 years of experience in a front line position in practice, and b) a willingness to participate 

in the study. Employing a snowball effect, participants were recommended by word of mouth by co-

investigators and other service providers.  

Potential participants were emailed an informative flyer, a copy of the interview guidelines, and 

a formal invitation to participate in the study (see Appendix C). Before contacting any individuals 
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working for a particular institution or organization, we obtained clearance from said organization for 

permission to approach their employees. 

Data Analysis 

The social demographic questions were entered through codes into a Microsoft Excel 

spreadsheet, allowing us to graph participants’ level of education, area of work, years of experience, and 

professional affiliation. The questionnaire portion of Objective 1 was similarly assembled into a 

Microsoft Excel spreadsheet and subsequently entered into a table, illustrating the frequency of 

opinions. 

The responses to questions covering Objectives 2 to 5 were recorded and transcribed verbatim. 

Then, the interview transcriptions underwent a thorough thematic analysis. Firstly, we assembled and 

reviewed each participant’s contribution by question/objective. Each participant had a code related to 

their main affiliation: P (pediatrician), FD (family doctor), MH (mental health), CHN (community health 

nurse), SW (social worker), CSS (community social services/agencies), and ED (early 

education/education). 

In the next stage of the data analysis process, complete segments of the interviews corresponding 

to each question were copied to a template in subsequent order, which were clustered sequentially by 

affiliation (i.e. pediatricians: P1, P2, P3; family doctors: FD1, FD2; mental health: MH1, MH2, and so 

on…). Several readings of these sections by principal investigator (PI) and research assistant (RA) were 

directed to inductively identify emergent themes in a column to the left. Thus, each emergent theme 

suggested a particular pattern of meanings related to a particular aspect of the research question [63].   

To organize similar emergent themes into a cluster/theme category, both the PI and RA went 

through several revisions of the themes, examining in-depth the ways these patterns of meanings were 

constructed, the interaction processes involved, and how they are related to the participants’ practices 

and his/her working environment. The distribution of these clusters/theme categories in frequency tables 

were the third step. In other words, we counted the frequency of each category as an indication of 

participants’ levels of convergence and divergence on the topics. No matter how long the statement was, 

it only counted for more than one theme if a different theme was voiced in such statement.  As this 

analysis is always subject to interpretation, there may be a margin of difference in the number of 

categories. However, the intention was only to have an idea of the most common to less frequent cluster 

of accounts, as in qualitative analysis some isolated remarks may be a great contribution to the 

knowledge on the topic. 

In addition to this thematic analysis, the next step was to explore participants’ contributions by 

area of expertise and to identify commonalities and differences. Commonalities in discourses help to 

highlight common issues among participants, while a focus on differences, tensions, and atypical inputs 

may help to illustrate the influence of specific factors. 

We prepared a preliminary draft report of key findings to discuss with the research team. After 

receiving their input, we shared the summary of the research data with all research participants. In this 

final report, we present participants’ socio-demographic information, followed by the overall research 

findings clustered by research objectives, then the discussion and final considerations.  
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PARTICIPANTS’ SOCIO-DEMOGRAPHIC INFORMATION 

Participants’ Main Affiliation* 

Pediatricians 5 

Family Doctor 3 

Mental Health 2 

Community Health Nurse 4 

Social Workers 2 

Community Services 4 

Education 2 

TOTAL 22 
 

Main Working Experience* 

Government/ Regional Health/ Education   8 

Not for Profit/ Community Services 6 

Clinical Practice  4 

Academics 4 

TOTAL 22 

 

 

             As the tables show, although there were more participants working in the health sector (14), we 

were also interested on frontline workers from education and social services. Two (2) participants 

declared more than one affiliation and seven (7) of them had more than one working experience. 
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Education: Highest Degree Attained 

    

Participants’ Years of Experience 

 

  

As the graphs show, more than two-thirds of participants have a graduate level education and more 

than twenty (20) years of experience.   

8 

14 

Undergraduate Graduate8 14 

1 - 5 years,  
1 
 

6 - 10 
years,  

3 

11 - 20 years, 
3 

21 - 30 years, 
6 

30+ years,  
9 
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Part II Findings 

1. Objective: To investigate opinions and insights about the relationship between early childhood 

adverse experiences and its negative impact in health and well-being according to recent 

research evidence. To respond to this objective, participants were provided with research evidence 

topics showing this relationship and asked to select the statement that best fit their views (see 

Appendix B). 
 

A. I’m well aware of this issue and I do consider it my role to so something 

B. I am familiar with this issue, but it is not my role to do something 

C. I don’t know much about this topic and it’s not my role to something 

D. I’d like to know more and would like to do something 

E. Other 

 

 

Prompt 

 

A B C D E 

Living conditions during early childhood have a 

significant impact on child development 

 

19 2  1  

The significant relationship between early experiences 

in life and adults’ poor physical and mental health is 

evidenced through the Adverse Childhood Experiences 

(ACE) study 

 

21 1    

Pathways between adverse experiences and poor health 

have been understood through neuroscience and 

molecular biology research 

 

17 1 1 3  

The Early Development Instrument (EDI) shows 25-

30% of children enter the primary school with 

vulnerabilities 

 

9 4 1 7 1 

Parents who had suffered adverse experiences are less 

likely to be able to protect their children from toxic 

stress 

 

17 2 1 2  

Neuroscience and early child development research 

shows the need to address the environmental, social, 

economic, cultural determinants of health 

15 4  3  

 

TOTAL: 22 participants x 6  =  132 

 

98 

 

14 

 

3 

 

16 

 

1 

 

 

 Most participants selected “A” (98 out of 132), which meant that they were well aware of research 

evidence related to early childhood adverse experience and that they consider their role to do 

something. 
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 Although most “A” respondents did not make any comments, a few professionals were positively 

vocal, showing their sensitivity toward the issue (i.e. “The whole nature of fetal programming of 

brain has a major impact on the child. I think there is also substantial evidence for prevention and 

also for remediation post-natally” or “We need a holistic approach, for example a counselor that 

treat children with school related issues need to work as a team within and beyond the school 

environment.” 

 Most participants who responded B (14) (“I’m familiar with these issues, but it is not my role do so 

something”) narrowly interpreted that it was not in their professional role to do something (“As a 

citizen and voter it’s my role but not as a professional”). 

 There were only 3 out of 132 responses that answered with a C (I don’t know much about this topic 

and it’s not my role to do something). 

 With regard to Ds (for all the prompts combined) = 16 out of 132 (“I’d like to know more and would 

like to do something”), this choice seemed to appear among those who seemed to be the most 

committed participants. A participant well attuned with his/her job and highly sensitive to the issue 

responded mostly with D “I see this intergenerational cycle of adversity a lot in my practice, I feel a 

community health nurse has a unique opportunity to recognize this cycle and advocate for 

services/resources i.e. mental health and addictions, childcare subsidy, Janeway services, etc. to 

improve the overall health outcomes for these families.” 

 The only E (“other”) marked by one participant was to emphasize the difficulties of dealing with the 

current socio-cultural environment. The participant highlighted that children hardly play outdoors 

anymore and spend a great amount of time in front of TV and videogames: “parents tend to let their 

TV be a babysitter and they don’t really interact with their kids…”  The other issue mentioned was 

the “McDonalds” culture of food consumption: “parents would go to McDonalds with their kids to 

eat at least twice a week.” 

 The last statement had to do with the Ecobiodevelopmental Framework [5], shown below: 

 



Framing Preventive Measures for Children’s Adverse Experiences 49 

 
 

 In Shonkoff et al., while the focus of the framework is health and development (the right side in 

depiction of the framework), the catalyst stage is the “biology of health and development,” where the 

gene-biology and social environmental aspects interact with each other and define developmental 

outcomes and health (learning, behaviours, and physical and mental well-being) throughout the 

lifespan. It shows that a critical factor for positive health and development is the ecology of socio-

environmental aspects, illustrated from right to left as: 1) the “foundations of healthy development” 

a) a stable, responsive relationships providing consistent, nurturing interactions to help children 

develop well-regulated stress-response systems, b) safe, supportive environments for children and 

their families, and c) pre- and post-natal quality nutrition and appropriate food intake and eating 

habits; 2) “caregiver and community capacities” influencing the foundations of healthy development, 

from time and level of commitment to financial psychological and institutional resources, to level of 

skill and knowledge from the different stakeholders; and 3) “public and private sector policies and 

programs” that are fundamental in defining the quality of the above-mentioned stages, as they are 

relevant in influencing the different systems responsible for relevant support systems and services, 

such as primary health care, public health, child care and quality education, child welfare, early 

intervention, family economic status (including employment and family supports in times of crisis), 

community development, and the private sector through child-supportive workplace policies. 

Participants’ responses follow below: 

 
POSITIONS WITH REGARD TO THE ECOBIODEVELOPMENTAL 

MODEL 

 

 

Frequency 

Everyone’s responsibility to decrease toxic stress (understanding of the level of 

commitment involved: i.e. holistic approach involving…) 

   

 

8 

Brief confirmatory comments: (i.e. makes sense to me/ ideal / no brainer / much 

needed approach/ agree with this philosophy)   

 

 

6 

Reference to social, cultural, and economic determinants of health (i.e. a good 

model based on social determinants of health) 

 

 

3 

Emphasis on interconnections (i.e. accurate depiction of interrelated factors/ the 

interrelations are clear in my practice)  

 

 

3 

Focus on relevance of different kinds of supports (i.e. need of different kinds of 

interventions to protect young children)  

 

2 

TOTAL 22 

 

 As shown in the table above, although all participants had positive comments with regard to the eco-

bio-developmental framework, about one third of them just mentioned brief, confirmatory remarks. 

About two thirds seemed to be more familiar, emphasizing that the framework clearly shows that 

caring for children should be a social responsibility, the relevance of the social determinants of 

health, and the interconnections between the different elements of the framework influencing child 

development. 
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2. To study the ways frontline workers identify in their practices children living in vulnerable 

and/or adverse situations, and how they address these issues 

 

Through the second objective, we wanted to see the different ways professionals were seeing the 

connections between the social environment and adverse experiences, the kind of indicators and 

protocols they found relevant in detecting vulnerable family situations, and/or adverse childhood 

experiences and how they usually deal with these issues or conditions.  

 
2.1. In what ways do participants see the connections between the social environment and adverse 

experiences? 

 

 

Frequency
6
 

Adverse family situations and developmental outcomes: quality of family environments (deprived 

environments, maternal health, parental health, parental addictions) influencing child development 

 

 

16 

Quality of parental skills emphasized: caring parents regardless of money/ positive parenting (3) / 

poor parenting/lack of parenting skills (7) impacting children’s experiences 

 

 

10 

Intergenerational cycle of adverse experiences and challenging environments 

 

5 

Pressures of individualistic, consumerist culture in North America: widespread 

consumerism affecting family relations/ parents with high expectations 

 

 

3 

Specific cultural issues among new Canadians: Newcomers’ challenges to integrate in 

Canadian society 

 

 

3 

A non-supportive blaming culture: Tendency of the system to blame children with complex 

needs 

 

 

1 

Increasing number of children in the in-care system  1 

 

Increasing number of autistic, Asperger, ADHD, and allergic children (mix of societal and 

environmental factors) 

 

 

1 

Need to learn from resilient children (you only ever hear about the bad things). 

 

1 

 

With regard to the first question (table above), we observe that participants either emphasized the 

quality of the family environment and/or the quality of parental skills. Most participants spoke about 

children’s critical environments in terms of poverty and precarious living conditions, emphasizing that 

issues are often interrelated with low education levels and poor physical and mental health. Most 

participants addressed the toll that adverse family situations have on children’s health and well-being, 

                                                           
6
 As mentioned before, participants often expressed more than one idea or theme. Consequently, the frequency in all tables 

refers to the number of appearances of each theme in descending order. Although some participants repeated the same idea 

different times in a section, we only counted once. A second theme was considered if the participant expressed a different 

idea about the topic. The bold part refers to the name of the clustered theme/category. The indented themes are mainly   

explanations/arguments complementing/referring to the main question. 
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mainly emphasizing the effects on children’s physical, social, and cognitive development and other 

negative consequences in children’s lives: “As pediatricians, we see [children with] poor growth… we 

see not enough stimulation... they may not be socially adept…” (P2)  While talking about children’s 

issues, this health care provider emphasized the often complex family situation, as these parents do not 

only suffer from mental health and addictions issues, but also from unaddressed medical issues: 

“…we find that parents have difficulties with parenting… with substance abuse. The parents 

often have unaddressed medical issues themselves, we see a lot of dental [issues] – when I see 

dental issues with the parents, I wonder about their own health care… Sometimes there’s an 

avoidance of health care system… they do not come for the appointments, they don’t bring the 

children for the appointments…” P2 

Some participants underlined issues of poor parenting and maternal health as tightly connected to 

a child’s well-being, relating these issues to the prevailing social environment generating increasing 

sources of stress and mental health issues and addictions without the necessary social support networks 

to deal with these problems:  

“I had said before, these parents are not bad people and a lot of them want to be good parents 

and that’s the most heart wrenching part of it. Like they know they got problems, they want to 

change, but it’s how do you get them to get to what they need?” CHN1 

The rest of the categories dealt mainly with comments around these issues. For example, some 

respondents mentioned the tendency to see this reproduction of the (inter-generational) cycle of adverse 

experiences and challenging environments, especially due to the lack of adequate attention to the 

structural situation (“not enough opportunities for people to improve their living conditions”). One of 

the things emphasized is how living conditions influence children’s potential outcomes:  

“So it’s kind of a multigenerational thing…sometimes I guess the risk is maybe being too 

familiar with the environment, maybe accepting things that perhaps are not [acceptable]… So 

the new generation faces the issue of being able to rise above where they came from… Children 

end up with the downward spiral of their lives and not ever being able to get out of that cycle.” 

FD3 

Another participant went into more detail, emphasizing the pathway of this trans-generational 

dynamic through a relevant socialization principle: the idea of finding “normalcy” in very conflicting 

living conditions, such as violent relations:  

“I guess that sets them up for what’s normal for them. And I don’t know if they can expect 

anything different, like what I would see is normal growing up is probably not what they see is 

healthy and normal sometimes. So I guess that follows through.” CHN3  

As mentioned before, health care providers with decades of practice insisted that during the past 

decade they have seen a gradual increase not only in parental addictions, but also parents with anxiety 

and depression issues caused by the current pace of life. Some of them insisted that “cultural pressures” 

(individualism, consumerism, competition) are reflected in poor parenting, affecting children from all 

social status: 



Framing Preventive Measures for Children’s Adverse Experiences 52 

 
 

“The oil boom, you know, it’s good in lots of ways in that it has brought economic health, I 

suppose, or prosperity to some rural communities. But that has some of its own problems, in that 

because families or the parents work away and do the long commute, that’s a big adjustment for 

families, where one of the parents is away for periods of time and families have to adjust to that. 

It’s also brought a lot of addiction problems back to Newfoundland.” FD2  

“…we have a lot more absent dads that are working off-shore, working in Brazil, working in 

Africa, working in Alberta, there’s a big commute… there’s also less external, extended family 

support, and there’s a lot of pressure on parents, driving themselves crazy to be perfect parents 

while all children need is a protective, nurturing, healthy environment and added good 

parenting…” MH2 

One participant remarked on the increasing number of children with mental issues (autism, 

ADHD, behavioral issues) and allergy issues, while another showed concern about the increasing 

number of children in the foster care system:  

“I think that our population reflects all the current literature on the increase in ADHD. I think 

our society’s no different than what you hear across North America. There does appear to be an 

increase in this diagnosis. My personal opinion is that that would have as much to do with 

parenting styles and social – what’s going on in our society…” ED1 

An isolated remark also reminded us about the tendency of the system to blame children (and 

families) with complex needs and also about the need to learn from some resilient children who do fairly 

well, despite their critical experiences: 

“...you certainly see the impact of adverse early childhood experiences and how you work with 

some children for many years and you put in a whole range of supports and services to try and 

sort of offset some of the things that happened to them. But it can take a long time and it can take 

a lot of work and you can really see, right from some of the brain development pieces, just how 

early stress can impact children for a long, long time. But children are also very resilient; I’ve 

worked with many resilient children as well.” SW2 

Although resilience has been traditionally understood as the ability of certain individuals’ 

strengths to overcome adversity, some participants observed how nurturing environments, either from 

significant persons in the child’s life and/or timely supports, can do wonders for the child thanks to brain 

plasticity. These claims coincide with more recent research showing that we need to go beyond 

individual-level factors or regarding resilience as a personal, individual trait, and pay close attention to 

the social environment and favorable features in the immediate context of the person’s life (Ungar, 

2008). 

Furthermore, in regard to timely supports, many concerned service providers emphasized how 

nurturing environments are especially important for the child during the first years of life (“need to pay 

attention to ‘critical windows’ of post natal development” P3), with neonatologists insisting that real 

preventive care should start with potential mothers in reproductive age and with the child in the womb. 

Also, some of these workers emphasized how detrimental long wait lists are for key supports, such as 

the potential impact delaying speech therapy can have for child development. Although speech delays 
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are usually detected early-on during the second year of life, these children often have to wait between 

eighteen months to two years for speech therapy, resulting in many of these children having 

developmental delays when starting school.  

  

2.2.  Indicators or protocols participants find relevant in detecting vulnerable situations / or 

guiding practice 

 

 

Frequency 

Observation based on clinical skills: identifying risky situations/ observing interactions between 

parents and child/ looking for subtle indicators/ physical indicators/ through social history/ being 

aware of family situation/ follow up programs / regular health checks/ /clinical interviews/ home visits 

 

 

14 

 

Specific screening tools: Public health nurse checks/  Perinatal program follow-up / Denver 

Developmental Screening Tool/ Priority Assessments for Healthy Beginnings Program/ High Scope 

Curriculum/ Nipissing District Developmental Screen (NDDS)/ CYFS Risk Management 

protocol/ Individual Support Services Plan 

 

 

12 

Limitations or caveats of protocols (need to complement with clinical skills and 

experience, one size doesn’t fit all, each case different) 

 

3 

Consult with other professionals (decisions based on co-workers’ experience) 

 

2 

 

When responding to what indicators or protocols participants found relevant in detecting 

vulnerable situations, as detailed in the table, they either mentioned specific screening tools or they 

emphasized general observations based on clinical skills. Although pediatricians and family doctors 

recognized the existence of specific tools, most of them expressed that they prefer to trust their 

experience and clinical skills.  

 It was more common to hear about screening tools from community health nurses and social 

workers. Some community health nurses, for example, explained in detail how they categorized and 

followed-up on vulnerable situations: 

“…from birth we have a screening protocol … the Helen Parkin Screening Tool. So it’s got a 

variety of questions on it, so we score them depending on what’s going on in the family. So most 

often anyone living in our areas we score them for financial stress, single parent home, and all 

kinds of different indicators. And then the higher the score, the more involved, you know we will 

be following them from birth on to school entry.” CHN3 

Some important remarks to consider were related to the limitations and/or caveats of protocols, 

as a few among the most experienced service providers insisted that even the existing clear instructions 

(protocols or manuals) should only be a guide, arguing that “one size doesn’t fit all and experience 

shows that each case is different.” Another participant was even more assertive and categorical: 

“…one of the things that’s a real struggle for clinical people is the belief in administration that 

you can do everything by algorithm… if there is a method, and it’s not true […] Sure you need a 

general protocol on what to do, but you really need to understand there is not one way to work 



Framing Preventive Measures for Children’s Adverse Experiences 54 

 
 

with the family. People don’t fit. Part of why you want experienced clinicians is they know 

people don’t fit and they’re comfortable with the ambiguity of dealing with these situations… 

that’s what clinical experience is. And that is not valued or heard by people that write the rules. 

And that’s changed in the last twenty years as well... I think there’s just more administration in 

health care over the last 20 years and there’s been a shift from clinical power, professional 

power to bureaucratic power. And I really think that is starting to have an impact on how people 

can work… I think if you asked a hundred clinicians, you would get 75 of them in every field – 

medicine, social work, psychology – that would say that in some way… Protocols are useful, but 

they should just be that. There are vastly different experiences of the same experience…” MH2 

In the same tenor, a social worker speaking of the CYFS protocols and manual emphasized that 

“it’s important to follow the instructions,” but the best approach, especially for new, inexperienced 

SWs, is to have continuous support from more experienced professionals, suggesting regular 

consultations with them in a kind of mentoring approach:  

“I think [protocols and manuals] are very helpful if you don’t have very much experience… I 

took that all with a grain of salt. Because … they’re very rigid…they’re useful as a guideline, but 

that’s all… I know they have validity, but I think you have to use your own experience as 

well…You also need to consult with another worker. I don’t think any decision should be made 

[based] on tools alone, unless you were in the middle of the wilderness somewhere... You should 

never just use the tool, you should consult with not just one other worker, [but] several 

workers…” SW1 

Another professional commented that paperwork could be so overwhelming and would take 

significant amounts of time: “impairing staff of valuable time for face to face contacts with their 

clients.” 

 

2.3. How participants deal with environmental, vulnerable family situations and/or adverse 

children’s experiences when detected 

 

 

Frequency 

Expressing specific personal involvement or personal professional action: Developing an 

appropriate management plan/ strategizing in an interdisciplinary team/ helping family navigate the 

system/  engaging the family/ working with the entire family/ family home visits 

 

 

11 

Making referrals to other professionals: Referring to specialists (i.e. Provincial Perinatal program)/ 

referring for specific resources (Public Health nurse follow-up/ notifying other professionals / providing 

relevant supports – i.e. Daybreak or Brighter Futures  

 

8 

Considering the broader picture and providing proper supports: Providing timely interventions/ 

providing  resources to help families and children overcome adversity/ address negative environments/ 

being responsive to child’s and family needs / engaging with parents/ supportive attitude with parents 

 

8 

Addressing issues of stigmatization: addressing attitudinal barriers to accessing services/ avoiding 

blaming parents for their situations and judgmental mentalities / develop trusting relationships with 

families and children 

 

6 
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Reporting to CYFS if situation is severe: apprehending child if there is an extreme risk/ collaborating 

with CYFS/ identifying vulnerable youth 

 

5 

Provide children with basic needs/ ensure the safety of children 

 

3 

Considering impact of disruptions in early childhood (their connection to behavioural issues) 

 

1 

 

In regard to how participants deal with environmental, vulnerable family situations, while half of 

the participants expressed specific personal involvement or what their role consists of, others spoke 

about making necessary referrals to other professionals and/or services:  

“We rely heavily on referrals to social workers or counsellors, so they can get that support. In 

terms of the vulnerabilities for the child in the environment, often referring children if the parent 

agrees to daycare programs, pre-school programs, often involved in the daycare subsidy 

application.”  CHN4 

Social workers emphasized the great responsibility they have when dealing with a family whose 

child may be in need of protection: “if we determine that the child is in need of protection, then we 

would work with the family to develop a plan. It’s called the Family Centered Action Plan, to look at 

things that the family can do and how we can support the family to reduce risk so the child can remain 

safely at home.” SW2 

Our research also showed the relevant role that community health nurses have in dealing with 

adverse situations before the situation has reached crisis level like in the previous case. Often, other 

health care providers referred to the relevant services these nurses provide, and also through what these 

nurses expressed as their work in their interviews: “…we discuss what’s going on in their [parents’] 

lives and offer services and referrals to whichever agency might be appropriate, so it could be writing a 

letter of support for a different housing structure, or it could be referring them to playgroups or Mental 

Health and Addictions.” CHN3 

Usually, most professionals asserted that they prefer to approach parents in a conversational way. 

Some of them insisted on the importance of developing trustworthy relationships with the family 

involved, assessing what is going on, and connecting/making referrals to other professionals they 

consider necessary. Only extreme cases are managed differently: “We listen; we’re a sounding board I 

guess. We have that relationship so people come to talk through things with us. Parents will come and 

talk to us, and as children get older they have that relationship with us, as teenagers they come and talk 

about that.” FD2 

Most participants from community services underlined the need to see the broader picture, 

expressing in different ways how it is important to address the negative environment and help families 

and children to overcome adversity: 

“The majority of them [families] are quite open to intervention. You just have to intervene in the 

right way […] families that are involved in the child protection system especially for any length 

of time, have automatically got their guard up, because they’re expected to be judged and 
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labeled and told what to do and controlled… our experience has been that if you treat them with 

respect, no matter what they’ve done, I mean you don’t have to condone some of the behaviour, 

but you can still treat the person respectfully.” CSS2 

 Other service providers, sensitive to these families’ issues, emphasized how it is relevant to address 

the stigma and judgmental attitudinal barriers these families face while avoiding blaming parents or 

dealing with them in patronizing ways. These professionals insisted that it is important to develop 

engaging relationships with these parents. Again, we heard that reporting to CYFS or apprehending a 

child should always be the last measure when the situation is severe. Otherwise, for the sake of the 

children and the families, “the best attitude is to let parents know that they are there to help” and engage 

parents in interaction with their children: “…I think it’s being sensitive, not just to the situations, but to 

the person’s perception of the situation, their own vulnerability even in asking for help So I think the 

first thing you do is you accept people in a caring and compassionate and nonjudgmental way.”  MH2 

 

3. To identify existing services to care for adverse experiences in childhood and study the kind of 

knowledge informing the different practices among front-line health care workers and service 

providers. 
 

3.1 In your practice, what services exist to care for adverse experiences in childhood? 

Frequency 

Janeway & Eastern Health: Janeway Family Centre/ Janeway Child Abuse Treatment team / Janeway 

Psychiatry Unit / Public health nurse (home and school visits) 

 

9 

Parenting supports: parenting skills sessions/  Healthy Baby Club/ Healthy Beginnings Program 

offered through community services                                                                                                                                                                       

 

6 

CYFS placements and supports for children in-care: Placements for youth / family supports and 

services to foster parents and to families “in need” 

 

4 

Need for  coordinated support services for children:  i.e. ANC/  educational services for 

children with specific needs (school system) 

 

3 

Limitations in  services: lack of updated information about services available / lack of 

understanding psychosocial/mental suffering / lack of enough pediatricians  

 

3 

 

When participants were questioned about existing services in their practice to care for adverse 

experiences in childhood, they frequently mentioned the services being offered within their immediate 

circle of care. Thus, health care providers (pediatricians, family doctors, mental health providers) 

usually mentioned the different resources at the Janeway (Family Centre, Child Abuse Treatment team 

and the Psychiatry Unit) and through Eastern Health (community health nurses’ home and school visits) 
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“we have always had a multidisciplinary team that we can access, which is great and it has 

always involved a social worker…We have a psychologist if counselling is required for the child 

and… have the medical people to follow the growth” P2. 

As mentioned before, public health nurses provide relevant services and support for many 

families, as they are responsible for doing the follow-ups and home visits when addressing vulnerable 

situations. It is understood that when community health nurses (aka public health nurses) develop good 

rapport with families, these nurses  are key in supporting children in their development through 

accessing necessary resources and becoming a significant support for them and their families. As one 

community health nurse expressed, they are often the support person that parents will call upon when 

visited by child protection services: “Typically I do have very good rapports with my families, they call 

me, you know, I’ve had mothers call me [when] social workers are at their door, interviewing their 

children and they want me there as a support person… I am such a support for a lot of families…” 

CHN2. 

In most cases, though, their role seems mainly educational, as another CHN commented when 

speaking about her engagement in prenatal education: “…we touch on so many different topics, very 

broad topics with our prenatal education as well. So I do a Healthy Baby Club, a prenatal group for 

vulnerable women, young moms. So right from, you know… we talked about the importance of early 

development and the benefits of…prenatal care. So they have – lots of moms have different opportunities 

to hear the message from us” CHN3. 

Most community service providers tended to mention parenting support groups and programs for 

mothers, such as Healthy Baby Club (Brighter Futures) and Healthy Beginning Program funded by the 

Department of Health and Community Services.  In addition to facilitating placements and services for 

children in-care, other services mentioned by participants in social services included providing family 

supports and services, both to foster parents and to families “in need.” The participants expressed a 

clear understanding of their role as ‘connectors,’ often helping clients to navigate the system: 

“We often connect families with community supports, like the Janeway, parenting supports 

through Daybreak childcare center; they offer parenting services as well. We might link a family 

with childcare services. You would really look at the family, what their particular situation was, 

what their strengths were, what their needs were, what their service needs were, what kind of 

services could we put in place that I guess could support that family in terms of the identified 

issues for us” SW2. 

Practically all professionals showed commitment and empathetic attitudes. However, some of 

them were more empathetic to these families’ situations. One participant, for example, emphasized the 

relevance of fluid communication between agencies working with children services and services for 

families living in vulnerable situations. This participant commented on what it means for service 

providers to work with families who are “facing a crisis”: “people who are in crisis don’t make 

appointments, they arrive on the doorstep and we have to be able to free ourselves up from other things 

in order to be able to respond to their immediate need” FD3. This professional highlighted the 

importance of team work with other professionals to deal with whatever issue(s) is/are at stake. 
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However, we heard that maybe the most relevant children setting after the family, the school 

system, is not always equipped to support children and families with complex needs. As expressed by a 

participant, the school system has a lot of opportunities to help children, as they are in the school setting 

from Monday to Friday, but it is necessary to develop good partnerships and working relationships with 

parents, teachers, and other professionals like social workers and psychiatrists, who are not part of the 

school setting: 

“…If a child is identified with emotional, behavioural issues, I can do some standardized testing, 

but more often than not, then I would go into a consultative basis with the guidance counsellor. 

So the guidance counsellor would be more likely the one to give the direct service if there’s 

something happening within the home. And then we’d coordinate with the community, because 

the guidance counsellors can’t be all things to all people. So, it’s important, depending on the 

depth, breadth of the problem that we have access to other community supports…” ED1. 

Some health care workers also emphasized the lack of coordination with schools, and one of 

them highlighted that society are usually more able to understand and support physical suffering than 

psychosocial and mental suffering. As an example, this professional mentioned the unequal distribution 

of resources in the health care system, expressing that the health care system is more likely to invest 

millions of dollars in technology  and staff for children’s physical illnesses (oncology, cardiology) when, 

fortunately, the demands for such services are very limited (“maybe fourteen/fifteen new patients a 

year”). However, although behavioral (psycho-social) and developmental issues are on the rise among 

children in the province, which should be addressed by pediatricians, there are not enough of these 

professionals (as there is a long wait list to see one) and the need for counselors and social workers has 

greatly increased: “…I’ve got a social worker that works with me and he’s responsible for about 1200 

children. And of those 1200 children, [there are] about 200 at-risk … And he can’t manage it all, [but] 

he’s all we’ve got. So it takes months to see him” P5. 

Another community service provider also expressed the need for more pediatricians, 

emphasizing that they are “blessed” that their service is granted a pediatrician appointment once a 

month: “…we have a pediatrician who will take…one child a month throughout the year. That’s 

certainly a benefit, it takes children off that two year waitlist often times and puts them in front of a 

pediatrician a lot faster. […] Well sometimes we’ll have a couple lined up, right” ED2. 

 

 

3.2  What kind of training has been helpful in dealing with these issues? 

 

 

Frequency 

Work related training: family therapy, group work, risk management tools, child protection / 

orientation days/ workshops and webinars/ professional development days and continued education/ 

mandatory training for foster parents  

 

 

12 

Training through interdisciplinary collaboration and mentoring experiences: relevance of 

experience to understand the holistic picture/ clinical and personal experience 

 

6 

Need for broader training: takes time to understand connections between brain 

development and stress/ need for training on attachment issues 

 

5 
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Medical students not trained in psychosocial issues and SDOH: overspecialization as a 

reason for losing sight of SDOH / SDOH is paid lip-service in medical school 

 

4 

University training: specialized training in child development and mental health/ medical students 

are now trained in child development and in SDOH/  

 

3 

 

For the question about the kinds of training that have been helpful in dealing with these issues, 

more than half of participants highlighted specific work related training: “It’s mostly on the job training.  

[…I] worked in communities, and the people that I work with have taught me a lot. My patients have 

taught me a lot and other workers in the community have taught me a lot. And I continue to teach with 

them” FD3.    

Some participants asserted the relevance of continued education and professional development 

days: “…professional development days are our main source. We do a lot of webinars. A lot of training 

we do, which is really good… which is very helpful.” CHN2. Another participant confirmed this need 

for continued education in the workplace to keep professionals updated and grounded in their 

responsibilities. Furthermore, this participant emphasized how important this kind of training is for 

recent graduates entering the workforce: “When you’re young, you don’t see all the connections and 

stuff. I mean you just don’t see how all this flows together to make a whole” MH1. 

Mentioned less frequently, but just as relevant, was the training that is carried out through 

interdisciplinary collaborations and, in particular, work experience: “I think mainly it would come from 

being trained with other pediatricians and working in a team, as a resident or medical student with 

social workers, psychologists” P5. 

Our research shows the diversity of experiential accounts about the need for self-actualization, 

depending on personal values and level of commitment. These personal choices were evident in 

different interviews; for example, a health care provider who was already in her senior practice decided 

going back to university for more training in child development and social aspects of health. This 

professional also highlighted that it is important that new generations get this kind of training in medical 

school.  

This concern coincides with another family doctor who indicated that students in family practice 

are currently learning about the impact of the social determinants of health, as what they learned during 

the first year of medical school is easily forgotten later on. In this participant’s opinion, some of them 

will never understand it: “…I think they kind of lose it. Well, the clinical focus and the sub-specialty 

focus, where they’re further and further away from the community in their second and third and fourth 

year. And then some of them kind of get it back again. And some don’t, sadly. They don’t see it as being 

their job, right...” FD3. 

Throughout the interviews some health care providers remarked about the lack of education 

regarding psychosocial issues and their relations to health and on the social determinants of health. A 

few service providers emphasized the difficulties of incorporating this kind of knowledge, both 

individually and as part of their professional everyday practice. For example, while one professional 
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explained that overspecialization is the main reason for losing sight of the social determinants of health, 

another participant mentioned the dilemma of intellectual knowledge that is not being internalized: 

“I think there is a good understanding that the social determinants of health do impact 

individual health. I’m not sure if that is understood as a front burner issue in residents who come 

through. I think maybe there’s a little bit of lip service to it, or a very superficial sort of sense 

that could impact on it, but actually really understanding that – or considering it – I’m not sure. 

I don’t think there is” FD1. 

 

3.3 What other support services (that you know of) exist outside your practice for these children 

and their families? Frequency 

Supports through Eastern Health, Janeway, and Community Services:  Mental Health and 

Addiction services/ Janeway Child Development and Rehab/ Janeway Family Centre/ Provincial 

Perinatal Program/ Employment Assistance programs (counselling for parents) / Family Resource 

Centres/ Healthy Baby Clubs/ Healthy Beginnings Program 

 

 

15 

Daybreak provides supportive services for children and parents/ ANC daycare/  relevance of daycare  7 

Other supports in the community: community centres and community organizations/ REAL 

program/ Learning Disability Association / Autism Society/ recreational programs/ educational 

upgrade opportunities for parents  (CAN, Murphy Centre) 

 

6 

Residential programs for children and youth  (Key Assets and Waypoints) 

 

2 

The Individual Support Service Planning (ISSP) developed for each child at school 

 

1 

Limited mental health services and supports for children with complex needs  3 

Need for a list of updated resources 3 

Difficulty of getting people out of their silos 2 

 

With regard to other support services (outside their practice) that they know of, more than half of 

the participants mentioned different services and supports provided through Eastern Health and the 

Janeway, or funded by the Departments of Health and Community Services and Human Resources and 

Employment. Most of these workers spoke about the relevance of multidisciplinary teamwork and of 

connecting clients to other existing resources through referrals: 

“…I have lots of kids that get admitted to the Healthy Beginnings program, but my experience is 

a positive one… I have the luxury of having a public health nurse, which I work with, which is 

essentially Healthy Beginnings… admits them to this program…I guess connects them and makes 

them feel a part of that, rather than maybe a bit more sporadic care. So I think in that sense, 

being able to say we’re going to follow this child over this period of time is a great idea” FD3. 
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“The Janeway is a huge – one of our main referral sources, you know…For parents we refer to 

the smoking helpline, mental health and addiction counselors, which I’ve mentioned, Mommy 

and Baby groups around the city, Healthy Baby Clubs for pregnant women and so on…” CHN2. 

Participants also mentioned relevant supports through community agencies, such as community 

centres and community organizations, as well as specific programs provided through family agencies 

(Family Resource Centres): 

“Healthy Baby Club. If I could send every one of my women, no matter what age, to that, I’d 

kind of go, wow. One, it’s a very nurturing environment; they have kind of like a den mother 

Goose. …And I speak very highly of it because it’s a program that nurtures relationships. And 

they give the women lots of guidance. They give them good prenatal education, they create a 

support group, and they support those women after they have their babies; give them lots of 

education, I think it’s fabulous” FD1. 

Among these resources, Daybreak was the single most mentioned service, not only in this 

question but throughout the course of the interviews. Participants remarked that Daybreak services are 

comprehensive and directed to the child and the family: “Because the model they have is focused on 

early intervention and there is a range of services for mothers as well…” MH2.  

“The Daybreak Childcare Program, I think that should be cloned… Everywhere… it’s always 

been supportive of families. I’ve talked to adults who found their own sense of accomplishment 

and reward in life. And basically they’ve been a second parent for a lot of parent… Basically a 

good support system for a lot of families, you know… That model is really, really good, from my 

perspective, as a support system for families. Because families who are vulnerable and children 

who are vulnerable… need supports…” SW1. 

Responses to this question also included other relevant services and programs like those 

provided by the Autism Society or the Learning Disability Centre. A couple of participants mentioned 

the R.E.A.L. (Recreation Experiences and Leisure) Program funded by the city of St. John’s, which aims 

“to provide recreation and leisure activities for children and youth in financial need…to help boost their 

self-esteem, promote healthy active living and support personal growth through increased knowledge 

and skill development” (St. John’s-R.E.A.L Program website). One of these participants expressed: “I 

think the R.E.A.L. Program is helpful in helping build children’s self-esteem, because if children are in 

care or at home and in vulnerable environments, then they need to find areas of competence. And we do 

that for our own children… we try to get them in to various different things and involved and, you know, 

praise what they do well…” SW2. 

A community service provider mentioned the different resources she will reach out to, depending 

on the issue: “Well I mean there are different kinds of community support for parents. I mean, there’s 

Marguerite’s Place, Single Parents Association. They have all kinds of stuff for women, like women’s 

groups and women’s empowerment, Alcoholics Anonymous, Narcotics Anonymous, New Hope 

Community Centre… They got support groups for parents. …However, when you see whole families in 

need we think of the Department of Advanced Education and Skills and CYFS…” CSS1. However, she 

provided a concrete example of how the current CYFS mandate is limited to care for children who are 
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under some kind of physical threat. This participant considered that “they have a lot in their plate 

already…”  

 As in question 3.1, some participants reiterated the limited availability of mental health and 

addiction services and programs for parents. Furthermore, the long wait lists for children with 

developmental and/or behavioral issues and the lack of specific psychiatric services for children was 

emphasized. Similar limitations were mentioned when talking about services required for children with 

complex needs. Two community agencies that were mentioned by participants as providing residential 

programs and supports for children with complex needs were Key Assets and Waypoints.  

During this section of the interview, a recurring concern was the lack of updated information 

about services available. Some participants mentioned a database of services that used to exist, but of 

course these services are constantly changing, so it was suggested that there should be a list of services 

for which there is also a centralized body responsible for continual updating.  

 

3.4 In your opinion, how effective are these support services in properly addressing the issue and its 

effects on lifelong health?  

 

 

Frequency 

Challenges: 

 

Long waitlists and difficulties in accessing services (for children):  forcing use of emergency services/ 

referral process is too slow/ difficult transitions between specialists / waitlists can cause significant delays in 

development and long-term negative effects (i.e. speech therapy, mental health) 

  

 

11 

Preventative programs should be long-term and not crisis driven: too focused on putting out fires/ too 

crisis-driven/ need better prevention programs/ children only provided services in extreme cases (when in-care)  

 

7 

Not accessing services because of stigmatization:  fears/discomfort accessing resources / barriers to accessing 

services (mental health issues, socio-economic issues)/ hard to engage people in accessing services 

(playgroups)/ people skeptical of medical services  

 

6 

Highlighting issues in the in-care system:  Frequent CYFS SWs’ turnover / children need continuity of care/ 

problems with multiple transitions 

 

6 

Lack of enough services addressing mental health and addictions (parents): long waitlists for mental 

health services and counselling  

 

5 

“One-size-fits-all” approach doesn’t work: system needs to be more flexible to address differential needs/ 

problems with depersonalized services/ need of a range of services to address complex needs/ need of specific 

(all services) clinics for mothers with addictions 

 

5 

Difficulties navigating the system: hard to avail of services/ need for more networking and coordination 

between services 

3 

Financial constraints in services: lack of resources to address children’s needs/ lack of resources to properly 

implement Individual Service Support Plan [ISSP]  

 

3 

Time constraints: front-line workers [CHN, SWs] have limited time to address issues [complex issues, 

screening] 

 

3 
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Need more collaboration between school system and front-line professionals: school system is too closed 

 

2 

The political landscape limits how services can operate 

 

1 

Effective: 

 

Daybreak: extremely effective in the work they do 

 

 

 

4 

Children benefit with effective foster care programs: some good success stories with children-in-care 2 

Mental Health and Addictions: effectiveness of dealing with this issue in primary health care team work 1 

 

When questioned about the effectiveness of these support services in properly addressing these 

issues and their effects on lifelong health, the variety of responses increased. However, most of the 

participants started their responses with expressions about the relative benefits of support services, such 

as: “I guess they’re somewhat effective…”  P1; or “the ones that exist probably are effective in their own 

right, but…” FD1. After this introduction on effectiveness, most participants highlighted the kind of 

challenge they witness in the system. For example, the latter participant continued commenting on the 

need for a better coordinated approach for children and families with complex needs. 

The most frequent remark was the long waitlists for required services. Some relevant services 

mentioned more than once were speech therapy, appointments with pediatricians, and mental health 

services for children. Participants highlighted the negative, long-term impacts that these wait times have 

on children’s development: “Speech is very long. I think the wait for… [a] pediatrician is two years 

now. Occupational Therapy is quite long as well, like probably two years-ish…[these] are the most 

critical… delay in speech-language affects so many things down the road, we know that: confidence, 

social skills, cognitive development, everything” CHN1. Some participants also suggested the 

disproportionate priority given to physical illness as compared to mental illness, which in children may 

start manifesting as psychosocial, behavioral issues: 

“…the cardiology and the oncology in this Janeway Hospital is one of the best in the world…but 

the children with psycho-socio problems, they are at the bottom of the pile, it takes over a year to 

see a psychiatrist. If I have a child, unless it’s obvious that he’s going to commit suicide or he’s 

going to burn down someone’s house, I have to wait almost two years. The average wait is a 

year but because I’m a physician, they say you can wait because you can look after [it]. So I 

have to treat depression, I have to treat anxiety” P5. 

Another contention was the tendency of the system to provide short-term programs and programs 

that are too focused “on putting out fires”: “…for example, Child, Youth and Family Services, they 

really focus on children that are really at high-risk of domestic violence or abuse or neglect or 

something of that nature. So I think they’re very – fairly – effective at those things. I think what is 

missing is just a broad support for all parents” P1. 
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Related to the limitation of short-term programs was the need to develop programs that consider 

the context of the target populations, as frequently families do not access services because they fear the 

stigmatization that is often attached to families living in vulnerable conditions. For example, a 

pediatrician emphasized that not only do perinatal programs need to go for a longer period of time, but 

also insisted that mothers with addictions issues – for the sake of the children and the mothers –  should 

have specialized, inter-professional services, like an efficient program that is in operation in Australia: 

“…the mothers …often they don’t like interfacing with health care, so [they] tried to set up a 

clinic in which they would have the social worker, they would have the developmental person 

doing the assessment of the baby, the pediatrician would be there – it would be more their space, 

and they could be comfortable and this would be done, like it would be more holistic in a more 

specialized area, [but] there’s no resource for that”P3. 

At this question, some professionals also made comments with regard to child protection services 

and the in care system, expressing their concern about the consequences that frequent CYFS SWs’ 

turnover have not only on the clients, but also on trying to coordinate work with this department: “…I 

have people on social systems who have a different social systems worker almost every month. Like the 

changeover is huge. So I’ll say to them, “Who’s your social assistant?” They don’t even have a personal 

one anymore, they call a generic number” FD3.  Even one participant who acknowledged the positive 

changes in the new CYFS department expressed how complicated the lack of consistency among social 

workers is:  

“…the parents will see one person and then there’s a changeover in three months and then 

there’s another one in three months. So there’s been a real – there’s a real turnover in these 

social workers in the Department of Social Services, or whatever the new name is. But that’s a 

problem, that lack of consistency…. These people, they’re worried that, you know, the child will 

be apprehended, will be taken; there’s already a distrust, and then I find lately there’s a big 

turnover, that’s a problem” P2. 

These concerns were further explored through the question “How have things changed since the 

creation of the new department in 2009?” presented below.  

Professionals also commented about the lack of services to address mental health issues and 

addictions in parents, which have similarly long waitlists. Furthermore, it was mentioned that clients do 

not always access services due to stigma, fears and discomfort with the system, which seem to be a 

consequence of previous experiences: “…there really isn’t a lot of – if you have a parent who’s 

undergoing psychological stress and worry, there’s not as easy access to community-based, adult 

mental health services, which is really, really too bad” MH2. 

Another notable remark was that the traditional “one-size-fit-all approach does not work” and 

that the system must be more flexible in addressing people’s differentiated situations, experiences, and 

values. The same is emphasized with regard to the problems involving depersonalized services (like 

answering machines in social assistance offices or people with significant educational barriers being 

required to fill out long application forms):  “[They have to call a number] and they have to have all … 

their information available, it’s like they’re talking into a computer. It takes a lot of sophistication to do 

those things, which belies the resource because many of these people aren’t sophisticated enough to 
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navigate that.” FD3. It is apparent in these expressions that the system is becoming more 

depersonalized, particularly within the last few years: 

“Advanced Education and Skills, you ever try to maneuver that system? It is incredibly bad to try 

to maneuver. It used to be better, they made it – they made it worse than it used to be! Because it 

used to be at least the people each had their own social worker. So [the] social worker who 

could get to know them, now you would call up – they look up your file, you talk to somebody 

different every time, you’re usually on hold [at the phone] almost indefinitely” MH1. 

Throughout the interviews, participants often expressed how cumbersome it is for these already 

challenged families to navigate the system. Addressing this requires more advocacy efforts for finding 

solutions for better networking and coordination among services: “If you look at … the families that 

need the help the most don’t have the skills, the ability, time - because they’re trying to keep a roof over 

their head - to do the lobbying, to do the advocacy for themselves. So [it’s relevant] having people that 

care about them [to] do the advocacy” MH1. This need for more interdisciplinary collaborations was 

especially emphasized in the case of the school system, which is considered too isolated, making 

educators unable to share their knowledge of the children: 

“I think we do referrals, but a busy pediatrician will see that family in their office for – I don’t 

know how much time – and the pediatrician can only go on what they observe in that child in 

that one visit or a couple of visits and then what the parents tell them. We don’t have enough 

opportunities to put what we know together. And the school system knows a lot; they have these 

children five days a week and a lot of these teachers and guidance counsellors have been there 

for years. So they’ve got a comparative base; they know when they’re seeing something that it’s 

outside the norm” ED1. 

Other issues mentioned were financial constraints, inadequate funding, and limited human 

resources available to services. Participants often argued that they or other frontline professionals have 

limited time (due to heavy caseloads) to properly address the complex issues at stake: “I think that 

Public Health Nurses do support them for sure, but they have a lot to do in their small time-frame. …it’s 

not because people don’t care or aren’t good at their job, I think it’s just that they are stretched too 

thin” P1. This was also mentioned when participants spoke about limitations in the supports provided 

for children in care.  

One remark accurately explains the challenges that certain service providers face, in regard to the 

extent that the political landscape limits how services operate:  

“I don’t think any of the services – us included – are as effective as they could be if given the 

political landscape that we have to operate within. So I think, you know, if there was a way to 

remove – further remove the barriers between systems, and allow the service providers to make 

decisions based on the best needs of children, instead of the government policy, that we would all 

be able to be more effective. So I think there’s some people doing really good work, but I think 

that it’s in spite of the political system not because of it” CSS2. 

However, on the positive side, participants specifically praised the quality work developed by 

Daybreak, addressing the urgent need to replicate this kind of service. The main comment was that 
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multiplying this service will bring significant savings in the long term for the healthcare, justice, and 

social assistance systems:  

“…their childcare is free. So if they get accepted into their program they don’t have to worry 

about transportation or childcare and parents also avail of other programs down there. So it’s 

really lucky, I do stress the benefit of that to families if I refer them to it… It’s comprehensive... 

They’re involved in every aspect of… child development... And if there are any issues identified, 

they make direct referrals I think to appropriate health care. And I’ve seen that work, first 

hand.” CHN3 

Additionally praised were the benefits from positive foster care experiences and the relevance of 

teamwork and collaborations, like in the case of a Primary Health Care team person who expressed 

having no problems with accessing mental health and addiction resources because these resources are 

available within their work environment, which has a community-based, team work approach. 

 At this point of the interview, when participants referred to CYFS, they were questioned about 

how things have changed since the creation of the new Department of CYFS in 2009. Presented in the 

table below are the negative and positive comments with the different lines of argument considered: 

 

How have things changed since the creation of the Department of Child, Youth and Family 

Services in 2009? 

 

Frequency 

Creation of CYFS has had negative effects: CYFS is now crisis-driven/ family supports have been cut/ e 

emphasis on children’s physical safety and on extreme cases/  CYFS is now in its own silo  

 

 

8 

CYFS “better in its own department”: although seems chaotic from outside, it’s better now / brought the 

issue of child welfare to the forefront/ no longer competing for funding  

  

5 

 

While eight (8) participants expressed concerns about the negative aspects related to this new 

department (e.g. it being crisis-driven, family supports having been cut, the emphasis has shifted to 

children’s physical safety and on extreme cases, and increased working in silos), five (5) participants 

considered that CYFS is doing better in its own department (“although [it] may seem chaotic from 

outside, [there is] better coordination inside,” it brought the issue of child welfare to the forefront, foster 

care resources have significantly improved, early detection of children at risk is a priority, and child 

protection no longer has to compete for funding). Some self-explanatory comments of both positions 

appear below: 

“It was no different than what it was 40 years ago when I came, from what I can see. I mean 

that’s pretty negative. I don’t think these changes have helped, I mean I’m being negative. Well 

one of the problems is getting a hold of them. Now if it’s an emergency, it’s seen immediately” 

P5. 
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“And now what we’re hearing social workers saying is that our job is only protection, so we 

can’t provide those supports and protection is assumed an extremely narrow definition, as 

opposed to, you know protection, from my opinion, would include all things related to ensuring 

the healthy development of a child and family. And that’s not how child protection is defined” 

CSS2. 

“We certainly feel that there [have] been many positive things. I think just the fact that we have 

our own Department and I think we’re probably the only province in Canada – province or 

territory in Canada – that has its own Department of Child, Youth, and Family Services. So 

we’re not competing with MRI machines for funding. We are our own Department. And I think 

that’s really allowed us to have a renewed focus on the child protection piece” SW2. 

“For the foster care program, the new Department has been amazing, in terms of the department 

took on looking at foster care, developing a new continuum of care strategy which is all about 

trying… [that] children can be appropriately matched with the home that best fits their needs. 

The new levels – everything that’s been done in relation to foster care since the new 

department… has been positive” CSS3. 

 

4. To explore additional actions, strategies, and tools these workers consider relevant to support 

positive environments for children to lead healthy lives 

4.1. What other interventions and programs do you see as necessary in fostering positive 

environments that promote healthy child development? 

 

Frequency 

Universal childcare/ need for  more comprehensive programs like Daybreak:  addresses 

isolation, teaches parenting skills, stimulates children, promotes early childhood education  

 

10 

Community programs and services offering family supports and resources: engage parents in 

spending time with their children/ recreational activities for children and families/ innovative ways to 

stimulate children/ community support groups/  Nobody’s Perfect program/ volunteers as surrogate 

grandparents 

 

9 

Need to address social determinants of health: need to address poverty/  need to address food 

security/ need to provide better housing/ address housing issues/  need to address mental health issues  

 

7 

Parenting resources: preparing high school students for parenting/ providing education for parenting 

skills/ parenting coaches/ need to be educated about early childhood development in prenatal period / 

finding ways to tackle intergenerational cycle of bad parenting 

 

6 

Educational opportunities for parents: address literacy skills/ reading kits not effective enough if 

there are family literacy issues  

 

5 

Need integrated /coordinated services for easier referral process: between early care and schools/ 

between different services/ referral system needs to be improved  

 

4 

Early intervention and prevention to reduce apprehension of children: more consistent provision 

of care/ more focus on improving family environment and vulnerabilities (educational, relational) 

4 
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through supports  

 

Need more foster homes  

 

2 

Need of timely supports at school system  

 

2 

Maintaining cultural connections and supports for refugee patients: vital for children’s well-

being 

 

1 

 

With regard to other interventions and programs participants consider necessary to promote 

healthy child development, almost half of the participants mentioned quality childcare, with at least 

seven participants mentioning again “the need for more Daybreaks,” as their particular model provides 

wide-ranging services to children and their families: 

“…one of the important things, especially with single-parent families and young families, is 

avoiding isolation, social isolation. So pre-school, daycares, drop in centres, nursery schools, 

Daybreak are necessary… Daybreak has a wonderful set up, but it’s limited to 30-40 families. 

…they’re very supportive; they allow mothers and children to come in for an hour every day or 

once a week if they want” P4. 

  One of the participants spoke at length about “children’s developmental delays due to poor 

stimulation at home,” where children are lacking interaction, thus their language and social skills are 

significantly affected:  

“…Whereas, if there were in a daycare setting or playgroup type of setting at least they’re 

hearing other conversations taking place… And even… social maturity, lots of times these little 

kids don’t really know the proper way to act in a social situation because they’ve never had to 

take turns, they’ve never had to, you know, sit and wait, or even to share with another child. So 

we do see how that definitely impacts their development” CHN1. 

Although research and international reports highlights the value of universal childcare [2] and 

most participants emphasized the need for universal or better subsidized childcare/daycare, a participant 

suggested the alternative of training parents to stimulate their children, emphasizing the need for this 

kind of services only for “disadvantaged families”: “…these families should have an option to put their 

children in daycares. Because a daycare’s not an ideal place, but it’s much better than [a child] staying 

home, watching television, with a disinterested or tired or mentally disturbed parent.” P5 

Participants also emphasized the need for more grassroots programs and services that offer 

family supports and resources, such as programs that engage parents in spending time with their 

children, recreational activities for children and families, innovative ways to stimulate children, and 

support programs. A couple participants recommended parenting programs such as “Nobody’s Perfect,” 

which confirms a common concern among many of these professionals about the need to approach 

parents in a non-judgmental way. Another initiative highlighted was the need to promote a volunteer 

program that provides children with “surrogate grandparents,” as often these families are lacking social 

networks to link with. 
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A fair number of participants referred to the need to address social determinants of health. 

Mentioned on more than one occasion was the fact that not having adequate resources or supports while 

trying to raise a family creates emotional stress for already vulnerable parents. A mental health worker 

emphasized the need to adopt a non-blaming culture with regards to parents. Highlighting that these 

parents may have had their own adverse experiences in childhood, this professional suggested fostering 

an open dialogue to discuss where the problems emerge: “… those parents get blamed enough for 

everything anyway… and they’re doing the best they can with what they have…” 

“I think it’s important that we recognize as a society that everybody needs these basic things in 

their lives. And that no matter what your vulnerabilities are or your economic situation, your 

mental health situation or whatever, that everybody deserves and needs this basic level of good 

housing, good food and nutrition, good education, those kinds of things. Those are basic to 

everybody, so the social determinants” FD2. 

Different suggestions for improving parenting skills were mentioned. Providing education for 

parents who are lacking these skills was a common strategy among participants who had a more 

individualistic perspective around these issues. Those more concerned with societal issues and values 

tended to express a more social, universal approach, such as preparing high school students for 

parenting, raising awareness about the relevance of childhood development, or the need to be educated 

in this during prenatal sessions. It was also emphasized that sometimes poor parenting is related to low 

literacy levels in parents and how it is important to facilitate educational opportunities to parents who 

want to enhance their literacy skills. 

Other responses implied the need for more integrated and better-coordinated services to facilitate 

referral processes between different kinds of services. However, many service providers had the same 

assertion: there are long waitlists for many vital services for children, such as speech therapy, 

emphasizing that parents in vulnerable situations cannot afford to pay private therapists: 

“… [there is] a 18 month waitlist to actually have the service received… a lot of these 

families… are on income support… So if they have to go through the Janeway route, it takes 18 

months or more for these children to be assessed. That’s a huge delay… in their development. 

They’re almost school-age before they’re even seen. A very precious time [is lost]” CHN2. 

Participants also recommended early and preventive interventions to reduce the apprehension of 

children by child protection, the need for more foster homes, and for timely supports within the school 

system. An important contribution came with regard to maintaining cultural connections and supports 

for refugee populations to help in their integration process and guarantee their children’s well-being. 

 

4.2. What kinds of strategies need to be taken for implementing these early childhood prevention 

measures? 

 

 

Frequency 

Public awareness around healthy child development: relevance of prevention through media, and 

forums/ public campaigns around promoting family quality time/ increase social responsibility   

 

8 

Focused, federal and provincial actions, strategies and financial resources:  consisting funding, 6 
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human resources, political will to improve children’s well-being  

 

More collaboration between departments and between service providers: need to get rid of silo 

mentality/ multidisciplinary partnerships and collaboration/ take a holistic approach/ SW in CYFS 

needs to be aware of available resources   

 

5 

Adopt effective, preventive, long-term strategies: need to stop focusing on “putting out fires”/ need 

of a systemic,  bottom-up approach/ focus on preventive approaches and strategies/ need of health 

promotion approach and reaching people in a non-judgmental way 

 

5 

Deal with underlying issues and social determinants of health: need to address social determinants 

of life/ need to address mental health issues/  need to address growing housing problems  

 

4 

Address barriers in accessing services and long wait list 

 

4 

Address parental needs and family services: family well-being/respite care/ parenting coach  

 

3 

Flexible, responsive solutions (not “one-size-fits-all”): to care for children’s complex needs  

 

2 

Learn from positive experiences in other countries  

 

1 

Need to teach children about their rights  

 

1 

 

When questioned about the kinds of actions and strategies to be taken in implementing these 

prevention measures, the highest number of responses fell under the category of “the need for public 

awareness around healthy child development” to enhance the sense of social responsibility. A participant 

thought in terms of who should take the initiative: “I think a public awareness campaign; I was thinking 

maybe it could come through the Office of the Child Youth Advocate…” CHN4. Also, participants 

suggested a variety of ways to do the dissemination piece, such as media, forums, public campaigns, 

and, as one service provider recommended, making an effort to cover a wide spectrum of preventive 

interventions:  

“I do think a huge campaign on public awareness, I really think, right. And maybe innovative 

ways, like using Facebook, using … Twitter … using the media, using the young, hip people to 

get to the young population that are having children and that are vulnerable. Making it hip to be 

a good parent, you know” SW1. 

“In terms of prevention measures, I think they have to go all the way from media to having 

available services for people, you know, when they need them I suppose. So it needs to be in the 

gamut between the more direct intervention, like the folks who would call and go to our groups 

might be on one end of the spectrum, but also ways to engage parents in the public forum as 

well, in terms of the media or the many media that are out there” MH2. 

The second highest number of responses referred to more structural issues in terms of more 

favorable policies, actions, strategies, and financial resources, as society as a whole should prioritize and 

take responsibility for children’s well-being: “I think there should be a concerted focused strategy on 

making sure that every child in the province, between the ages of birth to five, gets what they need to 
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become healthy. That’s a big thing…” CSS2. However, within the interviews, we sometimes witnessed 

how families are blamed for their problems: “…I don’t think it would be that big a leap to ensure that to 

the extent possible – it’s not possible to catch every one – but we have a better range of services that we 

can provide to families who are determined to be at-risk in those early years” CSS2. Other participants 

were more humble, admitting not knowing the answers to these complex issues:  

 “You have to decide as a society and government – not just the government, but the society has 

to decide that all children have to have these basics. And what as a society are you going to 

give up in order to make sure all children in your society have this. So how do you distribute 

that? I don’t know that answer, but maybe it’s those questions have to be asked” FD2. 

Other participants asserted the need for more collaboration and concerted efforts between 

departments and between service providers, underscoring the necessity to get rid of the silo mentality 

and the relevance of generating multidisciplinary partnerships and collaborations. Mentioned on a 

number of occasions was the need to adopt effective, long-term strategies and systemic, preventive, 

bottom-up approaches. 

Other recommendations involved the need to tackle underlying issues, referring to either social 

determinants of health in general or specific ones, such as stress and mental health, housing, education, 

etc.:  

 “I think tackling bigger issues like poverty, access to mental health services, the kind of 

supports that families need, I mean when you look at our province and how it’s changing, when 

we look and see okay many of the babies that are coming into care today are coming in because 

they have addicted moms or dads or both. So tackling some of the bigger social issues and 

addressing and good political will – all those bigger pieces, you know, need to be done as well” 

CSS3. 

More specific strategies already mentioned in previous responses were the need to address 

barriers in accessing services and the need to address waitlists. We also heard about the need to provide 

parental supports and focus on offering services to guarantee family well-being; the need for flexible, 

responsive, client-centred solutions in opposition to the one-size-fits all approach; the need to learn from 

what is done in other countries; and the importance of teaching children what their rights are. 

 

4.3 What policies should be strengthened to support healthy environments for children and their 

families? 

 

Frequency 

Policies focused around prevention, not crisis driven: better policies around children in care to 

avoid numerous transitions/ less focused on apprehending babies/ policies shouldn’t be reaction based/ 

policies to guarantee that children are timely provided with supports they need  

 

 

7 

Policies that address SDOH: food security, housing, education/ policies that address socio-economic 

issues/ policies that address required resources for vulnerable families/ better outreach policies to 

engage vulnerable families 

 

6 

Policies for universal daycare/childcare focused on early childhood development: promoting 6 
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awareness of its relevance 

 

Policies that address barriers in accessibility of services: more services in the community and not in 

hospitals  

 

4 

Policies to encourage networking: coordination of services and departments 

 

1 

Front line workers should have a voice 

 

1 

Policies to ensure parents do not spend food subsidies on alcohol/drugs 

 

1 

 

In regard to policies that should be strengthened to support healthy environments for children 

and their families, responses were closely related to the previous question in terms of the kind of 

strategies that should be taken to guarantee early childhood prevention measures.  As a fact, the main 

emphasis in this question was about how policies should focus on prevention rather than being crisis-

driven, and how being proactive rather than reactive guarantees that children and their families are 

provided with the support they need within an appropriate timeline. To move this kind of agenda 

forward, a couple of participants insisted that there should be better leadership within the government, as 

political will is necessary to enhance existing policies. Furthermore, “…these policies should guarantee 

the human and material resources for its good implementation” CSS1. This rational decision-making 

approach and the focus on prevention and family supports were considered to be cost-saving for the 

government in the long run:  

“So I guess a political will to put sufficient monies and support in at that early age, to stick with 

it, to not have it change because the government changes. To say that, ‘We know that early 

intervention is the most powerful intervention and regardless of who’s in power, this is not going 

to change, we’re going to stand by this early intervention.’ In a perfect world that’s what I would 

like to see” ED1. 

One important consideration in this respect was the concern that some professionals had about 

the apprehension of children by CYFS. They remarked how taking children away from parents and the 

deprivation of a significant attachment in a child’s life may be as damaging as the family crisis itself.  

The need for policies that address SDOH were mentioned again, including the need for the 

government to provide incentives for people to transition away from income supports. Some of these 

service providers expressed evidence that counters the stereotype of people on social assistance being 

unwilling to work: 

 “You know I’ve had mothers, you know, they’ve been children of a low socio-economic family 

and they want it better themselves. They don’t want – I’ve had mothers say to me, “I’m not 

having my child grow up on welfare.” They’ve gone back to school; they’ve really fought hard to 

make a better life for them and their family. [Do they get enough support?] Not from their own 

families. They get government grants and funding that way through EI or – it’s hard to do it on 

their own, a lot of these moms are single moms” CHN2. 
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Other policy needs mentioned were about universal daycare/childcare, based on the awareness to 

promote positive early development. It was argued that families and communities should be involved in 

the decision-making process: 

“I think greater access for families to early childhood education, whether that be through 

daycares, through – you know, making it easier for people to access those kinds of services. 

Quality childcare, if families are working or need support… And again, just an ability to be able 

to access services supports when you need them, as opposed to being crisis-driven” CSS3. 

The need for policies to eliminate barriers in the accessibility of services were complemented by 

the suggestion to make services more available in the community and not in hospitals, as hospital 

environments usually inhibit people’s access.  

Isolated categories included the need to encourage networking between services and 

departments, as well as giving voice to the front line workers’ experiences. The claim was that if front-

line workers do not have a voice, this discourages their active participation in finding solutions. An 

isolated comment from a service provider was that policies “should ensure that parents don’t spend 

subsidies on alcohol or drugs...” Although this is an occurrence that may unfortunately happen in very 

few cases, as another participant remarked, this is usually the kind of judgmental attitude that does more 

harm than good in providing services for these populations. 

 

5. To study the kind of interdisciplinary networks in place to facilitate a quality start in life and 

ways to foster networking and partnership opportunities 

 

5.1 In your practice do you network with other service providers? 

 

 

Frequency 

Network with other professionals in health or social sector:  work in interdisciplinary teams/ 

connecting/ networking with different community organizations/  working with families and with 

communities  

 

 

17 

Institutional challenges: lack of communication and trust between professionals/ issues of privacy and 

confidentiality/ silo mentality/ CYFS’s authority feels threatened/ institutional barriers professional has 

little said at institutional level/ hard to contact people in Eastern Health/ SWs feeling at the bottom of 

medical hierarchy/ hard to network with inexperience social workers  

 

6 

Limited networking because lack of human resources and time constraints:  busy schedules as 

main barriers to effective team work 

 

3 

Personal face-to-face relationships help with networking: Rural areas have more networking 

opportunities because professionals are under the same roof 

 

3 

Networking with the school system is important but not easy: interdisciplinary meetings were cut/ 

no social workers in the schools  

 

3 

Need for a Community Services Council directory:  for updated list of programs and services  

 

1 
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Most participants responded affirmatively to the question about whether they network with other 

service providers within their practice, expressing the different ways they connect with other 

professionals in the health and social sectors: “I’m always in touch with various allied-health 

professionals. It could be specialist colleagues; it could be allied-health professionals like dieticians, 

speech language pathologist, occupational therapist, [or] physiotherapist” FD1. 

“I certainly have social workers for a lot of the people that I see. And even with the 

interfacing with the other doctors that are involved with some of these complex adults, 

interfacing with the caregivers or the parents or both, depending on what’s there. Interfacing 

with some homecare agencies, because of the input that they do to some of my clients” MH1 

While health care providers spoke mainly about the relevance of a multidisciplinary team 

approach and their need to connect with other professionals, community service providers provided 

specific examples of both community and government agencies that they connect with regularly: 

“We work with the Department of Education, we work with other community partners like 

Thrive and Shalom and all of those other community partners... Shalom is a program like 

ours, same as ours it’s just that they only have one program with four beds… Janeway, 

Adolescent Health, parenting groups they offer. Daybreak, Choices for Youth, yeah. 

Whatever we need to do…” CSS4 

However, the question also elicited a good number of statements regarding challenges within the 

institutional environments, such as lack of communication and trust between professionals, issues of 

privacy and confidentiality, issues of power relations, and even fears around liabilities and work place 

retaliations: “Well I think there’s always the risk of breaching confidentiality when you work in a team, 

right. So being able to make sure that patients give permission to talk to the other[s]…” FD3.  The silo 

mentality was one of the main hindrances mentioned around fostering interdisciplinary work: 

“Part of the difficulty with some of our situation is that …Health, Education, and Justice 

have [trouble] working together. You know, everybody’s got their pot of money, and the 

shifting of responsibility so that nobody is – nobody is responsible, if it’s out of our health, 

court and it’s in prison, well it’s not our money being spent anymore.”  MH1 

Other institutional challenges mentioned were around particular aspects in some work 

environments, where the sense of authority prevails and front-line workers have little say in political 

decisions. Similarly, a culture of fear makes it difficult to network with inexperienced social workers.  

It was also noted that networking opportunities are limited because of the lack of human 

resources and time constraints: “I really think it's hard to spend the time in connection with other people 

because you're too busy doing your own thing. So anything that encourages those connections is good” 

MH2. The suggestion that institutions should generate procedures to incorporate networking practices 

was mentioned. Throughout the interviews, different service providers indicated the difficulties of 

networking with the school system. One service provider stated that meetings with the school system 

were a regular practice for a while, but they were cut without explanations, which again shows the need 
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for institutional initiatives to encourage connections and networking. A couple of participants also 

mentioned that the  lack of social workers in the school hinders networking opportunities. 

Professionals with work experience in rural areas stressed that networking in these communities 

was easier because services are usually hosted under the same roof, allowing for personal, face-to-face 

relationships - something that is considered a facilitating factor for networking. We were told again that 

a Community Services Directory, providing a list of programs and services, would be of great help in 

this task:  

“Community Services Directory gave a list of all of the programs and services and under… the 

type of program so that if someone wanted a food bank, they would have a list of all the food 

banks and the phone numbers and the addresses. Or children programs, or medical services, you 

know. But I haven’t seen one in them out in years, I don’t know if that’s been funded or maybe 

it’s not, maybe people don’t want it anymore, but I always wanted it” SW1. 

 

5.2 What other networking and partnerships would you like to see implemented 

 

Frequency 

More networking between professionals: need for payment to cover interdisciplinary meetings 

and networking/ more collaboration between services and programs/ re-implement Advisory 

Committee to educate and network between professionals/ implement share-care psychiatry mental 

programs / need to reduce territorialism and silo mentality/ enhance existing partnerships  

 

 

8 

Need more collaboration at the governmental level: more coordination between provincial 

government departments  

 

5 

Need to network with families: people in the community need to be involved/ work from the 

ground-up  

 

3 

Need for concrete actions to increase public awareness: to facilitate political will/ research 

should lead to action and advocacy among professionals  

 

3 

Need more partnerships within the school system: with both health and social sector  

 

3 

Relevance of a positive coordination with CYFS: more partnerships with CYFS  

 

3 

Need clinics that provide interdisciplinary services: primary health care centres  

 

2 

 

When questioned about what other networking and partnerships participants would like to see 

implemented, most participants insisted on more networking opportunities between professionals, also 

emphasizing strategies and actions to facilitate this networking. For example, professionals working in 

the fee-for-service mode raised issues of how this time investment could be reimbursed.  

“…our fee structure is [a deterrent], we’re not paid for that. We’re paid for every patient we see, 

we’re not paid to go to meetings, we’re not paid to go lobby government, [and] we’re not paid to 

be advocates. Now many people will say, “well you do that on your own time” and most of us do, 
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we do that on our own time so it’s either volunteer work or it’s part of research. But you know, 

when you’re busy and you have many competing requirements, it is sort of the first thing that 

gets dropped” P1. 

Some relevant suggestions were also expressed with regard to ways to generate more 

collaborations and networking: “reduce the territorialism, you know. Turf… people not wanting to share 

knowledge or information… finding ways to get people together on a regular basis so that they can 

network in a kind of an atmosphere that promotes collegiality rather than distract from it” SW1. 

A significant remark expressed by five respondents is that collaborations and better coordination 

between departments should start at the government level, between provincial governmental 

departments: 

“… as I’ve already said. Just better coordination and collaboration between them... I mean we 

work in collaboration with all the government departments that impact our service and with the 

Eastern Health, etc. But the fragmentation that exists within the system is the issue I think in 

terms of interfacing with them, and you’re often talking to one group and you have to talk to 

another group…” CSS2. 

 Some health care and service providers also discussed how networking activities should engage 

families and citizens in communities and work with bottom-up approaches: “I wanted to bring in 

community people to come and sit on advisory [committees], you know. Bring in mothers, bring in 

people from the addiction program, you know… let them present their problem...” P3.  

By the same token, another participant remarked about the need for concrete actions to increase 

public awareness, as well as the need for more partnerships with the school system and with CYFS. 

Another relevant recommendation from participants was for the school system to be more institutionally 

open to collaborations: “…I’d like to see physicians working in the school with the parents and with the 

teachers. Some of the schools probably need a social worker. I mean, the child that’s absent from school 

all the time, why? ... Someone needs to go and [check it out]” P5. A community service provider, after 

highlighting that there are exceptions where some school staff and teachers are more open, insisted on 

the relevance of partnerships for the kind of work they do: 

“I’d like to see a better partnership with Education... We have a partnership and it is growing, 

but I’d like to still see a little bit more growth there... More of a focus on a particular child, you 

know, together; what’s in the best interest of the child. So the partnership that [education and 

CYFS] both departments have a responsibility for these vulnerable youths… may be education, 

may be safety... Hopefully, we might see that now that Child, Youth and Family Services have 

finally become their own department” CSS4. 

 Discussing the benefits of this approach, a community health nurse expressed how her relation 

with CYFS has improved over the last couple of years: 

“We had, in the past, a lot of difficulties networking with Child Youth Family Services. You 

know, within that circle of care sometimes they didn’t see us – nurses – as necessary to give us 

information on the family… not to breach any confidentialities or anything like that, but we 
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would have to know information in order to help our families, right. So thank goodness that’s 

kind of moved away” CHN2. 

 Highlighting the dynamic quality of these relationships and the influence of the contextual 

circumstances, a participant emphasized how personal attitudes and leadership are important: 

“Again if you work in a silo, you’re going to stay in a silo. If you work in partnerships and you 

engage in your community you know what resources are in your community. And if you’ve 

actively educated yourself around what […] such-and-such place has got something free, or 

such-and-such place is offering this, it instantly becomes a message to the entire agency. So 

again it’s finding out what others are doing and sharing that” ED2. 

One appeal mentioned sporadically during the interviews, particularly in response to this 

question, was to consider offering interdisciplinary health and social services as part of primary health 

care, which hosts all services in one place (one-stop-shopping): 

“Well I think primary health care is the way to go. So that everybody works in interdisciplinary 

teams and they’re actually very easy to access; so it’s part of our everyday life that everybody 

works in interdisciplinary teams and they all work in the same area. And so there are all these 

fingers that reach out to the community” FD2. 

 

5.3 How can networking and partnership strategies help in addressing this issue? 

 

 

Frequency 

Necessary to address complex, multifaceted issues:  helps address underlying SDOH/ having 

different expertise helps identify gaps and required resources  

 

 

6 

Allows professionals to know and support each other: avoids duplication/ helps inform 

professionals/ provides educational opportunities/ builds support systems for professionals/ ensures 

they aren’t working in isolation/ builds confidence and new ideas  

 

6 

Can help raise awareness and advocacy: keeps issues on the forefront/ help advocate for a cause  

 

3 

Makes resources more available and accessible: primary health teams  

 

2 

Allows partnering with the community: participatory action with people involved 

 

1 

 

Responses to how this networking would help in addressing the issue around adverse 

experiences were easy to cluster in the following categories: networking is necessary to address 

complex, multifaceted issues and underlying SDOH; it allows professionals to know what each other are 

doing and learn from others experiences; it helps to raise awareness about the issue and advocate for this 

cause; it makes resources more available and accessible; and it allows for partnering relations with the 

persons involved. Some expressions of these categories follow below: 

“Well I think that’s pretty obvious that one group can’t solve this problem because it’s so 

multifactorial. You know it takes expertise and knowledge and support from many, many 
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different disciplines to solve some of these problems. It’s not a one-size-fits-all model, it’s 

definitely something that many partners work in and that’s why, say, I work with many different 

disciplines every single day” P1. 

“Well we can strengthen and support one another. Just strengthen – like this even in talking with 

you today gives me more confidence in keep going. Because working alone, sometimes the 

problems are overwhelming for me, as the direct-line professional. But we need to support each 

other and give ideas, strengthen ideas, share ideas” CHN4. 

“Right, well what I said was we should avoid duplication. So if we are networking, we know 

what I am doing and what the next person is doing and then we can – we avoid duplication, but 

it should enrich the service to the child. We also learn from each other; if I send letters to the 

family doctor saying whatever, so they hopefully learn from the letters and I learn from the other 

people who were involved” P2. 

 Through different expressions, participants reiterated the complexity of the issues involved and 

how networking and partnerships provide opportunities to raise awareness around issues and barriers 

within the community: “…I guess you’re just constantly advocating for families and getting the message 

out that there are problems that need to be addressed... Some people may not even realize that there are 

certain issues in the community and barriers” CHN3. 

 A service provider remarked how important public awareness is, as without it there will be no 

political will: “…I mean because the government only does stuff when the constituents demand it, really. 

So if there’s not an outcry from the public to invest more money… in this area, then there’s a good 

chance that it’s not going to make it to the top ten list of priorities” CSS2.   

 

5.4 How can we implement an ongoing dialogue on these issues and what kind of suggestions 

would you provide for this initiative? 

 

 

Frequency 

Need regular meetings and forums to connect people: information sessions/ professional 

development day and interdisciplinary meetings to foster an open dialogue  

 

 

6 

Need of a networking structure: a large networking coalition/ interdisciplinary teams/ more 

networking between professionals/ need to counteract fragmentation of care   

 

6 

Need of champions, leadership and funding: dialogue needs to start at the governmental level  

 

3 

Need for community consultations: problems need to be identified at the grassroots level  

 

3 

Need of a primary health care strategy in the province: like the ‘Patients’ Medical Home’  

 

1 

Need of real changes: action and not just talk  

 

1 

Need to set clear, doable goals:  leading into long-term actions  

 

1 
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Need to raise awareness and advertising campaigns: around children’s health and well-being  

 

1 

 

For the last question, regarding how we can implement an ongoing dialogue on these issues and 

suggestions for this initiative, some responses included the need for regular meetings and forums to 

connect with people: “If we could include… you know, even social workers, teachers, [and] doctors and 

have a forum where everyone is kind of on the same space to talk about these issues and see what we 

could come up with. I mean that, that would at least open the dialogue” CHN1. Personal contact was 

considered an advantage and more beneficial than institutionalized networking structures, which were 

also suggested by some participants: 

 “But it’s through formal and informal get-togethers that people get to meet people from 

different disciplines, and then feel it’s easier to call [CYFS] or invite them in to a meeting. You 

can mandate it, but when things are mandated, people really get their backs up initially. At one 

time I would have thought that mandating would have worked, but it doesn’t. It doesn’t seem to 

work” SW1. 

When talking of a network structure, a couple of participants referenced the Poverty Reduction 

Strategy as an example of bringing different partners together, and also as a way of looking at issues 

through various lenses to counteract the fragmentation of care and the existing silo mentality: 

“Like the Poverty Reduction Strategy that the government initiated… they had a strategy and 

they went to all the partners, they brought the partners together. They worked on different steps 

in the strategy and then each… strategy was sort of seen through various lenses. Like say for 

example, breastfeeding: how can that be fit into the Poverty Reduction Strategy? So they have 

sort of this global problem and they brought in people who were knowledgeable in the grass 

roots...” P1. 

 Also mentioned were issues concerning the need for champions, leadership, and funding: 

“…you need champions in each area and you need some funding for an umbrella group to sort of say, 

‘this is a priority of our government’” P1. The need for community consultations was also stated, as it 

was argued that issues should be identified and supported at the grassroots level: “Having people in the 

grassroots to see what are the issues, but also having policy makers or people like yourself, who sort of 

look at it a little more broadly and say, ‘well these are some common themes’” P1. However, the limited 

uptake of this kind of approach was also suggested: 

“…we’ve had two community meeting – community information sessions we call them. And not a 

huge uptake, unfortunately, people still see the barriers and people still see the stigmatisms, but 

it is getting better. And from that we really have had a lot of concerned community members 

come and agree to be part of a focus group” CHN2. 

An isolated recommendation included the need for a comprehensive primary health care strategy 

in the province, where this idea of hosting interdisciplinary services in one place fits with the all-

inclusive model of primary care mentioned by some participants throughout the interviews. A couple of 

health care workers lamented the lack of a primary health care strategy in the province, one of them 
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suggesting a model promoted by the College of Family Physicians called “The Patients’ Medical 

Home.” This physician described a personal working experience at one of these “multi-service centers” 

in another province, where health care services (including lab and dental services), legal services, and 

various kinds of social services were offered within the same building.  

“…it’s your primary health care workers who are the first contact for many of these issues…. 

But the ‘Patients’ Medical Home’ is basically designed that physicians would work in concert 

with others in an inter-professional way. And that patients would go there and get all their needs 

met, whether it’s there from whoever the constituents of that practice are or by extension 

somebody finding other resources for them elsewhere. …You walked in the door, if you needed 

legal help there were those resources there, if you needed social assistance, there were those 

resources there. It became a one-stop shopping” FD3. 

Other relevant comments emphasized the need for substantial changes around the bureaucratic 

mindset and the need to go beyond just talking into taking real action, claiming that it can be 

discouraging when “you don’t see any real changes over time [despite all the talking]” MH3. Somehow 

related to this was the need to set clear, doable goals that would lead into long-term actions. Finally, one 

comment suggested the need for advertising campaigns around children’s health and well-being to raise 

awareness around this issue. 

  



Framing Preventive Measures for Children’s Adverse Experiences 81 

 
 

FINAL CONSIDERATIONS:  

SUMMARY OF THEMES TO ORIENT ACTION 

While adverse experiences in early childhood may have a diverse range of contributing factors 

that are not likely to be radically eliminated, care services for victims and families need to be in place 

and governments and community agencies should be committed to address these issues as a human 

rights concern [64]. However, there is often a gap between this official commitment and the 

effectiveness of some of these practices.  

Consequently, the main goal of this research was to study strategies and effective practices to 

prevent and/or overcome adverse experiences in early childhood. Front line health care workers and 

service providers working with children in the metro area of St. John’s,  NL shared their perspectives 

and knowledge on adverse experiences in early childhood to find ways to institute more effective 

preventive measures. Although in the Executive Summary we present the research outcomes and 

recommendations in the order of the research objectives, in this section, we analyze and discuss the 

recurring themes to orient action, extracted from the participants’ interviews. Framed by an ecological 

approach and a social justice lens, these themes are clustered in the different levels of influences 

surrounding a child’s life: 1) micro-system: child and the parental background; 2) meso-system: family 

social networks and available quality services and resources; 3) exo-system: broader community 

networks with awareness about these issues; and 4) macro-system: the social, economic, political, and 

cultural environment defining policies and actions (social determinants of health). This is a more 

accurate representation of the complexity involved to enhance supportive environments and orient action 

for children and their families: 
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1. Parents’ early background (micro-system):  

As observed in the document analysis and mentioned in the interviews, the focus of protective 

interventions are typically restricted to the children, often neglecting the child’s parental background. 

Based on the prevailing notion in Canada that parents are the sole adults responsible for caring for their 

children, protective interventions are likely to happen only when there are clear indications of some kind 

of child maltreatment [64-66]. Parents’ own adverse early experiences (family trauma, school 

difficulties, limited education, limited work experience, limited social support networks), all related to 

the social determinants of health, do not usually receive the early attention they deserve [67], despite 

research evident showing the high economic cost of early vulnerability [26]. Based in research evidence, 

Kershaw et al. assert that an investment of 1.4% of GDP in smart family policy would reduce child 

vulnerability from 29% to 10%. This policy should “support parents in three ways: i) time for fathers 

and mothers to care personally for their children; ii) resources to lift working-poor families and those on 

welfare above the low-income cut-off, and iii) community services, coordinated by local planning tables, 

which provide caregivers with monthly (para)professional expertise to monitor their children’s 

development and access to early learning and care services for all families that want or need them as the 

parental leave period ends” (p.S12). As children are not independent but rely on the adults in their lives, 

the family’s immediate context usually determines the kinds of resources these parents have had 

available in their past to develop the executive skills (sense of control) and self-regulated emotional 

development to help their children do the same (to develop their own adaptive capacities). Thus, 

parents’ stress buffering capacities are just as important as material resources in a child’s life [68]. 

Parenting education and skills: While all front-line professionals suggested early supportive 

intervention with parents, there is a need to reflect on the kind of intervention that would be most 

effective. While some participants emphasized individual responsibility around parenting skills, others 

were more insistent on the need to approach parents with a non-judgmental, supportive attitude. This 

more thoughtful approach coincides with Shonkoff’s [68] claim. This author affirms that “conventional 

parenting education and family support programs to provide information and advice [to parents] have 

limited impact.” Emphasizing his neuroscience background, Shonkoff asserts that the best approach is 

parental intervention based on actions to “enhance the mental health, executive function skills, and self-

regulation capacities of vulnerable mothers [parents] beginning as early as pregnancy” (p.983).  

Strengths based approach: Our research also shows that the focus on individuals’ vulnerabilities 

should be changed to a concentrate on their strengths and on ways to positively influence their socio-

environmental circumstances. Some participants highlighted how detrimental patronizing, judgmental 

attitudes, and behaviors are for generating relationships of trust and cooperation. A few service 

providers reiterated that many of these parents have been conditioned to live in negative circumstances 

because they have not had other options available to them. These participants emphasized that some 

service providers unconsciously adopt poor-bashing attitudes, defined as discrimination or patronizing 

attitudes against those who are less financially able or are receiving welfare [69]. 

Community consultations: Having regular consultations with vulnerable groups and vulnerable 

members is necessary to understand the experiences and needs of the people that we attempt to support. 

This collaboration based on dialogue would help reduce isolation that people in these communities may 
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face. Identifying problems and making referrals for services does not address the underlying problems; 

this is where grassroots consultations with people who are dealing with these issues can help [58]. 

 

2. Connections with professional practices and services (meso-system): 

Related to the meso-system, participants highlighted mainly: a) the relevance of early education, 

quality child care, and a supportive school system; b) the professionals’ role and the ways services are 

and should be provided; c) the need for networking, partnerships and interdisciplinary collaborations. 

a) Relevance of early education, quality child care, and a supportive school system: 

Practically all participants recognized the relevance of quality child care, not only for the 

benefits they provide per se, but also as a compensatory preventive measure for the lack of stimulation 

some children may have at home. Consequently, it was considered to be both a preventive measure and 

a pro-active approach to adverse experiences, especially in the form of poor stimulation in early life. 

Thus, without the benefit of early childcare, a good number of children start school without the 

necessary maturity level to succeed in school performance. McCain, Mustard, & McCuaig [2] suggest 

that the lack of this early investment in Canada is responsible for the more of 3 million low literate 

adults (almost 9% of the population), compared with Scandinavian countries where early child education 

and care is widespread, impacting the high rate of adult literacy. Throughout the research, Daybreak was 

highly praised by practically all participants as the only publicly funded comprehensive service for the 

child and the family, which should be copied everywhere in the province.  

On a similar note, we frequently heard the suggestion from participants that the school system 

should be more open to interdisciplinary approaches with other service providers from the health and 

social services sectors, to identify and deal effectively with developmental and performance issues 

among children. The temporary existence of a coordinated approach for children with complex needs, 

the Individual Service Supportive Plan (ISSP), was mentioned by some participants, emphasizing its 

relevance and recommending its re-implementation. Effective coordination between the CYFS and the 

school system was considered vital to support the child and guarantee that he/she can do his/her best 

through the school system. 

 

b) The professionals’ role and the ways services are and should be provided: 

 Most participants highlighted the need for professional development actions to enhance skills 

and understanding among health care and social service providers for dealing with adverse experiences. 

It was emphasized that all professionals should be familiar and prepared to counteract early signs of 

stressful family environments and be interested in ongoing professional development training and multi-

faceted approaches, as well as in mentoring initiatives towards new workers in the field. Service 

providers working with children must also be knowledgeable on the latest research evidence around key 

concepts, such as the significance of attachment theory, and empowering approaches to counteract the 

stigma against vulnerable populations. Participants also recommended flexibility and openness for 

dealing with complex situations where protocols should only be guidelines, as well as timely investment 



Framing Preventive Measures for Children’s Adverse Experiences 84 

 
 

in human resources. More general recommendations with regard to what professionals’ roles should be 

provided included: 

i) Need for preventive interventions to guarantee nurturing environments for children: While 

child protection interventions are reported to be happening when the child is already falling 

through the cracks and radical interventions are necessary, most participants interviewed were 

against what they called “reactive” or “crisis-driven interventions.” These participants also 

highlighted that the current CYFS mandate is limited to the care for children who are under some 

kind of physical risk only, some of them emphasizing the negative effect of the change in 

legislation from the Child, Youth, and Family Services Act (1998) to the current Child & Youth 

Care and Protection Act (2010). As expressed in the introduction of this report, there is plenty of 

research evidence showing that the environmental conditions around early childhood, including 

the quality of the language environment, cultural influences, and relationships have an 

everlasting impact on the developing brain. As Irwin, Siddiqi and Hertzman [70] assert “while 

nutrition and physical growth are basic, young children also need to spend their time in caring, 

responsive environment that protect them… They need opportunities to explore their world, to 

play, and to learn how to speak and listen to others. Parents and other caregivers want to 

provide these opportunities for their children, but they need support from community and 

government at all levels” (p.5). Also as Browne et al. show, providing social assistance families 

with proactive comprehensive care (health promotion, employment retraining, and recreation 

activities for children) compared to allowing families to care for themselves, resulted in 15% 

higher  opportunity for the family to get out of social assistance within 1 year, implying 

significant short and long term financial gains and societal benefits [71] 

ii) Ongoing professional development training and a multi-faceted approach: Intervention with 

children and families who have experienced adversities and/or are dealing with complex needs 

should be multifaceted, as it is impossible for a single professional to properly address the 

complex demands involved. It is important that there is special knowledge and in-depth training 

around these complex needs. Some service providers remarked that there is the need for 

government and front-line workers to become more pro-active regarding the social determinants 

of health on children’s development for their impact on long-term health, which coincides with 

increasing research evidence on the topic [17, 33, 67, 72]. 

iii) Mentoring programs for new workers: While experience allows professionals to see the 

complex, interrelated factors around adverse early experiences, new workers are in dire need of 

this shared experience, especially through mentoring relationships that can enrich these new 

professionals with a better understanding of a more holistic picture. 

iv) Knowledge about the relevance of attachment issues among service providers: Social 

interaction is so important that deprived of it, the child’s cognitive, social, and emotional 

development suffers [73]. Related to this fact, attachment or the kind of social behavior 

mentioned by some participants was underlined as having a relevant role in a child’s cognitive, 

social, and emotional development. Despite its relevance, the connection between attachment 

and adverse experiences is not always understood by service providers. Children in-care, even 

after experiencing neglect or violence, suffer when they are separated from their maternal figure. 

The separation, in the long term, can cause as much harm as if these children were to remain in 

the home, despite it not necessarily being a safe or healthy environment. Knowledge around 

attachment needs to be disseminated to all front-line professionals working with children.  
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v) Listening to experiences and using an empowering approach to counteract the effect of 

stigma: Traditionally excluded populations are likely to suffer the disempowering dynamic of 

stigma [61, 69]. Most research participants suggested empowering approaches, such as open 

dialogue and listening to people’s experiences, as stigma is likely to influence many of the life 

chances that vulnerable sectors of society suffer, from psychological well-being to employment, 

housing opportunities, social benefits, etc. Listening to people’s experiences would also 

counteract the trend of “one-size-fit-all” solutions because every situation is unique in its own 

right. There is a need to understand that people can experience similar adverse events differently. 

vi) Protocols as guidelines: Institutional protocols should be interpreted as guidelines, rather than 

restrictive rules. In understanding what actions to take, front-line professionals need to consider 

their past experiences and understandings, because every situation is different and cannot be tied 

to a single solution. In critical situations, mentoring programs can help, as newer workers can 

benefit from the advice and insight of more experienced workers.  

 

c) Networking, partnerships, collaborations, and interdisciplinary approaches: 

Coordinated, multidisciplinary approaches when dealing with children and parents living under 

vulnerable conditions was the most recommended action throughout the interviews. More specific 

actions and recommendations are listed and explained below: 

i) Timely investment in human resources: Time constraints pose a big barrier in professionals 

being able to network on a regular basis. Many front-line workers have incredibly busy 

schedules and do not have the extra time needed for interdisciplinary meetings. It may also 

be the case that front-line workers do not feel motivated enough to partake in extra 

networking initiatives because they are often not paid for this, thus it becomes additional 

volunteer work. However, it was suggested that workers in this field should know the great 

responsibility involved and engage in this area only if they have the knowledge and 

sensitivity to deal with these delicate issues. 

ii) Benefits of collaborations and networking efforts: Participants emphasized that networking 

and collaborations are likely to help build front-line workers’ knowledge, skills, and 

understanding. In addition to improving their confidence in their abilities, other positive 

outcomes of collaborations mentioned by participants were: knowing what each other is 

doing, avoiding duplication, providing educational opportunities, and generating new ideas. 

iii) Informal networking: Services work better and are able to address pertinent issues if there is 

a sense of teamwork and collaboration among professionals. It is also important for front-line 

professionals to network outside of their immediate work environment. This often requires 

more informal networking practices. Some participants discussed their comfort in contacting 

personal acquaintances if they need help with something or need a referral. This reflects how 

some workers are willing to go beyond their formal work mandate and their typical job 

description to make the biggest difference in their clients’ lives. 

iv) Importance of concerted efforts for networking and partnerships: Front-line workers are 

often caught up in their day-to-day duties and have limited time for networking outside of 

their immediate work environment. Participants considered that institutionalized efforts, such 
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as forums, information sessions, and professional development days would provide workers 

with the opportunity to network and connect with other professionals, both within and 

outside their “silos.” In particular, forums and special events that bring in prominent guest 

speakers is one way to keep the dialogue going around this issue and to get professionals 

from different sectors to network and build relationships - both of which are necessary for 

future interdisciplinary collaborations. Participants also highlighted the need for formal 

structures that promote interdisciplinary networking, such as through coalitions or 

interdisciplinary teams. Having people with different skill-sets working together allows for 

an issue to be viewed through multiple lenses. 

v) Other challenges to be overcome: Although participants recognized that there are networks 

and partnerships already in existence that are effective, they emphasized how hard it is to 

foster teamwork when there is a predominant “silo mentality” present even at the government 

inter-departmental level. Most participants would like to see ways to overcome these 

institutional challenges, such as lack of trust, silo mentality, territorialism, and status and 

hierarchies that exist in many sectors, where professionals do not want to share knowledge or 

information even inside of their work environment.  

vi) Promoting sustained collaborations between researchers (i.e. neuroscientist, 

developmental psychologist) and front-line workers (i.e. health professional, teachers or 

social workers) and policy makers: Participants also stressed the need for more interaction 

between researchers, such as those studying the impact of adversity on children’s pre-frontal 

cortex, and psychologists studying executive function in children or adults in dysfunctional 

environments, with frontline service providers, such as health professionals, teachers, and 

social workers directly involved with these children and their families. In addition, policy 

makers who decide on resource allocation in education, health care, social services, or justice 

system must also be involved in this interdisciplinary collaboration. 

vii) Need for champions and leadership (dialogue at all levels of government): Participants 

stated that it is the government that needs to take charge and become a leader in promoting 

networking and dialogue among and between different sectors. The government has the 

power to provide the resources and prioritize these initiatives, which is necessary to foster 

this large-scale interaction. An example of a successful inter-departmental collaboration 

mentioned was the Poverty Reduction Strategy, which looked at a particular issue through 

multiple lenses and brought together professionals working in a variety of sectors at multiple 

levels of government and community organizations. 

viii) Central database of resources: Often service providers declared that they were not aware of 

resources and services of which their clients can avail. A central database of available 

services and resources was considered  necessary; however, often these services change or 

contact numbers change, so this list would have to be constantly updated by a centralized 

service responsible  for updating this list of existing services. 

ix) Need for a primary health care strategy in the province: Primary health teams should be 

made up of doctors, social workers, public health nurses, and allied health professionals all 

working in the same environment. Problems are so complex and multifaceted that having a 

variety of services available to people in one location makes it more likely to address 

underlying issues. Inclusive primary health care structures, such as the “The patient’s 

medical home” (PMH), promoted by the College of Family Physicians of Canada and 
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successfully implemented in some places in Ontario, allow for a multidisciplinary team of 

professionals (health care services, including lab, dental, mental health/counselling; legal 

services and a variety of social services) to offer a range of services and resources to patients. 

This “one-stop-shopping” system counteracts the fragmentation of care and increases 

people’s likelihood of accessing the services they need. 

  

  

3. Quality of available networks (exo-system): 

 

It was almost consensual that there is a need for a more holistic, but also assertive, approach to 

help families address the highly complex issues they face in providing their children with the nurturing, 

stimulating environment they need. It was frequently mentioned that children and youth need to be a 

priority within every level of government and at every department, but it was also emphasized that for 

this to happen, society as a whole needs to share in this responsibility. 

 

Need to raise awareness about the relevance of early child development and to keep issues at the 

forefront:  Participants claimed that not all front-line workers, nor the general public, are sufficiently 

aware of the relevance of healthy early childhood development. It was stated that if there is more public 

awareness around these issues then there will be more pressure for the government to take action. In 

turn, this would result in an increased political will to invest resources into programs and services that 

promote healthy development and address underlying social determinants. 

 

4. Norms, policies and social determinants of health (macro-system) 

Participants also suggested relevant actions related to the wider social context involving values 

and cultural norms, socio-economic conditions, and policies having direct influences on children’s and 

families’ well-being. 

Strengthen policies for healthy environments through action on social determinants of health: It 

was also considered that focusing on child protection is not enough and does not get at the roots of the 

issues. Some participants were adamant that the only way to improve children’s living conditions in 

Canada is through actions addressing the social determinants of health. Although it was highlighted that 

there are not cause-effect relationships between living conditions and the quality of nurturing 

environments, participants insisted that deprived economic conditions are likely to generate stressful 

family environments and the intergenerational cycle of living on low income or even in social 

assistance. As it is shown by Putnam [74], upward social mobility is likely to decline in more unequal 

societies. Some participants underlined the high rate of child poverty in Newfoundland and the 

increasing gap between the higher income sector of society and the low income population, which seems 

to correlate to the increasing rates of parents with addictions and other mental health issues. This is 

supported by the literature on the social determinants of health that shows how all the determinants are 

tightly interconnected with income levels and income inequities in societies and the toll they have on 

children’s lives [17, 33, 72]  
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Some participants emphasized the need to influence public policy as the most important path to 

generate significant changes for children living in vulnerable conditions. As the example of 

Scandinavian countries shows, the emphasis on policies to address issues like poverty, housing, early 

child development, and education have allowed these societies to foster healthier family environments, 

which are reflected in superior statistics around children’s well-being [75].  

 

 

CONCLUDING REMARKS 

 As mentioned in the introduction, early experiences define the quality and trends of a child’s 

cognitive and socio-emotional development, and through complex physiological processes shape the 

quality of his/her physical and mental health in adolescence, young adult years, and throughout the 

lifespan.  

Early adverse experiences and negative environmental influences during the first years of life 

may be critical for a significant number of the population. Unfortunately, these problems are considered 

social and not health issues. If a child suffers deprivation, violence, or abuse, technically speaking the 

child would likely see a social worker, a judge, or a cop, and see a health professional only if he or she 

has suffered some kind of physical harm. So why worry about adverse experiences in medical schools?  

The reason is not quite clear, especially when thinking in terms of a restrictive biomedical model 

of health. However, the impact of negative early experiences on adolescence and adult physical and 

mental health has become better understood through the Adverse Childhood Experience (ACE) study 

developed by Dr. Vincent J. Felitti, from Department of preventive medicine at Kaiser Permanente, in 

California between 1994 and 1998 together with Dr. Robert F. Anda, epidemiologist at the Center for 

Disease Control in Atlanta. The results from their pioneer study had been ratified by more of a dozen of 

other studies showing that traumatic experiences in childhood are producing not just emotional 

difficulties for children and youth, but have serious medical consequences throughout people’s adult 

life. 

Although the very first study was conducted with middle class citizens, showing that adverse 

experiences are likely to occur at all levels of the social strata, some of the latest research had included 

low-income populations [76]. It is easy to understand the way socio-economic deprivation is highly 

responsible for stressful family environments, compromising the nurturing interaction between parents 

and their children and increasing chances for adverse events [77]. During the last decade, epigenetic and 

neuroscience research provides evidence for the way that environmental influences during the first years 

of life are likely to affect certain genes in the brain involved in stress response, having a toll in the 

person’s physiology later in life. By the same token, positive capabilities enacted through interventions 

during significant developmental periods in life may influence the gene expression due to the same brain 

plasticity dynamic.  

It is clear that children do not develop in a vacuum and interventions to enhance children’s living 

conditions should include parents and family background, community and professional practices and the 
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resources they provide, as well as the broader social, cultural, and economic networks. These are all 

strongly influenced by the socio-economic and political context providing differentiated access to the 

determinants of health. The model below illustrates how the World Health Organization’s Commission 

on the Social Determinants of Health – Early Child Development (ECD) team framed “the interacting 

and interdependent spheres of influences instrumental for development in early childhood” [78]. 

 

 

 

 

To conclude, we would like to briefly clarify the importance of understanding how Early Child 

Development as a determinant of health and all the rest of the determinants influence people’s health 

and well-being. Although we have become familiar with the term “determinants of health”, the way in 

which the World Health Organization (2010) framework portrays the relationship is less understood 

[79].  

In the WHO framework below, we see how the socioeconomic and political context (left) 

generates structural mechanism and patterns of hierarchies or socioeconomic positions (middle), based 
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on unequal distribution of power and resources among groups in society, constituting the “structural 

determinants.”  

Flowing from the configuration of the underlying social stratification, the structural determinants 

generate different socioeconomic positions (based on social status, income, occupation, education) and 

the differentiated exposure to the ‘intermediary 

determinants’ (right) depending on the specific position. 

The intermediary determinants then are expressed through 

material circumstances, such as housing, consumption 

potential, level of resources, quality of working and 

neighborhood environments, etc. It also defines socio-

environmental or psychosocial circumstances surrounding 

child early development, such as quality of life events, 

social networks, as well as biological factors and family 

behaviors. 

 In the lower part of the image, there is a more 

accurate version of how individuals clustered in different 

populations groups would experience the intermediary 

determinants within the broader structural determinants. 

Basically, if population groups are clustered in upper, 

middle, and low-income groups, each of these groups will 

be exposed to differentiated ‘intermediary determinants.’ 

 

Consequently during the past years, the work of the 

Commission on Social Determinants of Health had been 

emphasizing the need to move from an approach relying on 

narrowly defined, technology based medical care and 

interventions, to “an understanding of health as a social phenomenon, requiring more complex forms of 

intersectoral policy action” (p. 11).  It is considered timely to make serious moves on that direction [79]. 

 

Finally, the connections between living conditions and particular forms of children’s and 

adolescents’ issues such as pre-term births, increasing rates of early obesity, behavioral or mental health 

problems will surely benefit from this broader understanding of health. It could provide a powerful 

rationale for more effective policies at the federal, provincial and local level to prioritize investments in 

the structural conditions influencing the health and well-being of the populations. 
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APPENDIX 1 – Informative Flyer 



 
 

Framing Preventive 
Measures for Children’s 
Adverse Experiences 
April 24, 2013 

Framing Preventive Measures for 
Children’s Adverse Experiences is a research 
project funded by the Janeway Foundation. 
 
Rationale for the project 

      Early experiences define the quality and 
trends of a child’s cognitive and socio-emotional 
development. The psychosocial link between 
early experiences in life and physical and mental 
health throughout the lifespan is well known. 
Recent neuroscience research shows that child 
chronic stress resulting from intense and/or 
combined adverse experiences sustained over a 
long period of time is likely to impair the 
connection of brain circuits, and disrupt the 
brain development in different ways.  Previous 
research in NL and elsewhere in Canada also 
provides important insights about the close 
relation between social inequities and higher 
risks of adverse conditions for children and 
youth. This background information provides 
rationale for further research on ways to 
overcome the potential harm of adverse 
experiences in early life. 

Overall goal and research objectives 

The aim of this project is to explore 
strategies and practices to prevent and/or 

overcome adverse experiences in early 
childhood. Front line health care workers and 
social services providers working with children 
in the northeast Avalon area of Newfoundland 
will share their perspectives and insights to 
improve interventions and elaborate on potential 
solutions.  

1. To investigate opinions and insights about 
the relationship between early childhood 
adverse experiences and their negative 
impacts on health and well-being. 

2. To study the ways front line workers identify 
in their practices children living in 
vulnerable and/or adverse situations, and 
how they address these issues. 

3. To identify existing services to care for 
children regarded as living in vulnerable 
environments and/or facing adverse 
experiences in childhood and study the kind 
of knowledge informing these workers’ 
practices. 

4. To explore the necessary actions, strategies, 
and tools these workers consider relevant to 
support positive environments for children to 
lead healthy lives. 

5. To study the kind of interdisciplinary 
networks in place to facilitate a quality start 
in life and ways to foster networking and 
partnership opportunities.

 
Research Team: Drs. Martha Traverso-Yepez, David Allison, Brenda LeFrançois, 

Sandra Luscombe, Leslie Rourke 
Please contact us if interested in participating: mtraverso@mun.ca 

mailto:mtraverso@mun.ca
http://www.mun.ca/
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APPENDIX 2 – Participant Recruitment Letter 

 

 

Dear 

On behalf of the research team, I am inviting you to take part in a research study called: Framing 

Preventive Measures for Children’s Adverse Experiences, funded by the Janeway Foundation. We 

know that adverse experiences in childhood affect not only mental and emotional health, but children’s 

physical health for the rest of their lives. The overall purpose of this study is to explore strategies and 

effective practices to prevent and/or overcome adverse experiences in early childhood.  Front line health 

care workers and social services providers working with children in the northeast Avalon area of 

Newfoundland are invited to share their perspectives and knowledge on adverse experiences in early 

childhood and the services and social supports available. The ultimate goal of this project is to engage 

participants to elaborate on potential solutions and insights for enhanced interventions.  

We will also study current government and regional health authority policies and protocols that deal 

with vulnerable children or adverse family situations and the kind of values and knowledge informing 

these policies, protocols, and intervention tools.  

Please find attached a flyer which includes more information about the study and my contact 

information. If you have any questions about this study, you can give me a call at (709) 777 8584, or 

contact me by email at mtraverso@mun.ca. If you would like to participate, please contact me and I 

would be happy to forward the question guide and the consent form and will set a date for an 

appointment. 

With your help, we hope to improve the health of children in Newfoundland and Labrador. Thank you 

for considering this request. 

 

Sincerely, 

 

 

Martha Traverso-Yepez, PhD, Principal Investigator 

Division of Community Health and Humanities 

Faculty of Medicine, Memorial University 

 

 

mailto:mtraverso@mun.ca


Framing Preventive Measures for Children’s Adverse Experiences 100 

 
 

APPENDIX 3  – Key Informant Interview Guidelines 

1. From your perspective, how have things changed since the creation of the Department of Child, 

Youth and Family Services in 2009? 

a. For the child protection system? 

b. For children? 

c. For the families? 

d. For front line workers? 

2. In your opinion, to what extent have these changes incorporated understanding of the complex, 

structural issues surrounding these children’s families? 

3. In your opinion, what else needs to be done and what suggestions do you have? What other 

things are still critical to consider? 
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APPENDIX 4  – Participant Interview Guidelines 

SECTION 1: 

Definitions of Adverse experience: 

 
Adverse childhood experiences are usually divided in two categories:1) child maltreatment, be it psychological, physical, 

sexual, or neglect (physical or emotional); or 2) household dysfunction, which could involve a caregiver’s substance abuse 

problems, caregiver’s depression, a caregiver being treated violently, or criminal behaviour in the household.
1,2

   

Adverse early childhood experiences, as defined within a social determinant of health approach, include material and social 

deprivation. They are considered to have strong immediate and longer lasting biological, psychological, and social effects, 

being strongly related to adverse health outcomes.
 3

 Researchers suggest a life-course approach as an important method in 

dealing with early adverse experiences, urging to address disparities and social gradients (inequities related to 

socioeconomic status) in child development.
4,5,6

 

Research objective 1. 

To investigate opinions and insights about the relationship between early childhood adverse experiences 

and their negative impacts on health and well-being (Please read the research evidence topics below and select the 

statements that best fit your views. Feel free to write a comment on the space to the right). 

 Living conditions during early childhood prove to have a significant impact on a child’s 

development. WHO states that “poor early experience and slow growth become embedded in 

biology during the processes of development, and form the basis of the individual’s biological and 

human capital, which affects health throughout life.”
7
 

 

 this issue, but it is not my role to do something 

about this topic and it’s not my role to do something 

 

is topic): 

 

  The psychosocial link between early experiences in life and adolescence and adult physical and 

mental health is clearly evidenced through the Adverse Childhood Experiences (ACE) study. It 

showed that the relationship between adverse experiences (psychological, physical or sexual abuse, 

emotional and physical neglect, household dysfunction, such as violence against the mother, 

growing up in a household with an alcoholic, drug user or mentally ill person, and parental 

separation) and adults’ poor health was highly significant.8
 

 

 this issue, but it is not my role to do something 

about this topic and it’s not my role to do something 

 

is topic): 

_________________________________

_________________________________

_________________________________

______________________ 

__________________________________

__________________________________

__________________________________

___________________ 
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 The pathways between adverse experiences and poor health have been better understood through 

neuroscience and molecular biology research. Adverse experiences cause toxic stress through the 

chronic activation of stress response systems within the body, which causes the disruption of neural 

circuitry and may affect different organs and metabolic systems. These disruptions during sensitive 

developmental periods may result in physical changes and physiologic dysregulations, impacting future 

learning and behaviour and causing potential damages on a range of other important regulating 

functions.
9
 

 

 this issue, but it is not my role to do something 

about this topic and it’s not my role to do something 

like to do something 

 about this topic) 

 

 

 

 

 The Early Development Instrument (EDI) used by Kindergarten teachers to determine children’s 

school readiness shows that between 25-30% of Canadian children enter the primary school system 

with vulnerabilities in one or more of the EDI’s five domains: physical health and well-being; social 

competence; emotional maturity; language and cognitive development; and communication skills 

and general knowledge.
10

  

 

 this issue, but it’s not my role to do something 

about this topic and it’s not my role to do something 

 

is topic): 

 

  Parents who have experienced adverse experiences themselves are less likely to be able to protect 

their children from toxic stress through stable and supportive relationships. This is seen in the 

intergenerational cycle of adversity, which is perpetuated through social inequalities that contribute 

to minimal education levels and poor health, resulting in unstable family situations and parenting 

difficulties. 
11

 

 

 this issue, but it’s not my role to do something 

about this topic and it’s not my role to do something 

 to know more and would like to do something 

ut this topic): 

__________________________________

__________________________________

__________________________________

___________________ 

_________________________________

_________________________________

_________________________________

______________________ 

_________________________________

_________________________________

_________________________________

______________________ 
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  There is growing concern over our current health-care system, which is preoccupied with the 

traditional domain of individualized, clinical practices. Groundbreaking research in the fields of 

neuroscience and early child development shows the need to address the social, economic, cultural, 

environmental, and developmental determinants of health having an impact on  population health 

disparities and financially unsustainable medical care system. 
12

 

 

 this issue, but it’s not my role to do something 

about this topic and it’s not my role to do something  

 

is topic): 

 

 “Science tells us that interventions that strengthen the capacities of families and communities to 

protect young children from the disruptive effects of toxic stress are likely to promote healthier brain 

development and enhanced physical and mental well-being.” These authors propose an 

ecobiodevelopmental (EBD) framework for Early Childhood Policies and Programs. (Policy and 

programming > Caregiver and Community capacity > Foundations of Healthy Development > 

Biology of Health and Development > Outcomes in Lifelong Well-being)? (See attached page for 

diagram) 
13

 

What is your opinion about the relationships implied in this framework? 

 

 

 

 

 

 

 

 

______________________________

______________________________

______________________________

______________________________

_ 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

_ 
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Section 2: Objectives 2-5 and open-ended questions 

2. To study the ways front line workers identify in their practices children living in vulnerable and/or 

adverse situations, and how they address these issues. 

 How do you see in your practice the connections between the social environment and adverse 

early experiences for children’s well-being? 

 What kind of indicators/protocols do you find relevant in detecting vulnerable family situation 

and/or adverse early childhood experiences? 

 How do you deal with environmental, vulnerable family situations and/or adverse children’s 

experiences when detected? 

 

3. To identify existing services to care for adverse experiences in childhood and study the kind of 

knowledge informing the different practices among front line health care workers and service 

providers. 

 In your practice, what services exist to care for adverse experiences in childhood? 

 Are there any written protocols to guide your practice? 

 What kind of training has been helpful in dealing with these issues? 

 What other support services (that you know of) exist outside your practice for these children 

and their families? 

 In your opinion, how effective are these support services in properly addressing the issue and 

its effects on lifelong health? 

 

4. To explore additional actions, strategies, and tools these workers consider relevant to support 

positive environments for children to lead healthy lives. 

 What other interventions and programs do you see as necessary in fostering positive 

environments that promote healthy child development? 

 What kind of strategies need to be taken in implementing these early childhood prevention 

measures? 

 What policies should be strengthened to support healthy environments for children and their 

families? 

 

5. To study the kind of interdisciplinary networks in place to facilitate a quality start in life and ways 

to foster networking and partnership opportunities. 

 In your practice do you network with other service providers? 

 What other networking and partnerships would you like to see implemented? 

 How can networking and partnership strategies help in addressing this issue? 

 How can we implement an ongoing dialogue on these issues and what kind of suggestions 

would you provide for this initiative?  
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Section 3: Participants’ socio demographic information: 

Highest degree and area of expertise:__________________________________________ 

Place of work:______________________________________   No. years working:_________ 

Area:   public health   clinical health  social services  education   community agency   

  Other_____________________ 

What is your main working experience based on (tick more than one if necessary): 

 Government    Not for profit     Private practice    Other:___________ 

A final contribution: 

Please let us know if you are interested on receiving a summary of the research findings. You will be 

invited to provide your comments and insights by writing and also express your disposition (or not) to 

participate in a focus group to further discuss specific issues and questions arising from the data. 

Yes____    No_____ 

 

Thanks for your participation! 
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