
From Self-Harm to Self-Care
BY HAZEL RUSSELL MSW, RSW & 
JUNE KIRKLAND-SMITH MSW, RSW

For social workers, self-destructive 
behaviours in clients present 
with complex challenges.  For the 
adolescent population in particular, a 
growing global trend in self-harm rates 
has gained considerable professional 
attention.  Currently identified as 
an area for future study in the latest 
edition of the DSM-5 (Diagnostic 
and Statistical Manual of Mental 
Disorders, 2013), self-harm is deemed 
a behaviour, not a mental illness (Self-
Injury and Recovery Research and 
Resource, n.d.; Self-Injury Outreach 
and Support, n.d.; Children’s Hospital 
of Eastern Ontario, n.d.). 

What is self-harm?  Self-harm is 
the deliberate, often repetitive self-
inflicted harm to one’s body without 
the conscious intent of suicide.  It 
is also referred to as self-injury and 
known clinically as NonSuicidal 
Self Injury (NSSI).  While the most 
common self-harm behaviour is 
cutting, other forms include burning, 
punching, head banging, biting, 
scratching, and ingestion of poisons. 

Who self-harms?  Self-harming 
behaviour is not uncommon in the 
adolescent population (Children’s 
Hospital of Eastern Ontario, n.d.).  In 
current society, the behaviour is often 
deemed experimental and not atypical.  
It is no different than smoking, using 

marijuana, and consuming alcohol.  
Many teens “try” self-harm and the 
majority of those will not continue 
the behaviour (Pederson, n.d.).  For 
those who do continue self-harming, 
the benefits of its use are varied and 
individual.

Why self-harm?  Initially, there are 
many reasons why someone would 
start self-harming: peer pressure, the 
contagion effect, glamorization, or 
normalization.  The reason someone 
starts self-harming and the reason 
they continue can be very different.  
For those who develop a pattern 
of self-harming behaviours, the 

Inside

Facilitating Disclosures of Childhood 
Sexual Abuse .................................. Page 8

The Intersection of Personal and 
Professional Boundaries ............Page 10

Better Understanding the Needs of 
Homeless Individuals and Families  
in St. John’s ..................................Page 22 

January 2018 • Vol. 22, No. 1

SEE fULL SToRY oN pAgE 5

Feature

Connecting Voices
Newfoundland and Labrador Association of Social Workers

This edition of Connecting Voices is 
dedicated to the 14  women who were 
murdered at École Polytechnique in 
Montreal on December 6, 1989.



Vision Statement:
“Excellence in Social Work”

NLASW Goals:
1. Effectively and efficiently regulate the practice of social work.

2. Promote the profession and practice of social work.

3.  Advance health and social policy to ensure the well being  
of the citizens of Newfoundland and Labrador.

Annette Johns, co-editor  
Deanne O’Brien, co-editor  
Tammy Hicks-Young  
Natalie Hopkins-Andrews
Amanda Collier 

Editorial Committee Members

Editorial Policy
Connecting Voices is a publication of the Newfoundland and 
Labrador Association of Social Workers that facilitates information 
sharing among the membership. It is published two times a year 
(January and July). 

The NLASW Editorial Committee accepts articles throughout the year. 
However, the deadline for article submissions for the January edition 
is November 1 and for the July edition the deadline is May 1. 

The Editorial Committee is interested in articles, commentaries and 
book reviews that address some of the following areas:

•  social work practice and promotion 
•  professional issues 
•  social and legislative issues 
•  social work research, theory, practice and education 
•  ethics  
•  community development 
•  social work leadership

The editorial committee reserves the right to reject any article or 
return it to the author for revision prior to publication, as well as to 
edit submitted material for clarity and conciseness. 

Article submissions and photographs must be submitted 
electronically. 

Advertising space by organizations, groups or businesses is available 
in the Connecting Voices publication. 

Publication of articles and advertisements does not imply 
endorsement by the NLASW.

For a complete copy of the NLASW Editorial Policies, including word 
limits for written submissions, please contact the NLASW office.

Adrienne Foley (administrative support)

  
Erin Daley (on leave)
Tracy Blake (on leave)
Simone Pelley 
June Kirkland-Smith
Wendy Maidment 

2017-2018
Board of Directors

Glenda Webber President 

Henry Kielley       President Elect

Mona Romaine-Elliott Past President

Nadine Calloway Executive Member at Large

Lesley Bishop  Board Member at Large

Cyril McLaughlin  Central Representative

Richard Lamb  Western Representative

Lana Park   Eastern Representative

Cheryl Mallard  Avalon East Representative

Kaila de Boer  Labrador/Grenfell Representative

Wanda Legge  Public Representative

Geoff Peters  Public Representative

Minnie Ann Piercey Public Representative

Rebecca Roome  Public Representative

Board Liaison
Joan Davis-Whelan CASW Representative

Alex Powell Student Representative

NLASW
P.O. Box 39039, St. John’s, NL  A1E 5Y7

Tel: 709-753-0200 Fax: 709-753-0120

e-mail: info@nlasw.ca homepage: nlasw.ca

www.nlasw.ca


Connecting Voices, January 2018 – Page 3 

Editorial

BY DEANNE M. o’BRIEN  
BA, MSW, RSW

Social workers throughout 
Newfoundland and Labrador 
demonstrate excellence in practice 
throughout an array of organizations, 
agencies and departments, evidenced 
by their exemplary skills and their 
commitment to the Code of Ethics that 
guides practice.  The core values (respect 
for the inherent dignity and worth of 
persons, pursuit of social justice, service 
to humanity, integrity in professional 
practice, confidentiality in professional 
practice and competence in professional 
practice) outlined in the Code of 
Ethics promote excellence and is the 
foundation that guides social workers in 
the delivery of programs and services 
(CASW, 2005).

The Newfoundland and Labrador 
Association of Social Workers (NLASW) 
continues to advance the Embracing 
Excellence Educational Series.  This 
initiative promotes excellence in the 
practice of social work through the 
delivery of Continuing Professional 
Education (CPE) sessions and events, 
while recognizing the knowledge, 
skills and expertise of social workers 
throughout Newfoundland and 
Labrador.  If you are interested in 
facilitating a presentation in 2018 for 
NLASW members that highlights the 
knowledge and skills of social work, 
please connect with NLASW’s Associate 
Director of Policy and Practice, Annette 
Johns (ajohns@nlasw.ca). If you would 
like additional information regarding 
available CPE, please visit the events 
section of the NLASW website.

Social work month, which occurs 
every March, provides an opportunity 
for social workers to come together, 
network, share experiences and 

celebrate our wonderful profession.  I 
encourage social workers to take part in 
some of the educational and networking 
events occurring throughout the month.  
As in previous years, the NLASW will be 
planning several education events for its 
members.  Please continue to visit the 
NLASW website for the listing of events.  
This year’s theme is “Bringing Change to 
Life”.  

In this edition of Connecting Voices, 
social workers from various fields 
of practice share their perspectives 
and experiences on issues relating to 
clinical practice, service delivery, ethics, 
advocacy and community development.  
This edition also highlights how 
registered social workers continue to 
advance and embrace excellence in 
the profession, with new initiatives and 
practices.  Shirley Terry and Richard 
Lamb provide specific details on the 
Children and Youth Care and Protection 
Act (CYCP Act) and how this legislation 
guides the practice of social workers.  
Lisa Wade provides information about 
Animal-Assisted Therapy (AAT), social 
workers’ utilization of this form of 
therapy and the ethical considerations 
for the client.  Denise Hillier offers 
insight into the incorporation of non-
traditional therapies offered at Stella’s 
Circle, such as Photo Voice, Equine, 
Horticulture and Art Based therapy, 
in addition to traditional counselling 
interventions.  June Kirkland-Smith 
provides information on how social 
workers support children with anxiety 
and highlights some of programs that 
offer mental health services to children 
and families around anxiety.   Sheldon 
Pollett provides insightful information 
regarding homelessness in St. Johns, and 
the data collection tool used to capture 
statistical information regarding the 
homeless population.  

As evidenced by the articles in this 
edition, social workers continue to 
embrace excellence in the social 
work profession and are involved in 
leading and inspiring positive initiatives 
throughout the province. These are only 
a few of the informative and thought-
provoking articles authored by our 
registered social workers in this edition 
of Connecting Voices.  

The goal of the Connecting Voices 
Editorial Committee is to continue to 
provide a newsletter that informs and 
advances social work practice, as well 
as to highlight programs, services, and 
new initiatives occurring throughout 
Newfoundland and Labrador.  The 
Editorial Committee encourages all 
registered social workers to consider 
submitting an article for upcoming 
editions of Connecting Voices to 
highlight their social work experience, 
knowledge and skills.  Articles can 
be submitted that pertain to clinical 
practice, promotion of the social work 
profession, social policy and community 
development.  More information on 
article submissions can be found in the 
editorial policy or by contacting one of 
the committee members.  We would 
also like to thank all the social workers 
who have contributed articles to this 
edition of Connecting Voices!  Your 
contribution to the publication is very 
much appreciated by the committee 
and by our readers.  

Happy New Year and we hope that you 
enjoy this edition of Connecting Voices!

Editorial Note:  In the July 2017 publication, Chad 
Perrin’s credentials should have been listed as BSW, 
RSW.  This has been corrected in the online version.  
We apologize for the error.

REFERENCE

Canadian Association of Social Workers (CASW).  

(2005) Code of Ethics. Ottawa, ON: CASW
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Celebrating And Planning In 2018

Executive Director

BY LISA CRoCKWELL MSW, RSW

Happy New Year to all social workers! 

2018 is a significant milestone year 
for the Memorial University School 
of Social Work and, by extension, 
the profession in Newfoundland and 
Labrador.  Memorial is celebrating 
50 years of professional social work 
education.  A time line of significant 
events is included in this edition of 
Connecting Voices. 

Last year, NLASW celebrated the silver 
anniversary of social work regulation 
and reflected on its history.  The roots 
of NLASW as the Newfoundland 
Branch of the Canadian Association 
of Social Workers (CASW) extend 
back to 1951, just two years after 
confederation with Canada. The CASW 
was founded in 1926.  Clearly, social 
work is well established.  

This year the NLASW Board of 
Directors will engage in the process 
of strategic planning for the next 3-5 
years, beginning with a review of the 
vision, mission and strategic directions.  
Throughout this process, the board will 
be reflecting on our history, seeking 
input from members and positioning 
the organization for the future. Please 
take a moment to respond to the 
survey you will receive in a future 
edition of the NLASW Update.

Supporting social work practice 
through the development of provincial 
standards, guidelines and continuing 
education events has been a strategic 
priority of the last two plans. During 
this time, 11 new practice resource 
documents, 4 new standards of 
practice, 14 editions of Practice 
Matters, 22 practice information 
sheets and 17 editions of Connecting 

Voices were produced.  All of these 
are available on the website (www.
nlasw.ca). New Standards of Practice 
for social workers in Newfoundland 
and Labrador are currently being 
developed. These standards are 
intended to complement the CASW 
Code of Ethics and Guidelines for 
Ethical Practice, and clearly outline the 
practice requirements for competent 
and ethical social work practice.  
Thank you to the social workers 
who have provided comments and 
feedback.  This document is scheduled 
to be finalized in 2018.

Since the first social workers were 
educated and the first standards were 
developed, the commitment to life-
long learning was evident.  This led 
to the establishment of the NLASW 
Continuing Professional Education 
(CPE) Policy in 1995.  Over the past 
22 years, the policy has matured and 
been refined to capture the complexity 
and diversity of practice.  A self-
assessment tool was added to assist 
with reflecting on CPE needs. Fifty-
two (52) hours of continuing education 
were delivered by NLASW/CASW 
from January to December 2017.  The 
NLASW Professional Development 
and CASW/BMS Scholarship Funds 
financially supported several social 
workers to attend events meeting the 
requirements of the CPE Policy.

One year ago, MyNLASW, a 
customized online registration system 

was launched with great success.  It 
included the option to track CPE 
credits using the Update my CPE 
feature.  If you have been using this 
feature throughout the year, you 
will be pleased to know that in 2018 
when you reach the CPE step of the 
online renewal form, you can directly 
transfer your CPE details. Registration 
renewal will open mid-January.  
MyNLASW can be directly accessed 
from the homepage of the NLASW 
website.  While you are there, check 
out the range of available resources 
all designed to support social work 
practice.

As we move forward, this growing 
profession is always changing.  New 
Social Work Regulations are expected 
to come into effect on September 
28th, 2018.  Upon implementation, 
new applicants will need to submit 
proof of identity, language proficiency 
if educated in a language other 
than English or French, and proof 
of professional liability insurance 
if engaging in private practice.  
The largest change will occur for 
individuals who are not currently 
registered and wish to return to social 
work practice.  It is anticipated that 
as of September 28th, 2018, if an 
individual has not been registered for 
more than 3 years, then returning to 
the profession will include successful 
completion of the Association 
of Social Work Boards practice 
exam.  Details of the new re-entry 
requirements will be communicated 
extensively when the Regulations are 
finalized. 

Throughout 2018, let’s celebrate our 
journey to date and plan well for 
the future.  Best wishes!
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behaviour serves a purpose and there 
can be multiple benefits.  While not 
a fully inclusive list, there are many 
widely accepted notions regarding 
those benefits.  Generally, self-
harm is often related to coping and 
emotional regulation.  Self-harm is 
either about feeling better or feeling 
different and it typically occurs when 
a person is highly, intensely emotional 
(high distress) or when the person is 
emotionally numb (feeling empty).  For 
people who feel as though they have 
little to no control over their lives, 
self-harm can provide that control.  
For those who struggle with effective 
communication, self-harm can be used 
as a means of expression thus making 
their pain visible.  People who have high 
sensitivity to emotions, often use self-
harm as a calming effect, as a means of 
releasing endorphins to illicit a euphoric 
state, or as a means of substituting the 
perceived unbearable emotional pain 
to the more tolerable physical pain.  
There is a minority that use self-harm 
as attention-seeking; however, the 
majority of people who self-harm will 
do so in private and go to great lengths 
to hide it.  Self-harm is seen in clinical 
presentations of borderline personality 
disorder, anxiety disorders and mood 
disorders (Self-Injury and Recovery 
Research and Resource, n.d.).  

Is self-harm addictive?  Grossman 
and Silver (2001), as cited in Walsh 
(2006), first introduced the notion 
of an “addiction hypothesis” related 
to self-harm.  This theory suggests 
that self-injurious acts may solicit 
involvement of the endogenous opioid 
system (EOS).  The EOS regulates 
both pain perception and levels of 
endorphins which occur as a result of 
the self-injury.  Repeated activation 
of this system is believed to create 
a tolerance effect (less pain noted 
when self-harming) and increase the 
duration and/or depth to create the 
same effect (more and/or deeper 

cuts).  Over-stimulation of the EOS 
can then lead to actual withdrawal 
symptoms, which in turn can lead to 
more self-harming behaviours.  One of 
the distinguishing features of addictive 
self-harm and non-addictive self-harm 
is that the former can occur without 
triggers whereas the latter likely occurs 
when triggered.  Young people often 
use “addiction language” as they speak 
of being “clean”, “in recovery”, having 
“relapses” and “urges.”

How can social workers help?  The 
practice of helping people who 
self-harm has evolved from a point 
where professionals were directed to 
completely ignore the behavior, to 
a point where we must understand 
what drives the behaviour.  As is the 
foundation for our work, building a 
relationship is the key to connecting 
with young people who self-harm.  The 
connection begins with listening and 
understanding their situation from their 
perspective.  As social workers, we must 
be keenly aware of our own reactions, 
biases, knowledge and judgements.  
Validation is another essential first 
step in building a relationship with a 
teen who self-harms.  Understanding 
the benefits of the behaviour requires 
acknowledging the benefits of the 
behaviour.  Once the benefits are 
identified, the focus shifts from seeing 
the self-harm as the problem to seeing 
the bigger picture.  While adults 
often view self-harm as the problem, 
adolescents often view self-harm as the 
solution to their problem. 

For adolescents who want to stop self-
harm, the process involves a detailed 
view of several contributing factors.  
A thorough assessment is necessary 
to provide a clear view of the young 
person’s strengths and challenges as 
it relates to coping and emotional 
regulation.  If client insight and 
awareness is noted, the focus can then 
shift to identifying areas for change.  
Knowing the purpose of the self-harm 
aides in identifying triggers, whether 

they are emotional, environmental 
or a combination of both.  From 
a preventative stance, stress 
management or emotional regulation 
skills can assist with maintaining more 
tolerable emotional states.  When not 
flooded emotionally, teens are more 
likely to engage in effective problem-
solving skills, which will assist them 
with situations as they arise and may 
mitigate crisis situations.  Assisting 
a teen to develop their capacity for 
positive and healthy coping skills 
will enhance their ability to tolerate 
distress, thus reducing the need to self-
harm.

Research out of Cornell University on 
self-harm in adolescents, completed 
by Janis Whitlock (2017), provides 
further insight into clinical treatment.  
According to the analysis of her data, 
young people identify parents as being 
the most helpful to talk to as opposed 
to therapists, peers, teachers, doctors 
and so on.  Whitlock’s findings support 
a shift in treatment to be inclusive 
of parents.  In addition to their own 
informal supports and parenting 
practices, she recommends that parents 
be provided with accurate information, 
their concerns and emotions validated, 
and they be offered formal supports in 
order to be highly effective.   
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Health Promotion
Mental Health in the Workplace
BY JoHN DINN BA, MEd, BSW, RSW

The Canadian Mental Health 
Association (CMHA) has been a nation-
wide leader and champion for mental 
health since 1918.  In keeping with 
our mission as a provincial division of 
the CMHA, CMHA-NL is dedicated to 
supporting psychological health and 
safety in workplaces. 

In any given year, 1 in 5 Canadians will 
experience a mental health problem 
or illness.  Each week approximately 
500,000 Canadians don’t feel well 
enough to go to work due to a mental 
health problem (Mental Health 
Commission of Canada (MHCC), 
2017). The Canadian economy spends 
more than $51 billion a year in lost 
productivity due to workplace mental 
illness with 70% of overall disability 
costs attributed to mental illness 
(MHCC, 2017). These are staggering 
statistics that affect any workplace’s 
bottom line and are starting to gain 
more attention. 

Employers are starting to realize that 
not only is it prudent to maintain a 
physically safe workplace, but also 
a psychologically safe one.  Just as 
Occupational Health and Safety 
Standards address physical hazards in 
the workplace, there is also a need to 
address psychological problems in the 
workplace.   

In 2013, the National Standard of 
Canada for Psychological Health and 
Safety in the Workplace (the Standard) 
was launched.  Championed by the 
MHCC and developed by CSA Group 
and the Bureau de normalization du 
Quebec, the Standard is a voluntary 
set of guidelines, tools and resources 
focused on promoting employees’ 
psychological health and preventing 
psychological harm at work.  The 
Standard defines a psychologically 
healthy and safe workplace as “one 

that promotes workers’ psychological 
wellbeing and actively works to 
prevent harm to worker psychological 
health including in negligent, reckless 
or intentional ways” (Great-West 
Life Centre for Mental Health in the 
Workplace, 2014). The focus of the 
Standard is on organizational practices 
which is similar to how occupational 
health and safety is focused on 
workplace hazards. 

It is the employer’s role under 

occupational health and safety 
standards to provide a work 
environment that is reasonably free 
from known risks to workers’ physical 
health.  These same rules apply for 
psychological health and safety.  The 
Standard extends these responsibilities 
to explicitly include psychological 
health and safety.  

The Standard consists of 13 
psychosocial factors that include:

500,000
Canadians in any given week,  
are unable to work due to  
mental health problems

1 in 3 
workplace disability claims  
are related to mental illness

70% 
of disability costs are  
related to mental illness
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1. Psychological support        
2. Organizational culture
3. Clear leadership and expectations
4. Civility and respect
5.  Psychological competencies and 

requirements
6. Growth and development
7. Recognition and reward
8. Involvement and influence
9. Workload management
10. Engagement 
11. Balance 
12. Psychological protection                               
13. Protection of physical safety               

Improving psychological health and 
safety represents an opportunity 
for employers to increase employee 
well-being, reduce costs and improve 
performance.  The Standard addresses 
implementing both preventative 
and protective measures to address 
psychological health and safety and 
is designed to protect all workplace 
stakeholders.  These measures 

include education, awareness, and 
communication about mental health 
in the workplace.  With Mental Health 
Week approaching on May 7th to 13th, 
and North American Occupational 
Health and Safety Week on May 6th 
to 12th, now might be an opportune 
time for employers to start planning 
to promote psychological health and 
safety within their workplaces.

As CMHA-NL’s Workplace Mental 
Health Coordinator, I am certified 
in CMHA’s Psychological Health and 
Safety Advisor training, a certified 
Mental Health First Aid trainer (Adults 
and Youth), ASIST Trainer, Safe Talk 
Trainer and certified in CMHA’s 
national award winning Mental Health 
Works program.  If your workplace 
was interested in creating a more 
psychologically healthy and safe work 
environment, CMHA-NL can offer 
training sessions on strategies to 
improve your workplace mental health 

for both employees and employers 
alike. I can come to your organization 
to consult and present on a variety 
of workplace mental health topics 
to address your workplace needs.  
Please contact me at 709-753-8550 
ext. 102 or Jdinn@cmhanl.ca if you 
would like to schedule a workshop or 
presentation for your workplace?

“There is no health without mental 
health”

For more information about CMHA-NL’s 
programs, services and events, please 
visit our website at www.cmhanl.ca

REFERENCES 
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The online system provides the option for 
members to specify their own password.  
From the MyNLASW login page 
 

• Enter your NLASW registration 
number. If you don’t recall your 
registration number, click Forgot my 
Registration Number. 

• Once your registration number is 
entered, click Forgot my Password 
and follow the instructions.   

 
Members are encouraged to utilize this 
option prior to the start of the busy 
renewal season. 
 

https://www.mentalhealthcommission.ca/English/national-standard
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Clinical

BY MARK gRIffIN BA, MSW, RSW

For child protection practitioners, one 
of the most difficult aspects of practice 
is facilitating disclosures of childhood 
sexual abuse (CSA).  While children 
who disclose sexual abuse during 
childhood may come to the attention 
of child protection systems, research 
indicates most children who experience 
CSA will not receive intervention 
from child welfare agencies, nor will 
the circumstances of their abuse be 
investigated (Werkerle, Goldstein, 
Tanaka, & Tonmyr, 2017).  One of the 
key reasons for lack of intervention is 
that as many as 60 to 70% of children 
who are sexually abused do not 
disclose until adulthood (Legmaigre, 
Taylor, & Gittoes, 2017), while other 
studies indicate 27 to 39% of CSA 
survivors will never disclose (Bottoms 
et al., 2016). 

In my own practice, one of the areas I 
have been interested in is the empirical 
evidence for facilitating disclosure 
of CSA.  The research questions I 
looked to answer were: What are 
the circumstances that increase the 
likelihood of disclosure? For children 
who choose to disclose, to whom 
would they typically disclose? Once 
children disclose, what effect does 
this have on their sense of identity, 
developmental milestones, and 
perception of family?  What can 
research tell us about the indicators of 
sexual abuse?  While I will not attempt 
to answer all these questions here, 
I think the research on recognizing 
barriers and facilitators to CSA 
disclosure is important information 
to share.  A taboo subject, with legal 
and criminal implications, CSA is 

a global public health and human 
rights issue (Werkerle et al., 2017).  
The prevalence of CSA speaks to 
the importance of ensuring that the 
barriers to children disclosing ongoing 
sexual maltreatment must both be 
understood, and overcome. 

The Canadian statistics indicate a 
gender disparity in the self-reported 
rates of children who experienced 
CSA.  A provincial survey indicated 
that 8% of male respondents and 
22% of female respondents reported 
surviving CSA (Werkerle et al., 2017).  
The numbers, for both genders, and 
non-binary gender, however, are likely 
underreported.  One of the truths 
many social workers practicing in 
any field know is that children often 
love and protect their parents, even if 
their parent is abusive.  As a further 
form of abuse, perpetrators of sexual 
maltreatment often exploit this 
attachment to silence children and 
keep them from disclosing.  In fact, 
one of the main barriers to children 
disclosing CSA is whether the abuse 
is intra-familial (within the family) 
as opposed to extra-familial (outside 
the family).  Research has indicated 
that children are much more likely to 
disclose extra-familial abuse (Bottoms 
et al., 2016; Legmaigre et al., 2017).  
Perhaps unsurprisingly, intra-familial 
abuse positions the perpetrator in such 
a way that the child may be frightened 
to disrupt family norms and dynamics 
by disclosing. 

Another deterrent to disclosure is the 
fear that children and adolescents have 
about reactions from parents, peers, 
and professionals.  Some children 
receive threats to their safety or their 

loved ones’ safety, which can delay 
or serve as an impediment to their 
decision to disclose.  Coupled with 
feelings of shame, self-blame, and the 
perception of responsibility for the 
perpetrator’s actions, it is easy to see 
why many children who experience 
CSA do not report it (Legmaigre et al., 
2017). 

Once CSA is disclosed, legal and 
therapeutic interventions can 
commence (Legmaigre et al., 2017).  
With respect to characteristics of 
disclosure, children are more likely 
to tell parents, friends, and other 
trusted adults, but less likely to tell 
authority figures who would intervene 
(Bottoms et al., 2016).  For social 
workers practicing in child protection, 
this can be a difficult paradox.  Even 
when CSA is referred to child welfare 
agencies, the child may not disclose to 
the investigating social worker.  Many 
social workers have experienced a 
child disclose to them when trust in 
the relationship has been fostered, 
however, when interviewed by the 
police (a figure with often more 
perceived authority than a social 
worker), the child will not disclose the 
same information. 

One of the main takeaways from 
my research review on this topic has 
been that simply asking a child about 
CSA, prompting the child that the 
topic is something you are willing and 
able to discuss, has been found to 
be an effective facilitator (Lemaigre 
et al., 2017).  Developmentally 
appropriate school-based intervention 
programmes about unwanted sexual 
experiences helped survivors discuss 
CSA (Legmaigre et al., 2017).  Key 

Facilitating Disclosures of Childhood Sexual Abuse
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social work skills such as providing 
support and actively listening have also 
been shown to encourage disclosure.  
Education for parents, family members, 
health professionals and other frontline 
professionals must focus on how to 
respond in a supportive way should 
a child choose to disclose.  Those 
receiving disclosure from a child, in 
any field of practice, should seek to 
minimize the child’s feelings of shame 
and guilt as well as their fear of the 

consequences of telling (Legmaigre, et 
al., 2017).  Sharing local resources, such 
as the Newfoundland and Labrador 
Sexual Assault Crisis and Prevention 
Centre Hotline (1-800-726-2743) 
might also help start the conversation, 
and give a child, adolescent, or adult 
survivor, permission to reach out to 
someone for help.
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Ethics

BY SIMoNE pELLEY MSW, RSW 
NLASW ETHICS CoMMITTEE

John has a blog where he talks about 
being a social worker.  He also belongs 
to a community that believes sexual 
orientation is a choice and in his blog 
he wrote a commentary criticizing the 
government for not banning same-sex 
marriage.  Someone who read the blog 
filed a complaint with John’s regulatory 
body because the person is offended by 
the comment and reported that it is not 
in keeping with the social work code of 
ethics (Adapted from Spencer, Massing 
& Gough, 2017). 

This scenario was discussed by the 
Ethics Committee (formally known as 
the Professional Issues Committee) 
during the September 2017 monthly 
meeting.  Each month the committee 
has a discussion to consider current 
ethical issues.  The scenario highlights 
the intersection of personal values and 
professional responsibility.  Over the 
last decade, there has been increasing 
discourse about using social media 
to communicate one’s private views 
through a public platform and the 
implications of such practices for one’s 
own professional credibility and the 
reputation of the social work profession 
in general. 

The discussion by the committee raised 
several points for consideration of this 
scenario: 

• It was identified that freedom of 
expression is guaranteed by the 
Canadian Charter of Rights and Freedoms 
and this freedom is fundamental to a 
democracy.  However, there are limits 
to freedom of expression in the Criminal 
Code and Human Rights Act.  It was also 

offered that the Canadian Association 
of Social Workers (CASW) Code of Ethics 
(2005) and Social Worker’s Act (2010) 
must too be considered in weighing 
John’s right of freedom of expression 
against his ethical obligations as a social 
worker. 

• It was noted that John identified 
himself to be a social worker in his blog.  
Since he identified as a social worker, 
does this then mean his blogging must 
be subject to the CASW Code of Ethics 
(2005)?  Does his advocacy of limiting 
the marriage rights of same-sex couples 
uphold the core values of the profession 
in reference to Value 1: Respect for 
Inherent Dignity and Worth of Persons, 
Value 2: Pursuit of Social Justice and 
Value 4: Integrity of Professional 
Practice?

• It is clearly outlined in the CASW 
Code of Ethics (2005) that “Social 
workers strive for impartiality in their 
professional practice, and refrain from 
imposing their personal values, views 
and preferences on clients” (p. 6).  Can a 
public blog be considered an imposition 
of one’s own values on the audience 
who reads the posts? 

• Does identifying as a social worker 
in the blog and then advocating for 
unequal treatment of same-sex couples 
under Canadian law bring the entire 
profession into disrepute?  Does such 
a post promote the values of the 
profession?

Spencer, Massing and Gough (2017) 
suggest a self-reflective model for 
considering one’s use of social media.  
They call it the “Four P Approach.”  
The points to consider are “Public, 
Permanent, Powerful and Pernicious”. 
Public.  The writers highlight the fact 

that despite the highest level of “privacy 
settings” within social media, these 
platforms do not afford the same level 
of privacy as a conversation between 
friends at home or in a closed office.  
Any “private” post can be saved and 
shared an infinite number of times with 
an infinite number of people. Permanent. 
Once a statement is posted/published, it 
is no longer under the author’s control.  
It can be captured and shared and 
can become a searchable, permanent 
record. Powerful.  The authors point out 
that statements and photographs or 
videos posted online have far more legal 
weight than the hearsay evidence of 
casual conversations.  Pernicious. Social 
media has resulted in professionals 
thoughtlessly unleashing their thoughts 
in deeply unprofessional and even 
unethical ways. 

There are several resources available 
to social workers when sifting through 
the ethical considerations of publishing 
personal values on social media 
including the CASW (2005) Code of 
Ethics and Guidelines for Ethical Practice, 
CASW (2014) Social Media Use and 
Social Work Practice, NLASW (2012) 
Standards for Technology Use in Social 
Work Practice and the Association 
of Social Work Boards (2015) Model 
Regulatory Standards for Technology 
and Social Work Practice.  The NLASW 
has also created a number of Practice 
Matters articles on this topic which can 
be accessed at http://www.nlasw.ca/
practice_matters.html.
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Happenings

Memorial University Celebrates Field Instructors
BY SHERI MCCoNNELL phD, RSW

This year Halloween brought a treat for 
social workers who have provided field 
instruction for Memorial University 
BSW and MSW students.  The School 
of Social Work hosted its first annual 
Field Education Recognition event and 
treated over 50 field instructors, agency 
mentors, and agency coordinators to 
breakfast at Lester’s Farm Chalet.  The 
event provided a wonderful opportunity 
for those in attendance to network, to 
reconnect with people they had not 
seen for a while, and to celebrate those 
gifted and generous social workers who 
mentor and instruct BSW and MSW 
students. 

Awards were presented to social 
workers who have been the primary 
field instructor to 10, 15, or 25 
Memorial students since 1999.  

Certificates for field instruction to 10+ 
students were presented to: Cindy 
Elgar, Gillian Eaton, Lawrence Avery, 
Nancy White, Sherry Hammond Dawe, 
Ivy Lundrigan, Claude Quigley, Jocelyn 
Brown, Pat Croke, Pennie Spurvey, 
and Kim Vaters.  Certificates for 15+ 
students were presented to: Claudette 
Morris, Rhonda Fiander, and Major 
Marlene George.  A special award was 
presented to Karen Tuck for providing 
field instruction to 25 students.

The School would like to thank all 
social workers around the province 
and across Canada who have provided 
field instruction to our BSW and MSW 
students over the years.  If you are 
interested in providing a field practicum 
for one or more students, please email 
the Field Education team at 
scwkfield@mun.ca.

L-R: MUN SCHooL of SoCIAL WoRK 
DEAN, DR. DoNNA HARDY Cox 
pRESENTINg AWARD To RSW KAREN 
TUCK 

SoCIAL WoRK MoNTH 2018: BRINgINg CHANgE To LIfE
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BY AMELIA o’DEA MSW, RSW, 
pAULINE A. LAKE-DEVINE MSW, RSW 
& NoRA ENgLISH MSW

WHo WE ARE 

Ruah Counselling Centre, a non-
profit agency located at The Lantern, 
35 Barnes Road, St. John’s, provides 
individual, couple and family 
counselling, as well as psycho-
educational groups.  All of our services 
are geared towards people who are 
16 years of age and older.  “Ruah” is a 
Hebrew word for spirit.  We approach 
counselling from the perspective of 
embracing the spirit of each person 
as they strive towards achieving their 
full potential in their individual lives, 
relationships and communities.  We 
provide counselling in the areas of 
anxiety, depression, trauma, grief, 
stress, anger, work-life challenges, life 
transitions, parenting and interpersonal 
relationships.  The five pillars on which 
we welcome participants to our psycho-
educational groups are: (1) parenting, 
(2) relationship building, (3) youth, 
(4) wellness, and (5) spirituality.  Our 
services are client-focused and goal-
oriented and seek to address the four 
aspects of the human person: physical, 
psychological, emotional and spiritual.  
Ruah Counselling Centre believes in the 
intrinsic value of each person and the 
need for steady attention to the quality 
of life we are creating for ourselves and 
our relationships.  

WHAT MAKES US DIffERENT

As a non-profit agency, Ruah provides 
counselling at a rate that is accessible 
($75.00/hr.) and on a sliding scale 

related to income and ability to 
pay.  We offer a number of group 
programs, some of which may not be 
available elsewhere in the community.  
Individuals who are unable to pay the 
standard fee for groups may be eligible 
for a reduced fee or no fee.  Our fee 
structure provides opportunities for 
those in the community to access 
counselling and group services that they 
may otherwise be unable to access.

oUR pRogRAMS 

A core component of Ruah is the 
provision of competent professional 
counselling services in an environment 
which respects the dignity and worth 
of persons as they participate in their 
own change process towards personal 
growth and healthy relationships.  We 
offer psycho-educational programs 
in the following areas: (1) Parenting 
Children 0-10; (2) Parenting Youth 
11-18; (3) Helping your Children after 
Separation and Divorce; (4) Self-
Empowerment for Women; (5) Effective 
Communication Skills; (5) Stress 
Management; (6) “When you See Red” 
for Women; (7) “When you See Red” for 
Men; (8) Helping Men and Women after 
Separation and Divorce.  We also offer 
a Special Topics Series for Single Moms 
(6 weeks program) and three Youth 
Workshops (Anxiety Management, 
Stress Management and Mindfulness) 
for no fee.  Throughout the year, we 
also provide opportunities for other 
selected programs such as ASIST 
(Applied Suicide Skills Intervention 
Training) and Emotional Focused Family 
Therapy for parents and caregivers.  We 
are offering a new program on Wellness 

“How to Live a More Conscious, Joyful 
Life” with a focus on a healthy lifestyle.  
We are also in the process of exploring 
rural sites to which we can provide 
selected programs.  See our webpage 
for more information on these and 
other upcoming programs:  www.rcsj.
org/ruah-counselling-centre/programs-
services.  

oRgANIZATIoNAL MoDEL

Our Board of Directors consists of 
twelve community professionals with 
a variety of skills, knowledge and 
abilities.  Our professional staff includes 
one part time director and one full 
time counsellor, both registered social 
workers (RSW’s) with a Master of Social 
Work (MSW) degree, as well as two 
certified counsellors (CCC), one part 
time and one full time, with a Master 
of Education (Counselling Psychology) 
degree.  All facilitators for our groups 
are Masters prepared in Social Work or 
Counselling Psychology (Education).

CoMMUNITY LINKAgE

We are engaged with various agencies 
in the community to support mutual 
clients, to meet identified needs in 
the community and to inform the 
development of our programs to 
better respond to those needs.  We 
have provided presentations at 
Thrive and The Women’s Centre, and 
youth workshops at high schools in 
the St. John’s area.  We have also 
established linkage with The Native 
Friendship Centre in sharing education 
opportunities and program material.  
We have accepted student placements 

Initiatives
Ruah Counselling Centre: Promoting Wellness 
Through Accessible and Inclusive Community 
Counselling Services

CoNTINUED oN pAgE 17
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Issues

BY LISA WADE MSW, RSW

Animal-assisted Therapy (AAT) is 
a goal-orientated, planned, and 
structured therapeutic intervention 
directed and/or delivered by health, 
education, and human services 
professionals, such as social workers 
(IAHAIO, 2014).  The focus in AAT 
is on enhancing physical, cognitive, 
behavioural, and/or psychosocial 
functioning of the individual.  
Progress is measured and included in 
professional documentation (IAHAIO, 
2014). 

Social workers can utilize AAT as a 
complementary or adjunct therapy to 
the primary modality of treatment.  
The Newfoundland & Labrador 
Association of Social Workers (NLASW) 
has a guide that was produced in 2011 
for registered social workers who wish 
to add complementary & adjunct 
therapies and/or techniques to their 
practice.  Within this document, it is 
noted that social workers who add a 
complementary and/or adjunct therapy 
must make ethical decisions that are in 
the best interest of the client.  Of equal 
importance for AAT is the impact and 
ethical considerations for the therapy 
animal. 

ETHICAL CoNSIDERATIoNS  
foR THE CLIENT
It is important to assess an individual’s 
appropriateness for AAT and the value 
the animal will bring to treatment.  
A contraindication is defined as a 
condition which makes a particular 
treatment or procedure potentially 
inadvisable (MedicineNet, 2017).  
According to Leslie (2017), possible 
contraindications in AAT include:

• fears/Aversions: Some individuals 

have fears or feelings of uneasiness 
toward certain animals/breeds.  A 
person’s history may help explain or 
identify animal fears/aversions when 
not explicitly stated by the client. 

• Allergies: Although some allergies 
can be mitigated with extra cleaning 
and grooming practices, individuals 
with severe allergies may not be able 
to participate in AAT with specific 
animals/breeds.  

• Zoonosis: This is defined as diseases 
communicable from animals to humans 
under natural conditions (MedicineNet.
com, 2017).  At-risk individuals include 
those with a lowered immune system.  
Precautions should be made by the 
handler of the therapy animal to ensure 
the animal is not displaying signs of 
sickness and is up to date on veterinary 
visits. 

• Client perceptions/Culture: 
Understanding a client’s background 
and culture is essential.  Disinterested 
clients will not gain anything by having 
an animal present. 

• Animal Welfare Concerns: Clients 
experiencing hallucinations, low 
impulse control, or with a history of 
prior animal abuse should be reviewed 
extensively before implementing AAT. 

ETHICAL CoNSIDERATIoNS foR 
THE THERApY ANIMAL
Ng, Albright, Fine, & Peralta (2015) 
offer the following guidelines that 
health professionals can use in 
protecting the welfare of animals 
involved in AAT.  

• Eligibility: The age of the animal 
should be age of maturity.  Senior 
animals should also be assessed for 
possible signs of cognitive and physical 

impairment.  The handler must have 
extensive knowledge and experience 
with the species employed.  Animals 
on raw foods should not be permitted 
to perform AAT, especially in hospital 
settings, as a measure of infection 
control (Lefebvre, et al., 2008).

• Medical screening: The preventative 
health of the animal and regular 
diagnostic screening should be 
considered. 

• Behavioural Evaluation: Proper 
equipment must be utilized (i.e. collar/
leash/harness).   Completion of an 
instrument to assess behaviour such 
as the Pet Assisted Therapy-Welfare 
Assessment Tool (PAT-WAT), should be 
completed frequently.  

• Handler training: Social workers 
practicing AAT or wanting to add a 
therapy animal to their practice should 
receive specific training in the field of 
Human Animal Interactions (HAI).  This 
training should focus on the handler’s 
ability to read signs of stress in the 
specific therapy animal.  

• Monitoring: Develop a plan to 
monitor the impact of therapy sessions 
on the animal.   The animal is not 
simply a tool.  Social workers should 
consult with an impartial third party, 
such as a veterinarian, or animal 
behaviourist.  The animal’s quality of 
life must never be compromised for the 
client’s enjoyment and/or for financial 
gain. 

When practicing AAT as an adjunct 
therapy, it is a social worker’s ethical 
responsibility to ensure the safety and 
assess the benefits for both the client 

Ethical Considerations in Animal Assisted Therapy

CoNTINUED oN pAgE 17
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The Therapy of Art, Equine, Photography and 
Horticulture, Sharing Unique Talents and 
Learning From Each Other
BY DENISE HILLIER MSW, RSW

Continuous learning is a critical part 
of a social worker's journey as it is 
important to have a strong sense of 
best practices in the field.  Whether 
it is advancing our knowledge of 
counselling techniques, participating 
in webinars or attending workshops, 
we strive to ensure our competency 
in practice as we adhere to our core 
values as outlined in the CASW Code 
of Ethics (2005).  We also learn from 
our clients, as they share their journeys 
with us.

While we offer traditional 
counselling interventions at Stella’s 
Circle, a thinking-outside-of-the-
box philosophy has also led us to 
incorporate more nontraditional 
"therapies" into the work we do.  As 
a result of funding from the United 
Way of Newfoundland, Bell Let’s Talk 
and other donors, these new programs 
have included PhotoVoice, Equine, 
art-based and horticultural therapies.  
Not only do these modalities allow 
participants alternative forms of 
expression but they sometimes tap 
into their unique hidden gifts.  For 
some staff, these alternative means 
of expression may reflect previously 
unshared talent, while others may 
feel uncomfortable in participating or 
facilitating.  But as a wise, now retired 
social worker once said to me when I 
exclaimed that I couldn’t play softball 
in the annual Emmanuel House softball 
tournament, “Not knowing how to 

play, is why you play!”  So learning 
and sharing with our clients in these 
alternative therapies can help us grow 
as social workers.

PhotoVoice is an approach that is 
used to document experiences and 
encourage discussion about important 
issues.  It was introduced a few 
years ago at Stella’s Circle.  The 8 
week program, offered jointly with a 
photographer, occupational therapist, 
and social worker, helped women 
explore stereotyping and stigma in the 
justice system.  The project introduced 
women to the use of cameras and 
the art of storytelling through this 
technique.  The resulting work was 
a three week exhibit on display at 
The Rooms.  The photographs were 
featured in a Stella’s Circle annual 
report, displayed at the Hungry Heart 

Café and displayed during November 
2017 at a Symposium in Ontario called 
Women in Prison: Building Community.  
“Not only did I learn a lot of new 
things about photography but I realized 
just how much the justice system has 
affected my life,” said one PhotoVoice 
participant.  Another woman shared, 
“I hope at least one of my pictures will 
help somebody in some way.”

In 2017, participants in the Community 
Support Program (CSP), a Stella’s Circle 
intensive case management program, 
and the Just Us Women’s Centre had 
the opportunity to experience Equine 
Therapy, thanks to funding from the 
United Way of Newfoundland.  In 
this interaction with horses, social 
worker Rhonda Fiander described it 
as opportunity for participants to 
discover strengths they never knew 
they had. “People have the key.  They 
just forgot where they put it,” said 
Rhonda of the learning that transpired 
at the farm.  She described the process 
as one that helps individuals build self-
esteem, decrease anxiety and learn 
about mindfulness. One participant 
noted that the process “helped me 
learn to be more patient with myself.  I 
realize I do not have to be in control of 
everything.”

Art-based therapy has been offered at 
Emmanuel House for more than five 
years.  In the past month, a four week 
session was introduced to women with 
mental health challenges in a prison 
setting.  These sessions were guided by 

Community

pAINTINg CoMpLETED BY A 
WoMAN IN THE 4 WEEK ART 
pRogRAM offERED AT THE pRISoN
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and the therapy animal.  AAT involves 
much more than bringing your animal 
to work or simply having the animal 
present during therapeutic sessions.  
While this article focuses on the ethics 
involved in AAT, depending on the 
therapy animal (dog, horse, cat, rabbit, 
or rat), specific training for the animal 
is strongly advised.  Ethically, social 
workers who practice AAT must be 
competent with expertise in this area. 
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Kevin Williams, a CSP Mental Health 
Worker, who likes “throwing paint on 
canvas.”  Kevin developed the outlines 
for each week’s project and social 
worker Amy Sheppard participated 
in the art process.  Amy described 
the experience of making and sharing 
mistakes as a learning opportunity 
for her and the other women.  Amy 
noted that “some of the women were 
good at art and taught me, so it was 
a different role.”  She felt the work 
helped the women to manage anxiety 
and experience mindfulness.  Kevin 

described it as an opportunity to “focus 
on drawing a picture rather than all the 
other crap that surrounds you.”

In the past few years, Stella’s Circle 
has worked with community partners 
to develop a community garden 
and implemented summer Green 
Team employment opportunities 
for participants that involved the 
installation of raised garden beds. 
The evolution of the Stella’s Circle 
horticultural experiences have led to 
the recent plan to train five staff in 

horticultural therapy.  The funding 
was provided through Bell’s Let’s Talk 
and 120 hours of training, offered by a 
Canadian horticultural therapist, began 
in December 2017.  This new way of 
engaging with participants will add 
to the suite of therapies that provide 
hands-on opportunities for growth and 
development. It is also an opportunity 
for staff in their continual learning 
journey to build skills, and to be 
perhaps a little less than perfect 
in the process!

from Memorial University and continue 
to be open to supporting student field 
placements.

fUNDINg

As a non-profit community based 
agency, Ruah Counselling Centre is 

sponsored by The Roman Catholic 
Archdiocese of St. John’s and also 
receives funding from United Way, 
Knights of Columbus, Redemptorist 
Centre for Growth and from the 
Davis Group of Companies (an 
Ontario company whose founder is 
a Newfoundlander and has provided 
significant funding to Ruah).  Clients 
who are able to pay for the services as 

well as clients through the Employee 
Assistance Programs (EAP) also 
contribute to the financial sustainability 
of Ruah.

For further information, check out 
our web page at: www.rcsj.org/ruah-
counselling-centre, phone us at (709) 
579-0618, or email us at ruah@rcsj.org. 

INItIAtIVES
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BY CoLLEEN HANRAHAN  
MSW, JD, phD, RSW

In June 2017, the All-Party Committee 
on Mental Health released its report, 
Towards Recovery: The Mental 
Health and Addictions Action Plan 
for Newfoundland and Labrador.  All 
54 recommendations were accepted 
by the Provincial Government, 
including to “assign responsibility for 
the provision of health services in 
prisons and the associated funding to 
the health and community services 
system” (All Party Committee on 
Mental Health and Addictions,  
2017, p. 34).

Historically, delivery of mental health 
services in prisons, indeed all health 
services, was the responsibility of the 
prison administration, and not the 
health care system.  Our province 
is following a trend to transfer 
the responsibility which has been 
undertaken in Alberta, Nova Scotia, 
and British Columbia. 

Prison populations are increasing 
world-wide, with a slight decline in 
Canada (Walmsley, 2015).  The health 
status of inmates is below that of 
the general population and there is 
a high incidence of mental illness 
and addictions among prisoners 
(Exworthy, Samele, Urquia, & Forrester, 
2013).  This circumstance arises, in 
part, as an unintended result of the 
deinstitutionalization movement 
in the 1970s and 1980s which saw 
patients discharged from psychiatric 
facilities on the basis that resources, 
such as housing and supports, would 
be invested in community-based 
services (Sealy, 2012).  However, these 

resources were not invested (Sealy & 
Whitehead, 2004).  The result was that 
people did not have the supports they 
required to live in the community and 
a pattern developed where some were 
re-institutionalized in hospitals, or 
incarcerated as they came into conflict 
with the law (Rutherford & Dawson, 
2009).  Prisons have been called our 
new asylums.

Prison administrators are focused on 
the security and safety of the people 
inside the institution (Dvoskin & Spiers, 
2004).  They are not knowledgeable 
about health care services (Hanrahan, 
2015).  To deliver health services, 
prison administrators may enter 
into contractual arrangements with 
physicians and psychiatrists, or employ 
health care providers such as nurses.  
Health services are accountable to the 
prison administration and are managed 
by a prison official, not a health 
administrator or health care provider.  
Additionally, prison health care 
services are not part of the health care 
system or integrated into it.  Prisoners 
will return to the community but 
continuity of care, and thus successful 
reintegration into the community, 
cannot be assured. 

From my research into this topic, two 
issues emerge: 

1. Prison health services are 
administered and paid for by the 
corrections budget, not the health 
care budget.  Arguably, prisoners are 
a forgotten population within the 
Canadian health care system.  With 
the acceptance of the recommendation 
of the All-Party Committee, this issue 
is being addressed in this province. 

2. Human rights standards and 
laws apply to prisoners.  Under the 
UN Standards for the Treatment of 
Prisoners, prisoners are entitled to 
have access to health care services 
as they would in the community.  
This is known as “equivalence” 
(Basic Principles for the Treatment 
of Prisoners, 1990).  Under the 
International Covenant on Economic, 
Social, and Cultural Rights, (1966), all 
people have the right to health: a right 
interpreted by the Commissioner of 
Economic, Social, and Cultural Rights 
(2000).  The right to health includes 
four key components: available, 
accessible, acceptable, and of good 
quality (AAAQ).  Exworthy, Samele, 
Urquia & Forrester (2013) asserted this 
could be used to interpret equivalence.  

Services must be in place and available 
to prisoners.  They must be physically 
accessible, confidential and delivered 
without discrimination.  They must 
also be acceptable meaning they are 
culturally appropriate, protect health, 
and advance it.  Quality health services 
implies that services are delivered in 
accordance with professional standards 
and delivered by qualified providers. 

Based on research conducted in A 
Provincial Prison (APP), questions have 
been raised regarding the extent to 
which the right to health has been 
satisfied (Hanrahan, 2015).  While 
many aspects of prison health services 
comply with AAAQ, challenges have 
been identified.  Available services 
were limited relative to the needs 
of prisoners.  Access to services 
could be limited by barriers, such 
as, correctional officers who may or 
may not recognize that a prisoner is 

Perspectives
Who Should be in Charge of Prison Health Services
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legitimately in need of health care 
services, and it is a correctional officer 
who expedites access.  Acceptable 
services depended on recognition of 
the diverse needs of prisoners, for 
example, language and culture, and 
accommodation.  Quality of care 
is rooted in health care standards 
where collaboration exists and multi-
disciplinary teams provide care. 

In APP, there have been efforts under 
way in this direction, but there are 
limitations due to the nature of a 
prison, the facility itself and operating 
inside a paramilitary culture. 

As prisoners are a vulnerable 
population with poor health status 
relative to the general population, 
providing health services to AAAQ 
standards while they are in prison 
presents an opportunity to protect 

their right to health.  Further, providing 
prison health services that are 
integrated with the health care system 
presents an opportunity to support 
social justice.
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BY E. SHIRLEY TERRY BSW, RSW & 
RICHARD LAMB BSW, RSW

The Child and Youth Services (CYS) 
Division (formerly the Department of 
Child, Youth and Family Services) of 
the Department of Children, Seniors 
and Social Development is mandated 
to provide programs and services to 
children, youth and families to support 
their safety, health and well-being.  Our 
legislation, the Children and Youth Care 
and Protection Act (CYCP Act) provides 
social workers with the legislative 
authority to assess and investigate 
information that a child is or may be 
at risk of maltreatment by omission or 
commission of the parent.  Section 10 
of our legislation defines a child in need 
of protective intervention where the 
child: 

• is being, or is at risk of being, 
physically harmed by the action or 
lack of appropriate action by the child’s 
parent; 

• is being, or is at risk of being, sexually 
abused or exploited by the child’s 
parent; 

• is being, or is at risk of being, 
emotionally harmed by the parent's 
conduct and there are reasonable 
grounds to believe that the emotional 
harm suffered by the child, or that may 
be suffered by the child, results from 
the actions, failure to act or pattern of 
neglect on the part of the child's parent; 

• is being, or is at risk of being, 
physically harmed by a person and the 
child’s parent does not protect the child; 

• is being, or is at risk of being, sexually 
abused or exploited by a person and the 
child’s parent does not protect the child; 

• is being, or is at risk of being, 
emotionally harmed by a person and 
the child’s parent does not protect the 
child; 

• is in the custody of a parent who 
refuses or fails to obtain or permit 
essential medical, psychiatric, surgical or 
remedial care or treatment to be given 
to the child when recommended by a 
qualified health practitioner; 

• is abandoned; 

• has no living parent and no adequate 
provision has been made for the child's 
care; 

• has no parent available to care for 
the child and the parent has not made 
adequate provision for the child’s care; 

• has no parent able or willing to care 
for the child; 

• is living in a situation where there is 
violence or is living in a situation where 
there is a risk of violence; 

• is living with a parent whose actions 
show a propensity to violence or who 
has allegedly killed or seriously injured 
another person; 

• has been left without adequate 
supervision appropriate to the child's 
developmental level; or 

• is actually or apparently under 12 
years of age and has

(i) allegedly killed or seriously injured 
another person or has caused serious 
damage to another person’s property, or 

(ii) on more than one occasion caused 
injury to another person or other living 
thing or threatened, either with or 
without weapons, to cause injury to 
another person or other living thing, 

either with the parent’s encouragement 
or because the parent does not respond 
adequately to the situation. 

CYS does not have legislative authority 
under the CYCP Act to intervene in child 
protection matters regarding an unborn 
child; given that the CYCP Act defines a 
child as a person actually or apparently 
under the age of 16.  However, if child 
protection concerns are reported to CYS 
regarding an expectant mother, CYS can 
work with expectant parents in cases 
when the child would likely be deemed 
at high risk of removal at birth in efforts 
to prevent this.  However, this service is 
considered voluntary, and the expectant 
parent must agree to participate.  Early 
engagement provides the opportunity 
for social workers to plan with 
expectant mothers, in advance of the 
child’s birth, to determine the safest 
plan for the child upon birth.

Our referral information is received 
from professionals such as police, 
school, medical personnel, mental 
health/addictions; community members 
or families/friends of the child/youth.  
Referral sources may be anonymous 
and are protected.  Our Act reads that 
any person having any information to 
suggest a child is in need of protective 
intervention, must report it to a 
manager (of CYS), social worker or 
peace officer and in doing so must 
report all the information of which 
he/she has knowledge.  CYS screens 
the information to determine if our 
response time is required on the same 
day, or, within seven days.  All children 
who are subject to a referral must 
be interviewed/observed by a social 
worker.  The legislation gives us the 
authority to see children privately prior 
to speaking with the parent, however, 

Leadership
It Takes a Village to Protect Our Children



Connecting Voices, January 2018 – Page 21 

the parent is advised of the meeting 
with their child within 24 hours. 

The provision of programs and services 
with the goal of protecting the safety, 
health and well-being of children is a 
huge responsibility and it cannot be 

fulfilled without the assistance of our 
referral sources, collateral agencies 
and the general public.  If you are 
aware of a child or youth who requires 
our intervention or assistance, please 
contact your local CYS office (or police) 

during regular hours, or after hours 
at 1-877-436-9231.  Please share this 
information with your co-workers, 
family and friends as it is everyone’s 
responsibility to protect our children.

BY pHIL o’NEIL MSW, RSW

It is expected that amendments to 
the Social Workers Act (2010) will be 
proclaimed by the Lieutenant Governor 
in Council and come into force in early 
2018.  Included in the amendments 
under Quality Assurance, will be a 
requirement for a social worker who 
has knowledge of conduct deserving 
of sanction of another social worker, to 
report the knowledge to the registrar 
in a written, signed allegation.  

In considering this pending legislation, 
social workers should have a clear 
understanding of what constitutes 
Conduct Deserving of Sanction. 
Section 23 (c) of An Act Respecting 
the Practice of Social Work (2010) 
determines conduct deserving of 
sanction to include the following: 

• Professional Misconduct 
• Unprofessional Conduct
• Professional Incompetence
•  Conduct Unbecoming of a Social 

Worker
•  Incapacity or Unfitness to Practice as 

a Social Worker
•  Acting in Breach of the Act, including 

the Regulations or the Bylaws

The addition of Quality Assurance 
provisions in the legislation are meant 
to enhance public protection and 
accountability.  While this legislation 
is new, social workers are familiar with 

requirements to address the unethical 
practices of colleagues as per the 
Canadian Association of Social Workers 
Guidelines for Ethical Practice (2005).  
The following sections provide clarity 
in this regard:  

3.3.1 “Social workers who have 
ethical concerns about the actions 
of a colleague attempt to resolve the 
disagreement through appropriate 
channels established by their 
organization.  If the disagreement 
cannot be resolved, social workers 
pursue other avenues to address their 
concerns consistent with client well-
being, ethical principles and obligations 
outlined by their regulatory body” (p. 
14). 

 7.2.1 “Social workers take appropriate 
action where a breach of professional 
practice and professional ethics 
occur, conducting themselves in a 
manner that is consistent with the 
Code of Ethics and Guidelines for 
Ethical Practice, and standards of their 
regulatory body” (p. 22).

7.2.2 “Social workers who have direct 
knowledge of a social work colleague's 
incompetence or impairment in 
professional practice consult with 
colleagues about their concerns and 
when feasible assist colleagues in 
taking remedial action.  Impairment 
may emanate, for example, from 
personal problems, psychosocial 

distress, substance abuse or mental 
health difficulties” (p. 23). 

7.2.3 “Social workers who believe 
that a colleague has not taken 
adequate steps to address their 
impairment to professional practice 
take action through appropriate 
channels established by employers, 
regulatory bodies, or other professional 
organizations” (p.23).

One of the unpleasant facts of any 
profession, including social work, is that 
practitioners occasionally encounter 
colleagues involved in unethical 
behavior.  The good news is that the 
number of allegations of misconduct 
for social workers in Newfoundland 
and Labrador is relatively low; the bad 
news is that it does happen and it can 
create significant challenges for, clients, 
social workers and third parties.

Social workers have an obligation 
to confront misconduct responsibly, 
but deciding on whether to make 
a formal allegation to the Registrar 
isn’t always a comfortable thing to 
do.  On some level, it might appear 
that social workers are faced with a 
choice between either remaining silent 
or making a full disclosure of collegial 
misconduct.  As with so many ethical 
dilemmas however, particularly when 
potential misconduct is in the gray 

Regulatory Notes - Duty to Report

regulatory
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Better Understanding the Needs of Homeless 
Individuals and Families in St. John’s
BY SHELDoN poLLETT BSW, RSW

On November 30th, 2016, End 
Homelessness St. John’s (EHSJ) and its 
community and government partners 
launched its first homelessness point-
in-time count with the support of the 
Federal Government’s Homelessness 
Partnering Strategy.  According to 
the Government of Canada (2016), a 
point-in-time count is “a method used 
to measure sheltered and unsheltered 
homelessness.  It aims to enumerate 
individuals in a community who are, 
at a given time, staying in shelters or 
‘sleeping rough’ (e.g., on the street, 
in parks), providing a ‘snapshot’ of 
homelessness in a community.”

In addition to this effort to understand 
the issues surrounding homelessness 
for all populations in St. John’s, the 
Federal Government also requested 
the support of Choices for Youth 
and its Youth Leadership Council to 
pilot a youth-specific point-in-time 
count.  The purpose of this youth-
specific approach was to understand 
the unique profile of homelessness 
among youth and provide insight 
into the tools which could assist 
other communities across Canada in 
conducting their own youth counts.

Consistent with best practices 
across Canada, this approach to 
data collection provides a deeper 
understanding of the unique aspects 
of homelessness in our community.  
The data from the point-in-time count, 
combined with the existing qualitative 
knowledge in our community, is 
critical to ensure the effective use and 
coordination of resources to provide 
individuals and families access to safe, 

affordable, and supported housing 
options within a housing-first model.  
This includes the adapted housing-
first framework for youth developed 
by the Canadian Observatory on 
Homelessness, in partnership with A 
Way Home Canada and the National 
Learning Community on Youth 
Homelessness.  As a result, planning 
for the next homelessness point-in-
time count is already underway.

The results of the 2016 point in time 
count indicated that there were 166 
individuals experiencing homelessness 
in a 24-hour period, including 38 
youth between the ages of 16-24. This 
included 81 individuals who stayed 

in emergency shelters, 3 who were 
unsheltered (absolute homelessness), 
5 availing of transitional housing, 22 
who were accommodated temporarily 
(couch surfing), and 55 in institutional 
settings with no permanent home to 
which to return.  In addition to the 
data collected on the day of the point 
in time count, EHSJ further calculated 
that upwards of 800 individuals 
experience homelessness in St. John’s 
annually.

The count also offers insights into the 
makeup of the homeless population, 
including their path into homelessness 
and experiences while being homeless.

As evidenced by the launch of a newly 

Social Justice

All populations for St. John’s Youth population Ages 16-24  
for St. John’s

59.3% Male 50% Male

38.9% Female 40.6% Female

<2% Other Gender 9.4% Other Gender

19.2% Indigenous 21.4% Indigenous

21.7% LGBTQ2S 32.4% LGBTQ2S

57.6% Became homeless before the age 
of 24

50% had experienced homelessness by the 
age of 16

21.4% moved to St. John’s within the 
last year

70% have past or present involvement with 
the child protection system

38.1% moved to St. John’s within the 
last 5 years

80% felt that the child welfare system was 
not helpful in their transition to adulthood

42.9% became homeless within 1 year of 
leaving the child protection system
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developed Coordinated Access System 
on November 3rd, 2017, EHSJ and its 
community and government partners 
have continued to provide leadership 
in the work to end homelessness in 
our community.  The focus of this 
work begins with understanding the 
needs of individuals and families prior 
to and once homeless, and prioritizing 
those most at risk for long-term 
entrenchment in crisis-driven lifestyles 
which often define their experiences 
and limit their ability to move forward.  
This comes with a tremendous cost for 
the individuals and everyone around 

them.  As identified in the global 
movement towards housing-first and 
system coordination, ensuring people 
have access to safe, affordable, and 
supported housing is a must.

In the case of youth, this work must 
also include a significant focus on 
prevention.  It is imperative that we 
implement systemic changes which 
can prevent the trajectory of youth 
into homelessness from a very young 
age.

Data like this must urge us to act and 
rethink our fundamental approach 

to supporting vulnerable populations 
in our societies.  Proven and well-
established models and policy 
frameworks exist and should be 
implemented using legislative levers, 
program design, and community 
coordination. 
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areas that may not be easily defined, 
decisions can be context dependent. 

The legislation and Ethical Guidelines 
are clear in their intent and may be 
helpful in assisting social workers who 
may be struggling with a decision to 
report a colleague.  Yet, a very strong 
stigma still exists in a profession where 
many empathetic and accommodating 
people work hard to do the right 
thing.  Having to report a colleague 
may seem to go against the grain of 
a helping profession; therefore, social 
workers may need to work even 
harder to acknowledge and confront 
ethical misconduct of which they 
have become aware.  Summoning 
the moral courage to do what is right 
can be very challenging, but consider 
that it may preempt or mitigate harm 
to the public, safeguard vulnerable 
populations and ultimately hold people 
accountable for unethical or potentially 
harmful actions.

Frederic G. Reamer (2002), a 
prominent ethicist and professor of 
social work at Rhodes Island College, 
suggests the following framework to 
consider when faced with a decision 
regarding whether to report a 
colleague:

Severity: Factor in the severity 
of harm and the misconduct. 
Circumstances that involve severe 
harm are more compelling than those 
that do not.  There are, of course, 
certain situations where there is 
obvious misconduct, negligence, 
impairment or incompetence (e.g. 
where clients are being seriously 
harmed or put at risk) that clearly 
necessitate making a formal allegation, 
and other situations that are less 
serious in nature, where constructive, 
incremental steps short of formal 
reporting successfully resolve the 
problem.

Quality of the evidence: Convincing 
evidence can provide clarity in making 
the decision to report.  Existence of 
strong and irrefutable evidence can 
make the decision easier; otherwise, 
if there is no strong or compelling 
evidence of wrongdoing then you may 
want to postpone making the report.

Impact: Social workers need to 
consider the potential impact 
that making a report will have on 
colleagues, employers or possibly, 
one’s own career.  This is not a reason 
to avoid making a report rather an 
important consideration in preparing 
for potential consequences.  Social 
workers may be concerned regarding 
the possibility of legal action being 

taken against them for reporting 
conduct deserving of sanction to the 
Registrar of the NLASW, however the 
amendments to the Act will provide 
protection in this regard. 

Your Motivation: Consider your 
motivation for making a report.  It is 
important to be clear regarding one’s 
moral and ethical obligation to report 
and to ensure there is no self-interest. 

Viability of Reasonable Alternatives: 
There may be alternative ways to 
address the issue that are fair and 
reasonable.  An example of this would 
be where the colleague acknowledges 
errors and takes sincere, meaningful 
steps to address them, and protect 
clients and the employer. In situations 
like this, it may be helpful to consider 
the framework outlined above.  The 
NLASW will also be updating the 2012 
document titled Guiding Framework 
for Social Workers Concerned about 
the Professional Practice.
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BY JUNE KIRKLAND-SMITH  
MSW, RSW

While statistics on the prevalence of 
anxiety disorders in children vary, we 
know for certain that the percentage of 
children reporting significant anxiety is 
on the rise.  Anxiety BC (n.d.) cites that 
about 20% of children and youth are 
affected by anxiety.  At Central Intake, 
the referral-entry point for children’s 
mental-health services within Eastern 
Health, referrals for anxiety account for 
34% of total referrals.  In the Janeway 
Lifestyle Program, a program that 
promotes healthy living and works to 
prevent chronic health issues, children 
attending clinics rank anxiety and 
stress as their second biggest concern. 

There are many theories as to why 
we are seeing an increase of anxiety 
symptoms in children.  It has been 
suggested that our expectations 
to do more, be more, and achieve 
more have distressed children.  Due 
to excessive use of technology, the 
reverse is also true.  Kids can be so 
disconnected from others that they 
fail to learn the interpersonal skills 
to manage new experiences hence 
leaving them feeling immobilized.  
Also, children now have easy access 
to worldly information that they may 
be able to handle intellectually, but do 
not have the emotional maturity to 
manage.  Additionally, the demise of 
free play, decreased number of family 
meals together, and less downtime 
have lessened children’s ability to 
learn problem-solving and coping 
skills. Therefore, as children face new 
experiences, they are less equipped 
with the interpersonal skills to manage 
and self-regulate. 

Many times, families simply need 
assurance that anxieties their children 
face are normal and can be minimized 
with information, practice, and 
comfort.  However, when a child’s 
anxiety is persistent, interferes with 
daily functioning, causes impairment 
and needs ongoing accommodations, 
and simply is not allowing a child 
to ‘just be a kid’, it can be helpful 
for families to seek professional 
intervention. 

The goal in working with children is 
to help them reduce their anxiety 
and find ways to have anxiety work 
for them.  As social workers, we can 
educate children and their families 
to understand what happens to their 
bodies and within their families when 
anxiety is present, teach coping skills, 
and encourage children to face their 
anxiety.  Facing anxiety is important 

in building distress tolerance.  It is 
also imperative for social workers 
to recognize when therapy is not 
progressing and when children need 
intervention from a family physician 
or psychiatrist who can prescribe and 
monitor medication. 

When working with parents, social 
workers can encourage families to:

• Listen to the child
• Validate fears 
• Normalize anxiety 
•  Have routines  

(predictability reduces worry)
• Reduce stress where reasonable 
• Encourage independence at all ages
•  Provide healthy foods  

– limit sugar and caffeine
• Encourage activity and exercise
• Promote relaxation
• Provide distractions

Practice
“Mom, my belly hurts”- Children and Anxiety
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BY JUNE KIRKLAND-SMITH MSW, RSW

Everything I never Told You is the story of a Chinese American family living in 
small-town Ohio during the 1970’s.  The protagonist, Lydia, is the favorite child 
of her parents who are determined to fulfill their unmet life dreams through 
her.  The story unfolds with Lydia’s death, switches to periods of time as she is 
growing up, and is mixed with episodes where we get to know her parents and her 
only sibling.  We discover through their lives how experiences of success, failure, 
dreams, and one’s own upbringing impact current experiences of raising children 
and navigating relationships.  At times, the reader can experience frustration as to 
why the characters cannot understand and voice their motivations, feelings, and 
personal struggles.  The story is an unfortunate series of events that brings to life 
the importance of self-awareness and open communication.  Everything I never Told 
You is very interesting and suitable for any social worker wishing to more deeply 
understand the dynamics in families and the importance of open communication.  
The story is not a ‘feel good’ story, but it is a definite page-turner!

Everything I Never Told You by Celeste Ng

book review

•  Acknowledge brave behavior and 
effort

• Model brave behavior 
• Model problem solving skills
•  Model stress management and 

relaxation 
• Avoid excessive reassurance 
• Be mindful of their own reactions 
•  Have realistic expectations - small 

steps
• Build self-confidence

While this is not an exhaustive list, 
the following are some programs that 
offer services to children and families 
around anxiety:

Bridges – Anxiety Group for Teens 
which focuses on awareness and 
insight; skill building and exposure 
versus avoidance.

Janeway family Centre – Parenting 
your Anxious Child Group and Cool 
Kids Group. The parenting group 
offers information and support to 
parents and caregivers who may be 
concerned that their child is anxious.  
The Cool Kids Group offers group 
treatment to children experiencing 
anxiety that results in severe 
disruption in their lives.  A parent 
group runs simultaneously.  The 
primary treatment approach utilized 
is cognitive behavioral therapy that 
incorporates education, goal setting, 
skill building and home practice in a 
child focused manner.

Janeway Lifestyle program – Creative 
Coping Group where children learn 
practical coping skills through the 
use of artistic expression (making art 

journals, learning feeling identification 
and expression); activities (hiking, 
snowshoeing, and playing active 
games); and building alliances with 
others (helping other kids, expressing 
thanks and building relationships).  
This is a group that focuses on skill 
building that can be helpful for anxiety 
and other challenges and is open 
to children enrolled in the Janeway 
Lifestyle Program.

Children can also receive intervention 
through community mental health 
social workers, child psychiatry, and 
social workers attached to various 
medical programs.  

REFERENCE
AnxietyBC (n.d.). Self-Help. Parent & Child. Retrieved 
November 20, 2017 from https://www.
anxietybc.com/parenting/parent-child

https://www.anxietybc.com/parenting/parent-child
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topics
Using Breathing, Yoga and Meditation in Social 
Work Practice: Control Your Body and Mind
BY KABERI SARMA-DEBNATH RSW 

In our society, anxiety and stress are 
quite common and complex in nature.  
Emotions play a large role in anxiety 
disorders.  Excessive feelings of worry, 
anger, fear and depression can add to 
our level of anxiety. 

Pranayama (an ancient Indian 
breathing exercise practice), yoga and 
meditation are powerful tools that 
can be useful in mood management.  
They can assist in the reduction 
and prevention of excess states of 
anxiety.  These tools can also give 
clients insight into their anxiety and 
can be important self-care strategies.  
Trained therapists can use breathing, 
yoga and meditation in their work 
with individuals, families and groups in 
diverse practice settings.    

BREATHINg ExERCISE 
(pRANAYAMA): 

prana means life force or breath 
sustaining the body; Ayama translates 
as "to extend or draw out."  Together 
they mean breath extension or control. 

Breathing plays a major role in calming 
the body.  During feelings of anxiety, 
breathing becomes shallow and rapid 
which in turn reinforces our nervous 
system’s state of anxiety.  When 
practicing pranayama, the nervous 
system is naturally calmed and 
soothed.  Pranayama slows the heart 
rate and respiration and can calm 
anxiety for over-activated nervous 
systems.  With regular practice, we can 
learn how to consciously maintain a 
slow deep breath that helps to prevent 
anxiety.

USINg YogA AND MEDITATIoN  
IN THERApY: 

When our mind is in a constant state 
of unrest, it can contribute to long-
term stress and anxiety.  Excessive 
anxiety can be alleviated through a 
slow, gentle yoga practice that helps 
to balance emotions and release body 
tension.  The goal of yoga is to control 
our mind, body and thoughts. 

BENEfITS:

• Helps clients focus, allowing them to 
access their emotional state and better 
prepare for therapy work.

• Allows clients to have control over 
their mind and thoughts which 
increases the ability to focus. 

• Soothes emotional imbalances and 
boosts energy. 

• Calms the nervous system by 
focusing attention on the moment and 
away from anxious thoughts.

• Lowers levels of anxiety. 

HoW To pRACTICE:

• The yogi should sit comfortably and 
practice yoga by controlling one’s body, 
activities, and mind on one point. 

• The yogi should train one’s mind 

in such a way that as soon as it 
wanders, the person can drag it back 
again. When the mind does wander, 
observe where it wanders.  Bring your 
awareness back to the moment as it is 
and to what the moment holds.  This 
requires a great deal of practice.

• Hold one’s body steady, straight and 
motionless.

• Think of a lamp, a place free from any 
breeze so that it does not flicker - this 
is similar for a yogi of controlled mind 
who practices concentration on the 
self.

• Inhale through the nostrils until lungs 
are full, exhale through both nostrils 
and repeat (there are many other ways 
one can practice).

• Focus on breathing in and out in a 
relaxed manner.  Continue with a few 
seconds of focused breathing. 

• Conclude by repeating a soothing 
word, such as “peace” with clients. 

• Schedule a regular 10-minute 
breathing practice during a quiet part 
of the day. 

Those who practice yoga likely are 
familiar with some breathing exercises.  
Most social workers do not have 
the yoga training to teach physical 
poses for anxiety relief, but breathing 
exercises and meditation techniques 
can be learned and more easily applied 
in the therapeutic setting.  Social 
workers incorporating these techniques 
in practice should be familiar with the 
NLASW (2011) document on the use 
of complementary and adjunct 
therapies in practice. 
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BY SHARoN BRoWN, fIRST LINK 
CooRDINAToR
ALZHEIMER SoCIETY of 
NEWfoUNDLAND AND LABRADoR

A diagnosis of dementia can be 
overwhelming. Too often families 
struggle to cope with these challenges 
alone, only reaching out for help when 
a crisis occurs, such as an emergency 
room visit or when the caregiver just 
can’t do it anymore. The First Link 
program of the Alzheimer’s Society is 
designed to reach out to people before 
these stressful situations occur so we 
can provide them with the support and 
education they need to live better with 
all levels of dementia.

first Link connects people to:

• A learning series offering information 
about diagnosis, day-to-day living, 
positive approaches to care, how to 
manage challenges and how to prepare 
for the future

• Support groups and opportunities for 

one-on-one support

• Additional community programs and 
services 

Everyday, our 170+ referring partners 
help us create the First Link between 
those impacted by dementia, and 
a wealth of education and support.  
Whether you are interested in 
becoming a referring partner, or a First 
Link client, take the first step...contact 
us today!  

Alzheimer Society of Newfoundland & 
Labrador Inc
835 Topsail Road, Unit 107, Mount 
Pearl, NL

(709) 576-0608 (p) (709) 576-0798 (f)

Email: firstlink@alzheimernl.ca

Alzheimer Society Newfoundland 
and Labrador – Your First Step to 
Living Well with Alzheimer’s Disease 
or a Related Dementia 

Community

 

Avoid All Late Fees! 
Renew your registration online by  
February 15, 2018 (midnight Island time).  
  



Private Practice roster

ST. JoHN’S REgIoN

JOANMARY BAKER, MSW, RSW

MAUREEN BARRY, MSW, RSW

AGATHA CORCORAN, MSW, RSW

HEATHER THISTLE, MSW, RSW

TOBIAS DUNNE, MSW, RSW

DARRELL HAYWARD, BSW, RSW, 

M.ED., CCC

BRIAN KENNY, MSW, RSW

ROSEMARY LAHEY, MSW, RSW

DENISE LAWLOR, MSW, RSW

GREG MCCANN-BERANGER, MSW, RSW

CATHERINE MORRIS, MSW, RSW

MAXINE PAUL, MSW, RSW

GLADYS PERRY, MSW, RSW

E. MICHELLE SULLIVAN, PHD, RSW

DIANA WAMSTEEKER, MSW, RSW

NANCY WHITE, MSW, RSW

 
EASTERN REgIoN

WANDA GREEN, MSW, RSW

CENTRAL REgIoN

RENEE ETHERIDGE, MSW, RSW

SHANNON FUREY, MSW, RSW

RUTH PARSONS, MSW, RSW

SIMONE PELLEY, MSW, RSW

WESTERN REgIoN

RENEE ETHERIDGE, MSW, RSW

BONNIE HANCOCK-MOORE, MSW, RSW

B. ELAINE HUMBER, MSW, RSW

BARBARA LAMBE, BSW, RSW

LABRADoR REgIoN

SUZANNE FELSBERG, MSW, RSW

BRENDA GEAR, MSW, RSW

The NLASW has established a voluntary roster of social work private practitioners.  The following social workers have 
elected to be included on the roster.  They meet the criteria for private practice in the profession of social work in 
Newfoundland & Labrador.  Contact information for these social workers is available on the NLASW website.

 

CRITICAL INCIDENT GROUP DEBRIEFING
St. John’s:  February 15
This workshop will review how to facilitate a group debriefing, and how to discern when group debriefing is 
not appropriate for a group.

Understanding Mental Health Concerns in Children and Youth
St. John’s:  March 8
This workshop will provide a general overview of the common mental health concerns for children and youth, 
signs and symptoms, themes for treatment and the controversies that surround some of the diagnoses.

Cognitive Behavioural Therapy–Tools for Thinking Differently
St. John’s:  March 22
This workshop provides a strong foundational knowledge of the principles and strategies involved in using 
Cognitive Behavioural Therapy (CBT).

Depression–Practical Intervention Strategies
St. John’s:  April 23
This workshop reviews a variety of effective strategies that can be used to help an individual who is struggling 
with depression.

Walking Through Grief–Helping Others Deal with Loss
St. John’s:  May 29
This workshop is designed to give helpers an increased awareness of the dynamics of grief and to provide 
tools and strategies to best support someone who is grieving.

Workshops Coming To 
Newfoundland & Labrador 

WINTER-SUMMER 2018

TO REGISTER:         www.ctrinstitute.com      •      877.353.3205      •       info@ctrinstitute.com

EXCEPTIONAL TRAINING & RESOURCES - Mental Health, Counselling, and Violence Prevention

In addition to our Public Workshops, we offer:

LIVE STREAM WORKSHOPS (9 am-4 pm Central Time):
VICARIOUS TRAMA
 - Strategies for Resilience
February 15, 2018

ANXIETY
 -Practical Intervention Stratiegies
February 27, 2018

HARM REDUCTION - A Framework 
  for Change, Choice, and Control
May 11, 2018

◊ LIVE WEBINARS ◊ ON-DEMAND WEBINARS
◊ LIVE STREAM WORKSHOPS ◊ RESOURCE MATERIALS

Visit our website 
for more live 

stream events 
in 2018


