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INTRODUCTION 
ABOUT THE CIRCLE OF CARE

The	Nisichawayasihk	Cree	Nation	Family	and	Community	Wellness	
Centre	(Wellness	Centre)	offers	a	significant	combination	of	
health	and	social	services	to	the	community.	These	assets	create	
opportunities	for	people	to	share	and	work	together	and	to	support	
families	to	live	in	a	healthful	and	positive	way.

The Circle of Care is a service-planning model designed to: 

1.		Provide	children,	youth,	elders,	families	and	their	communities	
with	coordinated	multi-service	support,	and	

2.		Build	on	the	collaboration	and	strengths,	which	already	exists	
within	the	Wellness	Centre	and	its	sub-offices,	as	well	as	other	
services	and	programs	external	to	the	centre.	

The	Circle	of	Care	planning	process	is	based	on	the	principles	
of	the	holistic	teachings	of	the	Medicine	Wheel.	It	acts	as	a	
guide	for	working	with	families	who	require	a	combination	of	
several	services	to	support	them	in	finding	balance	in	their	lives.	
In	this	context,	the	fundamental	values	of	planning	together	
with	the	direct	involvement	of	family	and	implementing	services	
collaboratively	are	essential.	This	means	shared	responsibility,	
shared	decision-making,	shared	services	goals	and	shared	
accountability.	

The	purpose	of	the	manual	is	to	describe	some	guidelines	that	
help	to	facilitate	such	a	process	and	assist	in	developing	and	
implementing	a	Circle	of	Care	Plan	(CCP).	

It	describes	a	way	of	establishing	a	coordinated,	multi-service	plan	
intended	to	strengthen	families	who	have	a	number	of	challenges	
and	opportunities	that	will	benefit	from	the	involvement	of	two	or	
more	services.	It	supports	and	encourages	the	active	participation	
of	extended	family,	elders	and	spiritual	leaders.



�

THE MEDICINE WHEEL
The	Medicine	Wheel	is	the	holistic	foundation	on	which	the	Circle	of	
Care	is	based.1	It	is	the	goal	of	the	Wellness	Centre	to	provide	services	
that	enhance	the	mental,	emotional,	physical	and	spiritual	wellbeing	of	
families,	their	children	and	youth.	This	holistic	approach	is	consistent	
with	values	and	traditions	of	First	Nations	communities.2

 S
PI

RITUAL                   MENTAL              E
M

O
TIONAL             PHYSIC

AL

RE
SP

EC
T

HO
NE

ST
Y

SHARING CARING

SELF–
DETERMINATION

Beliefs	and	values	that	
guide	our	lives.	

SELF-CONCEPT

Who	we	think	we	are		
is	what	we	learn	from	
our	relationships	and	
life	experiences.	

SELF-AWARENESS

The	physical	self	acts,		
relates,	communicates	and	

responds	in	a	manner	
consistent	with	our	self-

concept,	level	of	self-
esteem	and	values	

and	beliefs.

SELF-ESTEEM 

The	feelings	
we	have	about	
everything	we	
experience	
including	our	worth	
as	a	person.	

1	 Based	on	a	presentation	by	Percy	Tuesday	to	Abinoojii	Prevention	Workers,	Winnipeg,	January	19,	2006.	

2	 In	a	study	conducted	by	the	National	Indian	Child	Welfare	Association	found	that	a	“System	of	Care		
	 Model	has	very	promising	results:	Terry	L.	Cross	et	al	Promising	Practices:	Cultural	Strengths	and		
	 Challenges	in	Implementing	Communities.	http://cecp.air.org/promisingpractices/2000monographs/vol1.pdf
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The	Medicine	Wheel	represents	all	the	elements	required	to	live	a	healthful	and	
balanced	life.	These	elements	are	all	connected	and	interdependent.

MENTAL ELEMENT	–	What	We	Think

The	mind	is	like	a	hard	drive	on	a	computer.	A	computer	stores	information	that	
is	input.	Similarly,	the	mind	stores	information	and	visual	memories	of	everything	
a	human	being	learns	and	experiences.	The	Mental	Element	is	a	very	powerful	
storehouse	of	information	and	memories.	We	remember	our	life	experiences	in	
our	relationships	with	family	and	our	communities.	We	learn	to	see	ourselves	as	
someone	worthy	or	unworthy	of	love	and	respect	by	how	others	treat	us.

Historical	trauma	has	had	a	profound	effect	in	many	communities.	Attempts	at	
forced	assimilation	separated	families	and	their	children.	Family	and	community	
care	was	replaced	by	institutional	care	of	residential	schools	and	later,	the	child	
welfare	system.	These	experiences	disrupted	family	life	and	left	intergenerational	
memory	losses	as	to	how	families	and	communities	protect,	nurture	and	raise	
their	children	in	a	traditional	manner.	The	intergenerational	impact	of	being	raised	
in	non-familial	settings	resulted	in	passed	on	institutional	childrearing	experiences	
to	children.	This	has	influenced	how	children,	families	and	their	communities	have	
developed	their	self-concept.	Understanding	this	impact	is	an	important	step	in	
redefining	our	self-concepts	in	positive	ways.

EMOTIONAL ELEMENT	–	What	We	Feel

Feelings	are	part	of	everything	we	do	in	life.	Imagine	the	fear	you	would	feel	if	
you	were	surprised	in	the	bush	by	an	angry	mother	bear	standing	a	few	feet	away	
from	you.	The	fear	you	experience	lets	your	mind	know	it	is	time	to	do	something	
with	what	you	have	in	your	physical	energy	reserves;	it	makes	your	adrenalin	
flow;	it	makes	your	heart	beat	faster.	People	can	do	extraordinary	things	to	survive	
in	this	state.	Feelings	add	texture	to	what	we	experience	and	these	feelings	
are	stored	as	part	of	our	memories.		You	can	remember	something	funny	that	
happened	years	ago.	You	may	start	smiling	and	even	laughing	all	over	again	when	
you	think	of	it	because	you	are	reminded	of	how	funny	it	felt	when	it	happened.

The	ability	to	store	feelings	in	our	memory	bank	applies	to	everything	we	
experience	in	life.	We	remember	through	feelings	when	we	felt	safe	and	cared	
for,	how	we	were	treated	at	home,	school	and	community,	what	we	were	good	at,	
what	hurt,	what	made	us	feel	good	and	proud	and	made	us	feel,	sad,	angry,	alone	
and	sick-at-heart.	It	is	from	the	collection	of	such	feelings	that	we	develop	our	self-
esteem,	which	is	how	we	feel	about	ourselves.
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SPIRITUAL ELEMENT	–	What	Guides	Us

Values	and	beliefs	play	an	important	part	in	our	lives	because	they	are	the	
guideposts	by	which	we	and	others	judge	whether	we	are	living	a	good	life.

Values	and	beliefs	can	vary	from	person-to-person	depending	on	the	culture	you	
are	brought	up	in.	Values	describe	the	ideals	or	principles	of	a	culture	that	a	person	
should	strive	to	achieve	such	as	honesty,	caring,	sharing,	kindness	and	courage.	
Values	also	describe	beliefs	about	what	“good”	and	“bad”	choices	might	be	and	
what	is	“right”	or	“wrong”	behaviour	in	order	to	live	life	in	a	good	way.	If	we	really	
believe	in	certain	values,	but	don’t	practice	them	in	our	everyday	lives,	it	damages	
our	self-concept	and	lowers	our	sense	of	personal	worth.

It	is	within	our	families	and	our	communities	that	we	learn	about	cultural	values	
and	beliefs.	The	best	teachers	are	people	who	live	in	a	manner	consistent	with	the	
values	and	beliefs	they	talk	about.	They	“walk	the	talk”.	Family	violence	and	the	
ways	we	abuse	each	other	do	not	fit	with	“walking	the	talk.”

The	spiritual	element	not	only	has	an	impact	on	how	we	learn	to	see	ourselves,	
it	also	affects	how	we	act.	The	values	of	respect/honour,	sharing/generosity,	
caring/kindness	and	honesty/courage	are	all	related	to	each	other.	It	is	not	possible	
to	have	some	and	not	other	values.	How	can	you	have	respect/honour	if	you	are	
not	honest	or	have	sharing/generosity	if	you	do	not	have	caring/kindness.	These	
are	high	standards	and	none	of	us	are	angels.	However,	if	we	believe	in	these	
values	and	do	not	make	the	effort	to	walk	the	talk	we	risk	feeling	and	thinking	of	
ourselves	as	not	being	true	to	ourselves.	This	can	even	effect	how	a	community	
sees	itself.	

PHySICAL ELEMENT	–	What	We	Do

The	physical	element	is	the	“what	we	do”	part	of	our	lives.	It	involves	actions,	and	
responding	and	communicating	in	all	the	ways	that	human	beings	do,	with	words,	
body	language,	positive	and	negative	attitudes,	a	range	of	feelings	and	based	on	
what	we	really	believe	and	value	in	our	hearts.

The	quality	of	our	relationships	with	family	and	community	is	deeply	influenced	
by	our	mental,	emotional	and	spiritual	development.	If	we	have	learned	from	our	
life	experiences	and	relationships	to	think	of	ourselves	in	very	negative	terms	
our	self-concept	and	level	of	self-esteem	is	affected.	That	will	influence	how	we	
are	likely	to	act.	With	a	negative	self-concept	and	self-esteem	we	are	likely	to	be	
easily	threatened,	appear	unhappy,	become	defensive,	angry,	hostile,	aggressive	
and	more	likely	to	have	a	life	filled	with	conflict	and	forms	of	self-abuse	and	
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abusiveness	toward	others.	We	may	also	have	developed	a	lot	of	false	beliefs	
about	ourselves	and	think	we	are	not	competent,	when	in	fact	we	have	lots	of	
unused	gifts	we	could	develop.	When	a	person	lives	with	self-putdown	attitudes,	it	
also	creates	difficulties	in	relationships.	If	you	do	not	care	for	yourself,	it	is	difficult	
to	believe	that	anyone	else	can	care	for	you.	Sometimes	people	even	think	that	
when	someone	loves	you,	they	must	be	sort	of	stupid.	On	the	other	hand,	when	
our	life	experiences	and	relationships	have	been	mostly	positive	we	learn	to	feel	
competent	and	more	trusting	in	our	relationships.
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SIX STEPS TO SETTING UP A 
CIRCLE OF CARE PLAN (CCP)

Step 1:  the Intake proceSS 

The	intake	process	involves	gathering	and	documenting	relevant	information	in	
accordance	with	the	Family	and	Community	Wellness	Centre	Central	Intake	Form	
(Appendix	A).

The	intake	process	is	the	beginning	of	the	relationship	between	the	Wellness	
Centre	and	a	family.	It	is	also	a	sign	of	strength	because	it	takes	courage	to	seek	
help,	and	the	intake	worker	should	acknowledge	this	courage.

It	is	not	best	practice	to	attempt	a	comprehensive	multi-service	assessment	at		
the	time	of	intake.	For	example,	a	family	may	be	looking	for	some	relief	to	an	
immediate	problem.	

The main goals at intake are to: 	
1.	Gain	a	basic	understanding	of	the	immediate	problems	and	concerns,	and		
2.	Identify	the	service	needs	required	(Appendix	B).3	

Another	consideration	is	to	recognize	different	attitudes	families	may	have	about	
their	involvement	with	the	Centre.	Families	whose	involvement	is	involuntary,	
as	may	happen	in	child	welfare	matters,	likely	do	not	expect	that	services	will	
be	helpful.	That	is	sometimes	true	for	families	who	may	also	have	had	negative	
experiences	with	agencies	outside	the	community.	On	the	other	hand,	when	
families	seek	support	from	the	centre	on	a	voluntary	basis,	they	are	more	likely	to	
expect	that	services	will		
be	helpful.	

It	is	a	common	understanding	that	the	extended	family	has	a	high	value	in	First	
Nation	communities.	Therefore,	when	children	need	a	place	of	safety,	placement	
with	extended	family	should	be	the	first	choice	whenever	possible.	It	is	also	helpful	
to	involve	the	extended	family	as	part	of	the	support	network.		In	most	cases	
the	extended	family	would	be	interested	in	being	involved	in	the	decision-making	
process	for	relatives.

3	 In	case	of	emergency	child	welfare	issues	and	concerns,	the	Intake	Worker	is	called	upon	to	determine		
	 risk	for	children.	Appendix	B:	Basic	Risk	Assessment	Question		describes	key	issues	in	completing		
	 an	appropriate	Risk	Assessment.	The	Intake	worker	can	also	refer	to	the	Provincial	Risk		
	 Assessment	information.	
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Step 2: tranSfer of famIly to prImary Worker

The	intake	worker	refers	the	family	to	the	appropriate	service	area,	based	on	the	information	
gathered	during	the	intake	process.	

It	is	recommended	that	in	addition	to	the	handling	of	paper	work,	the	intake	worker	will	meet	
with	the	primary	worker	to	share	what	occurred	during	the	intake	process,	since	written	
communication	has	definite	limitations.

The	primary	worker	is	the	one	who	will	primarily	work	with	the	family	and	assume	
responsibility	for	planning	and	providing	services	developed	as	part	of	the	Circle	of		
Care	process.	

Role of the Primary Worker

The	primary	worker,	as	a	coordinator	and	facilitator,	is	key	to	the	success	of	a	Circle	of	Care	
process.	In	this	role	he/she:

•		Acts	as	an	advocate	for	a	family	to	ensure	appropriate	resources	are	made	available		

•		Develops	a	relationship	with	the	family	in	which	the	family	feels	safe	to	share	information

•		Develops	an	understanding	of	what	strengths	the	family	may	have	

•		Identifies	available	resources	including	extended	family	members	and	contact	those	
resources	to	explore	how	they	might	participate	in	providing	support	services

•		Develops	a	plan	with	the	direct	involvement	of	the	family	that	connects	the	family	to	the	
appropriate	resources	available	in	the	community	

•		Prepares	the	family	for	participating	in	a	Circle	of	Care	approach	to	planning

•		Arranges	meetings	involving	the	family	with	other	services	and	supports	the	family		
with	this	process

•		Ensures	proper	records	are	kept	of	all	Circle	of	Care	meetings	and	that	the	plan	and	role	of	
the	services	involved	is	described	and	distributed	to	all	Circle	of	Care	participants

•		Evaluates	after	a	reasonable	time	period	whether	service	goals	are	being	met	and	whether	
adjustments	to	the	Circle	of	Care	plan	have	to	be	made

•		Has	a	self-care	plan	that	looks	after	the	worker’s	own	physical,	emotional,	mental	and		
spiritual	wellbeing.
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Step 3: IntroductIon to the cIrcle of care aSSeSSment

The	primary	worker	completes	a	comprehensive	Circle	of	Care	assessment,	if	two	
or	more	service	areas	are	needed	to	support	the	family	and	after	any	immediate	
crisis	has	been	addressed.	

The	opportunity	to	gain	a	good	appreciation	of	the	family’s	strengths	and	barriers	
to	making	healthful	life	changes	develops	as	the	relationship	between	the	primary	
worker	and	the	family	develops.	This	naturally	takes	time.	However,	the	more	the	
primary	worker	and	family	understand	each	other,	the	more	accurate	the	Circle	of	
Care	assessment	will	be.	Often	we	learn	more	by	asking	questions	than	by	being	
ready	with	advice.

The	assessment	process	should	help	a	family	learn	what	may	be	contributing	to	
the	concerns	that	brought	them	to	the	centre.	If	we	do	not	understand	the	patterns	
of	our	lives	that	create	painful	problems,	these	problems	will	reoccur,	sometimes	
over	and	over	again.	That	happens	because	we	may	not	know	how	to	do	things	
differently.	If	we	understand	what	we	could	do	differently	to	improve	our	lives,	we	
are	more	able	to	make	changes	that	support	a	more	healthful	lifestyle.	

The	assessment	process	should	also	identify	what	resources	and	services	will	be	
needed	to	help	the	family	facing	multiple	challenges.	The	ultimate	goal	is	then	to	
involve	the	family	in	a	process	of	developing	a	Circle	of	Care	Plan	(CCP).

Things to Consider in a Circle of Care Assessment

The	details	of	an	assessment	are	important,	but	it	is	also	helpful	to	understand	how	
all	the	pieces	fit	into	the	big	picture.		In	addition	to	the	assessment	checklists	and	
outlines,	there	are	also	some	considerations	that	help	keep	your	mind	on	the	big	
picture.	

1.	The	Eurocentric	emphasis	in	assessment	and	delivering	services	has	generally	
been	placed	on	“personal	dysfunction	models.”		A	family	preservation	
study	sponsored	by	the	National	Indian	Child	Welfare	Association	concludes	
“dysfunction-based	models	ignore	…	First	Nation	family	structures,	kinship	
networks,	customs,	rituals	and	community	resources.”4			Dysfunction-based	
models	look	at	treating	personal	deficits	and	so	most	of	the	attention	is	paid	to	
treating	a	dysfunction.5	

4	 Red	Horse	John		G.	Family	Preservation:	A	Case	Study	of	Indian	Tribal	Practice.	National	Indian	Welfare		
	 Association	,	December	2001	
5	 Cimmarusti,	Rocco	A.	Family	Preservation	Practice	Based	upon	a	Multisystem	Approach.	Child	Welfare.		
	 Volume	LXXI,Number	3,	May-June	1992.
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It	is	true	that	we	all	have	strengths	and	limitations	and	it	is	important	to	
understand	those	patterns	in	life	that	are	dysfunctional	for	us.	However,	human	
beings	are	more	complex	than	“dysfunctions.”	Any	assessment	that	that	does	not	
include	the	family’s	strengths,	skills	and	motivation	to	change	is	totally	incomplete.

2.	Another	matter	that	has	an	influence	on	how	we	approach	assessments	is	that	
families	differ	in	the	kind	of	support	services	they	need	because	they	differ	in	what	
they	are	coping	with	in	life.	Anyone	who	has	been	very	hungry	and	thirsty	will	
most	likely	look	after	their	thirst	first	and	their	hunger	second.	That	is	because	you	
can	do	without	food	for	many	weeks	but	not	nearly	as	long	without	water.	

	 Noted	psychologist,	Abraham	Maslow	(1908-1970)	took	this	idea	and	described	
an	order	in	which	such	needs	influence	how	people	do	things	in	their	specific	life	
circumstances.	(See	Appendix	C)	For	example,	if	your	circumstances	are	such	that	
you	have	to	worry	daily	about	food,	clothing	and	shelter,	and	your	basic	physical	
needs	and	safety	needs,	it	is	very	difficult	to	have	enough	emotional	energy	left	
over	to	worry	about	other	family	challenges.	

	 It	is	important	for	the	primary	worker	to	recognize	what	goals	the	family	has	and	
is	ready	and	willing	to	work	on.	It	is	not	the	responsibility	of	the	primary	worker	
to	identify	problems	the	family	should	work	on	without	the	family’s	ability	to	
recognize	that	it	is	a	problem.		

3.	The	concept	that	our	personal	history	impacts	on	how	we	learn	to	relate	in	a	
family	is	also	important.	Destructive	patterns	creating	crises	in	a	family	sometimes	
repeat	themselves.	Important	questions	are:	

•	How	does	what	I	have	learned	in	my	family	of	origin	and	kinship	system	affect	
how	I	relate	at	this	stage	in	my	life	to	members	of	my	family,	friends	and	
acquaintances?	

•	What	were	the	major	influences	in	my	life?	

	 It	is	in	our	past	that	we	learned	what	is	acceptable	and	tolerated	and	what	is	not.		
When	a	family	understands	these	patterns,	they	are	more	open	to	choosing	other	
directions.	Most	often,	this	is	the	focus	of	counselling	services.	It	supports	the	
family	in	understanding	the	barriers	to	healing	as	well	as	how	the	family	functions	
as	a	unit.	After	all,	we	learned	to	behave	and	relate	in	certain	ways	as	we	learned	
to	adjust	to	the	circumstances	in	which	we	were	born.	Obviously	people	born	in	a	
very	caring	family	learn	to	relate	in	different	ways	than	those	born	into	a	situation	
involving	domestic	violence	and	abuse.
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4.	The	community	of	Nelson	House	has	a	history	of	contact	with	a	dominant	culture.	
Often	that	experience	has	not	been	positive.	The	residential	school	experience,	the	
colonization	process	and	racism	have	seriously	affected	many	communities.	Duran	
and	Duran	(1995)	refer	to	the	effects	of	such	experiences	as	a	“soul	wound	that	
is	passed	from	one	generation	to	another.”6	Understanding	what	we	have	learned	
from	these	experiences	in	context	of	the	community’s	history	also	helps	us	learn	
about	our	strengths	as	well	as	healthful	living.	This	kind	of	discussion	is	also	likely	
to	occur	in	the	counselling	relationship.

5.	The	Wellness	Centre	is	involved	with	people	from	the	community,	often	relatives,	
neighbours	and	friends.	The	word	“client”	may	not	really	describe	the	relationship	
workers	have	with	the	families	they	support.	In	that	sense,	it	is	difficult	because	
any	worker	who	works	with	families	may	be	reminded	of	painful	experiences	that	
occurred	in	their	own	families.	This	can	sometimes	be	traumatizing	for	a	worker	
and	is	referred	to	as	‘vicarious	trauma’	(Appendix	F:	Life	Wheel).	Information	
about	vicarious	trauma	is	available	on	the	Internet.		(Health	Canada’s	Guidebook	
on	Vicarious	Trauma:	Recommended	Solutions	for	Anti-Violence	Workers	can	be	
downloaded	at	the	following	link:			
www.phac-aspc.gc.ca/ncfv-cnivf/	familyviolence/pdfs/trauma_e.pdf)

6.	Another	consideration	in	the	assessment	process	is	to	recognize	that	families	
vary,	not	only	in	the	motivation	they	have	to	seek	healthful	change,	but	also	in	the	
opportunities	and	capacity	they	have	to	make	such	changes.	

	 Motivation:	Generally	people	ask	for	support	at	times	when	things	are	not	going	
well.	The	more	serious	the	situation	is,	the	greater	the	need	for	finding	a	solution.	
This	in	part	affects	the	level	of	motivation.	People	would	rather	live	a	positive	lifestyle	
than	not	and	that	too	motivates	people	to	find	more	satisfying	ways	of	living.	

 Opportunity:	There	is	a	song	that	has	a	line	in	it	as	follows:	“We’re	all	just	seeds	
in	God’s	hands.	We	start	the	same,	but	where	we	land	is	sometimes	fertile	soil	
and	sometimes	sand.”7

	 Because	of	opportunity,	we	can	land	in	a	setting	that	teaches	us	to	be	hard-
hearted,	mean-spirited,	mistrustful,	angry	and	destructive	with	ourself	and	others,	
or	we	could	land	in	an	opposite	setting	and	have	a	view	of	the	world	as	a	really	
happy	and	nice	place.	One	situation	often	promotes	difficulties	in	relationships,	
while	the	other	is	more	likely	to	result	in	a	more	positive	outcome.	Those	
experiences	are	defined	by	the	opportunities	with	which	we	are	presented.	As	
children,	it	is	difficult	to	understand	such	things.		However,	as	adults,	we	grow	to	
understand	how	we	learned	to	relate	in	ways	that	often	result	in	conflict.	Based	on	

6	 Duran	E.&	Duran,	B.	(1995)	Native	American	post	colonial	psychology.	Albany	State:	New	York	University		
	 Press	(in	Red	Horse	et	al.)

7	 Pat	Alger	and	Ralph	Murphy		From	the	Album	Seeds,	1994.
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that	understanding,	choices	can	be	made	to	live	our	lives	in	a	more	healthful	way.	

	 One	of	the	roles	of	the	primary	worker	is	to	explore	with	the	family	how	those	
opportunities	to	learn	can	be	created.		To	use	Maslow’s	example	again,	if	a	family	
is	in	a	situation	where	food	and	shelter	are	the	most	important	priorities,	it	is	
difficult	to	focus	the	family’s	attention	on	change	in	other	areas	of	life	until	those	
key	issues	are	addressed.	Families	experience	a	lot	of	environmental	stressors	
related	to	lack	of	income,	appropriate	housing,	etc.	Over	time,	there	often	
develops	a	general	sense	of	hopelessness	or	feeling	of	helplessness,	“I	have	no	
power	to	change	this	situation.”	Such	factors	would	obviously	also	affect	the	level	
of	motivation.	

 Capacity:	Families	also	vary	in	their	capacity	to	change	their	situation.	Differences	
in	personality,	ability	to	communicate,	get	along	with	others,	having	a	support	
network	through	the	extended	family	and	friends	are	strengths	that	increase	a	
family’s	resilience	and	capacity	to	make	adjustments	in	their	lives.	Not	everyone	is	
at	a	stage	where	they	have	the	capacity	to	change	their	lifestyle	(See	Appendix	E).	

7.	How	we	use	consultants,	who	periodically	come	to	the	centre,	in	the	assessment	
process	makes	a	lot	of	difference	in	how	problems	are	solved.	The	way	it	usually	
works	is	that	the	family	or	a	child	from	a	family	is	referred,	seen	by	the	consultant	
who	then	provides	information	to	the	worker,	usually	in	the	form	of	a	report.

	 Another	way	of	working	with	consultants	is	to	actively	participate	in	the	
assessment	process	as	an	observer	and/or	participant.	It	is	important	that	
the	primary	worker	or	the	counsellor,	whoever	is	most	directly	involved	
with	the	counselling	component	of	the	CCP	understands	the	basis	for	the	
recommendations	the	consultant	has	made.	All	of	us	bring	our	own	points-of-view,	
values,	biases	and	skill	sets	to	the	assessment	process,	and	a	consultant	may	
provide	another	perspective.

	 Whether	it	is	appropriate	or	not	to	sit	in	on	the	interview	between	family	and	
consultant	depends,	in	part,	on	what	the	consultant’s	role	is	with	the	family.	If	
a	psychologist	is	giving	an	intelligence	test	or	a	consultant	is	in	fact	the	main	
counsellor,	there	is	a	need	to	meet	in	private.	It	can	also	be	a	matter	of	preference	
because	some	consultants	may	feel	less	comfortable	when	another	worker	is	
present	at	an	interview.	The	bottom	line	is	that	the	primary	worker	needs	more	
than	written	recommendations.	Personal	contact	is	important	because	the	
consultant	is	part	of	the	Circle	of	Care	process	and	makes	recommendations	that	
may	influence	how	services	are	delivered.

SPECIFIC CIRCLE OF CARE ASSESSMENT AREAS

Gathering	assessment	information	for	developing	a	Circle	of	Care	plan	should	involve	
exploring	a	combination	of	some	or	all	of	the	following	areas	with	a	family.	The	
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purpose	of	this	is	to	identify	what	services	can	best	support	a	family’s	commitment	
to	seek	healthful	solutions	to	their	life	challenges.

The	needs	of	families	vary	and	how	each	family	responds	will	also	be	different.	It	is	
important,	therefore,	to	know	when	to	ask	appropriate	questions	to	open	things	up.

Planning	with	the	family	requires	that	the	family	understands	the	reasons	for	asking	
certain	questions	or	discussing	certain	topics.	For	example,	if	you	are	talking	about	
family-of-origin	issues,	it	is	important	that	the	family	understands	that	this	is	not	
meant	to	gossip	or	as	criticism.	It	is	a	question	that	asks,	“What	have	you	learned	as	
a	parent	from	your	own	experiences	as	a	child?”	and	“What	are	the	parenting	ways	
you	have	learned	that	you	want	to	keep	and	what	do	you	want	to	change?”

Keeping	the	Medicine	Wheel	in	mind	as	a	guide,	the	following	is	a	list	of	the	many	
areas	that	may	be	discussed	as	a	primary	worker	and	a	family	explore	what	the	
service	needs	are	and	how	a	Circle	of	Care	Plan	would	address	those	needs:

SAFETy ISSUES

•	If	there	were	child	welfare	issues	at	intake,	have	these	been	resolved	or	is	there	a	
continuing	need	for	follow-up	services	from	child	welfare?

•	Is	the	home	environment	in	a	constant	state	of	crisis	that	is	traumatizing	for		
the	children?	

•	Have	the	children	ever	been	placed	in	care?	Under	what	circumstances	and	for	
what	periods	of	time?

•	Is	there	an	ongoing	concern	about	family	violence	and	are	there	concerns	about	
protecting	other	adults	in	the	family,	from	spousal	abuse	for	example?	

•	Do	the	children	have	special	needs	of	a	developmental	nature,	such	as	socialization	
in	school?

•	Are	there	special	health	problems,	such	as	FASD-related	difficulties	or	mental	
health	problems?

LEARNING FROM OUR FAMILy RELATIONSHIPS

•		Parents	

-	What	is	the	quality	of	the	parental	relationship?	

-	Are	the	parenting	skills	appropriate?		

-	How	do	the	parents	deal	with	problems	when	they	occur?	How	do	the	parents	
deal	with	conflict?	

-	Are	there	patterns	that	are	barriers	to	positive	relationships	that	keep		
re-occurring?
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-	Are	the	demands	on	the	parents	manageable?	(eg.	Single	parent	looking	after	five	
children	with	three	of	them	being	preschool	age)	

-	What	are	the	strengths	in	the	parental	relationship?

•	Children

-	What	is	the	quality	of	the	relationship	between	parents	and	children?

-	What	is	the	quality	of	the	relationships	between	the	siblings?

•	Live-in	relatives

-	Are	there	family	members	living	with	the	family?	Does	this	add	positive	or	
negative	pressures?

•		Extended	family

-	Are	there	members	of	the	extended	family	who	the	family	trusts	to	participate	in	
the	planning	process?	(eg.	An	uncle	who	can	teach	the	father	to	hunt	or	an	aunt	
who	can	teach	a	young	mother	how	to	care	for	her	baby)

•	Others	(friends,	elders,	spiritual	mentors	etc)

ARE BASIC SURvIvAL NEEDS MET?

•	Income/budgeting

•	Shortages	of	food,	not	enough	for	utility	costs

•	Housing/overcrowding	

•	Access	to	community	services

•	Lack	of	recreation

FAMILy OF ORIGIN INFORMATION

Understanding	what	we	have	learned	from	our	family	of	origin	contributes	to	our	
strength	and	health	as	well	as	what	we	have	learned	that	we	want	to	change.		This	
is	an	area	that	ongoing	counselling	would	most	likely	address	and	explore.

PHySICAL HEALTH

Identify	any	health	related	areas	that	are	of	concern.		

•		If	our	physical	health	is	weak,	we	may	lack	the	energy	to	do	the	things	we	need	to	
do.		For	example,	poor	diet	and	wide	spread	diabetes	have	a	very	negative	effect	
on	many	of	our	families.		

If	there	are	concerns,	it	is	possible	to	arrange	for	nursing	consultation	within	the	
Wellness	Centre.
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FAMILy STRENGTHS, SKILLS	(See	Appendix	D)

•		How	has	the	family	managed	to	deal	with	problems	in	the	past?	

•		What	has	been	successful?

•		Is	the	family	connected	to	its	extended	family	in	ways	that	are	supportive	to	a	healthful	lifestyle?	

•		How	does	the	family	see	themselves	in	the	community?

•		What	are	family’s	self-care	skills	–	hobbies,	recreation	and	relationships	with	others?

CONNECTING WITH RESOURCES IN THE COMMUNITy  

•		Are	options	available	for	involvement	in	community	activities?	

•		Is	the	family	involved	in	traditional	activities,	church-related	activities	or	other	ways	in	which	spiritual	
needs	are	met?

•		Does	the	family	have	a	close	relationship	with	an	elder	and/or	clergy	who	could	be	involved	as	a	
positive	support	for	the	family?

DEvELOPING A COORDINATED SERvICE PLAN

The	Assessment	should	identify	other	community	members,	services	and	programs	that	are	currently	
or	should	be	involved.

•		Elders	

•		Services	provided	by	the	Wellness	Centre	

•		School	services	that	may	be/should	be	involved

•		Community/volunteer	services	

•		Medicine	Lodge

•		NNADAP

•		Self-help	groups

SUMMARy OF THE CIRCLE OF CARE ASSESSMENT

When	the	family	and	primary	worker	have	completed	the	assessment,	the	information	can	be	used	
to	develop	a	CCP.	It	is	the	needs/strengths	assessment	that	provides	an	understanding	of	the	family’s	
communication	patterns,	the	nature	of	the	relationships	and	the	context	in	which	concerns	and	
problems	occur.	The	summary	of	the	assessment	will	identify	family	strengths,	which	will	reduce	the	
risks	of	family	problems	from	reoccurring.		It	will	also	identify	service	areas	that	need	to	be	involved	to	
promote	positive	growth.		In	this	way	we	can	support	families	in	finding	a	life	based	on	the	teachings	of	
the	Medicine	Wheel.
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Step 4:  SettIng up a meetIng of ServIce provIderS to 
develop a cIrcle of care plan (ccp)

With	families	who	need	only	the	service	of	the	primary	worker,	there	is	no	obvious	
need	to	involve	other	workers,	agencies,	self-help	groups,	etc.	However,	if	it	
becomes	clear	that	in	order	to	support	a	family,	two	or	more	services	need	to	be	
involved,	the	primary	worker	with	the	family	will	have	to	find	out	what	resources	are	
available.

The	primary	worker	identifies	and	involves	other	service	areas	based	on	the	results	
of	a	needs/strength	assessment.	It	is	how	these	services	collaborate	and	are	
coordinated	in	supporting	healthful	change	that	become	the	Circle	of	Care.	It	is	an	
approach	that	is	based	on	empowerment,	because	it	directly	involves	the	family	and	
community	resources	in	developing	an	appropriate	plan.

The	next	responsibility	of	the	primary	worker	is	to	contact	those	service	areas	that	
are	already	involved	and	to	explore	whether	other	services	may	be	required.	In	that	
context,	the	primary	worker	is	an	advocate	for	families.	In	that	role	he/she	needs	
to	collaborate	with	colleagues	from	within	the	centre	as	well	as	maintaining	good	
working	relationships	with	service	providers	in	other	agencies.	This	is	to	ensure	that	
the	family	receives	the	appropriate	combination	of	service	support

CIRCLE OF CARE PLANNING WITH INvOLUNTARy FAMILIES

There	are	families	who	are	involved	with	the	Wellness	Centre	on	an	involuntary	
basis.	The	Circle	of	Care	process	can	still	take	place,	except	the	family	will	not	
participate	directly.	In	such	a	case,	the	primary	worker	who,	for	example,	might	be	
involved	in	a	child	welfare	case,	could	do	an	assessment	by	visiting	with	the	family	
and	extended	family	to	determine	what	the	needs	of	the	parents	and	children	are.	

Once	this	has	been	completed,	a	meeting	with	the	representatives	from	the	various	
service	areas,	but	without	the	family,	could	develop	a	plan	for	providing	some	
support.	This	is	obviously	more	difficult	than	working	with	a	family	that	wants	to	
receive	services.

However,	it	is	important	to	develop	a	positive	working	relationship	between	a	
worker	and	a	service-resistant	family	and	that	every	effort	is	made	to	seek	the	
advice	of	the	family.	This	keeps	the	possibility	open	that	a	family	may	move	from	
being	resistant	to	centre-involvement	to	becoming	more	open	to	being	involved	in	
the	planning	process.
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Step 5. facIlItatIng a cIrcle of care plannIng meetIng

PURPOSE

The	purpose	of	the	meeting	is	to	define	what	each	service	will	contribute	in	terms	
of	resources.	This	could	include	a	whole	range	of	services	and	activities	as	the	CCP	
is	put	into	place.	Each	plan	is	tailored	to	suit	the	individual	needs	of	each	family.	

PREPARATION FOR A CIRCLE OF CARE MEETING

The	primary	worker	must	prepare	the	family	for	what	will	occur	in	the	meeting.	
The	primary	worker	provides	support	and	advocacy	for	the	family	throughout	the	
meeting	and	ensures	child	care	is	provided	if	necessary.	

The	family’s	concerns	regarding	confidentiality	and	privacy	should	be	respected	and	
protected	at	all	times.	This	is	important	in	Circle	of	Care	planning.	

Please	note	that	privacy	and	confidentiality	are	not	the	same.		

Privacy	is	an	individual’s	rights	to	control	his	or	her	personal	information.		

Confidentiality	is	the	obligation	on	a	worker	to	keep	confidential	any	information	
communicated	in	circumstances	of	confidence.		

While	the	primary	worker	and	others	in	the	Circle	of	Care	have	a	legal	obligation	
to	maintain	the	privacy	of	the	family’s	information,	there	may	arise	circumstances	
where	confidentiality	cannot	be	maintained.		For	example,	in	cases	where	an	
individual	has	admitted	abusing	a	child	in	their	care,	the	worker	has	a	legal	
obligation	to	report	that	information	to	the	appropriate	authority	including	the	police.		
Therefore,	workers	need	to	clearly	and	plainly	explain	this	to	the	family	so	that	the	
family’s	expectations	of	privacy	and	confidentiality	are	tempered	by	the	realization	
that	such	disclosures	must	be	treated	in	a	different	way	and	may	involve	others	
outside	of	the	Circle	of	Care.

In	this	context,	the	primary	worker	needs	to	review	and	check	with	the	family	in	
advance	of	the	Circle	of	Care	meeting	as	to	what	information	will	be	shared.	This 
is important because the family must feel safe.	For	example,	the	family	has	
agreed	with	the	primary	worker	that	couple	counselling	is	a	very	important	part	of	
the	CCP.	However,	because	one	of	the	service	representatives	at	the	meeting	may	
be	a	close	relative,	the	family	may	not	want	to	share	details	as	to	why	counselling	
will	be	involved.	In	that	case	the	primary	worker	could	just	indicate	without	
further	comment	that	the	couple	has	already	requested	counselling	services	and	
arrangements	for	that	have	or	are	being	made.	It	is	of	greatest	importance	that	
the	family	feel	respected	and	protected	knowing	that	their	personal	information	is	
shared	only	with	those	who	need	to	know	and	whose	help	will	benefit	the	family.
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The primary worker is responsible for: 

•		Setting	the	agenda.	The	agenda	could	include:	

-		 Reason	for	the	current	involvement

-		 Areas	of	need	and	the	service	priorities	as	identified	with	the	family	in	the	
Circle	of	Care	assessment

-		 Identification	of	the	kinds	of	services	needed,	timelines	for	providing	service,	
etc.

-		 Setting	the	date	for	the	first	review	of	the	Circle	of	Care	Plan	team	(a	six-week	
meeting	date	is	recommended)

•		 Contacting	all	the	service	providers	involved	with	the	family	and	providing	them	
with	information	they	require	for	the	meeting

•		Presenting	the	background	and	assessment	information.	

It	is	in	context	of	understanding	a	family’s	strengths	as	well	as	barriers	to	healthful	
living	that	guides	a	CCP	meeting	and	determines	what	and	how	services	will	be	
delivered.	The	meeting	puts	the	pieces	of	the	puzzle	together.	The	centre	provides	
the	opportunity	to	resolve	concerns.	It	is	the	family,	however,	that	controls	the	
process	and,	depending	on	their	capacity	and	motivation,	determines	whether	
healthful	change	will	occur.

CHAIRING THE MEETING

There	are	several	ways	of	running	a	multi-service	meeting.	The	primary	worker	who	
has	the	background	information	could	chair	the	meeting.	The	advantage	is	that,	as	
chair,	the	primary	worker	can	steer	the	agenda	and	ensure	the	family	is	heard.	The	
disadvantage	is	that,	as	a	primary	worker	is	directly	involved	in	the	discussion,	this	
may	conflict	with	facilitating	the	meeting.	

A	Circle	of	Care	meeting	is	probably	more	effective	if	it	is	chaired	by	someone	
other	than	the	primary	worker.	The	chairperson/facilitator	needs	the	background	
information	before	the	meeting	about	the	assessment	process	so	that	the	facilitator	
is	in	a	position	to	focus	the	discussion	on	developing	a	CCP.	

What	is	of	primary	importance	is	that	the	atmosphere	in	which	the	meeting	takes	
place	is	one	of	safety,	where	communication	is	respected	and	appreciated.	The	
chairperson/facilitator	needs	to	recognize	the	vulnerability	of	the	family,	which	
is	expected	to	share	personal	issues	in	a	group	setting.	If	only	two	services	are	
involved,	the	primary	worker	and	the	second	support	service	may	be	able	to	
develop	the	plan	with	the	family	without	a	facilitator.	If	more	than	two	services	are	



�1

involved,	particularly	if	one	or	more	are	external	to	the	Wellness	Centre,	using	a	
facilitator	may	be	most	effective.

The	primary	worker	must	ensure	that	careful	notes	are	kept	of	the	
recommendations	made	and	the	resources	to	be	provided.	Copies	of	these	notes	
should	be	circulated	to	the	family	and	the	service	providers	involved.

SETTING SHARED SERvICE GOALS

At	the	meeting,	each	service	provider	would	make	a	commitment	to	provide	
support	based	on:	

•		The	needs	assessment	information

•		The	comments	of	the	family	at	the	meeting	and	

•		The	input	of	the	primary	worker	who	has	completed	the	needs/strengths	
assessment.

Rather	than	having	each	service	operating	in	isolation,	the	service	providers	meet	to	
develop	a	holistic	approach.	This	is	possible	because	they	have	developed	shared-
service	goals	based	on	a	common	understanding	of	what	the	family’s	service	
needs	are.	It	is	this	common	understanding	between	service	areas	that	guides	the	
implementation	of	the	Circle	of	Care	plan.	This	ensures	that	the	service	components	
are	integrated	and	coordinated.

There	may	be	community	services	external	to	the	centre,	which	need	to	be	or	are	
involved	with	a	family,	but	for	one	reason	or	another	do	not	agree	to	participate	in	
a	Circle	of	Care	meeting.	This	may	occur	because	they	may	have	a	policy	to	not	
attend	meetings	with	other	community	agencies,	or	perhaps	they	do	not	understand	
the	value	of	a	Circle	of	Care	approach.	

If	this	occurs,	the	primary	worker	could	act	as	a	liaison	with	such	services.	This	will	
let	them	know	what	the	Wellness	Centre	is	doing,	so	that	they	are	aware	of	other	
community	involvement	with	the	same	family	they	work	with.	The	purpose	is	to	
keep	communication	open	so	that	there	is	continuity	and	consistency	between	
services	in	supporting	a	family.	

Over	time,	as	service	providers	become	familiar	with	the	Circle	of	Care	approach,	
there	may	be	more	flexibility	in	working	together.	It	is	helpful	to	reach	out	to	such	
services	because	it	serves	the	best	interests	of	the	family.
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Step 6:  ServIce coordInatIon and folloW-up meetIngS

The	primary	worker	has	responsibility	for	coordinating	and	monitoring	the	Circle	of	
Care	Plan.	It	is	a	good	idea	to	meet	after	about	six	weeks	to	make	sure	everyone	is	
still	on	the	same	page	and	there	are	no	new	concerns.	It	is	also	an	opportunity	for	
the	family	to	report	how	the	plan	is	working.	This	is	a	positive	role	for	the	family,	
because	it	underlines	the	family’s	commitment	and	responsibility	in	the	process.

When	families	try	to	change	their	lifestyle	it	is	more	common	that	the	process	is	a	
dance	of	two-steps-forward	and	one-step-back.	Old	learning	takes	time	to	change	
and	old	habits	are	difficult	to	give	up.		In	fact,	change	can	also	be	very	upsetting	
because	as	we	change,	our	relationships	also	change.		(For	example,	a	man	with	
a	long	history	of	alcohol	abuse	decides	to	quit,	but	within	a	short	time	his	drinking	
buddies	stop	visiting	with	him	after	he	refuses	to	have	“just	one	drink”.)	

When	problems	do	arise	with	one	or	more	service	areas	in	the	Circle	of	Care,	there	
may	be	a	need	to	meet.	The	service	provider	needs	to	bring	the	concern	to	the	
attention	of	the	primary	worker.	The	primary	worker	would	check	this	out	with	the	
family	and	if	changes	to	the	plan	are	required,	a	meeting	of	the	Circle	of	Care	team	
should	be	arranged.

Meetings	should	also	be	scheduled	to	evaluate	whether	shared	service	goals	
are	being	achieved.	This	is	not	report-card-time,	but	an	exchange	on	how	things	
seem	to	be	going	as	experienced	by	the	family	and	members	of	the	team.	It	is	an	
opportunity	to	give	positive	feedback	about	what	is	happening	and	to	discuss	any	
changes	to	the	plan	that	might	be	needed.

The	evaluation	meeting	is	also	a	time	when	it	is	appropriate	to	discuss	whether	a	
particular	service	component	in	the	plan	is	no	longer	needed.	For	example,	if	part	of	
the	plan	was	to	involve	a	teaching	homemaker	with	the	family	and	the	need	for	that	
is	no	longer	as	urgent,	this	support	could	gradually	be	cut	back.

It	is	important	to	consider	the	timing	during	the	transitional	phase,	when	services	
are	removed	and	how	this	will	impact	on	the	family.	It	is	also	important	to	recognize	
the	strengths	of	the	family.	Providing	services	at	a	level	that	is	not	really	needed	
may	be	a	sign	that	the	service	providers	may	not	recognize	that	the	family	has	the	
strength	to	be	independent.		A	gradual	withdrawal	of	support,	in	consultation	with	
the	family,	is	recommended	because	withdrawing	the	support	all	at	once	could	
leave	the	family	in	crises	again.	Ultimately,	it	is	not	the	plan,	but	the	workers	who	
support	the	family	that	makes	the	difference.	It	is	what	we	do	with	our	hearts	and	
minds	that	make	a	Circle	of	Care	Plan	work.
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famIly & communIty WellneSS centre

central Intake form

Date:	_________________________________________________	 	Time:	_______________	am/pm

Intake Worker:	_________________________________________________________________________________

Presenting Issue(s):	____________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

**************************************************************************************	

part a clIent profIle

**************************************************************************************

Client:  _______________________________________________________	 DOB:	_______________________

Treaty #: (10 Digit) ___________________________________________	 MHSC:______________________

Marital Status:	_________________________________________________________________________________

Address:	_______________________________________________________________________________________

________________________________________________________________________________________________

Phone #:	___________________________________________	_________________________________________	
	 	 						HOME	 	 	 	 	 	 																														WORK

**************************************************************************************

part B famIly InformatIon

**************************************************************************************

CHILDREN:	 	 													DOB:	 	 												TREATY	#:	 						LOCATION:

_______________________	 	_______________	 ______________	 							_________________________

_______________________	 	_______________	 ______________	 							_________________________

_______________________	 	_______________	 ______________	 							_________________________

_______________________	 	_______________	 ______________	 							_________________________

_______________________	 	_______________	 ______________	 							________________________

_______________________	 	_______________	 ______________	 							_________________________

_______________________	 	_______________	 ______________	 							_________________________

**************************************************************************************

��
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part c SIgnIfIcant otherS

**************************************************************************************

1. Name:	________________________________	 Relationship to client: ______________________________

Address:	________________________________________________________________________________________

________________________________________________________________________________________________

Phone #:	____________________________________________	 ____________________________________
	 	 						HOME	 	 	 	 	 	 																														WORK

2. Name:	________________________________	 Relationship to client: _____________________________

Address:	_______________________________________________________________________________________

__________________________________________________________________________________________________

Phone #:	____________________________________________	 ______________________________________
	 	 						HOME	 	 	 	 	 	 																														WORK	

3. Name:	________________________________	 Relationship to client: ______________________________

Address:	______________________________________________________________________________________

_________________________________________________________________________________________________

Phone #:	____________________________________________	 ______________________________________
	 	 						HOME	 	 	 	 	 	 																														WORK

***********************************************************************************

part d Source of referral

************************************************************************************

Law	Enforcement	 	 	 	 	 Contact:	_____________________________________

NNADAP	 	 	 	 	 	 Contact:	____________________________________

Self	Referral	 	 	 	 	 	 Contact:	____________________________________

Nursing	Station	 	 	 	 	 	 Contact:	____________________________________

School	 	 	 	 	 	 	 Contact:	____________________________________

F&CWC			 	 Division:	____________________	 Contact:	____________________________________

Other:	 	 	 	 	 	 	 Contact:	____________________________________

	******************************************************************************
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part e medIcal InformatIon

********************************************************************************

a)	 Does	client	have	any	medical	problems?	(Physical,	Mental)	 	 _____	Yes		_______	No	

	 If	yes,	please	state	______________________________________________________________________

b)	 Is	client	receiving	treatment?			 	 	 	 	 _____	Yes		_______	No

	 If	yes,	please	explain	____________________________________________________________________

c)	 Does	client	have	pending	appointments?	 	 	 	 _____	Yes		_______	No

	 If	yes,	Please	note	Date,	Time,	&	Location_________________________________________________

	 ______________________________________________________________________________________

d)	 Does	client	have	any	allergies?		 	 	 	 	 _____	Yes		_______	No

	 If	yes,	please	state	______________________________________________________________________

*******************************************************************************

part f f & cWc reQuIred ServIceS

********************************************************************************

Fitness	Centre	 p	 Daycare	(4ms	-	5	yrs	old)	 p	 Arts	&	Culture	Program	 p

Public	Health	 p	 Head	Start	(0	-	6	yrs	old)	 p	 Mediation	 p

Therapist	 p	 Home	&	Community	Care	 p	 Child	&	Family	Services	 p

Recreation	 p	 Maternal	Resource	Program	p	 Child	&	Family	Resources	 p

Family	Supports	 p	 Rediscovery	of	Family	 p	 Elder’s	Program		 p

Counselling	Services	p

********************************************************************************

part g conSent to releaSe InformatIon

********************************************************************************

I,	______________________	do	hereby	give	consent	to	the	Family	&	Community	Wellness	Centre

	 										
CLIENT

to	release	my	information	to	_______________________________________________________________

	 	 	 	 	 								
NAME	OF	PROGRAM

Signed	this	_____	day	of	_____________________,	20__.	______________________________________

	 	 	 	 	 	 	 																
CLIENT’S	SIGNATURE

�6
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Basic Risk Assessment Questions
a rISk aSSeSSment attemptS to anSWer 4 BaSIc QueStIonS:

1. Has the child been physically abused, sexually abused or neglected?

2. Is the child at risk of further harm or maltreatment

3. Is the child in need of immediate protection?

4. If the child is at imminent risk, what must be done immediately to protect the child?8 

Risk Assessment9	 
conceptual frameWork
The	primary	purpose	of	child	protective	services	is	to	identify	children	who	are	at	risk	of	harm	or	
injury	due	to	acts	of	commission	or	omission	by	their	parents	or	caregivers,	and,	when	necessary,	
to	initiate	immediate	action	to	protect	them.

The	potentially	harmful	effects	to	children	of	abuse	or	neglect	have	been	well	documented.	
Negative	outcomes	of	maltreatment	include	serious	and	often	permanent	physical	injury;	
developmental	disability;	delays	in	physical,	social,	cognitive,	language,	and	emotional	
development;	emotional	disturbances	or	personality	disorders,	and	sometimes	death.	When	we	
conduct	an	assessment	of	risk,	we	are	attempting	to	determine	the	likelihood	that	a	child	will	
suffer	harmful	or	detrimental	outcomes	due	to	the	act	of	the	child’s	parent	or	caregiver.	

Risk	assessment	is	an	ongoing	decision-making	process	throughout	the	life	of	a	case.	An	initial	
assessment	of	risk	must	be	conducted	at	the	time	of	intake	to	determine	whether	the	children	
named	in	the	complaint	are	endangered,	and	whether	immediate	protection	is	necessary.	The	
evaluation	of	risk	is	incorporated	in	the	ongoing	case	assessment	and	case	planning	process,	and	
informs	all	case	decisions.	The	level	of	risk	is	assessed	again,	when	children	are	being	reunited	
with	their	families,	and	after	they	have	returned	home.	

Risk	assessment	technology	is	essential	to	family-centered	practice	and	placement	prevention.	
We	cannot	safely	maintain	children	at	risk	of	harm	in	their	own	homes	unless	we	can	quickly	
and	accurately	calculate	the	level	of	risk,	identify	the	particular	factors	that	create	the	high-risk	
condition,	and	begin	immediate	interventions	that	target	those	contributing	factors.	

8	Ryeus,	Judith	S.	&	Hughes,	Ronald,	C.	Field	Guide	to	Child	Welfare,	Volume	1,	Institute	of	Human	Services,	Columbus,	OH,	CWLA	Press,	
1998,	p.	94-96

9	Ryeus,	Judith	S.	&	Hughes,	Ronald,	C.	Field	Guide	to	Child	Welfare,	Volume	1,	Institute	of	Human	Services,	Columbus,	OH,	CWLA	Press,	
1998,	p.	93-98



A
ppendix B

��

ISSueS In the meaSurement of rISk

Risk	assessment	theory	basically	assumes	that	there	are	factors	within	the	family	and	its	environment	
that,	when	present,	increase	the	likelihood	of	harm	to	child	from	abuse	and	neglect.	When	risk	factors	
coexist,	they	may	potentiate	each	other	and	increase	risk.	There	are	also	factors	within	the	family	and	
its	environment	that	can	mitigate	risk	and	increase	safety	for	a	child.	The	identification	of	these	safety	
factors	is	an	often	overlooked,	but	integral	part	of	the	risk	assessment	process.

By	identifying	the	factors	that	increase	risk,	and	the	factors	that	promote	safety	in	the	family	
environment,	and	by	understanding	their	individual	and	interrelating	dynamics,	a	valid	assessment	
of	potential	risk	of	abuse	or	neglect	can	be	made.	An	intervention	plan	can	then	be	developed	that	
promotes	the	safety	of	the	child	and	the	least	degree	of	intrusion	into	the	family.	

The	process	of	risk	assessment	is,	therefore,	a	methodical	review	of	factors	that	are	known	to	
contribute	to	child	maltreatment,	and	those	that	are	known	to	decrease	the	likelihood	of	future	
maltreatment.	The	risk	assessment	process	determines	the	degree	to	which	key	risk	and	safety	
factors	are	present	in	a	family	situation,	and	attempts	to	determine	the	likelihood	of	future	harm	to	a	
child	as	a	result.	

Because	maltreatment	usually	results	from	the	combined	effects	of	many	variables,	the	determination	
of	risk	can	become	quite	complicated.	A	formal	risk	assessment	process	is	an	attempt	to	make	this	
decision-making	process	more	objective,	systematic,	consistent,	and	predictively	valid.	

Risk	assessment	is	a	proven	and	practical	concept	in	many	areas	of	science	and	industry.	It	is	
regularly	used	in	labor	safety,	aeronautical	engineering,	and	the	aerospace	industry.	In	these	fields,	
statistical	processes	have	proved	to	be	relatively	reliable	in	predicting	the	frequency	of	accidents	and	
mechanical	breakdown	in	large,	complicated	systems.	This	has	been	possible	because	of	the	scientific	
understanding	of	the	variables	related	to	risk,	and	the	ability	to	quantify	or	measure	them.	

In	child	welfare,	the	variables	that	contribute	to	and	mitigate	child	maltreatment	are	related	
to	psychological	characteristics	of	parents,	parental	behaviors,	developmental	and	behavioral	
characteristics	of	children,	and	the	effects	of	environmental	factors	of	the	family.	Many	of	these	
factors	are	difficult	to	quantify,	and	their	inter-relationships	are	not	always	well	understood.	Neither	
do	they	lend	themselves	to	easy	measurement,	quantification,	or	prediction.	In	addition,	there	are	
different	contributing	factors	to	various	types	of	maltreatment,	such	as	physical	abuse,	sexual	abuse,	
emotional	abuse,	and	neglect.	

There	are	many	different	models	of	risk	assessment	used	in	child	welfare	agencies.	There	are	also	
many	variations	of	particular	models,	as	different	states	and	provinces	adopt	risk	assessment	models	
to	fit	perceived	needs.	These	risk	assessment	models	may	include	different	risk	factors,	may	weigh	
them	differently,	may	or	may	not	use	scoring	instruments	and	may	use	them	at	different	times	and	in	
different	ways	during	the	life	of	a	case.	Recently,	there	has	been	considerable	research	of	the	validity	
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and	reliability	of	specific	factors	in	predicting	child	abuse.	The	research	has	identified	some	factors	
that	are	statistically	correlated	with	future	abuse	(English	&	Pecora	1994).

The	goal	of	standardized	risk	assessment	models	and	instruments	is	to	make	our	judgments	about	
families,	and	the	risk	to	their	children,	less	subjective.	Risk	assessment	models	and	instruments	
attempt	to	standardize	the	questions	workers	ask	and	the	data	they	gather,	thereby	promoting	a	
decision-making	process	that	is	more	thorough,	more	objective,	more	consistent,	more	accurate,	
and	presumably	more	just.	Given	the	present	state	of	risk	assessment	technology	in	social	service,	
the	risk	assessment	instrument	is	best	used	to	support	the	clinical	decisions	of	professional,	well-
trained,	well-supervised,	and	experienced	caseworkers,	rather	than	to	supplant	such	decisions.	

the rISk aSSeSSment proceSS

The	risk	assessment	process	is	a	fact-finding	process,	which	gathers	pertinent	information	to	make	the	
following	determinations:	

1. Has the child been physically abused, sexually abused, or neglected?	
Risk	assessment	is	not	simply	the	substantiation	of	prior	maltreatment.	The	goal	of	risk	assessment	
is	to	establish	the	likelihood	of	future	harm	to	a	child.	However,	a	history	of	prior	maltreatment	is	
often	a	strong	predictor	of	future	harm.	The	accurate	substantiation	of	prior	maltreatment	and	the	
determination	of	its	extent	and	causes,	are	critical	for	the	prevention	of	future	maltreatment.	

To	establish	that	a	child	has	been	harmed,	the	worker	must	look	for	the	physical,	emotional,	and	
behavioral	indicators	of	maltreatment.	The	worker	must	see	and	talk	to	the	child,	and	must	examine	
him	for	evidence	of	injury,	illness,	or	other	types	of	harm.	Medical	or	psychological	assessment	can	
substantiate	certain	types	of	maltreatment.	The	worker	must	also	look	for	environmental	conditions	
and	family	dynamics	that	commonly	contribute	to	maltreatment.	

It	is	easier	to	determine	that	a	child	has	been	abused	or	neglected	when	there	is	clear,	substantiating	
evidence	of	physical	injury	or	harm.	The	determination	is	more	difficult	when	there	are	no	visible	signs	
of	injury,	when	medical	evidence	is	inconclusive,	when	stories	conflict,	when	there	is	no	corroboration	
of	a	complaint,	when	there	is	questionable	history	of	previous	maltreatment,	or	when	there	are	no	
eyewitnesses	to	maltreatment.	

2. Is the child at risk of further harm or maltreatment?	
If	a	child	has	been	previously	maltreated,	the	worker	must	determine	the	factors	that	most	likely	
contributed	to	the	maltreatment,	and	assess	whether	they	are	still	present	and	whether	they	have	
been	or	can	be	mitigated	or	eliminated.		For	example,	it	is	unlikely	that	a	child	will	be	harmed	again,	as	
long	as	the	perpetrator	of	the	abuse	remains	in	jail.	Similarly,	if	a	mother’s	depression,	which	placed	the	
child	at	high	risk	of	neglect,	can	be	effectively	treated	with	antidepressant	medication,	it	is	unlikely	that	
neglect	will	recur,	as	long	as	the	mother	remains	on	her	medication.	If	nothing	has	altered	the	family	
situation	in	which	a	child	was	harmed,	the	likelihood	is	high	that	the	child	may	be	harmed	again.	
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At	times	there	is	no	evidence	that	a	child	has	been	previously	maltreated,	but	there	are	significant	factors	in	
the	family	environment	that	are,	in	general,	highly	correlated	with	maltreatment.	The	degree	of	potential	risk	is	
determined	by	assessing	the	combined	interactions	of	these	factors.	

The	risk	assessment	process	therefore,	a)	identifies	the	probable	causal	or	contributing	factors	to	maltreatment	
in	the	family,	b)	identifies	the	degree	to	which	the	child	is	still	exposed	to	these	factors;	and	c)	identifies	safety	
factors	that	can	or	have	mitigated	risk	factors	to	assure	the	child’s	safety.	

Risk	assessment	models	that	focus	only	on	deficits	are	half	complete	and	wholly	inaccurate.	The	measure	
of	human	behavior	must	consider	the	complicated,	synergies	and	interactions	of	individual	and	interpersonal	
strengths	and	limitations.	

However,	it	is	dangerous	to	assume	that	identifying	and	building	on	strengths	can,	by	itself,	prevent	or	mitigate	
maltreatment.	Families	that	maltreat	their	children	do	have	contextual	deficits,	sometimes	very	serous	deficits.	
We	cannot	ignore	the	fact	that	it	is	a	very	disturbed	parent	who	would	kill	or	attempt	to	kill	a	child.	We	must	also	
remember	that	there	are	many	parents	who	live	in	continually	stressful,	even	dire	consequences,	who	never	
harm	their	children.	

Correctly	identifying	and	interpreting	parental	acts	that	reflect	underlying	problems	or	dysfunction	is	absolutely	
necessary	for	child	protection.	However,	our	assessment	will	be	fairly	biased	if	we	do	not	concurrently	identify	
those	traits	and	factors	that	can	be	developed	and	strengthened	to	help	eliminate	or	mitigate	deficit	factors;	and	
when	we	do	not	identify	disruptive	environmental	factors.	

An	approach	to	child	protection	that	concurrently	considers	both	deficits	and	potentials	can	appropriately	be	
developmental.	A	deficit	model	might	assume	that	deficit	traits	and	behaviors	are	permanent	conditions,	
immutable	and	unchangeable.	A	development	model	recognizes	the	importance	of	environmental	context,	
and	suggests	that	with	the	proper	interventions	and	support,	most	people	can	learn	new	and	different	ways	of	
behaving	and	rearing	their	children.	A	developmental	model,	therefore,	identifies	deficits,	but	contends	that	they	
can	often	be	modified,	albeit	to	varying	degrees.	A	balanced	assessment	of	both	risk	and	safety	allows	us	to	
concurrently	consider	the	factors	that	lead	to	risk,	and	the	qualities	within	a	family	and	its	environment	that	can	
be	further	developed	and	strengthened	to	eliminate	the	risk	condition.

To	be	legitimate,	a	strengths	assessment	in	a	risk	assessment	model	must	identify	the	presence	and	extent	of	
relevant	factors	or	dynamics	that	can	directly	act	upon	and	alter	the	conditions	that	increase	risk.	In	this	model,	
risk	and	safety	are	viewed	as	the	behavioral	expressions	of	opposite	ends	of	a	continuum	for	an	identified	
characteristic	or	trait.	A	condition	of	“low	risk”	is	not	simply	the	absence	of	destructive	behaviors.	Rather,	
low	risk	requires	the	presence	of	constructive	reciprocal	behaviors	that	provide	for	healthy	development	and	
protection	from	harm.	The	presence	of	these	constructive	and	healthy	elements	are,	by	definition,	the	safety	
factors	that	mitigate	risk,	and	the	presence	of	these	factors	in	a	family	constitutes	a	family	strength.	

For	example,	a	mother’s	volatile	temper	and	poor	emotional	control	may	greatly	increase	the	likelihood	of	
abuse	to	her	child.	Low	risk	is	not	simply	the	absence	of	a	volatile	temper.	Low	risk	requires	the	presence	of	a	
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constructive	reciprocating	behavior	–	the	ability	to	control	and	manage	emotions,	and	to	express	anger	and	
frustration	in	ways	that	are	not	harmful	to	others.	If	we	can	identify	and	make	explicit	the	positive	behaviors	
or	dynamics	we	believe	to	be	reciprocal	to	the	more	harmful,	high-risk	behaviors	or	dynamics,	we	will	have	
identified	the	relevant	safety	factors	that	can	be	strengthened	to	mitigate	risk.	

If	we	try	to	identify	strengths	independently	of	risk,	we	are	likely	to	develop	a	laundry	list	of	qualities	and	
characteristics	that,	while	admirable	in	and	of	themselves,	may	not	constitute	mitigating	strengths.	For	
example,	in	the	Jones	family,	we	might	observe	that	the	mother	does	volunteer	work	and	is	active	in	her	
church;	that	the	father	works	two	jobs	and	is	able	to	comfortably	support	his	family;	and	the	family	goes	
camping	together.	However,	none	of	these	are	remotely	relevant	strengths	when	the	principal	cause	of	
maltreatment	is	the	volatile,	irrational,	and	physically	abusive	behavior	of	the	father	when	he	is	drinking.	
Viable	and	relevant	strengths	in	this	family	that	could	be	further	developed	and	supported	to	mitigate	risk	
might	include:	

The	father	is	aware	of	the	problems	his	drinking	is	causing	for	his	family,	and	he	exhibits	periodic	attempts	to	
control	his	condition,	even	though	he	seems	unable	to	change	it	himself.	

The	mother	has	clearly	indicated	that	she	will	take	the	children	and	leave,	if	her	husband	does	not	“get	sober	
and	stay	that	way.”

The	father	has	controlled	his	use	of	alcohol	in	the	past,	with	the	help	of	Alcoholics	Anonymous,	and	was	
sober	for	two	years,	but	he	began	drinking	again	when	he	was	laid	off	from	his	job	for	six	months.	

The	mother	and	children	can	predict	from	the	father’s	behavior	when	he	is	becoming	abusive,	and	they	leave	
the	house	and	go	to	the	grandmother’s	home.	

The	mother’s	behaviors	to	protect	her	children,	and	the	father’s	history	of	prior	management	of	his	
alcoholism	are	strengths	that,	if	developed,	could	greatly	reduce	the	risk	to	the	children.	

When to conduct a rISk aSSeSSment

In	addition	to	the	initial	intake	assessment,	there	are	several	points	in	the	ongoing	casework	process	at	
which	a	follow-up	risk	assessment	should	always	be	conducted.	These	include:	

•		Anytime	the	agency	receives	another	complaint	or	referral	on	a	case	that	is	open	and	receiving	services	
from	the	agency;	

•	Within	several	days	after	a	child	is	returned	home	after	having	been	in	substitute	care	placement,	
and	again	every	few	weeks,	until	the	case	can	be	closed.	The	absence	of	risk	on	the	follow-up	risk	
assessments	can	justify	case	closure;	

•		When	there	is	a	change	in	the	composition	of	the	family,	such	as	when	a	parent	or	other	significant	family	
member	leaves	or	returns	to	the	family,	or	when	another	child	is	born.	
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SELF–DETERMINATION

Beliefs and values that guide 
our lives. 
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NOT EvERYONE WANTS TO 

CHANGE THEIR LIFESTYLE, 

EvEN THOUGH IT MAY BE 

SELF DESTRUCTIvE.
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thIS actual letter	from	a	teenager	can	be	used	as	an	example	for	participants	to	support	the	
concept	that	children	with	histories	of	very	traumatizing	experience	may	see	the	world	differently	
than	those	trying	to	help.	Yet,	in	context	of	her	history,	marked	by	extreme	family	violence	and	abuse,	
her	world	view	that	custodial	care	is	like	“home”	fits	when	driven	by	her	need	for	“safety”	and	
predictability.	She	was	in	and	out	of	foster	homes,	group	homes,	treatment	centres,	open	and	closed	

custodial	settings	and	as	an	adult	is	serving	time	in	jail.

Dear Mom and Dad,

Hi there!

I wanted to say a few things that I cant say to you’s face to face, although I would like to.

I would like to explain what I felt when I was there. I know that I caused a lot of trouble and wasn’t healthy.

I thought I would make it when I got out of treatment but I was wrong. Im used to just being locked up and 
being in group homes or what not and I thought I would get use to being in a normal home to be a normal 
person, but I was wrong.

When I moved in, I was willing to got started on my new life, but as soon as I was beginning to live it, I got 
scared, so I did’nt want to live anymore. All I could think about was my old life of abusing booze, solvents, 
drugs. I used the excuse of missing home. yes I did think about my family but I didn’t really want to go home. 
As each, day went by it was harder and harder, I didn’t know what to do. I started drinking that shit so I can 
just get numb, so I did’nt have to feel or face anything, I was ready to commit suicide but I just thought of 
moving back home and living a life that I would dread, plus living at your house caused money and that was one 
of my other reasons why I wanted to go home so fast, I had no money to pay with.

Thank you all so much for trying hard to help me. I really really appreciate it with all my heart. I did’nt think it 
would end this way but it did.

I’m not making excuses, Im telling yous my heart.

While Im in jail I realize a lot of things, I think a lot about things and things are simple, this is my home, this 
one of the places I feel safe in, this is the place I go to for survival from home, and it’ll always be like that.

Please don’t hate me for giving up and losing hope, just try to understand me.

Love Bye!
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vISION

NISICHAWAYASIHK MITHWAYAWIN

MISSION

IN UNITY, WE PROMOTE COMMUNITY AWARENESS, EMPOWERMENT,  

AND A SAFE ENvIRONMENT TOWARDS HOLISTIC WELLNESS.

Nisichawayasihk cree NatioN child & Family services – NortherN authority amalgamated oFFice

BOX 29 205-59 ELIzABETH DRIvE

THOMPSON, MANITOBA,

R8N 1X4

PHONE: (204) 778-1960 FAX: (204) 778-1989

Nisichawayasihk cree NatioN Family aNd commuNity wellNess ceNtre iNc.

P.O. BOX 451

NELSON HOUSE, MANITOBA

R0B 1A0

PHONE: (204) 484-2341 FAX: (204) 484-2351

WEBSITE:  WWW.NCNWELLNESS.CA


